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Tongue Cysts
Cysts in the tongue are rare in children. The differential diagnosis includes: mucoceles
(retention cyst), cystic hygroma, thyroglossal cysts, cysts of foregut origin and teratoma.
They usually presents at birth interfering with mouth closure, swallowing, normal feeding
or even causing respiratory problems. Complications of the cyst include infection,
hemorraghe and rupture leading to increase in size and asphyxia, inability to feed and
aspiration pneumonia. Mucoceles (ranula) may appear in the base of the tongue and
needs excision or marsupialization. Multiple cysts can be a cystic hygroma in the tongue
that may need partial glossectomy or management with sclerosing substances. Lingual
thyroglossals are found in the base of the tongue and can safely be managed with
marsupialization without excision or Sistrunk procedure. Cysts of foregut origin presents
in the neonatal period, can be found in the anterior part of the dorsum of the tongue
needing complete surgical excision through a sagittal glossal split. Cyst aspiration is
inadequate definitive treatment. A teratoma likewise needs surgical excision for cure.
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Primary Immunodeficiency
The body mounts an immune response by producing antibodies (B cells), inciting cellular
division (T cells), cascading complement and producing phagocytosis. Congenital absence
or deficiency of this response not associated to a secondary illness is known as primary
immunodeficiency (PI). PI is very rare (400 new cases/year in the USA), and is divided into
deficiency of: antibody (most common), T-cell, combined T and B-cell, phagocytic or
complement activity. Most cases of PI are identified in the first year of life. Primary
symptom is recurrent infections with unusual organisms (low pathogenicity) that is severe,
prolonged and resistant to conventional therapy. T-cell deficiency occurs before the age
of six months while antibody deficiency presents clinically after this age due to
transplacental protection. Phagocytic and complement deficiency is present since birth as
the baby might show a lack of pus formation or delayed umbilical cord detachment. After
respiratory tract, the skin is the 2nd most common site of infection, i.e., thrush, furuncles,
abscess, fistulas and cellulitis followed by the GI tract. The child usually appears
chronically ill with growth failure. Extensive lab testing will establish the diagnosis. Live
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vaccine should be avoided. The child with PI who will undergo a surgical procedure needs:
protective isolation, antibiotic prophylaxis, nutritional backup, physiologic monitoring and
selective replacement of defective substance (immunoglobulins) a/o immunologic
enhancing agents use. Bone marrow transplant can sometimes correct a PI.
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Lymphedema
The most common forms of lymphedema in children affect the lower extremity.
Lymphedema in children can be classified into: congenital, precox and tarda. The
underlying pathology is absence (10%) or hypoplasia (90%) of the lymphatic channels of
the lower extremity. Diagnosis of lymphedema is made clinically. Congenital lymphedema
appears early in life, involves more than one extremity, rarely extends above the knee and
enlarges at a slower rate than body growth. The swelling becomes less pronounced with
age, and no specific therapy is required in two thirds of cases. Lymphedema precox
appears during adolescence, occur mostly in females, extends to the groin and is
associated with yellow nails (inadequate lymphatic drainage). Lymphedema tarda occurs
spontaneously in middle age people. In unilateral cases a retroperitoneal tumor or venous
obstruction should be rule out. Complications of lymphedema include swelling, brawny
edema, cellulitis and lymphangitis. Management consists of extremity care, compressive
support stocking and leg elevation. In severe cases the option is excision of excess skin
and subcutaneous lymphatics (modified Kondoleon procedure).
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