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Clinical Spectrum and Therapeutic Approaches
in Lymphangioma Circumscriptum: A Case
Series of Nine Patients

[ Dermatology Section ]
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ABSTRACT

Lymphangioma Circumscriptum (LC) is a rare hamartomatous condition affecting the lymphatic system. It is also referred to as
microcystic lymphatic malformation. Treating this condition is both intriguing and challenging. The present case series is about nine
patients (7 males, 2 females) with LC presenting at different locations, highlighting their clinical, dermoscopic, histopathological
and different management strategies. The patients ranged in age from seven to 58 years and included both congenital and acquired
forms of LC. Clinically, the lesions were slow growing, asymptomatic, and grouped, involves sites such as the beard area, vulva,
neck, abdomen, gluteal region, and distal extremities. On Dermoscopy examination, pale yellow or translucent lacunae separated
by septa, with occasional hypopyon like features due to blood sedimentation were noted. Histopathological examination revealed
characteristic thin walled lymphatic channels in superficial dermis. To rule out deeper involvement Imaging was utilised selectively.
Various treatment modalities were employed, including Carbon dioxide (CO,) laser, Radiofrequency Ablation (RFA), cryotherapy
Pulsed Dye Laser (PDL), intralesional bleomycin, and combination therapies, tailored according to lesion morphology and depth.
Most patients achieved satisfactory clearance with minimal adverse effects, and no recurrence were noted during follow-up.
LC, though benign, poses aesthetic, psychological, and therapeutic concerns, especially when occurring at atypical sites. Even
though surgical excision of deep lymphatic system is the mainstay treatment according to Whimster’s hypothesis, this may not
be feasible in patients with atypical sites and extensive involvement. In such cases minimally invasive modalities provide effective
alternatives to surgery.
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INTRODUCTION

In 1879, Fox and Fox identified lymphangioma as a hamartomatous
entity, as “lymphangiectodes.” Later, Malcolm Morris coined the
phrase “circumscriptum” for the first time in 1889 [1]. A fascinating
and uncommon dermatological disorder called LC is characterised
by the presence of many or few, clustered or scattered, transparent
or haemorrhagic vesicular papules that resemble frog spawn. This
condition can be congenital or acquired. Congenital LC can occur
as a result of malformation in the lymphatic channels. In contrast,
acquired LC involves disturbances in the lymphatic system,
commonly attributed to radiation therapy, surgical procedures, k| \ “

or infections, causing damage or obstruction to the lymphatic [Table/Fig-1]: Multiple grouped vesicles and bullae of varying sizes were noted
channels. LC is predominantly seen in paediatric populations, often over the right lumbar region.

involving the head and neck areas [2]. There is a notable deficiency

: / . ; . ) which showed dilated lymphatic channels beneath the epidermis
in the reporting of detailed case series that outline the presentation, [Table/Fig-2], hence definitive diagnosis of LC made. RFA was
signs and treatment of this unique clinical condition. The goal of  yerformed in multiple sessions, resulting in clearance. The patient

the present case series on LC is to fill the gap in the understanding 55 regularly followed-up every fortnightly for three months, and he
of various patient histories, clinical presentations, diagnostic  giq not complain of recurrence.

techniques, and treatment modalities.

CASE SERIES

Case 1

A 16-year-old boy visited our Outpatient Department (OPD) with
complaints of multiple painless, grouped, fluid-filled lesions on the
right side of the abdomen for six months. On examination, multiple
grouped vesicles and bullae of varying sizes were noted over the
right lumbar region [Table/Fig-1]. The patient had a history of similar
lesions five years ago, for which he underwent surgical excision.
All routine blood investigations were normal, showing no peripheral
eosinophilia with negative serology. Deeper systemic involvement
was ruled out using ultrasonography. Differential diagnosis of
Herpes zoster, LC and haemangioma made. Skin biopsy done

%A

[Table/Fig-2]: Hist g dilated lymphatic channels (Haematoxylin &
Eosin 40x).
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Case 2

A 28-year-old male presented with complaints of multiple grouped
fluid-filled lesions over the chin area of his beard for two months
[Table/Fig-3]. Patient had no associated symptom or positive family
history. Dermoscopy revealed multiple flesh-coloured papules with
considerable translucent lacunae and a yellow hue; a few nodules
showed linear vessels [Table/Fig-4]. Skin biopsy was performed,
and histopathology showed significant dilated, large lymphatic
vessels in the upper dermis [Table/Fig-5], which led to a final
diagnosis of LC. He was subjected to radiofrequency cauterisation
of the lesions, and bleomycin injection was administered for two
lesions. The lesions ulcerated after five days, and they healed
with hyperpigmentation within two weeks. The patient achieved
clearance and was prescribed a depigmenting cream for the
pigmented area. He was under follow-up for six months and did
not report recurrence.

[Table/Fig-3]: Few grouped vesicles are noted over the chin, some showing hae-
morrhagic crusts. [Table/Fig-4]: Dermoscopy showing lacunar areas surrounded

by pale septa. [Table/Fig-5]: Dilated lymphatic spaces in the papillary and reticular
dermis (Haematoxylin & Eosin 200x). (Images from left to right)

Case 3

A 58-year-old female, housewife by occupation, presented with
numerous raised lesions on the genitalia for two years. She had
a history of cervical cancer for 10 years, for which surgery and
radiotherapy were done. There were no similar cases reported
in the family. On examination, multiple, grouped papules and
vesicles, which resemble “Frog spawn”, were noted over the
bilateral vulva [Table/Fig-6]. Dermoscopy revealed multiple flesh-
coloured papules along with translucent lacunae and a yellow
hue, and a few nodules showing linear vessels [Table/Fig-7].
Differential diagnosis of cutaneous LC included haemangioma,
angiokeratoma, molluscum contagiosum, and warts. All routine
blood investigations were normal, and no peripheral eosinophilia
was observed. She did not have any significant past medical history
of sexually transmitted diseases, and the serology was negative.
A skin biopsy was performed, and histopathology revealed thin-
walled, dilated lymph channels beneath the epidermis, without
endothelial swelling. Few inflammatory infiltrates were noted in
the dermis of the section examined, leading to a diagnosis of LC
[Table/Fig-8]. She underwent multiple sessions of radiofrequency
treatment, and clearance was achieved and patient was followed
for one year with no recurrence.

Case 4

A 28-year-old female with skin coloured raised lesions over the
neck for four months [Table/Fig-9]. There was no family history or
history of any trauma. The patient did not agree to a skin biopsy.
Dermascopy showed hypopyon like lesions [Table/Fig-10]. Clinical
diagnosis of LC was made with the help of dermoscopy. The patient
underwent surgical radiofrequency treatment, and clearance of the
lesions was achieved with no recurrence.
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[Table/Fig-6]: Multiple grouped papular lesions on the bilateral vulva.
[Table/Fig-7] Dermascopy showing multiple flesh-coloured papules along with
translucent red lacunae. [Table/Fig-8] Section of the specimen showing features
of Lymphangioma Circumscriptum (LC) with acanthosis, hyperkeratosis of the
epidermis with dilated thin lymphatic channels in the upper dermis and eosinophilic
protein material in the papillary dermis. (Haematoxylin & Eosin, 40x). (Images from
left to right)

-

[Table/Fig-9]: Muitiple skin coloured papules in the neck. [Table/Fig-10] Dermas-
copy showing hypopyon like lesions. (Images from left to right)

Case 5

A 31-year-old male with complaints of asymptomatic grouped
pale-coloured raised lesions near the right elbow and the right wrist
for four months. On examination, multiple grouped skin-coloured
papules and a few vesicles were noted near the elbow and the
volar aspect of the right forearm [Table/Fig-11]. On dermoscopic
examination, it showed multiple pale yellowish, well-circumscribed
lacunae surrounded by pale septa with few containing blood,
which typically accumulated in the lower part of the lacuna [Table/
Fig-12]. The biopsy results were consistent with the features of LC
[Table/Fig-13]. Different treatment modalities were employed for the
lesions. For haemorrhagic lesions, PDL therapy was applied, while
cryotherapy was used for translucent yellowish ones. The lesions
improved significantly, and follow-up was conducted over a period
of nearly two years and no recurrence of lesion was noted.

Case 6

An 18-year-old male presented to our skin OPD with complaints
of asymptomatic, multiple, filled, raised lesions over the right arm
for the past one year [Table/Fig-14]. On examination, skin coloured
grouped papules and vesicles were noted over the extensor aspect
of the right arm. Clinical diagnosis of LC was made and confirmed
by skin biopsy which revealed dilated lymphatic channels with
eosinophilic proteinaceous material in the superficial dermis [Table/
Fig-15]. Cryotherapy and radiofrequency removal of the lesions
was done and achieved complete clearance with no further
recurrence.
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[Table/Fig-11]: Multiple grouped papules coalescing to form plaques on the extensor
surface of the forearm and the elbow. [Table/Fig-12] Dermoscopy of the lesion
showing reddish lacunae and the “hypopyon” like features. [Table/Fig-13] Histopa-

thology showing dilated lymphatic channels in the papillary dermis. (Haematoxylin &
Eosin, 40x). (Images from left to right)

[Table/Fig-14]: Multiple grouped vesicles noted over the extensor aspect of the
right arm. [Table/Fig-15] Histopathology showing basket weave orthokeratosis
with multiple lymphatic spaces in the dermis. (H&E,40x). (Images from left to right)

Case 7

A seven-year-old male child was brought to our outpatient
department with complaints of muiltiple fluid-filled, raised skin
lesions over the left gluteal region for the past six months [Table/
Fig-16]. The patient is a diagnosed case of lymphangioma of
the left gluteal region, as confirmed by Magnetic Resonance
Imaging (MRI) three years ago, and was on oral sirolimus for two
months, discontinued after two months due to allergic reactions,
and underwent sclerotherapy. There were no similar complaints
among the family members present. On examination, a few
discrete and grouped vesicles were noted over the left gluteal
region, dermoscopy showed hypopyon like phenomenon, skin
biopsy revealed dilated lymphatic channels in the dermis [Table/
Fig-17] and diagnosed as a case of LC. Patient underwent two

16

[Table/Fig-16]: Multiple discrete and grouped vesicles over left gluteal region.
[Table/Fig-17] Histopathology showing dilated lymphatic channels (Haematoxylin
& Eosin 400x). (Images from left to right)
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sessions of radiofrequency removal and is on regular follow-up
with no recurrence.

Case 8

A 25-year-old male patient presented with skin coloured, asymp-
tomatic, raised, grouped lesions over the abdomen for the past four
years, which gradually increased in size and number [Table/Fig-
18]. Skin biopsy was done, and histopathology revealed numerous
dilated lymphatic spaces in superficial dermis with perivascular
lymphocytic infiltration [Table/Fig-19], which led to the diagnosis
of LC. Ablative CO, laser was done, and the patient obtained
complete clearance. Patient was followed-up for six months with no
recurrence of the lesion.

Case 9

A 27-year-old male has had multiple raised, painless skin lesions over
the left thigh for the past four years [Table/Fig-20]. On examination,
multiple discrete and grouped vesicles were noted over the medial
aspect of the left thigh, and a clinical diagnosis of LC was made.
The patient was advised about different modalities of treatment
available but he was not willing for treatment at present.

[Table/Fig-18]: Skin coloured multiple papules coalescing to form plague noted
over the left lumbar region. [Table/Fig-19] Histopathology showing dilated lym-
phatic vessels with perivascular infiltration (Haematoxylin & Eosin 40x). (Images from
left to right)

[Table/Fig-20]: Multiple grouped vesicles over medial aspect of left thigh.

A summary of all the nine cases have been presented in [Table/
Fig-21].

DISCUSSION

A rare hamartomatous condition, LC, accounts for approximately
4% of all vascular malformations and 25% of benign vascular
tumours [3]. The common sites of involvement in the present
case series include the head and neck (22%), upper limbs (22%),
and lower limbs (22%), trunk (22%) and anogenital region (11%).
However, Fatima S et al., reported that the anogenital region (24%),
followed by the extremities (17%) and the tongue (14%), was the
most common site in their cohort of Pakistani patients [3].

All nine patients in the study developed lesions later in life (acquired),
and none were congenital. Acquired LC in adults can develop de
novo without clear precipitating factors or may develop at sites of prior
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Case Age/ sex Site Clinical features Investigation Treatment
1 16/M Right lumbar region Asymptomatic multiple grouped vesicles | Skin biopsy Radiofrequency Ablation (RFA)
2 28/M Chin Painless grouped papules. Dermoscopy, Skin biopsy Injection bleomycin,
Radio frequency cauterisation.
3 58/F Vulva Multiple grouped papules, vesicles Dermoscopy, Skin biopsy management as Radiofrequency ablation
4 28/F Right-side of neck Asymptomatic discrete vesicles Dermoscopy Radiofrequency cauterisation.
5 31/M Right elbow and wrist | Asymptomatic grouped papules and Dermoscopy, skin biopsy Cryotherapy, Pulsed dye laser
plaques
6 18/M Right arm Painless grouped papules and vesicles | Skin biopsy Cryotherapy and Radiofrequency
7 /M Left gluteal region Multiple discrete, grouped vesicles MRI, dermoscopy, skin biopsy Surgical management
8 25/M Abdomen Asymptomatic grouped vesicles Skin biopsy Ablative CO2 laser
9 27/M Left thigh Multiple discrete and grouped papules Clinical diagnosis Conservative management

[Table/Fig-21]: Characteristics of patients with Lymphangioma Circumscriptum (LC).

surgical excision, radiation therapy for malignancies, pelvic surgery,
and inflammatory diseases [4]. Aimalki MK et al., (2024) documented
a case of scrotal LC in 35-year-old male with no previous exposure to
infections, trauma, surgery, or radiation, as noted in eight out of nine
cases in the present study [5]. The present case series encountered a
single case of a 58-year-old female patient with cervical cancer who
developed vulvar LC following surgery and radiotherapy. Valente K et
al., (2016) reported a similar case of acquired vulvar LC in a 55-year-
old woman following chemotherapy, radiation, and brachytherapy for
cervical cancer [6]. Jappe U et al., (2002) described LC of the vulva
following surgery and radiotherapy of cervical cancer, proposing that
lymphatic damage from radiation combined with lymphoedema creates
conditions conducive to lymphatic vessel proliferation and ectasia [7].

Ages of the patients ranged from 7 to 58 years (mean age 25.1
years), with a male-to-female ratio of 2:1. This was in concordance
with Fatima S et al., (2015), who reported a series of 29 patients
with a mean age of 27.17+15.5 years, with male predominance
(62%), which closely parallels our findings [3].

Clinically, LC is characterised by the appearance of small, transparent
vesicles with thin walls, measuring 1-4 mm, and containing
crystalline or serous fluid, which occasionally may be haemorrhagic.
One patient in the study had haemorrhagic vesicles within the LC
lesions. Similar haemorrhagic lesions were reported by Shreshta S
et al., (2020) and Alrashdan MS et al., (2018) and pose a diagnostic
challenge, mimicking angiokeratomas or other vascular lesions and
presenting with pain and bleeding from the lesions [8,9].

Most patients were asymptomatic, except for one who experienced
vulvar itching during the study. This is consistent with studies by
Patel GA et al., (2009) and Sinha A et al., (2015), who reported that
most LC lesions were asymptomatic, with patients primarily seeking
medical attention for cosmetic concerns or incidental discovery
during routine examination [10,11]. Dermoscopy and biopsy can
be employed as necessary to confirm the diagnosis [12]. The
characteristic dermoscopic features observed are reddish lacunae
and hypopyon-like features, which are well-established hallmarks of
LC, and these typical patterns were observed in almost all patients
in whom dermoscopy was performed [13]. A study by Zaballos P et
al., (2018) in 45 patients found that the most common structure in
dermoscopy was the presence of lacunae (89% of cases) [14].

Skin biopsy remains the gold standard for definitive diagnosis
[12,15]. Characteristic microscopic findings include dilated, thin-
walled lymphatic vessels in the papillary dermis and subcutaneous
tissue, lined by flattened endothelial cells that often contain lymphatic
fluid and erythrocytes, findings consistent with those reported in the
present study. Although immunohistochemistry was not performed
due to cost constraints, several studies have emphasised the
value of lymphatic endothelial markers, such as CD31 and D2-40
(podoplanin), in this context [6,16]. Lu L et al., demonstrated that
CD31-positive staining and cystic-dilated spaces with flattened
endothelia are diagnostic features of LC [16].

In the current study, imaging was either not required or the patient
declined to undergo imaging. MRI remains the gold standard
for determining the full extent of lesions, particularly their deeper
components, and is essential for surgical planning, as highlighted
by Shrestha S et al., and Gomides MDA et al., [8,15].

The RFA was used in three patients in the study who responded
well to the procedure, as previously reported by Omprakash HM in
2008 [17]. Niti K et al., (2010) also combined RFA with sclerotherapy
to achieve near-complete clearance in nine of 10 patients; RFA
ablates lesions and achieves haemostasis, while the sclerosant
reaches deeper vascular lesions to prevent recurrence [18]. Ablative
CO, laser treatment was performed in a single patient, enabling
precise vaporisation with excellent haemostasis. Savas JA et al.,
(2013) conducted a systematic review that identified 16 studies
involving 28 patients treated with CO, laser for LC [19]. Karadag
AS et al., (2015) also reported two cases of LC successfully treated
with PDL and cryotherapy, with a lower risk of complications, such
as pigmentation or scarring, compared with CO, laser. Cryotherapy
alone is effective as adjunctive or monotherapy, particularly for
smaller lesions [20]. The use of intralesional bleomycin for the 28-
year-old male patient with chin lesions was supported by Khurana
A et al.,, (2018), who reported successful treatment of extensive LC
of the flank with a combination of intralesional bleomycin and RFA,
achieving near-complete resolution with no significant recurrence
[21]. Immunomodulators such as topical imiquimod (5% cream),
oral and topical Sirolimus (an mTOR inhibitor) have demonstrated
efficacy in some studies [22,23]. Surgical excision, performed in two
of our cases, remains the most definitive therapeutic approach, with
recurrence rates of 17-23% when complete removal of deep dermal
and subcutaneous components is achieved [24]. Recurrence of LC
was noted in the seven-year-old boy with lesions involving the thigh
and gluteal region after surgical excision of the lesions, within six
months.

CONCLUSION(S)

The present case series highlights the evolving approach to
LC management. In extensive and invasive LC of the trunk or
proximal extremity, surgical excision remains the mainstay, where
complete removal may be difficult, and recurrence is common if
deep components remain. Superficial RFA is safe and economical
in patients with higher surgical risk and may be beneficial in cases
with localised genital or perigenital LC (vulva, scrotum, perineum)
where wide excision and scarring would distort anatomy or impair
sexual/urinary function. The major drawback of RF treatment is that
deeper cisterns may persist; long-term recurrence beyond 1-2 years
remains unknown. On the other hand, CO,, PDL, and (long-pulsed)
Neodymium-doped Yttrium Aluminium Garnet laser (Nd:YAG) lasers
may be preferred when precise ablation of superficial vesicles with
a good cosmetic outcome is paramount, particularly in genital and
mucosal LC. However, cost and availability limit its widespread use
in most settings.

Journal of Clinical and Diagnostic Research. 2026 Jun, Vol-20(6): WR0O1-WR05



www.jcdr.net

REFERENCES

1

[

[31

[41

(51

[61

[71

(8l
191

[10]

[11]

12]

[13]

Gant JQ Jr. Lymphangioma circumscriptum; successful results of treatment with
solid carbon dioxide. Arch Derm Syphilol. 1946;54(2):202-04. Doi: 10.1001/
archderm.1946.01510370086008. Available from: https://jamanetwork.com/
journals/jamadermatology/article-abstract/521322.

Miceli A, Stewart KM. Lymphangioma. [Updated 2023 Aug 8]. In: StatPearls
[Internet]. Treasure Island (FL): StatPearls Publishing; 2026 Jan.

Fatima S, Uddin N, Idrees R, Minhas K, Ahmad Z, Ahmad R, et al. Lymphangioma
circumscriptum: Clinicopathological spectrum of 29 cases. J Coll Physicians
Surg Pak. 2015;25(9):658-61.

Amouri M, Masmoudi A, Boudaya S, Amouri A, Ben Ali |, Bouassida S, et al.
Acquired lymphangioma circumscriptum of the vulva. Dermatol Online J.
2007;13(4):10.

Almalki MK, Alhowaish AK, Alharbi AA, Alsehli AM, Makhdoom AK. Acquired
lymphangioma circumscriptum of the scrotum: A case report. Cureus.
2024;16(3):e55895.

Valente K, Montgomery K, Schultenover S, Desouki MM. Acquired vulvar
lymphangioma circumscriptum after cervical cancer treatment: Case report.
Gynecol Oncol Rep. 2016;16:31-33.

Jappe U, Zimmermann T, Kahle B, Petzoldt D. Lymphangioma circumscriptum
of the vulva following surgical and radiological therapy of cervical cancer. Sex
Transm Dis. 2002;29(9):533-35.

Shrestha S, Shrestha R, Manandhar M. Lipectomy for symptomatic relief of
lymphangioma circumscriptum. J Clin Aesthet Dermatol. 2020;13(8):45-48.
Alrashdan MS, Hammad HM, Alzumaili BAI, Alorjani M. Lymphangioma
circumscriptum of the tongue: A case with marked hemorrhagic component. J
Cutan Pathol. 2018;45(4):278-81.

Patel GA, Schwartz RA. Cutaneous lymphangioma circumscriptum: Frog spawn
on the skin. Int J Dermatol. 2009;48(12):1290-95.

Sinha A, Phukan JP, Jalan S, Pal S. Lymphangioma circumscriptum of the vulva:
Report of a rare case. J Midlife Health. 2015;6(2):91-93. Doi: 10.4103/0976-
7800.158968.

Massa AF, Menezes N, Baptista A, Moreira Al, Ferreira EO. Cutaneous
lymphangioma circumscriptum — Dermoscopic features. An Bras Dermatol.
2015;90(2):262-64.

Gencoglan G, Inanir I, Ermertcan AT. Hypopyon-like features: New dermoscopic
criteria in the differential diagnosis of cutaneous lymphangioma circumscriptum

[14]

18]

[e]

7]

[e]

9]

[20]

[21]

[22]

[23]

[24]

RG Sharada et al., Clinical Spectrum and Therapeutic Approaches in Lymphangioma Circumscriptum

and haemangiomas? J Eur Acad Dermatol Venereol. 2012;26(8):1023-25.
Zaballos P, Del Pozo LJ, Argenziano G, Karaarslan IK, Landi C, Vera A, et al.
Dermoscopy of lymphangioma circumscriptum: A morphological study of 45
cases. Australas J Dermatol. 2018;59(3):e189-e193. Doi: 10.1111/ajd.12668.
Gomides MDA, Costa LD, Berbert ALCV, Janones RS. Cutaneous lymphangioma
circumscriptum: The relevance of clinical, dermoscopic, radiological, and
histological assessments. Clin Case Rep. 2019;7(4):612-15. Doi: 10.1002/
ccr3.2007.

Lu L, Yan S, Chen M, Huang X, Su J. Diagnostic values of dermatoscopy and
CD31 expression in cutaneous lymphangioma circumscriptum. Front Med
(Lausanne). 2021;8:738815. Doi:10.3389/fmed.2021.738815.

Omprakash HM, Rajendran SC. Lymphangioma circumscriptum (microcystic
lymphatic malformation): Palliative coagulation using radiofrequency current. J
Cutan Aesthet Surg. 2008;1(2):85-88.

Niti K, Manish P. Microcystic lymphatic malformation (lymphangioma circum-
scriptum) treated using a minimally invasive technique of radiofrequency ablation
and sclerotherapy. Dermatol Surg. 2010;36(11):1711-17. Doi: 10.1111/j.1524-
4725.2010.01723.x.

Savas JA, Ledon J, Franca K, Chacon A, Zaiac M, Nouri K. Carbon dioxide laser
for microcystic lymphatic malformations: A systematic review. Dermatol Surg.
2013;39(8):1147-57.

Karadag AS, Ozlu E, Ozkanli S, Uzuncakmak TK, Akdeniz N. Two cases of
lymphangioma circumscriptum successfully treated with pulsed dye laser and
cryotherapy. Indian Dermatol Online J. 2015;6(4):291-93. Available from: https://
pubmed.ncbi.nlm.nih.gov/26225341/.

Khurana A, Gupta A, Ahuja A, Sardana K, Malhotra P. Lymphangioma
circumscriptum treated with bleomycin sclerotherapy and radiofrequency
ablation. J Cosmet Laser Ther. 2018;20(6):326-29.

Deokar NP, Nikam BP, Hussain AA, Jamale V. Recurrent lymphangioma
circumscriptum: Treated with microneedling radiofrequency and topical sirolimus.
J Cutan Aesthet Surg. 2026;19 (Supplement 1):S13-S15. Doi: 10.4103/JCAS.
JCAS_50_23.

Gungdr M, Bilgic A. A case of lymphangioma circumscriptum successfully treated
with topical sirolimus. Turkderm - Turk Arch Dermatol Venereol. 2024;58:21-23.
Yu H, Mao Q, Zhou L, Li J, Xu X. Rare case of cystic lymphangioma transforming
into lymphangiosarcoma: A case report. Front Oncol. 2022;12:814023.

PARTICULARS OF CONTRIBUTORS:
Professor, Department of Dermatology, SIMATS, Saveetha Medical College and Hospital, Chennai, Tamil Nadu, India.

2. Junior Resident, Department of Dermatology, SIMATS, Saveetha Medical College and Hospital, Chennai, Tamil Nadu, India.

3. Associate Professor, Department of Dermatology, SIMATS, Saveetha Medical College and Hospital, Chennai, Tamil Nadu, India.

1.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Sukesh Gautam,

Associate Professor, Department of Dermatology, SIMATS, Saveetha Medical
College and Hospital, Saveetha Nagar, Thandalam, Chennai, Tamil Nadu, India.
E-mail: drsukeshgautam@gmail.com

AUTHOR DECLARATION:

e Financial or Other Competing Interests:

None

¢ Was informed consent obtained from the subjects involved in the study? Yes

* For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2026 Jun, Vol-20(6): WR01-WR05

PLAGIARISM CHECKING METHODS: Vantieta
e Plagiarism X-checker: Jan 08, 2026

® Manual Googling: Mar 07, 2026

e Thenticate Software: Mar 10, 2026 (1%)

Yes

ETYMOLOGY: Author Origin

EMENDATIONS: 7

Date of Submission: Jan 07, 2026
Date of Peer Review: Jan 22, 2026
Date of Acceptance: Mar 12, 2026

Date of Publishing: Jun 01, 2026


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

