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Ab s t r Ac t
Cystic hygroma is a malformation of the lymph that presents in various parts of the body, the regions are neck, axilla, abdominal cavity, 
mediastinum, and peritoneal region. However, cystic hygroma is a benign lesion. Communication is prevented due to complete or incomplete 
obstruction of the venous system that causes lymphangioma. Lymphangiomas are often associated with chromosomal abnormalities such as 
Down’s syndrome and Turner syndrome. Lymphangiomas are noted at 2 years of age. Cystic hygroma can be detected in utero and the treatment 
of cystic hygroma consists of the administration of sclerosing agent, antibiotic, and surgical excision should be performed to completely remove 
the lymphangiomas.
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In t r o d u c t I o n
Cystic hygroma is a lymphatic lesion that occurs anatomic subsite 
in the human body.1 It refers to lymphatic malformation, which 
means water tumor (fluid-filled sac). It can occur at any age and 
may involve all parts of the body, 90% occurs in children less 
than 2 years of age.2–4 Cystic hygroma is needed to confirm by 
physical examination, ultrasound examination and computerized 
tomography (CT). Possible complications are wound infection, 
respiratory obstruction, and nerve damage. Surgical excision is 
the treatment of choice. Antibiotic prophylaxis is needed to treat 
the chance of recurrence after surgery to reduce the incidence.5 
The common locations are the axilla, mediastinum, and groin. The 
malformation is present in some organs such as liver, spleen, kidney, 
and intestine. Cysts are classified based on the size of microcystic, 
macrocystic, and mixed lymphangiomas.

Cystic hygroma is normally soft, painless, compressible 
(doughy) mass, and trans illuminates with light. Involvement of 
swelling may lead to airway obstruction. About 50–65% is evident 
at birth, by the 10th week of gestation, malformation was visualized 
by using abdominal ultrasonography. Resection can offer the 
potential for cure.

cA s e re p o r t
A 5-month-old boy reported to the Department of Pediatric for 
history of painless swelling over the left lumbar region at birth, 
which was slowly increased in size. The histologic diagnosis of 
the tumor was unknown. On examination, swelling over the left 
lumbar region was soft on palpation, nontender, and brilliantly 
translucent when subjected to light test (Fig. 1). A laboratory 
investigation was carried out and the findings were found within 
normal limits. The mass contained clear fluid and no tumor 
cells that were revealed by fine-needle aspiration cytology. 
Magnetic resonance images show swelling extending from the 
midclavicular line to the post-axillary line and extending to the 
left hypochondriac region and iliac fossa with few dilated veins. 
The cyst had a size of approximately 15 × 15 cm. X-ray findings 
were no evidence of abnormal flow voids in the lesion (Fig. 2). 
Based on X-ray and magnetic resonance imaging (MRI) findings, 
a final diagnosis of lumbar cystic hygroma was made for the 

child. Large hemangioma excision of the mass was performed 
under general anesthesia. The child was placed in right lateral 
position, linear vertical incision was made over the swelling, the 
skin was incised and opened, and multiple located cysts were 
noted with lymphatic fluid inside and vascular lining over the area. 
The cyst wall was separated from the skin. The drain was placed 
(Fig. 3). The intraoperative findings corroborated with the CECT. 
The cyst weighed 400 gm postoperatively, the child recovered 
uneventually, with minimal drain output. On the 5th day, the 
drain was removed and the child was discharged on the 12th day 
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Fig. 1: Image of the child before surgery
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after suture removal, histopathology evaluation of the mass is as 
follows: 15 × 20 cm consistent with benign cystic lymphangiomas 
of the mixed-type variety. The child has been able to come for 
follow-up for symptoms or recurrence.

dI s c u s s I o n
Cystic hygroma is a benign lymphatic malformation also known as 
lymphangiomas, which means water tumor that affects children, 
very rarely, it can be present in adulthood. In total, 1 case per 
6,000–16,000 live births. About 50–65% is evident at birth, with 
80–90% of cystic hygroma estimated by the age of 2 years. During 
pregnancies, elevated alpha-fetoprotein levels have been assessed 
by amniocentesis.6,7 The common locations are axilla, mediastinum, 
and groin. Usually, it was classified as capillary, cavernous, and cystic. 
Based on the size are:

• Microcystic: measuring less than 2 cm in size.
• Macrocystic: measuring more than 2 cm in size.
• Mixed: variable size (some cysts are more than 2 cm in size and 

others are less than 2 cm).8

Intrauterine alcohol exposure is the important factor that 
was associated with the development of lymphangiomas. It 
was often associated with chromosomal abnormalities such as 

Down syndrome and Turner syndrome.9 Lymphatic rests can 
penetrate adjacent structures and secretions to develop cystic 
components.10

History collection and physical examination can be obtained 
to diagnose the cystic hygroma.11

Lymphangiomas are best visualized by magnetic resonance 
images that show multiple well-defined cystic lesions. Computerized 
tomography was done by intravenous contrast to better visualize 
anatomic locations. Ultrasonography was used to diagnose during 
the first trimester.12

Conservative treatments are injection of sclerosing agent (OK-
432, bleomycin, corticosteroids, and 50% dextrose), radiotherapy, 
and enucleation. Surgical excision is the treatment of choice, but 
complete surgical excision is injecting hydrocolloid impression 
material into the lesion by a syringe, and simultaneous aspiration 
of cystic fluid by another syringe tumor does not involve major 
vessels and nerves.

nu r s I n g MA n Ag e M e n t
• Monitxored the general condition of the child.
• Taught the family members about wound care.
• Assessed the child intake and output.
• Family members were very anxious with the detailed explanation 

about the child condition, they could also develop family coping.
• Encouraged the child to take adequate fluids orally like direct 

breastfeeding.
• Discharge advice was given to the child’s parents. Suggested to 

do few investigations by the day of follow-up.

co M p l I c At I o n
Complications can arise due to the rapid enlargement of the cystic 
hygroma, causing infiltration of the lumbar region. This can result 
in complete or incomplete airway obstruction. Hemorrhage within 
the lesion leads to infection and later abscess formation.

co n c lu s I o n
Observation is advisable for all children. Cystic hygroma was 
diagnosed based on MRI radiographic images. The lesions were 
extended from midclavicular line to post-axillary line and left 
hypochondriac region and iliac fossa. A careful surgical plan 
was made out to avoid further injury. Experienced surgeons and 
anesthetics collaborate together to ensure a successful surgical 
outcome to the child.
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Fig. 3: Image of the child after surgery with drain

Fig. 2: X-ray view of the child
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