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Symptomatic Lymphocele After Kidney Transplantation
A Single-Center Experience

Mohammad Ali Zargar-Shoshtari, Mohammadjavad Soleimani, Hormoz Salimi,  
Kaveh Mehravaran 

Introduction: In a retrospective study, we evaluated the frequency, clinical 
presentation, and management of lymphocele in kidney transplant recipients 
operated on in a single center.
Materials and Methods: Between September 1984 and June 2005, we 
had 2147 kidney transplantations from living donors. During the follow-up 
period, ultrasonography was performed in symptomatic patients and those 
with elevated serum creatinine level postoperatively. Other radiological 
procedures were done in complicated cases. Patients with lymphocele were 
treated by percutaneous drainage with or without injection of sclerotizing 
agent (povidone iodine). If recurrence occurred, surgical intraperitoneal 
drainage was performed. In cases with multiloculated collection or 
inappropriate access for percutaneous drainage, the primary approach was 
surgical intraperitoneal drainage.
Results: Symptomatic lymphocele collection was seen in 17 kidney 
recipients of our series (0.8%; 95% confidence interval, 0.4% to 1.2%). It 
presented with elevation of serum creatinine concentrations (47.1%), pain 
and abdominopelvic swelling (29.4%), and lower extremity edema (23.5%). 
Percutaneous drainage was used for the treatment of lymphocele in 11 
patients, but recurrence occurred in 7 (63.6%). These cases were treated with 
open surgical drainage. In 6 patients, the primary approach was surgical 
intraperitoneal drainage, because of multiloculated collection or inappropriate 
access for percutaneous drainage. All of the patients were treated successfully 
and no graft loss occurred during the follow-up period.
Conclusion: Symptomatic lymphocele is an uncommon complication after 
kidney transplantation. Surgical intraperitoneal drainage is the most effective 
approach for the management of symptomatic lymphocele.Keywords: kidney transplantation, 

lymphocele, treatment, drainage
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INTRODUCTION
One of the urological complications 
in kidney transplant recipients 
is lymphocele which is a fluid 
collection between the kidney 
allograft and the bladder. It is an 
uncommon complication (0.6% 
to 18%) caused primarily by 
extravasation of the lymph from 
the lymphatic vessels injured during 
preparation of the iliac vessels 
of the recipient and unligated 
lymphatic system from the renal 

hilum of the donor.(1,2) Other 
factors such as acute rejection, 
urinary obstruction, and graft 
decapsulation may contribute to 
the development of lymphocele.(3)

Patients are usually asymptomatic 
and spontaneous resolution occurs 
after a few months. However, 
large lymphoceles may manifest 
by edema in the inguinal regions, 
deterioration of kidney function, 
fever, lymphedema of the ipsilateral 
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leg, and even compressive syndrome of the 
vena cava or the portal vein.(4) Therapy of large 
symptomatic lymphocele involves 2 basic methods 
of surgical approaches with internal drainage and 
marsupialization, and percutaneous puncture 
and drainage.(4,5) Some of the most common 
manifestations are bulging of the surgery site, 
kidney allograft dysfunction, and ipsilateral or 
bilateral edema of the lower extremities.(1-6) They have 
usually been treated successfully without graft loss.(6)

In this retrospective study, we evaluated the 
incidence, clinical presentation, and management 
of lymphocele in our large population of kidney 
allograft recipients in a single center.

MATERIALS AND METHODS
Between September 1984 and June 2005, we had 
2147 kidney transplantations at Hasheminejad 
Kidney Transplantation Center in Tehran, Iran. 
Transplanted patients were 1185 men and 962 
women with ages ranged from 4 to 59 years. The 
allograft source was a living donor in all of the 
patients. The procedure was a retransplantation in 
186 patients (8.7%).

Surgical operations were done in accordance with 
the standard technique of kidney transplantation 
in which the allograft was placed in the iliac fossa 
(usually in the right side) and its vessels were 
anastomosed to the iliac vessels and the ureter was 
implanted into the bladder using extravesical 
technique. All lymphatic vessels encountered during 
dissection of the iliac vessels were ligated. Stenting 
of the implanted ureter was used in all of the cases.

During the follow-up period, ultrasonography 
was performed only in symptomatic patients 
and those with serum creatinine elevation 
postoperatively. Other radiological procedures 
such as the renal scintigraphy, computed 
tomography, intravenous urography, and 
magnetic resonance imaging were done if 
necessary. We managed symptomatic patients 
by percutaneous drainage with or without 
injection of sclerotizing agent (povidone iodine). 
If recurrence occurred, surgical intraperitoneal 
drainage was performed. In cases with 
multiloculated collection or inappropriate access 
for percutaneous drainage, the primary approach 
was surgical intraperitoneal drainage.

RESULTS
Symptomatic lymphocele collection was seen 
in 17 kidney recipients of our series (0.8%; 
95% confidence interval, 0.4% to 1.2%). These 
episodes developed between 10 to 90 days after 
transplantation (median, 6 weeks). The patients 
were 8 men and 9 women aged 24 to 53 years old 
at the time of transplantation. One of the patients 
had received her second kidney allograft.

The clinical manifestations of posttransplant 
lymphocele were variable. It presented with 
elevated serum creatinine levels in 8 patients 
(47.1%), pain and abdominopelvic swelling 
in 5 (29.4%), and lower extremity edema in 4 
(23.5%). Diagnosis of lymphocele was confirmed 
by ultrasonography and renal scintigraphy. 
Computed tomography was performed in 2 
complicated cases.

Percutaneous drainage was used for the treatment 
of lymphocele in 11 patients, and for 6 of 
whom injection of povidone-iodine was carried 
out too. Re-accumulation of lymph occurred 
in 7 of 11 patients (63.6%) with percutaneous 
drainage. Three of these patients had povidone-
iodine injection. These cases were treated 
successfully with open surgical procedure. In 
the remaining 6 patients, the primary approach 
was surgical intraperitoneal drainage, because of 
multiloculated collection or inappropriate access 
for percutaneous drainage. With a median follow-
up of 14 months, there was no graft loss or any 
other complications in these patients.

DISCUSSION
The reported incidence of symptomatic 
lymphocele following kidney transplantation 
ranges from 0.6% to 18% in the literature.(1,2,6) 
However, there are some series with higher 
or lower frequencies of this complication; in a 
study on 138 case of transplantation, Atray and 
colleagues reported 36 patients with lymphocele 
(26%).(7) In another study by Gupta and associates 
on 680 patients with kidney transplantation, 
symptomatic lymphocele was found  in 11 
patients.(8) The frequency of symptomatic 
lymphocele formation in our study was 0.8% 
which seems to be low compared to the reported 
incidences in other studies. We did not screen 
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all of the kidney recipients postoperatively 
and only symptomatic patients were evaluated 
and diagnosed with lymphocele. Screening is 
not usually done and most of the studies have 
reported symptomatic cases, but different 
diagnostic approaches and surgical techniques 
may cause discrepancies in the incidences reported 
by different centers. On the other hand, in 
contrast to our series, other studies are on kidney 
allografts that have not been harvested only from 
living donors. Samhan and Al-Mousawi showed 
that the incidence of symptomatic lymphocele is 
more when cadaveric kidney allografts are used.
(6) Hence, this can be another cause of increased 
incidence of lymphocele in some studies. 

Lymphocele develops primarily by extravasation 
of the lymph from the lymphatic vessels injured 
during the preparation of the iliac vessels of the 
recipient and unligated lymphatic vessels from 
the renal hilum of the donor. Other factors such 
as acute rejection, urinary obstruction, and graft 
decapsulation may contribute to its development.
(3) Also, the use of some immunosuppressive 
drugs such as sirolimus may be associated with a 
significant increase in lymphocele formation, but 
their role has not been confirmed in all studies.(9) 
Although lymphocele formation is harmless and 
asymptomatic in many cases, in some instances, 
it can seriously affect kidney graft function 
and necessitates intervention.(6) Treatment of 
lymphoceles should start with minimally invasive 
measures. Percutaneous treatment is considered 
as the first-line modality for pelvic lymphoceles 
due to its effectiveness, widespread applicability 
on an outpatient basis, ease of the procedure, and 
low complication rate.(10) In our study, although 
percutaneous drainage was successful in some 
patients, re-accumulation of lymphocele was 
noticed in majority of them. Intraperitoneal 
drainage, either as a primary intervention, or 
after failure of prolonged percutaneous aspiration 
results in permanent cure of the condition.(6) It is 
noteworthy that laparoscopic surgery has become 
widely accepted for the treatment of lymphocele 
following kidney transplantation. However, open  
drainage should be performed in patients with wound  
complications and in those with a small lymphocele 
adjacent to the vital renal structures.(11,12)

CONCLUSION
Symptomatic lymphocele is an uncommon 
complication after kidney transplantation. In our 
experience, surgical intraperitoneal drainage is the 
most effective approach for the management of 
this complication.
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