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Cystic teratoma is a rare germ cell tumor, usually found
in the anterior mediastinum. Benign teratomas com-

prise three primordial layers: ectoderm (skin and hair), 
mesoderm (bone, oil, and muscle), and endoderm (respi-
ratory epithelium and gastrointestinal tract).[1] Mature cys-
tic teratomas are usually observed in the second and third 
decades of life. Cystic and solid components tend to grow 
slowly. They are incidentally detected during radiological 
studies and usually do not have any symptoms. Curative 
treatment is surgical excision.[2]

Case Report 
A 22-year-old female patient presented to our clinic with a 
complaint of chest pain. On chest X-ray, the right mid-zone 
oval smooth limited opacity was detected (Fig. 1a). Tho-
rax computed tomography (CT) showed a restricted cystic 
lesion in the anterior mediastinum and right atrium junc-
tion (Fig. 1b). Magnetic resonance imaging revealed cystic 
lesions measuring 5×7×8.5 cm in size, extending from the 
caudal to paracardiac area of the right upper anterior me-
diastinum, and nodular areas containing fat signal in the 

right lateral side of the cyst (Fig. 2). A paracardiac cyst was 
considered as the preliminary diagnosis, and videothora-
coscopic removal of the cyst was planned. However, during 
the surgery, the lesion was found to be very solid and could 
not be removed from the port incision; therefore, anterior 
thoracotomy was performed. The mass was dissected from 
the pericardium and lung (Fig. 3a) and was removed by 
total excision (Fig. 3b). Histology concluded a diagnosis of 
a cystic teratoma which was 8×7×3.5 cm in size, the outer 
face of which was uniformly covered, with hair on the in-
side, and the material texture of the putty consistency. No 
complications were observed in the postoperative period, 
and the patient was discharged on the 4th day after hospi-
talization.

Discussion
Teratomas are tumors of embryonic origin that contain 
structures derived from at least two of the three germ 
(endoderm, mesoderm, and ectoderm) leaf components. 
In total, 3%–7% of all germ cell tumors are extragonadal. 
The distribution of teratomas according to the frequency 
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Abstract
The majority of mediastinal germ cell tumors are teratomas. Placement in the anterior mediastinum of the thorax is 
common, and placement in other compartments of the mediastinum and parenchyma can be observed as well. The 
main aim of treatment of mature and immature teratomas is complete removal of the mass without complications. 
Excision provides cure and its prognosis is very good. In this case, we aimed to disscuss the case of a 22-year-old pa-
tient with anterior mediastinal involvement, which was first thought to be an anterior cystic pericardial cyst and was 
determined to be a mature cystic teratoma during resection.
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of appearance is, in decreasing order, as follows: ovaries, 
testis, anterior mediastinum, retroperitoneum, presacral 
and coccygeal region, intracranial area, and neck. The most 
common site in adults is the anterior mediastinum.[1-3] In 
our case, the cystic mass was located in the anterior medi-
astinum, cardiophrenic angle.

Teratomas are usually found in adolescent and young 
adults, similar to our case.[4] They are mostly asymptomatic 
and incidentally detected; most of the symptomatic pa-
tients present with intrathoracic symptoms, such as cough, 
chest pain, and shortness of breath due to the pressure of 
the mass.[1] Our patient also complained of chest pain for 
approximately 3 months. Hemoptysis, stridor, hoarseness, 

recurrent respiratory infections, Horner Syndrome, and 
Vena Cava Superior Syndrome may be observed, but are 
rare, depending on the complication of the mass. (3 If the 
lesion is associated with trachea or bronchus, sebaceous 
material and hair expectoration may occur. Pneumothorax, 
empyema, and cardiac tamponade may be observed if the 
lesion ruptures extending to the pleural and pericardial 
space.[4] It may also be associated with recurrent hypogly-
cemic episodes, sometimes because of the presence of ec-
topic pancreatic tissue.[5]

Teratomas are cystic and solid components and tend to 
grow slowly. Approximately 80% are benign, and most of 
them are cystic.[6] They are incidentally detected on chest 
X-ray, which is usually performed for other reasons. They 
are seen as a well-defined mass on direct chest X-ray; 
sometimes calcifications or cavities within the tumor can 
also be seen. CT helps in identifying the content, uniformi-
ty, and size of the well-defined mass; a combination of flu-
id-filled cystic structures, fat, soft tissue, and calcification is 
observed in the contents of the mass. Magnetic resonance 
imaging is useful in determining the lesion’s content and its 
relation with neighboring structures.[1, 2] 
Invasive diagnostic methods, such as needle aspiration, me-
diastinoscopy, and mediastinotomy are used for cytologic 
and histological diagnosis of mediastinal masses. There are 
indications for videothoracoscopy or thoracotomy for diag-
nosis and/or treatment of cases that are not diagnosed by 
other methods or are diagnosed and operable.[7]

Curative treatment of mediastinal teratomas is surgical ex-
cision, but if the location of the mass and the relationship 
of the mass with the surrounding tissues does not allow 
total excision, successful treatment may be achieved with 
subtotal resection.[7] Radiotherapy or chemotherapy is not 
required because mediastinal teratomas are cured by re-
section.[8] In our patient, no additional treatment was per-
formed because the mass could be completely excised.
Complications that can be observed in teratomas are tor-
sion, malignant degeneration, rupture, and infection. Ma-
lignant transformation is extremely rare and is observed 
in approximately 0.17%–2% cases.[9] No complication was 
observed in our patient, and she was followed up for 10 
months without any symptoms.
In conclusion, if the asymptomatic mass lesion radiologi-
cally detected in the mediastinum is of a semisolid-cystic 
nature, although they are rare, tumors of the teratoid origin 
should be considered during differential diagnosis.
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Figure 1. (a) A well-defined paracardiac cystic mass image on the mid-
zone of the chest X-ray. (b) Paracardiac mass on thorax CT.
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Figure 2. Paracardiac cystic mass (7 cm in diameter) on thorax MRI.

Figure 3. (a) Intrathoracic view of the mediastinal mass. (b) Macro-
scopic view after excision.
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