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A CASE OF DIAGNOSED LYNCH SYNDROME
IN A PATIENT WITH URETERAL CANCER

Genki KoBayasHI, Akio TARAYANAGI, Tetsuya SHINDO, Kohei HAsHIMOTO,
Ko KoBayasHI, Fumimasa FURKUTA, Toshiaki TANAKA and Naoya MASUMORI

The Department of Urology, Sapporo Medical University School of Medicine

Lynch syndrome (LS) is an autosomal dominant genetic disorder in which tumors are known to develop
at an early age. Upper tract urothelial carcinoma is one of the tumors related to Lynch syndrome. A 49-
year-old woman visited a urologic clinic due to left abdominal pain. She had a history of ovarian cancer.
Her mother had a history of colorectal cancer and renal pelvic cancer, and her grandmother had had
colorectal cancer. After detailed examination, she received laparoscopic left nephroureterectomy and she
was pathologically diagnosed with left ureteral cancer. LS was suspected based on her past history, family
history, and age. A microsatellite instability (MSI) test gave a positive result, and genetic analysis confirmed
a mutation in the MSH2 gene, leading to the diagnosis of Lynch syndrome. Although LS has a high
frequency of carcinogenesis, it is thought that an improved prognosis can be achieved by early discovery and
treatment of cancer in LS patients.  From our case report, we recommend screening of LS in patients with a
past/family history, who have had an upper tract urothelial carcinoma. Once LS is diagnosed, the patient
should be followed by a planned surveillance of cancer development.
(Hinyokika Kiyo 67: 229-232, 2021 DOI: 10.14989/ActaUrolJap_67_6_229)
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Pathological images showed urothelial car-
cinoma.

Fig. 2.
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This figure shows the family tree of the
patient. Based on her history of right
ovarian cancer, family history of colorectal
cancer and renal pelvic cancer, and this
ureteral cancer, it was speculated that the
patient might have Lynch syndrome.
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Table 1. A, shows the Amsterdam II criteria, B, the
revised Bethesda guidelines. Since this
case fulfilled two criteria, Lynch syn-

drome was suspected.
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Table 2. Lynch syndrome requires planned surveil-
lance, which has been shown to reduce
the morbidity and mortality of colorectal
cancer. However, no improvement in
prognosis has been demonstrated for
urothelial cancer.
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