
eratomas are neoplasms, displaying a mixture of
tissues of tridermal origin (ectoderm, endoderm

and mesoderm), foreign to the anatomic site, in which
they arise. This definition newly became less
restrictive, and tissues of bidermal origin are also
accepted.1,2 Teratomas are usually found in the
sacrococcygeal area (47.2%), in the gonads (31.6%)
and less frequently in other sites such as neck,
mediastinum, retroperitoneum, cranial cavity,
nasopharynx and upper jaw.1 Teratomas in the
gastrointestinal tract and associated organs like
stomach and pancreas are very rare, and there are only
occasional case reports on mesenteric teratoma.3-5

We report 2 cases of mesenteric cystic teratomas in
a 5-month-old girl and a 4-month-old boy. These are
the youngest patients reported in the literature to have
mesenteric teratoma, excluding a case with a prenatal
ultrasonographic diagnosis recently reported.4

Case Report. Patient One. A 5-month-old
Saudi girl was admitted to our service as a case of
progressive abdominal distension, noticed initially at
the age of 2.5 month. She was, otherwise,
asymptomatic. On examination, the abdomen was
massively distended with shiny skin, engorged dilated
superficial veins and everted umbilicus. A huge cystic

T mass could be felt occupying the entire left abdomen
and crossing the midline to the right. There were
positive fluid thrill, and normal bowel sound.
Computer tomography scan (CT) confirmed the
presence of a cyst with solid components, displacing
stomach and intestine to the right and extending down
to the pelvis (Figure 1). Intravenous pyelography
revealed normal urinary system.

Exploration revealed a cystic mass, of roughly 16
centimeter (cm) diameter. The mass was surrounded
by a thick fibrous capsule and was adherent to
transverse mesocolon, gastrocolic ligament and
mesenteric root, but the most devious adhesions were
those, to the pancreatic capsule. The dissection ended
up with a narrow pedicle originating at the upper
margin of the pancreas, left to the portal vein, and
measuring nearly one cm. The pedicle contained a
moderate caliber artery, a vein and dense connective
tissue; the artery was apparently arising from the
superior mesenteric artery. The pedicle was double
ligated by 3-0 silk and transected. The pathology
showed a complex of cystic masses with solid
components composed of mixtures of mature tissues,
derived from all 3 embryonic layers (Figure 2).   She
had a smooth postoperative recovery. However, she
was readmitted, 6 months later, with adhesive
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intestinal obstruction, necessitating division of
adhesive bands. She is now 14 years after her second
surgery, and well.

Patient 2. A 4-month-old Saudi boy was admitted
as of progressive intermittent vomiting of 2 months
duration. Constipation became evident 2 weeks prior to
admission. An umbilical swelling gradually developed,
but remained reducible. On examination, the abdomen
was distended, with an umbilical hernia and a
protruding left loin. Bowel sound was normal.
Ultrasonographic imaging (U/S) revealed a cystic
lesion in the left hypochondrium with a solid
component. A non-ionic water-soluble contrast meal
with follow through showed a mass with calcification,
displacing the splenic flexure and the descended colon.
The contrast bypassed unhindered to the rectum. 

At exploration, a round and well encapsulated cystic
mass of nearly 10 cm diameter was identified, residing
in the left half of the transverse meso-colon and upper
jejunal mesentery. The mass was bordered anteriorly
by branches of the middle colic artery and posteriorly
by the superior mesenteric artery. The latter provided 2
arteries, entering the dextroposterior aspect of the
mass; one was double-ligated, using 3-0 silk, the other
was too short and was divided flush to the tumor
capsule. The resulting defect, in the wall of the
mesenteric artery was sutured, using interrupted 5-0
prolene. The histology showed a cystic mass with a
solid component surrounded by skin and composed of
adipose tissue, skeletal muscle and cartilage
undergoing enchondral ossification, bone with marrow
spaces, glial tissue, nerve trunks and ganglia. All
elements were described as mature (Figure 3). He was
discharged on the 5th postoperative day, and found in
good health 6 months later. 

Discussion. Teratomas are neoplasms arising
from primordial germ cells. These primitive cells
possess all the deoxyribonucleic acid (DNA) necessary
for the evolution of any cell type, which explains the
multiplicity of tissues encountered in teratomas.2

Teratomas are classified according to their biologic
behavior into mature, immature and malignant.

Teratomas have no pathognomonic signs or
symptoms, and their clinical manifestation depends
greatly on the size and location of the growth. The
anatomy of the mesentery usually offers sufficient
space for considerable growth before symptoms can
appear, particularly when the lesion is located near the
root. The more peripheral at the mesentery a lesion is
located; the earlier symptoms may develop. They
present frequently, as in both our cases, with a
palpable mass or an increasing abdominal girth.5,6

Nausea, vomiting or constipation is the result of
intestinal compression by the mass as seen in the
second case. An intractable chronic diarrhea as a
manifestation     has      also      been    described.5 Plain
abdominal radiograph commonly demonstrates soft

Figure 1  - Computer tomogram depicting a huge cyst with a solid
component (arrow), occupying the entire left side of the
abdomen.  Stomach and intestine are displaced to the right.

Figure 2  - Photograph of first case specimen, demonstrating the gross
pathology after opening all the cystic and solid structures.

Figure 3  - Microphotograph illustrating cartilage (light color),
undergoing enchondral ossification (dark).  Note bone
marrow spaces (arrow).
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tissue mass with calcification noted in nearly 60% of
cases. This was evident in our second case. Ultrasound
may show an image varying between predominantly
cystic to predominantly solid mass with cysts. Also,
septations of the cysts can usually be identified.
However, calcification and fat tissue frequently can not
be visualized in U/S. Therefore, CT is considered more
suited to the diagnostic evaluation of gastrointestinal
teratomas.6 The differential diagnosis includes
neuroblastoma hemangioendothelioma hepatoblastoma
and hepatocellular carcinoma, but these tumors are
usually solid. Nephroblastoma may be predominantly,
and mesenteric lymphangioma is primarily cystic, but
the first is intrarenal and the latter does not contain fat
or calcification.6 The preoperative diagnosis is
important. Gastrointestinal teratomas are benign lesion
and should undergo elective surgical treatment. The
treatment of choice is complete excision; this is
commonly achieved by enucleation.3-5 Teratomas are
normally well-encapsulated masses with a thick
fibrous capsule, allowing mostly free dissection of the
mass from adjacent structures, although dissection at
selected critical areas may be demanding, as observed
in both our cases. At times, aspiration of some of the

fluid content of the mass may be crucial for safe
dissection as observed fortuitously in our second case.
Intestinal resection is needless. Based on the few
reported cases, mesenteric cystic teratomas are benign
tumors of low morbidity and excellent prognosis, once
they are completely excised.
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