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=Abstract=

A Case of Sacrecoccygeal Teratoma

Dong Been Park, M.D., and Sun Ho Chee, M.D., D.M.Sc.

Department of Neurological Surgery, Ewha Womans University College of Medicine

Teratoma are probably the result of a segregated blastomere which, being totipotent,

results in a jumble of tissues.

It has also been suggested that they may be displacements of the coccygeal body.

However, regardless of their origin they are usually present at birth or shortly there-

after and are excised via perineal route.

The following case of a sacrococcygéél teratoma is reported because of the histoge-

nesis involved and the excellent result following surgical removal,
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Fig. 1.

Fig. 2-A,B.

Fig. 3-A,B.

Fig. 4-A,B.

[ Explanation of Figures []

Gross configulation of the tumor with a moderately large externally
visible portion. Medium-sized mass (entirely solid), with broad ét’tach—
ment and with considerable extension up in front of the coccyx and
sacrum,

Pelvis A-P, Lateral films show chesnut sized with irregular fine granular
calcified shadow and several sand-like calcified densjty in the right
lower pubic bone area with soft tissue lobulated shadow and narrowed
protruded enlarged right buttock area. There is ‘evidence of asymine-
trical peivic cavity and slight.poroti¢ changes of the proximal part of
the both. femur and pubic bonme.. Bilateral separation of pubic arch is
considered.

Femoral angiography, The entire branches of internal and external iliac
artery are well opacified bilaterally. No tumor staining or neovascul-
arization was found, The median sacral artery is considerably hypert-
rophied and particularly the blood supply on the presacral tumor.
Another supply is also suspected from the peripheral branches of
hypogastric arteries on both sides. Deep femoral artery is also slightly
hypertrophied taking another blood supply.

The urinary bladder is markedly displaced anterior and upward direct-

ion and located within the abdomen.

Barium enema, The rectum and distal sigmoid are elongated and diff-
usely compressed due to retrorectal mass. The rectum is displaced to
anteriorly and left-ward and distance between rectum and sacrum is
about 10cm. Lobulated round indentation in recto-sigmoid junction area
is suggested direct attachment of rectum to the mass, but invasion of

the wall is uncertain.

Fig. 5-4, B, C, D: The tumor are round, with a fairly large nucleus, a distinct

chromatin pattern and scanty eosinophilic cytoplasm. The occasional
finding of cartilage in the wall provides a connecting link. It was of
ectodermal and mesodermal character, coniaining groups of blood
spaces and bundles of spindle-celled growth, supported by an abundunt
stroma of reticulum. Much of the lining may be of single squamous
epithelium supported by collagen. Multiple sections of tumor show
mostly mature tissue element such as cartilage, skeletal rhuscle,

fibrofatty tissue, and nerve tissue. There is no immature tissue.
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Fig. 2-A




Fig. 5.
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Fig. 6-C



