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Thoracic heteropagus twins with an omphalocele
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CASE PRESENTATION

A male baby (weight: 3150g) was born through cesar-
ean section at 35 weeks of gestation to a 32-year-old
primigravida with a history of substance abuse. AP-
GAR scores were 7,8 and 8 at the 1st, 5th, and 10th
minutes, respectively. The baby developed respiratory
distress soon after birth requiring intubation and me-
chanical ventilation. Physical examination revealed
conjoined twins with the autosite having an ab-
dominal wall defect consistent with omphalocele and
the parasitic twin joined to the autosite at left he-
mithorax (Fig.1). The parasite twin had two upper
limbs, two lower limbs, and a phallus with an absent
scrotum. An echocardiogram of the autosite showed
an interventricular septal defect. A contrast-enhanced
abdominal CT scan revealed a parasite twin having
an ectopic kidney at the level of epigastrium with as-
sociated omphalocele containing a pseudocyst. There
was also a large cystic structure suggestive of mega-
bladder. The arterial supply to the parasite was from
the internal mammary and superior mesenteric arter-
ies of autosite.

Figure 1: HT with omphalocele

On the first day of life, a temporary silo was placed
with a hydrocolloid patch to cover the omphalocele
(Fig.2). After thorough investigations and initial stabi-
lization, surgical excision of the parasite twin was
performed on the third day of life. At surgery, the
parasite twin was found to have upper and lower
limbs supplied by the superior mesenteric and inter-
nal mammary arteries of autosite along with the pres-
ence of a single kidney, ureter, small and large bow-
els. The autosite twin had a 10 x 10 cm omphalocele
with the liver being its major content. The contents of
omphalocele were completely reducible, but primary
closure of the abdominal wall was not done to avoid a
possible abdominal compartment syndrome. A defect
at the anterior portion of the diaphragm was also
found which was primarily repaired with a non-
absorbable suture. A polypropylene mesh covered
with a plastic patch was used to cover the defect cre-
ated after the excision of the parasitic twin.

Figure 2: Omphalocele was covered with a
temporary silo.
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On the 5th postoperative day, the polypropylene mesh
was removed from the abdominal wall, and closure of
the abdominal wall defect was done with random
rotational flaps and reinforced with a
polytetrafluoroethylene patch, which was fixed to the
aponeurosis (Fig.3). On the seventh postoperative
day, oral nutrition was started and increased
gradually as tolerated. The baby was discharged and
followed up in the outpatient setting without any
complications.

Figure 3: Final outcome after excision of the HT
and omphalocele

DISCUSSION

Parasitic or heteropagus twins (HT) are asymmetrical-
ly united twins where the parasite is dependent on
autosite for its nutrition and growth.[1] The first case
of HT was reported in France in the sixteenth century
and until now very little is known about the exact
embryology of this pathology.[2] As a result of the low
incidence, literature about HT is limited. In Ecuador,
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only one case report has been published, which
serves as a reference on this condition.[3] In our case,
the parasite twin had almost normal upper and lower
limbs and a phallus without scrotum joined to the left
hemithorax of the autosite. The majority of the pa-
tients have other associated anomalies.[1,4,5]. In our
case, the autosite showed omphalocele and interven-
tricular communication. Ultrasound, CT scan, or MRI
are used to identify the internal anatomy of the twins
especially identifying their blood supply and shared
organs.[2,4] In our case, CT scan showed shared
blood supply to the parasite twin that was originating
from the superior mesenteric and left internal mam-
mary arteries of the autosite.

Due to the high anatomical variations in the cases of
HT, there is no consensus on the best surgical ap-
proach.[4] Therefore, it is advised to perform a thor-
ough physical exam and investigations including ad-
vanced imaging to plan the best surgical approach
that carries the highest survival and life expectancy of
the autosite, whose mortality is as high as 31%.[1]
The separation of the parasite twin and simultaneous
correction of neural tube defects or omphalocele has
been described.[3,6,7] The defect created after the
excision of the parasite can be closed primarily, but
at times it is can be so large that it needs other types
of closure using flaps, tissue expanders, and multiple
surgeries for a better outcome.[4,5] In our case defect
was large and it was closed by random rotational
flaps with a good outcome.
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