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A B S T R A C T

Introduction: Multicystic dysplastic kidney (MCDK) is the most common form of developmental
abnormality seen in infants and children. It is almost always unilateral and slightly more frequent in
boys and on the left side. The other associated extra-renal abnormalities include esophageal atresia,
tracheoesophageal atresia, ventricular septal defect and patent ductus arteriosus. The routine widespread
use of antenatal ultrasonography has led to early detection of this abnormality.
Materials and Methods: We retrospectively assessed fourteen cases of Multicystic dysplastic kidney
between January 2004 and December 2014. All the cases underwent total nephrectomy and the specimens
were sent to the department of Pathology with their respective clinical details and pathological findings
were analyzed.
Results: A total of fourteen (14) patients were diagnosed with unilateral MCDK over a period of 10
years with no sex predilection. Majority were on left side and antenatally diagnosed. Some patients had
associated hypertension, vesicoureteral reflux and ureteropelvic junction obstruction. Microscopy revealed
renal parenchyma replaced by cysts of variable sizes lined by flattened cuboidal epithelium. Intervening
fibrotic stroma with mesenchymal components, primitive glomeruli, nerve bundles and dysplastic ducts.
Conclusion: MCDK is mostly a unilateral sporadic anomaly usually found on the left side, however
can be familial. It may be associated with hypertension, vesicoureteral reflux and ureteropelvic junction
obstruction. Most of the patients can be diagnosed antenatally and confirmed on histopathology.

© 2019 Published by Innovative Publication.

1. Introduction

Pediatric renal malformations are common congenital
anomalies affecting less than 10% of all births. Pediatric
cystic and dysplastic lesions of the kidney are classified
into three major categories; developmental, hereditary and
acquired.1,2 Multicystic dysplastic kidney (MCDK) is the
second most common congenital anomaly of urinary tract
after hydronephrosis and variant of renal dysplasia.3–5 The
incidence ranges between 1 in 3640 to 4300 live births.3,5,6

It is almost always unilateral and slightly more frequent
in boys and on the left side. MCDK most often occurs
sporadically, but familial cases sometimes occur but no
significant recurrence risk has been observed for future
pregnancies.7,8 Exposure to teratogens and some genetic
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mutations have also been reported.9 It is most commonly
seen unilaterally with predominance in boys and on left
side.7,10,11

During embryogenesis, the renal tissue fails to undergo
normal process of differentiation to mature functioning
nephrons as proposed by Mackie and Stephen.9 The
ureteric bud undergoes a series of division to form
collecting system of the kidney. However, in MCDK
the ureteric bud is thought to have abnormal branching
into metanephric blastema resulting in cystic dilatation
resembling bunch of grapes.3,12 The contralateral kidney
exhibits some anomalies like vesicoureteral reflux and
obstruction of the ureteropelvic junction.13,14 Associated
involvement of other organs include esophageal atresia,
patent ductus arteriosus, vertebral defects, imperforate
anus, tracheoesophageal fistula, radial and renal dysplasia
(VATER) syndrome, Zellweger syndrome or branchio-oto-
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renal syndrome.1,11,13,15,16 It usually undergo involution
during first five years of life.10,17–19

Conservative approach is advocated to children with
MCKD, but some have suggested surgical removal on the
basis of risk of hypertension, mass effect, potential for
malignant transformation and cost of repeated ultrasound
examination.4,10,20 Based on the gross appearance it is of
two subtypes i) The Classic type and ii) The Hydronephrotic
type. The former has random configuration of cysts,
whereas the latter presents with discernible dilated pelvis
surrounded by cysts.4,21

With the extensive and routine use of antenatal
ultrasound scans in utero diagnosis as early as 15 weeks of
gestation has been possible. In a new born, unilateral renal
dysplasia presents as a lump in the abdomen. Whereas,
asymptomatic in case of adults and is an incidental
diagnosis.9,22,23

2. Materials and Methods

We retrospectively assessed fourteen patients of Multicystic
dysplastic kidney between January 2004 and December
2014. These included patients with diagnosis of
MCDK based on ultrasound findings of a kidney with
multiple non-communicating cysts of varying sizes, loss
of reniform configuration and parenchymal tissue. The
other associated findings like vesicoureteral reflux (VUR)
and ureteropelvic junction obstruction (UPJO) were also
documented. All the patients were subjected to total
nephrectomy and the specimens were sent to the department
of Pathology with their respective clinical details. For
histopathological evaluation, the tissue samples were
processed routinely and fixed in 10% formalin solution and
embedded in paraffin. Tissue sections of 3 microns were
obtained and stained with hematoxylin and eosin (H&E).
Histopathological examinations were performed under the
light microscope. The data was analyzed with respect to
patient characteristics, including age, sex, side of MCDK,
time of diagnosis (antenatal or postnatal), hypertension,
family history and other associated anomalies.

3. Results

A total of fourteen (14) patients were diagnosed with
unilateral MCDK over a period of 10 years. Patient
characteristics are given in Table 1 and associated anomalies
in Table 2. No clear sex predilection (incidence of 50% each
in males and females) was observed and the mean age of
presentation was 104.78 months (0 to 37 years). MCDK was
seen predominantly in left side 9 (64.29%) when compared
to right side 5 (35.71%) patients. Majority of the patients 10
(71.42%) were diagnosed antenatally. Postnatal diagnosis
of MCDK was seen in 4 (28. 58%) patients. The associated
VUR and UPJO was seen in 4 (28. 58%) and 2 (14.28%)
patients respectively.

All patients with MCDK underwent total nephrectomy
and were subjected to histopathological examination.
Microscopy revealed renal parenchyma replaced by cysts
of variable sizes lined by flattened cuboidal epithelium.
Intervening fibrotic stroma with mesenchymal components,
primitive glomeruli, nerve bundles and dysplastic ducts.

Fig. 1: Cut section of nephrectomy specimen with multiple cysts
of varying sizes

Fig. 2: Cystically dilated spaces lined by flattened cells. H&E, x4
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Table 1: Patient characteristics

Total number of patients 14
Sex: Males Females 7 (50%) 7 (50%)
Side of MCDK: Right Left 5 (35.71%) 9 (64.29%)
Time of diagnosis: Antenatal Postnatal 10 (71.42%) 4 (28. 58%)
Mean age at diagnosis 104.78 months (0 – 37 years)

Table 2: Incidence of associated anomalies

Associated anomalies Number of patients (%)
VUR 4 (28. 58%)
UPJO 2 (14.28%)

Fig. 3: Primitive appearing tubules. H&E, x40

Fig. 4: Immature glomeruli. H&E, x10

Fig. 5: Mesenchymal component within dysplastic kidney

4. Discussion

Multicystic dysplastic kidneys are non-functional and con-
tain non-communicating cysts with intervening dysplastic
renal parenchymal tissue, including primitive glomeruli,
primitive tubules and cysts derived from tubular and
glomerular structures.24–26 MCDK is believed to be
due to abnormal branching of ureteric bud into the
metanephric mesenchyme during development.4,12 MCDK
was divided into simple (unilateral MCDK with no
other associated genitourinary abnormalities) and complex
(unilateral MCDK with other genitourinary abnormalities or
bilateral renal dysplasia with or without other genitourinary
abnormalities) by Feldenberg and Seigel.4,27

In the present study, unilateral MCDK was seen equally
in both sexes without any sex predilection and left kidney
was more affected than right similar to that reported in the
literature.28 Among 14 cases 10 (71.42%) were diagnosed
antenatally which was comparable to the cases reported
in the western countries describing antenatal diagnosis of
80-85% cases.29,30 Among the 14 patients two presented
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with ipsilateral ureteropelvic junction obstruction and four
each presented with vesicoureteral reflux and hypertension
respectively. As patients with MCDK have only one
functional kidney, the anomalies in the contralateral kidney
and functionality play a crucial role in the prognosis.6,13

The frequency of diagnosis of MCDK has increased
due to the widespread use of both antenatal and postnatal
ultrasonography that gives a characteristic picture at 24-28
weeks.31,32 During fetal growth, transient dilatation of the
urinary tract is normal, occurring in 1 in every 100 fetuses.
In fetus younger than 24 weeks a pelvic diameter greater
than 10 mm was 76% sensitive identifying obstruction.31,33

To conclude, MCDK is mostly a unilateral sporadic
anomaly usually found on the left side, however can
be familial. It may be associated with hypertension,
vesicoureteral reflux and ureteropelvic junction obstruction.
Most of the patients can be diagnosed antenatally and
confirmed on histopathology.
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