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ABSTRACT

Sacrococcygeal teratoma (SCT) is the commonest fetal tumour but a rare cause of obstructed
labour. If undiagnosed during antenatal period, high index of suspicion is required during labour to
make a diagnosis. In this case report, we present a case of sacrococcygeal teratoma (SCT) which
was diagnosed at the time of delivery. The fetus, with a massive ruptured sacrococcygeal mass,
was delivered by traction and suprapubic pressure. Histology report revealed malignant
sacrococcygeal teratoma. The diagnosis of sacrococcygeal teratoma (SCT) should form part of the
differential diagnoses when there is obstructed labour after the delivery of the fetal shoulders so

that appropriate management can be instituted.
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1. INTRODUCTION

Obstructed labour due to fetal tumours are rare
but when it occurs sacrococcygeal teratoma
(SCT) is considered most common cause with a
reported incidence of 1 in 35,000-40,000 live
births [1,2]. The female to male preponderance
is 4:1 and inheritance is generally sporadic
although familial forms have been reported [3-5].

SCT arises from the Hensen’s node which is
made up of totipotent primitive cells that
differentiate into ectoderm, endoderm and
mesoderm [2,3]. Most patients present during the
neonatal period with a sacral mass but the few
with intrapelvic tumours usually present late
outside the neonatal period [2]. It has a
malignant potential which parallels the age of the
patient at presentation [2].

Antenatal ultrasonography can effectively screen
SCT, thus decreasing the incidence of labour
complications arising from it [6]. However, in
Nigeria where only 58% of women receive some
antenatal care from skilled birth attendants and
65% of the total deliveries take place outside
health facilities [7], a high index of suspicion and
appropriate management are required as these
patients may not benefit from antenatal
screening but are encountered unexpectedly in
emergency situation after unsuccessful attempts
at delivering at home.

2. CASE REPORT

A 20-year old unbooked primigravida at a
gestational age of 29 weeks was referred to our
hospital due to inability to deliver the waist and
lower limbs of the fetus that was trapped after
delivery of the head and trunk. General physical
examination was unremarkable. The abdomen
was enlarged with symphysio-fundal height of
30cm; pelvic examination revealed a fetus
delivered to the waist region with no cord
pulsation.

Abdominal ultrasound examination at the time of
presentation revealed a massive tissue and fluid
collection with no identifiable fetal parts in the
uterus. A matured female fresh stillbirth baby
with a massive ruptured sacrococcygeal mass
(Fig. 1) was subsequently delivered by traction
and suprapubic pressure. A diagnosis of SCT
with fetal death was made.

The post mortem revealed the body of a fresh
stillbirth, matured female fetus with a huge
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sacrococcygeal mass revealing solid and cystic
areas and extensive skin ulceration. There was
atelectasis of both lungs. The brain, heart,
kidneys, gastrointestinal tract, liver, spleen,
bladder, ovaries and uterus are unremarkable.
The histology of the sacrococcygeal mass shows
malignant primitive germ cells tumour which are
features of malignant teratoma (Fig. 2).

Fig. 1. Delivered neonate with ruptured
sacrococcygeal teratoma

Fig. 2. Photomicrograph showing primitive
malignant cells of teratoma (H&E. X132)

3. DISCUSSION

Although very rare, SCT is the commonest solid
neoplasm of newborns [2,8]. To the best of our
knowledge, the case presented was the first
documented SCT in the centre where the patient
was managed. The rarity of this condition is
supported by the report of only 21 cases over a
period of 18 years from North-east Nigeria, the
same region with the study centre [9]. In addition,
only few cases of SCT as a cause of obstructed



labour have been reported as most published
cases were patients managed after delivery,
following presentation in neonatology or
paediatric surgery unit [6,10-15].

The parturient had unsupervised pregnancy and
only presented in labour at a community hospital
from where she was referred due to inability to
deliver the fetal waist and lower limb after the
delivery of the head and trunk. If the patient had
availed herself of antenatal care, diagnosis of
SCT might have been made with ultrasound scan
and early management instituted [3]. Similarly
if the baby was delivered alive, surgical
intervention would have been instituted [16].
However in our environment where 58% of
women receive antenatal care from skilled birth
attendants and only 35% of them have
supervised delivery [7], this late presentation is
bound to be a common finding. In recent years,
the practice of routine obstetrical ultrasound scan
has led to a significant increase in the number of
SCT diagnosed in utero and reduction in
obstructed labour caused by SCT [3,11]. Fetal
MRI has been reported to be superior to
sonography in assessing the intrapelvic and
intraspinal extent of tumours and compression of
pelvic organs by the tumour [3]. Antenatal
intervention is warranted in only specific
circumstances and most fetuses do not need
antenatal intervention. Intervention is needed
whenever there is a high risk of developing
hydrops. The aim of antenatal intervention is to
halt or reverse the in utero physiologic changes
that occur [3]. SCT can be resected in utero [3].
The first successful open fetal surgery to debulk
the tumour was performed by Adzick et al.in
1997 [17]. Since then, a number of fetal
surgeries have been done.

Tanaree in 1982 and Mistri et al. in 2012 in
separate reports have documented their
experiences in obstructed labour caused by SCT,
and the delivery of the fetus [6,10]. Our patient
was delivered vaginally by slight downward
traction combined with application of suprapubic
pressure. Accomplishing delivery this way was
easier than recourse to caesarean section for a
dead fetus who had already been delivered up to
the trunk. This mode of delivery was utilised by
Krishan et al. in 2004 [11]. Vaginal delivery is
possible for uncomplicated tumours smaller than
10 cm even if the fetus is alive but when the
tumour is 10 cm or more, caesarean section
through a vertical incision is recommended [3]. In
some of the reported cases, Caesarean section
was combined with vaginal delivery because the
fetus was alive and there was need to
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decompress the tumour to facilitate subsequent
vaginal delivery [6,10]. Another delivery option is
percutaneous drainage for cystic masses of SCT
followed by vaginal delivery, which can reduce
the risk to both mother and fetus since
caesarean section requires a large uterine
incision that is associated with increased
maternal morbidity and caesarean delivery in
subsequent pregnancies [9].

Differential diagnoses of SCT which must be
excluded particularly if diagnosis is made
antenatally include myelomeningocoele which is
cystic and always associated with spinal
dysraphism, and lymphangiomas, chordomas,
and ependymomas which are usually smaller
and seldom have a large external component
[11].

The index case had preterm labour at 29 weeks
gestational age probably due to increasing size
of the tumour. The gestational age at diagnosis
and delivery of the fetus closely affects the
perinatal outcome [11]. Most fetuses with large
SCT are born prematurely, with resultant
increased morbidity due to lung immaturity and
other complications associated with prematurity
[11].

The finding of malignant teratoma is not
surprising considering the poor perinatal
outcome. Malignant SCT is rare and constitute
10% of SCT [3]. Abubakar et al. [9] and Sebire
et al. [14] in separate reports from North-east
Nigeria and London found malignant SCT in
14.3% and 20% of SCT cases studied. This
implies that a good proportion of SCT s
malignant.

Although the patient presented had a fresh
stillborn, in the event of delivery of a live fetus
with  SCT, perinatal management requires
an interdisciplinary team of radiologists,
obstetricians, neonatologists and paediatric
surgeons [11]. Surgical removal of SCT should
be performed without delay to avoid
complications such as haemorrhage and
ulceration and to minimize the risk of malignant
degeneration [11].

4. CONCLUSION

Sacrococcygeal teratoma (SCT) should form part
of the differential diagnoses when there is
obstructed labour after the delivery of the fetal
shoulders so that appropriate management can
be instituted. However, with improvement in
diagnostic and therapeutic procedures and



antenatal care, more cases of sacrococcygeal
teratoma can be managed early.
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