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SUMMARY
A lymphocoele or cystic hygroma is a benign lymphatic
malformation that usually presents as a congenital mass
in infancy. These masses are most common in the
cervicofacial region and more rarely occur elsewhere in
the body. Spontaneous, atraumatic presentation in
adulthood is extremely rare. We present a case of a 59-
year-old woman who presented with a fluctuant mass in
the axilla, which was diagnosed as a lymphocoele. Initial
management by ultrasound-guided aspiration of the cyst
proved unsuccessful due to recurrence. Surgical excision
of the cyst was then successfully performed and
histological analysis proved the diagnosis. The incidence
of adult-onset lymphocoele without a history of prior
trauma or operation is rare. This case report adds to the
literature and reviews the various management strategies
that have been successfully employed.

BACKGROUND
A lymphocoele, also referred to as a cystic lym-
phangioma or a cystic hygroma, is a collection of
lymphatic fluid without an epithelial lining that
develops in anatomical compartments, often after
surgery or trauma.1 However, it can also, rarely, be
spontaneous in its development.1–11

Lymphocoeles are single/multiple cystic masses
with little or no communication with normal
lymph channels. Smith et al classified lymphatic
malformations into microcystic (<2 cm) and
macrocystic (>2 cm).12 These are also termed
cystic lymphangiomas and cystic hygromas, respect-
ively. An acquired lymphangioma (lymphangiecta-
sia) can occur after surgery or radiotherapy,
because of damage to the draining lymphatic chan-
nels. These may be small, and, if so, are
reabsorbed.
Approximately 90% of cystic hygromas are iden-

tified before the age of 2 years.13 Indeed, adult
onset cystic hygromas are exceedingly rare and
<150 have been described in the literature.1 The
majority of cases occur in the cervicofacial region
(75%), with 20% presenting as axillary masses and
5% developing elsewhere.14

The cause of cystic hygromas is unknown. Those
occurring in children are likely congenital in
nature, and may be due to miscommunication
between the lymphatic and venous pathways.13

Moreover, aneuploidy has been demonstrated to
increase the risk of cystic hygromas.13 Those pre-
senting later in life may be congenital in origin, and
have suddenly enlarged in response to trauma,
repetitive stress or infection. Lymphatic fluid lacks
platelet or clotting factors and so, on trauma, is

unable to clot off. While smaller collections often
are asymptomatic and reabsorb spontaneously,
larger collections may cause local pressure symp-
toms and may become infected.

CASE PRESENTATION
A 59-year-old woman presented with a lump in her
right axilla. She was otherwise completely asymp-
tomatic. She had a history of cervical radiculopathy,
17 years previously, treated with neck traction. She
had also, in the past, suffered from carpal tunnel
syndrome, osteoarthritis, hypertension and idio-
pathic alopecia.
On examination, there was a fluctuant swelling

in the axilla (figure 1). Breast examination revealed
no masses and no other lymphadenopathy.
Mammography demonstrated a large opacity in the
right axilla, fatty stroma with some intermammary
lymph nodes and minor residual glandular tissue.
Chest radiography was unremarkable. Ultrasound
showed a sonolucent structure in the low right
axilla. A CT scan showed a well defined
91×62 mm collection in the right axilla, adjacent
to a few enlarged lymph nodes (figure 2A). No evi-
dence of calcifications or internal septations was
noted. There was no axillary, supraclavicular, medi-
astinal or hilar lymphadenopathy. No other signifi-
cant abnormality was detected. Fine needle
aspiration was carried out and 750 mL of straw-
coloured translucent fluid aspirated. The cyst aspir-
ate fluid was assessed by Gram staining and Ziehl–
Neelsen staining. Results, alongside microscopy and
culture for both routine organisms and tuberculosis
bacilli, showed no abnormality.
The cyst enlarged in size over the following

4 weeks. In light of this reaccumulation of cystic
fluid, an MRI scan of the axilla was carried out and
found a well-defined cyst measuring 15 cm, with
evidence of neither internal septations nor of mural

Figure 1 Photograph showing mass in right axilla.
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nodules (figure 2B). The lesion was deep to muscles of the chest
wall. No evidence of axillary lymphadenopathy was demon-
strated. Thus a further attempt at aspiration was carried out,
and 676 mL removed.

In spite of this, the cyst returned over the ensuing weeks and
the decision was taken to carry out a right axillary cyst excision.
Through a transverse incision, the cyst was dissected away from
major axillary vessels and from the underlying latissimus dorsi
muscle posterolaterally, and the pectoralis major and serratus
anterior muscle anteriorly (figure 3A). The cyst wall was punc-
tured and fluid inside aspirated. The posterior attachment of the
wall to the underlying tissue was dissected away (figure 3B).
A small portion of the cyst wall extending underneath the chest
wall muscles passed close to the vertebral column and, due to
inaccessibility, was not excised (figure 3C). The wound was
closed primarily.

Histology of the operative specimen weighed 65.1 g and,
when spread out like a disc, measured 100×115×10 mm. Wall
thickness varied from less than 1 mm to fatty areas up to 6 mm.
No focal lesions were seen. There were some areas of haemor-
rhage on the surface and within the centre of the cyst, in
keeping with postoperative changes. On microscopy, sections
showed fibroadipose tissue including the cyst wall, which was
composed of collagen lined by simple epithelium. Local fibro-
plasia was present with granulation tissue. There were no signs

of granulomatous infection. A lymph node was also present
with the sample, and showed focal sclerosis.

INVESTIGATIONS
Initial imaging of suspected lymphocoeles is by ultrasound,
which demonstrates a thin walled cyst that is hypoechoic and
well-circumscribed.15 Septae may also be visualised. CT and
MRI scanning show the smooth mass well as a non-enhancing,
homogenous lesion.15 However, due to the risk of radiation,
some experts advise MRI scan as standard protocol when sus-
pecting a lymphocoele.15

DIFFERENTIAL DIAGNOSIS
Patients with lymphocoele often present with complaints of
cosmesis; however, the pressure effect from an enlarging cyst
can cause a number of symptoms due to compression of neigh-
bouring structures, depending on anatomical location.1

The differential of an axillary mass includes haematoma,
pseudoaneurysm, abscess and postoperative seromas. Thus, in
the work up of these patients, it is important to gather a good
history to rule out any trauma to the axilla and to assess

Figure 3 Intraoperative photography showing: (A) Mobilisation of the
cyst into wound. (B) Posterior attachment of cyst wall. (C) Detachment
of cyst wall posteriorly.

Figure 2 (A) CT scan, axial view; and (B) MRI scan, coronal view,
showing cystic mass in right axilla (*).
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inflammatory markers on blood tests to rule out infective
causes. Cystic hygromas present as non-tender masses with
smooth edges, without skin warmth. They are fluctuant and
translucent in nature. There should be no associated lymphaden-
opathy in this benign disease.

TREATMENT
Management of lymphocoeles in the axilla depends on the
symptomatology and to what extent the lesion causes cosmetic
disturbance to the patient. Observation alone may be all that is
necessary if the lesion is small and not causing any cosmetic
effect.16 If intervention is warranted, aspiration of the cyst
under ultrasound guidance is the initial treatment modality
used. However, recurrence rates of up to 80% have been
reported, with repeated aspiration being a risk factor for the
development of infection.16 One author has advised, in light of
this, that aspiration should be attempted once and, if unsuccess-
ful, another treatment modality should be sought.16

Percutaneous catheter drainage, a relatively simple procedure,
has also been attempted. The drain is left in situ to prevent reac-
cumulation of fluid and, once there is a reduction in drain
output, it is removed. Studies in which drains were left in situ
for a mean of 14.5–22 days, reported success rates of 87–97%;
despite this, recurrence rates of 13–63% are also described.17–19

Moreover, success is defined by some authors as reduction in
cyst size with no subsequent enlargement, rather than complete
resolution.11 Drains provide a potential route for infection and
may also cause discomfort to the patient.

Instillation of sclerosants, using agents such as OK-432, bleo-
mycin, doxycycline, acetic acid and alcohol, has also been used
in tackling cystic hygromas.20 21 It is especially effective in cysts
that may be difficult to excise surgically due to anatomical loca-
tion. Sclerotherapy may be ineffective in multiloculated lesions
and may cause systemic effects. Indeed, some sclerosants can
cause anaphylactic reactions.22 Ethanol is the most commonly
used agent as it is inexpensive, and its systemic side effect
profile has been well-studied.23 Again, success is described by
some as reduction in size rather than resolution, so comparable
efficacy with excision is difficult.11 However, success rates as
high as 94–100% have been reported.20 24

Surgical excision is the definitive therapeutic option when all
other options have failed, and can achieve total excision and
prevention of recurrence, as the cyst wall is removed. It does,
however, carry the added risk of anaesthesia and surgical com-
plications such as infection, bleeding and seroma formation.
Depending on the anatomical location, further morbidity may
be associated with damage to local structures. A 15% recurrence
rate is cited if the cyst wall is not fully excised.25

OUTCOME AND FOLLOW-UP
Postoperative recovery was uncomplicated and cosmetic appear-
ance satisfactory. The patient showed no signs of recurrence on
clinical examination in routine outpatient follow-up and has
reported no recurrence of symptoms over the 7-month
follow-up period.

DISCUSSION
In conclusion, this case was unusual in that a large axillary lym-
phocoele presented de-novo in an adult with no history of
trauma. It adds to the small body of literature of spontaneous
lymphocoeles in this anatomical region.1–11 Excision was suc-
cessful after two failed attempts of cyst aspiration. Comparison
of treatment modalities is difficult due to the heterogeneity of
lymphatic malformations and the differences in reporting

success rates; however, surgery is the most effective strategy if
the anatomical location permits it.

Patient’s perspective

▸ The initial discovery of the cyst was a huge shock, it may
have developed slowly but my perception was that it had
appeared very suddenly at around the size of a tennis ball.
The first aspiration gave me relief from the uncomfortable
feeling of having an internal, ever-expanding cushion in my
armpit. However, the subsequent rate at which it refilled and
grew again made me think that aspiration was unlikely to
provide a solution.

▸ I was unsettled by the uncertainty over the diagnosis and
did worry that cancer might be detected at some stage right
up to the postoperative all clear.

▸ Once the decision to operate was made, I looked forward to
its removal. Understanding the huge number of lymph nodes
in that area, as indicated by Mr Mirza during the
preoperative consultation, I consider myself extremely
fortunate that it was so cleanly removed and I had
absolutely no oedema or any other aftereffects post surgery.
My sincere thanks to all involved.

Learning points

▸ Lymphocoeles are unusual causes of spontaneous masses in
the axilla.

▸ Sclerotherapy may be effective in cysts that are difficult to
excise surgically, but evidence regarding the efficacy of this
treatment modality may be overestimated.

▸ Surgical excision is the definitive therapeutic option and can
achieve total excision and prevention of recurrence, provided
the cyst wall is entirely removed.
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