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ABSTRACT 

Among all the anterior Mediastinal masses, germ cell tumors are 15-20%; out 
of which 60% are benign Mediastinal teratoma. Teratoma are classified as 
mature, immature and may have malignant component within mass. Immature 
teratomas have more chances of malignancy.

We are reporting a rare case of huge anterior Mediastinal teratoma weighing 
3.5kg causing superior venacava obstruction that had surgical excision and 
good outcomes.
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erode bronchus or may present as pressure symp-
toms on adjacent structures including superior 

eratomas are defined as benign germ cell venacava syndrome, Horner's syndrome, spinal cord 
5, 6tumors. Germ cell tumors may occur extra compression, intercostals neuralgia and dysphagia.  Tgonadal among which Mediastinal is most Computed tomography with contrast enhancement is 

1,2common site;  benign teratoma are 3-12% of all diagnostic procedure of choice for evaluation while 
3Mediastinal tumors.  Most of them are present in the transthoracic needle biopsy of teratomas remains 

10anterior Mediastinal while 3-8% is present in posterior controversial.  The definite treatment of benign germ 
4

8,9 Mediastinal.  Benign masses may protrude to left or cell tumors is surgical excision. Prognosis is 
4,5

 8right or could be in midline.  They may be either cystic excellent after complete excision.
or solid or could be both. Average size of teratoma is 

510.5x8.6x5.4cm while average weight of 415gm.  
Teratoma is derived from all three primordial layers A 17 year old lady presented to us with complaints of 
and contained tissues derived from ectoderm, right sided chest pain and progressively worsening 4, 5endoderm and mesoderm.  They can occur in male dyspnea that has been previously treated with 
and female both with no sex predominance and can different antibiotics including anti tuberculous. 3, 4found in early life and as late as eight decade.  They Dyspnea got worse and she was unable to do her 
are commonly present as chest pain, accompanied routine work and also started complaining of 
with fever, cough and dyspnea. These masses may orthopnea, dysphagia and facial swelling.
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Bronchoscopy was abandoned as they were unable to displaced towards left. Superior vena cava was 
negotiate trachea. displaced laterally by the mass with obliteration of its 

lumen. The trachea, carina and main bronchi were 
She was referred to thoracic surgery unit orthopneac, compressed with narrowing of their lumen. Heart 
cyanosed and unable to speak or eat with gross facial displaced towards left. 
and upper trunk swelling. Chest X ray showed a large 
mediastinal mass extending into and occupying most General anesthesia with one lung ventilation through 
of right hemi thorax. The trachea compressed to a slit right poster lateral Thoracotomy was done. An 
on lateral view. CT scan chest with contrast revealed a encapsulated; 3.5 kg solid cum cystic mass was 
well encapsulated complex mediastinal mass with excised in Toto. Patient had smooth post op recovery 
mixed areas of fat, fluid and soft tissue densities, with no complication. Histopathological examination 
extending from superior to anterior mediastinum and of the specimen came out as benign teratoma. Post 
laterally extending into right and and slightly into the op chest X ray showed complete excision of the mass 
left hemithorax. Inferiorly, it was extending upto the and expanded lung. In three years follow up patient is 
level of diaphragm. It measured 15x15x18cm. The doing fine with no recurrence.
arch of aorta alongwith its major branches was 
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CONCLUSION

ment, evaluation and complete surgical excision of 
tumor result in excellent outcomes and prognosis.

In 1953, Willis defined the teratomas as true tumors 
composed of tissues that are foreign to the part or 

10organ of body, in which they are found.  Teratomas are 
benign germ cell tumors consist of all structures 
derived from ectoderm, endoderm and mesoderm 
which may present extra gonadal and most common 

12site is Mediastinal.  Teratoma may be mature and 
immature. Benign teratoma can be either cystic or 

13 solid or may have both components. They constitute 
1, 103 to 12% among all anterior Mediastinal tumors.

They can occur in both sexes equally, present in early 
3,10 life forth to eighth decade of life. The common 

12symptoms are chest pain, cough, fever and dyspnea.  
Patient may present with pressure symptoms due to 

7,10huge mass compressing adjacent structures.  
Patient may present as cough up hair or sebum if 
tumor erode airway which is also path gnomic of 

17benign teratoma.  Average weight of teratoma is 
415gm in different studies and average size is 

2, 3 10.5x8.6x5.4cm, but in our case it weight app. 3.5 kg 
which was a huge one and has been rarely reported up 
till now.

Computed tomography with contrast (CT) is a 
diagnostic modality in evaluating Mediastinal mass 
found in X ray chest and to define full extent of mass 
and also help to characterize the composition of 

11mass.  Role of MRI in evaluating teratoma is still un 
10known.  Ultrasonography is a good modality in 

determining the solid and cystic component of mass, 
9 but the role of invasive studies is still controversial.

Tumor markers i.e. Alpha fetoprotein and Human 
chorionic gonadotrophins should be measured, and if 

5, 7found elevated is highly suggestive of malignancy.

Surgical excision is treatment of choice of benign 
uncomplicated teratomas. It can be done with 

8sternotomy, lateral thoracotomy approaches.  If 
adjacent structures (lung, thymus, pericardium) found 
to be involved then excision of these are recom-

8 mended to achieve complete excision of mass. In our 
case we approached via posterolateral thoracotomy.

Operative mortality and morbidity of benign teratoma 
2,12is extremely low.  Prognosis is excellent even with 

8large tumors.  Ten years survival rate of such patients 
is 92.8%.in our case patient had excellent post op 

5,8recovery and no recurrence in one year follow up.

Large anterior Mediastinal teratoma causing pressure 
on adjacent structures is rare entity. Proper assess-
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