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Primary pancreatic hydatid disease is rare. The diagnosis may be difficult when the presentation is that
of an unexplained epigastric mass, despite suggestive of radiological and ultrasonic features. We
describe a 32-year-old female in whom the definitive diagnosis was only made on histopathology.
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INTRODUCTION

Hydatid disease is a zoonosis caused by the larval stage
of Echinococcus granulosus which is endemic to regions where
stockbreeding and agriculture are a common occupation
(Akbulut et al., 2014). These include the Mediterranean region,
Africa, South America, Australia, Middle East and India
(Sharma et al., 2015). For Echinococcus granulosus, dogs are
the definitive host whereas sheep and goats are the intermediate
host. Man is an accidental dead end host who is infected after
consuming vegetables contaminated with dog feces containing
Echinococcal eggs (Eckert and Deplazes, 2004). Hydatid cysts
can be found in almost any organ of the body but the most
common sites are liver (50%—77%), lung (15%—47%),spleen
(0.5%—-8%), and kidney (2%—4%) (Akbulut et al, 2014). We
describe a case which presented with epigastric pain and cystic
pancreatic mass.

Case History

A 32 year female patient noticed a swelling in left upper
quadrant of abdomen since 20 days. She had no history of
abdominal pain, jaundice or fever. There was also no history of
loss of appetite or weight loss. On examination the patient was
conscious and oriented. Icterus, lymphadenopathy and edema
were abscent. Examination revealed 8x5cm swelling in
epigastrium and left hypochondrium. The swelling was smooth
and cystic. The results of systemic examinations were normal.
Her pre-operative laboratory investigations including liver
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function tests, kidney function tests and chest x ray were within
normal range. On ultra sound examination, an approximately
5.9%6.5x6.9cm sized anechoic cyctic lesion with post acoustic
enhancement and no internal vascularity was noted within the
tail of pancreas. Her CT scan revealed a well defined wall
enhancing fluid density cystic lesion in body and tail of
pancreas. The cyst was 6.5x6.2cm in size with no obvious
calcification (Fig 1). All other organs were normal. No
additional cyctic lesion were seen in any other organ. Open
distal pancreatectomy with spleenectomy with resection of a
segment of transverse colon followed by end to end
anastomosis was performed. Resected specimen (Fig 2) send
for histopathology was 14x10x7 cm with firm to cystic in
consistency and thick wall. On cutting clear fluid came out. On
histopathological examination laminated membrane and
scolices were seen which suggested hydatid cyst of pancreas
(Fig 3) with changes of congestion in spleen. Post operative
ELISA for Echinococcal antigen was also positive.

Fig.1. Well defined fluid density cystic lesion with enhancing walls in body
and tail region of pancreas
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Fig.3. Laminated membrane with scolices

DISCUSSION

Pancreatic hydatid cysts (PHC) are rare entities with incidence
ranging from 0.14% to 2% (Shah et al, 2010). PHCs are
usually solitary (90%-91%) and distributed unevenly
throughout the head (50%-58%), body (24%—-34%) and tail
(16%—-19%) (Akbulut et al, 2014). Clinical presentation
depends on the location of the cyst within the pancreas. Cysts
located in the head can present as obstructive jaundice due to
external compression of the common bile duct and masquerade
as a choledochal cyst (Mandelia et al., 2012; Turkyilmaz et al.,
2013). Cysts located in the body and tail of pancreas are
usually asymptomatic untill they become large enough to
present as an abdominal lump or cause symptoms due to
compression of adjacent structures like epigastric pain, nausea
and vomiting (Akbulut ez al., 2014; Shah et al., 2010). Rarely,
cysts located in the pancreatic tail can result in splenomegaly
and portal hypertension (Szant et al., 2010). Complications like
cholangitis, rupture into the biliary tree or peritoneal cavity,
pancreatic fistula,recurrent pancreatitis and abscess have also
been described (Chinya et al, 2015). Imaging modalities
commonly employed to diagnose a pancreatic cyst are
Ultrasonography (USG), Computed Tomography (CT) and
Magnetic Resonance Imaging (MRI).. Tests for detecting

specific serum antibodies and circulating echinococcal
antigens  include  indirect  hemagglutination  assay,
immunoelectorphosresis, enzyme linked immunosorbent assay,
complement fixation test and immunofluorescence assay
(Akbulut ef al., 2014). They are useful in follow-up monitoring
also. Enzyme-linked immunosorbent assay for Echinococcal
antigens is positive in more than 85% of cases (Sbihi et al,
2001; Sayek and Onat, 2001). The characteristic radiological
findings described for hydatid cysts are often not present, as in
our case (Shah et al., 2010). This makes differentiating PHCs
difficult from more common cystic lesions of the pancreas like
pseudocysts and benign or malignant cystic neoplasms of the
pancreas (Akbulut et al, 2014; Shah et al., 2010). Never the
less, PHCs should always be considered in the differential
diagnosis of pancreatic cystic lesions in patients from endemic
areas.

Open surgery is the treatment of choice (Akbulut ef al., 2014;
Shah et al., 2010). The diagnosis of pancreatic hydatid cyst is
based on historical and geographic backgrounds, physical
examination, radiological tools, serology, fine needle aspiration
cytology, and histopathological examinations of resected cysts.
Serological tests are used for diagnosis, screening, and follow-
up for recurrence (Szanto et al, 2010). Several traumatic
ruptured splenic cyst hydatid case are encountered in the
literature The cases in the literature almost always are not case
report but those are one or more than one case in a case series
(Shah et al, 2010). This case, an extremely infrequent
encountered is reporting. Splenic hydatid cyst tends to grow
and the spleen will be vulnerable to trauma (Shah et al., 2010).
Primary hydatid cyst of the pancreas is an extremely rare
entity. Our intention in presenting the case is to highlight the
fact that hydatid cyst can masquerade as more common cystic
lesions of the pancreas. Physicians who have not encountered a
pancreatic hydatid cyst may not consider it in the differential
diagnosis. In patients from endemic areas, a pancreatic hydatid
cyst should always be considered in the differential diagnosis.

Conclusion

PHCs can masquerade as more common lesions of the pancreas
like pseudocyst or cystic pancreatic neoplasms. PHCs should
always be kept in the differential diagnosis in case of cystic
pancreatic mass in patients form endemic areas. Serology,
Imaging modalities and Cytological examination of cystic
aspirate are important but not always diagnostic. Surgical
exploration with histopathological examination is the gold
standard.
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