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Common location of teratomas in children are sacrococcygeal, gonadal, mediastinal and retroperitoneal, but teratomas may also occur
at very unusual locations. A six-month-old boy presented with a large swelling at his left lumbar region. He presented with gradually
increasing lump at his back, involving more on left lumbar region and midline since birth. Clinical examination revealed a solitary, non-
tender, soft to firm, irregular mass, occupying more on his left lumbar and midline region and also crossing the midline. Radiological
investigations revealed a well defined mass of 9.6 x 7.5cm, with bony elements and spina bifida at L1 and L2 levels. His Computed
Tomography (CT) scan finding was consistent with mature teratoma. Complete surgical excision of the tumour was done without any
difficulties. Histology of the excised tumour was conclusive of mature teratoma. His post-operative period was excellent, but he lost to

follow-up after discharge.

CASE REPORT

A six-month-old boy was brought to the Department of Paediatric
Surgery with a large swelling at his left lumbar region. He presented
with a gradually increasing lump at his back, involving more on his
left lumbar region and midline since, birth. There were no other
complaints. Local examination revealed a solitary swelling of size
9.6 x 7.5cm in its maximum length. It was occupying more on his
left lumbar region, midline and also crossing the midline region
[Table/Fig-1]. Skin over the swelling was normal, soft to firm, non-
tender and trans-illumination test of the swelling was negative.
During clinical examination other associated obvious anomalies
were not detected. Both of his gonads were descended normally
in scrotum and were normal. Abdominal examination was within
normal limits and there were no organomegaly or ascites. Other
systemic examination was also within normal limits.

Ultrasonography, plain and Contrast Enhanced Computed
Tomography (CECT) scans of the swelling revealed a well defined
mass of 9.6 x 7.5cm. Spina bifida was also observed at L1 and
L2 levels that also contained an ill defined soft tissue mass. There
were no intra-spinal lesions seen on CT scans. CT scans also
showed a hyper-dense bony structure of 1.6 x 4cm [Table/Fig-2].
His liver, kidneys and other intra-abdominal organs were normal. His
CT scan finding was suggestive of mature teratoma. Serum Alpha
Fetoprotein (AFP) was done prior to surgical excision of the tumour
and was reported as 41.61U/ml.

Complete surgical excision of the tumour was achieved without any
difficulties [Table/Fig-3a]. An elliptical incision was given over the
tumour in its transverse direction, which also crossed the midline. The
tumour mostly contained fatty tissues and it was easily dissected out
all around. Small bony tissues were also present within the tumour
mass, which were also easily dissected out. Spina bifida was also
noted at L1 — L2 levels. Part of dura was protruded outwards from
spinal defect as mentioned above. Although intra-dural extension/
lesion were not reported in CT scans, but dural sac was opened
up to see any attached nerve fibers [Table/Fig-3b]. Redundant dura
was trimmed and it was repaired as there were no attached nerve
fibers. Excised tumour was composed more of fatty tissues and
few bony elements [Table/Fig-3c]. Excised tumour was submitted
for histopathological examination that also confirmed the diagnosis
of mature teratoma. His post-operative period was uneventful and
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excellent and he was discharged on fifth post-operative day. He lost
to follow-up after discharge and therefore his late post-operative
course could not be ascertained.

]

[Table/Fig-1]: Clinical photograph showing a large swelling at left lumbar area.
[Table/Fig-2]: CT scan of the swelling showing bony elements and soft tissues
shadow.

[Table/Fig-3a]: Photograph showing completely excised tumour; [Table/Fig-3b]:
Operative photograph showing opened up dura without any contents; [Table/Fig-
3c]: Photograph of excised tumour showing fatty tissues and bone elements.

DISCUSSION

Teratoma is derived from Greek words teratos/teras, meaning
"monster," and onkoma/oma, denoting a swelling, tumour or
neoplasm. A teratoma is a true tumour or neoplasm having multiple
tissues of kinds foreign to the parts in which it arises. Teratomas are
the tumour which consists of the tissues that arise from embryonic
ectoderm, mesoderm and endoderm. Common locations of
teratomas in children are sacroccocygeal, gonadal, mediastinal,
and retroperitoneal [1-5]. Teratomas may also occur at very unusual
locations and are intra-peritoneal teratomas arising from mesentery
and mesocolon, gastric teratoma, spinal teratoma, teratoma
occurring at cervical region, intra-cranial teratomas occurring at
medulla oblongata, teratoma occurring at liver and kidney [6-10].
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In the present case, teratoma was located at left lumbar region,
midline and also crossed the midline. This is a very rare location
for the occurrence of teratoma. Faheem M et al., reported a
similar case in a 16-year-old boy. In this case the teratoma was
also located at lumbosacral region. The tumour was diagnosed as
benign cystic teratoma and complete surgical excision of the tumour
was achieved. Diagnosis of mature teratoma was also confirmed
on histopathological examination of excised tumour [11]. They
further stated that, in a study conducted over a period of 22-years
at Jaipur, India revealed only one similar case of teratoma arising
from lumbosacral region (in a female) among 75 cases of teratoma
[11]. Intra-medullary teratomas occurring in the spinal cord are very
rare, especially in adults over 50 years of age. Nonomura Y et al.,
reported two cases of intra-medullary teratoma that occurred in the
spinal cord in adults at the age of 37 years in a female and 56
years in a male [12]. Parelkar SV et al., reported a very rare case
of mature teratoma associated with ruptured meningomyelocele of
lumbosacral region and they stated that, only few cases have been
published in this concurrence [13].

In general complete surgical excision remains the mainstay and a
therapy of choice for teratomas irrespective of its locations. Complete
surgical excision alone is adequate therapy for non-malignant mature
teratomas [1]. In some of the cases it is not possible to completely
excise the teratoma due to its difficult locations, adhesions, and
its close proximity with great vessels [5]. Post-operative adjuvant
therapy is needed in the cases of malignant teratomas [2-4]. In
present case it was possible to suspect during the investigation that,
this was a case of teratoma due to the presence of bony elements,
and it was also possible to excise the tumour completely.

Recurrence following the surgical resection of the teratoma has been
reported and it mostly depends upon the histological features of the
tumours. It is more commonly evident in the cases with immature
and malignant teratomas, although rarely also observed following
excision of mature teratomas. For the above reason a close and
long-term follow-up is advisable and if recurrence is noted prompt
therapy must be instituted accordingly [1,5]. Measurement of serum
AFP during follow-up period is a reliable method for detecting the
recurrence in the cases of teratomas and it is a must for the cases
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of immature and malignant teratomas. Raised serum AFP levels in
patients with immature teratomas have higher risk of malignancy
than with normal serum AFP levels [2,6,10].

CONCLUSION

Teratoma may also occur at very unusual location. Complete surgical
excision remains a best option to manage teratoma, and it is always
preferable to completely excise the teratoma at the earliest during
the neonatal period.
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