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SPOT DIAGNOSIS (IMAGE GALLERY)

A female infant weighing 2.6 kg was born at term 
by lower caesarean section through third degree 

consanguinous marriage to a 27years old primigravida. She had no significant antenatal problems. The antenatal 
ultrasonography at 32 weeks of gestation showed a multiloculated cyst in the right temporal and cheek region 
with defect in the parietal bone. At birth, the child was noted to have a soft fluctuant swelling in the right 
maxillary region extending horizontally from the right nasolabial fold to the right ear which was displaced 
posteriorly and vertically extending from the right temporal region to the lower border of mandible. CT scan of 
head and neck showed a large multiloculated mixed density mass lesion containing fat, ossific, solid and cystic 
components involving the right side of the neck and face extending superiorly from the right peritemporal level 
to perimandibular region inferiorly. Right maxillary bone is epicenter of the lesion. The mass lesion does not 
show any neck and intracranial extension. Alpha fetoprotein (AFP) levels were markedly elevated. 

What is the diagnosis?
The baby underwent surgery for excision of the swelling and histopathological examination revealed the 

lesion to be a mature cystic teratoma. Teratomas are neoplasm composed of three germinal layers of the 
embryo that form tissues not normally found in which they arise. Histologically they may be mature, immature 
or malignant. These are most common in the saccrococcygeal region and are rare in head and neck, which 
account for less than 6 percent. (1) Sacrococcygeal teratomas occur in one in 20000-40000 live births, four 
times more frequently in girls than in boys. (2) Facial teratoma is a very rare tumour, generally benign. (3) 
Complete surgical excision should be performed as early as possible in the neonatal period to prevent ongoing 
facial distortion and to prevent local recurrence and the need for further surgery. Postoperative monitoring for 
recurrences should include AFP levels in difficult cases. Clinical outcome of teratomas depend on their histological 
grade, localization and quality of surgical treatment. (4) 
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This neonate was born to a mother addicted to tobacco 
chewing and also had been on oral contraceptive pills for 

one year prior to pregnancy. In this child, lower limb is found to be single, malrotated, fused all along the length 
with 6 toes, flexion at the hip joint is also found. There is absolute absence of any external urogenital orifice 
but an opening is found posteriorly. Both the upper limbs are found to be normal except radial deviation at the 
left hand. Potter’s facies are present. Infantogram shows fused shaft of femur and absence of both fibulae. On 
autopsy, a single umbilical artery is found arising from abdominal aorta. The aorta could not be traced below 

BiRth DEFEct (MERMAiD SyNDRoME)
Rupa Biswas, Sudip chatterjee, Milan Ruhidas, 
Shyamal Banerjee     
Department of Pediatric Medicine, NRS Medical 
College, Kolkata, India.   

Address for correspondence: Dr Sudip Chatterjee, 
162, 2 PGH Shah Road,Kolkata-700032. India.  
Email: sudip_ron@yahoo.com 


