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Introduction: Lymphoceles are sometimes formed after pelvic lymph node dissection.

However, recurrence at lymphoceles has not been reported previously. Here, we report

a case of rapid prognosis of the recurrence at a lymphocele after nephroureterectomy.

Case presentation: A 78-year-old man underwent retroperitoneoscopic radical

nephroureterectomy with pelvic lymphadenectomy for left ureteral urothelial carcinoma.

The histopathological diagnosis was high-grade invasive urothelial carcinoma with

squamous differentiation. Follow-up computed tomography at 3 months postoperatively

showed a lymphocele with a small solid component, in the left pelvic region. At

7 months postoperatively, he presented with severe fatigue, and computed tomography

showed a solid tumor had replaced the lymphocele. Computed tomography-guided

biopsy was performed and histopathological diagnosis was squamous cell carcinoma.

Conclusion: This report provides support for possible recurrence at the lymphocele

after nephroureterectomy. If lymphocele occurs after surgery for malignant disease, it is

recommended to follow up with the possibility of recurrence in the lymphatic cysts in

mind.
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Keynote message

Lymphoceles are often detected by follow-up CT after surgery for malignant disease. They
often present some symptoms, but they are usually not related to cancer. Our report suggests
if lymphocele with a solid component occurs after surgery for malignant disease, it is recom-
mended to follow up with the possibility of recurrence in the lymphatic cysts in mind.

Introduction

Carcinoma of the upper urinary tract is an uncommon urothelial malignancy.1 Ureteral cancer
accounts for only 5–10% of urothelial cancers.2,3 Squamous differentiation is the most common
histological variant of urothelial cancer, and occurs in up to 20% of cases of urothelial carci-
noma.4,5 It is known to be an aggressive histological type.5–7 A lymphocele is a lymphatic fluid
collection arising as a consequence of surgical dissection and inadequate closure of lymphatic
vessels. In most cases, pelvic lymphoceles are asymptomatic but sometimes they show symp-
toms of infection, fever, and pain.8 Although, these symptoms have been reported, there are no
reports of metastasis at lymphoceles. Here, we report what is believed to be the first case of rapid
metastasis of urothelial carcinoma at the lymphocele after nephroureterectomy.

Case presentation

A 75-year-old man underwent resection for lung cancer. At 3 years after surgery, follow-up
enhanced CT revealed a mass with strong enhancement from just above the UVJ extending
30 mm length in the left ureter. We performed ureteroscopic biopsy and the histopathological
diagnosis was urothelial carcinoma. No metastatic lesions were found on whole-body CT
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scan. He was diagnosed with left ureteral cancer (cT2N0M0).
He underwent retroperitoneoscopic radical nephroureterec-
tomy with bladder cuff excision and lymphadenectomy of the
ipsilateral common iliac, external iliac, internal iliac, and
obturator lymph nodes. The tumor was 43 mm in diameter,
and the histopathological diagnosis was invasive urothelial
carcinoma, mainly composed of well-differentiated SCC
(pT3N0) (Fig. 1a). The resection margin was negative and
lymph node metastasis was not detected. At 3 months post-
operatively, follow-up CT showed a lymphocele
(43 9 60 9 67 mm) with a small solid component in the
wall, in the left pelvic region (Fig. 2a). The solid component
area was distant from the primary lesion located in the UVJ
(Fig. 2b). At that time, the solid component was considered
to be only lymphocele wall thickening. At 6 months postop-
eratively, the patient underwent transurethral resection for
recurrent bladder cancer. The histopathological diagnosis was
invasive urothelial carcinoma (pT1). At 7 months postopera-
tively, he was admitted to our hospital because of sever fati-
gue. CT showed that a solid mass had replaced the

lymphocele in the left pelvic region (Fig. 2c,d). We suspected
an infectious cyst or tumor metastasis, and MRI was per-
formed for further analysis. MRI showed that the mass was
isointense on T1- and T2-weighted imaging and hyperintense
on diffusion-weighted imaging (Fig. 3). CT-guided biopsy
was performed and histopathological diagnosis was well-dif-
ferentiated SCC (Fig. 1b). The histopathological findings
were similar to those of ureteral cancer; therefore, we diag-
nosed the pelvic mass as ureteral cancer metastasis. Unfortu-
nately, his general condition deteriorated, so he chose not to
receive any additional therapy for the metastatic tumor.

Discussion and conclusions

The incidence rate of lymphocele formation after
nephroureterectomy is not reported in the literature. In a clini-
cal setting, we often detect lymphoceles by postoperative fol-
low-up CT. Lymphocele formation after pelvic lymph node
dissection is the common complication. Symptomatic lym-
phoceles are identified in 0–8% of patients and the develop-
ment of asymptomatic lymphoceles has been reported in up
to 1.5–51% of patients.8–13 The presenting symptoms were
fever, abdominal pain, genital swelling, groin pain, abdominal
swelling, leg edema, and deep vein thrombosis.8,9,13 In our
case, the lymphocele was formed in the retroperitoneal cavity
after nephroureterectomy and the patient had severe fatigue
as the recurrence at the lymphocele grows. Upper tract
urothelial carcinoma commonly recur at the urinary tract,
lymph node, liver, bone, and lung recurrences, and the lymph
node metastasis was observed in 27% of patients who under-
went nephroureterectomy.14 As for the isolated local recur-
rences, it observed in 3% of patients.15 Especially, squamous
differentiation in upper urinary tract urothelial carcinoma pre-
sents at a higher clinical stage and appears to represent more
aggressive disease than do other histological types.7,16 The
nodal metastatic rate is significantly higher than pure urothe-
lial carcinoma.6

There are no reports of cancer recurrence at lymphoceles
associated with lymph node dissection.12 CT showed a small
solid component at the lymphocele wall at 3 months postop-
eratively, and the lymphocele was replaced by a solid mass
at 7 months postoperatively, that did not appear to compress
the lymphocele wall. There are hypotheses as to the mecha-
nism of this metastasis. It is dissemination, lymphatic metasta-
sis, or cyst wall metastasis. The histopathological examination
at nephroureterectomy showed that the resection margins were
negative and no lymph node metastasized. And the solid com-
ponent area was distant from the primary lesion located in the
UVJ on 3 months postoperative CT. These findings suggest
the possibility of cancer recurrence at the lymphocele, not local
recurrence. Unfortunately, the exact site and mechanism of
recurrence could not be proved because the recurrent tumor
including the lymphocele was not resected. It was diagnosed
from a biopsy. At 3 months postoperatively, our radiologist
had diagnosed as a lymphatic cyst and the wall thickening was
not considered a significant finding. However, we should have
been considered other radiographic modalities including MRI
or positron emission tomography-CT when a small solid com-
ponent was observed at the lymphocele wall.
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Fig. 1 (a) There are invasive urothelial carcinoma, mainly composed of well-

differentiated SCC (hematoxylin-eosin, bar = 100 lm). (b) There are well-dif-

ferentiated SCC and the histopathological findings are similar to those of

ureteral cancer (a) (hematoxylin-eosin, bar = 200 lm).
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In conclusion, this is a rare case report suggesting the pos-
sibility of recurrence at lymphocele after nephroureterectomy.
Lymphoceles have the potential to become metastatic sites. If
lymphocele with a solid component occurs after surgery for
malignant disease, it is recommended to follow up with the
possibility of recurrence in the lymphatic cysts in mind.
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Fig. 2 The postoperative 3-month CT scan (a:

axial view, b: coronal view) showed a lymphocele

with a small solid component in the wall, in the

left pelvic region. The coronal view showed the

solid component area was distant from the UVJ.

The postoperative 7-month CT scan (c: axial view,

d: coronal view) showed a solid mass had

replaced the lymphocele in the left pelvic region.
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Fig. 3 MRI showed that the mass with arrow pointing was isointense on (a) T1- and (b) T2-weighted imaging and hyperintense on (c) diffusion-weighted imaging.
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