Shoulder Dystocia Caused by Axillary Cystic Hygroma
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Cystic hygroma (congenital lymphangioma) is a congen-
ital malformation that presents clinically as a cystic mass
containing lymphatic fluid. Cystic hygroma accounts for
6% of all benign childhood tumors.1

Cystic hygromas are caused by a lack of drainage of
selected efferent lymphatic vessels due to atresia of those
lymph channels during early embryologic development.
In most cases, the mass is visible at birth, but sometimes
it does not become apparent until later. In nearly all
cases, it is clinically apparent by 2 years of age.2

In the majority of cases (75% to 95%), congenital
cystic hygromas occur on the neck, but they can occur in
many areas of the body including the axilla, mediasti-
num, mesentery, internal viscera, bones, parotid glands,
and scrotum.1-1 O f these secondary locations, the axilla is
the most common. Between 5% and 25% of cystic hy-
gromas occur in the axilla.12

Although cystic hygromas are soft and somewhat
compressible, they can be quite large. In addition, they
can be located such that they interfere with passage of the
fetus through the birth canal.

The case reported here describes shoulder dystocia
caused by a cystic hygroma of the axilla. The case em-
phasizes the unexpected occurrence of shoulder dystocia
and the need for physicians to be skilled in management
of this complication of labor.

Case Report

A 23-year-old woman, gravida 3, para 2, was admitted to
the hospital at 39 weeks of gestation in spontaneous
labor. Her pregnancy had been uncomplicated. Her larg-
est previous infant weighed 3119 g and was delivered
vaginally without difficulty.

Labor was uneventful, and the patient was taken to
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the delivery room in anticipation of a normal spontane-
ous vaginal delivery. Delivery of the head occurred with-
out difficulty, but the anterior (right) shoulder could not
be delivered. Delivery was ultimately achieved by rotat-
ing the posterior shoulder into the anterior position
using the technique described by Woods.5

On physical examination, the infant was found to
have a 6 x 6-cm cystic mass on the right lateral chest wall
in the axilla (Figure 1), which prevented full adduction of
the infant’s shoulder. No other abnormalities were noted.

The mass was clinically identified as an axillary cystic
hygroma. No alternative preoperative diagnoses were
considered. Excision of the mass was performed at a later
date, at which time pathologic examination of excised
tissue confirmed the diagnosis of cystic hygroma.

Discussion

Since it is relatively uncommon and there are no known
risk factors, the occurrence of congenital cystic hygroma
cannot be reliably predicted before delivery. There are a
number of reports of intragestational detection of this
anomaly by ultrasound,*10but in these cases, the hygro-
mas detected were on the neck. Antepartum ultrasonic
detection of hygromas in the axilla, however, is not
completely reliable. It should be noted that some cystic
hygromas of the neck are associated with chromosomal
anomalies, and, therefore, prenatal ultrasonic detection
of cystic hygromas, if it occurs, is often an indication for
chromosome analysis.10
On rare occasions, cystic hygromas have resolved
spontaneously.1l The usual treatment, however, is com-
plete surgical excision.2’12 Other therapies, such as radi-
ation, injection of sclerosing agents, and aspiration ofthe
lesion, are not effective.12 Aspiration is indicated, how-
ever, as a temporizing measure in the treatment of large
cystic hygromas of the neck or chest wall that obstruct
the airway or restrict respiratory excursions of the tho-
rax.11
The delivery physician should also be aware that the
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Figure 1. Cystic hygroma of right axilla measuring 6 x 6 cm.
The mass prevented adduction of the right shoulder, which was
the anterior shoulder during delivery. This resulted in shoulder
dystocia.

appearance of a cystic hygroma can cause extreme anxiety
and embarrassment for parents of affected children.13
Therefore, although excision may be delayed until
months after birth to allow the child to grow larger, thus
facilitating surgical removal of the lesion, removal should
be carried out as soon as it is technically feasible.

This is the first reported case ofshoulder dystocia or
difficult delivery due to cystic hygroma. Although cases
of cystic hygroma have been reported in the literature in
which incidental mention is made of the circumstances
surrounding delivery, these reports included only cases of
cystic hygroma ofthe neck.89No problems with delivery
were noted in these reports.
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It is possible that the difficult shoulder delivery in
the present case was due only to the size of the infant,
since the baby weighed 3771 g (650 g more than the
mother’s largest previous child), and half of shoulder
dystocias occur in infants who weigh less than 4000 g
(8.8 Ibs).14The axillary mass prevented adduction of the
anterior (right) shoulder, however, thus impeding pas-
sage of the anterior shoulder under the pubic arch. This
suggests that the hygroma contributed to the shoulder
dystocia and may have been the sole cause.

Key words. Lymphangioma; dystocia; labor compli-
cations; delivery.

References

1 Cauwelaert V, Gruwez JA. Experience with lymphangioma. Lym-
phology 1978; 11:43-8.

2. Sing S, Babos ML, Pathak IC. Cystic lymphangioma in children:
report of 32 cases including lesions at rare sites. Surgery 1971,
69:947-51.

3. Perkes EA, Haller JO, Kassner EG, et al. Mediastinal cystic hy-
groma in infants. Clin Pediatr 1979; 18:168-70.

4. Goetsch E. Hygroma colli cysticum and hygroma axillare. Patho-
logic and clinical study and report of twelve cases. Arch Surg 1938;
36:394-479.

5. Woods CE. A principle of physics as applicable to shoulder deliv-
ery. Am J Obstet Gynecol 1943; 45:796—804.

6. Miller JM. Hygroma cervicis. Antepartum ultrasonic findings. J
Reprod Med 1981; 26:567-70.

7. Shaub M, Wilson R, Collea J. Fetal cystic lymphangioma (cystic
hygroma): prepartum ultrasonic findings. Radiology 1976; 121:
449-50.

8. Young LW. Hygroma (cystic lymphangioma): diagnosis by ultra-
sound. Am J Dis Child 1980; '134:311-2.

9. Frigoletto FD, Bimholz JC, Driscoll SG, Finberg HS. Ultrasound
diagnosis of cystic hygroma. Am J Obstet Gynecol 1980; 136:
962"1.

10. Pijpers L, Reuss A, Stewart PA, et al. Fetal cystic hygroma:
prenatal diagnosis and management. Obstet Gynecol 1988; 72:
2234,

11. Krauss CM, Bonocraff B. In utero resolution of a fetal cystic
hygroma in a male with a 46,XY karyotype and normal develop-
ment at one year. Prenat Diagn 1990; 10:479-81.

12. Stromberg BV, Weeks PM, Wray RC. Treatment of cystic hy-
groma. South Med J 1976; 69:1333-5.

13. Brown B. Living with cystic hygroma. Can Nurse 1976; 72:37-9.

14. Acker DB, Sach BP, Friedman EA. Risk factors for shoulder
dystocia in the average weight infant. Obstet Gynecol 1986; 67:
614-8.

The Journal of Family Practice, Vol. 33, No. 5, 1991



