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INTRODUCTION  

Fetal anterior neck teratomas are tumors which arise from the 

three blastomeric layers - ectoderm, endoderm and mesoderm. It 

occurs when the totipotent germ cells are out of control of primary 

organizers [1,2]. Th e histologic features may include cystic and solid 

areas with organoid patterns and it may include mature or immature 

cells [1]. Even though the most common area of occurrence is at 

sacrococcgeal area it can also occur in other body parts [1,3]. In this 

case report we presented one of the rare place of teratoma - anterior 

fetal neck teratoma. 

CASE REPORT 

A 25-years-old PIAI patient had a smooth course of pregnancy 

until 21 weeks of gestation when an anterior neck mass with 

cystic solid complex found on the fetus during routine ultrasound 

screening. Th e mass measured 7x4 cm. Amniocentesis was done and 

the result was normal. Karyotype was 46 XY and trisomy 18, 21 and 

13 were negative. At 27th weeks gestational age, the patient presented 

with preterm labor. Th e ultrasound showed polyhydramnios. Th e 

size of the mass reached 10x5 cm and the EFW was 1.0 kg (fi gure 

1). Th e patient has no family history of similar condition. She was 

put on tocolytics but the labor couldn’t stop. Th erefore, the family 

was counselled and they opt for vaginal delivery and refused cesarean 

delivery.

Th e outcome was 1.3 kg female neonate still birth with breech 

delivery. Th e placenta weighs 800gm. Fetus had anterior neck mass 

measuring 15x8x9 cm and extending to the right side (fi gure 2). Th e 

mass is partially cystic and partially friable solid pinkish white tumor 

with focal hemorrhage and anterior neck ulceration 9x9 cm. Th e 

APGAR score was 0. 

Th e pathology result showed section mixture of immature 

primitive neuroepithelial elements, choroids plexus, cartilage, bone, 

respiratory epithelium, skin, appendages, fi brous connective and 

endodermal mucinous elements (fi gure 3). Th e conclusion of the 

pathology report was immature teratoma partially cystic, probably 

thyroid origin compressing airway with ulceration. 

DISCUSSION

Fetal neck mass is a rare fi nding, contributes to 3-5% of all 

teratomas in children. Th ere is no known factor that aff ects its 

prevalence and no association was found between fetal neck mass and 

Sex, race and maternal age [3]. In the majority of the cases, the mass 

is partly solid and partly cystic [5]. Our case also has similar fi nding. 

Fetal Neck teratoma is formed at early gestational age and 

increase in size with the corresponding fetal growth. Th e growth of 

the mass causes compression of the esophagus and results decreased 

swallowing. Th is leads to polyhydramnios [3]. In addition, associated 

compression of the trachea also leads to tracheomalacia that may 

increase the post-operative morbidity [3]. Similarly, the size of the 

tumor in our case has grown in 6 weeks - from 7x4 at 21 weeks to 10x5 

at 27 weeks. Th ere was an associated polyhydraminos at 27th week 

GA which possibly led her to develop preterm labor.
Figure 1: Ultrasound of the fetus at 27 weeks GA showing cervical mass of 
10 cm x 5 cm size.

Figure 2: Picture of a dead fetus delivered at 27 weeks GA with neck 
teratoma extending to the right measuring 15X8x9 cm.

Figure 3: Picture of the placenta of fetus with neck teratoma weighing 800 
gm.

Figure 4: Pathology of the mass A. Glands lined by hyperchromatic cells in 
immature stroma; B. Immature oval to spindle cells in sheets; C. Areas of 
calcifi cation and ossifi cation.
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Fetal anterior neck teratomas are usually associated with congenital 

malformations such as imperforate anus, chondrodystrophia 

fetalis, hypoplastic left  ventricle with pulmonary hypoplasia, cystic 

fi brosis, absence of corpus callosum, and rarely arachanoid cyst [3]. 

Unlike many reported Fetal Anterior Neck Mass (FANM) cases, no 

malformation was found on our case. 

Prenatal diagnosis of the fetal neck teratoma can be made 

by ultrasound examination [4]. MRI is also helpful to get a more 

comprehensive fi eld of view [2]. Early diagnosis of FANM is very 

important because it helps to consult pediatric surgeons earlier and 

plan the place of delivery, the resuscitative measures that will be taken 

aft er delivery [4]. Radiological diff erential diagnoses of teratoma are 

lymphangioma, venous malformations with phleboliths, dermoid, 

neurenteric cysts, thornwalds cyst, and basal meningocele. [1] 

Th e treatment of choice is surgical resection of the mass [4,5]. 

Ex-Utero Intrapartum Th erapy (EXIT) procedure is used to secure 

the fetal airway before the complete delivery of the fetus [2]. In this 

procedure only the head and neck of the fetus will be delivered through 

C-section without halting the uteroplacental circulation, giving time 

for intubation or performing tracheostomy. Aft er securing the airway 

either by intubation or tracheostomy, the fetus will be delivered 

completely and will be ready for resection of the mass [2].

Successful EXIT procedure needs meticulous planning of each 

and every steps which involves multiple disciplines such as medical 

ethicists, radiologists, obstetric anesthesiologists and obstetricians, 

pediatric surgeons and neonatologists [2]. But not all anterior neck 

teratoma cases don’t need EXIT procedure. Using perinatal fetoscopy 

helps us to identify accessible airways as a result minimize the number 

of cases that need EXIT procedure [6].

Th e prognosis of this condition depends on the time taken 

to stabilize and resect the tumor, degree of maturity of tissues and 

completeness of resection [3,4]. Th e long term survival and prognosis 

can be infl uenced by malignant transformation and metastasis of the 

tumor.

CONCLUSION AND RECOMMENDATIONS

Fetal anterior neck teratoma is a rare congenital malformation 

which can be prenatally diagnosed by ultrasound or MRI. Th e 

tumor can obstruct the airway leading to breathing impairment aft er 

delivery. It is also commonly associated with polyhydramnios. Th e 

management is resection of the tumor aft er securing the airway by 

performing EXIT procedure. Because there are only very few studies 

available, the authors recommend more studies to be done on the 

importance of perinatal fetoscopy in determining the necessity of 

EXIT procedure in fetal neck teratoma cases. 
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