www.surgicalneurologyint.com

Surgical Neurology International

Editor-in-Chief: Nancy E. Epstein, MD, Clinical Professor of Neurological Surgery, School of
Medicine, State U. of NY at Stony Brook.

SNI: Neuro-Oncology



Editor
Mitsutoshi Nakada, MD
Kanazawa University, Ishikawa, Japan

Open Access

Review Article

Clinical manifestations, classification, and surgical
management of sacral tumors and the need for
personalized approach to sacrectomy
Brian Fiani1, Juliana Runnels2, Alexander Rose2, Athanasios Kondilis3, Amelia Wong4, Brian L. Musch5
Department of Neurosurgery, Desert Regional Medical Center, Palm Springs, California, 2School of Medicine, University of New Mexico, Albuquerque,
New Mexico, 3College of Osteopathic Medicine, Michigan State University, East Lansing, Michigan, 4College of Osteopathic Medicine, Western University of
Health Sciences, Pomona, California, 5College of Osteopathic Medicine, William Carey University, Hattiesburg, Mississippi, United States.
1

E-mail: *Brian Fiani - bfiani@outlook.com; Juliana Runnels - jmrunnels@salud.unm.edu; Alexander Rose - alnrose@salud.unm.edu; Athanasios Kondilis kondilis@msu.edu; Amelia Wong - amelia.wong@westernu.edu; Brian L. Musch - bmusch476901@student.wmcarey.edu

ABSTRACT

*Corresponding author:
Brian Fiani, D.O.
Department of Neurosurgery,
Desert Regional Medical
Center, Palm Springs,
California, United States.
bfiani@outlook.com
Received : 09 February 2021
Accepted : 07 April 2021
Published : 03 May 2021
DOI:
10.25259/SNI_133_2021
Quick Response Code:

Background: Although comprising 7% of all spinal tumors, sacral tumors present with a litany of issues due to
their slow growth and difficulty in detection. As a result, sacral tumors can grow unperturbed for years until a
patient presents for an incidental workup of an unassociated minor trauma or an offending primary tumor source
that has metastasized to the sacrum; in most cases, this includes primary tumors of the breast, prostate, and lung.
The goal of this review is to outline the pathophysiology underlying sacral tumors including the various tissues
and structures that can be targeted for treatment, along with a discussion of the surgical approach to sacrectomy.
Methods: An extensive review of the published literature was conducted through PubMed database with articles
simultaneously containing both search terms “sacral tumors” and “sacrectomy.” No date restrictions were used.
Results: The search yielded 245 related articles. Cross-checking of articles was conducted to exclude of duplicate
articles. The articles were screened for their full text and English language availability. We finalized those articles
pertaining to the topic.
Conclusion: Once a sacral tumor has reached the point of diagnostic detection, invasive sacrectomy is typically
utilized (through an anterior, posterior, or combination approach) to locally isolate and resect the tumor and
minimize risk of future tumor growth and additional bone loss. While institutions have varying criteria for
surgical approaches, a combination of anterior and posterior approach has traditionally been used in total and
high sacrectomies due to the control it provides surgeons toward the rectum and vasculature anterior to the
sacrum. A posterior-only approach can be performed for tumors that failed to invade pelvic organs or extend past
the lumbosacral junction. Early detection with screenings can help avoid invasive sacrectomy by identifying the
onset of tumor formation in the sacrum, particularly for highly metastatic cancers.
Keywords: Bone metastasis, Sacral tumor, Sacrectomy, Sacrum, Spinal tumor

INTRODUCTION
Sacral tumors are rare slow-growing lesions, accounting for less than 7% of all spinal
tumors. Many cases remain clinically silent and are incidentally discovered during workup
of minor trauma.[5,12] Symptomatic tumors often mimic common spinal pathologies such as
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lumbosacral spondylosis, thereby leading to conservative
management of nonspecific low back pain until persistent
or progressive symptoms prompt referral for further
workup. Moreover, the sacrum may be excluded from
initial radiographic studies as these lesions can lie below
the sacral 2 (S2) vertebrae or are obscured by bowel gas or
stool.[12,27,36] This combination of nonspecific symptoms,
inadequate diagnostic imaging, and clinical rarity
contributes to frequent delay in diagnosis and advanced
tumor size at time of eventual diagnosis.
The purpose of this review is to examine the pathophysiology
of sacral tumors; particularly as a result of clinical
manifestations including patient presenting signs and
symptoms. The difficulty posed by sacral tumors (and what
this review aims to accomplish) from a clinical perspective is
to identify unique characteristics of the various sacral tumors
instead of the nonspecific and commonly overlapping
symptoms presented clinically. This review will focus on the
tumors that are primarily localized to the sacrum, however,
metastatic lesions to the sacrum will also be described in
detail. Further, surgical interventions for the treatment
of various sacral tumors will be described (including
anterior and posterior approaches) as well as recommended
postoperative management to minimize risk of recurrence
and other adverse events. The objective is to identify genetic
markers, patient presentations, radiographic imaging,
histological features, and other highly sensitive and specific
tests that may guide the diagnosis, staging, and treatment of
sacral tumors regardless of tissue origin or severity.

Table 1: Clinical manifestations of sacral tumors.
Diagnosis

Signs and symptoms

General

• Local pain/tenderness
• Local joint pain
• Radiculopathy
• Dermatomal sensory
deficits – dermatomal distribution
• Myotomal motor deficits
• Impaired reflex arcs
• Bladder and bowel sphincter
dysfunction
• Sexual dysfunction
• Palpable rectal mass

Benign tumors
Giant cell tumor

Aneurysmal bone cyst

Sacral meningeal cyst

Malignant tumors
Chordoma

SIGNS AND SYMPTOMS
While some sacral tumors are associated with specific
demographics or manifestations, they largely exhibit similar
signs and symptoms, thus making it difficult or impossible
to diagnose the tumor type based on clinical presentation
alone [Table 1].[32] The most common presenting symptom is
local pain and tenderness resulting from periosteal stretching
from cortical expansion, mass effect, and compression of
neighboring structures. This pain typically occurs at night
and can be exacerbated by Valsalva maneuvers.[5,32] Acute
onset of pain without trauma or prodromal symptoms
can indicate pathological fracture with pain from neural
compression.[5] Clinical progression depends on the tumor’s
anatomic location within the sacrum and the extent of
expansion or infiltration.[32] Local sacroiliac joint pain can
occur with lateral tumor expansion while large lower sacral
tumors are often palpated as a mass on rectal examination.
[12,27]
Increasing compression of nerve roots can impair reflex
arcs and provokes multiradicular sensory deficits to the unior bilateral buttocks, posterior thigh, leg, external genitalia,
and perineum depending on the level of tumor extension.[32]
Late stage invasion of the gluteus maximus and piriformis
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Lymphoma,
multiple myeloma,
Ewing’s sarcoma,
chondrosarcoma,
osteosarcoma
Sacral ependymoma

Sacral schwannoma,
sacral meningioma

Sacrococcygeal teratoma

• Mean duration of pain onset until
diagnosis=3–8 months
• Local pain over lumbosacral
junction or sacrum
• Palpable rectal mass
• Mean duration of pain onset until
diagnosis=2 years
• Lumbosacral radicular pain
• Lumbosacral sensorimotor
dysfunction
• Sacral radicular pain
• Sacral paresthesia – especially
perineal
• Rarely sphincter dysfunction,
sensory loss, or motor weakness
General systemic symptoms – fever,
malaise, anorexia, weight loss
• Sharp or dull continuous
pain – frequently rectal
• Sacral radicular pain
• Palpable rectal mass
• Progressive continuous local pain
• Lumbosacral radicular pain
• Lumbosacral sensorimotor
dysfunction
• Sphincter dysfunction
• Constipation
• Mean duration of pain onset until
diagnosis=2–3 years
• Lumbosacral radicular pain
• Lumbosacral sensorimotor
dysfunction
• Cauda equina syndrome
• Mean duration of pain onset until
diagnosis=5 years
• Lumbosacral radicular pain
• Sacral paresthesia and dysesthesia
• Rare motor symptoms or
sphincter dysfunction
• Exophytic mass between anus and
coccyx covered by normal skin
(Contd...)
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Table 1: (Continued).
Diagnosis

Neuroblastoma,
ganglioneuroma,
neurofibroma
Anterior sacral
meningocele

Signs and symptoms
• Dystocia
• Motor deficits develop in
childhood
• Constipation and urinary
retention
• Chronic constipation
• Urinary obstruction or frequency
• Dystocia
• Dysmenorrhea
• Headache

Table 2: Histologic origin of benign and malignant primary bone
tumors.
Histologic
origin

Benign

Hematopoietic
Chondrogenic

Osteogenic
Fibrogenic

Osteochondroma
Chondroma
Chondroblastoma
Chondromyxoid
fibroma
Osteoid Osteoma
Osteoblastoma
Fibroma

Malignant
Myeloma
Lymphoma
Chondrosarcoma

Osteosarcoma
Desmoplastic Fibroma
Fibrosarcoma
Hemangioendothelioma
Hemangiopericytoma
Chordoma
Ewing’s tumor
Malignant giant cell tumor
Adamantinoma

muscles can cause motor deficits from impaired hip
extension and external rotation.[27] Anterior expansion into
the presacral space with unilateral impingement of S2 or S3
is usually associated with mild-to-moderate bladder, bowel,
and sexual dysfunction while bilateral lesions always result
in complete dysfunction. Moreover, direct compression of
the rectum not only impedes bladder and bowel motility
but also uterine function, leading to dystocia. There is no
evidence of tumors crossing the presacral fascia to invade the
rectum.[32] Uni- and bilateral lesions to S4 and/or S5 roots are
not associated with autonomic dysfunction.[27]

Bone scans can also be used to evaluate the extent of osseous
disease. Osteolytic bone metastasis has a hypointense signal
on T1-weighted sequences and an isointense signal on T2weighted sequences in comparison to bone marrow.[33]

TYPES OF SACRAL TUMORS

Congenital tumors

Primary bone tumors can be differentiated by histologic
origin. The most widely adopted pathologic classification
system for bone tumors is the World Health Organization
classification system [Table 2]. This classification system also
differentiates benign and malignant bone tumors.[13]

Teratoma

The benign and malignant pathologies that can present at
in the sacral level are further classified as metastatic disease,
congenital tumors, primary bone tumors, or primary
neurogenic tumors, as outlined in [Table 3].
Metastasis
Osseous metastasis is one of the most frequent and
debilitating manifestations of advanced cancer. Metastatic
bone tumors are more common than primary bone tumors.[10]
Nearly half of sacral tumors are metastases.[7] In adults, 80%
of osseous metastasis are caused by primary breast, prostate,
or lung cancer.[31] In pediatric patients, bony metastasis
are most commonly associated with rhabdomyosarcoma,
neuroblastoma, or clear cell sarcoma of the kidney.[16] Rare
sacral metastasis from rare primary cancers including
malignant
schwannoma,
medulloblastoma,
and
angiomyolipoma has been reported.[7] If suspecting metastatic
disease to bone from an unknown primary malignancy,
workup should include CT of the chest, abdomen, and pelvis.

Vascular

Hemangioma
Lymphangioma

Notochord
Unknown

Giant cell tumor

The most common sacral tumors in the pediatric population
are sacrococcygeal teratoma.[24] The lesion may be diagnosed
on prenatal ultrasound or in the neonatal period. Teratomas
are solid lesions comprised of tissue from each germ cell
layer. Over 90% of congenital sacrococcygeal teratomas are
benign, but risk of malignant transformation increases with
increasing age.[9]
Hamartoma
Congenital spinal hamartomas are comprised of welldifferentiated mesodermal and ectodermal tissue.[25] This
lesion is most commonly associated with neurofibromatosis
type 1 or spinal dysraphism. Hamartomas may be overt on
physical examination with occult spinal involvement.[25]
Therefore, imaging is warranted. Tissue biopsy is particularly
helpful for differentiating hamartomas from more common
lesions such as lipomas.
Dermoid cyst
As the neural groove begins to seal between the 3rd and 5th
weeks of embryonic life, inclusion of ectodermal elements
can form a dermoid cyst.[28] These midline closure defects
Surgical Neurology International • 2021 • 12(209)

|

3

Fiani, et al.: Sacral tumors and sacrectomy

Table 3: Classification of sacral tumors.
Metastasis

Congenital tumors

Primary bone tumors

Primary neurogenic tumors

Breast (adult)
Prostate (adult)
Lung (adult)
Rhabdomyosarcoma (pediatric)
Neuroblastoma (pediatric)
Clear cell sarcoma (pediatric)
Malignant schwannoma
Medulloblastoma
Angiomyolipoma

Teratoma
Hamartoma
Dermoid cyst
Tarlov cyst
Meningocele

Giant cell tumor
Aneurysmal bone cyst
Chordoma
Lymphoma
Multiple myeloma
Ewing’s sarcoma
Chondrosarcoma
Osteosarcoma
Chondromyxoid fibroma

Schwannoma
Neurofibroma

have a predilection for the lumbosacral region when located
in the spine. Approximately 20% of lesions are associated with
a dural sinus. On CT, dermoid cysts appear as well-defined
lesions with minimal attenuation. Notably, calcification
or teeth may be observed on CT. On MR, T1-weighted
sequences reveal hyperintensity localizing sebaceous gland
secretions and lipid metabolites. The solid portions of the
lesion are often hyperintense yet heterogeneous.[28]

Aneurysmal bone cyst (ABC)

Perineural cyst

Giant cell tumor

Also referred to as Tarlov cysts, perineural cysts are caused
by meningeal dilations of the spinal nerve root sheath.
Perineural cysts involving the sacrum can lead to profound
bony erosion, and cases of resultant compression fracture
have been reported.[34]

Anterior meningocele is caused by herniation of the dural
sac through a sacral defect. The pathognomonic radiographic
finding is the “scimitar sign,” which describes a sacrum with
a round, concave border devoid of any destruction.[23]

Giant cell tumors predominantly manifest in the extremities,
but most often occur at the sacrum when involving
the axial skeleton. Although primary giant cell tumors
are histologically benign, metastases to the lung have
occasionally been reported.[26] On radiography, GCTs appear
radiolucent. CT demonstrates soft-tissue attenuation with
sharp margins. GCTs have a variable appearance on MR,
often demonstrating heterogeneous, low-intensity signal on
both T1- and T2-weighted sequences.[8] Biopsy will reveal
multinucleated, osteoclastic giant cells dispersed throughout
spindle cell stroma.[8] ABCs and GCTs are often managed
similarly. Surgical resection is standard.

Primary bone tumors

Lymphoma

Chordoma

Primary lymphoma of the bone is a rare round cell
malignancy that can be locally destructive. T1-weighted
images show an ill-defined soft-tissue mass.[33]

Meningocele

Chordomas are the most common primary tumor of the
sacrum and arise from notochordal tissue. Chordomas, which
arise from notochordal remnants in the sacrum, are the
most common malignant primary sacral tumor.[9] They have
been reported in neonates but can occur at any age and most
commonly present in middle-aged adults. The characteristic
appearance of a chordoma on radiograph is midline osseous
expansion and lytic destruction with intertumoral calcifications.
CT also demonstrates a large soft-tissue mass with an average
size of 10 cm.[33] MRI reveals nonspecific destructive midline
lesion with a large soft-tissue mass. T1-weighted images
show hypo- to isointensity. High signal intensity is seen on
T2-weighted images. Epithelioid cells arranged in cords with
vacuolated, foamy cells are present on biopsy.[8,33]
Surgical Neurology International • 2021 • 12(209)
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ABCs are benign tumors that can be locally aggressive. Large
lesions can cause mass effect or pathologic fracture. Imaging
often reveals an expansile lytic lesion with a thin calcific rim and
characteristic multiloculated spaces with fluid levels.[8] Surgical
resection is the most common definitive treatment for ABCs, but
radiotherapy, embolization, or sclerotherapy have also been used.

Multiple myeloma
Unifocal multiple myeloma manifests as a solitary osseous
plasmacytoma. On radiograph or CT, solitary plasmacytoma
appears as an expansive lytic mass with peripheral sclerosis.
T1-weighted MRI demonstrates low signal intensity, and T2weighted images will display postcontrast enhancement.[30]
Ewing’s sarcoma
Ewing’s sarcoma occurs most frequently in young males. On
imaging, Ewing’s sarcoma appears as an osteolytic lesion with
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soft-tissue component. The lesion commonly appears as a
homogenous hypointense signal on T1-weighted images and
an isointense signal on T2-weighted MR.

and grade, as summarized in [Table 5].[1] Notably, the AJCC
staging system does not apply to primary lymphoma of the
bone or multiple myeloma.

Chondrosarcoma

SURGICAL APPROACHES

Chondrosarcomas are associated with a lobular appearance
on imaging and pathology commonly demonstrates lobules
and chondroid matrix. Characteristic radiographic finding is
an osteolytic right sacral mass with a soft-tissue component
and intratumoral chondroid-type calcifications.[21]

Optimal surgical technique typically prefers wide surgical
margins because it prevents incomplete resection that can
lead to local regrowth. A wide tumor resection includes
a continuous encasement of healthy tissue around the
tumor.[37] Conversely, if the dissection occurred along the
pseudocapsule, a marginal definition was given.[14] Benign
and/or low-grade tumors within the spinal canal or within
dorsal elements of the sacrum can be approached with a
sacral laminectomy.[3] Tumors strictly confined within the
posterior compartments can also be performed with a sacral
laminectomy, all others will require a different surgical
approach. To achieve a sacral laminectomy, patients are
placed prone on a flat, open table and a midline incision is
made. Dissection of the dorsal musculature off the sacrum
occurs, along with sacrifice of the dorsal rami. Within the
L5-S1 level, the supraspinous and interspinous ligaments are
resected. This area allows for an appropriate starting point for
the sacral laminectomy.[3]

Osteosarcoma
Osteosarcomas account for approximately 4% of all
sacral primary bone tumors. Sunburst calcifications are
characteristic on imaging and spindle cells with osteoid
matrix characteristic on biopsy.[33]
Chondromyxoid fibroma (CMF) of the sacrum
CMFs of the sacrum are a rare benign cartilaginous tumor
that histologically is characterized by hypochromic lobules of
stellate or spindle-shaped cells. The tumor stains positive for
S-100, Sox 9, and Type II collagen.[29]
Primary neurogenic tumors
Schwannoma
Schwannomas are associated with a characteristic appearance
on imaging. MR reveals a large, well-defined heterogeneous
mass that may be associated with minor underlying erosion.
Cystic formation, hemorrhage, and necrosis may also be
apparent. In contrast to neurofibromas, schwannomas are
encapsulated.[8]
Neurofibroma
Neurofibroma originates in nerve fascicles comprised
of Schwann cells, fibroblasts, mast cells, and axons.
Neurofibromas appear radiolucent and well circumscribed
on imaging. Biopsy is characterized by short spindle cells
with long, wavy nuclei that stain positive for S100.[33]
Staging
At present, two systems are available for staging primary
malignant bone tumors – the Musculoskeletal Tumor Society
System (MSTS) and the American Joint Committee on Cancer
(AJCC) system. The staging system adopted by the MSTS was
first described by Enneking et al. in 1980 and was based on
three criteria: extent of tumor, metastasis, and grade.[11] Each
criterion is defined in [Table 4]. The AJCC system is based on
the size of the tumor, lymph node involvement, metastasis,

While institutions have varying criteria for surgical
approaches, a combination of anterior and posterior
Table 4: Enneking staging system for primary malignant tumors
of the bone.[11]
Enneking staging system
Stage IA
Stage IB
Stage IIA
Stage IIB
Stage III

T1
T2
T1
T2
T1 or T2

M0
M0
M0
M0
M1

G1
G1
G2
G2
G1 or G2

T1 designates an intracompartmental tumor. T2 designates an
extracompartmental tumor. M0 signifies no regional or distant
metastasis. M1: Regional or distant metastasis. G1: Low grade, G2: High
grade

Table 5: The 8th Edition AJCC staging system for primary
malignant tumors of bone.[1]
AJCC anatomic stage/prognostic groups
Stage IA
Stage IB
Stage IIA
Stage IIB
Stage III
Stage IVA
Stage IVB

T1
T2
T3
T1
T2
T3
Any T
Any T
Any T

N0
N0
N0
N0
N0
N0
N0
N1
Any N

M0
M0
M0
M0
M0
M0
M1a
Any M
M1b

G1,2 Low grade, GX
G1,2 Low grade, GX
G1,2 Low grade, GX
G3,4 High grade
G3,4 High grade
G3,4
Any G
Any G
Any G
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approach has traditionally been used in total and high
sacrectomies due to the control it provides surgeons
toward the rectum and vasculature anterior to the sacrum
[Table 6].[2,6,35,39] The anterior approach provides the
surgeon opportunity to dissect the rectum and internal
iliac vessels away from the anterior surface of the sacrum.
Operatively, a longitudinal midline incision is made 5 cm
above the umbilicus down to the lower abdomen.[22] Both
ureters are identified and cleared off from the tumor using
a transperitoneal approach. Ligation of the internal iliac
arteries, veins, and middle sacral vessels also occurs. The
rectum is mobilized off the tumor and then either the L5S1 or L4-L5 disc is exposed and partially removed.[22] Gauze
was used as landmarks for the posterior osteotomies and
isolated the tumor from the rectum, ureters, and vessels by
packing the gauze anterior to the tumor. Performance of

the posterior approach then allows for tumor removal and
additional spine/pelvic reconstruction.[37]
Institutions have used a posterior-only approach in middle,
low, and distal sacrectomies, as an anterior-posterior approach
shows itself to be implausible.[6] Posterior-only approach
can be performed for tumors that failed to invade pelvic
organs or extend past the lumbosacral junction.[4] However,
tumor invasion into the presacral fascia, rectum, and iliac
vessels excludes the use of the posterior-only approach.[6]
The technique involves a midline posterior approach coupled
with bilateral iliac osteotomies and midline osteotomy or
discectomy and transperineal dissection, allowing delivery of
the en bloc sacral specimen. The dissection carries down lateral
to the sacrum to release the presacral fascia, the sacrotuberous
ligaments, the sacrospinous ligaments, and the piriformis.[22]

Table 6: Summarization of literature publishing surgical approaches, inclusion/exclusion criteria, and results.
Author

Surgical approach Inclusion/exclusion criteria

Results

Clarke et al.

Posterior‑only
Approach

Surgical margins were marginal in
34 cases out of 36 of the cases. There was a
correlation with functional outcomes with
extent of sacrectomy and roots sacrificed

Zang et al.[39]

Posterior‑only
approach

Fuchs et al.[17]

Anterior‑posterior
or posterior‑only
approach

Angelini and
Ruggieri[2]

(Modified Osaka)
Posterior‑only
approach

[6]

Sahakitrungruang Anterior‑posterior
et al.[35]
approach

Exclusion criteria
• Tumor invasion into the rectum requiring rectal
diversion
• Tumor extension caudally above the L5/S1 disc
space
• Involvement of the iliac vessels
Inclusion criteria
• Including high and total sacrectomy
Not specified

Inclusion for anterior‑posterior
• All lesions that extended above S2
Inclusion for posterior only
• All lesions below S3
For lesions extending to S2 or S3, 17 had a
posterior‑only approach while 17 had an
anterior‑posterior approach
Criteria for the selection of posterior‑only
approach
• Proximal to S1 not indicated – anterior‑posterior
approach preferred
• S1 or S2 level – central lesion with no or minor
involvement of sacroiliac joints. Minimal pelvic
invasion
• S3 level or below – always perform posterior only
Not specified
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With a sample size of 10 patients,
follow‑up occurred for a mean of
22 months. Adequate margins were seen
in eight patients and two patients saw
recurrence. Two patients died from disease
progression and a 5‑year overall survival
rate by Kaplan–Meier analysis was 70%
Survival rate was significantly higher in
approaches in which wide margin was
achieved. Although surgical approach
did not influence survival (P=0.138), an
anterior‑posterior approach led to more
successful wide surgical margins
Performed resection on 13 patients,
with 9 proximal resections and 4 distal
resections. Wide margins were achieved in
10 patients. Nine patients were disease free
at a mean follow‑up of 35.5 months

Two total sacrectomies, one extended
total sacrectomy, and five subtotal S1
sacrectomies were performed. Wide
margins were achieved in all patients, and
no patients developed recurrence from the
primary tumor at 4 years mean follow‑up

Fiani, et al.: Sacral tumors and sacrectomy

A sacrifice of nerve roots with functional impairment
presents itself in both partial and complete sacrectomies, but
this sacrifice is necessary to achieve proper local control.[14]
Quality of surgical margins has been described as the main
prognostic factor of local recurrence.[37] When a sacral
tumor resection with a minimum of 50% of the sacroiliac
joint is affected, reconstruction becomes mandatory. Recent
techniques into reconstruction following sacrectomy
include the modified Galveston reconstruction, triangular
frame
reconstruction,
sacral
rod
reconstruction,
four-rod reconstruction, and bilateral fibular flaps
reconstruction.[20,22,40] In addition, soft-tissue reconstruction
has been used due to the large sacrectomy defect. Systematic
review has shown the elevated complications of spinopelvic
reconstruction and only 24–44% of patients ambulating
independently after reconstruction.[22] In an iliosacral
resection that occurs medial to or through or lateral but close
to (less than 3 cm from posterior iliac spine) the sacroiliac
joint, reconstruction may not be needed.[22] Consideration
of a total sacrectomy without spinopelvic reconstruction
in patients with this resection has been shown a reasonable
alternative to reconstruction surgery.[22]

POSTOPERATIVE MANAGEMENT
The most common complaint after sacrectomy is sacral pain.
Average duration of pain is 8 months with 15% reported risk
of neuropathic pain and complex regional pain syndrome.[15,19]
In addition, as sacral nerve root sacrifice is common in
sacrectomy, restoration of neurologic function is a critical
component of successful postoperative management. This is
achieved through a multimodal approach which can include
opioid and nonopioid medications, patient-controlled
anesthesia, early initiation of in-bed resistance training,
and progressive mobilization toward sitting, standing,
and ambulation as tolerated.[22] Tilt tables are effective in
initiating early mobilization to minimize motor deficits
as well as for preventing early postoperative orthostatic
hypotension that arises secondary to prolonged supine
immobilization and activity restrictions.[19] A case study by
Guo and Yadav demonstrated improved pain control and
earlier mobilization with use of lumbar-sacral corset external
orthosis by decreasing lumbar-sacral load and motion during
patient transfers and rehabilitation exercises.[19]
Surgical site infection and wound dehiscence are also common
complications after sacrectomy. Enteral feeding is conventionally
associated with improved postoperative nutritional and
immunologic status. However, operative disruption sacral
nerve roots leading to bladder and bowel dysfunction increases
the risk of infection as fecal leak can contaminate surgical
wounds and provide a nidus for infection. The most common
bacterial pathogens implicated are Enterococcus (23%) and
Escherichia coli (20%). To abate this risk, Gao et al. endorsed

early postoperative fasting and total parenteral nutrition while
others may elect to place an ostomy.[18,19,22] As a result, it may
be pertinent to provide education on ostomy care and use of
external catheters or intermittent catheterization for neurogenic
bladder management. Other important considerations include
patient and family education on home care management and
counseling services for coping with functional losses, as well as
referral for chronic pain management, sexual dysfunction, and
physical or occupational rehabilitation.[38]

CONCLUSION
Sacral tumors continue to pose a challenge in the field of
spinal surgery, as their slow growth and relative clinical
silence over prolonged periods promote the onset of
debilitating symptoms once clinically manifested. In this
review, sacral tumors were identified based on unique clinical
presentations and markers of diagnosis. Surgical approaches
for the resection of sacral tumors were described as well
as ideal postoperative management to mitigate long-term
sequelae and tumor recurrence.
To quickly identify the onset of tumor formation in the
sacrum, it is imperative patients engage in regular screenings
for highly metastatic cancers including those of the lung,
prostate, and breast which are commonly found to metastasize
to bone. Because metastasis to bone accounts for almost half of
all sacral tumor cases, regular screening allows the physician
ample opportunity to utilize diagnostic imaging to investigate
an oncological etiology of a patient’s localized chief complaint,
particularly from individuals with a prior history of any of
the aforementioned primary cancerous lesions. Research and
development into genetic markers of individual tumors would
aid in rapid detection that can be missed by diagnostic imaging
in the early stages of tumor formation. Unfortunately, markers
for sacral tumors are rare and in many cases nonspecific. Until
primary tumor markers of high sensitivity and specificity
are shown to be clinically viable, imaging will remain the
most effective diagnostic tool currently available. As such,
caution must be placed with chief complaints of low back
pain or radiculopathy and should include sacral tumors in the
differential diagnosis with appropriate follow-up.
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