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SUM M ARY

Hydatic cysts rising from the pancreas are very rarely 
encountered. Such cysts may often perplex the 
clinician because they cause symptoms and signs 
simulating various diseases of this region. 
Obstructive jaundice due to extrinsic compression of 
the distal common duct by a hydatic cyst located in 
the head of pancreas, was found in a 60 year old 
man. Successful surgical treatment consisted of 
tra n sd u o d e n a l cys toduod enos tom y and 
choledochoduodenostomy. Diagnosis and treatment 
options for pancreatic hydatic cysts are discussed.
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INTRODUCTION

True cysts, cystic neoplasms, and parasitic cysts of 
the pancreas are rare lesions. The clinical and 
radiologic characteristics, pathologic features, and 
natural history of any of these type of lesions are not 
fully documented (1) Pancreatic localization of 
hydatidosis is exceedingly rare, occuring in 0.5-3.0% 
of all hydatic cases. Symptoms are variable and the 
diagnosis is rarely made before surgery (2). 
Complete collection of epidemiological, clinical, 
immunfluorescence, and echographic data may allow 
more accurate pre-operative diagnosis of these 
lesions (2,3).

CASE REPORT

A 60 year old native of eastern Turkey, where the 
prevalence of ecchinococcus is high, was admitted to 
our hospital for evaluation of 5 months of abdominal 
pain, jaundice, itching and weight loss. On physical 
examination we palpated a 5 cm. mass in the right 
upper quadrant. Laboratory values were; total 
bilirubin 3.9 mg/dl, direct bilirubin 3.5 mg/dl, SGOT 
(Serum glutamic oxaloacetic transaminase) 186 U/L, 
SGPT (serum glutamic pyruvic transpeptidase) 192 
U/L, alkaline phosphatase 799 U/L. Ultrasonographic 
evaluation showed that he had a hydropic gall blad­
der and 8 cm. diamater cystic mass in the pancreatic 
head region. The common duct was dilated to

diameter of 12 mm. and his liver was enlarged. By 
computerized tomography, the encapsulated cyst 
was found to have a diameter of 10 cm. and the 
intrahepatic biliary channels were slightly dilated (Fig 
1). Pre-operatively this patient was thought most 
probably to have a pseudocyst because of the obs­
tructive signs. On exploration of the abdomen a 
dilated common bile duct (20 mm.), and a mass 
originating from the pancreatic head was found. This 
mass adhered firmly to the third part of the 
duodenum.

A clear serous fluid was aspirated from the mass, 
which was suggestive of hydatic cyst. Then 0.5% sil­
ver nitrate was introduced into the cyst to kill the 
scolices. Because the mass was very large and 
adherent to the third part of the duodenum, 
duodenotomy and then cystoduodenostomy was 
performed. After this procedure because we could not 
visualize the distal common bile duct with cholangio­
graphy, a side to side choledochoduodenostomy was 
performed. Post-operatively the patient had no 
problems and has continued to remain asymptomatic 
15 months after the surgery. Pathologic examination 
confirmed our diagnosis of hydatid cyst.

DISCUSSION

Hydatic cysts are most commonly (60%) located in 
the liver (4). Splenic, renal, cerebral, ocular and 
osseous hydatics have also been described (4). 
Hydatiosis in the pancreas occurs in only 0.5-3% of 
all cases (5-7,3). Hydatic cysts can be found in all 
regions of the pancreas, and consequently may result 
in a variety of clinical presentations. Pancreatic tissue 
adjacent to the cyst shows evidence of congestion 
and atrophy and can lead to pancreatitis (6,8). If 
located in the head of the pancreas, obstructive 
jaundice due to extrinsic compression of the distal 
part of common bile duct may occur (9). Pinchuk, et 
al. reported a patient with a hydatic cyst in the 
pancreatic tail with portal hypertansion and gastric 
varices (4). Making the diagnosis of pancreatic 
hydatic cyst pre-operatively is very difficult. Comple­
ment fixation hemagglutination, latex agglutination 
and bentonite flocculation tests are available for the 
general diagnosis of hydatidosis.
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Fig i .  C T  scan examination of pancreas after contrast enhancem ent shows a well defined, thin walled cystic 
mass in the head of pancreas.

In different case reports, authors reported various 
surgical procedures for the treatment of pancreatic 
hydatic cyst. No procedure can be called 'standard'; 
rather the procedure is selected on the basis of the 
specific location of the cyst and consequent 
secondary problems. Some of the recent procedures 
performed in these patients include external draina­
ge, pancreatic resection and marsupialization. 
Because of the cyst attachment to the third part of the 
duodenum, our initial surgical treatment consisted of 
transduodenal cystoduodenostomy. Excision was felt 
not to be possible because of the cyst's size and 
location. Afterwards,an intraoperative cholangiogram 
was performed and it showed only minimal passage 
of contrast material to the duodenum. As a result, a 
choledochoduodenostomy was performed.
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