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ABSTRACT 

Mediastinal mature teratomas (MMT) are benign and slow-growing tumors in the anterior mediastinum, reaching a huge size. 

Surgical resection is often challenging. However, complete resection is feasible with good outcomes with proper surgical 

planning. We report a rare case of MMT penetrating the chest wall due to chronic inflammation successfully treated by en bloc 

surgical resection. 

KEYWORDS: Mature Teratoma, Mediastinum, Chest Wall, Surgical Treatment 

Correspondence: Dr Abdelfettah Zidane, Adress: Avicenne Military Hospital, PB 40000, Marrakesh, Morocco. 

Email: zidaneaf@yahoo.fr 

Copyright © 2021 Zidane A et al. This is an open access article distributed under the Creative Commons Attribution 4.0 

International, which permits unrestricted use, distribution, and reproduction in any medium provided the original work is 

properly cited. 

INTRODUCTION

Mediastinal germ cell tumors (GCTs) are rare with an 

incidence of 0.1–0.2 per 100,000 people and account for 

approximately 10%-15% of mediastinal masses. However, 

they are the most common extragonadal site for a primary 

germ cell tumor [1]. Mediastinal mature teratomas are 

benign and the most common histological variants of these 

tumors. Because of their insidious growth, they can reach 

a vast size and sometimes rupture into adjacent structures. 

We report a rare case of a huge mediastinal teratoma 

invading the chest wall, which was successfully treated by 

surgical resection. 

CASE REPORT 

A patient is a 69-year-old man, diabetic, presenting with a 

2-month history of dry cough, exertional dyspnea.

Physical examination was unremarkable. A chest

roentgenogram (fig 1) revealed a left mediastinal round

opacity. Contrast-enhanced chest computed tomography

(fig 2) showed a cystic-solid mass with a clear, smooth

outline in the anterior mediastinum, measuring 9 × 10 × 12

cm, containing rim calcification and fat tissue suggesting

a teratoma.

The mass extended into the left pleural space and 

penetrated the left antero-basal chest wall. Laboratory data 

were standard, including serum tumor markers (α 

fetoprotein and human chorionic gonadotropin). 

Computed tomography (CT)- guided mass biopsy 

suggested a mature teratoma. The patient underwent 

surgical excision via Sterno thoracotomy. Surgical 

exploration confirmed the tumor Extention into the 6th 

costal cartilage without large mediastinal structures. The 

tumor was resected entirely with the 5th and 6th costal 

cartilages. The parietal defect was closed with a non-

resorbable plate and a pedicle flap from the left pectoralis 

major muscle (fig 3).  

The postoperative course was uneventful, and the patient 

was discharged on the fifth day. Pathologic examination of 

the specimen confirmed mature teratoma with no 

malignant elements. At the penetration site into cartilage, 

the cyst wall contained granulation tissue with foreign 

body giant cells, suggestive of chronic inflammation. At 

the latest follow-up at 12 months, the patient as well, 

without any evidence of recurrence. 
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Figure 1: chest roentgenogram showing a left 

mediastinal round opacity. 

 
Figure 2: CT scan showing a cystic-solid mediastinal 

mass containing rim calcification and fat tissue; 

penetrating the chest wall. 

 

DISCUSSION 

Mediastinal mature teratomas (MMT) are benign, slow-

growing tumors and account for approximately 75% of 

mediastinal germ cell tumors, with a fairly equal incidence 

between men and women. Usually, they do not invade 

adjacent organs. However, enormous tumors may rupture 

into adjacent structures, such as the pleural space, 

pericardium, or tracheobronchial tree. A teratoma with 

fetal tissue is classified as an immature teratoma with a 

good prognosis but has a higher potential for recurrence 

and metastasis. Malignant transformation has been rarely 

reported.  

MMT contains components derived from more than one of 

the three primitive germ cell layers: ectoderm (hair, skin); 

mesoderm (bone, cartilage, muscle, fat); endoderm 

(respiratory epithelium, pancreatic tissue, and 

gastrointestinal epithelium) [2].  

Approximately two-thirds of MMT in adults are 

asymptomatic and are detected incidentally on standard 

chest radiographs. Symptoms are often produced when 

large tumors compress the surrounding structures. 

Anterior chest pain, dyspnea, and cough are the most 

common symptoms. Physical findings are usually 

negative, although massive tumors may penetrate the 

anterior chest wall and present a bulge in the ribs and costal 

cartilage overlying the mass [3]. 

 

 

 
Figure 3: operative view: a- specimen b- reconstruction 

of the chest wall 

For diagnosis of MMT, conventional chest radiograph still 

plays a significant role in the initial evaluation. At the same 

time, computed tomography (CT) scan is unavoidable for 

specifying the nature, location, and relationship of the 

tumor to the other structures. MMT is often well-defined 

with internal heterogeneous appearances due to fat, fluid, 

soft tissue, or calcifications. A fat-fluid level within an 

anterior mediastinal mass is virtually diagnostic of a 

teratoma, indicating the existence of sebum [4]. Magnetic 

resonance imaging (MRI) is considered an adjunct to CT 

scan in diagnosing mediastinal lesions. MRI is more 

dominant than CT scan in evaluating the spread through 

the tumor capsule and the infiltration of adjacent structures 

by fat plane obliteration. In our case, invasion of the chest 

wall misled us into believing in the malignant mediastinal 
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tumor. However, Computed tomography (CT)- guided 

biopsy redressed the diagnosis. 

The appropriate treatment for MMT is complete surgical 

excision, usually performed through a median sternotomy. 

However, resection can be surgically challenging because 

of potential adhesions to major organs, such as the major 

vessels of the mediastinum and the heart, the lung, and the 

chest wall. Erosion or inflammatory adhesions to the lung 

or the chest wall may necessitate adjacent resection. 

Furthermore, piecemeal resection may be inevitable when 

large tumors cannot be taken out en bloc [5]. Because of 

the large size of these tumors, the video-assisted thoracic 

surgical technique is rarely appropriate. 

 

CONCLUSION 

MMT is a typical benign lesion in the mediastinum, 

reaching a considerable size due to its slow growth rate. 

Surgical resection is the mainstay of treating these tumors 

as they respect anatomic boundaries. Complete resection 

can often be obtained, regardless of the size and extent of 

the tumor, with good outcomes.
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