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Pericardial Teratoma: An Uncommon
Masquerader

Written by Toni Rizzo

Teratomas are benign germ-cell tumors that occur in
infants through young adults. They contain cell types
from at least 2 of 3 primitive germ cell layers. Ectodermal
elements often predominate (hair, skin, sweat gland, or
tooth-like structures), as well as mesodermal (fat, cartilage,
smooth muscle, bone) or endodermal (respiratory and
intestinal epithelium) elements. Pericardial teratomas most
commonly arise in the anterior superior mediastinum.
These tumors usually are diagnosed in infants and children
<10 months of age at a rate of 5 to 6 per 10,000 children.
They are exceptionally rare in adults.

Pericardial teratomas may be asymptomatic or cause
chest pain, cough, dyspnea, and/or cardiac tamponade.
In infants they present with respiratory distress and/
or hydrops fetalis. They usually present as right-sided
masses near the aortic root, superior vena cava, right
atrium, and pulmonary artery (Figure 1). In rare cases,
mature teratomas undergo malignant transformation.
Chest radiography often demonstrates an enlarged
mediastinum or cardiac silhouette. Computerized
tomography (CT) demonstrates a well-circumscribed
anterior mediastinal mass which is usually heterogenous
in composition. Magnetic resonance imaging (MRI)
confirms pericardial involvement and often reveals a large
mass of heterogenous fluid intensity. The outcome for
benign pericardial teratomas is favorable with complete
surgical resection. Incomplete resection can result in
residual pericardial effusion and tamponade.

Sasha Lalla, MBBS Advanced Cardiovascular Institute,
Port of Spain, Trinidad and Tobago, described the case
of a 42-year-old Afro-Caribbean woman presenting with
atypical chest pain and NYHA Class II dyspnea. She had
a history of essential hypertension, diabetes, and sickle
cell trait. There was no history of coronary artery disease;
she was a nonsmoker, and used little alcohol. The physical
examination and vital signs were normal.

The electrocardiogram showed normal sinus rhythm
with normal intervals, low voltage QRS, incomplete
right bundle branch block, and nonspecific T-wave
abnormality. CT showed a large well-defined thin-walled
cystic mass in the anterior inferior mediastinum anterior
to the ventricles, with posterior displacement of the
heart within the left hemithorax (Figures 2 and 3). The
mass measured 20 cm from the origin of the pulmonary
outflow tract to the lung base. Echocardiogram showed
a prominent extrapericardial echolucent area anterior to
the right ventricle (RV) with off-axis heart position but
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no significant RV compression. MRI showed RV free wall
distortion and restriction to RV diastolic expansion. The
mass was homogeneous with no invasion of the RV and
no pericardial thickening. Coronary angiogram revealed
normal coronary arteries.

Figure 1. Pericardial Teratoma.

Reproduced with permission from S. Lalla, MBBS.

Figure 2. Cystic Mass.

Reproduced with permission from S. Lalla, MBBS.

Figure 3. Cystic Mass.

Reproduced with permission from S. Lalla, MBBS.
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A surgical decision was made to excise the mass due to
its compressive nature and the symptoms produced. This
was achieved via median sternotomy without arrest of the
heart. The mass was excised intact and the pericardium
left intact. The mass was an enlarged pericardial cyst
(12.6 cm diameter) extending into the left costophrenic
angle, grossly described as a cystic mass 10 x 8 x 1.5 cm.
The cyst was multilobulated with septations and thin-
walled with a smooth lining containing clear fluid and
fatty tissue. At the point of surgery the tentative diagnosis
was that of a pericardial cyst but definitive histology
revealed a cyst lined with a single layer of cuboidal
cells, containing tiny bone spicule and hair fragments,
suggestive of a benign cystic pericardial teratoma. The
patient had an uneventful postoperative course and was
asymptomatic at follow-up.

This case describes a pericardial teratoma presenting as a
noncoronary cause of chest pain and effort intolerance and
masquerading as a benign pericardial cyst. It illustrates
the fact that multimodal imaging of cardiac neoplasms—
though useful in delineating anatomy and the relation of
masses to surrounding structures—may only provide limited
information. A true and accurate diagnosis often cannot
be established until definitive pathologic assessment
following surgical biopsy underscoring its importance, as
in this case.

The work of Drs. Randolph Rawlins, Ronald Henry, Taarik
Dookie, Eamon Foster, and Sasha Lalla and the Advanced
Cardiac Institute Surgical Therapies, Trinidad and Tobago,
are acknowledged for their collaboration on this case.

Office Versus Ambulatory Blood
Pressure: Can We Afford New Shoes?

Written by Toni Rizzo

Brachial blood pressure (BP) measured using oscillometric
devices correlates with disease endpoints such as
myocardial infarction (MI) and stroke. Arterial stiffness
may represent an easy surrogate marker for atherosclerotic
burden using validated measurements such as pulse wave
velocity (PWV) and pulse wave analysis (PWA). The National
Institute for Clinical Excellence (NICE) determined that
patients with office BP >140/90 mm Hg should be evaluated
with ambulatory BP monitoring (ABPM) [http://www.
nice.org.uk/nicemedia/live/13561/56008/56008.pdf] for
diagnosis and monitoring.

Kenneth Connell, MBBS, DM, University of the West Indies,
Cave Hill, Barbados, and colleagues at King’s College,
London, United Kingdom, studied the relationship
between office BP and ABPM and the correlation of both
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BP measures with surrogate markers of disease. The study
included 144 healthy volunteers from Barbados assessed
with 3 office BP measurements, PWV using a portable
physiologic vascular testing unit, and ABPM for 24 hours.

The mean (standard deviation) readings for office
systolic/diastolic BP (mm Hg), respectively, were 121
(12)/76 (9) overall, 121 (12)/76 (9) in blacks, 120 (14)/76
(9) in whites (p=NS). The readings for ABPM systolic and
office diastolic BP, respectively, were 122 (12)/73 (12)
overall, 125 (13)/ 73 (14) in blacks, and 119 (9)/73 (7)
in whites (p=0.004 for ABPM systolic; p=NS for ABPM
diastolic). PWV (ms™) was 10.0 (1.6) overall, 10.1 (1.8) in
blacks, and 9.9 (1.3) in whites (p=NS).

The correlation coefficient for ABPM versus office systolic
pressure was r=0.633 (p<0.0001). An ethnic difference
in ABPM day systolic BP was observed between black
(125 mm Hg) and white subjects (119 mm Hg; p<0.005;
Figure 1). The correlation coefficient for PWV versus
office systolic BP was r=0.318 (n=143; p<0.001; Figure 2).
The correlation coefficient for PWV versus ABPM systolic
BP was r=0.463 (n=143; p<0.001).

Figure 1. Ethnic Difference in ABPM.

<0.005
160 A P

150 o
140 A

130 o

100 T
Black

n=125

120 o

ABPM Day Systolic (mm Hg)

110 A

White
n=119

ABPM=ambulatory blood pressure monitoring.
Reproduced with permission from K. Connell, MD.

Figure 2. PWV Correlation with Office BP and ABPM.
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Multivariate Linear Regression: B=0.512; t(144)=6.118; p<0.001.

ABPM=ambulatory blood pressure monitoring; PWV=pulse wave velocity.
Reproduced with permission from K. Connell, MD.
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