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Case Report

A Kidney Hydatid cyst with No Conclusive Diagnostic Radiologic

Evidence: A Case Report
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Abstract

Background: Hydatid disease is a zoonotic parasitic infection that affects humans in many parts of the world, including Iran. It is
caused by the larval stage of a tapeworm called Echinococcus. Human is an intermediate host infected accidentally by the ingestion
of eggs excreted in the feces of dogs. This infection most commonly involves the liver and lung. Other site localizations are rare
including kidney that is seen in 2% to 4% of cases.
Case Presentation: Here we report a 9-year-old boy with kidney involvement in a village near Poldasht city, West Azerbaijan, Iran,
admitted on Jan 2013. He referred to our hospital with a left upper quadrant (LUQ) mass without any other symptoms, which was dis-
covered by his mother accidentally. Sonography and CT scan with and without contrast revealed large hypodense fluid containing
a mass arising from the left kidney that stretched renal parenchyma. Surgery consult was done and radical nephrectomy with left
adrenalectomy and retroperitoneal lymphadenectomy due to the suspicion of malignancy was performed. In addition to surgery,
he received the first dose of chemotherapy for Wilms tumor and after the pathologic report, albendazole started for him. A definitive
presurgery diagnosis is not always possible by radiographic evidence. Therefore, the hydatid disease should be in the differential
diagnosis of renal mass. Only surgery and pathologic findings can confirm the diagnosis. In our case, due to the lack of a definitive
radiologic evidence for hydatid diagnosis, we did not start albendazole presurgery and albendazole started and continued for six
months after the pathologic report confirmed the hydatid disease.
Conclusions: We recommend that albendazole starts in endemic areas for abdominal masses with a non-definitive diagnosis.
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1. Background

Hydatid disease is a parasitic infection caused by the
larval form of Echinococcus granulosus. It is caused by the
larval stage of a tapeworm called Echinococcus. Human
is an intermediate host infected accidentally by the inges-
tion of eggs excreted in the feces of dogs. Three species
of Echinococcus can cause hydatid disease, the most com-
mon type of which is Echinococcus granulosus, whereas
Echinococcus multilocularis and Echinococcus oligartus
account for a small number of cases.

Most infected humans are asymptomatic; it might take
five to twenty years for a cyst to grow to its symptomatic
size (1).

This infection is found worldwide and human
Echinococcus granulosus remains a significant health
problem for the Middle East and Arabic North African
countries including Iran. Dogs have an important role in
the transmission of the disease in Iran and the infection
rate of Echinococcus granulosus in the definitive host dogs
was reported in a range from 5% to 49% (2).

Although all localizations are possible, renal hydatid
cyst is still rare (3). Hydatid cyst rarely is seen after 40 years
of life. Some authors reported the prevalence of kidney hy-
datid cyst at 1.2% in children and 2% in adults (4, 5).

Imaging methods, including sonography, computer-
ized tomography (CT), and magnetic resonance imaging
(MRI), can provide a definitive differential diagnosis in
many cases; but the diagnosis may be problematic in oth-
ers. In our case, the typical confirmative radiological find-
ings including detached endocyst, “water lily sign,” calcifi-
cation, and daughter cyst were not detected. Serodiagnos-
tic tests based on antibody detection show high sensitivity
and advisable specificity (6). For example, eosinophilia, the
Casoni (intra-dermal skin) and Weinberg (complement fix-
ation),

Immuno-fluorescence, indirect hemagglutination,
and Enzyme-linked immunosorbent assay (ELISA) can be
used. ELISA is highly specific to hydatid disease as 98% (7,
8).

However, there is no serological or immunological test
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pathognomonic for hydatid disease (8).
Treatment for renal Echinococcus is mainly surgical

and total or partial nephrectomy is the treatment of
choice. In patients with isolated cyst involving kidney
in preoperative diagnosis, the retroperitoneal approach is
preferred to avoid disseminating the disease into the peri-
toneal cavity while, in patients with an uncertain preoper-
ative diagnosis, radical nephrectomy should be performed
(8, 9).

Medical therapy with mebendazole or albendazole
is used as prophylaxis postoperatively to prevent recur-
rences. Preoperative medical therapy should be initiated
at least 4 days before the operative procedure. Albendazole
is the drug of choice in two daily doses adding up to 10 - 15
mg/kg/day (10-12).

2. Case Presentation

After obtaining informed consent from the parents, we
report a 9-year-old boy who was living in a village near
Poldasht city, West Azerbaijan, admitted on Jan 2013. He
referred to Mottahari hospital that is a referral center for
pediatric and surgery in West Azerbaijan and consists of
all subspecialties in pediatrics. The patient presented with
a left upper quadrant mass that was discovered by his
mother accidentally 10 days before admission.

He had no pain, weight loss, fever, or other symptoms
in this period.

In the physical examination, there was a large (10*12
cm), soft, non-tender, and slightly mobile mass of LUQ.

Routine blood and urine tests, liver and renal function
tests, and electrolytes were normal. In our patient’s lab
evaluation, eosinophilia was not reported. The serology
test was not checked before surgery because of Wilms tu-
mor as a primary diagnosis requiring an emergency diag-
nostic and therapeutic action.

Sonography as the first imaging technique was recom-
mended that showed a cystic mass with76*78*123 mm in
size full of echo-free fluid with 300 cc volume and a com-
pressive effect on the left kidney. There was no reported ev-
idence of specific finding as detached endocyst inside the
cavity, “water lily sign” and calcification. CT scan with and
without contrast was requested and showed large hypo-
dense fluid containing mass arising from the left kidney
that stretched renal parenchyma. In the CT scan of our pa-
tient, no specific finding as daughter cyst in favor of the di-
agnosis of hydatid cyst was reported (Figure 1).

In the evaluation of other organs such as liver and lung,
we did not find any involvement.

Our hospital laboratory devices were calibrated in a
regular period with standard criteria settings. In addition,

the CT scan device was calibrated regularly according to
the manufacturer settings.

Surgery consult was done and radical nephrec-
tomy with left adrenalectomy and retroperitoneal lym-
phadenectomy due to the suspicion of malignancy was
performed. The gross form of the kidney during and after
surgery was revealed with abnormal size and shape of
the kidney. Left Nephrectomy specimen with large cysts
was received with 76*78*123 cm in diameter. The outer
surface was irregular with thinning of the cortex. In
addition to surgery, the patient received the first dose of
chemotherapy with actinomycin D 75 microgram per kg
for a probable diagnosis of Wilms tumor.

After preparation of the pathologic report, the patient
was labeled as kidney hydatid disease and chemother-
apy regimen discontinued and albendazole and Contin-
ued started for six months. During this period, the patient
was followed with sonography and CT scan. In that period,
there was no evidence of relapse of hydatid mass and al-
bendazole complications (Figure 2).

3. Discussion

Hydatid disease is endemic in Iran and remains an on-
going health problem (2).

This infection most commonly involves the liver and
lung. Other site localizations are rare such as kidney that
is seen in 2% to 4% of cases (3-5).

The definite preoperative diagnosis is difficult because
it can mimic other diseases such as malignant renal tu-
mors (7). Due to silent and non-specified clinical presenta-
tion of renal hydatidosis, it may remain undiagnosed for
a prolonged time until presentation as a massive palpable
mass (7, 8). By using different diagnostic methods such
as physical examination, imaging study, and serologic and
urine study, only 50% of cases can be diagnosed preopera-
tively (7). Like in previous reports, our patient was asymp-
tomatic until the mass was found by his mother inciden-
tally.

The most common sign and symptoms are a palpable
mass, flank pain, hematuria, malaise, fever, and hydaturia
(9).

Sonography is the first radiologic investigation that is
noninvasive, sensitive, available, reliable, and inexpensive
(3, 10). CT scan can show calcification and daughter cysts
easier than sonography does with high sensitivity and ac-
curacy (10). In our case, sonography and CT scan did not
show any evidence of daughter cyst, calcification, or other
radiologic signs in favor of hydatid cyst diagnosis.

Preoperative medical treatment with albendazole re-
duces recurrence and sterilizes the cyst wall (11). In our
case, due to the lack of evidence of hydatid diagnosis,
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Figure 1. Hypodense fluid containing a mass with 78*123 mm in size arising from the left kidney stretching renal parenchyma

Figure 2. Hydatid cyst of the kidney. Kidney tissue and a cyst with a chitinous layer on the right side of the picture are visible. Hematoxylin and Eosin stain, X10. Histopatho-
logical examination of surgically removed Scoleces (left slide). Hematoxylin and Eosin stain, X40

we did not start albendazole presurgery and albendazole
started after the pathologic report confirmed the hydatid
disease. We continued albendazole for six months and dur-
ing this period; we followed the patient with sonography

and CT scan. In that period, there was no evidence of re-
lapse of hydatid mass and albendazole complications.

A definitive presurgery diagnosis is not always possi-
ble by radiographic evidence. Therefore, hydatid disease
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should be in the differential diagnosis of renal mass. Only
surgery and pathologic findings can confirm the diagno-
sis. In our case, due to the lack of definitive radiologic ev-
idence for hydatid diagnosis, we did not start albendazole
presurgery and albendazole started after the pathologic re-
port confirmed hydatid disease.

Because in our case report a definitive diagnosis before
surgery was not possible and the patient treatment started
before surgery with actinomycin D instead of mebenda-
zole, it can be interesting and unique.

3.1. Conclusions

A radiologic evidence does not always confirm the
diagnosis before surgery. Although the hydatid disease
should be considered in renal cystic lesions in endemic ar-
eas, only surgery and pathologic findings can confirm the
diagnosis. We recommend that albendazole starts in en-
demic areas for patients with an abdominal mass and non-
definitive diagnosis.
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