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PEDIATRIC

Report of Fetus in Fetu in A Four-
Year-0ld Child

Fetus in fetu is a rare condition in which a fetiform calcified mass is often present in the ab-
domen of its host, a newborn or infant; the mass is considered as a parasitic twin originated
from a diamnion-monozygotic pregnancy. Herein, we report on a new case of a 4-year-old
child who was admitted for left upper quadrant abdominal mass without any symptom.
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Introduction

he term “fetus in fetu” (FIF) was first coined by Meckel in 18* Century. The

first case of FIF was reported by Young in 1809.!2 FIF is most commonly di-
agnosed in infancy, as a retroperitoneal mass, and may be totally asymptomatic.?
They are usually one in number, although more than one FIF has also been re-
ported.*

Case Report

A 4-year-old boy presented with left upper quadrant (LUQ) abdominal mass.
The mass was firm, non-motile and crossed the midline without tenderness. He
had a normal weight and height for his age. His appetite was also normal. He did
not have diarrhea or constipation. His liver and spleen were normal in size. No
abnormalities were found in his biochemical and hematologic tests. Clinical dif-
ferential diagnosis included neuroblastoma or nephroblastoma. Abdominal ro-
entgenogram showed a space-occupying mass in LUQ displacing bowel gas to the
right side. The mass contained calcified densities and structures similar to long
bones (Figure 1). Abdominal ultrasound (Hitachi EUB 525, Japan) revealed a cal-
cified mass with mixed echo and in LUQ with measured 140x160 mm. Ab-
domino-pelvic multidetector computed tomography (MDCT) (4-slice GE Light
Speed CT Scanner, USA) was performed. Axial images and additional multiplanar
reformatted views (MPR) in coronal and sagittal planes showed a heterogenous
mass containing soft tissue, fat and calcified densities with apparent small and
long bones resembling of fetal limbs, vertebral column and flat bone (Figures 2a-
d). According to imaging data, FIF and teratoma were added to our differential
diagnosis list. However, serum a-fetoprotein and f-HCG were negative.

The patient was operated. A retroperitoneal mass, located in front of pancreas
and kidney at the base of the transverse mesocolon was resected. The mass had a
well-defined capsule facilitated complete resection, was composed of hair, seba-
ceous materials and bony structures in gross appearance (Figure 3).

In pathological examination, vertebral column, limbs, cartilage, nerve fibers,
full-thickness dermal elements, epithelium of urogenital and respiratory systems
(Figures. 4a-c), muscle fibers, endocrine glands, vessels, hair, and also foreign
body granulation tissue were detected. No evidence of immature components
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Fig 1. Plain abdominal x-
ray shows a mass contain
calcified and bony sruc-
tures and also fat densities
in LUQ displacing bowel
gas shadow.

in the resected mass, suggestive for immature tera-
toma, were seen.

Discussion

FIF with an incidence of one in 500,000 births, is a

very rare entity.!>6

Many theories have been postulated to elucidate the
exact pathegonesis of FIF. Though we cannot accu-
rately mention the number of reported cases of FIF,
the number should not be more than 100. It is postu-
lated that FIF arises from inclusion of a diamnion-
monozygotic twin within the bearer.$

Unequal division of totipotential cells of blastocyst
may result in inclusion of the smaller cellular mass in
the more mature embryo'4, where the parasitic twin
is stopped to grow in the body of its partner.® Symp-
toms, if present, are related to mass effect and include
abdominal distention, poor feeding, emesis, jaundice
and dyspnea.3

Upper retroperitoneum is the most common site af-
fected, albeit, cranial cavity, pelvis, scrotal sac, sacro-
coccygeal region, mesentry, right iliac fossa and oral
cavity are also rare locations affected.24610.11

Fig 2a. Axial abdominal CT reveals a large Lt retroperitoneal
mixed density mass anterior to Lt kidney. Fat and soft tissue densi-
ties and bony structures can be seen.

Fig 2c. Coronal refor-
matted view shows ex-
act position and relation
of the mass and also it is
content.
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Fig 2b. Another section lower than 2a reveals bony elements of spi-
nal column and also position of the mass anterior to the pancreas.

Fig 2d. Sagital refor-
matted view; fat and
soft tissue densities
and also bony ele-
ments are seen.
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Presence of vertebral column which develops from
the primitive streak and appropriate arrangement of
other organs and limbs relative to the vertebral col-
umn are the diagnostic features of FIF and help to
differentiated it from the highly differentiated tera-
tomas.”8

However, this entity is also differentiated from tera-
toma by its fetiform shape and metameric segmenta-
tion of the spinal axis.*

In a comprehensive review articles of 87 cases, 76
(83%) aged under 18 months, 47 (54.02 %) of patients
were male, 35 (40.23%) were female and 5 (5.74%)
had undetermined sex.*

The organs which could be identified in FIF in-
cluded vertebral column in 91%, limbs (one to four)
in 82.5%, central nervous system in 55.8%, gastroin-
testinal structures in 45%, vessels in 40%, and geni-
tourinary structures in 26.5% of the studied FIF. The
fetuses were always anencephalic.The fetuses varied
from 4 cm to 24.5 cm in size and from1.2 g to 1,800 g
in weight. In about 9% of cases of FIF, there was no
vertebral column, even on pathologic examina-
tion.4’12’13

The mass is often enclosed within a membrane re-
sembling amnion. A vascular anastomosis with the
host vessels is also identifiable. Chromosomal study
showed normal chromosomes, identical to the host,
and the same blood group as their bearer. The serum
o-fetoprotein may be elevated or normal in the
host.31!

FIF has characteristic imaging features: An abdomi-
nal plain x-ray shows a vertebral column and or bony
structures within a soft tissue mass. Computed tomo-
graphy is diagnostic and a mass comprising of fat col-
lection around a central bony structures are the typi-
cal finding in FIF.?

Fig 3. Surgical sample which shows membrane envelop the mass
and also spinal column.

Evidence of axial skeleton formation in FIF can dis-
tinct it from teratoma. Differential diagnosis of FIF
includes teratoma, which can contain any type of
normal human tissue, the commonest of which is the
ectoderm and its derivatives. In our case, the ar-
rangement of the long bones of the fetal limbs around
the axial bones and also other histologic findings
compatible with FIF were nicely shown.

In multiple (twice the normal) slices which were
taken from the resected mass, there was no evidence
of malignancy or immature teratoma. The location of
the mass was similar to that of other cases. However,
in our case, the serum o-fetoprotein was negative;
chromosomal study was not done. Contrast enhanced
computed tomography can well-elucidate the extent
and relation of the mass with its adjacent structures,
which is necessary in surgery—the treatment of
choice for FIF.2

After six months of surgery, no recurrence is no-
ticed. The patient is in good condition.
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Fig 4a. Nerve bundles.

Fig 4b. Full thickness dermis and dermal ele-

ments especially hair follicles and epiderm.
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