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A tumor formed from different tissues derived from the 3 germ
cell layers away from anatomic place in which it develops. With
advancement in ultrasound, more sacrococcygeal teratomas (SCT)
are now diagnosed prenatally.1
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It usually develops near coccyx, where the greatest amount of
primitive cells is present for a long time.
Prevalence: Most common tumor of the newborn, with a prevalence
of 0.25-0.28:10,000 live births.
Etiology: Arises from pleuripotent cells of Hensen”s node that is
present anterior to coccyx.
Pathogenesis: pleuripotent cell line escapes from control of
embryonic inducers and organizers and differentiates into tissues
that is not usually present in the sacrococcygeal area. The teratomas
develop and mature during intrauterine life, and get a growth that
mnatches fetal growth.2
Associated anomalies: There is no specific abnormality that is
more commonly present in sacrococcygeal teratomas than others.
Documented anomalies involve gastrointestinal tract, musculoskeletal,
CNS, renal and cardiac abnormalities.3,4
Differential diagnosis: Meningomyelocele, intracanalicular
epidermoid tumors, lipomas dermal sinus stalks, hydromyelia,
extrarenal Wilms” tumors, retrorectal hamartomas, neuroblasto
as,
and pacinomas.5
Prognosis: Most sacrococcygeal tumors are benign, morbidity and
mortality are documented in some cases due to prematurity of the
infant, traumatic delivery, dystocia and, bleeding in the tumor, or high
output heart failure secondary to a steal phenomenon. Prognosis good
after a successful excision of benign sacrococcygeal teratomas.2
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Risk of Recurrence: sporadically, although a familial predisposition
of presacral teratomas is reported.2

and hydrops and one of them died postnatal while the other 2 fetuses
improved postnatally after surgical excision of the mass.

Management: Management depends on fetal lung maturation and
presence of placental enlargement and/or fetal hydrops. When
maturity of fetal lung without placental enlargement and/or hydrops
fetalis, planned cesarean section is indicated. Placentomegaly and/
or hydrops develops it denotes a preterminal event and vecessitates
emergency cesarean section or possible fetal surgical intervention.4

The remaining 20 cases who did not develop hydrops, the had
completely normal outcome postnatally after surgical intervention
with excision of the teratomas.

Our team in National research centre fetal unit, Cairo fetal medicine
unit diagnosed 23 cases of sacrococcygeal teratoma in the period from
January 2015 till January 2017, and a review of these cases regarding
their prenatal diagnosis, management was made by the team.
All ladies were delivered by classical cesarean section at 38 weeks
of gestation and a multidisciplinary team was always consulted with
pediatric consultant, pediatric surgeons with immediate postnatal
surgical excision of the mass.
Among these 23 cases, 3 of them only developed fetal ascites
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The ultrasound criteria for diagnosis can revealed a large
mass which is related to the fetal sacrum with high vascularity as
demonstrated in (Figure 1).
Moreover 3D rendering image can show the large mass which is
related to the lower back of the fetus as shown in (Figure 2).

Prenatal diagnosis
A mass related to the fetal rump is mostly a teratoma after ruling
out a meningomyelocele.6 A sacrococcygeal teratoma could be
differentiated from meningomyelocele by presence of internal soft
tissue while meningocele is cystic in content.7 alpha-Fetoprotein may
be normal or increased in sacrococcygeal teratomas and ultrasound
differentiate sacrococcygeal teratoma from meningocele.8
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Figure 1 2 D image demonstrates a mass related to the fetal sacrum and coccyx.

Figure 2 3D render image demonstrates the sacrococcygeal teratoma.

Management
Most fetal teratomas could be managed by planned delivery and
postnatal surgery. Holzgreve et al.5 have described an algorithm to
approach the management of SCT based on maturity of lung and the
presence or absence of placental enlargement and hydrops.5 When
placental enlargement or hydrops did not occur, the fetus has to be
monitored by ultrasonography until fetal lung maturity is reached.
The patient should then undergo elective early delivery by cesarean
section to prevent trauma to the SCT or shoulder dystocia.5
The occurrence of placentomegaly and/or hydrops fetalis is

thought to be an adverse effect that denotes imminent fetal loss.
When it is present with evidence of lung maturation necessitates an
emergency delivery. While if these adverse effect occurred before
lung maturation are hard to manage with consideration of intrauterine
blood transfusion.5
Prognosis of SCT becomes better nowadays due to antenatal
diagnosis, planned delivery, and proper surgical excision.9
Sacrococcygeal tumor is the most common tumor diagnosed in fetus.
SCT has been classified as four types based on weather tumor are
external and/or internal. The spinal cord involvement of SCT is rare
and management involves resection and close follow up.10
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Differential diagnosis that could be distinguished by MRI,
ultrasound and histopathology includes neuroblastoma, extraspinal
ependymoma, ependymoblastoma, rhabdomyosarcoma and terminal
myelocystocele.11,12
Treatments of sacrococcygeal teratoma that have spinal extension
consist of excision of the tumor then follow up.13,14
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Conclusion
Sacrococcygeal teratoma is a tumor with a fair prognosis when it
is early and properly diagnosed prenatally and good intrapartum and
postpartum management is planned and proper resection is made.
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