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HYDATID DISEASE
A Critical Approach to the Diagnostic Measures
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HIDATIK KIST: Tanisal Yontemlerin Irdelenmesi

OZET

Bu retrospektif ¢alismada, renal ve adrenal hidatik kist olgularmun kiinik ve tam yontemleriyle elde edilen
bulgular: gézden gegirdik ve bu bulgularm isiginda dogru tan ve tedavi igin yontem belirlemeye calistik. 7 olgumuzda
taniniz tedavi sonrast ile wyumbuydu. Olgularn 6'sinda bobrekte, 1'inde ise sol adrenal yerlegimli hidatik kist
meveuttu. Kitlelerin tedavi éncesi orijinini tanimlayabilmek icin radyolojik ve laboratuvar testler yapilds.

Hidatik kist olgularimn semptomlart ve muayene bulgular: nonspesifik oldugu igin, tedavi dncesi en yararl
tami yontemi radyolojik ¢alismalardir. Bilgisayarli tomografi; dzellikle serolojik testler ile kombine edildiginde;

wltrasonografl ve intravendz pivelografiden daha tistiindiir.

Hastalik nadir olmasina kargin, iiriner sistemde yer isgal eden kitle varliginda aywrict tamda kist hidatik
olasihigida akla gelmeli ve tedavi éncesi dogru tam elde edebilmek igin gayret sarfedilmelidir.

Anahtar Kelimeler: Kist hidatik, bébrek, adrenal.

SUMMARY

In this retrospective study, we evaluated the clinical manifestations and the diagnostic findings of renal and
adrenal hydatid disease, and to propose guidelines for correct diagnosis and ireatment. A positive diagnosis of hydatid
disease was made in 7 patients. 6 were renal hydatid cysis and the other was located in the lefi adrenal gland
Radiological investigation and laboratory tests were performed for correct pretreaiment diagnosis of the masses.

As the symptoms and physical findings are nonspecific for hydatid disease, the radiological investigations are
the dominant diagnostic features. Computed tomography seems more accurate in the diagnosis of the hydatidosis than
ultrasonography and intravenous pyelography and especially if it is combined with immunologic fesiing,

Despite its rarity, hydatid disease should be considered in the differential diagnosis of space-occupying lesions
of the urinary tract. Every effort should be done for correct pretreatment diagnosis.
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The major endemic sites of hydatidosis
are Australia, Argentina, Greece, Spain, and the
Middle-East (the sheep-raising countries) (1). The
method of infestation and the path of
dissemination in man is the same as in any other
intermediate host. Three species of Echinococcus
genus are known to affect man: E. oligarthus, E.
multilocularis and E. granulosis, but it is latter
that is most frequently encountered in the kidney
(2,3).

PATIENTS AND METHODS:

We had 6 patients with renal hydatid
disease and 1 patient with adrenal hydatid disease
during last 12 years in Cumhuriyet and Kocaeli
University Urology Department. Their symptoms
and findings are given in Table-1. Their ages were
ranged 30 to 54 (mean 41.71) and the female:male
ratio was 6:1. 6/7 of the patients had primary
disease while 1 had synchronous hepatic

hydatidosis. All renal cysts were located in the
right kidney, 2 of them located in the upper pole
and the others were in the lower pole. The patient
with left adrenal cyst had a palpable huge mass in
the upper left abdomen. Flank pain was the major
complain (6/7), 2 had complained of hematuria
and one had had an episode of renal colic. The 54
year-old patient had no urinary symptoms and
her diagnosis was made while undergoing
radiological investigation of her hepatic
hydatidosis. Intravenous pyelography (IVP),
ultrasonography US) and in 5 patients
computed ~tomography (CT) was used for
radiological investigation (Fig-1). If the radi-
ological diagnosis was a cystic space-occupying
mass, then immunnologic testing, Casoni
skin  test and indirect hemaggutination test,
were performed for the confirmation of the radio-
logical diagnosis. All patients were treated with
surgical measures in addition to medical treatment
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Table-1: The age, sex, symptoms and findings of our patients

Patient n: 1 2 3 4 5 6 7

Age 30 54 38 44 42 < 39 45 mean 41.71
Sex E F M F F i F F:M=6:1
Flank pain + - + £ + + 5 6/
Hematuria - - - microscopic  microscopic - - 217
No urinary symptom + 177
Renal colic - - i - - - - 17
Hydaturia 0/7
Coexisting other organ os

cyst hydatid 1/7
ESR 44 52 48 36 16 30 34

Eosinophilia - + - - minimal - minimal 3/
CST +IHT + + + - + + + 6/7
TVp* + + - - - - - 217
us* + b - <] + - A 4/7
G + + - -+ + 4/5

F- Female; M- Male; ESR: Elevated sedimentation rate (mm/h) (normal: <12mm/h); CST + IHT: Casoni skin test +
indirect hemagglutination test; *: Positive (correct) radiological diagnosis for hydatid disease

RESULTS:

The female:male ratio was 6:1 and mean age was
41,71 (range 30 to 54). The main symptom was
flank pain (6/7). 2/7 of them complained of
hematuria and one of them complained of renal
colic. One patient had coexisting other organ
hydatid cyst (hepatic disease) and she had had no
urinary symptom. None of them had hydaturia
(Table-1).All radiological investigations
demonstrated a space-occupying lesion in all
patients. In 2/7 of IVP’s, 4/7 of US’s and 4/5 of
CT’s the diagnosis was hydatid disease (Table-1).
CT was more sensitive than US and IVP (80%

vs 57.1% and 28.5%). The radiological diagnosis
was confirmed by immunologic tests (Casoni skin
test and indirect hemagglutination test), and in 6/7
of the patients, we obtained positive immunologic
test results.

DISCUSSION:

In humans, the liver is principally
involved by echinococcus (70%), the other sites
are lung (10%), spleen, brain, adrenal, pelvic
cavity, spine, retroperitoneum, myocard, bone and
urogenital organs. ;

Hydatid disease of the urinary tract is uncommon,
accounting for only 2 to 3% of all such cases.
Fortunately, bilateral renal involvement is
unusual. Rarely, the bladder, prostate and seminal
vesicles may be infested. Solitary adrenal hydatid
cyst is a very rare entity and there are few reports
in the literature (4-11). The fluid inside the
hydatid cyst is highly antigenic and if spilled, can
give rise to an anaphylactic reaction or new cysj
formation (12). In .the kidney, or in other
urogenital sites, most of the evolution of
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pathologic lesions is dominated by slow,
concentric growth of the hydatid cyst over a
number of years, so the clinical manifestations
usually occur in adults (4,13). The mean age of
our patients was 41.71 (range 30 to 54), and the
female:male ratio was 6:1, this high ratio may due
to more frequent contact of women with (infested)
animals than males.

Renal hydatid disease may remain silent
for years, it can manifest itself in three ways.
Simply, the enlargement of one or more cysts
produce signs and symptoms of a large renal
mass. Rupture into the collecting system produces
flank pain, hematuria and occasionally renal colic
associated with ureteral obstruction during
passage of cyst (hydaturia) and cyst debris.
Hydaturia is the only pathognomonic finding of
the renal hydatidosis. Finally and potentially most
serious, secondary infection of a cyst will give
rise to the typical symptoms and signs of renal
abscess (4,14). Most patients with only renal
involvement are asymptomatic but depending
upon the location and size, may give rise to
pressure symptoms and dull flank ‘pain and
occasionally hematuria (13,15,16). In our patients,
the main symptom was flank pain (6/7). 2/7 of
them complained of hematuria and one had had
renal colic. One of them had coexisting other
organ hydatid cyst (hepatic disease) and she had
had no urinary symptom. All these signs and
findings , are not pathognomonic for renal
hydatidosis.

Calcified cysts will be revealed on plain
x-rays but must be differentiated from malignancy
or cysts of other origin. The excretory urogram
is helpful if the cyst communicates with the



collecting system. If not, it will appear as any
other renal mass [4]. Mixed echogenicity on US
and multilobular cyst with mixed density on CT
are the diagnostic features of hydatid cysts. Shetty
et al. found that CT was more sensitive (88 Vs
50%) and accurate (94 Vs 75%) than US in the
diagnosis of urinary tract hydatid disease (17).
Blandy suggested that, if there is a presence of
“cysts within cysts” on the US, the cysts should
not be aspirated for fear of anaphylactic reaction
. (12). Di Palma and et al. reported that, the cysts
as small as 1 cm in diameter can be demonstrated
by CT. According to them, CT findings alone
allowed a correct diagnosis of the nature of the
cyst in 61.5% of their cases and when combined
with immunodiagnostic tests for hydatid disease
in 94.5% of the patients (7). In our study, all
radiological investigations demonstrated a space-
occupying mass but in 2/7 of IVP’s, 4/7 of US’s
and 4/5 CT’s the diagnosis was hydatid disease.
CT was more sensitive than US and TVP (80% vs
57.1% and 28.5%). The radiological diagnosis
was confirmed by immunologic tests (Casoni skin
test and indirect hemagglutination test). The
sensivity of CT and immunologic test combina-
tion was higher than CT alone (85.71% vs 80%).
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Fig-1: Multilobular renal cyst with mixed density
on CT

Several laboratory tests are available to
aid in diagnosis. All rely on the intense
antigenicity of the foreign cyst material. The
simpliest is the Casoni intradermal skin test but
this requires flesh hydatid fluid and is often not
positive. A complement fixation test and serial
hemagglutination titers are most accurate in
assessing cure and prognosis (4). 6/7 of our cases
had had positive Casoni skin test and indirect

hemagglutination test. All the patients recieved
these tests after the radiological diagnosis (a
space-occupying cystic mass) was obtained. In
our opinion, there is no need for immunological
testing for hydatidosis before the radiological
diagnosis is obtained, because of the economic
acpect and unnecessaryness in every renal mass.
Patients may also demonstrate peripherial
eosinophilia (20 to 50%) (15). Eosinophilia and
elevated sedimentation rates were found in 3/7
and 6/7 of our cases, but these tests are
nonspesific and give no idea about hydatid
disease.

Cyst aspiration as a means of diagnosis
and treatment remains controversial. Though
some investigators concluded that, the cysts may
be evacuated by US-guided aspiration (4,18), the
others do not suggest this because the risk of fatal
anaphylaxis and the risk of residual viable ova
maight be left behind (16). Partial or total
nephrectomy is still the preferred treatment.
Spillage must be avoided. For preventing of
spillage, after aspiration of cyst contents, the cyst
cavity should be refilled with 10% formalin for 10
minutes; it is recently recognized as dangerous
due to the risk of absorption and systemic
toxicity. Agents such as hypertonic saline solution
(15% NaCl), 0.5% AgNO3, 80% alcohol or
chlorine-hexidine are effective and appear to be
safe. The prognosis is good if the cyst-bearing
tissue has been removed without operative
dissemination (4,15).

In endemic countries, hydatid disease
should be considered as one of the major causes
of space-occupying lesions of the urinary tract
and the adrenal gland and in non-endemic
countries, it must be also remembered in the
differential diagnosis of renal masses. Every
effort should be done for correct pretreatment
diagnosis. For the diagnosis of hydatid disease,
CT seems to be more sensitive and accurate than
IVP and US, and if it is combined with
immunological tests the sensivity and accuracy
rates seems to be higher.
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