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Introduction

Teratomas are embryvonal necoplasms that
contain tissues from all the three germ layers.
These lesions frequently present in infancy
and childhood, and may be benign or
malignant, and cystic or solid." They can
occur anywhere, the common siles being the
sacrococeygeal region, the retroperitoneum
and the gonads. Gastric lcralomas arc rare
benign tumours and account for less than 1%
of teratomas.' The discasc usually occurs in
children vounger than one yecar of age
especially neonates.” Most of the reported
cases are males but it has also been observed,
albeit with lesser frequency, in females.”

Gastric teratoma may present as an abdominal
mass.  gastrointestinal  blceding  and’or
obstructive picture. This rcport presents a case
of a 29 days old boy who presented with
abdominal mass and vomiting.

Case report

A 29 days old male infant was admitied with a
history of abdominal distension since birth
and on the 117 day of life he began to vomit
milk and serous secretion. On cxamination, a
mass was palpated in the upper abdomen
causing grossly distended abdomen. This male
child was bom at term and had a normal
prenatal history and birth. Results of all
laboratory values were normal. He had had
scveral normal bowel movements.
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Plain X-ray abdomen revealed a soft tissue
mass in the upper abdomen, with flecks of
calcification within. The mass was seen 1o
causc an impression on the stomach and
displacement of the bowel loops to the right
sidc and below. These findings were
confirmed on barium studies.

Ultrasonography revealed a large mass
predominantly solid, with multiple cystic
arcas within (Figure: 1). A few hyperechoic
arcas were seen within the mass. The mass
was inseparable from stomach but separated
from left kidney and spleen. The left kidney
was displaced downwards, but otherwise
normal. Rests of the abdominal viscera were
normal.
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Figure-2 : Laparotomy showing gastric leratloma
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Figure-4 : Resected teratoma

On exploratory laparotomy, a large tumour
was seen adherent to the stomach wall, partly
inside the stomach through greater curvature
and partly outside the stomach which was
excised, with subsequent repair of the defect
in the stomach wall. Histopathology revealed
several well-differentiated tissues derived
from all the germ layers - skin with its
appendages, respiratory tract  epithelium,
intestinal mucosa. neural elements, adipose
tissuc and muscle bundles.
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IYiscussion

In children. teratomas occur most commonly
in the sacro-cocevecal region (60-653%). Other
sites of origin arc the mediastinum (11.7%),
gonads  (10-20%). presacral region  (3%),
retroperitoneal,  intracramial - and  cenvical
regions (< 3%)." Gastric teratomas account for
less than 1% of teratomas in children and are
even rarer in adults. Gastric teratomas tend to
form a distinct subsct ol teratomas as they are
not associated with the dorsal body axis,
embryonic body wall and somatic pleura.’
They differ from teralomas arising from other
sites in three ways. First, they are not
associated with any congenital anomalies in
contrast to 10-15% incidence at other sites.
Sccond, most of the gastric teratomas (>95%)
are scen in males" compared 1o female
preponderance (63-70%) at other sites. Lastly,
they arc almost always benign in nature as
compared to 10-39% incidence of malignancy
at other sites such as the sacro-coccygcal
region, mediastinum and gonads.” T As a
result they have an cxcellent prognosis after
surgery, compared to leratomas al other sites.
Gastric teratomas are seen mainly in infants
and children. The commonest presenting
features are abdomen distension and mass, the
other presentations being vomiting, feeding
problems, respiratory distress, weakness,
abdominal pain and constipation.
Hemetemesis and maleana are extremely rare
symptoms seen in patients who have tumors
with an endophytic component.” Plain
radiographs of gastric teratomas usually show
a soft tissuc mass with calcification in the
upper abdomen. Calcifications are scen in
more than 530% of putiems* presence of bone
and teeth is considered pathognomonic. The
mass may displacc the bowel loops



Vol. 04, No. 01, January 2005

downwards and to the right. Barium meal
studics  demonstrate  gastric  deformities  or
extrinsic  pressure on  bowel loops. Intra
luminal  filling  defeet is said o be
characteristic  of gastric  teratomas.”  The
sonographic  appearances  vary  from  a
predominantly cystic mass to a heterogenous
mass with solid and cystic arcas. The cystic
arcas arc anechoie with or without septation of
varying thickness. The solid arcas arc
heterogenous and may show focal arcas of
hyperechogenicity  with  distal  shadowing
suggestive of calcilication. "

Computerized Tomography is particularly
well suited to the evaluation of gastric
teratomas.  Tumors appear as  well
encapsulated masses with hypodense solid
areas and cystic areas of waler allenuation.
The advantages of CT are the demonstration
of complete extent of the tumor and ils
attachments, demonstration of areas of fat,
foci of calcilication not picked up on X-rays
or ultrasound and mtraluminal projection of
the tumor into the stomach. Involvement of
other organs particularly bowel loops is well
visualized on CT. CT scan could not be done
in this patient due to his poor socioeconomic
condition.

On histopathological examination, the tumors
demonstrate several tissues derived from all
the three germ layers - skin and its
appendages, smooth muscle, fat  tissue,
cartilage, respiratory epithelium and neural
tissue. The tissues in  gastrointestinal
teralomas arc usually fully differentiated
except for gastric teratomas in which areas of
immature neurc-epithelial tissue may be found
that appears malignant histologically,'" > *
It is important to establish a pre-operative
diagnosis of gastric teratomas, as they are
clinically benign thereby allowing clective
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treatment.
cven

surgical Patients  with gasinic
Leratoma those  with  malignant
histological features or exophylic extension
into adjacent organs and tissues, have an
excellent prugm::sis.”"1'”'” Surgical
resection of the entire mass 1s usually curative:
incomplete rescetion may result in recurrence.
Additional therapies (ie, chemotherapy and
radiation therapy) are not nceded. Hence,
accurate diagnosis facilitated by appropriate
radiological investigations with subsequent
histopathological confirmation is mandatory.
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