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ABSTRACT 
 
Hydatid disease is still endemic in our country and in many parts of the world. Liver is the most common site of 
hydatid disease. Rupture of hydatid cysts of liver into the biliary ducts can be seen as a complication. Obstructive 
jaundice, acute cholangitis and much more rarely acute pancreatitis may occur due to rupture of hydatid cysts into 
the biliary ducts. In this case report, a 38-year-old male patient with findings of acute pancreatitis and obstructive 
jaundice due to rupture of hydatid cyst into the biliary tract were presented . In our case, Endoscopic retrograde 
cholangiopancreatography (ERCP) was performed to the patient with diagnostic and therapeutic purposes. Parts of 
germinative membrane located within the common bile duct and causing the obstruction of papillary orifice was seen 
in ERCP. Germinative membrane components were removed during the process. Endoscopic sphincterotomy was 
performed to the patient. After the procedure, the clinical findings and laboratory findings of the patient returned to 
normal rapidly. As a result, it should be noted that rupture of hepatic hydatid cysts into the bile ducts might be a rare 
cause of biliary pancreatitis. It must be kept in mind that endoscopic sphincterotomy and endoscopic removal of cyst 
membranes is a very important method for the diagnosis and treatment of the acute pancreatitis and obstructive 
jaundice due to rupture of hydatid cyst into the biliary tract.  
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INTRODUCTION 

Hydatid Cyst is an endemic disease in many countries of 
the world caused by a parasite named Echinococcus 
Granulosus. Liver is the most common site of hydatid 
cyst. Lung involvement can also be observed. Though 
rarely, the disease may involve spleen, kidneys, brain, 
muscles, bones and pancreas (1,2). Clinical symptoms 
may take various forms subject to anatomic location of 
the cyst. Rupture of hydatid cyst of the liver into bile 
ducts can be seen as a complication. Obstructive jaun-
dice, acute cholangitis and much more rarely acute pan-
creatitis may occur due to rupture of hydatid cysts into 
the biliary ducts (3). In our case, it was shown that the 
hydatid cyst of the liver can extend to the bile duct and 
impact the papillary orifice, resulting in acute pancreati-
tis and obstructive jaundice.  

 

CASE REPORT 

A 38-year-old male patient consulted the emergency 
department due to pain in the right upper quadrant of 
the abdomen radiating towards the dorsum and pain in 
epigastric region, suffered for the last 24 hours, accom-
panied by fever and nausea-vomiting. The patient had a 
history of hydatid cyst of the liver, and had, about 2 

years ago, undergone 3 sessions of percutaneous cyst 
aspiration, scolocidal agent injection and drainage with 
the PAIR method for approximately 5 weeks, and in 
addition to this invasive treatment, albendazole therapy 
was applied as a medical treatment.  

In the physical examination, blood pressure was 120/80 
mmhg, pulse rate was 85/min, and body temperature 
was 37.3 ºC. In abdominal examination, there was sensi-
tivity in epigastric region and upper right quadrant. De-
fense and rebound were absent. Abnormal laboratory 
findings remarkable in terms of acute pancreatitis were 
as follows: WBC 13.3 1000/μl, AST 546 U/L, ALT 289 
U/L , T.BIL 2.76 mg/dL, D.BIL 2.12 mg/dL, LDH 863 
U/L, Amilase 1150 U/L , Lipase 795 U/L, GGT 473, 
CRP 2.31 mg/dL. In IV contrast-enhanced abdominal 
CT and abdominal ultrasonography of the patient per-
formed the same day, the size of the gall bladder was 
normal, with wall thickness diffusely increased and di-
ameter of the choledoc widened (9 mm). While the 
views of the choledoc lumen could be meaningful in 
terms of gallbladder sludge, there were millimetric echo-
genicities that suggested the rupture of hydatid cyst into 
bile ducts in the differential diagnosis. Slightly dilated 
intrahepatic bile ducts were observed. A lesion compati-
ble with grade 3-4 hydatid cyst approximately 42 mm x 
42 mm in diameter was observed in the junction of the 
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findings also returned to normal. The echinococcus 
Indirect Hemagglutination test used in the follow-up of 
the patient resulted negatively. Thereupon, the patient 
was admitted to a follow-up program that covered phys-
ical examination, radiological and laboratory tests, and 
was discharged with the advice to return for control.  
 

DISCUSSION 

In humans, hydatid cyst may remain asymptomatic until 
it suppresses surrounding tissues subject to its develop-
ment. Cysts may at the same time extend to the perito-
neal cavity or thoracic cavity and result in anaphylactic 
shock or formation of further multiple cysts inside the 
cavities (4). The rupture of a hepatic hydatid cyst spon-
taneously into the bile ducts is seen in 1 to 25% of all 
cases, and clinically, may occur with findings of cholan-
gitis such as abdominal pain, fever and jaundice (1,5). 
Serology can be used to confirm diagnosis of hydatid 
cyst, but a negative serologic result does not rule out the 
diagnosis. There was negative serology in 50% of the 
patients (6).  

The mechanism of acute pancreatitis that develops sec-
ondary to hydatid cyst is not well-established. According 
to us, the development of acute pancreatitis as a conse-
quence of the elevated pressure in the pancreatic chan-
nel due to reflux into the pancreatic channel of bile and 
cystic material that forms after the mechanic obstruction 
of the papillary orifice, which develops secondary to 
rupture of the hepatic hydatid cyst into the bile ducts, 
may be responsible for the etiology. The fact that the 
symptoms of acute pancreatitis and obstructive jaundice 
rapidly return to normal after the elimination of hydatid 
cyst membranes and cyst contents following endoscopic 
sphincterotomy supports our view that acute pancreati-
tis develops secondary to the mechanic obstruction in 
the etiology. The literature includes studies with results 
similar to ours with regards to development of acute 
pancreatitis due to hepatic cyst hydatid (7, 8).  

The ideal approach to the treatment of hepatic hydatid 
cyst is still under discussion. Although surgical interven-
tion is a recommended approach, if complications exist 
and surgical access is difficult, treatment options alterna-
tive to surgical treatment include medicinal treatment 
and the PAIR method which includes percutaneous 
aspiration of the cyst, followed by injection of scolocidal 
agent and reaspiration of the cyst (9). The surgical op-
tion is dependent upon several options such as the 
number and location of cysts, the experience of the 
surgeon and the presence of complications (10). Endos-
copic sphincterotomy is an effective, safe and well-
known method in the treatment of hydatid cysts rup-
tured into bile ducts (11). Albendazole is the most po-
tent anthelmintic drug used in the medical treatment in 
combination with surgical or percutaneous interven-
tions. However, it may be used as the primary treatment 
in patients with severe accompanying diseases, patients 
with very small or asymptomatic cysts, or patients with 
multiple cysts, or patients with difficult surgical access. 

In addition, it can be used as a primary treatment in 
patients who do not accept surgical treatment (12, 13).  
 

RESULTS 

In our case report, there was acute pancreatitis and ob-
structive jaundice associated with mechanical obstruc-
tion of hydatid membranes in the papillary orifice after 
the rupture of hydatid cyst into the bile ducts. ERCP 
was applied to our patient. During the procedure, en-
doscopic sphincterotomy and endoscopic removal of 
cyst membranes were performed. After the procedure, 
the clinical condition and laboratory values of the pa-
tient recovered rapidly. This case report shows that en-
doscpoic sphincterotomy and endoscopic removal of 
cyst membranes represent a quite effective method in 
patients with acute pancreatitis and obstructive jaundice 
caused by the rupture of hepatic hydatid cyst into the 
bile ducts.  
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