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A Case Managed with Surgical Excision

CASE REPORT
A one-year-seven-month-old male child presented with gradually 
progressive swelling in the left axilla for seven months. There has 
been no history of pain, fever, redness, local warmth, discharge, 
trauma, or preceding infection. There was no restriction of 
movements of the left upper limb. There were no compressive 
symptoms or constitutional symptoms. There was no significant 
antenatal history suggestive of prenatal detection of the lesion. 
The child was born via normal vaginal delivery, and developmental 
history was age-appropriate. There was no similar family 
history and no known congenital anomalies in the child. Past 
medical and past surgical history were not significant. During 
examination, a soft, compressible, non tender, multiloculated 
swelling measuring about 3×2 cm was observed in the mid-
axillary region with positive transillumination [Table/Fig-1]. No 
regional lymphadenopathy was present.

The clinical differential diagnoses considered included lymphatic 
malformation/lymphatic cyst, veno-lymphatic malformation. 
Ultrasonography revealed a well-defined multiloculated 
cystic lesion with internal septations. MRI showed a T2/STIR 
hyperintense cystic lesion in the subcutaneous plane, suggestive 
of a slow-flow vascular malformation, likely lymphatic/veno-
lymphatic [Table/Fig-2]. In view of the well-localised nature of the 
lesion and its superficial accessibility, the child was planned for 
complete surgical excision under general anaesthesia. Through a 
skin incision over the swelling, careful dissection was performed 
along tissue planes, and the lesion was excised in toto while 
preserving surrounding structures [Table/Fig-3a-e]. A drain was 
placed. The operative duration was one hour, and the estimated 
blood loss was approximately 30 mL (insignificant). Recovery 
following surgery went well. The clinical diagnosis of lymphatic 
malformation is supported by the histopathological examination, 
which revealed cystically dilated lymphatics with lymphoid 
aggregates in the wall [Table/Fig-4]. No recurrence was observed 
during a two week follow-up [Table/Fig-5]; long-term follow-up 
was advised.
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ABSTRACT
Lymphatic malformations are rare, benign, congenital, slow-flow vascular anomalies that result from abnormal embryological 
development of the lymphatic system. The cervicofacial region is where they tend to appear frequently, while involvement of 
the axillary region is relatively uncommon. The present case report is of a one-year-seven-month-old male child who presented 
with a gradually progressive, painless swelling in the left axilla for a duration of seven months. There was no associated history 
of trauma, redness, fever, discharge, or restriction of upper limb movements. On clinical examination, the swelling was soft, 
non tender, non pulsatile, without signs of inflammation. Magnetic Resonance Imaging (MRI) demonstrated a well-defined T2/
STIR hyperintense subcutaneous cystic lesion involving the left axillary and adjacent chest wall region, suggestive of a slow-
flow lymphatic malformation. Intraoperatively, the lesion was well circumscribed and carefully dissected from the surrounding 
soft-tissues, allowing complete excision without injury to adjacent structures. Histopathology confirmed lymphatic malformation. 
After surgery, the patient recovered without any complications. There was no recurrence or functional limitation after two weeks 
of follow-up; long-term follow-up was advised. This case highlights that axillary lymphatic malformation, although rare, must 
be considered in the differential diagnosis of paediatric axillary swellings. Careful radiological evaluation and complete surgical 
excision in selected well-localised lesions can result in excellent clinical outcomes with minimal risk of recurrence.

[Table/Fig-1]:	 Clinical photograph of the left axillary swelling showing a well-
defined soft cystic lesion with positive transillumination, suggestive of a superficial 
cystic malformation.

DISCUSSION
Lymphatic malformations are congenital, benign, slow-flow vascular 
anomalies resulting from aberrant lymphatic development, often 
diagnosed in infancy or early childhood [1]. The incidence of lymphatic 
malformations is estimated to 1.2-2.8 lymphatic malformations per 
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[Table/Fig-3]:	 a) Preoperative skin marking over the left axillary swelling before 
planned surgical excision; b) Intraoperative image showing incision placement over 
the marked swelling; c) Intraoperative dissection of the cystic lesion from surrounding 
soft-tissue planes; d) Immediate postoperative image after complete excision and 
wound closure with drain in situ; e) Excised specimen of the left axillary cystic lesion 
following complete surgical removal.

[Table/Fig-4]:	 Histopathological section showing cystically dilated lymphatic channels 
lined by flattened endothelial cells, consistent with lymphatic malformation (H&E, 10x).

[Table/Fig-5]:	 Follow-up clinical photographs on postoperative day 2, and day 14 
showing satisfactory wound healing without evidence of early recurrence.

[Table/Fig-2]:	 Axial MRI image showing a multiloculated cystic lesion with multiple 
thin internal septations likely lymphatic/veno lymphatic malformation.

Imaging plays a pivotal role in diagnosis and surgical planning. MRI 
is particularly useful for defining the extent and type of the lesion, 
its relation to adjacent structures, and for preoperative planning 
[4]. The differential diagnosis of paediatric axillary cystic swelling 
includes lymphatic malformation, haemangioma or veno-lymphatic 
malformation, epidermoid cyst, branchial anomaly in unusual 
location, lipoma, and lymphadenopathy [1]. The combination of soft, 
compressible swelling, positive transillumination, and characteristic 
imaging findings favoured a lymphatic malformation in index patient. 

Surgical resection and sclerotherapy have become the standard 
of care as they yield good outcomes with low complication rates 
[5]. Sclerotherapy is the current first-line treatment for most lesions, 
while surgical excision is preferred for specific indications (small, 
superficial, well-circumscribed lesions). Sclerotherapy is currently the 
gold standard for lymphatic malformations treatment when invasive 
management is indicated, and a wide range of sclerosing agents 
are used in daily practice, including bleomycin, lauromacrogol, 
doxycycline, ethanol, and picibanil [6].

Although macrocystic lymphatic malformations may respond to 
sclerotherapy, primary surgical excision was preferred in index 
patient because the lesion was small, superficial, well circumscribed, 
and readily accessible in the axilla, making complete excision 
feasible with low operative morbidity and permitting definitive 
histopathological diagnosis. In addition, primary excision avoided 
the need for repeated sclerotherapy sessions and uncertainty 
regarding the completeness of the response. Recurrence rates after 
treatment vary by lesion type and management modality. 

Alqahtani A et al., reported recurrence rates varying by treatment 
modality in a 25-year retrospective series. Recurrence was highest 
following aspiration and sclerotherapy (100% each). Incomplete 
excision and laser therapy were associated with a 40% recurrence 
rate. In contrast, macroscopically complete excision had a significantly 
lower recurrence rate of 17%. These findings highlight the importance 
of complete surgical excision in minimising recurrence [7]. 

Drobot A et al., described a case of a 14-year-old girl presenting with 
a rapidly progressive axillary swelling. Ultrasound and MRI revealed 
a macrocystic, multilocular lymphatic malformation. Preoperative 
and intraoperative indocyanine green lymphography facilitated 
precise delineation of lymphatic channels, enabling complete 
surgical excision without injury to adjacent structures or collateral 
lymphatics [8]. The findings in index patient are consistent with 
these reports, emphasising that early diagnosis, thorough imaging, 
and complete surgical excision can yield excellent outcomes with 
minimal morbidity.

CONCLUSION(S)
Axillary lymphatic malformation is an uncommon entity that may 
present as a painless cystic axillary swelling in infancy. In the index 
case, imaging enabled accurate diagnosis and surgical planning. 
Complete excision led to histopathological confirmation and 
an uneventful recovery without recurrence. Early diagnosis and 
definitive surgical management ensure excellent outcomes in well-
circumscribed lesions.

1000 births and 2.8 patients per 100,000 hospital admissions [2]. 
They are traditionally categorised into macrocystic, microcystic, and 
mixed types based on cyst size [3]. 



www.jcdr.net	 Shivika Jindal et al., Axillary Lymphatic Malformation in a Child: A Case Managed with Surgical Excision

Journal of Clinical and Diagnostic Research. 2026 Jul, Vol-20(7): PD01-PD03 33

REFERENCES
	 Elluru RG, Balakrishnan K, Padua HM. Lymphatic malformations: Diagnosis [1]

and management. Semin Pediatr Surg. 2014;23(4):178-85. Doi: 10.1053/j.
sempedsurg.2014.07.002. Epub 2014 Jul 15. PMID: 25241095.

	 Wiegand S, Ott A, Zimmermann AP, Wilhelm T, Eivazi B, Werner JA. Localization [2]
of lymphatic malformations of the neck. Lymphat Res Biol. 2013;11(2):101-03. 
Doi: 10.1089/lrb.2013.0001. PMID: 23772719.

	 Wiegand S, Wichmann G, Dietz A, Werner JA. Association between malformation [3]
type, location and functional deficits in lymphatic malformations of the head 
and neck in children. Eur Arch Otorhinolaryngol. 2023;280(5):2535-40. Doi: 
10.1007/s00405-023-07844-x. Epub 2023 Jan 25. PMID: 36695910; PMCID: 
PMC10066143.

	 Flors L, Leiva-Salinas C, Maged IM, Norton PT, Matsumoto AH, Angle JF, et al. [4]
MR imaging of soft-tissue vascular malformations: Diagnosis, classification, and 
therapy follow-up. Radiographics. 2011;31(5):1321-40; discussion 1340-41. 
Doi: 10.1148/rg.315105213. PMID: 21918047.

	 Bonilla-Velez J, Moore BP, Cleves MA, Buckmiller L, Richter GT. Surgical [5]
resection of macrocystic lymphatic malformations of the head and neck: Short 
and long-term outcomes. Int J Pediatr Otorhinolaryngol. 2020;134:110013. Doi: 
10.1016/j.ijporl.2020.110013.

	 Bouwman FCM, Kooijman SS, Verhoeven BH, Schultze Kool LJ, van der Vleuten [6]
CJM, Botden SMBI, et al. Lymphatic malformations in children: Treatment 
outcomes of sclerotherapy in a large cohort. Eur J Pediatr. 2021;180(3):959-
66. Doi: 10.1007/s00431-020-03811-4. Epub 2020 Oct 13. PMID: 33051716; 
PMCID: PMC7886713.

	 Alqahtani A, Nguyen LT, Flageole H, Shaw K, Laberge JM. 25 years’ experience [7]
with lymphangiomas in children. J Pediatr Surg. 1999;34(7):1164-68. Doi: 
10.1016/s0022-3468(99)90590-0. PMID: 10442614.

	 Drobot A, Ganam S, Karra N, Bickel A, Abu Shakra I, Kakiashvili E. Resection [8]
of an axillary macrocystic lymphatic malformation in a 14-year-old girl using 
intraoperative indocyanine green lymphography. J Vasc Surg Venous Lymphat 
Disord. 2021;9(2):504-07. Doi: 10.1016/j.jvsv.2020.04.003. Epub 2020 Apr 20. 
PMID: 32325148.

PARTICULARS OF CONTRIBUTORS:
1.	 Postgraduate Student, Department of General Surgery, Sree Balaji Medical College and Hospital, Chennai, Tamil Nadu, India.
2.	 Associate Professor, Department of General Surgery, Sree Balaji Medical College and Hospital, Chennai, Tamil Nadu, India.
3.	 Assistant Professor, Department of General Surgery, Sree Balaji Medical College and Hospital, Chennai, Tamil Nadu, India.
4.	 Professor, Department of General Surgery, Sree Balaji Medical College and Hospital, Chennai, Tamil Nadu, India.
5.	 Professor, Department of General Surgery, Sree Balaji Medical College and Hospital, Chennai, Tamil Nadu, India.

PLAGIARISM CHECKING METHODS: [Jain H et al.]

•  Plagiarism X-checker: Mar 05, 2026
•  Manual Googling: Apr 14, 2026
•  iThenticate Software: Apr 16, 2026 (1%)

Etymology: Author OriginNAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. S Karthikeyan,
Associate Professor, Department of General Surgery, Sree Balaji Medical College 
and Hospital, Chennai-600044, Tamil Nadu, India.
E-mail: drsk1287@gmail.com

Date of Submission: Feb 22, 2026
Date of Peer Review: Mar 12, 2026
Date of Acceptance: Apr 18, 2026

Date of Publishing: Jul 01, 2026

Author declaration:
•  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.  Yes

Emendations: 6


