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Introduction 
 

Hydatid disease is a worldwide zoonosis caused by 
infection with a small tapeworm parasite called 
Echinococcus granulosus. Sheep and cattle are inter-
mediate hosts for the pastoral form, and humans 
are an accidental intermediate host (1-2). Patients 
with hydatidosis usually present with hepatic (liv-
er) (75%), pulmonary (lung) (15%), and other or-
gan involvements (10%) (3-5). Renal hydatid dis-
ease is usually seen in tropical countries. Hyda-
tiduria is urinary excretion of microscopic scolexes 
or macroscopic membranes and/or daughter cysts. 
It is usually microscopic and just happens in only 
10–20% of renal hydatidosis cases (1-6).  
Hydatid cyst of the kidney is a very rare and just 
1–5% of all hydatid disease in humans involving 
the kidneys (5). Renal hydatid cysts usually reside 
asymptomatic for years. Opening of renal hydatid 
cyst into collecting system may result in acute re-
nal colic and/or hydatiduria. However, most of 
the hydatiduria cases do not have renal colic (7).  

We report a case of isolated renal hydatid disease 
presenting with right flank pain and a sensation of 
fullness in the abdomen and hydatiduria second-
ary to opening of hydatid cysts into renal pelvis 
and urinary excretion of daughter cysts. Successful 
treatment was accomplished with   total nephrec-
tomy in combination with perioperative chemo-
therapy with albendazol.   
 

Case report 
 

In 2012 a 34-year-old female referred to Razi 
Medical Center in Rasht, north of Iran, complain-
ing of a dull right flank pain and a fullness feeling 
in her abdomen since 9 months ago. She had ex-
perienced two episodes of grape-like material ex-
cretion in urine. The patient’s medical history was 
unremarkable; however, she was living in a rural 
area and had been in close contact with animals 
such as dog and sheep. Physical examinations in-
cluding flank and abdominal exam were normal. 
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Laboratory tests revealed normal serum creatinine 
levels and blood cell count, and no abnormalities 
on urinalysis. Chest x-ray film was unremarkable. 
No calcification or urolithiasis was seen in renal 
lodges in plain radiography. Ultrasonography 
demonstrated a large size multicystic lesion of 
6×4×5cm with mixed echogenicity containing 

multiple septations in right kidney (Fig. 1).  
 

 
 

Fig.1: Multiple cysts at sonographic appearance of RT 
kidney (source: by authors) 

 

Abdominopelvic CT scan showed a lesion con-
taining cystic compartments, originating from 
middle pole of right kidney, traversing to its pelvis 
and showing exophytic growth toward perirenal 
space. Other abdominal organs and structures and 
contralateral kidney were appearing normal. ELI-
SA serological test and Casoni-Weinberg skin test 
were negative. 
Based on history of passing grape-like material in 
urine and complex cystic lesion in kidney, and ab-
sence of gross involvement in other organs, possi-
ble diagnosis of primary renal hydatid disease was 
made. 
The patient was scheduled for surgical exploration. 
But albendazole treatment was started as a 4-week 
cycle prior to operation and was continued after it. 
Because of extensive involvement of kidney and 
history of hydatiduria, simple right-sided nephrec-
tomy was performed through a subcostal extra-
peritoneal flank incision and retroperitoneal cavity 
was irrigated with hypertonic saline solution. In 
renal specimen, the collecting system was filled 
with massive numbers of daughter cysts (Fig. 2, 

3). 

 

 
 

Fig. 2:  The excised kidney and multiple daughter cysts (source: by authors) 
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Fig. 3: Communication between cysts and pelvicaliceal system (source: by authors) 

 
The pathologist reported a multilocular hydatid 
cyst in the nephrectomy specimen. The postop-
erative period was uneventful, and albendazole 
400 mg twice daily was prescribed to prevent met-
astatic cyst formation for 6 months. We have fol-
lowed up the patient for 2 year with periodic ex-
amination including chest x-ray, retroperitoneal 
and abdominal cavity and ultra sonography every 
3 months, without any relevant problem.  
The patient was taken informed consent and pri-
vacy of information was followed in this study. 

 

Discussion 
 
There are no specific clinical symptoms or signs 
that will reliably confirm the diagnosis of renal 
hydatid disease. It can mimic other renal diseases. 
The combination of clinical history, imaging stud-
ies, serological and urine investigations yields a 
reliable pretreatment diagnosis in only 50% of 
cases and a presumptive diagnosis in 71% (5). Im-
aging studies are suggestive but usually inconclu-
sive, and the differential diagnosis between a cyst-

ic renal tumor and complicated cyst may not be 
made without surgery (5).  
The clinical presentation of hydatid disease de-
pends on the size and site of the lesion and the 
accessibility of the involved organ for clinical ex-
amination. Symptoms of renal echinococcosis may 
be absent since echinococcosis is usually an inci-
dental finding. The most common presentation is 
chronic flank pain or discomfort from cystic pres-
sure. Hydatiduria, which is the presence of daugh-
ter cysts and larvae (hydatid sand) in urine, is easy 
to recognize macroscopically (grapelike appear-
ance of material). It is the only pathognomonic 
sign of renal echinococcosis, which presents in about 
5-18% of cases (3). This event results from the 
rupture of a cyst into the collecting system (3, 8). 
Urinary passage of daughter cysts is a rare dra-
matic presentation (9). There is no specific labora-
tory finding of renal hydatid disease. Moderate 
eosinophilia is non-specific, although presents in 
20-50% of cases. Different serological tests are 
being carried out for the diagnosis, screening and 
post-operative follow up for recurrence. These 
include the hydatid immunoelectrophorsis, ELISA, 

Arc
hive

 of
 S

ID

www.SID.ir

www.sid.ir


Madani et al.:  Macroscopic Hydatiduria:An Uncommon Pathognomonic Presentation … 

Available at:    http://ijph.tums.ac.ir                                                                                                      1286 

latex agglutination and indirect haemagglutination 
(IHA) test. The Casoni-Weinberg test as a skin 
test has little efficacy and has been abandoned 
nowadays (10).  
Renal hydatid cyst can be diagnosed by US, CT 
and MRI. Ring-like calcification of the cyst can be 
visualized by plain radiography in 1/3 of patients 
(11) which may suggest diagnosis of hydatid dis-
ease (12).  
Excretory urography may reveal collecting system 
distortion. If hydatid cysts open to the collecting 
system irregular filling defects can be seen due to 
daughter cysts. In addition, sometimes the cyst 
may fill with contrast material. The US and CT 
features of renal hydatid cysts are similar to those 
of cysts in other locations. However, CT is supe-
rior to US in diagnosis of renal hydatid cyst (13).  
Under real time US on changing the patient’s pos-
ture, there will be shifting of hydatid sand, which 
may give rise to the “falling snowflake pattern” 

(4,14). CT may show a single cyst with multiple 
daughter cysts, or a multiseptated cystic mass with 
or without calcifications. CT densities of the 
daughter cysts are significantly lower than the 
mother cyst (14). In cases of communicating cyst 
with the collecting system, contrast may enter into 
the cyst, which may be seen as streaky hyperdense 
areas in the cyst. 
The treatment of hydatid disease is principally 
surgical. Because of the lack of an absolutely ef-
fective systemic scolicidal agent, surgical treatment 
offers the only hope of cure. In general, surgery is 
the preferred type of treatment in renal hydatid 
cysts (4). However, there are also some cases in 
literature that have healed by only medical treat-
ment with albendasole (12).  
Renal sparing surgery is usually applied in most of 
cases. The cysts should be removed without rup-
ture to reduce the chance of seeding and recur-
rence. If most of the kidney is invaded by hydatid 
cyst, then nephrectomy is inevitable (11). Besides, 
nephrectomy is the preferred type of surgery in 
cases with hydatiduria. 
When medical treatment has been considered, al-
bendazole which is a benzimidazole anthelmintic, 
believed to be superior to mebendazole for treat-
ing hydatid disease. The usual dose is 10-15 

mg/kg body weight daily or 400 mg twice daily. 
For adults, the drug is given in cycles such as 
twice daily for 28 days followed by a 1-2 week 
drug-free interval, followed by another course of 
the drug. For most patients three cycles is suffi-
cient, although the course can be repeated up to 
12 times (15).  
Postoperative recurrence of intra-abdominal echi-
nococcosis can be seen because of intra-operative 
rupture of cysts and intraperitoneal spillage. 
Therefore pre-surgical chemotherapy of infection 
can reduce the size and number of viable proto-
scolices and therefore postoperative recurrence 
(16).  
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