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(70%)(1). Hydatosis of other organs such as the 
brain, heart, kidneys, and pancreas is rare. Primary 
pancreatic involvement (without liver or lung disease) 
is found in less than 0.2% of cases of hydatidosis(2)
and less than 1% in those countries where the disease 
is endemic(3). Pancreatic infestation can occur by the 
hematological route or by peripancreatic lymphatic 
invasion(4).
Preoperative diagnosis of a pancreatic hydatid cyst 
is difficult due to its rarity. Computed tomography 
(CT) scan is helpful for identifying presence of 
multiloculation, curvilinear calcification or daughter 
cysts.  However, final diagnosis may be made only by 
surgical exploration and histopathologic examination.
Clinical presentation of pancreatic hydatid varies with 
size and the anatomic location of the disease. A cyst 
located in the pancreatic head can cause obstructive 
jaundice,(5) acute (6) or chronic pancreatitis(7). Cysts 
located in the pancreaeas body can be symptomless 
or an abdominal mass may be present(8). Lesions on 
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Iran is an endemic region for hydatid disease. Primary pancreatic hydatosis is a rare event; severe acute pancreatitis 
related to pancreatic hydatid cyst is extremely rare. 
We present the case of a patient with severe acute pancreatitis and hydatosis of the pancreas without liver or lung 
involvement. All etiologies for acute pancreatitis were excluded. The patient underwent a distal pancreatectomy which 
led to the diagnosis of pancreatic hydatosis. 
Since hydatid disease is endemic in some regions, it should be considered as one of the underlying etiologies for 
inflammation or infection of the pancreas (acute pancreatitis).
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ABSTRACT

INTRODUCTION
Hydatid cyst disease is a common parasitic infection 
of humans and animals in certain geographical 
regions. Consumption of Echinococcus granulosus 
eggs in vegetables contaminated with dog feces is 
a primary route for human infection. Hydatid cysts 
may be found in almost any site of the body but 
liver involvement is the most common manifestation 
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the tail can also present with portal hypertension (9) 
or acute pancreatitis, as in our case.

CASE REPORT  
A 46-year-old man who was born and resided 

in central Iran was admitted to the hospital with 
complaints of severe constant epigastric pain, 
bilious vomiting and fever for 24 hours duration. 
On examination, the patient was distressed, with a 
temperature of 39°C, heart rate of 115 beats/minute and 
blood pressure of 100/80 mm/Hg. He was dehydrated 
and mildly icteric. The patient had generalized 
abdominal distention and mild tenderness without 
rebound in the upper abdominal area. There was no 
discoloration around the umbilicus or flanks. Chest, 
central nervous and musculoskeletal systems were 
normal on examination. Laboratory analyses revealed 
leukocytosis and increased serum amylase and lipase 
levels (Table 1). 

Trans-abdominal ultrasound on the first day 
revealed mild enlargement of the pancreas without any 
stones, sludge or dilatation in the biliary and pancreatic 

ducts. Chest radiology was normal, however plain 
abdominal X-ray revealed two areas of calcification 
in the abdomen. The patient was diagnosed as a case 
of acute pancreatitis and prescribed normal saline 250 
milliliter per hour and imipenem.

The next day, the patient's abdominal pain 
diminished however his creatinine level increased to 
2.5 mg/dl and urinary output decreased to 300ml/24h. 
The patient underwent an abdominal CT scan without 
contrast that revealed diffuse enlargement of the 
pancreas with approximately 50% necrosis and a 
6×5 cm heterogeneous mass with thick peripheral 
calcification in the pancreatic tail. Ascites and bilateral 
plural effusion, and a 7×6 cm hypo-dense mass with 
peripheral thick calcification in the right kidney were 
other findings of the CT scan (Figure 1).

The patient was admitted to the Intensive Care 
Unit on day three of his hospitalization. Fluid therapy 
continued because of the central vein pressure and 
urinary output. At this time, serum AST, ALT, ALP, 
and bilirubin levels normalized however fever (39-
40°C) and nausea continued. On day four, the patient 
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Table 1: Patient’s laboratory results on days 1, 3, and 6 after hospitalization.

Normal value
Results

Parameter
Day 6Day 3Day 1

3.54–9.06 x 103195001745010500White blood cell (mm3)

13.3–16.21114.514Hemoglobin (g/dl)

165–415 x 103455×103498×103385×103Platelets (mm3)

12.7–15.4141712Prothrombin time (s) 

26.3–39.4344130Partial thrombin time (s)

7–412723324Aspartate transaminase (unit/L)

7–413226431Alanine transaminase (unit/L) 

33–96138634142Alkaline phosphatase  (unit/L)

0.3–1.31.221Total bilirubin  (mg/dl)                   

<0.30.310.2Direct bilirubin (mg/dl)                                 

NegativeNegativeNegativeNegativeBlood culture

Negative: <1.1-5-Echinococcus antibody

20–9644623402807Amylase (unit/L)

3–4378316881390Lipase (unit/L)

0.5–0.994.31.4Creatinine (mg/dl)

7–20784512Blood urea nitrogen (mg/dl)

75–10013218676Fasting blood sugar (mg/dl)                                  

30–200--143Triglycerides (mg/dl)

<37--105Carbohydrate antigen 19-9 (unit/ml) 
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became hypotensive, anuric, confused and tachypneic, 
and his creatinine increased to 9 mg/dl. Vasopressor, 
mechanical ventilation and daily hemodialysis 
were initiated at this time. A fluid tap of his ascites 
revealed dark fluid with 18000 white blood cells (96% 
neutrophils), 10000 red blood cells, amylase (54 unit/
ml), bilirubin (0.8 mg/dl), protein (3g/dl) and glucose 
(45 mg/dl). A smear and culture of the ascites sample 
were negative. 

Considering above clinical setting and paraclinic 
findings, septic shock due to severe necrotizing 
pancreatitis was suggested and a laparotomy and 
necrosectomy was performed on day eight. There was 
approximately 3 L of dark fluid in the abdomen. The 
tail and necrotic parts of the pancreas were removed 
during the distal pancreatectomy and necrosectomy. 
There was a 6 ×6 cm unilocular firm cystic lesion in the 
tail of the pancreas that had a thick, hard external wall 
with a soft, thin inner layer (Figure 2) and semisolid 
whitish creamy material. There was another mass in 
the lower pole of the right kidney which was excised as 
a partial nephrectomy. This mass was a 7×6 cm cystic 
lesion similar to the pancreatic mass.

Severe Pancreatitis Due to Hydatid Cyst

196

Fig.1: CT scan showing enlarged pancreas, necrosis 
           and a 5×6 cm heterogenic mass with thick 
           peripheral calcifications in the pancreatic
           tail (A). A similar lesion is observed in the 
           right kidney (B).

Fig.2: Inner layer of the pancreatic cyst wall. No 
            viable scolex were noted upon histopathologic
            examination.

Fig.3: Microscopic image of the pancreatic hydatid 
          cyst wall (A) and fat necrosis (B).
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Following laparotomy, the patient was returned to 
the ICU where vasopressor, mechanical ventilation, 
daily hemodialysis and enteral feeding were continued 
with no improvement in the patient's condition and 
after 15 days,  he died.

Pathologic examination confirmed hydatid disease 
of both the pancreas and kidney lesions. The semisolid 
material observed in the pancreatic lesion was fat 
necrosis (Figure 3).

The pathologist was unable to find a distinct 
Connection between the pancreatic duct and hydatid 
cyst. 

The presence of ascites fluid surrounding the liver 
and NG tube in the stomach (Figure 4).

DISCUSSION 
Pancreatic involvement is reported in 0.25%-0.75% 

of hydatid disease cases(10). Pre-operative diagnosis of 
pancreatic hydatid cysts is difficult because these cysts 
may be mistaken for pseudocysts, cystadenocarcinoma, 
congenital or post-traumatic cysts(11). Endoscopic 
ultrasound (EUS) is an effective, safe procedure for 
diagnosing pancreatic lesions, whether malignant or non 
malignant(12,13). This procedure is useful for further 
assessment in patients with pancreatic cystic lesions that 

are suspicious for hydatosis. 
The initial presentation of pancreatic hydatosis in 

this patient was the finding of severe, acute pancreatitis. 
Therapeutic management of pancreatic hydatosis is 
complicated, however in cases with acute pancreatitis it 
becomes quite problematic.

Hydatid disease of the kidneys or pancreas is rare. 
Simultaneous hydatosis of both the kidneys and 
pancreas, particularly in the absence of liver or lung 
involvement is even rarer. Acute pancreatitis due to a 
pancreatic tail hydatid cyst is extremely rare.

An interesting finding in our presented case is 
hydatosis of the pancreas and right kidney, which are 
unusual locations for a hydatid cyst, without liver or 
lung involvement.

Echinococcus granulosus cysts rarely rupture into 
the biliary tree or pancreatic duct. So they can produce 
biliary colic, obstructive jaundice, cholangitis(14),  
pancreatitis or even bronchobiliary fistula(15).   

Although transient increases in AST, ALT, ALP 
and bilirubin levels in our case might have been 
evidence of passage of the hydatid cyst material into the 
pancreatic  duct, however histopathologic examination 
of the surgical specimen did not determine any distinct 
communication between the wall of the hydatid cyst 
and the pancreatic duct. Pancreatic duct obstruction due 
to the pressure effect of the cyst might have been a 
probable etiology for acute pancreatitis in this patient. 

Hydatid disease should be considered as a 
differential diagnosis for cystic lesions of the pancreas 
in acute pancreatitis, particularly in geographical areas 
where the disease is endemic.
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Fig.4: No lesions were visualized in the liver. Note 
           the presence of ascites fluid surrounding the 
           liver.
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