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Abstract 
Gastric teratoma is a rare tumour accounting for less than 1% of all teratomas in pediatric age 

groups. We present a case of gastric teratoma in 33-month-old male infant who presented with 

abdominal pain for 2 months. Ultrasound of abdomen revealed a multi-cystic mass with mixed 

echogenicity arising from the lesser curvature of stomach. The mass was excised completely and 

sent for histopathological examination. Histopathology confirmed mixed germ cell tumour 

(gastric mature teratoma and yolk sac tumour). Serum AFP (alpha fetoprotein) and extensive 

sampling of the lesions can help in identification of other germ cell component. 

 

 

 

Introduction 
Gastric teratoma accounts for less than 1% of teratomas in 

pediatric age groups. A majority of the lesions are seen in the 

neonatal period. Gastric teratomas are the most common 

terartomas of gastro-intestinal tract, with oropharynx and 

tongue being other common sites. Since report of the first 

gastric teratoma in 1922, about 112 cases have been 

documented in literature.1 

 

Case Report 
Case History: A 33-month-old male child presented with 

anaemia and pain abdomen for a duration of 2 months. Prior 

surgical history of laparotomy for similar complaints one and 

half year back. Previous histopathological report showed the 

lesion was diagnosed as immature gastric teratoma. 

Per abdomen examination showed an intra-abdominal 

mass, predominantly in the left upper quadrant of abdomen. 

AFP (alpha fetoprotein) was significantly raised (559.8 

IU/ml). Ultrasonography showed a multi-cystic lesion with 

mixed echogenicity attached to lesser curvature.  

Operative findings showed a multi-cystic lesion 

displacing the stomach anteriorly and pancreas laterally. A 

complete excision of the tumour was performed. Gross 

examination of the lesion revealed an encapsulated lesion 

measuring 15x12x8, on cut section mass had a solid-cystic 

areas with a variegated appearance along with foci of 

cartilage, sero-mucinous secretions, area of necrosis and 

haemorrhage. 

Light microscopy showed derivatives from all three 

germ cell layer. Endodermal components such as smooth 

muscles, intestinal wall, respiratory epithelium and 

pancreatic acini were seen. Mesodermal components such as 

cartilage and ectodermal component in the form of stratified  

 

squamous epithelium with keratin was also seen. Focal areas 

of yolk sac tumour component composed of tumour cells in 

alveolar and trabecular pattern having vesicular nuclei and 

inconspicuous nucleoli. Pathognomic finding of Schiller 

Duval body was also observed. No angiolymphatic invasion 

was appreciable. A final diagnosis of mixed germ cell tumour 

(mature gastric teratoma with yolk sac tumour (YST)) was 

done. 

 

 
Fig. 1: Photomicrograph showing mature teratoma with 

ectodermal component- stratified keratinizing squamous 

epithelium, low power magnification (100x, H&E stain) 
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Fig. 2 & 3: Photomicrograph showing mature teratoma with 

endodermal component pseudostratified ciliated columnar 

epithelium and intestinal mucosa, low power magnification 

(100x, H&E stain) 

 

 
Fig. 4: Photomicrograph showing Schiller duval body, higher 

power magnification (400x, H&E stain) 

 

Discussion 
Teratomas are the most frequently encountered neoplastic 

germ cell lesion in paediatric age group. Paediatric teratomas 

are most frequently seen in the sacrococcygeal region (60%–

65%), followed by mediastinum (11.7%), gonads (10%–

20%) and retroperitonum (5%).1 

The site of gastric teratoma is variable but frequently 

seen arising from greater curvature followed by posterior 

wall of the stomach. The lesion grows centrifugally but in the 

current case it was seen arising from the lesser curvature 

which is less common.1 

The lesion usually presents clinically as a palpable 

abdominal mass in the epigastric region, abdominal 

distension and features of intestinal obstruction and 

melena.1,2 

Similar to teratomas at other sites, gastric teratomas are 

neoplastic lesions derived from all germ layers. The lesions 

can subtyped into immature, mature, and teratomas with 

malignant transformation.1 Teratomas with malignant 

transformation is used only when the lesion contains at least 

one malignant germ cell element.2 

Gastric teratomas form a distinct subset of teratomas 

with an unusual male predominance (> 95%) and is typically 

unrelated to congenital anomalies.2 

The first gastric teratoma was reported by Eusterman and 

Sentry in 1922.1,3,4 the current case is a mixed germ cell 

tumour composed of a mature gastric teratoma along with a 

yolk sac tumour. 

Ukiyama et al. published a case report of a Yolk sac 

tumour (YST) seen following resection of a neonatal 

immature gastric teratoma5 the literature on gastric teratomas 

with malignant composition is limited. In addition, literature 

on recurrence of gastric teratomas as a malignant lesion has 

not been reported.6,7 

In the current case, the patient provided prior surgical 

history for management of an immature teratoma, 28 months 

back. Ukiyama et al suggests that immature teratomas pose a 

challenge with regard to management as case the data on the 

lesion is limited and in cases with inadequate sampling, 

another germ cell lesion (microscopic foci of YST) could be 

overlooked leading to suboptimal patient therapy. The 

presence of YST is important and should be reported as the 

lesion is linked to the malignant potential of the lesion, as 

well as considered to be a predictor of recurrence in 

paediatric immature teratoma.5 

Thorough sampling of these neonatal germ cell tumours 

is necessary to identify all components and provide optimal 

patient management.  

Presence of glomerular differentiation and absence of 

pathognomic Schiller-Duval bodies pose a diagnostic 

difficulty in identification of yolk sac component in mixed 

germ cell tumours.1 Elevated serum AFP concentration 

greater than 100 ng/dl is greatly indicative of a focus of YST.  

At times, a preoperative elevated serum AFP level maybe the 

only indicator suggestive to the presence of a focus of YST. 

Serum AFP is an invaluable tool to diagnose and assess 

treatment response in follow-up of cases with gastric 

teratomas.1,8 

Gastric teratomas can recur even 2 decades after 

resection of primary. Hence, an extensive and extended 

follow up period is recommended for these patients.1 

 

Conclusion 
Gastric teratoma is a very rare tumour occurring in neonatal 

period and infancy, and is extremely rare beyond early 

childhood. It is almost always benign and has an 

overwhelming male preponderance. Thorough specimen 
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sampling is essential to detect malignant germ cell 

components. Non reporting other germ cell components in 

gastric teratomas can result in ineffective treatment and 

recurrence of lesion. Serum AFP is invaluable in initial 

detection as well as follow up of the patients with a mixed 

germ cell neoplasm. Surgical resection is the mainstay of 

therapy and clinicians are advised to perform long term 

follow-up as the lesion is known to recur, even after 2 

decades. 
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