
Annals of Medicine and Surgery 79 (2022) 103952

Available online 6 June 2022
2049-0801/© 2022 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case Report 

Therapeutic actions in a 2-month-old child with teratoma and duodenal 
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A B S T R A C T   

Introduction: and importance: A mature mediastinal teratoma is a rare type of tumor that can contain fully 
developed tissues and it is usually considered benign, more common in female and may require surgical removal. 
The most common locations for teratomas are the tailbone (coccyx), ovaries, and testicles, but in this case, the 
teratoma was located in the mediastinum. 
Case presentation: Furthermore, intestinal malrotation could potentially lead the patient to gastrointestinal (GI) 
obstruction and PO intolerance. Here, we present a 2-month-old patient with considerable manifestation of GI 
intolerance due to intestinal malrotaion accompanied by mature mediastinal teratoma. 
Clinical discussion: An evaluation of malrotation should be part of every upper GI tract examination in pediatric 
patients, particularly newborns and infants. 
Conclusion: Finally, in this case, surgical intervention could enhance both malrotation and mediastinal teratoma.   

1. Introduction 

Teratomas are neoplasms that can contain fully developed tissues 
and organs, including hair, teeth, muscle, and bone, and are foreign to 
the anatomic site of occurrence. They may appear in newborn, children, 
or adults. However, it has been reported that they are more common in 
females. Teratomas are usually benign in newborn, but still may require 
surgical removal. 

They are most commonly detected in the sacrococcygeal region or 
gonads and are less frequent in other sites. Mature mediastinal teratoma 
typically manifests in CT scan as a heterogeneous anterior mediastinal 
mass containing either soft-tissue, fluid, fat, or calcium attenuation, or 
any combination of the four. CT is the imaging technique of choice in the 
evaluation of these lesions [1]. 

Intestinal malrotation, which is defined by a congenital abnormal 
position of the bowel within the peritoneal cavity, may lead to increased 
risks of bowel obstruction, midgut volvulus and also a potentially life- 
threatening condition [2]. The term "malrotation" is applied to wide 
range of intestinal anomalies, from readily apparent omphalocele in new 
born to asymptomatic nonrotation of the large and small bowel in adults 
[3,4]. Also, most patients with malrotation show signs and symptoms 
soon after birth. However, malrotation in the minority cases are 

diagnosed long after infancy and does not show typical clinical signs or 
symptoms [5]. So that, an evaluation for malrotation should be a part of 
every upper GI tract examination in paediatric patients, particularly 
neonates and infants. The upper GI series could help radiologist to 
distinguish a normal position of the bowel from maltreated tract by 
reconstructing position of the duodenojejunal junction [6]. Effective 
differentiation of a normal variant bowel location from malrotation, 
either in paediatrics or in adults, requires appropriate imaging tech-
nique and interpretation [7]. In this paper, our infrequent case has 
represented pathological features of mature mediastinal teratoma 
associated with adhesion to the oesophagus, aorta, and diaphragm 
accompanied by malrotation of the intestinal tract. 

2. Case report 

A 2-month-old girl was presented to our center with a complaint of 
inability to eat with progressive nonbilious vomiting episodes contain-
ing ingested particles since she was 1 week old. Consequently, the pa-
tient was experiencing complete PO intolerance and post-feeding coughs 
for 10 days prior to admission. Furthermore, the patient defecated once 
a week and the faecal matter was described as soft in nature. The pa-
tient’s weight was 3200(g) at the time of birth and 2900(g) at the time of 
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admission and did not have history of any medical ailments. She also 
had a normal result of lumbar puncture to exclude meningitis. She also 
experienced unsuccessful reflux treatment (Nexium and Famotidine) in 
another centre. Since lactose intolerance was considered a possible 
diagnosis in another centre, Aptamil Pepti was administered 10 days 
prior to admission. Physical examination demonstrated tachycardia and 
dehydration that resolved later after appropriate fluid therapy. The 
abdominal examination showed soft palpation, without organomegaly 
or tenderness. In our hospital, sweat, metabolic and allergic tests were 
performed and the results were normally evaluated (shown in Table 1). 

In her upper GI series exam (shown in Fig. 1) malrotation was 
detected, while her CT scan (shown in Fig. 2) illustrated a foreign body 
particle that was due to barium accumulation in the diverticula. Two 
operations were performed in this unit. The first was a left thoracotomy 
with an excision of left mediastinal mass that had an adhesion to the 
diaphragm and the oesophagus respectively. The second was one week 
after the first surgery and aimed to fix her intestinal malrotation. The 
duodenum rotated around its mesothelium and was detorted later. The 
Ladd band was released to resolve duodenal obstruction. All adhesion 
bands were cut from the ligamentum teres to the ileocecal junction. The 
base of the mesenteric artery was also freed. The lymph nodes were 
swollen, and a sample was sent to the pathology laboratory for inves-
tigation. Pathologic evaluation stated mature teratoma composed of 
multiple tissues like pancreas, hair follicles, stratified keratinized 
squamous epithelium and adipose and pancreatic tissue. In this study, 
human chorionic gonadotropin (HCG), as an appropriate marker for the 
progression and evaluation of treatment, was measured postoperatively. 
HCG can be secreted by various abnormal germ cells, and benign or 

malignant non-testicular teratomas. In non-seminomatous germ cell 
tumors (NSGCT), HCG is used in combination with alpha-fetoprotein 
(AFP) and lactate dehydrogenase (LDH). So that, β-HCG and AFP were 
requested (shown in Table 2). The patient was followed up at hospital 
clinic for two months and did not report any major complications. The 
case report is stated in accordance with SCARE 2020 guidelines [1]. 

Table 1 
The result of abdominal examination.  

Variable (normal range) Presentation Variable (normal 
range) 

Presentation 

White blood cells 109/L 
(4.00–10.00) 

6.25 Cholesterol mg/dl 
(110–220) 
TG ng/dl (<250) 

137 
289 

Neutrophils % 39% Ca mg/dl (9–10.5) 8.6 
Lymphocytes % 53% P mmol/l (0.8–1.5) 5 
Platelets 10^9/L (150–350) 463 Chloride mEq/l 

(98–106) 
101 

Hemoglobin g/dL (12–15) 9.9 Amonia mcg/dl 
(40–80) 

33 

C-reactive protein mg/dL 
(<0.5) 

2 Gamma GT U/l 
(8–77) 

13 

Alkaline phosphatase U/L 
(40–109) 

172 Mg mg/dl (1.5–2.4) 2.1 

Aspartate transaminase 
(AST)IU/l (10–34) 

32 TSH mcIU/ml 
(0.5–5) 
T4 ng/dl (0.9–2.4) 

2.6 
7.8 

Alanine transaminase 
(ALT)IU/l (10–130) 

12 Bill direct mg/dl 
(0–0.3) 
Bill total mg/dl 
(0.3–1.2) 

0.2 
0.6 

Albumin g/dL (3.4–4.8) 3.7 U/A 
Glucose ±
WBC (0–5) 
Protein ±

2+
6–8 
1+

K mmol/L (3.7–5.10) 4.1 INR (<1.1) 1 
Na mmol/L (135–145) 139 CSF 

Glucose mg/dl 
(40–80) 
WBC(0–5) 
Protein mg/dl 
(15–60) 

47 
0 
43 

Creatinine mg/dL 
(0.3–0.7) 

0.7 Pyruvate micro g/dl 
(300–900) 

0.6 

Blood Glucose mg/dl 
(70–105) 

290 VBG 
PH 
HCO3 mmol/l 
(22–26) 
CO2 mmHg 

7.25 
17.7 
41.2 

BUN mg/dl (5–20) 40 ESR mm/h (<20) 8  

Fig. 1. Patient’s chest CT scan with IV contrast is indicating mediastinal 
foreign body existence. 

Fig. 2. Patient’s upper GI series exam is illustrating intestinal malrotation.  

Table 2 
The results of β-HCG and AFP.  

AFP IU/L (44–147) 60 BHCG Females 
Birth-3 months: ≤50 IU/L 

0.2  
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3. Discussion 

The highlights of the present case include: a teratoma in a female 
child arising from the wall of the oesophagus, aorta, diaphragm and its 
unusual association with duodenal malrotation. These associated 
anomalies in the gastrointestinal tract may be related to local develop-
mental defects caused by the teratoma. Despite the existence of associ-
ated conditions, our patient was successfully operated successfully for 
teratoma as well as GI anomalies. 

Majority of the teratomas can be diagnosed pre-operatively [8]. 
Diagnosis of teratoma in our case was not suspected initially probably 
due to rarity of mediastinal teratoma. An upper GI series exam also 
showed a mass in the mediastinum that led our suspicion to a foreign 
body while CT scan unveiled mediastinal teratoma. Following the 
diagnosis of teratoma, the patient underwent operation and a further 
pathological evaluation revealed mature teratoma. Intestinal malrota-
tion could be considered a critical condition among paediatrics. In 
particular, the upper GI series exam plays a key role in the diagnosis of 
intestinal malrotation. However, previous studies have shown that not 
all cases could be diagnosed by the upper GI series exam [9]. Further-
more, the Ladd procedure and additional surgical interventions should 
be considered crucial in the evaluation of paediatrics with intestinal 
malrotation [10]. 

For future studies, we recommend consideration of teratoma among 
patients with cystic gastrointestinal lesions. Early diagnosis and treat-
ment has excellent prognosis and can prevent the development of 
anomalies. 

4. Conclusions 

In this study, we could present a rare case of mediastinal teratoma 
accompanied by intestinal malrotation. Interestingly, it could be hy-
pothesized that the existence of mediastinal teratoma with upper GI 
adhesions could potentially alter the risk of intestinal malrotation. 
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