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Clinical Outcome of Multicystic Dysplastic Kidney in 46 Children

I Cheon Jeong, M.D., You Sik Hwang, M.D., Sun Young Ahn, M.D.
Jae Seung Lee, M.D. and Sang Won Han, M.D."

Department of Pediatrics, The Institute of Kidney Disease, Department of Urology",
Yonsei University College of Medicine, Seoul, Korea

Purpose : Conservative management of multicystic dysplastic kidney(MCDK) without ne-
phrectomy has recently been advocated. The purpose of this study was to determine the
clinical course of conservatively managed MCDK and to find out possible predictive factors
for involution of MCDK by ultrasonography(US).

Methods : A retrospective analysis was made on 46 patients(26 boys and 20 girls) in whom
MCDK was detected and had been traced by US between Dec. 1993 and Aug. 2005 at
Severance Hospital.

Results : Median follow-up time was 30 months(range 2-102 months). All patients under-
went radionuclide scans and voiding cystourethrograms. The serial follow-up US showed
complete involution in 11(24%), partial involution in 19(41%), and no interval change or
increased in cyst size in 13(28%) patients. Nephrectomy was done in 3 patients(7%) due to
relapsing urinary tract infection(UTI) and severe abdominal distension. The mean age of
complete involution of MCDK was 37 months(range 12-84 months). Episodes of UTI were
present in 17 patients(37%) and additional genitourinary(GU) abnormalities were found in 22
patients(44%). Hypertension and renal insufficiency was complicated in one patient. No child
developed malignant tumor. Univariate analysis showed that five variables were associated
with complete involution of the MCDK; gender, site, UTI episode, additional GU abnormali-
ties, and renal length on initial US. After adjusting using the Pearson model, the presence of
additional GU abnormalities was exclusively associated with complete involution among the 5
variables(P=0.034).

Conclusion : In our review of 46 cases of MCDK, non-surgical approach for patients with
MCDK was advisable and we could predict poor prognosis when MCDK is associated with
other GU anomalies. (J Korean Soc Pediatr Nephrol 2006;10:27-32)

Key Words : Multicystic dysplastic kidney, Conservative management, Involution, Ultraso-
nography, Poor prognosis
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Table 1. Characteristics of 46 Patients with MCDK according to Clinical Outcomes

Complete involution

Partial involution

No improvement”

Number 11
Follow-up

Mean(months) 30
Range(months) 6-96
Hydronephrosis 2(18%)
VUR 0
Other GU anomaly 0
Chronic renal insufficiency 0

19

29
2-102
4(21%)
3(16%)
5(26%)
0

16

25
2-98
7(44%)
2(13%)
6(38%)
1( 6%)

AbbreV1at10ns MCDK, multicystic dysplastlc kidney; VUR, vesicoureteral reflux; GU, genitourinary
*Includes patients with no changed in cyst size, increased cyst size, and who received nephrectomy

Table 2. Predictive Clinical Factors for the Prognosis of MCDK

Complete involution Partial involution No improvement' P value’
Number 11 19 -
Gender, male/female 5/6 12/7 9/7 0.641
Site, right/left 5/6 9/10 7/9 0.977
UTI 2(18%) 7(37%) 8(50%) 0.243
GU" anomaly 2(18%) 8(41%) 10(63%) 0.034

AbbreVIatlons MCDK, multicystic dysplastic kidney, UTI, urinary tract infection
* GU : Genitourinary anomahes associated with MCDK

Includes patients with no changed in cyst size, increased cyst size, and who received nephrectomy

TP value by Pearson Chi Square test
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Table 3. Prognosis of MCDK according to the Initial Size of MCDK

Complete involution Partial involution No improvement” P value”
Number 11 18 13 -
Kidney length 0.106
Mean(mm) 34 34 39
Range(mm) 8-59 3-60 20-71

Abbrevxatlon MCDK, muliticystic dysplastxc k]dney
“Includes patients with no changed in cyst size, increased cyst size, and who received nephrectomy
TP value by Pearson Correlation test

Table 4. Survey of the Literature on Conservatively Managed MCDK

Authors Year Number l?r)rlllc())r‘::h;])p i(ri?/roﬂﬁ}t(ia(gi insiﬁlt?im impr(i\\ll(f)zment
Strife et al.[8] 1993 46 30 15% 54% 30%
Wacksman et al.[5] 1993 215 36 14% 48% 38%
Rottenberg et al.[6] 1997 55 32 40% 33% 27%
Heymans et al.[17] 1998 33 24 21% 61% 18%
Rudnik-Shoneborn et al.[18] 1998 74 36 0% 65% 35%
Sukthankar et al.[19] 2000 46 24 24% 35% 41%
Eckoldt et al.[20] 2003 37 33 43% 32% 25%
Kuwertz-Broeking et al.[21] 2004 75 44 20% 48% 32%
Our study 2006 46 30 24% 41% 35%
Total 627 49% 19% 32%

Abbreviation : MCDK, multicystic dysplastic kidney
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