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Abstract
Lateral lymph node (LLN) metastasis in T1 rectal cancer has an incidence of less than 1%. However, its

clinical features are largely uncharted. We report a case of LLN metastasis in T1 rectal cancer and review

the relevant literature. A 56-year-old female underwent rectal resection for lower rectal cancer 2 years pre-

viously (pT1bN0M0). During follow-up, an elevated tumor marker CA19-9 was documented. Enhanced CT

and MRI showed a round shape nodule 2 cm in size on the left side of pelvic wall. PET-CT showed high

accumulation of FDG in the same lesion, leading to a diagnosis of isolated LLN recurrence. Because no

other site of recurrence was detected, surgical resection of the LLN was performed. Microscopic findings

were consistent with metastatic lymph node originating from the recent rectal cancer. Adjuvant chemother-

apy for six months was given, and patient remains free of recurrent disease seven months after LLN resec-

tion. Although LLN recurrence after surgery for T1 rectal cancer is rare, post-surgical follow-up should not

be omitted. When LLN metastasis is suspected on CT, MRI and/or PET-CT will be recommended. Surgical

resection of LLN metastasis in patients with T1 rectal cancer may lead to favorable outcomes, when recur-

rence in other areas is not observed.
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Introduction

Lateral lymph node (LLN) metastasis in lower rectal can-

cer has been observed in 16-23% of cases with a notably

poor prognosis in metastatic instances[1]. Dissection of me-

tastatic LLN does not improve long-term survival and only

contributes to a reduction of the local recurrence rate[1].

Meanwhile, although surgeons have experienced limited

cases that have been cured after resection of metastatic

LLN, the features of patients with longer survival after re-

section of metastatic LLN is still uncertain.

In this report, we present a case of isolated lateral lymph

node recurrence after resection of T1 lower rectal cancer.

We also performed a literature review of similar cases. Inter-

estingly, although an incidence of LLN metastasis in T1 rec-

tal cancer is extremely small (<1%)[1], all seven cases re-

viewed showed favorable outcomes.

Case Report

A 54-year-old woman presented with a complaint of posi-

tive fecal occult blood test. Her past medical history in-
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Figure　1.　
a: A 0-Is lesion 2 cm diameter near the dentate line revealed by colonoscopy.
b: Histological examination of the resected primary rectal cancer showed a well differentiated adenocarci-
noma invading the submucosal layer (8000 μm, ly0,v1a).
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Figure　2.　Serum CA19-9 values during a perioperative period
are shown.

cluded three years of treatment for hypertension. There was

no family history of cancers including colorectum. Colono-

scopy revealed a type 0-Is lesion in the lower rectum near

the dentate line (Figure 1a), and biopsy showed tubular ade-

nocarcinoma. Enhanced CT showed no lymph node nor dis-

tant metastasis. She was diagnosed with rectal cancer, and

abdomino-perineal resection by open laparotomy method

was performed. Pathology of the resected specimen revealed

tubular adenocarcinoma (23×30 mm), T1b (SM 8000 μm),

Ly0, V1a, PM0, DM0, pRM0, pN0, and pStageI (Figure 1

b). No adjuvant chemotherapy was provided. Two years af-

ter rectal surgery, an elevated tumor marker CA19-9 (90 U/

mL, normal range: <37 U/mL) was documented. The change

of serum CA19-9 value during the perioperative period is

presented in Figure 2. CEA value was within normal during

the same period. Enhanced CT showed a round-shape nod-

ule 2 cm in size on the left side of pelvic wall (Figure 3a).

LLN recurrence was suspected, and she was referred to our

hospital for further evaluation and treatment. PET-CT

showed a high accumulation of 18 F-fluorodeoxyglucose

(FDG) in the same lesion (Figure 3b). No other site of re-

currence was detected. Contrast-enhanced MRI of the pelvis

depicted a mass displaying a low signal on T2 (Figure 3c)

and a slightly low signal on T1 (Figure 3d), leading to a di-

agnosis of isolated LLN recurrence. Uterine leiomyoma with

malignant potential was also detected.

Because the enlarged LLN was isolated (No.263) and no

other site of recurrence was detected, surgical resection of

the lymph node by open laparotomy was performed. Con-

current total hysterectomy for uterine leiomyoma was also

performed by gynecologists. Total blood loss during surgery

was 610 g and duration was 341 minutes. Post-operative

course was uneventful.

Macroscopic finding of the resected lymph node revealed

a light yellowish solid mass measuring 31×27×18 mm (Fig-

ure 4a). Microscopic findings were consistent with a metas-

tatic lymph node originating from the recent rectal cancer

(Figure 4b). No malignancy was observed in the uterus.

After six months of adjuvant chemotherapy with Capecit-

abine + Oxaliplatin (CapeOX), and the patient remains free

of recurrent disease 7 months since LLN resection.

Discussion

Local recurrence including LLN metastasis in lower rectal

cancer is a concern and often associated with a poor prog-

nosis[2]. To reduce post-surgical local recurrence, neoadju-

vant (chemo)radiotherapy with total mesorectal excision has

been the standard of care in Western countries[3,4], while

LLN dissection for advanced lower rectal cancer is generally

performed in Japan. There is evidence that LLN dissection

can lower the local recurrence rate[1]. Although LLN dis-
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Figure　3.　
a: Contrast enhanced CT showing round shape mass lesion on the left side of pelvic wall (arrow 

head).

b: PET-CT showing abnormal accumulation of FDG (arrow head).

c, d: MRI showing lymph node low on T2 and slightly low on T1 (arrow head).
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Figure　4.　
a: Macroscopic finding showing a light yellowish solid mass.

b: Microscopic findings were consistent with metastatic lymph node originating from the recent rectal can-

cer (HE×100).
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section does not contribute to improved survival, it is note-

worthy that some patients showed longer survival by resec-

tion of positive LLN metastasis.

In the Japanese guidelines for rectal cancer treatment,

LLN dissection is recommended for patients whose rectal

tumors are located distal to the peritoneal reflection with the

clinical diagnoses of >T3 or >N1 disease preoperatively[1].

Prophylactic LLN dissection is not routinely performed for

T1 rectal cancer. The occurrence of LLN metastasis is ex-

tremely rare in T1 lower rectal cancer cases, accounting for

only 0.9%[1].

We performed a systematic search of the Pub-Med data-

base for English language literature published in and before

September 2023 using the search terms ‘rectal cancer’, ‘lat-
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eral lymph node metastasis’ and ‘T1’, and only found 7

cases of lateral lymph node metastasis from T1 rectal can-

cers, including our case (Table 1)[5-10]. Mean age was

47.1y with 4 males and 3 females. Diagnoses of recurrence

were from enlarged LLN on CT or MRI in 5 cases, and ele-

vated tumor marker in 2 cases. In all cases, there was no re-

gional (mesorectal) lymph node nor other metastases except

for LLN observed at the time of rectal surgery. Disease free

survival >6 months was obtained in all cases, including 3

cases >30 months, reinforcing the potential benefits of R0

resection of LLN metastasis in T1 rectal cancer. Three cases

were with synchronous LLN metastasis, while 4 were me-

tachronous (6-51 months), highlighting the importance of

post-operative follow-up, even in Stage I cases. The Japa-

nese guidelines for colorectal cancer treatment follow-up

recommend tumor markers every three month, CT scan

every six months, and colonoscopy every 1 year. The guide-

lines suggest that the interval between CT scans may be ex-

tended from 6 months to 1 year after 3 years follow-up for

Stage I/II colorectal cancer. However, although rare, it

should be understood that LLN recurrence may occur even

after the third postoperative year.

Establishment of diagnostic criteria of LLN metastasis re-

mains a pressing issue[1]. According to a retrospective study

by the Japanese Colorectal Cancer Study Group, the diag-

nostic performance of MRI for metastatic LLN is better

when the cutoff is 5 mm rather than 10 mm, but the study

also showed the limitations of diagnostic performance based

on lymph node diameter alone using conventional imaging

method (sensitivity of 72.6%, and specificity of 54.7%)[11].

Also, there is a report that a 7 mm cut off value before neo-

adjuvant chemotherapy was able to predict LLN metasta-

sis[12]. Diffusion-weighted MRI with conventional MRI for

detecting LLN metastasis was reported to have sensitivity

and specificity of 93% and 83% respectively[13], and those

of FDG-PET was 83% and 95% respectively[14]. FDG-PET

also has the advantage of excluding distant metastases.

FDGPET and MRI is considered as a diagnostic option for

LLN metastasis.

Therefore, as for the treatment strategy for LLN even in

cT1 rectal cancer in our hospital, if LLN is more than 7 mm

in short axis diameter, we will perform MRI and/or FDG/

PET. If the lymph node shows abnormalities on MRI and/or

FDG/PET, then we will decide to perform LLN dissection

on the affected side. If both MRI and FDGPET are negative,

follow-up will be recommended to the patient with informed

consent. Otherwise, we will select LLN dissection on patient

request.

In our case, although CT and MRI showed a 20 mm mass

lesion in the pelvis, it was difficult to diagnose it as lymph

node recurrence, because we believed LLN recurrence

would be extremely rare in our case (pT1, pN0). There were

also differential diagnoses including benign tumor (NET,

GIST, desmoid, schwannoma)[15,16]. Thus, positive PET-

CT contributed proceeding to the surgery. We believe that

PET-CT will be useful as a supportive diagnostic tool; how-

ever, routine PET-CT will not be necessary for general post-

operative follow-up in patients with colorectal cancer.

Although LLN recurrence after surgery for T1 rectal can-

cer is rare, post-surgical follow-up should not be omitted.

When LLN metastasis is suspected on CT, MRI and/or PET-

CT are recommended. Surgical resection of LLN metastasis

in patients with T1 rectal cancer may lead to favorable out-

comes, when recurrence in other areas is not observed.
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