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Management of Giant Cystic 
Lymphangioma in an Infant
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Case RepoRt
A three months – old, male child (full-term, normally delivered) 
was admitted with complaint of a progressive increasing swelling 
on left side of the neck and head, which was there since birth. 
His antenatal history showed nothing significant. There was no 
history of respiratory distress or dysphagia. Clinical examination 
of the swelling revealed a soft, cystic, tense, non-tender swelling 
which measured 15x12 cm, which occupied left side of the neck, 
extended to the head and involved back side of the left ear and 
part of the posterior occipital area [Tables/Figs-1a, 1b, and 1c]. It 
also displaced the left external ear upwards and interiorly. A trans-
illumination test of the swelling which was done was positive. No 
other obvious congenital anomalies were detected. USG studies of 
the swelling reported a multi-cystic cystic hygroma. Other systemic 
examinations and routine laboratory investigations were within 
normal limits. Complete surgical excision of the cystic hygroma was 
achieved, without injury to the adjacent nerves and blood vessels 
[Table/Fig-2a, and 2b]. Redundant extra skin was excised and 
wound was closed with suction drainage in place and the external 
ear was also approximated well in place [Table/Fig-3]. His post–
operative recovery was uneventful and he was discharged on 10th 
post–operative day. A histopathology examination of the excised 
tumour confirmed the diagnosis of a cystic lymphangioma /hygroma. 
A follow-up which was done at two-months after excision showed 
no recurrence and it showed only a cosmetically acceptable scar 
[Table/Fig-4]. 

DisCussion 
Lymphangiomas are benign, hamatomatous, congenital mal-
formations of lymphatic system [1]. Hygroma is a Greek word which 
means ‘water-containing tumour’ [2]. Lymphangiomas can manifest 
anywhere in the body, but are most commonly seen in cervico-facial 
regions (especially in posterior cervical triangle), axilla, mediastenum, 
groin and oral cavity [1-3]. More than 95% of lymphangiomas are 
situated in the head, neck, axilla and extremities [1-3]. Other sites 
which also include the abdomen have been found to be affected 
only in 5% of the cases [4,5]. Occasionally, cystic lymphangiomas 
may occur in the liver, spleen, kidney, intestine, and other rare sites 
[1, 2]. 

Lymphangiomas are usually classified as lymphangioma simplex 
(capillary), cavernous lymphangioma and cystic lymphangioma. 
Cystic lymphangioma is commonly referred to as cystic hygroma 
[1] Lymphangiomas may also be classified on the basis of sizes 
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of their cysts as microcystic, macrocystic and mixed lymph-
angiomas. Microcystic lymphangiomas consist of cysts which 
measure less than 2 cm in size, macrocystic lymphangiomas 
consist of cysts which measure more than 2 cm in size, and in 
mixed lymphangiomas, the cysts are of variable sizes [2]. Cystic 
hygromas occur more frequently as compared to other types of 
lymphangiomas, and they may be composed of single or multiple 
macrocystic lesions [2]. 

aBstRaCt
Lymphangiomas are benign lesions with a marked predilection for the head and neck region. Giant lymphangiomas of head and neck may 
occur and they may present with life threatening complications. The author is presenting here, a three month-old boy who presented with 
a giant cystic lymphangioma on left side of neck, which extended to the head as well. His clinical diagnosis of a cystic lymphangioma was 
confirmed on a Ultrasonography (USG) examination. Complete surgical excision of the lesion was achieved, without damaging any vital 
structures. His post-operative recovery was uneventful. A follow-up at two months after his surgery showed a cosmetically acceptable scar 
and no recurrence was noted.

[table/Fig-2a]: Operative photograph showing surgical excision in 
progress

[table/Fig-2b]: Excised specimen showing completely excised cystic 
hygroma

[table/Fig-1a]: Clinical photograph (front view) showing giant cystic 
hygroma involving head and neck

[table/Fig-1b]: Clinical photograph showing giant cystic hygroma and 
displacement of the ear

[table/Fig-1c]: Clinical photograph of patient after endotracheal 
intubation 
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Embryologically; lymphangiomas are believed to originate from 
sequestrations of lymphatic tissues / vessels that fail to establish 
a connection with normal draining vessels during intrauterine life 
[1,2]. More than two thirds of the lymphangiomas are apparent at 
birth, and most of them present by the end of the second year of 
life [1]. Clinically; cystic hygromas are large, soft, cystic, and non-
tender masses. Transillumination is positive, unless it is complicated 
with haemorrhage or recurrent infections [1-4, 6].  Although 
lymphangiomas are benign lesions, they can compress and infiltrate 
the vital structures or they can exist with complications such as 
intracystic haemorrhages, cyst rupture or infections [1, 2]. Giant 
cystic hygromas of neck and oral cavity may present with respiratory 
distress and dysphagia [1-3,7]. 

The prenatal diagnosis of a cystic hygroma, which is made by  
using ultrasound, has been well documented in the literature [1,8]. 
Post-natally, the diagnosis of a cystic hygroma is usually obvious and 
it is made by doing a physical examination and it can be confirmed 
on USG of the swelling. In cases of cystic lymphangiomas which 
involve the deeper structures, computed tomography scans and 
magnetic resonance imaging may be used for a better understanding 
of the anatomy and adjacent vital structures [1,2,4,5]. 

Indications for the treatment of lymphangiomas include disfigure-
ment, large sizes, leakage of lymphatic fluid (rupture), recurrent 
infections, etc [1,2,5,6]. Respiratory distress and dysphagia 
may be the reasons for seeking early/emergency treatment for 
lymphangiomas which involve neck and oral cavity [1,3,7]. The most 
preferred modality which is used for treating cystic lymphangiomas 
remains a complete surgical excision [1-7]. Other modalities 
which are used for treating lymphangiomas are; simple drainage, 
aspirations, steroids, sclerotherapy (OK-432, monoclonal antibody, 
bleomycin), radiation, laser excision, radio-frequency ablation and 
cauterization, which have their own merits and demerits [1,2]. 
Management of giant cystic lymphangiomas which involve head, 
neck, tongue and oral cavity is always done by surgical excisions 
[1,3,6,7]. As lymphangiomas are benign lesions, the vital structures 

should not be sacrificed during their surgical resections [1-3, 
7]. Many times, it may not be possible to completely excise the 
lymphangiomas in a single sitting and it may require more additional 
operations [1,7]. Recurrences are also reported to occur in 5-15% 
of the cases and additional operations may be required for the 
excisions of the recurrent lymphangiomatous cysts [1,7]. In present 
case, it was possible to completely excise the lymphangioma during 
first operation, without sacrificing any vital structures. A follow-up at 
two months after operation showed no recurrence and there was 
only a good post-operative scar that was cosmetically acceptable 
to the parents of the child.

Giant cystic lymphangiomas of neck, head and oral cavity can be 
successfully managed by surgery, with satisfactory results, although 
extreme precaution must be undertaken during complete excisions 
[1,3,7]. 
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[table/Fig-3]: Operative photograph showing closure of the wound [table/Fig-4]: Photograph showing cosmetically good acceptable scar
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