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Prenatal diagnosis and management
of a fetal neck mass
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We report the case of a benign mesenchymal spindle-cell tumor located on fetal neck, diagnosed during prenatal ultrasound and magnetic
resonance investigation. A 30-year-old woman (gravida 2, para 1) was referred to our perinatology unit for evaluation of a fetal neck mass that
had been identified on ultrasonography at 29 weeks gestation. A right lateral neck mass was observed (size: 42 x40 mm) that extended from the
preauricular region to right clavicula. Fetal MRI revealed a solid heterogeneous mass arising from the right lateral neck and there was no inva-
sion around tissue and no extension of the mass into the chest. At 37 weeks after birth, we observed that the mass was subcutaneous and there
was no invasion to the surrounding tissue. The trachea was not compressed and there was no extension of the mass into the chest. Then, the
neck mass was completely resected after birth without any complications. Histopathological examination of tumor was consistent with mes-
enchymal spindle-cell tumor. Immunohistochemical staining with CD34 and actin was positive; however, caldesmone, epithelial membrane
antigen (EMA), and S-100 was negative. Fetal MRI performed during the pregnancy for investigation of fetal neck masses detected on ultrasound
gives compatible results observed in the neonate after birth and maintains adequate findings for follow-up and planning of treatment. (J Turk

Ger Gynecol Assoc 2015; 16: 118-20)
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Introduction

Congenital tumors are extremely uncommon in infants,
particularly in the head and neck region (1). The most com-
mon fetal neck mass is cystic higroma; cervical teratoma is
the most common the fetal neck tumor. Fetal neck masses
are uncommon and may not be apparent during the second
trimester ultrasonography (2). Differential diagnosis of fetal
neck tumors is difficult to be detected by ultrasonography.
Encephalomyelocele, lymphangioma/higroma, teratoma, sar-
coma, haemangioma, neuroblastoma, and goiter should be
included in the differential diagnosis of fetal neck masses
(3). Prenatal diagnosis of fetal neck mass has improved the
survival and morbidity of infants with giant neck masses (4).
Prenatal ultrasonography and MRI may enhance the accuracy
of antenatal diagnosis (location, extension, and intracranial
spread) and help in the selection of patients who require
treatment (5). In this case report, we present a solid heteroge-
neous mass arising from the right lateral neck with radiologi-
cal, histological, and immunohistochemical findings.

Case Presentation
A 30 -year-old woman (gravida 2, para 1) was referred to

our perinatology unit for the evaluation of a fetal neck mass
that had been identified on ultrasonography at 29 weeks

gestation. A right lateral neck mass (size: 42x40 mm) was
observed, extending from the preauricular region to right
clavicle. Generally, the mass had a solid component (Figure
1). We obtained consent for performing a fetal MRI from
the family. The solid heterogeneous mass arising from the
right lateral neck, without signs of invasion to surrounding
tissues and no extension into the chest in three planes MRI
images (Figure 2). At 37 weeks, C-section was performed
due to the early membrane rupture. After parental consent
was obtained for pictures, the macroscopic appearance of
the newborn is shown in Figure 3. The Apgar scores were
8 and 9 at 1 and 5 min, respectively. The infant was a male
who weighed 3150 g at birth. After birth, we obtained consent
from the family for MRI in three planes, confirming the pres-
ence of a solid heterogeneous mass arising from the right
lateral neck (Figure 4). The mass was subcutaneous and
there was no invasion of surrounding tissues. The trachea
was not compressed. There was no extension into the chest.
Then, the neck mass was completely resected after the birth
without complication. Histopathological examination of the
tumor was consistent with mesenchymal spindle-cell tumor.
Immunohistochemical staining with CD34 and actin was
positive; however, caldesmone, epithelial membrane antigen
(EMA), and S-100 were negative. Morphological examination
confirmed the diagnosis of myofibroma or infantile heman-
gioperistoma.
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Figure 2. Fetal MRI image at 30 weeks and five days

Discussion

Congenital cervical tumors can be subdivided into anterior and
posterior masses (2). In the anterior neck area, other masses
can be caused by soft-tissue lesions, such as hamartomas,
sarcomas, or goiter, and they may cause hyperextension of
the neck (3). Large masses can have major fetal and perinatal
effects due to the compression and distortion of surrounding
cervical structures. Compression from a large lesion on the fetal
esophagus and trachea can cause impaired fetal swallowing,
polyhydramnios, and preterm labor in the prenatal period, and
airway obstruction, hypoxia, and death after delivery (4, 6).
After diagnosis, multidisciplinary prenatal management, includ-
ing nondirective counseling, serial imaging, and planned deliv-
ery, was incorporated (6). Fetal ultrasonography helps to
visualize the vascularity and consistency of the mass (solid
or cystic) and can determine indirect signs of esophageal or
tracheal obstruction. Fetal MRI enhances sensitivity in charac-
terizing the extent of lesion infiltration and distorted anatomy
of the neck structures. MRI is also useful in further delineating
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Figure 4. MRI image of infant after birth

lesions of neural and vascular origin (4). Antenatal fetal MRI
and ultrasonography therefore it may be critical in identifying
fetal neck masses that require ex utero intrapartum treatment
(EXIT) procedure (5). Consequently, it is widely accepted that
the cell of origin of all soft-tissue sarcomas is a primitive mesen-
chymal cell that can differentiate in many different directions.
Fibromatoses, fibrosarcomas, neurofibrosarcomas, leiomyosar-
comas, rhabdomyosarcomas, liposarcomas, angiosarcomas,
mesotheliomas, and meningiomas are soft tissue sarcomas (7).
Clinically, four common principles apply to spindle-cell sarco-
mas and soft-tissue sarcomas: the more superficial the loca-
tion, the more likely the tumor is to be benign; if the tumor
location is superficial, it is generally benign (deep tumors tend
to be malignant); the larger the tumor, the more chances that
it is malignant; and a rapidly growing tumor is generally more
likely to be malignant. Benign tumors are relatively avascular,
however most malignancies are hypervascular (7, 8). The most
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common treatment of choice is excision; extensive excision
or amputation should be performed when anatomically pos-
sible because spindle-cell sarcomas often infiltrate deep fascial
planes that make it difficult to identify on gross examination
of peripheral margins of the tumor. Those sarcomas have a
greater potential for metastasis, and the time between recur-
rences is usually short. Generally, spindle-cell sarcomas do
not respond well to radiotherapy; however, higher doses have
been reported to control approximately 50% of them for up to a
year. Surgical resection followed by radiation is also an option
for local control. Chemotherapy for sarcomas has become a
more acceptable treatment modality. The chemotherapeutic
protocols involve the use of adriamycin often in combination
with other agents, including cyclophosphamide, vincristine,
dacarbazine, and methotrexate (8).
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