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Case report 

A 1-year-old female with a palpable mass in her right 
upper quadrant was presented. The size of the mass 
had increased with time. An abdominal US, color-Dop- 
pler imaging, excretory urogram, and abdominal CT 
were performed. 

Ultrasound showed multiple circumscribed sonolu- 
cent cysts that had no connection with each other and 
renal pelvis, and none exceeded 3.1 cm in diameter. 
The average thickness of the septations between the 
cysts was approximately 5 mm. The total dimension of 
the mass was 9 x 10 x 8 cm (Fig. 1). 

Color-Doppler imaging showed no flow at the cap- 
sule and the septa. Excretory urogram showed soft tis- 
sue density in right renal region, delayed excretion of 
contrast medium, minimal pelvicaliectasis, and displace- 
ment of the ureter medially. The mass showed no calcifi- 
cation (Fig. 2). 

Computed tomography showed that a multilocu- 
lar, well-defined renal mass had a CT number that 
was slightly greater than that of water density. No con- 
trast enhancement was observed in the cysts, but very 
slightly in the septa (Fig. 3). The renal parenchyma out- 
side the lesion was normal, even though it was stretch- 
ed. 
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Fig. 1. Multiple circumscribed 
sonolucent cysts that have no con- 
nection with each other and pelws 
are depicted at US 

Fig.2. On excretory urogram soft 
tissue density is seen in right renal 
region. Renal pelvis is quite dilated. 
Left kidney is not seen because of 
gas distention 

Fig. 3. Multiple hypodense oval or 
round cysts and septa are seen at 
CT. There is no contrast enhance- 
ment in the cysts, but shghtly in the 
septa. Enhancing renal parenchyma 
is seen medial and posterior to the 
mass 
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Diagnosis 

The pathological diagnosis was of a multilocular cystic 
nephroma (MLCN).  

Discussion 

The MLCN was first described in 1892 by Edmunds. He 
called the lesion "cystadenoma of the kidney" [1]. Since 
then, there have been less than 102 cases reported in the 
li terature [1-6]. It is an uncommon,  nonfamilial, and be- 
nign renal neoplasm, characterized by a well-circum- 
scribed encapsulated mass that contains multiple non- 
communicating fluid-filled spaces lined by epithelium 
and separated by a distinct stroma. 

The tumor  generally appears as an abdominal mass 
in children [1, 4]. Because of its rarity and clinical pre- 
sentation, it is often thought to be nephroblastoma. In 
childhood, 73 % of cases appear  in boys under 4 years 
of age. Over  4 years of age, 89 % of cases are female 
and present as an abdominal mass [1,5, 7]. 

The MLCNs are generally unilateral, and seen on ei- 
ther side in approximately equal frequency, but origin 
from the lower pole is the most common location as in 
this case [1, 4]. On plain radiography, usually a mass le- 
sion is detected. Calcification is uncommon,  but may 
be seen in older patients as curvilinear and peripheric 
localization [1,4, 7]. 

On excretory urogram, kidneys function normally 
with MLCN. Depending on the localization of the tu- 
mor, displacement of other structures, extension of the 
tumor to the renal pelvis, and delayed excretion or no 
excretion is demonstrated 

Ultrasound findings depend on the amount  of stroma 
and size of the Iocules. When the cysts are large, US 
demonstrates  anechoic fluid-filled spaces separated by 
hyperechoic sepia. This pattern is suggestive of mul- 
tilocular cystic nephroma [4]. However,  when the loc- 
ules are small, sonography demonstrates echogenic so- 
lid mass [1,7]. 

On angiographic examination, MLCN is generally 
hypovascular, but it may be avascular or hypervascular. 
Thus, angiographic features are not specific for differen- 
tial diagnosis, but may be helpful in preoperat ive vascu- 
lar anatomy evaluation [4]. 

With color-Doppler  US, it is possible to evaluate le- 
sion vascularity noninvasively. Tumor vascularity in ma- 
lignant renal lesions gives rise to abnormally high-veloc- 
ity Doppler-shifted signals [8-10]. We think these find- 
ings may be helpful in differential diagnosis, but needs 
further evaluation in large benign renal lesions series. 

As in US, CT findings change with cyst size and 
amount  of stromal tissue [4]. In most cases a large mul- 
tilocular mass is identified. The septa among the locules 
enhance with contrast medium due to their vascularity. 
The cystic spaces do not enhance and have CT numbers 
that are slightly greater than the CT numbers of water. 
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Multicystic dysplastic kidney, cystic partially differ- 
entiated nephroblastoma, malignant necrotic and hem- 
orrhagic masses (renal cell carcinoma) and Wilms' tu- 
mor, and cystic mesoblastic nephroma should be in- 
cluded in differential diagnosis. Multicystic dysplastic 
kidney shows no function on excretory urogram and is 
characterized by multiple noncommunicat ing cysts of 
variable size. Contralateral genitourinary abnormalities, 
such as vesicoureteral reflux and ureteropelvic-junction 
obstruction, are seen in up to 41% of patients [7]. Multi- 
cystic dysplastic kidney is generally detected in the new- 
born period and antenatally. 

The differential diagnosis with cystic partially differ- 
entiated nephroblastoma is not possible based on imag- 
ing findings. The only differentiation between these 
two lesions is histological [2]. Cystic partially differenti- 
ated nephroblastoma contains blastema [7]. 

Wilms' tumor is the most common renal neoplasm in 
childhood (mean age of presentation 3 years) and shows 
pelvicaliceal deformation on excretory urogram. Cystic 
necrosis is seen on CT scans and US images in less than 
10 % of cases. It is a rare predominantly cystic [7]. 

Renal cell carcinoma is rare in children and therefore 
does not pose a problem in that age group. When it oc- 
curs, hemorrhagic and necrotic degenerat ion in these tu- 
mors may mimic MLCN. 

Mesoblastic nephroma is congenital and the most 
common renal neoplasm in infancy. The cellular subtype 
of mesoblastic nephroma tends to be larger and cystic 
because of necrosis and hemorrhage [7]. 
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