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Abstract :  We report a case of cervical cystic lymphangioma that was found during the
examination of malignant lymphoma and difficult to differentiate from malignant
lymphoma. A 68-year-old man with chronic hepatitis type C developed a subcutaneous
mass at his posterior cervical region and this slow-growing tumor was resected and
diagnosed histologically as non-Hodgkin lymphoma (diffuse mixed, B cell type). -Although
no other superficial lymph nodes were palpable, ultrasonography (US) of the neck revealed
a low echoic mass of 40mm X 30mm in diameter at the left supraclavicular fossa. The
computed tomography (CT) also showed an inhomogeneously enhanced mass at the same
region. On magnetic resonance imaging (MRI), T1-weighted image showed a low intensity
mass and T2-weighted image showed a high intensity mass. The mass was enhanced
inhomogeneously by systemic infusion of gadolinium. Therefore, the differential diagnosis
from malignant lymphoma was difficult. The mass was resected and finally diagnosed as
cystic lymphangioma.

Cervical lymphangioma is rare among adults. Because US, CT and MRI examinations
cannot provide definite information, the final diagnosis is usually made by histological
examination of the resected specimens. In this case, the mass was found at the supra-
clavicular fossa near the malignant lymphoma. Therefore, the histological differential
diagnosis from malignant lymphoma was extremely important.

(FEEE. J. Nara Med. Ass. 51, 245~249, 2000)
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Fig. 1. Histological findings of malignant lymphoma.
tumor cells were diffusely observed in the tumor (a). Immunohisto-
chemical staining revealed that the tumor cells were positive to pan
-B-cell staining (b). (a, X200 ; b, X200)

Lymphocyte-like



IR Y v EED 141

Fig. 2. US of the neck revealed a low echoic mass of
40mm X 30mm in diameter at the left supra-
clavicular fossa, as indicated by arrowheads.

Fig. 3. CT of the neck revealed an ellipse-shaped
mass (a), which was inhomogeneously enhan-
ced (b).
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Fig. 4. MRI of the neck. T1-weighted image showed
a low intensity mass (a). T2-weighted image
showed a high intensity mass (b). The mass
was enhanced inhomogeneously (c).
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Fig. 5. Gross specimen of the tumor showed a smooth
and multilocular appearance.
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Fig. 6. Hematoxylin-eosin stain of the tumor showed small and large
channels surrounded by the smooth muscle (a), and the chan-
nels lined with endothelium (b). (a, X40; b, X400)
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