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CLINICAL SUMMARY

A 28-year-old female, home-maker presented to our
department with a four-year history of intermittent
episodes of cough and haemoptysis. She had no
history of fever, weight loss or expectoration. Physical
examination was unremarkable.

INVESTIGATIONS

Routine haematological and biochemical investi-
gations were normal. Chest radiograph (posterior–
anterior view; Figure 1) showed a well-defined
opacity in the right lower zone with no satellite
lesions and no radiological evidence of calcification.
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Figure 1. Chest radiograph (posterior-anterior view)
showing a well-defined opacity in the right lower zone.

Computed tomography (CT) of the chest showed a
multiseptate cystic lesion (6.5cmx6.5cm) with thick
irregular and calcific densities within it seen in the right
paracardiac region abutting the right atrium (Figure 2).

Fibreoptic bronchoscopy did not reveal any
remarkable findings. A right lateral thoracotomy was
performed under general anaesthesia. A solid well

Figure 2. Contrast enhanced CT of the chest showing a
multiseptate cystic lesion in the right para cardiac region
abutting the right atrium (axial and coronal views).

capsulated tumour measuring 6cm in diameter was
found in the medial aspect of the right lower lobe
densely adherent to the pericardium.
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Enucleation of the lesion was performed without
any damage to the surrounding tissues.
Histopathological examination of the cut-section of
the lesion revealed multilocular cyst filled with
pultaceous material, hair and few grey white to
yellow solid areas (Figure 3A).

Microscopic examination showed a cystic mass
lined by keratinised squamous epithelium along
with adenexal structures. Large dilated glands
lined by ciliated columnar epithelium were seen
along with mature glial tissue. Mature adipose
tissue was seen with lymphoid follicles and
aggregates of siderophages, multi nucleate
histiocytes (Figure 3B).

The post-operative period was uneventful and the
patient was discharged on the 5th post-operative day
with complete recovery.
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Figure 3. Cut-section of the specimen (A)  showing a
multilocular cyst filled with pultaceous material, hair and
few grey white to yellow solid areas; (B) microscopic
examination of the cyst showing lining by mature
squamous epithelium with adipose tissue in the wall
(Hematoxylin and Eosin stain×10).

DIAGNOSIS

Intra-pulmonary teratoma right lower lobe.

DISCUSSION

Teratomas are tumours consisting of tissues derived
from more than one germ cell line. Criteria for
pulmonary origin are: exclusion of a gonadal or
extra-gonadal primary site and origin entirely within
the lung. These lesions originate from the third
pharyngeal pouch. Primary intra-pulmonary teratoma
is rare.1

Intra-thoracic teratomas almost always occur in the
mediastinum, but occasionally, these may be found
in the lung as intra-pulmonary teratomas. Mature
teratomas are the common histological type of germ
cell tumours, followed by seminomas. Germ cell
tumours are predominantly found in the gonads,
while the anterior mediastinum is the most common
extra- gonadal site.2 Most intra-pulmonary teratomas
have been diagnosed in the first or second decade of
life, though the age ranging from 10 to 68 years.15 The
first case of intra-pulmonary teratoma was reported
by Mohr in 1839.3 A total of 67 cases have been
reported in the literature from 1939 to 2007, including
35 from Japan and 7 from Korea, and the rest are in the
English literature.4

There are different theories postulated for the
genesis of intra-thoracic teratomas. According to Joo
and Colleagues5 intra-thoracic teratomas including
mediastinal and intra-pulmonary teratoma have
common genesis and are thought to originate from
displaced thymic tissue of the third pharyngeal
pouch. Another study indicates that intra-pulmonary
teratomas arise from aberrant thymic tissue. It is
proposed that the primodial teratomatous focus in the
potential mediastinum is caught up by the respiratory
outgrowth and hence locates within the lung.5

Another theory suggested that primary pulmonary
germ cell tumours represent an unusual differen-
tiation of somatic cell line.6 There are a few case
reports of intra-pulmonary teratoma from India.7-11

Clinically, patients with intra-pulmonary
teratomas present with chest pain (52%), haemoptysis
(42%), and cough (39%). The most specific symptom
is trichoptysis or expectoration of hair (13%) which
was not seen in our case. Bronchiectasis occurs in
16% of cases.12  Some patients may present with
pyothorax as reported by Tandon and Colleagues.13

Two-thirds of intra-pulmonary teratomas occur in
the upper lobes, usually in the left upper lobe.14

Occurrence in the right lower lobe, as in the present
case, is uncommon.

Radiologically, an intra-pulmonary teratoma
usually presented as a lobulated mass, but may be
seen as a cavitary lesion, a consolidation, or as a
peripheral translucency. In the present case it was
seen as a multiseptate cystic lesion on CT of the
chest. A cavity with peripheral translucency is a
distinguishing feature of intra-pulmonary teratomas
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from mediastinal teratomas.15 This feature indicates
air within the cavity secondary to a bronchial
communication.

CT demonstrates discrete areas of different
densities due to soft tissue, high local fat content, or
punctate calcification, or a combination of these, and
is extremely valuable to detect a ruptured teratoma. In
a ruptured teratoma, the internal density becomes
heterogeneous, the tumour margin becomes irregular,
and the fat component shows a bursting
configuration.15 Magnetic resonance imaging is
another emerging method that can be used pre-
operatively to diagnose a pulmonary teratoma.16

Histologically, intra-pulmonary teratomas may
contain any tissue originating from one of the three
germinal layers. A large proportion (approximately
30%) of teratomas are of the immature type and
therefore have malignant potential.15 Tumours with
pancreatic tissue are prone to rupture owing to
enzymatic reactions. Due to its malignant potential
and possibility for rupture, surgical resection of an
intra-pulmonary teratoma is advocated; options may
range from segmentectomy to pneumonectomy.15

In conclusion, an intra-pulmonary teratoma is
an exceptionally rare tumour. The diagnosis is made
on the radiologic imaging, especially a CT that
demonstrates calcification, cavitations, and peripheral
translucent areas. Trichoptysis is the only clinical
feature that can be diagnostic. Due to its potential for
rupture or malignancy, surgical removal is indicated.
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