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ABSTRACT 

Cervical teratoma is extremely rare tumour with poor prognosis if not immediately managed 

and resected. Management includes EXIT (Exrauterine Intrapartum Therapy) and ECMO 

(Extracorporeal membrane oxygenation system). We present a case of a fetus with cervical 

teratoma; delivered  preterm with neonatal death. 
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INTRODUCTION 

Cervical teratoma is an  extremely rare congenital tumour (only 165 perinatal cases have 

been reported so far ) having  poor prognosis  with 100% mortality if not immediately 

managed and resected.
(1) 

It arises from the embryonic thyroid anlage, although clear 

association with the  gland at autopsy is often lacking.
(2) 

Differential diagnosis include 

lymphangiomas, haemangiomas, branchial cyst, cervical neuroblasoma, soft tissue sarcoma, 

epignathus, cystic hygroma and cervical congenital thyroid goiter.
(3)

 Complications comprise 

of polyhydramnios, compression of trachea, mandible, cervical vessels and hypoglossal 

nerve. A stillbirth frequency of 17% and an airway compression frequency of 35% has been 

reported.
(1)

 

 

CASE  

G2P1L1, 29 years, previous Caesarean Section, admitted at IMCH, Govt Medical College  

Calicut with PPROM  at 30 weeks on 1/8/2010. USG (27weeks) Single Live Intrauterine 

Pregnancy, moderate polyhydramnios; Anterior fetal neck showing  a solid & cystic mass 

6.1x6.4cm, suspicious of teratoma. Fetal MRI confirmed the diagnosis as craniofacial 

teratoma with extension inferiorly to superior mediastinum and superiorly to fasciomaxillary 

soft tissues and tracheal compression by the lesion. 

At 31 weeks patient went into spontaneous labour and   a preterm male baby was delivered 

vaginally; weighing 1400gms. The APGAR score was 1’1. There was respiratory distress. 

Nasopharyngeal intubation over a guide was tried but failed and baby died 10 minutes after 

birth. Autopsy revealed a massive anterior and lateral well circumscribed neck mass with 

largest diameter 8 cm occluding the trachea. 

Histo-pathology was suggestive of Immature Teratoma.  
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DISCUSSION 

Teratoma is a tumour composed of all the three germ layers and it occurs due to abnormal 

development of pluripotent cells, germ cells and embryonal cells. Teratomas of embryonal 

origin are congenital; those of germ cell origin may or may not be congenital. The most 

common location of congenital teratoma is sacro coccygeal region; however head and neck 

is the second commonest site.
(1)

 Teratomas derived from embryonal cells usually occur in 

midline. WHO classifies teratoma as immature if there are areas of tissue immaturity in the 

stroma, epithelium, or neural component.
(4)

 The prognosis depends on the size of the tumor 

and the tracheal compression. Malignant degeneration and recurrence are exceptional. 

Management consists of (a) The Extrauterine Intrapartum therapy (EXIT) which is frequently 

performed to obtain a stable airway in the infant while the placental circulation is 

preserved
(5) 

to avoid hypoxia and brain injury. Intubation, tracheostomy or tumor resection 

may be planned. Under inhalational anesthesia the infant is partially exposed while 

maintaining intrauterine volume with fluid infusion. (b)Extracorporeal membrane 

oxygenation system (ECMO)
(6) 

consists of cannulation of the umbilical arteries and vein and
 

pharmacological support of fetal circulation to create time to
 
explore the fetal larynx and 

trachea without asphyxiating the
 
newborn

 

 

CONCLUSION 

Cervical teratomas can be diagnosed accurately by USG /MRI. Planned obstetrical and 

surgical strategy needed to improve survival. EXIT / ECMO if feasible may be considered. 
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