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CASE REPORT

Prostatic cyst in autosomal dominant polycystic
kidney disease: unusual association

Vivek Sood," Navin Pattanashetti,' Mohamed Bilal Azam,’ Raja Ramachandran’

SUMMARY

Prostate cyst, as an extrarenal manifestation in patients
with autosomal dominant polycystic kidney disease,
although infrequent, nevertheless goes beyond tenuous
concomitance and may rarely contribute to recurrent
urinary tract infection or outflow obstruction and mostly
remains asymptomatic. In this context, we report a case
of incidentally detected, an asymptomatic prostatic cyst
in a patient of autosomal dominant polycystic kidney
disease.

BACKGROUND

Cyst in the prostate is a rare disease with a preva-
lence ranging from 0.5% to 7%." Extrarenal cysts in
the autosomal dominant polycystic kidney (ADPKD)
are most frequent in liver® (over 509), followed by
pancreas (10%), arachnoid cysts (5%) and spleen
(3%). Cysts in seminal vesicle® and epididymis* are
less common while prostate and testicular cysts are
relatively infrequent.® Until today, only a few cases
of prostatic cyst in ADPKD have been reported.®
Mostly asymptomatic, however, few patients may
have irritating or obstructive voiding symptoms.
We report a patient of ADPKD with asymptomatic
prostatic cyst, detected incidentally on transabdom-
inal ultrasonography.

CASE PRESENTATION

A 28-year-old man, while on evaluation for hyper-
tension, was detected to have bilaterally enlarged
and ballotable kidneys. He had no history of fever,
flank pain, dysuria, haematuria or gravelluria. His
father had recently been initiated on maintenance

Figure 1

Ultrasonography of the left and right kidney
showing multiple cysts of variable sizes in both the cortex
and medulla.

haemodialysis in view of end-stage renal disease
secondary to ADPKD. His two elder brothers also
have hypertension secondary to polycystic kidneys
with normal renal function.

INVESTIGATIONS

Laboratory investigations revealed haemoglobin
of 14 g/dL, blood urea of 35 mg/dL, creatinine of
0.8 mg/dL with normal urine routine examination
and his glomerular filtration rate according to
the Modification of Diet in Renal Disease equa-
tion and the Chronic Kidney Disease Epidemiology
Collaboration equation was 122.3 mL/min/1.73 m*
and 121.6mL/min/1.73m? respectively. Chest
radiograph and two-dimensional echocardiog-
raphy were normal. Transabdominal ultrasound
showed bilaterally enlarged kidneys (right kidney—
16.7%9.8 cm and left kidney—17.4%x9.5 cm)
with multiple cysts (figure 1). Prostate measured
39%23%22mm, and there was a paramedian cyst
measuring 12X10mm on the right side (figure 2).
There were no cysts in any other organs. The digital
rectal  examination  subsequently  revealed
non-tender prostate with normal prostate-specific
antigen (PSA) level. The volume of each kidney
calculated by MRI was 205.30 and 226.82cm’.

OUTCOME AND FOLLOW-UP
Presently, the patient is asymptomatic on conserva-
tive management for ADPKD and prostatic cyst.

DISCUSSION

ADPKD is an inherited disorder, usually mani-
festing in adulthood with cystic renal involve-
ment (which may contribute to pain, bleeding,
infection, calculus, hypertension and consequent
renal failure) and extrarenal manifestations in
the form of cysts in other organs, cardiac valvular
lesions, intracranial aneurysms and hernias. Besides
ADPKD, other aetiologies of prostatic cyst include
chronic inflammation, benign hyperplasia, ejacula-
tory duct obstruction and malignancy.

Clinical manifestations depend on the size
and site of the cyst. Usually asymptomatic (as in
index case), however, can contribute to recurrent
urinary tract infection, epididymitis, lower abdom-
inal discomfort/perineal heaviness, oligospermia,
urinary ~ retention/incontinence,  constipation,
painful ejaculation,® haematospermia,” bladder
outlet obstruction, decreased ejaculate volume and,
rarely, infertility.'°
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Figure 2 Ultrasonography of the prostate showing the prostate
size of 39x23x22 mm, with a paramedian cyst measuring 12x10 mm on
the right side (red arrow).

Ultrasonography can detect prostatic cysts and helps classifying
cysts into six types including midline cyst, cyst of the erectile
dysfunction, cyst of the parenchyma, multiple cysts, complicated
cyst, cystic tumour and cyst secondary to other diseases. MRI
can demonstrate both liquid contents as well as a clearer image
of prostatic cyst."!

Index case had no evidence of any disease or congenital
anomaly of the genitourinary tract associated with prostatic
cysts other than ADPKD. He has remained asymptomatic over
a follow-up period of 1year with well-controlled hypertension
on enalapril and preserved renal function. He has not developed
cysts in any other organ, and even the prostatic cyst has not
increased in size.

Differentials of prostatic cyst include Mullerian duct cysts,
bladder diverticulum, teratoma, seminal vesicle cyst, epididymal
cyst and Wolffian duct cyst.'

Patients with a prostatic cyst of size lesser than 2.5 cm with no
or minimal symptoms should have a regular follow-up, whereas
those with persistent or progressive symptoms, significant size
(2.5 cm or larger) or high-serum PSA should be timely referred to
urosurgeon. Therapeutic options consist of endoscopic or trans-
urethral resection or marsupialisation, endoscopic urethrotomy
and incision, transrectal ultrasound-guided aspiration with or
without sclerotherapy and open surgery.

CONCLUSION
Although few isolated cases of ADPKD with prostatic cyst have
been reported until today, the true prevalence is still not known,

despite being easily detectable on ultrasound, thereby substanti-
ating its rarity.

Learning points

» Prostatic cysts in autosomal dominant polycystic kidney
disease (ADPKD)

— Avre usually asymptomatic and benign, nevertheless require
follow-up.

— Infrequently may contribute to recurrent urinary tract
infection and outflow obstruction.

— Persistent or progressive symptoms, significant size (2.5cm
or larger) or high-serum prostate-specific antigen warrants
urology referral.

» ADPKD should be looked for in patients with incidentally
detected cysts in the prostrate.
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