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Introduction: Sacrococcygeal teratoma (SCT) occurs commonly in neonates and infants and poses 
significant obstetric and fetal challenges, especially in resource-strained settings. SCT affects 1 in 
every 35,000–40,000 live births. Prompt diagnosis and effective management of SCT improve 
obstetric and neonatal outcomes. Case presentation: A 25-year-old gravida 2 para 1+0 at 27 weeks 
gestation was admitted to the hospital with complaints of intermittent lower abdominal pain and 
reduced fetal movements. Physical examination revealed bilateral pitting oedema up to the knees and 
a fundal height of 38 weeks, suggesting a large-for-gestational-age (LGA) fetus. Obstetric 
ultrasonography showed a single live fetus in cephalic presentation with a sacrococcygeal mass 
measuring 11.44 × 9.87 × 12.70 cm and mild polyhydramnios. Biochemical investigations were 
normal. After stabilisation and counselling, the patient was referred to a tertiary facility for advanced 
obstetric, oncology and surgical management. Clinical discussion: SCT arises from totipotent germ 
cells and is classified by histology and anatomy. Antenatal ultrasound is the primary diagnostic tool, 
although CT/MRI is superior in defining tumor extent. Complications such as fetal hydrops and 
obstructive effects are common. Complete surgical excision remains the definitive treatment, with the 
prognosis depending on tumor size, malignancy, and recurrence risk. Resource limitations impede 
timely interventions in such settings. Conclusion: This case demonstrates the critical role of antenatal 
diagnosis and prompt referral in managing SCT. Multidisciplinary coordination and early intervention 
can improve outcomes, even in resource-constrained environments. 
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INTRODUCTION 
 
SCT is the most common tumor in the neonatal period (1,2). It 
is located at the base of the coccyx and comprises numerous 
tissue types. It is postulated that it originates from embryonic 
germ cell layers (3). Despite being a common neoplasm 
among neonates and infants, SCT has been reported in adults 
(2). Most SCTs are cystic and benign, and only 1-2% are 
malignant (4). Due to the prominent vascularity of some solid 
SCTs, complications often arise in the perinatal period (3). 
The morbidity and mortality associated with SCT are 
attributed to dystocia from tumor masses, preterm delivery, 
and suboptimal fetal development (5). These complications 
often worsen obstetric outcomes. SCT presents significant 
diagnostic and management challenges in resource-limited 
settings where advanced imaging and surgical expertise may 
be scarce (4). Early antenatal diagnosis and timely referral to 
higher-level care are critical in such environments to mitigate 
complications and optimise maternal and neonatal outcomes.  

 
 
This case calls attention to a rare case of SCT, prompting an 
exploration into antenatal diagnosis, gaps in care in resource-
limited facilities, and the need for timely referral. 
 
Case Presentation 
 
A 25-year-old gravida 2 para 1+0 at 27 weeks gestation 
presented with intermittent lower abdominal pain and reduced 
fetal movements. The pain was sudden in onset, non-radiating, 
and not worsening in intensity or frequency, occasionally 
subsiding and reappearing. She denied taking over-the-counter 
medications, experiencing fever, liquor drainage, or changes in 
bowel or urinary habits. She had attended 4 regular ANC visits 
at another peripheral facility. On examination, she had 
bilateral pitting edema up to the knees, non-tender. 
Abdominopelvic examination showed a fundal height of 38 
weeks, suggesting a large-for-gestational-age (LGA) fetus.  An 
obstetric ultrasound revealed a single live fetus in cephalic 
presentation with a well-defined isoechoic mass in the 
sacrococcygeal region measuring 11.44 × 9.87 × 12.70 cm 
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(Figure 1). The estimated fetal weight was 1538 g, 
corresponding to 29 weeks gestation. Doppler assessment of 
the lesion showed low color flow, with no features of vascular 
compromise or fetal hydrops. Additional findings included 
mild polyhydramnios, with the deepest liquor pool of 8.3 cm. 
The biophysical profile (BPP) score was 8/8. Fetal parameters 
(cardiac activity, femur length, and head circumference were 
within normal limits and matched the gestational age. 
Moreover, all biochemical investigations (CBC, RFTs, UECs, 
blood glucose levels, urinalysis, PT/INR, and ECG) were 
normal. After further consultations, the patient was counselled 
on the possible complications associated with SCT and 
prognosis and referred to Kenyatta National Hospital (KNH) 
for advanced management and surgical care. 
 

 
 

Figure 1.  The ultrasound 2D image at 27 weeks of gestation 
showing a well-defined isoechoic mass in the sacrococcygeal 

region 
 

DISCUSSION 
 
Teratomas are the most common germ cell tumors, comprising 
tissues derived from the three germ cell layers (endoderm, 
mesoderm, and ectoderm) (2). The sacrococcygeal, 
mediastinal, and gonadal regions are the common sites for 
teratomas (2,3). Histopathologically, teratomas are classified 
as immature and mature (2,6). Mature teratomas make up 75-
80%. Specifically, SCTs can be classified depending on their 
anatomic locations (3). According to the Altman classification 
system, type I tumors are predominantly external (45%), type 
II are external with a significant intrapelvic segment (35%), 
type III are mainly intrapelvic (10%), and type IV are 
exclusively internal tumors (10%) (3). Type I tumors have the 
lowest risk of malignancy (2). Despite antenatal sonography 
being the most used modality in making diagnoses, CT and 
MRI remain superior in determining SCT's origin, extent, and 
relationship to the pelvic and abdominal organs (7).  
 
SCTs are believed to arise from the remnant of the primitive 
streak in the coccyx during the early third week of gestation 
from the totipotent cells of Hensen’s code (3). 62% of SCTs 
comprise both cystic and solid elements (3). The cystic 
teratomas are often filled with serous fluids, mucoid, or 
sebacous constituents and are lined with true epithelium (8). 
SCTs usually present during the gestation period of between 
the 22nd and 34th week of gestation (9). When diagnosed by 
an antenatal ultrasound, SCT is linked with perinatal 
complications (10). Clinical manifestations of SCT depend on 
the extent and location of the neoplasm (11). Most patients 
present with low back pain, urinary and bowel symptoms, and 

lower limb swelling, which are all attributed to the neoplasm's 
mass effect (3, 11). The patient presented with bilateral, non-
tender lower limb pitting edema in this case. Tumor markers 
such as AFP, CEA, and HCG are markedly elevated in 
malignant neoplasms (12). Nevertheless, markers of 
biochemical origin are not observed in benign types (3). 
Biochemical investigations were normal in this particular case 
presentation. Fetal hydrops is one of the significant 
complications of SCT (13). When hydrops occur, the mortality 
rate increases two-fold (3,14). Hydrops is caused by high-
output cardiac failure and anemia secondary to intramural 
hemorrhage (14,15). In scenarios where fetal hydrops are 
observed, prenatal monitoring is invaluable. Significantly 
large SCT exerts pressure on adjacent structures, culminating 
in obstructive hydronephrosis, hip dislocation, and anorectal 
displacement (3).  
 
The other anomalies witnessed with SCT are cleft lip and 
palate, hydrocephalus, spina bifida, and transposition of great 
vessels (3,16). Complete surgical resection is the standard 
treatment for SCT (17,18). More importantly, it should be 
performed promptly to avoid tumor rupture, hemorrhage, 
recurrence, or malignant transformation (18).In this case, the 
patient was referred to KNH at 29 weeks of gestation after 
being stabilised. Altman type I and II are operated via the 
posterior approach, whereas large type III often requires 
transabdominal (anterior) and posterior approaches (19). 
Laparoscopic management is considered for type IV SCT (18).  
Coccygectomy prevents tumor tissue spillage during surgery 
(19). The prognosis of SCT is favorable (3,4,17,18,19). 
However, the condition may recur (10-15%), so careful 
monitoring with DRE and serum AFP after every 3 months is 
recommended (18).  Poor prognostic factors are older age at 
diagnosis (>2 years), solid components within the neoplasm, 
and malignant histology (18,20). Fetal treatment of SCT, open 
or interventional, has not demonstrated better outcomes. 
However, these approaches are often considered in 
pregnancies with complications such as fetal hydrops, high-
output cardiac failure, and preterm deliveries.  
 

CONCLUSION 
 
Antenatal diagnosis of SCT in resource-limited settings is 
critical for timely management and referral. Multidisciplinary 
collaboration and maternal counseling are pivotal in 
addressing associated complications and improving prognosis. 
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