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A  22-year-old man referred to the Pulmonary Depart-
ment, Razi Hospital, Rasht in Guilan Province with a 
two-week history of hemoptysis. He had history of 

around 20 mL of bloody sputum with clots on several occa-
sions. The patient also described a six month history of inter-
mittent cough with expectoration of hair and sebum (Figure 
1A). Prior to his visit, he reported expectoration of teeth-like 
material (Figure 1B). Otherwise he was well and denied 
symptoms of breathlessness, weight loss or pain. Physical 
examination was normal. All laboratory tests also were with-
in normal limits. Chest radiograph showed a large mediasti-
nal mass which involved the right upper lobe of lung and 

was con�rmed on CT scan (Figure 2A). The mass was char-
acterized with cavitation and two bony-like appearances, 
with associated collapse and consolidation of the distal lung. 
Serum germ cell tumor markers were tested and found to be 
negative. The patient underwent �beroptic bronchoscopy 
which showed streaks of fresh blood originating from right 
upper lobe. Right anteriolateral thoracotomy revealed a large 
mass which predominantly had involved the right upper 
lobe. The large mass was excised en bloc. Macroscopically, 
the mass contained hair with three teeth (Figure 4). Micro-
scopically, there was no sign of malignant or immature tissue 
to be identi�ed. The patient recovered well postoperatively 
and was discharged six days later. 

What is your diagnosis?
See the next page for diagnosis.
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Figures 1.   Presence of hair, sebum, and teeth as seen in expectorted material.

Figure 2. A) CT scan shows a mediastinal mass and teeth, B) three teeth postoperatively.
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B enign germ cell tumors are uncommon and account 
for 5 to 10% of all mediastinal tumors1 Intrathoracic 
teratomas are thought to be derived from the third 

pharyngeal pouch, a common origin with the thymus.2 Evi-
dence to support this theory has come from reports of thymic 
tissue found within resected teratoma specimens.3 Only 5 to 
10% of germ cell tumors are extragonadal, however the me-
diastinum is the most common extragonadal site. Typically, 
germ cell tumors occur in young adults in the second to 
fourth decades of life with equal sex distribution,1,4 which 
was the case with the patient.

Histologically benign teratomas consist of all three pri-
mordial layers: ectoderm (skin and hair), mesoderm (bone, 
fat and muscle) and endoderm (respiratory epithelium and 
gastrointestinal tract). Skin, pilosebaceous tissue, smooth 
muscle, fat and respiratory epithelium occur in more than 
half of the tumors.5–6 Teeth, bone, cartilage, neural tissue and 
pancreatic tissue have been reported in benign tumors.1 In 
this case, all three layers were present.  The tumor tends to be 
slow growing, thus many patients have no signs or symptoms 
when the mass is initially discovered.1,4 The most common 
symptom is chest pain, which may be accompanied by dys-
pnea, cough, and fever.1 Chest pain is most commonly sub-
sternal or in the pectoral area and located on the side where 
the mass is present. Occasionally, when the tumor erodes 
into an airway patients may cough up hair (trichophytosis) 
or sebum, which is pathognomonic of a benign mediastinal 
teratoma.5 Hemoptysis can occur, presumably from irritation 
of the bronchial mucosa by the tumor or from erosion into 
a vascular structure. Presenting symptoms also can occur 
from pressure on surrounding structures.1,5 The patient had 
rare presentations of cough, hemoptysis, expectoration of 
hair and sebum, and teeth-like material.                                                                                                   

Benign teratomas, in addition to eroding into an airway, 
can also rupture and �stulize into the pleural or pericardial 
spaces and present with cardiac tamponade.1,5 Benign ter-
atomas rupture into the lung or bronchia tree and produce 
hemoptysis.1                                                                                                                                                            

Obviously, symptoms depend on what structure the tumor 
ruptures into. If the tumor ruptures in the lung, an abscess 
or coughing of hair or sebaceous material can result. If the 
teratoma erodes into the pleural space, a pleural empyema 
can develop which present with chest or back pain.1 Most 
benign teratomas are discovered on routine chest radiogra-
phy. CT scan with contrast enhancement is the diagnostic 

procedure of choice to evaluate mediastinal abnormalities 
found on chest radiography.1,6,7 Usually, a CT demonstrates 
a thick-walled cystic mass. When areas of calci�cation are 
intermixed within areas of fat density, the diagnosis of tera-
toma can be made with a high degree of certainty.1 The role 
of magnetic resonance (MRI) imaging in evaluating terato-
mas is not fully known, but the ability to determine vascular 
structures without contrast may be a distinct advantage.1 Tu-
mor markers should be obtained in all young adult patients 
diagnosed with an anterior mediastinal mass.1                                                                  

 The most common markers that should be obtained in-
clude n-fetoprotein and l3-human chorionic gonadotropin.1 
The treatment of choice for benign germ cell tumors is total 
excision before complications ensue. Resection may be ac-
complished via a median sternotomy, lateral thoracotomy, 
or, rarely, a clamshell incision.1,8 The patient underwent a 
right anteriolateral thoracotomy for  mediastinal mass and  
right upper lobe resection. If necessary, complete excisionof 
thymus, lung and pericardium should be performed, but tis-
sue may need to be left behind to avoid injury to vital neural 
or vascular structures.9 If the tumor has �stulized to the lung, 
a pulmonary resection may be necessary.1 The prognosis 
after excision is excellent even when complete excision is 
impossible.5 Postoperative irradiation or other adjuvant mea-
sures are not indicated in any of these patients.1 The ten year 
survival rate is 92.8%.1,6
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