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An Intrapulmonary Cystic Teratoma:
As a Cavitary Lung Lesion’

Hyung-Jin Kim, M.D.2, Joon Hee Joh, M.D., Hyun Sook Kim, M.D.,
SungHo Kim, M.D.3, Gyung Hyuck Ko, M.D.4

We report a rare cause of lung cavities, occurring in a patient with intrapul-
monary cystic teratoma. Computed tomography (CT) provided us more detailed
informations about the tumor characteristics containing fat and calcification,
which could not be distinguished on the plain radiographs. In addition, CT scans
clearly demonstrated the dilated anterior segmental bronchus of the left upper
lobe entering the posterior aspect of the cavity.
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Primary extragonadal teratomas in the thorax almost
always originate from the mediastinum, and only very
rarely occur in the lung. Less than 30 cases of
histologically proven intrapulmonary teratoma have
been reported (1-7). Most patients come to clinical at-
tention during the third or fourth decade of life, with
nonspecific complaints of cough, hemoptysis, and
chest pain (5, 8).

We recently experienced this rare condition in a 42-
year-old man, manifested as a cavitary lung mass
radiologically. Computed tomography (CT) provided us
more informations about the characteristics of the
tumor.

CASE REPORTS

An acutely ill-looking, 42-year-old man presented
with fever, progressive dyspnea and chest pain which
appeared two weeks ago. He was healthy until four
years ago, when he suffered from pulmonary tubercu-
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losis for which he was medicated for one year. On aus-
cultation, there was decreased breath sound over the
left lower thorax. Sputum examination for acid-fast ba-
cilli, fungus, and malignantcells was negative.

Chest radiographs showed hydropneumothorax at
the left side and arelatively thick-walled cavitary mass
with a polypoid protrusion within the cavity at the left
upper lobe. The diagnostic thoracentesis of hydro-
pneumothorax revealed the grossly purulent fluid with
the pH of 6.8 and the glucose level of less than 5 mg/dl,
which prompted closed thoracotomy. Culture and
cytological examination of the empyemic fluid failed to
identify a specific organism or cellular components.
Chest radiographs obtained after closed thoracotomy
more clearly demonstrated the cavitary mass at the left
upper lobe (Fig. 1a). On CT scans, the cavity was loca-
ted at the anterior segment of the left upper lobe with a
portion of fungating mass which had several different
tissue components including fat and calcification (Fig.
1b). In addition, CT scans clearly demonstrated the dil-
ated anterior segmental bronchus of the leftupper lobe
entering the posterior aspect of the cavity (Fig. 1c).

At thoracotomy, there was a severe, diffuse ad-
hesion in the left pleural cavity containing pus, which
urged the surgeon to perform a pleuropneumon-
ectomy. About 5-cm sized mass was embedded in the
anterior segment of the left upper lobe. Although there
were some adhesions, it was relatively easy to separ-
ate the tumor with the mediastinum which was intact.
The cut section of the specimen revealed the 4.6 X4 X3
cm-sized cavity with an internally protruding multino-
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Fig. 1. Intrapulmonary cystic teratoma.

a. Chest radiograph shows a relatively thick-walled cavity with a polypoid soft tissue component in the left upper lobe (arrows). Note
the architectural distortion in the leftlung caused by empyema which has been drained through a chest tube.

b, c. Thin-section CT scans with a 1.5-mm collimation and with bone algorithm. Scan obtained with mediastinal window setting (b)
clearly shows scattered areas of fat (arrow) and calcification (arrowheads) within the solid component of the tumor. Scan 1-cm above b
with lung window setting (c) shows the dilated anterior segmental bronchus of the left upper lobe, which communicates with the

cavitary tumor (arrow).

d. Photomicrography of the resected tumor shows cystic teratoma lined by stratified squamous epithelium with its appendage (H & E,

X 40).

dular hairy mass. The anterior segmental bronchus of
the left upper lobe was dilated and communicated with
the cavity. The histology confirmed the cavitary mass to
be a cystic teratoma, containing a variety of tissues
from all three germ cell layers, with its wall lined by
stratified squamous epithelium and skin appendages
(Fig. 1d). The tumor contained islands of cartilage, adi-
pose tissue, and smooth muscle. In no areas, gastroin-
testinal, pancreatic, or thymic tissues were found. The
dilated segmental bronchus entering the cavity was
lined with ciliated columnar epithelium and the tran-
sition to the lining of the cavity was abrupt.

DISCUSSION

Like teratoma of the mediastinum, intrapulmonary

teratoma is thought to originate from the third pharyn-
geal pouch which is the anlage of the thymus (5, 6). It
has two forms in relation to pulmonary architecture,
parenchymal and endobronchial. Most of intrapul-
monary teratomas were parenchymal, and only four
cases of endobronchial teratoma have been reported
(5, 6). Approximately half of the intrapulmonary tera-
tomas were located in the left upper lobe, the reason of
which is not clearly understood (6). These tumors have
been said to have malignant potential, and appro-
ximately one-third have been reported to be malignant
teratomas (5, 6). In our patient, CT scans provided
more detailed informations about the tumor
characteristics. They showed various kinds of tissue
components which could not be distinguished on the
plain radiographs.
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The connection between the intrapulmonary paren-
chymal teratoma and the bronchus, leading to the cav-
ity formation, has been reported in six cases (1-5). Sev-
eral possibilities can be assumed for the occurrence of
this bronchial connection :(1) biological aggressive-

ness of the tumor involving the bronchus; (2) second- .
ary infection of the cystic tumor ;(3) digestive enzyme "
activity inherent to the tumor, particularly which

contains pancreatic glands;and (4) combination of 4

these. Our case resembles that of Holt et al (5). The dif-
ferent linings of the cavity wall and the bronchus and
their abrupt transition in our case suggest thatthe local
invasion into the bronchus by the tumor is less likely
mechanism for the bronchial connection. In addition, in
contrast to five of six previously reported cavitary
teratomas, the absence of pancreatic tissue in our case
can rule out the theory of digestive enzyme activity.
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