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A case of sacrococcygeal teratoma of a three-year children
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I Abstract

We report a rare case of a 3-year-old boy who presented with
multiple pelvi-iliac masses and a mixed tissular and cystic retrosacro-
coccygean mass. The diagnosis was confirmed by Computed Tomog-
raphy (CT) scan and Magnetic Resonance Imaging (MRI). The patient
underwent surgical resection of the masses and histopathological ex-
amination revealed a diagnosis of Sacrococcygeal Teratoma (SCT). The
patient had an uneventful postoperative course and was discharged

after 10 days. We discuss the clinical features, radiological findings, and
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Introduction

SCTis a germ cell tumor that arises from the presacral region
and can extend into the pelvis, abdomen, or retroperitoneum.
It is the most common congenital neoplasm in neonates and
infants, with an incidence of 1 in 35,000 to 40,000 live births
[1]. SCT has a female predominance of 3:1 to 4:1 [2]. SCT can
be classified into four types according to the Altman classifi-
cation: type | (external), type Il (predominantly external with
minimal presacral component), type Ill (predominantly internal
with significant presacral component), and type IV (completely
internal) [3]. The prognosis of SCT depends on several factors,
such as tumor size, histological type, presence of malignancy,
and completeness of surgical resection [4]. We present a rare
case of a 3-year-old boy with multiple pelvi-iliac masses and a
mixed tissular and cystic retrosacrococcygean mass that was di-
agnosed as SCT.

Case presentation

A 3-year-old boy was referred to our hospital with a his-
tory of progressive abdominal distension and constipation for

management of this uncommon tumor.

6 months. He had no history of fever, weight loss, or urinary
symptoms. His antenatal and perinatal history was unremark-
able. His physical examination revealed a palpable mass in the
lower abdomen extending to the pelvis. His vital signs were
stable and his laboratory tests were normal. He underwent a CT
scan that showed multiple well-defined heterogeneous masses
in both iliac fossae and a large mixed tissular and cystic mass
in the retrosacrococcygean region measuring 4 cm on its long
axis (Figure 1). The masses displaced the bladder anteriorly and
compressed the rectum posteriorly. There was no evidence of
calcification, necrosis, or hemorrhage within the masses. The
CT scan also showed bilateral inguinal lymphadenopathy. The
differential diagnosis included lymphoma, neuroblastoma,
rhabdomyosarcoma, and SCT.

The patient underwent an MRI that confirmed the findings
of the CT scan and showed that the masses had high signal in-
tensity on T2-weighted images and low signal intensity on fat-
suppressed images.

The patient underwent surgical exploration through a mid-
line laparotomy incision. The intraoperative findings revealed
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Figure 1: Axial CT scan showing multiple pelvi-iliac masses (arrows)
and a large mixed tissular and cystic retrosacrococcygean mass
(Star).
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Figure 2: Axial MRI showing multiple pelvi-iliac masses (arrows) on
axial T2-weighted images (A) on fat-suppressed images (B).

multiple encapsulated masses in both iliac fossae that were eas-
ily separated from the surrounding structures. The masses were
excised completely along with the inguinal lymph nodes. The
retrosacrococcygean mass was also excised completely with
a margin of normal tissue. The mass was attached to the coc-
cyx, which was also removed. The total weight of the resected
masses was 1 kg. The postoperative period was uneventful and
the patient was discharged after 10 days.

The histopathological examination of the masses showed
features of SCT with immature and mature elements from all
three germ layers, such as cartilage, bone, neural tissue, respi-
ratory epithelium, and glandular structures. The tumor had a
benign appearance with no evidence of malignancy or Terato-
ma with Malignant Transformation (TMT). The inguinal lymph
nodes were negative for tumor involvement.

The patient was followed up regularly with clinical examina-
tion and imaging studies. He had no evidence of recurrence or
metastasis at 2 years of follow-up.

Discussion

SCT is a rare tumor in children older than 2 years, account-
ing for less than 10% of all cases [5]. The majority of SCTs are
diagnosed prenatally or in the neonatal period. The delayed

presentation of SCT may be due to the slow growth of the tu-
mor, the lack of specific symptoms, or the misdiagnosis as other
abdominal or pelvic masses [6]. The diagnosis of SCT is based
on the clinical presentation, the radiological findings, and the
histopathological confirmation. The imaging modalities that are
useful for the diagnosis and staging of SCT include ultrasound,
CT scan, and MRI. Ultrasound can detect the presence, size, lo-
cation, and composition of the tumor. CT scan can provide more
detailed information about the extent of the tumor, its relation
to adjacent structures, and the presence of calcification or me-
tastasis. MRI can better delineate the soft tissue components of
the tumor and its vascular supply [7].

The treatment of choice for SCT is complete surgical resec-
tion with preservation of normal structures and function. The
surgical approach depends on the size, location, and type of the
tumor. For type | and Il tumors, a posterior sagittal approach
may be sufficient. For type Ill and IV tumors, a combined an-
terior and posterior approach may be required [8]. The coccyx
should be removed along with the tumor to prevent recurrence
[9]. Adjuvant chemotherapy may be indicated for malignant or
recurrent tumors [10].

The prognosis of SCT depends on several factors, such as tu-
mor size, histological type, presence of malignancy, and com-
pleteness of surgical resection. The overall survival rate for be-
nign SCT is 90-95%, while for malignant SCT it is 40-60% [11].
The most common complications of SCT include recurrence,
infection, hemorrhage, urinary or bowel dysfunction, and sacral
deformity [12].

Conclusion

We report a rare case of a 3-year-old boy with multiple pel-
vi-iliac masses and a mixed tissular and cystic retro sacrococ-
cygean mass that was diagnosed as SCT. The patient underwent
successful surgical resection of the masses and had a good out-
come. SCT should be considered in the differential diagnosis of
abdominal or pelvic masses in children.
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