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Sir,

Lymphangiomas are congenital malformations of 
lymphatic system. The common sites are cervico-
facial region and axilla, followed by rare sites such as 
tongue, retroperitoneum and mesentery. Scrotal and 
chest wall lymphangiomas are rare.[1] Lymphangioma 
usually presents as an isolated lesion, however, its 
occurrence at multiple sites in the same patient have been 
reported infrequently.[1,2] We report a case of concurrent 
lymphangioma of chest wall and scrotum which were 
managed with different treatment modalities. 

A 2-year-old male baby was presented to the surgical 
emergency department with complaints of sudden 
increase in scrotal size. The baby had a scrotal swelling 
since birth, along with another swelling on the left-sided 
chest wall [Figure 1]. The parents did not opt to visit any 
physician for these lesions. Currently, the child had a 
sudden increase in the scrotal size, which was painful. 

On clinical examination the scrotum was found to 
be red in hue and tender but not warm. The lesion 
in left chest wall was multicystic and non tender. On 
transillumination, the chest lesion was transilluminant 
but this was not true for scrotal lesion. Ultrasound 
(Doppler) of chest lesion delineated 7 to 8 multicystic 
lesions with no flow in it. Ultrasound of scrotal lesion 
showed a multicystic extra testicular mass with internal 
septations. Based on history, clinical examination and 
Doppler ultrasonography, a diagnosis of concurrent 
lymphangioma of chest wall and scrotum was made. 
The lymphangioma of scrotum was believed to be 
increased in size due to spontaneous intra-lesional 
haemorrhage.

A decision to manage the scrotal lymphangioma with 
surgical excision and chest wall lymphangioma with 
sclerotherapy was made after informing the parents. 
The scrotal lymphangioma was excised surgically after 
an initial period (10 days) of conservative management 
with scrotal support, antibiotics and analgesics. 
Histopathology of the excised tissue was consistent 
with lymphangioma. The post-operative recovery was 
uneventful. At follow-up, after 1 month, the scrotum 
had improved significantly with respect to size, colour 
and no pain was observed [Figure 2]. At this time, 
sclerotherapy with bleomycin aqueous solution was 

instituted for chest wall lymphangioma at a dose of 
0.5 mg/kg every 3 weeks. This remarkably reduced the 
size of lymphangioma after 3 sessions of sclerotherapy. 
No complication associated with sclerotherapy was 
observed during the course of treatment. 

DISCUSSION

Lymphangiomas develop due to congenital atresia or lack 
of communication between the lymphatics of different 
regions, and the lymphatics and venous channels. It may 
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Figure 1:  Image showing chest wall  and scrotal 
lymphangiomas. The scrotum was red and enlarged in size 
due to intra-lesional haemorrhage 

Figure 2: The size and colour of scrotum became normal. The 
image is taken at 1-month follow-up
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be acquired due to damage of lymphatics after infection, 
trauma, inflammation etc. Its 3 main types are capillary, 
cavernous and cystic lymphangiomas.[1]

The common sites for lymphangiomas to occur are 
cervico-facial region and axilla, tongue, retroperitoneum, 
mesentery, groin, and pelvis are rare sites. The rarer 
variants include lymphangiomas of the limbs, chest wall 
and scrotum.[2] In our case, both the lesions were rare 
according to the site of occurrence. 

In untreated cases complications such as haemorrhage 
inside cysts, infection, spontaneous or traumatic rupture, 
nerve compression causing pain and paraesthesias, 
respiratory difficulty, dysphagia and disfigurement 
may occur. In our case, sudden increase in the scrotal 
size was due to spontaneous haemorrhage in the scrotal 
lymphangioma.[1,3,4]

The management options are surgical excision or 
sclerosant therapy.[1-6] We employed both the treatment 
modalities and gained commensurate effects of the 
combined approach. The scrotal lymphangioma was 
completely excised with no recurrence during the follow-
up period of 4 months. There was remarkable reduction 
in the size of chest wall lymphangioma but patient never 
returned after 3 sessions of sclerotherapy. 

The concurrent presentation of lymphangiomas in a 
single patient is rare.[7] We have reported this case to 
highlight this rarity and also the different modalities 
needed for management of such lesions.
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