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hematuria and mild flank pain for 1 week. He was afeb-
rile at presentation. A CT scan of the abdomen was
A 60-year-old man with a history of autosomal dominant obtained to exclude intracystic bleeding, which demon-
polycystic kidney disease (ADPKD) presented with gross strated an incompletely evaluated thick-walled cyst in the

Case

(A)

Figure 1. (A) Magnetic resonance imaging of renal mass with no intravenous contrast, demonstrating approximately 5.7 cm x 5.8 cm x 6.6 cm
renal mass in lower pole of the left kidney with peripheral nodularity and intermediate T2 signal intensity (arrow) concerning for renal cell
carcinoma. (B) Biopsy of the lesion demonstrating necrotic tissue and fragments of inflamed kidney parenchyma with areas of fibrin deposition
and no definitive evidence of carcinoma.
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inferior pole of left kidney. Magnetic resonance imaging
showed ~6.6 cm left lower pole renal mass concerning for
renal cell carcinoma (RCC) (Fig. 1A). Biopsy of the lesion
showed necrotic tissue with bacterial colonization, with-
out any evidence of malignancy (Fig. 1B). Grocott’s
methenamine silver stain was negative for fungal organ-
isms. The patient later developed low-grade fever, leuko-
cytosis, and urine culture was positive for Escherichia coli.
He was treated with cephalexin for cyst infection resulting
in clinical improvement.

Cyst infection accounts for significant morbidity in
patients with ADPKD [1]. Diagnosis can be challenging
given nonspecific clinical features and imaging findings.
CT and MRI often demonstrate heterogeneous enhance-
ment of the infected cyst with wall thickening, which can
be misconstrued as RCC prompting invasive procedures
including nephrectomy [2]. However, given the high risk
for development of RCC in ADPKD, it would be prudent
to obtain tissue diagnosis when in doubt to resolve this
diagnostic dilemma [3].
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