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Introduction
A lymphocele is a non-epithelialised collection of lymphatic fluid, caused by 
an impairment of lymphatic drainage.1 They are a common postoperative 
complication, especially following procedures that interrupt large lymphatic 
channels and have been documented after body contouring, renal, pelvic, 
urologic and vascular procedures.1 Complications of lymphoceles include 
cosmetic deformity, wound breakdown, impaired mobility and infection.3 
Lymphoceles can be difficult to diagnose clinically and currently, there 
is no consensus among surgical communities with regards to preferred 
management options.1

This case report documents the use of microsurgical lymphovenous 
anastomosis (LVA) for the management of an iatrogenic lymphocele with 
associated lymphoedema, occurring secondary to medial thigh reduction surgery. 
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Case 
A 38-year-old woman developed a palpable, non-
tender and fluctuant swelling in her left distal 
medial thigh in the weeks following a bilateral 
revision medial thigh reduction to improve 
functionality post massive weight loss, involving 
a vertical skin excision from the groin to the 
knee. She was also noted to have and ipsilateral 
pitting oedema refractory to limb elevation 
(lymphoedema grade II).2 Conservative management 
techniques including limb rest and elevation, 
repeated percutaneous drainage, intralesional 
corticosteroid injection and compression with 
graduated compression stockings were trialled for 
approximately five months. These measures were 
unsuccessful in reducing the medial thigh mass and 

lower leg swelling, which were the patient’s main 
concerns. The patient was then formally evaluated 
using indocyanine green (ICG) lymphography in 
the outpatient clinic, which confirmed the presence 
of a medial thigh lymphocele with a single feeding 
lymphatic vessel. Lymphography also showed 
lymph back flow—again supporting the diagnosis 
of local lymphoedema. Bioimpedance spectroscopy 
for the assessment of concurrent lymphoedema 
revealed an elevated lymphoedema index (L-Dex) 
score of + 33 (normal range < +10).6 Considering the 
failure of conservative management to improve 
the patient’s symptoms, they were determined to 
be a candidate for LVA surgery. 
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Preoperatively, ICG dye was injected into the 
first and fourth toe web spaces and posterior to the 
medial and lateral malleolus. This allowed for the use 
of intraoperative lymphography with a SPY Portable 
Handheld Imager (SPY-PHI; Stryker, Kalamazoo, MI, 
USA) to identify the lymphatic vessel draining into 
the lymphocele in real time. The lymphocele was 
excised via an elliptical incision into the distal end of 
the previous thigh reduction scar. Local scar tissue 
from the previous procedures was not significant. An 
adjacent venule of a similar diameter to the lymphatic 
vessel was identified, dissected and the feeding lymph 
vessel and venule were joined by microsurgical 
anastomosis in an end-to-end fashion using 11–0 
nylon interrupted sutures. A Blake drain (Johnson & 
Johnson, New Brunswick, NJ, USA) was placed prior 
to closure. Patency of the anastomosis was confirmed 
with repeat intraoperative ICG lymphography. 

Postoperatively, the patient’s recovery was 
uncomplicated and the drain was removed the 
following day after minimal drainage was observed. 
The patient was instructed to maintain the limb 
in an elevated and straightened position until 
their follow up outpatient appointment two weeks 
later. Additionally, she continued using graduated 
compression garments that were appropriately 
re-fitted. No lymphocele recurrence was observed 
by the patient or treating team at six months 
postoperatively, which was confirmed by a repeat 
ICG study. The associated lymphoedema had also 
resolved as evidenced by an L-Dex score of + 6.8 and 
+ 9.4 (within normal range) at five days and four 
months following surgery respectively.6

Discussion
Despite being a common postoperative complication, 
lymphoceles are often inaccurately diagnosed 
clinically and mistaken for seromas or 
lymphoedema.4 For this reason, it is possible 
that their true incidence is underreported. The 
availability and use of ICG mapping in recent 
years has enabled a thorough and objective visual 
assessment of lymphatic fluid accumulation, 
prompting the use of microsurgical techniques to 
restore lymphatic drainage.4

Lymphovenous anastomosis surgery involves 
redirecting lymphatic flow into an adjacent vein, 
physiologically mimicking a normally functional 

lymphatic vessel.3 This procedure has only recently 
been described for the treatment of iatrogenic 
lymphoceles, having previously been acknowledged 
in the management of postoperative lymphoedema. 
Moreover, this is the first documented use of this 
technique in Australian literature.

Conservative, nonsurgical management options 
for lower limb lymphoceles include limb elevation, 
graduated compression bandaging and percutaneous 
drainage.1 Previously reported surgical techniques 
incorporate lymphatic vessel ligation with 
sclerotherapy and excision. The outcomes of these 
treatment modalities for lymphoceles are poor, 
with many patients requiring repeat interventions.1 

Surgical techniques such as sclerotherapy and 
lymphatic vessel ligation can instead exacerbate the 
problem because they may further impair lymphatic 
function.7 Lymphovenous anastomosis surgery is 
proving to be favourable over these procedures 
because it is a more definitive solution.3

Thigh reduction surgery and similar debulking 
procedures pose a high risk of lymphocele 
formation, which can be difficult to treat because of 
the concomitant tissue volume deficit.3, 5 It has been 
reported that chronic lymphatic fluid accumulation 
affects close to 100 per cent of patients who undergo 
large medial thigh soft tissue resections.7 While the 
volume deficit was not of concern in this case, other 
case reports have combined LVA with simultaneous 
tissue transfer to restore limb contour and provide 
internal compression to reduce the chance of 
lymphocele recurrence.1, 3

Conclusion
Lymphovenous anastomosis is a minimally 
invasive technique that could be more commonly 
used in the management of iatrogenic lymphoceles 
without further impairing lymphatic function. 
Indocyanine green study preceding LVA surgery 
was a reliable method for accurately identifying 
this and treating the underlying pathology in 
a manner that replicates normal physiology. 
Definitive lymphatic fluid accumulation treatment 
can provide improvement to a patient’s self-
esteem, quality of life and mobility. This procedure 
provided both subjective and objective resolution 
of the lymphocele and associated lymphoedema 
affecting the patient in the described case. 
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