CONSENT FOR SURGICAL PROCEDURE – LEFT RADICAL NEPHRECTOMY + IVC thrombus resection

Name of the patient:                                                            Reg No: 

I _________________ the undersigned, hereby declare that I and my relatives have been explained in detail and in the language we understand best, the nature of the disease / problem and the surgical procedure being performed as the best mean / option to correct the condition. The surgery will be performed by or under direct supervision / guidance of chief surgical oncologist and their team members.

Left Radical Nephrectomy with Inferior Vena Cava (IVC) Thrombus Resection.
This involves the surgical removal of the entire left kidney, surrounding fat, the adrenal gland (if indicated), and regional lymph nodes. Additionally, the surgeon will open the Inferior Vena Cava (the body’s largest vein) to remove a tumor thrombus (an extension of the cancer) and then repair the vessel.
Procedure-Specific Risks
Due to the complexity of the IVC involvement, this surgery is considered high-risk. Specific risks include:
Vascular & Hemorrhagic Risks
• Massive Hemorrhage: Significant blood loss may occur when opening the IVC, requiring multiple blood transfusions.
• Vascular Injury: Potential damage to the aorta, right renal vein, or hepatic (liver) veins.
• Tumor Embolism: A piece of the tumor thrombus could break off during manipulation and travel to the heart or lungs, which can be fatal.
Organ & Systemic Risks
• Renal Failure: Damage to the remaining right kidney or its blood supply, potentially leading to the temporary or permanent need for dialysis.
• Bowel Injury: Damage to the intestines, which may require additional repair or a temporary stoma.
• Diaphragmatic Injury: Potential for a "collapsed lung" (pneumothorax) or injury to the breathing muscle.
• Lymphatic Leak: Accumulation of lymphatic fluid in the abdomen (chylous ascites).
. Alternatives and Consequences
• Alternatives: Options may include systemic therapy (immunotherapy/targeted therapy) or palliative care. These may control the disease but typically do not remove the primary source of the tumor.
• Consequences of Non-Treatment: Progression of the cancer, complete blockage of blood flow in the IVC, worsening pain, and distant metastasis.


Following complications can occur during or after surgery, which have been explained to me/us in details. These are:

Possibility of intra or postoperative excessive bleeding and need for blood transfusion with its attendant hazards, or even emergency resurgery

Possibility of leak or dehiscence of the Anastomosis. It may require emergency re-surgery.

Possibility of injury to the duodenum,CBD,Portal vein,hepatic veins with possible duodenal blow out and/or biliary leak with bilioma  in the post operative period, which may entail an emergency re surgery or some intervention.

Possibility of requiring intervention in the form of pigtailing/drain insertion for large seromas or  chylous ascites/leak..

Possibility of wound infection/burst abdomen in the post operative period, which may need repeated dressing/ re-surgery/prolonged antibiotics

Pulmonary or Abdominal sepsis may occur in the post-operative period, requiring prolonged ICU stay, ventilatory support and prolonged hospitalization, with need for costly medications and multiple diagnostic / therapeutic procedures.

The higher morbidity may be associated with this procedure, especially if associated with conditions like hypertension, diabetes, heart disease etc. This can increase the risk of surgery and anaesthesia considerably.

Possibility of Deep Vein Thrombosis, pulmonary thromboembolism, cardiac ischemia/infarction, cardiac arrhythmia, Renal failure, pulmonary infections, etc in the perioperative or postoperative period, each of which may increase the  morbidity.

There is a rare but definite possibility of mortality (less than 1 %) associated with the procedure.

R+ resection: The chances that after removal of all visible disease, microscopic disease or in some cases, where the disease is infiltrating some major structures macroscopic disease may be left behind. In case of such an R+ resection, post operatively, an additional modality of treatment may be required to control the disease.

Inoperability: On opening, if the disease is found to be widespread, and adherent to major structures which cannot be removed, the operation will be aborted and other modalities of treatment will be used for management of the disease.

Possibility of recurrence of disease despite complete removal of the same.

Rarely, there is a possibility that final histopathology report may be negative for malignant disease especially in cases of equivocal pre-operative diagnosis or in patients treated with preoperative chemotherapy and/or radiotherapy.

There is a need to follow up at regular intervals even after the primary surgery / treatment is over.


Having understood all the above mentioned points, I / we consent to the said surgery under appropriate anaesthesia at our own free will.


