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Abstract
Sirenomelia is a very rare lethal congenital malformation, with a reported incidence
of 1 in 60,0001 to 1 in 100,000 live births.2
Introduction

S

irenomelia is a rare foetal anomaly
characterized by single or fused lower
limbs. It is associated with other severe
anomalies such as bilateral renal
agenesis, genitourinary, neural tube, and
vertebral anomalies, agenesis of the
external genitalia and anorectal atresia.
Exceptional cases of surviving new born
with minor renal abnormalities or even
normal kidneys have been reported.

infection in the early period of pregnancy. USG was
done using a 2-5 MHz high-definition
transabdominal transducer and a 5-9 MHz
endovaginal transducer (Philips IU 22).
Ultrasound demonstrated a single intrauterine
live foetus of 15 wks gestation with mild
oligohydramnios. The foetus revealed a single fused
lower extremity, revealing the continuity of skin line
over both femurs on transverse scan of the thigh (Fig.
1), indicating fusion of the thighs and legs, which
could also be seen on a coronal scan of the thighs
(Fig. 2). The fused lower limb showed both femurs,
both tibiae and both fibulae.

We report a case of sirenomelia with
omphalocoele, diagnosed on antenatal
USG at our hospital, at 15 weeks of
gestation when patient came for a routine
scan.
Case Report
A 26 year-old primipgravida, with 15 weeks of
amenorrhoea was referred for routine antenatal USG.
There was no history of any medication taken or

Fig. 2 Coronal plane of the thigh showing
the 2 separate femurs in the single fused
lower extremity.

Fig. 1 Transverse scan at the thigh level
revealing the continuous skin line
(arrowheads) over both femurs (arrows).
Dept.of Radio-Diagnosis, Bhabha Atomic Research
Centre Hospital, Mumbai, India.
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Also seen was omphalocoele-a lateral abdominal
wall defect with herniation of abdominal contents
seen in the form of a large heteroechoic mass (Fig. 3).
The sacrococcygeal vertebrae were underdeveloped.
The pelvic bones were normal. Both kidneys were not
visualized. Genitalia were not visualized. Urinary
bladder was normal. The umbilical cord revealed a
single umbilical artery. The placenta was normal.
Head, face, upper trunk and upper vertebrae were
also normal. The feet appeared as a single small soft
tissue mass. These USG features were characteristic
of diagnosis of sirenomelia.
Therapeutic abortion was carried out after
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and mermaid deformity due to its
resemblance to the mermaid of Greek and
Roman mythology popularly also known
as mermaid baby.4

Fig. 3 TVS demonstrates the herniated
abdominal mass (Omphalocoele)

Fig. 4 Abortus of Sirenomelia
parental counselling and parents consent. The
abortus post termination revealed typical
morphological features of sirenomelia with a single
fused lower limb and a herniated abdominal mass
showing bowel loops with covering membranes. A
genitalia (male) was represented by a small bud like
projection. The anal and urethral openings were
present. The X-ray performed of the abortus,
characteristically revealed a single fused lower limb
showing both femurs, both tibiae and both fibulae.
The sacrococcygeal vertebrae were under-developed ,
represented by few vertebral elements. Autopsy
reports confirmed the diagnosis of sirenomelia with
fused lower extremity, bilateral renal hypoplasia,
single umbilical artery and mild oligohydramnios.

Discussion
Sirenomelia also called as Mermaid
syndrome is a very rare lethal anomaly of
caudal region of the body presented with
fusion of the lower limbs, with different
degrees of fusion of the lower extremities
with or without long bones being present.3
This deformity is variably known as
symmelia, sympodia monopodia, sympus

Bombay Hospital Journal, Vol. 53 , No. 1 , 2011

It has a reported incidence of 1 in
60,0001 to 1 in 100,000 live births.2 Males
are predominantly affected with a sex ratio
of 2.7:1. The anomaly is more common in
one of two monozygotic twins.4 Maternal
diabetes mellitus has an association with
this congenital anomaly. No reccurence
risk has been reported.4
Bilateral renal agenesis/dysgenesis,
with absent or hypoplastic renal arteries,
Single umbilical artery, Oligohydramnios,
presence of aberrant vasculature,
imperforated anus, as well as
thoracolumbar spinal anomalies,
sacrococcygeal agenesis, genitourinary
atresia, anorectal atresia and neural tube
defects have an association with this
anomaly.5
Although rare, association has been
found with various anomalies like
abdominal wall defects, thoracic wall
defects, CNS anomalies, hypoplastic
lungs, cardiac defects, absence of
genitalia, agenesis of urinary bladder,
tracheo oesophageal fistula, radial, thumb
and rib defects.3,6,7
The spectrum of lower limb anomalies
ranges from simple fusion of soft tissues to
presence of a single rudimentary, limb;
according to current classification
schemes. 8 Seven variants may be
identified as shown in Table 1.
Prenatal diagnosis of this condition
can be accomplished by sonography and
relies on the inability to show separate
lower limbs or the identification of a single
fused lower limb.9,10,11
However, a confident diagnosis is
usually difficult during the second

117

Table 1 : Classification of Sirenomelia by Stocker
and Heifeitz
Type

Characteristics

I

All thigh and leg bones are present

II

Single fibula

III

Absent fibula

IV

Partially fused femurs, fused fibulae

V

Partially fused femurs

VI

Single femur, single tibia

VII

Single femur absent tibia

trimester because of the severe
oligohydramnios associated with the
condition, which hampers a proper
evaluation of foetal lower extremities.5
This can be overcome by transvaginal
sonography or by using amnioinfusion,
but it is an invasive method. Alternatively,
magnetic resonance imaging can be used
because it is less hampered by
oligohydramnios, but it is not easily
available. Recently, colour Doppler
sonography has been reported to be useful
in the diagnosis. It reveals the origin of the
aberrant vitelline artery that continues as
the single umbilical artery.12 The distal
aorta may be atretic or hypoplastic. The
iliac and femoral arteries may not be seen.
However, this method also faces difficulty
if the femoral arteries are visualized.
The generally accepted theory- which
is the vitelline artery steal theoryattributes the anomaly due to the presence
of an aberrant arterial shunt from the
upper abdominal aorta, which continues
as the single umbilical artery and thus
diverts blood from the lower torso to the
placenta, leading to a hypoplastic lower
aorta, hypoplastic renal arteries, renal
agenesis/dysgenesis and maldevelopment
of the lower torso.7
The above mentioned arterial
anomaly, with distal hypoxia, explains the
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renal agenesis, sacro-vertebral, lower limb
malformations and genitourinary
abnormalities.
Tang et al. in 1991 suggested that
embryonic vascular disruption may be
responsible for sirenomelia.13
The differential diagnoses include
caudal regression sequence, especially
among diabetic mothers, sacral agenesis
like cloacal extrophy. Classification of
sirenomelia from caudal regression
syndrome is still been debated. Recent
advances in the understanding of axial
mesoderm patterning during early
embryonic development suggest that
sirenomelia represents the most severe
end of caudal regression spectrum.3
This case report highlights the
importance of an early antenatal USG by
the fact that sirenomelia is an invariably
lethal anomaly and therapeutic abortion
can be carried out earlier.
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SORTING OUT DRUG-ELUTING STENTS
In patients undergoing percutaneous coronary revascularisation, are there clinically meaningful differences
between drug-eluting stents? Drug-eluting stents are widely used because, compared with bare-metal
stents, in-stent restenosis and the need for repeat revascularisation are reduced. The infrequent but
worrying problem of late stent thrombosis, and recent evidence of delayed proliferation inside drug-eluting
stents, have changed the research focus from 6-month angiographic endpoints to large studies with longer
clinical follow-up.
Another two large randomised trials of the zotarolimus-eluting stent have been done : The zotarolimus and
sirolimus groups had fewer major adverse cardiac events at 12 months than did the paclitaxel group, but the
difference between the zotarolimus and sirolimus groups was not significant.
The event rates in today’s trial were lower than expected in both treatment groups.
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