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Introduction 
 

emolymphangioma is a rare benign tumor 
characterized by malformed venous and 
lymphatic components.[1] They might be 

local or diffused and preferentially are situated in the 
head and neck. [2] Symptoms depend on the site of 
occurrence. Ultrasonography (US), computed 
tomography (CT), and magnetic resonance imaging 
(MRI) are useful for the diagnosis. Complete excision 
provides the best results with a lower recurrence rate. 
[3,4] 
 
Case report 
 

A 61-year-old man with Child B alcoholic 
liver cirrhosis for 2 years treated with spironolactone, 
furosemide, and propranolol. Without a family history 
of malignant tumor, abdominal trauma, or surgery. He 
had increased volume in the umbilical region 6 months 
ago and recently was progressive in his size, firmness, 
and tenderness. The main complaint was abdominal 
pain in the umbilical region 6 hours before admission 
to the emergency department. Physical examination 
showed a swollen abdomen secondary to ascites with 
erythema and fluid leakage through skin ulceration at 
the umbilical region under that, a tumor of 7 cm in 
diameter was palpable with irregular margins and 
fixed to deep layers with tenderness but von Blumberg 
sign negative. (Figure 1-A) 

Biochemical workup showed: WBC 6.01x103 
/µL, hemoglobin 13.30 g/dL, platelets 80x103µL, 
DHL 312 UI/L, creatinine 1.48 mg/dL, INR 1. 
Doppler US demonstrated a subcutaneous septated 
mass with increased central and peripheral vascularity. 
Also, free fluid in the pelvic cavity, parietocolic 
gutters, and subdiaphragmatic space (Figure 1-B). 
Non-contrast CT showed a heterogeneous,  

 
 
 
 
 
 
 
multiseptate, subcutaneous mass with 91.5 x 72.7 x 
63.8 mm of diameter and 214 ml of volume (Figures 
1-C and 1-D). 

Surgical management was made with 
complete excision of the lesion with negative margins; 
the intraoperative findings were: A septate and 
multicystic tumor of 10 x 10 cm, with citrine fluid 
inside that, involved the fascia of the rectus muscle. 
The defect of the abdominal wall was closed with 
smead jones technique with polypropylene 0 and onlay 
polypropylene mesh. 

The patient was discharged without 
complications on postoperative day two. 
Histopathological examination exhibited a 
hemolymphangioma with negative margins in the 
hematoxylin and eosin (HE) staining (Figure 2-A). 
Immunohistochemical staining was positive for Factor 
VIII, CD31, and CD34 (Figures 2-B, 2-C, and 2-D). 
Follow-up with contrasted CT was performed 1 year 
after surgery without recurrence (Figures 3 A-B). 
 
Discussion 
 

Hemolymphangioma´s incidence varies from 
1.2 to 2.8 per 1000 newborns and rarely found in the 
adult population.[5] Acquired hemolymphangioma 
occurs due to inadequate lymphatic drainage and 
damage to the lymphatic vessels as a result of surgery 
or trauma.[3] In our case, the tumor developed in an 
adult man and was confined to the abdominal wall, 
without previous surgery or trauma. The involvement 
of other organs was ruled out. The symptoms depend 
on the size and place of occurrence, even can mimic 
malignancy. The main complaint in our patient was 
abdominal discomfort secondary to the tumor size. It 
was complicated by ulceration of the skin and  
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lymphorrhea. Other complications are traumatic 
rupture, torsion, perforation, and hemorrhage.[3,6] 
Accurate diagnosis before surgery is difficult due to 
the low specificity of symptoms and signs. On 
imaging studies, they range from well-defined simple 
cystic lesions to ill-defined aggressive lesions, it 
depends on the composition of the blood vessels and 
any accompanying infection or bleeding. US, CT, and 
MRI are useful for differentiation of the tissue 
composition. [4,7] In our case US and CT images 
showed a cystic-solid tumor. Non-contrast CT was 
performed due to acute kidney lesion and RMN was 
not performed because this resource is not available in 
our hospital. Definitive diagnosis was based on 
histological evidence after complete excision of the 
lesion with negative margins. Histopathological 
findings include cystic or cavernous lesions that 
consist of dilated veins and lymphatic vessels 
interspersed with normal stromal tissue and 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
vasculature and immunohistochemical analysis 
positive for CD31, CD34, and Factor VIII. [2,3] 
Complete excision provides the best results with a 
recurrence rate of 10%-27%, while 50%-100% of 
partially resected tumors can recur, and careful 
monitoring with CT or ultrasound is necessary. [8] 
Nonsurgical treatments with cryotherapy, laser 
therapy, radiotherapy, and local injection of sclerotic 
agents, are not superior to surgical treatments.[3] 

 
Conclusion 
 

Hemolymphangioma is a rare benign tumor 
that lacks typical clinical symptoms and specific 
radiological findings. Involvement only the abdominal 
wall there has not been described before. Complete 
tumor resection with negative margins is 
recommended to avoid recurrence and to confirm the 
diagnosis. 

Figure 1. (A) Tumor with erythema and fluid leakage through skin ulceration at the umbilical region. (B) Doppler US demonstrated a 
subcutaneous septated mass with increased central and peripheral vascularity.        (C-D) Non-contrast CT showed a heterogeneous, 
multiseptate, subcutaneous mass with 91.5 x 72.7 x 63.8 mm of diameter and 214 ml of volume. 
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Figure 2. (A) Pathological examination of hemolymphangioma (hematoxylin and eosin staining). Immunohistochemical staining positive 
for (B) Factor VIII, (C) CD31 and (D) CD34. 

 

Figure 3 A-B. Contrast CT showed ascites, post-surgical changes at the umbilical region, without recurrence. 
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