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Case Report

Renal Hydatidosis
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Abstract

Renal hydatidosis is a rare manifestation of echinococcal disease,
accounting for only 2-3% of all hydatid infections. We present the case
of a 21-year-old female with no typical risk factors who presented with
a large renal hydatid cyst. The patient reported a four-month history of
progressive abdominal distension in the right hypochondrium extending
to the right flank, accompanied by oppressive pain, nausea, vomiting,
fatigue, anorexia, and weight loss. Imaging studies confirmed a large renal
hydatid cyst in the upper pole of the right kidney. The patient underwent
preoperative treatment with albendazole followed by successful surgical
management with partial nephrectomy and cyst enucleation. This case
highlights the importance of considering hydatid disease in the differential
diagnosis of cystic renal masses, even in patients without typical
epidemiological risk factors, and demonstrates the efficacy of a combined
medical and surgical approach.
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Introduction

Hydatidosis is a zoonotic parasitic disease caused by the larval stage of
the cestode Echinococcus granulosus. While hydatid disease primarily affects
the liver (55-70%) and lungs (18-35%), renal involvement is uncommon,
representing only 2-3% of all cases. Renal hydatid cysts develop when the
parasite embryos bypass the hepatic and pulmonary filters and reach the
kidneys through arterial circulation. This parasitosis remains endemic in
many regions worldwide, particularly in livestock-raising areas of South
America, the Mediterranean basin, Central Asia, and North Africa. The
clinical presentation of renal hydatidosis is often nonspecific, which can
lead to diagnostic delays. Patients may present with flank pain, palpable
mass, hematuria, or, in pathognomonic cases, hydatiduria (passage of cyst
elements in urine). Imaging studies, particularly ultrasonography, computed
tomography (CT), and magnetic resonance imaging (MRI), play a crucial
role in diagnosis, while serological tests provide complementary information.
Treatment approaches include medical therapy with benzimidazoles,
minimally invasive procedures, and surgical interventions. The choice
of treatment depends on cyst characteristics, patient factors, and available
expertise [1, 2]. We present a case of renal hydatidosis in a young female
patient without typical epidemiological risk factors, highlighting the diagnostic
challenges and management strategies for this uncommon presentation.
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Case Presentation

A 21-year-old female with no significant medical history
or typical risk factors for hydatid disease presented to the
gastroenterology department with a four-month history of
progressive abdominal distension in the right hypochondrium.
The patient reported that the swelling had extended to the
right flank over the previous two months, accompanied by
oppressive pain, nausea with multiple episodes of vomiting,
fever, fatigue, weakness, anorexia, and weight loss of 4 kg in
the last month. On admission, the patient's vital signs were
within normal parameters. Physical examination revealed a
conscious, alert patient with a palpable, tender abdominal
mass measuring approximately 15 cm wide and 21 cm
long, extending from the right hypochondrium to the right
flank, with dullness to percussion. The remaining abdominal
quadrants were soft and non-tender, with normal active
bowel sounds. Laboratory tests were within normal limits.
Abdominal ultrasonography showed a large cystic lesion in
the right upper quadrant with mass effect. Contrast-enhanced
abdominal CT demonstrated a large cystic mass in the upper
pole of the right kidney (Figure 1). Further evaluation with
contrast-enhanced abdominal MRI revealed a well-defined
cystic lesion in the upper pole of the right kidney, extending
in a craniocaudal direction. The lesion appeared hyperintense
on T2-weighted images and hypointense on T1-weighted
images, with areas of heterogeneity suggesting floating
internal membranas a characteristic finding in hydatid cysts.
No enhancement was observed after contrast administration,
and mass effect with compression of surrounding structures
was evident (Figure 2).

Figure 1: Contrast-enhanced abdominal CT in coronal, sagital,
and axial planes. A large hypodense cystic lesion with well-defined
contours and thin walls is identified in the upper pole of the right
kidney.

Based on the imaging findings, a diagnosis of renal
hydatid cyst was established. The patient was treated
with oral albendazole 400 mg twice daily for 10 days
preoperatively, followed by surgical intervention consisting
of total nephrectomy with cyst enucleation (Figure 3). The
procedure was performed successfully without complications.
The histopathological report shows a hydatid cyst composed
of an acellular chitinous anhista layer lined internally by a
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Figure 2: Contrast-enhanced abdominal MRI in coronal and axial
planes. A well- defined large cystic lesion located in the upper pole
of the right kidney, extending in a craniocaudal direction. The cyst
content appears predominantly hyperintense on T2- weighted images
and hypointense on T1-weighted images, with heterogeneous areas
associated with the presence of floating internal membranes—a
characteristic finding of hydatid cysts. No enhancement is observed
after contrast administration. Mass effect with compression of
surrounding structures is evident.
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Figure 3: Right nephrectomy with a cyst weighing 4975 g. The
kidney (R) measuring 13 x 6 x 6 x 6 cm with a smooth surface
with signs of extrinsic compression and congestive cortex with mild
atrophic changes is identified. The cyst (Q) measures 28 x 20 x 20
x 20 c¢cm, shows an elastic wall 0.2 to 0.4 cm thick with a smooth
external surface, its lumen contains citrine liquid and its internal
surface is whitish granular.
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germinative layer with signs of activity and towards the
periphery a delicate and congestive adventitial layer. Sections
of the kidney show cortex with atrophic changes and chronic
inflammatory infiltrate. Calyces, pelvis and ureter lined by
reactive urothelium (Figure 4). The patient had an uneventful
postoperative course and was discharged with instructions for
outpatient follow-up.
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Figure 4: Microscopic examination HE 20X. A) Multilamellar
layer (CM), germinative layer (CG), proto-scolex (P) and calcareous
corpuscles (CC). B) Protoscolex (P), Proliferous membrane (MP).
C) Scolex (E) with sucker (V) and hooks (G) 40X. D) Scolex (E),
fibrous cap (CF) and renal tissue (TR) 20X.

Discussion
Epidemiology

Hydatidosis  demonstrates  significant  geographic
heterogeneity with well- identified hyperendemic foci. The
Mediterranean basin records prevalence rates between 3-10
cases per 100,000 inhabitants, with Greece (3.7/100,000),
Spain  (4-7/100,000), and Italy (3.3/100,000) being
particularly affected. The Middle East and Central Asia
constitute another significant region, where Turkey reports
6.4/100,000 and Kyrgyzstan reaches alarming figures of 13-
20/100,000. South America is a priority focus, particularly in
Argentina (9/100,000), Chile (7-8.4/100,000), and Peru (7-
11/100,000). North Africa, especially Tunisia, maintains high
rates (12.6/100,000), while Oceania has localized foci in rural
Australian areas (2-5/100,000) [3, 4]. Bolivia constitutes an
endemic territory with particular characteristics that favor
the persistence of the parasitic cycle. The Bolivian Altiplano
(>3000 meters above sea level) records prevalence rates of
20-32/100,000 inhabitants, a figure that increases in specific
livestock areas up to 34-41/100,000. The western departments,
particularly La Paz, Oruro, and Potosi, concentrate the
highest disecase burden [5-7]. The global epidemiological
trend shows divergent patterns. Multiple converging factors
explain this situation: a sheep population exceeding 7 million,
parasite prevalence in dogs between 14-27%, uncontrolled
domestic slaughtering (>60% in rural areas), and a fragile
epidemiological surveillance system that captures only 30-
40% of actual cases. Late diagnosis represents another critical
element, with an average of 2.3 years from symptom onset to
diagnostic confirmation [8-10].
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Risk Factors
The multifactorial etiological analysis identifies
environmental, sociocultural, and health determinants.

Environmental factors include temperate climates favorable
for prolonged egg survival, rural areas with extensive livestock
farming, and altitudes above 2500 meters. Sociocultural
factors include close human-dog-livestock coexistence,
traditional home slaughtering practices without veterinary
supervision, and feeding raw infected viscera to canines [11,
12]. Health determinants include the absence of sustainable
control programs, limited epidemiological surveillance,
restricted access to specialized diagnosis, and lack of
standardized canine deworming protocols. The convergence
of these factors explains the persistence of the parasitic cycle
even in contexts of intermediate socioeconomic development
[13, 14].

Pathogenesis

The pathogenic sequence begins with the ingestion of
eggs that release hexacanth embryos (oncospheres) in the
small intestine. These structures penetrate the intestinal
mucosa, access portal/lymphatic circulation, and primarily
reach the liver (first filter) and lungs (second filter).
Embryos that bypass these filters can potentially localize
in any tissue [15, 16]. Parasitic establishment generates the
characteristic cystic formation with three layers: adventitia
(pericyst) consisting of the host's fibrotic reaction; laminar
(ectocyst), acellular and produced by the parasite; and
germinal (endocyst), metabolically active and responsible
for protoscolex production. The slow expansive growth (1-
Smm/year) explains the frequent prolonged clinical latency
[17, 18]. Pathogenic complications include cyst rupture with
anaphylactic risk and secondary seeding, infection with
abscess formation, compression of adjacent structures, and
fistulization to neighboring structures, particularly bile ducts
in hepatic localization [19, 20].

Organs Affected and Clinical Manifestations

The organ distribution shows hepatic predominance
(55-70%), followed by pulmonary localization (18-35%).
Other locations include spleen (5-8%), kidney (2-3%), brain
(2%), heart (0.5-2%), bone (1%), and muscle (<1%). This
distribution reflects the hematogenous dissemination route
and successive vascular filters [21, 22]. Clinical presentation
varies according to location, size, and cyst status. Hepatic
involvement primarily manifests with abdominal pain (87%),
hepatomegaly (76%), jaundice (13%), nausea/vomiting
(36%), and fever (22%). Pulmonary localization produces
cough (72%), chest pain (49%), dyspnea (42%), hemoptysis
(25%), and, characteristically, hydatid expectoration (20%)
[23, 24].
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Renal Hydatidosis

Renal localization represents 2-3% of cases, with notable
particularities. Its arrival occurs exclusively via arterial
route after bypassing hepatic and pulmonary barriers.
The predominant location is the upper pole (62%), with
slower growth than in other sites (0.5-2cm/year) [25, 26].
The clinical presentation includes lumbar pain (68%),
palpable mass (35%), hematuria (18%), pathognomonic
hydatiduria (12%), renal colic (9%), and fever (5%). Specific
complications include rupture into the collecting system (8-
10%), renal exclusion (4%), pyonephrosis (3%), and abscess
formation (9%) [27, 28]. This localization represents a
particular diagnostic challenge due to its similarity with other
urological pathologies, requiring a high index of suspicion
in endemic areas. The low pretest probability explains the
frequent diagnostic delay in this localization [29, 30].

Diagnostic Methods

The diagnostic approach integrates imaging studies,
serological tests, and, occasionally, analysis of biological
samples. Ultrasonography constitutes an ideal initial tool
with 93- 98% sensitivity, 90% specificity, and 0.94 AUC.
Its advantages include accessibility, safety, and classification
possibility (Gharbi/WHO) [31, 32]. Computed tomography
offers greater precision (95-100% sensitivity, 95-100%
specificity, 0.98 AUC) with superior anatomical definition,
calcification detection, and surgical planning capabilities.
Magnetic resonance imaging (92-97% sensitivity, 97%
specificity, 0.96 AUC) excels in identifying biliary
communications and evaluating complex localizations
[33, 34]. For renal hydatidosis, specific studies include
excretory urography (67% sensitivity), renal ultrasound
(85% sensitivity), and renal CT (98% sensitivity) [35, 36].
Serological tests constitute a fundamental complement.
ELISA shows variable sensitivity according to location
(80-100% hepatic, 65-95% pulmonary, 60-85% renal) with
88-96% specificity. Immunofluorescence (95% sensitivity,
85-95% specificity) and Western Blot (91-96% sensitivity,
95-100% specificity) provide confirmation in complex cases
[37, 38]. Renal hydatidosis presents particular serological
behavior with lower sensitivity (60- 85%), higher false-
negative rate (25%), and lower titers even in active disease,
explainable by reduced antigenic exposure to the immune
system [39, 40].

Treatment

The contemporary therapeutic approach requires
individualization according to patient and cyst characteristics.
Pharmacological treatment with benzimidazoles, particularly
albendazole (10-15 mg/kg/day in two doses), achieves
complete response in 30%, partial response in 30-50%, and
no response in 20-40%. Its indications include small cysts
(<5cm), multiple cysts, inoperable cases, or as perioperative
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adjuvant therapy [41, 42]. Percutaneous treatment using
the PAIR technique (Puncture, Aspiration, Injection,
Reaspiration) achieves technical success in 75-95% with 1.6-
4% recurrence. Its indications include CE1-CE2 type cysts
not communicating with bile ducts and patients with surgical
contraindications [43, 44]. Surgical treatment includes
conservative techniques such as partial cystectomy (85-95%
technical success, 10-25% recurrence, 0.9-2.5% mortality)
and marsupialization.

Radical techniques encompass total pericystectomy
(90-98% technical success, 2-5% recurrence, 1.5-3.6%
mortality) and hepatic resection. The laparoscopic approach
offers advantages in selected cases despite the potential
risk of peritoneal dissemination [45, 46]. For renal
hydatidosis, options include conservative treatment through
renal cystectomy (parenchymal preservation, 15-20%
complications) and radical treatment with partial or total
nephrectomy. The latter is indicated for giant cysts (>10cm),
multiple cysts, non- functioning kidney, or secondary
pyonephrosis, representing 25-30% of interventions. The
renal laparoscopic approach shows increasing feasibility
under strict selection criterio [47, 48].

Prognosis

Prognostic evolution varies according to multiple
variables. Determining factors include location (better
in pulmonary, intermediate in hepatic), cyst size (<S5cm
favorable), therapeutic modality (superior results with
multimodal approach), and comorbidities [49, 50]. Overall
survival reaches 88-95% at five years and 80-88% at ten
years. Recurrence varies according to treatment: 11.3%
post-surgery, 4.2% post-PAIR, and 14-25% post- exclusive
medical treatment at five years. Late complications include
residual cysts (5- 15%), chronic biliary fistulas (3-8%), and
recurrent cholangitis (4-7%) [51, 52]. Renal hydatidosis
shows a relatively favorable prognosis with renal preservation
in 70- 75% of cases, recurrence of 2-8% (lower than hepatic
localization), late complications in 10-15%, and specific
mortality less than 1% [53, 54].

Conclusion

Hydatidosis continues to represent a significant global
health challenge, particularly in Bolivia and regions with
similar epidemiological conditions. Its approach requires
integrated strategies that contemplate robust epidemiological
surveillance, sustainable veterinary control programs, health
education in endemic communities, and equitable access to
diagnosis and treatment [55, 56]. Renal hydatidosis, although
relatively infrequent, exemplifies the diagnostic complexity
of atypical localizations and the need to maintain a high
index of suspicion in endemic areas. The favorable prognosis
in appropriately diagnosed and treated cases underscores the
importance of timely intervention based on updated scientific
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evidence [57, 58]. Our case highlights several important
features: the occurrence of renal hydatidosis in a young
patient without typical risk factors, the characteristic imaging
findings that led to diagnosis, and the successful outcome
with combined medical and surgical management. This case
reinforces the importance of including hydatid disease in the
differential diagnosis of renal cystic masses, particularly in
regions where this parasitosis is endemic.

Declarations
Declaration of Conflicting Interests

The authors have no conflicts of interest to declare
regarding the research, authorship, and/or publication of this
article.

Funding

The authors did not receive any financial support for the
research, authorship, and/or publication of this article.

References

1. Craig PS, McManus DP, Lightowlers MW, et al.
Prevention and control of cystic echinococcosis. Lancet
Infect Dis 7 (2019): 385-394.

2. Eckert J, Deplazes P. Biological, epidemiological, and
clinical aspects of echinococcosis, a zoonosis of increasing
concern. Clin Microbiol Rev 17 (2019): 107-135.

3. World Health Organization. Echinococcosis:
Epidemiological Report of the WHO Informal Working
Group (2021).

4. Organizaciéon Panamericana de la Salud. Informe sobre
el control de la equinococosis/hidatidosis en América del
Sur (2021).

5. DelgadoE, etal. Current situation of cystic echinococcosis
in Bolivia: A systematic review. PLoS Negl Trop Dis 14
(2022): e0008242.

6. Agudelo Higuita NI, Brunetti E, McCloskey C. Cystic
Echinococcosis. J Clin Microbiol 54 (2016): 518-523.

7. Santivaiiez SJ, et al. Epidemiological trends of cystic
echinococcosis in Peru and Bolivia. Am J Trop Med Hyg
82 (2020): 341-347.

8. Moro PL, Lopera L, Gonzales A. Hydatid disease in the
central Andes of Peru and Bolivia. Rev Peru Med Exp
Salud Publica 28 (2019): 254-260.

9. Ministerio de Salud de Bolivia. Boletin Epidemioldgico
de Zoonosis 15 (2023): 12-18.

10.Naquira C, et al. Hidatidosis en poblacion rural del
altiplano boliviano. Rev Peru Med Exp Salud Publica 35
(2021): 678-684.

Volume 8 ¢ Issue 2 84

11. Mihmanli M, Idiz UO, Kaya C, et al. Current status of
diagnosis and treatment of hepatic echinococcosis. World
J Hepatol 8 (2016): 1169-1181.

12. Instituto Nacional de Estadistica de Bolivia. Estadisticas
de Salud y Produccion Ganadera (2022).

13. Uribe N, et al. Epidemiologia de la hidatidosis en Bolivia:
Revision sistematica 2000-2020. Rev Bol Med 42 (2021):
89-97.

14. Programa Nacional de Zoonosis. Situacion epidemioldgica
de la hidatidosis en Bolivia 2018-2023. Ministerio de
Salud Bolivia (2023).

15.Moro P, Schantz PM. Echinococcosis: a review. Int J
Infect Dis 13 (2009): 125-133.

16. Brunetti E, Kern P, Vuitton DA; Writing Panel for the
WHO-IWGE. Expert consensus for the diagnosis and
treatment of cystic and alveolar echinococcosis in
humans. Acta Trop 114 (2010): 1-16.

17.Zhang W, et al. Concepts in immunology and diagnosis
of hydatid disease. Clin Microbiol Rev 16 (2018): 18-36.

18. Diaz A, et al. Understanding the laminated layer of larval
Echinococcus: structure, formation, and function. Int J
Parasitol 41 (2011): 915-924.

19. Derbel F, et al. Hydatid cysts of the liver - diagnosis,
complications and treatment. Abdom Surg 5 (2012): 105-
138.

20.Nunnari G, et al. Hepatic echinococcosis: clinical and
therapeutic aspects. World J Gastroenterol 18 (2012):
1448-1458.

21.Pedrosal, et al. Hydatid disease: radiologic and pathologic
features and complications. Radiographics 20 (2000):
795-817.

22.Khanfar N. Hydatid disease: a review and update. Curr
Anaesth Crit Care 15 (2004): 173-183.

23. Gessese AT. Review on epidemiology and public health
significance of hydatidosis. Vet Med Int (2020): 8859116.

24 Marrone G, et al. Multidisciplinary imaging of liver
hydatidosis. World J Gastroenterol 18 (2012): 1438-1447.

25.Gomez M, Morales R, Vidal J, et al. Hidatidosis renal:
Analisis de una serie de 52 casos. Actas Urol Esp 42
(2020): 295-302.

26.Fekak H, et al. Hydatid cyst of kidney: report of 147
controlled cases. Eur Urol 33 (2018): 416-420.

27.Rexiati M, Mutalifu A, Azhati B, et al. Diagnosis and
surgical treatment of renal hydatid disease: a retrospective
analysis of 30 cases. PLoS One 9 (2014): €96602.

Citation: Maiko Alejandro Tavera Diaz, Edgar Fernando Garcia Torrez, Alexander Garcia Romero, Wualdo Torrez Morales, Yolanda Canqui
Condori, Lorena Rivera Talavera, Greby Fernando Zambrana Balta, Hans Alexander Ferreira Villa, Annia Aguilar Loayza, Camila Pérez
Herrera, Oscar Tejada Ferrufino, Maria del Pilar Ruiz Ostria. Renal Hydatidosis. Archives of Nephrology and Urology. 8 (2025): 80-85.



Tavera Diaz MA., et al., Arch Nephrol Urol 2025
DOI:10.26502/anu.2644-2833099

Journals

28. Zmerli S, et al. Hydatid cyst of the kidney: diagnosis and
treatment. World J Surg 25 (2001): 68-74.

29. Horchani A, et al. Hydatid cyst of the kidney. A report of
147 controlled cases. Eur Urol 38 (2000): 461-467.

30. AnguloJC, etal. Renal echinococcosis: clinical experience
with 34 cases. J Urol 158 (1997): 57-60.

31. Gharbi HA, et al. Ultrasound examination of the hydatic
liver. Radiology 139 (1981): 459-463.

32. WHO Informal Working Group. International classification
of ultrasound images in cystic echinococcosis for
application in clinical and field epidemiological settings.
Acta Trop 85 (2003): 253-261.

33.Filippou D, et al. Advances in liver echinococcosis:
diagnosis and treatment. Clin Gastroenterol Hepatol 5
(2007): 152-159.

34, Tamarozzi F, et al. Comparison of the diagnostic accuracy
of three rapid diagnostic tests for the serodiagnosis of
hepatic cystic echinococcosis in humans. PLoS Negl Trop
Dis 10 (2016): €0004444.

35.Migaleddu V, et al. Imaging of renal hydatid cysts. Am J
Roentgenol 169 (1997): 1339-1342.

36.Polat P, et al. Hydatid disease from head to toe.
Radiographics 23 (2003): 475- 494.

37.Sbihi Y, et al. Comparative sensitivity of six serological
tests and diagnostic value of ELISA using purified antigen
in hydatidosis. J Clin Lab Anal 15 (2001): 14-18.

38.Carmena D, et al. Advances in immunodiagnosis of
human cystic echinococcosis. Acta Trop 98 (2006):
74-86.

39.Moro PL, Garcia HH, Gonzales AE, et al. Screening
for cystic echinococcosis in an endemic region of Peru
using portable ultrasonography and the enzyme- linked
immunoelectrotransfer blot (EITB) assay. Parasitol Res
96 (2005): 242-246.

40. Liance M, et al. Experience of the "one health" cooperation
in the prevention and control of cystic echinococcosis in
Azerbaijan. Acta Trop 132 (2012): 43-45.

41.Teggi A, et al. Therapy of human hydatid disease with
mebendazole and albendazole. Antimicrob Agents
Chemother 37 (1993): 1679-1684.

42.Stojkovic M, et al. Treatment response of cystic
echinococcosis to benzimidazoles: a systematic review.
PLoS Negl Trop Dis 3 (2009): e524.

43. Smego RA Jr, Sebanego P. Treatment options for hepatic

(CMOM

Volume 8 ¢ Issue 2 85

cystic echinococcosis. Int J Infect Dis 9 (2005): 69-76.

44. Khuroo MS, et al. Percutaneous drainage compared with
surgery for hepatic hydatid cysts. N Engl J Med 337
(1997): 881-887.

45.Dziri C, et al. Treatment of hydatid cyst of the liver:
where is the evidence? World J Surg 28 (2004): 731-736.

46. Akbulut S. Pairwise sequence comparison of Echinococcus
granulosus sensu stricto from humans and livestock in
Turkey: The importance of sheep strain for treatment and
control. ] Med Microbiol 70 (2021): 001323.

47. Gogus C, et al. Isolated renal hydatidosis: experience with
20 cases. J Urol 169 (2003): 186-189.

48. Sayek I, et al. Surgical treatment of hydatid cysts of the
liver: review of 304 cases. Arch Surg 115 (1980): 847-
850.

49.Perdomo R, et al. Principles of surgical treatment of
hepatic hydatidosis. Surg Gynecol Obstet 145 (1977):
682-688.

50.Balik AA, et al. Surgical treatment of hydatid disease
of the liver: review of 304 cases. Arch Surg 134 (1999):
166-169.

51.Secchi MA, et al. Laparoscopic or open treatment for
hydatid disease of the liver? Experience in southern
Argentina. Surg Endosc 24 (2010): 2745-2751.

52. Acarli K. Controversies in the laparoscopic treatment of
hepatic hydatid disease. HPB (Oxford) 6 (2004): 213-221.

53. Zargar-Shoshtari M, et al. Long-term outcome of patients
with hydatid cyst of the kidney. Urol J 4 (2007): 151-154.

54.Velasco-Tirado V, et al. Management of cystic
echinococcosis in the last two decades: what have we
learned? Trans R Soc Trop Med Hyg 112 (2018): 207-
215.

55.Craig PS, et al. Prevention and control of cystic
echinococcosis: a case study of initiatives in five Latin
American countries. World J Surg 23 (2007): 1344- 1351.

56.1to A, et al. Control of echinococcosis and cysticercosis:
a public health challenge to international cooperation in
China. Acta Trop 86 (2003): 3-17.

57.Ministerio de Salud y Deportes de Bolivia. Guia de
manejo clinico de la hidatidosis. La Paz (2022).

58.WHO Informal Working Group on Echinococcosis.
Guidelines for treatment of cystic and alveolar
echinococcosis in humans. Bull World Health Organ 74
(1996): 231-242.

This article is an open access article distributed under the terms and conditions of the
Creative Commons Attribution (CC-BY) license 4.0

Citation: Maiko Alejandro Tavera Diaz, Edgar Fernando Garcia Torrez, Alexander Garcia Romero, Wualdo Torrez Morales, Yolanda Canqui
Condori, Lorena Rivera Talavera, Greby Fernando Zambrana Balta, Hans Alexander Ferreira Villa, Annia Aguilar Loayza, Camila Pérez
Herrera, Oscar Tejada Ferrufino, Maria del Pilar Ruiz Ostria. Renal Hydatidosis. Archives of Nephrology and Urology. 8 (2025): 80-85.



	Title 
	Abstract 
	Keywords
	Introduction
	Case Presentation 
	Discussion 
	Epidemiology 
	Risk Factors 
	Pathogenesis 
	Organs Affected and Clinical Manifestations 
	Renal Hydatidosis 
	Diagnostic Methods 
	Treatment 
	Prognosis

	Conclusion
	Declarations
	Declaration of Conflicting Interests 

	Funding
	Figure 1
	Figure 2
	Figure 3
	References

