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though, they could be normal.
1Histopathological examination reveals MTs
as being spherical or lobulated, with a well-
defined capsule, and contain a variety of
materials, lipid-rich fluid, cheese-like
substances, tooth, hair, and cartilage in benign
teratomas which comprises at least two of the
three primordial layers; ectoderm, mesoderm
and endoderm®. In this case, chest radiograph
and CT gave a lead to the diagnosis. However,
MRI could not be done because of cost.

Treatment of choice for MTs is surgical
excision and the preferred surgical access to
the tumor depends on the size, location, and
extent of the tumor, though, median
sternotomy is usually preferred since most
MTs are located in the anterior mediastinum,
posterolateral or anteroposterior thoracotomy
could be used®. The use of video assisted
thoracoscopic surgery in teratoma resection is
quite promising®". Surgical outcome is
influenced by choice of procedure, patient’s
age, presence of co-morbidity, tumour
characteristics and surgeon’s experience.

In this case, left posterolateral access was
used, as the tumor was completely located in
the left hemithorax, attached to the left lung
and left posteromedial part of the pericardium.
The tumor was completely excised. Two years
after the surgery, patient has remained well
without any signs or symptoms of recurrence.

CONCLUSION

Giant posterior mediastinal teratomas are
relatively rare compared to the anterior
mediastinum. Note that, even when they
occur, they could have a relatively mild clinical
presentation as in the index patient. Our
experience, in line with other reports, shows
that in benign mature teratomas, complete
surgical excision alone is the treatment of
choice with acceptable operative risk and
optimal long term result”.
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