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The case of a rare complication is reported of a 53-year-old patient with giant polycystic kidney (4250 g) that 
evolved with acute small bowel occlusion. The patient was submitted to surgery which identified that the 
intestinal occlusion was due to external compression of the intestinal loops. Excision of the mass solved 
the case.
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Case Report

INTRODUCTION

Polycystic kidney disease (PKD) is a common inherited 
nephropathy (about 1 in every 1000 births) which normally 
progresses to end-stage renal failure in the fifth or sixth decade 
of  life.[1,2] In this disease, multiple clusters of  cysts form on 
the kidneys. However, cysts can also form on other organs, 
with the liver being the most commonly involved extrarenal 
organ. Because of  enlarged kidneys, serious complications can 
occur, such as intestinal compression, necrosis and intestinal 
obstruction.[3,4] Additionally, hematuria after hemorrhages and 
rupture of  the cysts with the formation of  hematomas can be 
observed with large cysts. Unilateral or bilateral nephrectomy 
is mandatory in cases of  PKD, where the patient is on dialysis, 
has chronic abdomen pain, infection or insufficient abdominal 
space to hold the transplanted kidney.[5] In this work, we present 
the case of  a patient with giant polycystic kidney submitted to 

open nephrectomy, due to intestinal strangulation, macroscopic 
hematuria and the necessity to prepare the patient for kidney 
transplantation.

CASE REPORT

We report here the case of  a 53-year-old male patient who 
had been diagnosed with PKD 9 years previously. The patient 
was suffering from chronic renal failure and was being treated 
in the Nephrology Service of  Hospital de Base in São José do 
Rio Preto, Brazil. In relation to the intestinal symptoms, the 
patient was asymptomatic, but had chronic abdominal pain. 
The patient was progressing to chronic renal failure with for 
hemodialysis programming.

The patient was admitted to hospital with weight loss 
and macroscopic hematuria. Frank hematuria began with 
hemodynamic repercussions and a reduction of  all red blood 
cell parameters, and thus the patient required transfusion. 
Computed tomography of  the abdomen showed multicystic 
kidneys occupying most of  the abdominal space, polycystic 
liver and probable bleeding of  the left kidney that caused a 
large hematoma [Figure 1].

The patient was submitted to unilateral nephrectomy. The 
surgical approach was infracostal and the total surgery time 
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was 2 hours. The right kidney was left in place due to the 
physical conditions of  the patient, but was scheduled for 
resection during a second procedure. The size of  the left giant 
polycystic kidney was 43 cm×19 cm×16 cm, with a weight 
of  4250 g [Figure 2]. An anatomopathological examination 
confirmed multicystic kidney compatible with renal cystic 
disease. In the postoperative period, the patient evolved without 
complications. 

DISCUSSION

This study reports a complication of  polycystic kidney that 
has rarely been described in the PubMed, Scopus and ISI 
Web Knowledge electronic libraries. Two case reports describe 
acute intestinal occlusion;[6,7] one described occlusion of  the 
duodenum and the other of  the small intestine. However, in 
the current case, the occlusion occurred in the terminal ileum. 
Another rare aspect is the size of  the kidney which filled most 
of  the abdominal cavity. The intestinal obstruction was due 
to external compression of  the tumoral mass. There were no 
adherences that made the surgical procedure difficult or caused 
intestinal ischemia; however, due to the size of  the polycystic 
kidney (4250 g), a larger incision was required for its removal.

In the literature, one case of  intestinal obstruction was solved 
by puncture and suction of  the kidney cysts,[6] and in another 
case, resection of  part of  the intestine was necessary due to 
ischemia.[4] The main complications of  surgery in respect to 
other adjacent structures are splenic capsule and pleural lesions 
and injury to the inferior vena cava.[8]

Diagnosis of  PKD is made by clinical history, family history, 
physical examination and imaging and a genetic test that detects 
mutations in the PDK1 or PDK2 genes. Kidney imaging 
findings can vary considerably, depending on a patient’s age. 

Figure 1: Computed tomography showing bilateral polycystic kidneys 
occupying most of the abdominal cavity

Figure 2: Photograph showing macroscopic aspects of the giant 
polycystic kidney weighing 4250 g

Recently, magnetic resonance imaging (MRI) has been used to 
measure kidney and cyst volume and to monitor kidney and 
cyst growth, which may serve as a way to track progression of  
the disease.

Total kidney volume and total cyst volume increase exponentially, 
a result consistent with an expansion process dependent on 
growth. Higher rates of  kidney enlargement are associated with 
a more rapid decrease in renal function.[9]

Percutaneous aspiration of  cysts may help manage severe 
pain due to hemorrhage or compression but has no effect 
on long-term outcome. For severe refractory pain, surgical 
decompression of  large cysts may provide effective symptomatic 
relief. Both open and laparoscopic surgical approaches have been 
described. However, surgery does not slow the progression of  
the chronic renal failure.

CONCLUSION

Acute bowel occlusion due to polycystic kidney has rarely been 
described. However, giant kidneys can cause external pressure 
on other structures.
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