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Fetus in Fetu
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The term “fetus in fctu” was used by
Meckel in 1800 to describe the presence of
a fetus within a fetus. The fetus in fctu is a
- monochorionic, diamniotic, monozygotic
twin of its bearer due to anastomosis of

vitelline circuiation.
eyl

Case Report

An 8-month-old boy presented with
progressively increasing painless lump in
the abdomen of 1 month duration. There
were no bowel or bladder symptoms. The
child was the last sibling in a family of 5.
There was no history of twin pregnancy.

From the Departments of Pediatric Swuigery,
Anesthesiology and Radio-Diagnosis, Post-
graduate Institute of Medical Education and
Research, Chandigarh 160 012.

Reprint requests: Dr. KL.N. Rao, Additional

- Professor and Head, Department of Pediatric
Surgery, Post Graduate Institute of Medical
Education and Research, Chandigarh
160 012.

Received for publication: May 26, 1992;

Accepted: September 10, 1992

VOLUME 30-MARCH 1993

On e¢xamination the infant appeared
well nourished, healthy and weighed 6 kg.
There were no signs of dehydration or ane-
mia. The abdominal examination revealed
a round, firm, nontender mass approxi-
mately 10 X § cm in size, slightly movable
in the transverse direction, with smooth
surface and well defined margins except its
upper margin. Plain X-ray of the abdomen
revealed a soit tissuc shadow in the left
upper quadrant with long bones and an
area of calcification. No vertebral column -
could, however, be seen. Intravenous uro-
graphy revealcd normal renal excreiory
function of both sides. A clinical diagnosis
of retroperitonecal teratoma was made. At
laparotomy, the mass was found retroperi-
tonealy below the pancreas and antcrome-
dial to the left kidney. The mass was well
encapsulated and could be enucleated. The
arterial supply to the mass was by a branch
from the¢ superior mesenteric artery and
also posteriorly by tiny branches arising di-
rectly from the aorta. A large vein drained
into the left renal vein from the tumor.
The left adrenal was compressed. The lelt
kidncy was compressed superiorly by the
tumor.

The tumor weighed 500 g. It was found
to have an mntact greyish brown thick
fibrous sac with a fetus inside it (Fig.). The
fetus was atiached to the sac by an umbili-
cal cord. The upper limb length was 13 cm,
whereas the lower limbs were fused. The
foot length was 2.5 cm with well developed
nails. Fine lanugo hair were present over
the head. The abdominal cavity contained
intestinal loops.

Discussion

The “fetus in fetu” is defined as a ver-
tebrate fetus included within the abdomen
of its partner(l). A review of literature
showed only 30 cases being reported dut-
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Fig.  Specimen photograph showing a well
formed fetus with head, and limb forma-
tion and umbilical cord attachment.

ing this century(2). Practically all the
reported cases of fetus in fetu were noted
in the first 12 months of life, usually in
carly infancy.

Fetus in fetus 1s discovered as an
intra-abdominal mass, situated in the up-
per part of the retroperitoneal space. Less
common sites are cranial cavity, pelvis,
scrotal sac, sacrococcygeal(3), mesentery
and right iliac fossa. Generally, only one
fetus is found although occasionally mul-
tiple fetuses have been reported(4). Fetus
in fetu is surrounded by a membrane that
is analogous to the amniotic sac and char-
acterized by a single feeding vessel and the
abscnce of a true placenta. The fetus in
fetu commencing existence as a true twin,
grows initially in parallel with its fellow.
soon, however, because of either vascular
dominance of the host twin or some inher-
ent defect in its parasitic partner, it lags
behind its host.
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The presence of a vertebral axis (hav-
ing passed through a primitive streak
stage) and an appropriate arrangement of
other organs or limbs with respect to the
axis was adopted as a criterion to distin-
guish fetus in fetu from teratoma. A tera-
toma 1is a true neoplasm arising from em-
bryonic totipotential cells with benign or
malignant propertics. Teratomas lack a
vertebral column (not having passed
through a primitive streak stage).

Although the specimen in this case did
not contain any vertcbral bodies of a nor-
mal fetus, it was thoroughly covered with
skin having hair follicles and sweat glands
and it had well developed limbs with nails,
well formed long bones with marrow,
abdominal cavity with intestinal loops and
pancreatic tissue, thoracic cavity with well
developed respiratory lining with mucus
glands. The presence of a well developed
amniotic sac and umbilical cord structures
leaves no doubt the entity being a fetus in
fetu. We believe that these two features
also should be given due importance in dif-
ferentiating feratomas from fetus in fetu. It
is true that tumors with definite axiation
resemble fetuses more than tumors with-
out vertebral organization but a clear dif-
frentiation cannot be established under all
circumstances, as is well illustrated by the
five fetuses found in the brain of a hydroce-
phalic infant by Kimmel ef al.(4). Although
two of the fetuses had well defined spinal
rudiments, three did not. This illustrates
the dilemma of those who believe that the
presence of an axial skeleton is the decisive
criterion in the differentiation between
fetus in fetu and teratoma. That this 1s a
rather arbitrary delineation is also illus-
trated by a case of intracranial teratoma
found in brain of a stillborn infant(5).
There was no vertebrae in the tumor, but
well formed primitive spinal cord with
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central canal was seen in every section and
it was questioned whether a spinal cord
was less representative of “axiation” than a
vertebral column.
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Primary hemangiomas of the skull are
rarc cranial tumors(1). Wyke(1) reported
its inctdence to be 0.7% of all osseous neo-
plasms and 10% of primary benign nco-
plasms of skull are hemangiomas. Usually
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these tumors present in the 4th and 5th
decade. Because of its extreme rarity in
children especially in females with particu-
lar affinity for frontoparietal region, the
present case is being reported.

Case Report

An 11-year-old female child was admit-
ted to hospital with a slowly increasing
painless swelling in the right parietal re-
gion with occasional headaches of 5
months, In the past she had been having
cyanotic spells since the age of 2 years.

On examination, the child was cya-
nosed and had clubbing of nails. Nervous
system appeared normal but on ausculta-
tion of heart there was a continuous
apical murmur and P2 was loud. Local
g¢xamination of scalp revealed a bony hard
swelling of+3 cm diameter in the right
parictal region which was non tender
diffuse and the overlying skin was freely
mobile.

Investigations revealed a Hb of 17.5
g/dl while TLC, DLC, ESR and blood
chemistry were normal. Plain X-ray skull
revealed a well circumscribed area of rare-
faction with a honeycomb pattern. Plain
computzd tomography bone window re-
vealed biconvex expansion of diploic space
by mixed density mass with bony spicules
(Fig. la). ’

The lesion enhanced uniformly on
contrast administration (Fig. Ib). Elcctro-
cardiography showed right atrial enlarge-
ment, small r/s pattern from lead V1 to
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