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Recurrent acute pancreatitis as clinical
presentation of hydatid disease of the liver
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Dear Editor,

Echinococcosis is a parasitic zoonoses transmitted by dogs in
which humans are intermediary hosts. It is caused by parasites
of the genus Echinococcus. In the United States and Europe most
infections occur in immigrants from endemic areas, including
South America, the Mediterranean region and many areas of Chi-
na. In humans, 50-75% of hydatid cysts occur in the liver and
usually are solitary cysts (72%) (1).

Case report

A 37 year-old male native of Morocco, was admitted into the
hospital because of intense right upper quadrant pain, irradiated
to his back, without other symptoms. The patient reported previ-
ous episodes of intense epigastric pain for 6-7 years. Laboratory
data showed: amylase 1,544 U/L, total bilirubin 6.9 mg/dL, aspar-
tate aminotransferase 92 U/L, alanine aminotransferase 201 U/L,
alkaline phosphatase 289 U/L, gamma glutaryl transpeptidase
304 U/L and C-reactive protein 2.1. He was diagnosed with acute
pancreatitis. Abdominal ultrasound scan revealed multiple sep-
tated cystic images in the liver with a honeycomb appearance,
suggestive of hydatidosis; a normal gallbladder and bile ducts
were also found. The study was completed with a computed
tomography of abdomen identifying a multilocular cystic lesion,

with a partially calcified wall, located in liver segments II-III of
5 x 3.5 cm. Another lesion of similar characteristics was located
in segment IV of 7.5 x 6 x 5.5 cm in close contact with the gall-
bladder, causing pressure or mass effect on its upper surface,
without dilatation of bile ducts. These findings were compatible
with hydatid cysts (Fig. 1). The pancreas was enlarged and hyper-
echoic particularly at the body, without peripancreatic exudates.
Hydatid serology (indirect hemagglutination) was positive
(1/2,560). The patient was treated with albendazole: 400 mg every
12 hours and the episode was solved without complications and
he was included on waiting list for cholecystectomy and resection
of hydatid cysts. He suffered three episodes of acute acalculous
mild pancreatitis while he was waiting for surgery. Finally, the
patient underwent cholecystectomy and right hepatectomy without
complications, remaining asymptomatic since then. 

Discussion

Hydatid disease of the liver frequently produces no symptoms
for many years (2). In 9-25% of cases, hydatid cyst can rupture

Fig. 1. Computed tomography (CT) of the abdomen revealed a multilo-
cular cystic lesion in the liver with partially calcified wall, of 5 x 3.5 cm
suggestive of hydatid cyst.



into the biliary tree causing transient or complete obstruction of
the bile duct (3) with jaundice, cholangitis and occasionally acute
pancreatitis. The rupture of hydatid cysts into the billiary tree
might cause severe anaphylaxis, impairing patient survival.
Ideal treatment is still controversial, although the recommended

approach is surgery, especially when complications exist, there
are other therapeutic options, such as medical therapy and punc-
ture, aspiration, instillation and re-aspiration of the cyst (PAIR),
widely extended in uncomplicated cysts. The choice of treatment
depends on several factors: number and location of the cysts, sur-
geon experience, and presence of complications (4). Albendazole
is the most effective antihelminthic drug and should be used in
most cases combined with surgical treatment, and as primary ther-
apy for patients with severe comorbidities, very small or asymp-
tomatic cysts, multiple cysts or of difficult surgical access. It is
also used in patients who refuse surgery (5,6).
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