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Lenfosel semptomatik olgularda etkili bir sekilde tedavi edilmelidir. Perkiitan as-
pirasyon, perkitan drenaj ve skleroterapi tedavi alternatifleridir. Konvansiyonel
veya laparoskopik olarak intraperitoneal kaviteye internal drenaj cerrahi yonetim-

de gerceklestirilebilir. Biz lenfoselin laparoskopik tedavisini ti¢ olgu ile sunuyoruz.
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Abstract

Lymphoceles have to be treated efficiently when symptoms are present. Percuta-
neous aspiration, percutaneous drainage, and sclerotherapy are therapeutic al-
ternatives. Conventional or laparoscopic internal drainage surgical management
can be performed to the intraperitoneal cavity. We present three cases of the

laparoscopic treatment of lymphoceles.
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Introduction

Following renal transplantation, there are usually no clinical
signs of perirenal fluid accumulation; however, in some cases,
low patient well-being or inadequate graft kidney function could
be indicative of such fluid accumulation. Along with urinomas,
lymphoceles are among the recurring causes of perirenal fluid
accumulation [1, 2, 3]. A post-transplant lymphocele represents
a perigraft fluid aggregation occurring after the renal bed or
the graft has been prepared; it is not the reason for urinary
leakage or haemorrhage. Micro or macro graft kidney decap-
sulation leads to non-ligation between afferent lymphatic ves-
sels and iliac vessels [4, 5]. Furthermore, lymphoceles may be
triggered by the administration of powerful diuretics following
a kidney transplant, increasinglymphatic flow [6, 7]. When con-
sidering causes of allograft lymph flow intensification, another
aspect that should be taken into account is graft rejection. The
majority of lymphoceles are symptomless and do not need to be
treated. In these cases, given the parameters of renal function
and its clinical course, appropriate administration is frequently
a comprehensive follow-up. When symptoms do arise, an effec-
tive approach must be applied to treat the lymphoceles. Among
the available approaches are percutaneous aspiration, percu-
taneous drainage, and sclerotherapy. A surgical procedure on
the intraperitoneal cavity usually involves traditional or laparo-
scopic inner drainage. We have presented three cases of lapa-
roscopic treatment of lymphoceles.

Case Report

Case 1

The first case is of a 25-year-old male patient with complaints
of pressure within the right inguinal region. A successful open
renal transplantation had been performed eight months earlier.
The patient’s urinary outflow decreased and his creatinine lev-
els increased. After diagnostic procedures were performed it
was deduced that a 120x64x31 mm lymphocele was present
from the anterior of the right kidney to the bladder.(Picture 1).

Figure 1. Preoperative ultrasound and computed tomography of lymphocele (Case
1).

Case 2

The second case is of a 31-year-old female upon whom a
successful open renal transplantion had been performed five
months earlier. After proper radiological diagnosis the presence
of a 112x27x27mm lymphocele, inferior to the kidney and ante-
rior to the bladder, was discovered (Picture 2).

Case 3

A 39-year-old female had undergone open renal transplanta-
tion one month earlier. In the patient’s clinical and radiological
examinations, a 220x140x42 cm lymphocele was detected.

Figure 2. Lymphocele around the bladder and appearance of pigtail catheter (Case
2).

Surgical Treatment

Patients with a history of a previous failed percutaneous aspi-
ration laparoscopic approach were managed with general anes-
thesia and the standard single dose of prophylactic antibiotics.
The pneumoperitoneum was made by a Veress needle inserted
in an infraumbilical location. The first trocar (10-mm) was in-
serted in the infraumbilical location followed by a second trocar
(5-mm) along the anterior axillary line near the costal margin
on the ipsilateral side and a third trocar (5-mm) was inserted
in the midline, low in the hypogastrium. With the help of elec-
trocautery and scissors, a peritoneal opening in the lymphocele
wall was created, followed by removal of the lymphatic fluid. A
pedicle of omentum in the lymphocele core was interfered with.
The final step was a thorough examination of haemostasis at
the lymphocele entry lines and the peritoneum (Picture 3).

Figure 3. Surgical images. (A) Lymphocele and transplant kidney (B) Fenestration
of lymphocele wall with scissors (C) Aspiration of the contents of lymphocele (D)
Omental patch

Results

The entire procedures were each completed in three-quarters of
an hour. No patient lost more than 100 ml of blood and no other
problems were encountered. Likewise, no intraoperative com-
plications occurred and patients recovered well after surgery.
All patients’ postoperative courses were uncomplicated. There
were no disruptions to immunosuppression; oral administration
commenced on the day of surgery. Post-operatively, the func-
tion of the graft remained constant and normalisation of serum
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creatinine was seen.There was no graft rejection. The patients
were discharged without any problems 2-5 days after their op-
erations. Continuous follow-ups utilizing ultrasonography and
computed tomography detected no recurrence of lymphoceles.

Discussion

Previous studies have reported different frequencies of post-
transplant lymphoceles within the 0.6-20.0 % range [8, 9].
Symptoms that suggest lymphoceles are pain in the area of the
pelvis or abdomen, caused by a pelvic mass that can be seen or
palpated. Other side effects include, outcomes of venous or ure-
teral pressure, such as one-sided leg oedema and leg torment,
hydronephrosis with resulting insufficiency of renal capacity,
and profound vein thrombosis [10]. Fever and leucocytosis are
indicative of infectious complications of lymphatic fluid accu-
mulation. Ultrasound and occasionally computed tomography
are used in the preoperative diagnosis of lymphoceles [11]. To
prevent urinoma and superinfection it is advisable to under-
take percutaneous aspiration or drainage and microbiological
sample analysis prior to internal drainage. Patients without
any symptoms are not usually given any treatment. Types of
treatments for symptomatic lymphoceles include recurrent per-
cutaneous aspiration of lymphatic fluid [4, 12], percutaneous
drainage [13], sclerosing substance administration [12, 14], and
surgical internal drainage into the peritoneal cavity.

Infected lymphoceles should never be drained into the abdomi-
nal cavity because of potentially mortal consequences for the
immunosuppressed patient. Percutaneous aspiration or drain-
age, and sclerotherapy do have acceptable success rates of
80-90%, and are easy to perform. Nevertheless, after this
treatment, incomplete resolution and high recurrence rates of
up to 80% are reported. Furthermore, there is risk of haemor-
rhage and infection, principally after recurrent punctures or in-
sertion of a drainage tube. An especially long duration of drain-
age therapy over several weeks is an exceptional disadvantage.
Parra et al. [13] noted that a success rate of about 73% still
came with a 26% risk of infection.

Scleropathy can create complications for sequential surgical
procedures, and, as a result, the graft kidney or nearby struc-
tures may be damaged [2-4, 11, 12, 15]. High repetition rates,
infection rate, and treatment duration are all factors that should
be taken into consideration. The best treatment in the case of
recurring lymphatic fluid drainage into the peritoneal cavity is
open surgical internal drainage. The operation was first outlined
in 1966 by Byron et al. [16], but the operation has limitations
in that it must be performed under general anaesthetic, causes
surgical trauma, and patients need a long time to recover. In
1991, McCullough et al.[17] pioneered the laparoscopic surgical
approach for treatment of lymphoceles after the introduction of
laparoscopic surgery. Four years later, in 1995, the significance
of this type of surgery was advocated by Gill et al. [18]. Its ad-
vantages include reduced haemorrhage, a reduced need for an-
algesics, earlier food ingestion post-operatively , and a shorter
duration of recovery. In 1997, Fornara et al. [19] reported that
when eight cases were compared, open surgery, lasted 115
minutes on average, while laparoscopic surgery was completed
in an average of 42 minutes. Based on extensive experience,
successful outcome rates and the short operating time of lapa-

roscopic surgery are critical advantages in favor of the lapa-
roscopic procedure over open surgery. In 2009, lwan-Zietek et
al. [20] ,embraced an outline which distinctly showed data that
advocated for the preference of surgical, especially laparoscop-
ic, management of posttransplant lymphoceles. The authors
reported that percutaneous drainage should be attempted first
to cure a lymphocele, but reported that; laparoscopic fenestra-
tion is a safe and practicable technique that should be used
after unsuccessful and inefficient percutaneous drainage [20].
The three cases in this report show the definite benefit of surgi-
cal treatment because there were no recurrences. Based on the
findings of earlier studies, laparoscopic surgery was decided to
be the best approach for treating lymphoceles.

Conclusion

Based on studies in the literature and the cases in our report,
laparoscopic fenestration is a method with short operating
times, low infection rates, less blood loss, and decreased post-
operative pain.lt has especially been found to be a successful,
uncomplicated, established, and effective solution to complica-
tions of percutaneous drainage and needle aspirated lympho-
celes.
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