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Figure 1: CT images at diagnosis showing huge tumour arising from the right kidney 
(asterisk) with intracaval tumour thrombus up to the suprahepatic level (arrow)

Figure 2: CT images after neoadjuvant chemotherapy showed no significant changes 
of primary tumour size (asterisk) and the non-resolution of the intracaval tumour 

thrombus (arrow)

Figure 4: Resected right renal tumour (asterisk) with its tumour thrombus (arrow) at 
first surgery (a). At the following surgery, upon cavotomy (arrowhead) the IVC was 

noted to be filled up with blood clots (b) and poor back flow of blood from distal IVC 
(c), thus decision was made for cavectomy without reconstruction

Introduction

Wilms’ tumour is the commonest renal tumour in children. With a predisposition of
forming tumour thrombus in blood vessels, tumour extension into renal veins and
inferior vena cava (IVC) has been reported in up to 10% of cases. Neoadjuvant
chemotherapy has been shown to promote intracaval tumour regression, however in
cases of persistent thrombus, thrombectomy is required along with radical nephrectomy
via cavotomy. We shared a rare complication of thrombectomy which required a
cavectomy.

Case Summary 

We are reporting a case of right Wilms’ tumour in a 7 year-old girl with tumour extension
into IVC (Figure 1). After three courses of neoadjuvant chemotherapy, she developed
duodenal obstruction caused by the tumour and the repeated imaging showed non-
regression of the intracaval tumour thrombus (Figure 2). She underwent right radical
nephrectomy with thrombectomy via cavotomy. However, ultrasound assessment after the
surgery revealed that the IVC was filled with blood clots which persisted even after
administration of anticoagulant (Figure 3). With the concern of pulmonary embolism, she
was subjected to a second surgery. Intraoperatively, the IVC was found completely blocked
at the level of intrahepatic IVC, thus decision was made for cavectomy without
reconstruction (Figure 4). To date, up until 1.5 years after surgery, she remains well.

Discussion

In cases of Wilms’ tumour as in our case, the tumour thrombus may extend into the IVC
and right atrium1,3. The intravascular extension should be detected as early as possible by
modalities such as ultrasound with Doppler and computed tomography since it may lead to
complications from venous outflow obstruction and risk of embolism1,4. The presence of
tumour thrombus may also complicate the management strategies. Chemotherapy can
reduce the size of thrombus because of its chemosensitivity, however in some cases like
our patient, it may not cause regression and persisted. Therefore, surgical intervention is
indicated depending on the level of the tumour thrombus2,3,4. Cavectomy is one of the
treatment of choice especially when the thrombus firmly adhered to the caval wall3.
However, the long term outcome of cavectomy without reconstruction for children is not
widely known with only a few evidence available in the literature. We summarized the case
reports of similar cases like ours in Table 1.

Conclusion

Surgical excision of Wilms’ tumour with intravascular invasion is challenging. IVC wall
injury following thrombectomy may end up with cavectomy. Cavectomy without
reconstruction in children is generally safe with no major sequelae has been reported.
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Figure 3: Ultrasound images after right nephrectomy revealed enlarged IVC with 
filling defect within suggestive of thrombosis (asterisk) with poor colour Doppler

Figure 5: Operative illustration during the first surgery demonstrate the huge 
intracaval tumour thrombus (a) and then it was filled by a huge clot (b) during the 

second surgery, thus cavectomy without reconstruction was performed.

Table 1: Literature review on cases of cavectomy in children with Wilm’s Tumour
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