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Giant Craniofacial Immature Teratoma With Primary
Intracranial Lesions

Mustafa Karaca, MD, Mithat Akan, MD, Gokalp Silav, MD, and Tayfun Akoz, MD

Abstract: Teratomas can occur in almost any region of the body
and are the most common extragonadal germ cell childhood tumors.
Immature teratomas in the head and neck region cause severe de-
formity and threat life because of several reasons. Imaging investi-
gation (ultrasonography, computed tomography, magnetic resonance
imaging) is of outmost importance for the diagnosis and preoper-
ative planning, considering that the total surgical resection of the
teratoma constitutes the treatment of choice. Untreated teratomas
have mortality rates of 80% to 100% . In this study, a giant cranio-
facial immature teratoma having both intracranial and extracranial
primary lesions is reported. As a conclusion, intracranial primary
lesions should be kept in mind in extracranial head and neck im-
mature teratoma cases.
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BACKGROUND
Teratomas are the most common childhood tumors, which are
extragonadal and derived from germ cells. They can occur in almost
any region of the body and in any organ, but they are most com-
monly observed in the paraxial and midline locations, and they
involve the head and neck once in every 40,000 births.1 Imaging
techniques such as ultrasonography, computed tomography (CT),
and magnetic resonance imaging are required for the diagnosis and
operation planning.2 Immature teratomas in the head and neck
region cause severe deformity and threat life because of several
reasons. The suggested and appropriate treatment is total resection
of the tumor.3 In this study, a giant craniofacial immature teratoma
case is reported for its rare localization and size, and associated
literature is reviewed.

CLINICAL REPORT
A 2-month-old male infant was referred to our clinic with a

giant mass on the left side of his head (Figs. 1 and 2). There was no
history of teratogens or polyhydramnios during the gestation. Physi-
cal examination revealed a giant soft-tissue mass on the left cranio-
facial region. On the cranial CT images, a temporofacially localized

massive mass and in the brain parenchyme secondary small lesions
that had the same density as the primary lesion were seen (Figs. 3
and 4). Under general anesthesia, the craniofacial mass and one of
the intracranial lesions were excised totally. Tumor-free skin and
scalp flaps were preserved so that primary wound closure could be
applied. The pathologic diagnosis was immature teratoma for both

FIGURE 1. Preoperative view of the patient.

FIGURE 2. Preoperative view of the patient.

CLINICAL STUDY
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specimens. The patient was followed up for the remaining lesions
(Figs. 5 and 6). He had no recurrences during 2-year follow-up and
was lost because of pneumonia when he was 2 years old.

DISCUSSION
The teratomas are defined benign (mature) or immature

according to their histologic structure and degree of differentiation
and maturation. Immature teratomas contain varying amounts of neu-
roectodermal or blastemal tissues and can be graded by the quantity
of immature neuroglial tissue.4 Eighty percent of teratomas that are
found in the first 2 months of life occur in the sacrococcygeal region,
and 5% to 14% occur in the head and neck region.1 The most com-
mon sites for the development of head and neck teratomas are, in
order of predominance, the cervical region, the nasopharynx, and
the oropharynx.5

Twenty percent to 30% of congenital head and neck tera-
toma cases have polyhydramnios history during gestation.5 With the
increased availability and refinement of prenatal ultrasound, large
intracranial congenital masses can be detected in utero. Ultrasono-

graphic findings may include visualization of a large facial mass
extending intracranially through the cranial base, hydrocephalus in
association with an intracranial mass, or macrocephaly with ap-
parent complete loss and replacement of normal symmetric intra-
cranial structures by a solid, irregular, echogenic mass with multiple
cystic areas at the periphery.

In cases of extracranial teratoma, the preferred treatment is
total excision only. A comprehensive surgical staging procedure
does not seem essential in the treatment of these patients. In those
cases in which total excision is applied, the survival rate with no

FIGURE 3. Preoperative CT imaging of the lesions.

FIGURE 4. Preoperative CT imaging of the lesions.

FIGURE 5. Postoperative view of the patient.

FIGURE 6. Postoperative view of the patient.
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recurrences for 3 years is reported to be 93%. In recurrent disease,
surgery combined with chemotherapy has 98% to 100% survival
rates for 3 years.4 Untreated teratomas have mortality rates of 80%
to 100%.3

In our giant craniofacial immature teratoma case, surgical
excision alone resulted in acceptable cosmetic result, and the patient
had 2 years without any recurrences. Having multiple primary im-
mature teratomas in both intracranial and extracranial localizations
makes the presented case special. The remaining intracranial lesions
were followed conservatively because of their number and local-
ization. Although some authors suggest radiotherapy or chemo-
therapy for primary intracranial immature teratomas, in a study of
15 patients there was no difference in outcomes between the patients
who had postoperative chemotherapy or radiotherapy and those
who did not.6 Unfortunately, our patient died because of pneumonia
2 years later, and further sufficiency of the treatment could not be
considered.

In conclusion, in extracranial head and neck immature tera-
toma cases, total resection of the tumor is the treatment of choice.

The surgeons should also consider the possibility of other primary
intracranial lesions.
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