


Case report 

Large Solitary Renal Echinococcal Cyst in an Elderly Female- A Rare Case Report


ABSTRACT
Aim: The aim of this case report is to emphasize on the importance of parasitic etiologies as one of the differential diagnoses of renal cystic lesions that can be misdiagnosed as neoplasms. 
Case Presentation: We report a case of a 68-year-old female who presented with complaints of abdominal distension and right flank pain for six weeks. She had no significant past medical history. On examination, the abdomen was soft, non-tender, with no hepato-splenomegaly. Laboratory investigations were unremarkable except for mild anemia. Abdominal Ultrasonography revealed a large cystic lesion,72x84x103 mm approximately, arising from the upper pole of right kidney and extending up to the right hepatic lobe. CT scan confirmed a well -defined, non-enhancing cyst with peripheral calcifications (Bosniak II). This led to the suspicion of a hydatid cyst and the patient was investigated for Echinococcus granulosus IgG serology which came out to be positive. Consequently, the patient underwent laparoscopic cystectomy and histopathology confirmed a hydatid cyst by demonstrating lamellated membranes with inflammatory infiltrate. The patient was advised to take Albendazole 400mg twice daily for 3 months. Clinico-radiological assessment showed no recurrence of the disease.  
Discussion: A Solitary hydatid cyst of the kidney is a rare finding, representing less than 3% of the cases. These are often misinterpreted as renal or hepatic malignancies, making the therapeutic intervention challenging. Clinical and radiological surveillance, together with serological assessment for Echinococcus granulosus are essential for diagnosis. Surgery remains the main treatment, while medical therapy with Albendazole may also be considered. Several case reports based on Laparoscopic approaches have shown favorable outcomes.
Conclusion: Large Renal hydatid cysts are a rare clinical entity which can be mistaken for malignancy. Considering the possibility of echinococcosis as a differential for renal cystic lesions, especially in endemic regions, is essential. Early recognition through imaging and serology, followed by timely surgical intervention, is important for achieving favorable outcomes.
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INTRODUCTION	
Hydatid disease, also known as Echinococcosis, is a significant threat to the public health worldwide [Woolsey et al., 2021]. The World Health Organization (WHO) has mentioned it as one of the 17 neglected diseases to be controlled by 2050 [Wen et al., 2019]. A global-scale assessment from 1991 to 2021 stated that there is a marked increment in the incidence of disease over the years and will continue to rise if proper interventions and public health policies are not framed [Tuergan et al., 2025]. Moreover, the disease remains underreported and misdiagnosed because of its rarity and lack of awareness in countries like India. A recent study has highlighted the emerging trends of alveolar echinococcosis in Kashmir along with endemicity of cystic echinococcosis in Andhra Pradesh, Kashmir, and Chennai [Singh et al., 2025].
The mentioned infection is caused by the parasites of the genus Echinococcus that has have tremendous diversity in its their genotype. Hydatid disease has 4 major forms i.e., alveolar, cystic, and neotropical echinococcosis (polycystic and unicystic) caused by Echinococcus multilocularis, Echninococcus granulosus sensu latu, Echninococcus vogeli and Echninococcus oligarthra respectively [Ali et al., 2024]. The incubation period for cystic echinococcosis is variable and in most of the cases, symptoms are only evident when the cyst gains a size such that it starts exerting pressure on the adjacent organs [Woolsey et al., 2021]. This is also a reason behind the limited epidemiological data.
The life cycle of Echinococcus shows a predator-prey relationship in which the adult worms remain attached to the small intestine of the definitive host (dogs and other canids) and gravid proglottids are shed along with host’s feces. These proglottids, containing a large number of eggs, are then consumed by the intermediate host (sheep and other herbivores). Humans are the accidental intermediate hosts who get infected by feco-oral transmission or unhygienic animal handling practices. the The eggs release oncospheres which migrate to different parts of the host via the portal venous system and give rise to cysts and daughter cysts. Consequently, the dog eats up the infected intermediate host, thereby completing the life cycle [Govindasamy et al., 2023]. The most common site for development of the cyst is liver followed by the lungs. Isolated renal hydatid cyst is, therefore, a rare entity that requires immediate attention [Gadelkareem et al., 2018]. Factors responsible for increased morbidity are the cyst size, site, cyst rupture leading to anaphylaxis or dissemination [Mandal et al., 2012]. This creates a notion for increased awareness and needs to be included as one of the differentials for the renal cystic disease. 
CASE PRESENTATION:
A 68-year-old female, resident of Uttar Pradesh, presented to our hospital with the complaints of abdominal distension and pain in the right flank region for 6 weeks. She had no significant past and medical history. Her vitals were within the normal range. On examination, the abdomen was soft, non-tender with no hepatosplenomegaly and shifting dullness. 
Her blood tests showed hemoglobin to be 9.5 g/dl, TLC: 8000/mm3, platelet count: 1,26,000/mm3, total bilirubin:0.5, direct bilirubin:0.1, ALT: 10, AST:27, ALP:123, Urea nitrogen: 12, creatinine: 0.5, ESR:11 mm/hr. On USG W/A, anechoic cystic mass lesion of size 72*84*103 mm approximately seen in the right kidney extending up to the right lobe of liver with well-defined margins. The Computed Tomography Scan of whole abdomen revealed large well-defined, non-enhancing cystic lesion having thin imperceptible walls with peripheral calcific foci arising from the upper pole of the right kidney (Benign, BOSNIAK 2). Therefore, a suspicion for hydatid cyst arose. Echinococcus granulosusserology alsocame out to be positive. As a pre-operative medication, Albendazole 400mg twice daily was initiated for 1 month.
Based on the above investigations, laparoscopic excision of the cyst was performed following which the clear serous fluid from the cyst was aspirated and sent for cytological examination. Consequently,scolicidal agent, 3% normal saline was injected into the cyst, re-aspirated and the cyst was removed. Grossly, cremish creamy white, fragmented, membranous soft tissue was received. Histopathological slides revealed eosinophilic, lamellated membrane surrounded by mixed inflammatory infiltrate; diagnostic of a hydatid cyst. 
Post-operatively, the patient was advised to take tablet Albendazole 400mg twice daily and was called for follow-up after 3 months. After extensive clinico-radiological surveillance for 6 months, we found no recurrence of the infection.
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Figure 1: The Computed Tomography Scan of the whole abdomen showing a large well-defined, non-enhancing cystic lesion having thin imperceptible walls with peripheral calcific foci arising from the upper pole of the right kidney (Benign lesion, BOSNIAK II).
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Figure 2: Intraoperative image showing a large renal cyst
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Figure 3: Gross specimen showing a white cystic lesion with clear fluid inside, with cyst wall thickness - of 0.8 cm
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Figure 4: Hematoxylin and Eosin-stained sections viewed at 40X showing eosinophilic lamellated membranes of Eccinococcus.

DISCUSSION
Echinococcosis is a neglected zoonotic disease caused by the cestodes of the genus Echinococcus. There is a large diversity in its genotypes that lacks molecular confirmation. Subsequently, taxonomical advancements are yet to be achieved [Ali et al., 2024]. The areas of high endemicity for cystic echinococcosis include western China, Central Asia, South America, Mediterranean countries, and eastern Africa. Moreover, New Zealand, and Tasmania in Australia have been declared to have eliminated the disease [Wen et al., 2019]. On the other hand, alveolar echinococcosis is predominant in the northern hemisphere and Asia [Singh et al., 2025].
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Figure 5: Global map showing distribution of Echinococcus granulosus sensu lato, causing cystic echinococcosis and Echinococcus multilocularis causing alveolar echinococcosis [Wen et al., 2019].
The oncospheres of Echinococcus penetrate the intestinal wall and are transported hematogenously, most commonly to the liver and lungs, while only 2–3% bypass these filters to reach the kidney (Horchani et al., 2000). Isolated renal echinococcosis without liver or lung involvement, as in our patient, is therefore rare and can easily be overlooked (Mohammed et al., 2023). From a preventive perspective, interrupting this cycle is critical. Measures such as regular deworming of dogs, safe disposal of infected offal, improved slaughterhouse hygiene, and community education in endemic regions have been shown to significantly reduce transmission (WHO, 2025).

Renal hydatid cysts often grow slowly and remain asymptomatic for years. Patients typically present with nonspecific abdominal pain, flank discomfort, or a palpable mass. The only pathognomonic sign is hydatiduria, which occurs when cysts rupture into the collecting system, but this is reported in just 10–20% of cases (Pedrosa et al., 2000). Our patient did not have urinary complaints, which is suggestive of an intact cyst. The absence of hepatic or systemic symptoms further complicated recognition of the disease.

Routine laboratory tests are not diagnostic. Eosinophilia may be present in a proportion of patients but is not specific (Eckert and Deplazes et al., 2004). Serological assays such as ELISA are useful tests but tend to be less sensitive in renal disease compared to hepatic hydatidosis (Pakala et al., 2016). In our case, ELISA was positive, which increased clinical suspicion, but a confirmatory diagnosis was relied made based on imaging and histopathology.

Imaging is crucial in suspected renal hydatid disease. Ultrasonography can reveal daughter cysts or membranes, but computed tomography (CT) offers more detail with calcifications and septations. To standardize interpretation, hydatid cysts are commonly categorized by the Gharbi (I–V) or WHO-IWGE (CE1–CE5) classifications, which range from simple unilocular cysts to complex, calcified, or inactive lesions. Classic features like the wheel spoke sign are helpful, but many lesions appear atypical and can resemble simple cysts or even tumors (Gharbi et al., 1981; von Sinner et al., 1991). In our case, the CT suggested a Bosniak II cyst, creating a false impression of a benign lesion. This highlights how renal hydatid disease can be easily overlooked. Similar diagnostic challenges have been reported by El Malki et al (2009), who described a renal hydatid cyst misdiagnosed as a renal tumor, and by Hammade et al (2022), who reported a giant renal cyst mimicking a simple renal cyst until surgery revealed hydatid disease. Conversely, Daoud et al. (2022) reported a renal hydatid cyst that presented with hydatiduria rather than radiological mimicry. These comparisons underline the diverse manifestations of renal echinococcosis and the importance of maintaining broad diagnostic suspicion in endemic areas.

Histopathological examination remains the definitive diagnostic tool. The laminated membranes and inflammatory infiltrate are typical of hydatid disease (Safioleas et al., 1999). Surgery is the treatment of choice, and the aim of surgery is to remove the cyst, sterilize the cavity, and preserve renal function wherever possible. Procedures sparing the kidney, such as cystectomy or partial pericystectomy, are generally preferred when renal parenchyma is preserved, while nephrectomy is done for extensively damaged kidneys (Gogus et al., 2003). Intraoperative instillation of scolicidal agents such as hypertonic saline or povidone-iodine is essential to prevent spillage and anaphylaxis (Aggarwal et al., 2014). Adjunctive medical therapy with albendazole is highly recommended as preoperative treatment reduces intracystic pressure and parasite viability, while postoperative therapy decreases the risk of recurrence (Horton et al., 2003). Recent WHO guidelines 2025 (2025; PMID 40690566) and expert consensus (Burnetti et al., 2010) emphasize the importance of combining surgical intervention with perioperative albendazole in complicated or high-risk cysts. Although percutaneous drainage has been useful in hepatic hydatid disease (Akhan et al., 1996; Khuroo et al., 1997), it is not routinely recommended for renal hydatid disease because of the risk of spillage and recurrence. The prognosis after complete removal of the cyst and medical therapy is generally good, as in our patient, reflecting the effectiveness of a combined surgical and medical approach. Long-term follow-up is equally important, and it allows timely detection of recurrence and ensures sustained cure.

CONCLUSION
Hydatid disease should always be considered as a differential diagnosis for atypical, complex, or large renal cysts, especially in endemic regions, even when there is no hepatic involvement. The potential for radiological overlap with benign cysts or neoplasms emphasizes the need for a high index of suspicion and thorough evaluation. 
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