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Introduction

Para-aortic lymphatic ectasia is an anatomic variant that can 
be confused with metastatic lymph nodes. To date, there are 
few reports of this in the literature. It appears this variant is 
rare, but the true incidence is unknown. This case describes 
a patient with testicular cancer followed for unusual lesions 
initially suspected as retroperitoneal metastasis that were 
actually lymphatic ectasia. Through this case, we describe 
how this variant may be confused on imaging with retroperi-
toneal metastasis in the context of testicular cancer.

Clinical history

A 29-year-old male with no previous medical history pre-
sented with left testicular mass. Ultrasonography of the testis 
confirmed a 4.5 x 4 cm highly suspicious mass. Tumor mark-
ers were normal: alpha-fetoprotein (AFP)1.8; beta-human 
chorionic gonadotropin (B-HCG) <1; lactate dehydroge-
nase (LDH) 166. A left radical orchiectomy was performed 
and the pathological examination diagnosed a mixed non-
seminoma germ cell tumor (NSGCT) measuring 5 x 4 x 4 
cm, which was composed of 60% mature teratoma, 30% 
immature teratoma, and 10% yolk sac tumor. The tumor was 
confined to the testis without evidence of lymphovascular 
invasion (stage pT1b).

A staging computed tomography (CT) scan was performed 
one month postoperatively and demonstrated left supra-hilar 
para-aortic lesions. They were described as low-density 
necrotic lymph nodes highly suspicious for metastasis. In 
particular, two nodes were described: the superior para-
aortic measuring 18 mm in long axis, with an inferior para-

aortic node measuring 11 mm in long axis (Fig. 1). No other 
suspicious retroperitoneal adenopathy was noted.

Given their atypical necrotic appearance and the dif-
ficulty to access this location, percutaneous biopsy was 
undesirable, and it was decided with the patient to perform 
surveillance imaging with alternating magnetic resonance 
(MRI) and CT scans. A repeat CT scan six weeks later showed 
stability in size of the lesions in the left para-aortic region 
at the celiac trunk level. 

The first MRI was performed two months later showing 
similar left para-aortic and retrocrural adenopathy (Fig. 2). 
A second MRI six months later showed no changes. The 
third MRI performed six months later (16 months from an 
initial scan) showed that the lesions remained completely 
stable. At this point during the surveillance imaging, the 
diagnostic possibility of dilated lymphatic ectasia was raised 
by the radiologist, even though considered atypical in the 
left para-aortic position.

Six months later, the diagnosis of para-aortic lymphatic 
ectasia was favored on a followup CT scan (Fig. 3), while 
the next CT scan, at 22 months from diagnosis, described a 
bilobed nodularity of 36 x 14 mm, which was superimpos-
able from the initial CT scan. A fourth MRI 28 months from 
diagnosis confirmed identical findings. Tumor markers and 
physical examination remained normal throughout all the 
surveillance process.

Discussion

Germ cell tumors of the testis have a typical pattern of meta-
static dissemination via lymphatics. The teratoma found in 
this patient is a subtype of NSGCTs identified in more than 
47% of adult NSGCTs. The primary landing site of metastatic 
left-sided testis tumors is the left para-aortic area. Unlike the 
present case, these lesions are almost always initially below 
the left renal hilum.1 Because of the uncommon location 
of the lesions that were superior to the renal vessels and 
their unusual necrotic appearance, the decision to opt for 
observation was preferred to avoid unnecessary treatments. 
Aside from these lesions, the patient had stage IA disease 
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for which the relapse rate is low; hence, the importance of 
a conservative approach.2

The presence of a cysterna chyli on abdominal CT scan is 
a rare finding but can be misinterpreted as an enlarged lymph 
node at first. The differentiating features of cysterna chyli on 
CT scans are a tubular structure, the absence of enhance-
ment with intravenous contrast, and low water attenuation.3 
Few other structures can mimic lymphadenopathy, such as 
an interrupted inferior vena cava with azygos continuation 
and other venous malformations.4,5

Abdominal lymphatic ectasia is a rare finding that consists 
of the abnormal dilation of lymphatic vessels. In the pediat-
ric population, lymphangiectasia is rarely encountered and 
appears mostly associated with underlying conditions. The 
most common locations of the lymphatic ectasia are the cen-
tral conducting lymphatics and the pulmonary and intestinal 

lymphatic networks.6 In adults, it appears to be a congenital 
anatomical variant that affects the central conducting system. 
When the thoracic duct takes its origin higher in the abdo-
men, the lumbar lymphatic trunks join themselves at the 
level of L1–L2 and may be of greater diameter than normal.7 
Other etiologies of lymphatic anomalies are lymphangioma, 
Gorham-Stout disease, and lymphangiomatosis.6 Previously, 
lymphangiography was the technology used to visualize 
the lymphatic system.8,9 Today, high-resolution chest and 
abdominal CT with contrast agent can optimize demonstra-
tion of dilated lymphatic without invasive techniques. MRI 
studies with heavily T2-weighted sequences is also com-
monly used to delimit the central conducting lymphatics.6,10

A review of the literature revealed one other case where 
lymphatic ectasia was initially misdiagnosed as abnormal 
abdominal lymphadenopathy. It involves the case of a 
34-year-old treated for Hodgkin’s disease for whom dilated 
lumber trunks were misinterpreted as residual abnormal 
lymphadenopathy in the para-aortic region on a CT scan. 
In this case, both lymphangiography and MRI confirmed 
the presence of retroperitoneal dilated lymphatic vessels.7 
Enlarged para-aortic lymphatic ducts were also described 
in a series of three cases, where the suspected etiology was 
previous abdominal surgery.9 Ligation or iatrogenic disrup-
tion of the thoracic duct or high abdominal lymphatic vessels 
could cause dilation of lower lymphatic structures. In our 
case, an anatomical variant of the thoracic duct appears 
the most plausible etiology since our patient was otherwise 
healthy and young with no past medical history.

Fig. 1. Coronal and axial staging computed tomography performed one-month 
post-orchiectomy shows left supra-hilar para-aortic lesions described as low-
density necrotic lymph nodes highly suspicious for metastasis. The superior 
para-aortic measuring 18 mm in long axis, with an inferior para-aortic node 
measuring 11mm in long axis.

Fig. 2. First magnetic resonance imaging performed 2 months later showing 
similar left para-aortic and retrocrural adenopathy.

Fig. 3. Third followup computed tomography scan.
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Conclusions

This case demonstrates how a lymphatic anatomic variant 
of the lumbar lymphatic ducts may appear as metastasis on 
imaging. It highlights the value of considering this variant in 
the differential diagnosis of retroperitoneal lymphadenopa-
thy and the merits of a conservative approach in testicular 
cancer patients with unusual lesions in the retroperitoneum. 
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