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SACROCOCCYGEAL TERATOMA: REPORT OF A CASE I A INFA T
A. G. WESLEY, M.B., CH.B. (CAPE TOWN), M.R.C.P. (EOIN.), D.C.H. (R.C.P. & S. E 'G.), Addil1grol1 Children's

Hospital, Durban

Sacrococcygeal teratomas, although rare, are the com­
monest teratomas seen in paediatric practice: They are
usually evident at birth or shortly afterwards, and are
rarely seen in adults.

Calbert, as quoted by Hundling,' has given an indication
of the rarity of these teratomas. He found an incidence of
1 sacral tumour in 34,582 births, and only a small propor­
tion of these were teratomas. Two large series have been
reported in recent years: Gross et al.' described 40 cases,
and Gwinn et aI.' reported 18 children with this tumour
seen at the Mayo Clinic between the years 1907 and 1953.
No case of sacrococcygeal teratoma in infancy has been
reported in this Journal over the last 20 years.

CASE REPORT

S.F., a Coloured female infant, was delivered, breech presen­
tation, on I October 1962. She is the third child of a healthy
33-year-old mother, who had an uneventful pregnancy, except

Fig. 1. Before removal of sacrococcygeal teratoma.

for some degree of hydramnios. The infant's birth weight was
8 lb. 8 oz. A turnour, somewhat larger than her head, was
present over the sacrum (Fig. I). No other abnormality was
found on examination.

A diagnosis of sacrococcygeal teratoma was made on the
following points: (I) It was situated in the region of the
sacrum and buttocks. (2) On palpation it was felt to contain
both solid and cystic areas and was covered by skin. (3) The
tumour displaced the anus forwards and laterally (Fig. I).
(4) X-ray did not reveal any abnormality of the sacrurn or
coccyx and, as commonly found in sacrococcygeal teratomas,
there was no calcification of the tumour.

The child was operated on at the age of 19 days. Skin flaps
were made and a line of cleavage found, which was followed
round until the turnour attachment to the coccyx was located.
The coccyx and tumour were excised and the skin flaps trim­
med and sutured. The turnour, which weighed 3 lb. 3t oz.,
included two major loculi containing 31 oz. of clear yellow
fluid. The solid portion was about the size of a small orange.

Histological report. A benign teratoma containing ependyma,
choroid plexus, brain, cartilage, fatty tissue, skin and appen­
dages. The cystic spaces were lined by a respiratory type of
epithelium.

The infant progressed well after the operation. She was
discharged when 40 days old, then weighing 8 lb. 8 oz. (Fig. 2).

,
•Fig. 2. After removal o[ sacrococcygeal teratoma.

COMMENT

Sacrococcygeal tumours are seen most commonly in
females, and their usual direction of growth is anteriorly
to displace and surround the rectum and vagina.

Teratomas are true tumour' and contain tissue that
are derivatives of mesoderm endoderm and ectoderm. The
most popular theory of origin is that teratomas develop
from primordial cells that are totipotent and have escaped
the influence of the primary organizers."'" One area where
these cells are concentrated is that of the primitive knot,
and this is the area where sacrococcygeal teratomas de­
velop.

In the differential diagnosis meningocele is perhaps the
first consideration, but if the mass on palpation contains
solid material this diagnosis can be eliminated. Al 0, tera­
tomas do not become tense when the infant cries.

Chordomas usually destroy the regional bone, and
ependymomas erode the acrum by pre sur~ necro i .
Pilonidal cysts and sinuses mu t be con idered, and al 0

haemangiomas.
Complications that have been noted are difficulty in

delivery of the infant, obstruction to the urethra or rec­
tum due to pelvic extension of the tumour, and ulceration
of the skin covering the tumour; hypersecretion of an
endocrine componentG has al 0 been reported. The most
important complication is malignant change, almost al­
ways confined to one element, and papillary adenocarci­
noma is the commonest malignant development.; The
malignancy is locally inva ive and it also metastasize by
Iymphatics and blood vessels to lymph nodes, lung and
skeleton. Gros et al.' found an incidence of 25% of his
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40 cases with histological malignant change. Ravitch and
Smith" reviewed 48 cases of which 17% were malignant,
and Gwinn et al.' found malignancy in 22%.

All cases not showing metastases should be submitted
therefore for early excision of the tumour. Gross et aL.'
have developed a technique for the removal of sacrococcy­
geal teratomas and they stress the importance of total re­
section of the coccyx. There was a 37% incidence of local
recurrence when this was not done, and there were no re­
currences at all when the coccyx was removed. In some of
their cases that proved to be long-term cures (up to 28
years) the tumour contained highly malignant tissue.

Arnheim9 reports a 68% cure rate, and Gross et aL. had
a total survival rate of 75%. The outlook for newborn
infants is generally accepted as being much better than
for older children.

SUMMARY

A case of sacrococcygeal tumour in a newborn infant is

described. The incidence, diagnosis, complications and
prognosis of these tumours are discussed. All cases should
undergo surgery as early as possible in view of the danger
of malignancy.

I should like to thank Dr. J. A. Tanchel for permission to
publish, Prof. H. L. Wallace and Dr. A. Nestadt for their
advice and encouragement, Dr. J. Suskin for the histological
report, Miss M. Thomson for the photographs, and Mr. H.
C. Warner, surgeon in charge of the case.
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'Kindly supplied by the Bureau of Census and Statistics, Pretoria.

TABLE 1. POPULATION FIGURES OF CAPE TO\VN, BELLVILLE,
SIMONSTOWN AND WYNBERG*

analyses have shown that, whereas ischaemic heart disease
is very uncommon in the Bantu, it is frequently encoun­
tered in the White, with the Cape Coloured falling be­
tween the two extremes."· In this communication the in­
cidence of the disease in the 10 years 1952 - 61 is re­
corded.

The PopuLation at Risk in Cape Town
Any conclusions arising out of a study of this kind

naturally depend on the nature of the population at risk.
Ischaemic heart disease characteristically has a higher in-

cidence in the elderly and in the male sex.' If one group
consisted of a large number of middle-aged and elderly
males, with a high incidence of diabetes mellitus, and the
other of young females, a great difference in incidence of
the disease would be found. It is therefore necessary to
study the population and age distribution in the racial
groups attending Groote Schuur Hospital (Tables I and
II). In a previous study it was shown that approximately
90% of the hospital patients with cardiac infarction lived
in the magisterial areas of Cape Town, Bellville, Simons­
town and Wynberg.s

Taking into consideration that the usual incidence of
cardiac ischaemia is over the age of 30, with a peak in­
cidence between 50 and 69, there is a large White and
Coloured population at risk. However, in the population

Asiatics
8,343
8,975

Bantu
59,937
75,100

Cape
CoLoured
297,018
417,881

Whites
266,715
305,155

1951 ..
1960 ..

A precise estimate of the incidence of ischaemic heart
disease, by which is meant obstructive coronary atheroma
and coronary thrombosis, is extremely difficult to obtain.
National vital statistics depend upon accurate death cer­
tification and take no account of the incidence of the
disease in the living. Clinical estimates suffer in that errors
in diagnosis are not uncommon, since the manifestations
of the disease are varied, including as it does such widely
differing syndromes as angina pectoris, coronary throm­
bosis, congestive failure, heart block, arrhythmias, and
sudden death. Moreover, it is now appreciated that not
only is silent coronary atheroma almost universally pre­
sent after middle age in Western races, but silent cardiac
infarction is common.'

There is general agreement that a full electrocardio­
graphic (ECG) investigation is most helpful in establishing
the diagnosis of ischaemic heart disease. This applies par­
ticularly to recent cardiac infarction. It is less helpful in
healed infarction and in angina pectoris. Certain changes
are quite characteristic of the condition, but often the
tracing is abnormal because of underlying ventricular
hypertrophy or disturbances of conduction, which mask
the diagnostic changes produced by ischaemia. Further­
more, unless rigid criteria are imposed, observer error may
be' great.'

To utilize the ECG as a measure of the incidence of
ischaemic heart disease in different racial groups, certain
standards must be fulfilled.' Firstly, the ECG investiga­
tion must be equally available to each group. Secondly,
the physician and/or the patient must direct attention to
the heart in the same way. Thirdly, the interpretation of
the ECGs must be identical. That these criteria are ful­
filled will become clear in the following report. Previous


