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PCNL Approach for Treatment of Hydatid 
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A New Percutaneous Treatment
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INTRODUCTION 
ydatid disease, caused by Echinococcus granulosus, is a common health problem in 

-

ity.(1)

rare, comprising only 2% to 4% of all cases.(2) 

(3,4)

Mebendazole and albendazole have been used as medical treatment, but their place in the man-

agement of the hydatid cysts remains controversial(5,6) and large series for the medical treatment 

of renal hydatid disease are not available in literature. 

CASE REPORT
-
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Echinococ-

cus granulosus.

The patient refused any renal operation. Percutaneous inter-

TECHNIQUE

-

-

-

-

-

under radiographic control. After the correct position of the 

structures embedded in gelatinous material came out of the 

-

ably useful to do an electrocautery of the germinal layer 
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Figure 1. (A) Computed tomography of the abdomen demon-
strating a large cystic lesion of left anterior renal cortex with a 
well-defined wall and daughter cysts within, (B) Computed to-
mography scan showing the association between the cyst and  
the kidney.

Figure 2. Fluoroscopic guidance. Opacification through the ure-
teral catheter allowed direct puncture of the cyst with fine needle 
(arrow) without crossing the pelvicaliceal system. Arrow heads 
show the daughter cysts. 
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months. The abdomen computed tomography scan repeated 

DISCUSSION
There is no “best” treatment option for hydatid cyst and no 

clinical trial has compared all the different treatment mo-

extrahepatic sites, the strength of recommendation is even 

-

-

cal recurrence of hydatid cyst after surgery reaches 30% 

and long hospitalization time after surgery is required.(4,7-9)

-

ment of renal hydatid cyst. Both, transperitoneal and retro-

spillage occurs during the operation using the transperito-

neal route.(10)

about the results of laparoscopy, and further studies of the 

long-term outcomes are necessary.

injection of a scolicidal agent, and re-aspiration), various 

extensive use, the puncture of echinococcal cysts is still 

controversial mainly because of fear of anaphylaxis.

-

neous treatment procedures, the overall fatality rate due to 

(11)

Figure 3. (A) Multiple flimsy membranous structures embedded 
in gelatinous material came out of the sheath, (B) Hydatid mate-
rial aspirated.

Figure 4. Endoscopic view showing a daughter cyst grasped by 
the forceps.
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of medical and 0.01% of surgical inpatients. Antibiotics 

concerned therapeutic classes. The overall fatality and al-

lergic reactions to radiographic contrast rates are 0.001% to 

0.009% and 1%, respectively.(12)

-

lated to percutaneous treatment of hydatid cyst is an ex-

tremely rare event and is observed no more frequently than 

drug-related anaphylactic side effects.

-

-

tent might improve the success rate and prevent the recur-

the drug of choice to treat hydatid cyst, either alone or to-
(9)

a fat-rich meal to increase its bioavailability, it should be 

-

-

toneal cysts. Some authors recommend using albendazole 
(13) Our 

patient received albendazole treatment regimen for three 

months.

-

sive, and does not require long hospitalization. When the 

-

cur. The patient in this report had a huge hydatid cyst in the 

-

-

-

CONFLICT OF INTEREST
None declared.

Figure 5. The abdominal computed tomography scan repeated 
after 10 months showed no recurrence of cyst with persistent 
densification of perirenal fat.
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