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The Clinical Picture
Calcified cysts in the upper abdomen

A 69-year-old man has been on hemodi-
alysis for about 15 years. Routine plain 

chest radiographs (figure 1) show multiple cal-
cified cystic lesions in the upper abdomen. He 
has no fever or abdominal pain.
Q: Which is the most plausible diagnosis?

Nephrolithiasis □
Hydatid cyst □
Polycystic kidney and liver disease □
Metastatic calcification □
Intra-abdominal abscesses □
Cystadenoma  □
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A: This patient has polycystic kidney disease. 
He first came to our hospital 21 years ago be-
cause of upper gastrointestinal bleeding, and 
he was found to have multiple cystic lesions. 
He was diagnosed as having polycystic kidney 
disease with multiple hepatic cysts.
 About 15 years ago, he had several episodes 
of gross hematuria with right flank pain, which 
were attributed to bleeding from the cysts. Be-
cause his renal function was deteriorating, he 
started regular hemodialysis at that time. He 
underwent parathyroidectomy for secondary 
hyperparathyroidism 2 years ago.
 The differential diagnosis of calcified cystic 
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figure 1. Chest radiographs show multiple calcified cystic lesions in the upper abdomen (arrows).
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lesions in the upper abdomen includes infec-
tious diseases (eg, chronic intra-abdominal ab-
scess, echinococcosis, cysticercosis), neoplasms 
(eg, cystadenomas, cystadenocarcinomas), or-
ganized hematomas, liver cysts, renal cysts, gall-
stones, renal stones, calcified lymph nodes, and 
vessel calcification.
 Autosomal dominant polycystic kidney 
disease is the most common inherited renal 
disease.1 Typically, patients with this disease 
have a positive family history, although about 
5% to 10% do not.1,3 (Our patient did not.)
 The diagnosis is suggested by family his-
tory and imaging, with typical findings in-
cluding large kidneys and extensive cysts 
scattered throughout both kidneys.1–3 The 
history, epidemiologic data, and the character 
of the cystic lesions help in making the final di-
agnosis.
 In patients at risk, the presence of at least 
two renal cysts (unilateral or bilateral) at age 
15 to 30, of at least two cysts in each kidney 
at age 30 to 59, and of at least four cysts in 
each kidney at age 60 or older is regarded as 
sufficient to establish the diagnosis.1–3 
 Approximately 80% of patients with auto-
somal dominant polycystic kidney disease also 
have hepatic cysts.1,3 Cyst calcifications occur 
in about 25% of patients, either as a residual 
effect of intracystic hemorrhage or as a conse-
quence of secondary hyperparathyroidism.4,5 ■
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