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Asymptomatic paracardiac giant mass in a young adult
Genç bir hastada asemptomatik parakardiyak dev kitle
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Introduction

Benign teratomas consist of a disorganized mixture of deri-
vatives of the three germinal layers: ectoderm, mesoderm, and
endoderm. Consequently, they may contain elements of skin and
its appendixes, bone, cartilage, intestinal and respiratory epit-
helium, and neurovascular tissue (1). The most common sites of
teratomas are the ovaries and mediastinum (2). Teratomas ac-
count for 8% to 13% of all tumors of the mediastinum (3).

The lesions occur most often in adolescents or young
adults, but the incidence is similar in both sexes. About one-
third of the patients are asymptomatic, but symptoms are likely
to develop if the cysts become infected and erode into the peri-
cardial space, the pleural space, or a bronchus (1). Typical com-
puted tomography (CT) appearances of teratomas are an en-
capsulated mass with a smooth wall containing soft tissue, flu-
id, fat, calcification or any combination of these (4,5). All ruptu-
red mediastinal teratomas have a tendency to display inhomo-
geneity of the internal components, whereas 90% of unruptured
masses show homogeneous densities of internal components in
each compartment of the mass (6). Since benign teratomas are
resistant to radiation and cytotoxic drugs the treatment mainly
consists of surgical resection. If the benign lesions are comple-
tely resected, the disease-free interval averages 10 years (7).

In this report, we present a case of an asymptomatic para-
cardiac giant mass, which was unruptured and showed inhomo-
geneous densities of internal components on CT.

Case Report

A 26-year-old female applied to our hospital with common
cold complaints. On admission, physical examination was normal
except common cold findings. The laboratory findings were nor-
mal. Chest radiography was ordered for routine investigation. 

There was enlargement of cardiac image size on left-upper
border on chest radiography (Fig. 1). In order to reveal the rela-
tion of abnormal appearance with cardiac structures echocar-
diography was planned. Echocardiography showed a 5.0 x 8.0
cm heterogeneous mass adjacent to pericardium (Fig. 2). Finally,
we decided to perform thoracic CT. 

Thoracic CT scanning demonstrated an 11x7x5cm-sized, well-
demarcated, slightly lobulated, heterogeneous mass with hyper-
dense and liquid density components that were considered to
contain fat and teeth. The mass was localized mainly in the upper
mediastinum, anteromedially to the right atrium and anterosuperi-
or to the left ventricle, in contact with ascending aorta and hilus of
the lung, and adjacent to the main pulmonary trunk (Fig. 3).

Although the mass was consistent with teratoma on CT, it
required histopathological diagnosis. Echocardiography-guided
fine needle aspiration biopsy was performed. Histopathological
findings confirmed diagnosis of a benign teratoma (Fig.4). 

The mass was removed at a university hospital and the pa-
tient is performing well now. Postoperative chest radiography
and tomography were normal. 

Discussion

Mediastinal teratomas are frequently discovered incidentally
on chest radiography performed for other reasons (7). Rupture of
a mediastinal cystic teratoma is rare but is always symptomatic.
Common clinical symptoms following rupture are haemoptysis
and chest pain, and treatment of the ruptured tumors is essential
because of development of acute respiratory distress. Occasi-
onally, the mass effect on adjacent structures or the functional ac-
tivity of dermal derivatives may cause signs and symptoms. 

The aetiology of mediastinal teratomas rupture is still cont-
roversial although ischaemia, infection and inflammation have
been proposed as causes. Tumor size and tumor wall thickness
are not significant predisposing factors for tumor rupture. Inho-
mogeneity of the internal components of tumor on CT is the most
important factor for rupture tendency (6). Besides, cystic terato-
mas can produce proteolytic or digestive enzymes, leading to
adhesion and erosion of surrounding structures (8). 

In our case, we discovered the mass incidentally on the chest
plain radiography. Tumor size was large, but the patient was
asymptomatic. The mass effect on adjacent structures did not ca-
use any signs or symptoms. Although the mass exhibited inhomo-
geneous internal density on CT, surprisingly it was unruptured.

Although benign teratoma is histopathologically non-malig-
nant, surgical resection is recommended because of its life-
threatening nature and potential to rupture. 
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Figure 1. Chest radiography of the case before operation 

Figure 2. Echocardiographic image of paracardiac heterogeneous mass

Figure 3. Thoracal computerized tomography  image of teratoma

Figure 4. Histopathological section of teratoma 

     


