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Renal hydatid cyst: medical treatment

Cisto hidático do rim: tratamento médico
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Introdução: A infecção por Echinococcus 
ou hidatidose constitui-se em uma zoonose 
causada pelo parasita Echinococcus granu-
losus. Apresenta distribuição mundial, sendo 
Portugal considerado endêmico. A doença 
hidática do rim é rara, ocorrendo em apenas 
2% dos casos. Caso Clínico: Adolescente de 
14 anos, do sexo masculino, com doença 
hidática do rim. O diagnóstico foi efetuado 
por exames de imagem e por teste sorológico 
específico. Foi instituída terapêutica com al-
bendazol durante quatro ciclos de quatro se-
manas cada, tendo-se verificado diminuição 
significativa do tamanho do cisto e negativi-
dade dos anticorpos específicos. Discussão: 
Embora a terapêutica recomendada seja a 
excisão cirúrgica, estudos demonstram que 
a terapêutica médica pode ser uma alterna-
tiva a considerar, permitindo a preservação 
do órgão.

Resumo

Introduction: Hydatid disease is 
a zoonosis caused by the parasite 
Echinococcus granulosus. It has a 
worldwide distribution, being endemic 
in Portugal. Hydatid disease of the 
urinary tract is rare, occurring in less 
than 2% of all cases. Case report: 
14-year-old male with hydatid disease 
of the kidney. The diagnosis was 
established by imaging studies and 
specific serologic testing. Treatment 
consisted of four 4-week cycles of 
albendazol and resulted in a progressive 
reduction of the cyst as well as in a 
negative specific serology. Discussion: 
Even though the recommended 
treatment is surgical excision, studies 
have demonstrated that medical 
treatment may be an alternative 
allowing for organ preservation.

Abstract

Introduction

Echinococcosis or hydatid disease is a 
zoonotic condition more frequently caused 
by parasite Echinococcus granulosus.1 Cases 
of the disease have been reported all over 
the world, but higher prevalence rates have 
been described in Australia, New Zealand, 
Northern Africa, India, the Mediterranean 
Basin, and in some regions in South 
America.2 The World Health Organization 
has categorized Portugal as an endemic 
country for this disease, with an estimated 
incidence of 2.2 cases/100,000 population.1,3 
Studies at a national level have found that 
most cases are confined to the Évora district 
in the Alentejo region. The number of cases 
of the disease has decreased over the years.3

Palavras-chave: criança; equinococose; 
terapêutica.

Keywords: child; echinococcosis; kid-
ney.

The disease may affect any organ, but 
liver and lung involvement is found in 90% 
of the patients. The kidneys are affected in 
only 2% of the cases.3-5

Kidney involvement is usually observed in 
the form of a single cyst located at the level of 
the renal cortex. Symptoms vary depending 
on the size, extension, and location of the 
cyst. Patients may be asymptomatic for long 
periods of time or present with lower back 
pain, hematuria, or an abdominal lump.1,5,6

Hydatiduria, a pathognomonic pre-
sentation of the disease, is observed in 
only 10-20% of the patients when the cyst 
ruptures into the collecting system.5,7

Patients with the disease are diagnosed 
with imaging tests, namely ultrasound, 
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computed tomography (CT), or nuclear magnetic 
resonance (NMR). Additional workup may include 
ELISA or indirect hemagglutination assays to titer 
for specific antibodies, follow patients, and determine 
cases of recurring disease.5,6,8 However, humoral 
response sensitivity varies from 35% to 90% 
depending on a series of factors including the genetics 
of the host and the parasite, and the location and 
viability of the hydatid cyst.1,9

The gold standard therapy for the disease is surgical 
excision of the cyst combined with antiparasitics.1,8,10 

Less invasive methods such as echo or CT-guided 
percutaneous drainage of the cyst with suction and 
instillation of saline solution or alcohol may be 
prescribed in select cases.6

Clinical case

The patient was a 14-year-old male individual 
residing in the Setúbal district. He was admitted into 
the Pediatric Emergency Unit with lower back pain 
and hematuria after having sustained a back injury. 
He had no significant previous medical events, but 
alluded to having regular contact with dogs, sheep, 
and goats at his grandparents’ property in Alentejo, 
where he often spent weekends. The patient had 
no alterations in his objective examination upon 
admission.

Renal ultrasound (Figure 1) and CT (Figure 2) 
scans revealed an encapsulated expansive lesion 
in the middle third of the left kidney measuring 
9x9x6.8 cm in its longitudinal, anteroposterior, and 
cross-sectional axes, respectively. The lesion had 
millimetric calcium particles close to its walls and was 
heterogeneous inside, with a dense central component 
consistent with recent bleeding. Workup findings 
included a hemoglobin level of 12.8 g/dL, a leukocyte 
count of 5.8x109/L, neutrophils 52.5%, eosinophils 
3.9%, C-reactive protein 0.7 mg/dL, urea 25 mg/
dL, creatinine 0.6 mg/dL, a sedimentation rate of 40 
mm/h (reference value < 16 mm/h), and the presence 
of antibodies specific for Echinococcus granulosus. 
The patient did not present with hydatiduria.

NMR scans (Figure 3) were ordered to better 
characterize the lesion. The images revealed a pre-
dominantly cystic exophytic node suggestive of a 
hydatid cyst located in the renal sinus without infil-
trative or obstructive components. The patient was 
diagnosed with renal hydatid disease complicated by 
bleeding secondary to trauma. In order to preserve 

Figure 1. Abdominal ultrasound scan showing cyst in the left kidney.

Figure 2. Abdominal CT scan showing an expansive encapsulated 
lesion in the middle third of the kidney.

the patient’s clinical and hemodynamic stability, he 
was started on antiparasitic therapy with albendazole 
400 mg/day twice a day. He was also prescribed an-
timicrobial therapy with ceftriaxone to mitigate the 
risk of developing a bacterial infection. The patient 
improved slowly but steadily and was discharged 24 
days after admission. He was kept on an outpatient 
regimen with albendazole until he completed four 
4-week treatment cycles, and was followed up with 
clinical examinations and imaging tests. The patient 
had no observable adverse events. A CT scan taken 
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Figure 3. Abdominal NMR scan showing a cystic exophytic node 
without infiltrative or obstructive components located in the renal 
sinus consistent with hydatid cyst.

Figure 4. Evidence of decrease in cyst size, now measuring 
3.6x3.4x2.3cm in the greater longitudinal, cross-sectional, and 
anteroposterior.

at the end of the protocol described above showed 
the cyst had decreased in size to 3.6x3.4x2.3 cm in 
its longitudinal, cross-sectional, and anteroposterior 
axes respectively (Figure 4), and blood tests revealed 
the patient had no disease-specific antibodies. Four 
years into follow-up the patient has been symptom-
free, negative for disease-specific antibodies, and the 
cyst has not changed size.

Discussion

Renal hydatid disease is a rare condition. It may be 
associated with potentially severe complications such 
as vascular compression, cyst infection, shock, sepsis, 
and death.1,5 Dogs are the main hosts and herbivores 
are intermediate hosts. Human beings may acquire the 
disease by direct contact with infected animals or be 
eating foods contaminated with parasite eggs, found 

usually in fruit, raw or undercooked vegetables, and 
untreated water. Larvae first hatch from the eggs to 
populate the bowels and then invade other organs 
through the bloodstream.1,5,8 The patient described in 
this case mentioned he traveled regularly to Alentejo, 
an endemic region in Portugal, where he was in 
contact with animals categorized as potential hosts of 
the parasite.

Surgical removal of the cyst is considered the first 
line treatment whenever there is involvement of the 
renal parenchyma. Depending on the size of the cyst 
a partial or a radical nephrectomy is performed. In 
specific cases the cyst alone may be excised, although 
relapse rates range between 10% and 30%.8,9 Kidney-
sparing less invasive procedures have been recently 
described in the literature. One of them is echo or 
CT-guided percutaneous drainage combined with 
adjuvant antiparasitics.6 The main disadvantages of 
this procedure are the risk of recurrence, infection 
dissemination, and anaphylaxis.6

Drug therapy alone with antiparasitics such as 
albendazole or mebendazole has been described to 
treat hydatid disease involving the liver or lungs as 
an alternative to surgery, with good outcomes in 
terms of reducing cyst size and volume.4 However, 
antiparasitics alone are less efficacious and may elicit 
adverse events such as liver toxicity, leukopenia, 
allergic reactions, and alopecia.4,6 Nonetheless, 
according to the latest recommendations published 
by the WHO-IWGE concerning the treatment of liver 
hydatid disease, the choice of treatment should be 
based on the characteristics of the cyst, the experience 
of the medical staff and the availability of drug 
therapy/surgery, and the possibility of following the 
patients in the long term. The recommendations do 
not define an ideal course of treatment.6

According to the recommendations cited above, 
albendazole is the antiparasitic agent of choice 
whether prescribed alone or as adjuvant therapy 
in two daily doses adding up to 10-15 mg/kg/day.6 
A recently published study showed that prescribing 
albendazole in cycles of three to six months to treat 
hydatid disease with liver involvement induced cyst 
shrinkage and inactivation according to WHO-
IWGE standards based on ultrasound characteristics, 
although associated with frequent recurrence.4 Drug 
therapy for renal hydatid disease is safe but ineffective. 
Therefore, surgery has been considered the treatment 
of choice. Albendazole is prescribed as a prophylactic 
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drug at a dosage of 10-15 mg/kg/day (maximum of 
400 mg), orally, before and after surgery.10

A conservative approach was chosen for the 
patient described in this report to preserve his 
clinical and hemodynamic stability and due to the 
fact that the location and size of the cyst meant he 
would have to be offered a radical nephrectomy 
with the added risk of the cyst rupturing during the 
procedure. Therefore, he was started on a protocol 
similar to the one prescribed to patients with 
liver hydatid disease, with 400 mg of albendazole 
divided in two daily doses, in order to spare the 
affected kidney. The size of the cyst decreased 
gradually and the patient had no associated adverse 
events. The cyst’s size and the patient’s serologic 
tests remained unaltered, while disease-specific 
antibody levels were at an undetectable level after 
the end of the drug therapy.

Although only a few studies have described drug 
therapy as the treatment of choice for individuals 
with renal hydatid disease, this might be a 
particularly good alternative for younger patients, 
as it allows the affected kidney to be spared.

This choice of treatment requires the 
collaboration of the patient’s caregivers, proximity 
to specialized emergency care, long-term follow-
up, and the means to detect cases of recurring 
disease early on.
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