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Lymphoceles are common following prostatectomy with lymph node dissection, but the vast majority are
asymptomatic. We present a unique case of a large complex lymphocele tracking into the anterior space of
Retzius following Retzius sparing prostatectomy and bilateral pelvic lymphadenectomy. The patient initially
presented with shortness of breath and subsequent diagnosis of a submassive pulmonary embolism. Further
evaluation revealed compression of the iliac vessels by the fluid collection. Following multiple failed attempts of

drainage percutaneously, the patient required return to the operating room for peritoneal marsupialization,
drainage of fluid collection, and evacuation of large amounts of clot within the collection.

Introduction

Pelvic lymph node dissection (PLND) is recommended for identifi-
cation of nodal metastasis in prostate cancer allowing for accurate
staging, prognosis, and treatment in higher risk patients." However, a
common complication following PLND is the formation of a pelvic
lymphocele. Although usually asymptomatic, some patients may exhibit
fevers, abdominal pain, or lower extremity swelling requiring treat-
ment.” Among Retzius sparing radical prostatectomy (RS-RARP), lym-
phoceles have been reported in 10% of PLNDs for intermediate and
high-risk prostate cancer.” We present a unique case of submassive
pulmonary embolisms (PE) potentially caused by iliac compression by a
large complex space of Retzius lymphocele after a RS-RARP.

Case presentation

A 66-year-old Caucasian male without pertinent medical history was
referred to Urology clinic with hematospermia and a prostate specific
antigen of 1.6. On physical exam, he was found to have a suspicious
prostate nodule and subsequently underwent biopsy which revealed

Gleason Grade Group (GG) 1 adenocarcinoma in one core. The patient
was recommended to undergo active surveillance. However, confirma-
tory biopsy resulted in upstaging to GG4 disease and the patient un-
derwent a RS-RARP with bilateral PLND. There were no intraoperative
or postoperative complications, and he was discharged home on post-
operative day one without a pelvic drain. Final pathology revealed GG3
pT3bNO disease with negative surgical margins.

At his second follow up on postoperative day 46, the patient com-
plained of exertional dyspnea. He endorsed abdominal distension but
reported normal bowel function. As the patient appeared acutely
tachypneic, he was referred for urgent computed tomography (CT)
angiography, which demonstrated bilateral PE with evidence of right
heart dilation (Fig. 1a). The patient was admitted, and interventional
radiology (IR) performed a pulmonary artery thrombectomy and
placement of an inferior vena cava filter, with a large volume of clot
evacuated (Fig. 1b). The patient was placed on high dose subcutaneous
enoxaparin for therapeutic anticoagulation.

Following thrombectomy, the patient continued to complain of
abdominal distension, worsening bladder spasms, suprapubic discom-
fort and bilateral lower extremity edema. CT scan revealed a large well-

Abbreviations: LND, Lymph node dissection; RS-RARP, robotic-assisted laparoscopic Retzius-sparing radical prostatectomy; PE, pulmonary embolism; GG, Grade

group; CT, Computed tomography; IR, Interventional radiology.

* Corresponding author. MedStar Georgetown University Hospital, 3800 Reservoir Road, Department of Urology, Fourth Floor, Washington, DC, 20007, USA.

E-mail address: ccg50@georgetown.edu (C.C. Goldman).

https://doi.org/10.1016/j.eucr.2021.101598

Received 8 January 2021; Received in revised form 30 January 2021; Accepted 1 February 2021

Available online 4 February 2021

2214-4420/© 2021 Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).


mailto:ccg50@georgetown.edu
www.sciencedirect.com/science/journal/22144420
https://http://www.elsevier.com/locate/eucr
https://doi.org/10.1016/j.eucr.2021.101598
https://doi.org/10.1016/j.eucr.2021.101598
https://doi.org/10.1016/j.eucr.2021.101598
http://crossmark.crossref.org/dialog/?doi=10.1016/j.eucr.2021.101598&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/

C.C. Goldman et al.

Urology Case Reports 36 (2021) 101598

Fig. 1. Submassive pulmonary embolism of the bilateral pulmonary arteries with segmental and lobar involvement. a) CT images b) Thrombectomy specimen.

Fig. 2. CT Images a) Large complex fluid collection with likely clotted blood products contained within the space of Retzius and compressing the iliac vessels b)
Mildly improved but persistent complex fluid collection, again with clotted blood products, following drain placement.

defined mixed density fluid collection containing blood products dis-
tending the space of Retzius and compression of the common iliac veins
(Fig. 2a). A drain was placed in the fluid collection for decompression by
IR. Fluid studies demonstrated a normal creatine and triglyceride level,
and subsequent cytology and culture were negative.

Following drainage, the patient reported improvement in symptoms
and was discharged. However, he returned seven days later complaining
of fever and worsening abdominal distension. CT imaging demonstrated
an appropriately positioned drain with a persistent complex fluid
collection originating from the left obturator fossa (Fig. 2b). IR upsized
and repositioned the indwelling drain. However, the repositioned drain
functioned poorly with low output of dark, clotted material.

Given failure of conservative measures, the patient was taken for
robotic-assisted laparoscopic marsupialization and washout of residual
lymphocele and blood clot (Fig. 3). Intraoperatively, a large mass effect
was noted within the intact space of Retzius. A small right-sided lym-
phocele was noted and drained clear fluid. The fluid collection within
the space of Retzius was thought to be originating from the left iliac
fossa, so the bladder was dropped by incision of the median umbilical
ligaments and urachus, exposing the space of Retzius and iliac vessels.
Dark fluid, fibrinous tissue, and coagulated blood products were noted,
the space was irrigated thoroughly, and large amounts of blood clot was
evacuated. Two 19F Blake drains were placed over each obturator fossa
and projecting into the space of Retzius.

Following the operation, the patient was discharged with one Blake
drain and IV Vancomycin. Postop week two, CT scan showed drastic
improvement in the fluid collections with stable drain output. The drain
was removed. Repeat CT postoperative week six showed decreasing left

pelvic fluid collection and persistent small the right sided collection. The
patient remained clinically asymptomatic without fevers, chills, or pain
after drain removal.

Discussion

Thromboembolic disease is a dreaded complication of radical pros-
tatectomy. Prostate cancer itself can induce a hypercoagulable state
compounded by the immobility of pelvic. History of thromboembolic
event, open surgical approach and higher stage disease have been
associated with higher rates of thromboembolic events.” Notably, PLND
has been associated with an eight- and six-fold greater risk of deep
venous thrombosis and PE. Compression of the iliac vessels by lym-
phoceles can further promote a prothrombotic state.”

Most lymphoceles are asymptomatic. Symptomatic lymphoceles are
treated most commonly with percutaneous drain placement and or
sclerotherapy, however, up to 57% end up being readmitted post-
operatively, making lymphocele a significant cause of morbidity
following PLND.? Lymphoceles are less commonly seen when an incision
is made in the peritoneum.' RS-RARP is growing in popularity as it
shows improved early continence with comparable oncologic out-
comes.® The peritoneum is incised in three places for RS-RARP with
PLND: in the pouch of Douglas, and over the iliac vessels. The bulk of the
collection extended anteriorly into the space of Retzius, but its size and
communication with lateral PLND lymphocele sites resulted in
compression of the iliac veins. Despite the extensive size, the patient was
lgeminimally symptomatic from the collection until he developed his
PE. We believe that there may have been a small bleed within the left
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Fig. 3. Intraoperative images a) Distension of space of Retzius prior to marsupialization. b) A small right sided lymphocele with clear fluid the space of Retzius was
incised and drained. c-f) The bladder was dropped revealing mostly dark fibrinous material with blood clot originating from the left obturator fossa.

obturator fossa following initiation of high-dose anticoagulation, which
worsened the lymphocele and impeded percutaneous drainage. This was
confirmed upon return to the OR during which a very complex with
many solid hemorrhagic components was noted.

In over 100 RS-RARPs at our institution, this is the first symptomatic
lymphocele we have encountered. This unique case demonstrates that
although lymphoceles are rarely symptomatic, they can cause signifi-
cant morbidity and may present differently following RS-RARP.

Conclusion

The sequelae of complex lymphoceles can be severe, and compres-
sion of the iliac vessels can tip an already hypercoagulable post-
prostatectomy patient towards severe thromboembolic events. In RS-
RARP, these fluid collections can form anterior to the bladder in the
preserved space, and even large collections may have few initial
symptoms. Recognition and treatment of these collections is critical and

may require operative intervention when percutaneous drainage fails.
Declaration of competing interest
None.

References

1. Ploussard G, Guillaume A, de la Taille A, et al. Pelvic lymph node dissection during
robot-assisted radical prostatectomy: efficacy, limitations, and complications—a
systematic review of the literature. Eur Urol. 2014;65(1):7-16.

2. Gotto GT, Yunis LH, Guillonneau B. Predictors of symptomatic lymphocele after
radical prostatectomy and bilateral pelvic lymph node dissection. Int J Urol. 2011;18
(4):291-296.


http://refhub.elsevier.com/S2214-4420(21)00038-3/sref1
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref1
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref1
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref2
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref2
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref2

C.C. Goldman et al. Urology Case Reports 36 (2021) 101598

5. Heinzer H, Hammerer P, Graefen M, et al. Thromboembolic complication rate after
radical retropubic prostatectomy. Impact of routine ultrasonography for the detection
of pelvic lymphoceles and hematomas. Eur Urol. 1998;33(1):86-90.

3. Nyarangi-Dix JN, Gortz M, Gradinarov G, et al. Retzius-sparing robot-assisted
laparoscopic radical prostatectomy: functional and early oncologic results in
aggressive and locally advanced prostate cancer. BMC Urol. 2019;19(1):113.

4. Tyritzis SI, Wallerstedt A, Steineck G, et al. Thromboembolic complications in 3,544
patients undergoing radical prostatectomy with or without lymph node dissection.
J Urol. 2015;193(1):117-125.


http://refhub.elsevier.com/S2214-4420(21)00038-3/sref3
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref3
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref3
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref4
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref4
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref4
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref5
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref5
http://refhub.elsevier.com/S2214-4420(21)00038-3/sref5

	Complex space of Retzius lymphocele resulting in iliac compression and submassive pulmonary embolism after robotic Retzius  ...
	Introduction
	Case presentation

	Discussion
	Conclusion
	Declaration of competing interest
	References


