
May 2017J Enam Med Col Vol 7 No 2

113

Image in Clinical Medicine

A Large Mass in Lung in a 5-Year-Old Child ― Wilm’s Tumour with 
Pulmonary  Metastasis
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Fig 1. A large homogenous opacity involving middle and lower zone of right  lung field  and opacity in the mid 
zone of left lung field

Fig 2. A large soft tissue mass in right chest with bilateral mediastinal lymphadenopathy, marked thick pleural 
thickening with dense collection/consolidation 
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A 5-year-old female baby presented at department of 
Paediatrics in Enam Medical College Hospital with 
the complaints of fever for two months and cough 
for 14 days. Cough was productive but not associated 
with blood. She underwent right sided nephrectomy 
one year ago due to Wilm’s tumour. On the day of 
admission patient developed respiratory distress. On 
examination, there was chest indrawing, respiratory 
rate was 46 breaths/minute, pulse 90 beats/min and 
temperature was 100oF. On auscultation breath sound 
was found diminished on right lung field. Investigation 
revealed neutrophilic leukocytosis and high LDH 
level. Chest radiography showed a large homogenous 
opacity involving middle and lower zones of right lung 
field and opacity in the mid zone of left lung field. High 
resolution CT scan (HRCT) of chest  showed a large 
soft tissue mass in right chest with bilateral mediastinal  
lymphadenopathy, marked thick pleural thickening 
with dense consolidation and it was diagnosed as a 
metastatic mass  or lymphoma. She was treated with 
intravenous antibiotic cefuroxime, vancomycin and 
clarithromycin for seven days. Her clinical condition 
improved slightly. She was discharged   and referred 
to the department of Paediatric Haemato–oncolgy for 
further evaluation and treatment.

Wilm’s tumour, also known as  nephroblastoma, is the 
most common primary malignant renal tumour and 
second most common abdominal tumour of childhood. 
It accounts for 6% of all childhood malignancy.1 The 
most common presentation includes abdominal mass, 
hypertension, fever and gross painless haematuria. 
The sites of metastases include lung, regional lymph 
node and liver with lung being the most common site.2

Metastatic lung disease in the patients with Wilm’s 
tumour is traditionally identified by chest radiography, 
but chest CT is the most sensitive tool to screen 
pulmonary metastasis.3

According to the International Society of Paediatrics 
Oncology (SIOP), treatment strategy consists of 
multiple agents chemotherapy, surgery and sometimes 
radiotherapy.4 In pulmonary metastasis disease free 
survival may vary from two to three years after initial 
treatment.5
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