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Abstract
A 33 year old woman posed a diagnostic
problem for two years with recurrent left
sided chest pain and radiographic
features suggestive of a loculated effusion.
Diagnosis was finally made at thoraco-
tomy which revealed an encapsulated cys-
tic mass. Histological examination con-
firmed a rare monomorphic pulmonary
blastoma.

(Thorax 1994;49:838-839)

Barnard in 1952 reported a case of a rare
pulmonary neoplasm which resembled fetal
lung histologically, with glandular structures
lined by non-ciliated epithelium and a sur-
rounding stroma resembling mesenchyme. He
designated it "pulmonary embryoma".' In
1961 Spencer reported three new cases but
renamed them "pulmonary blastoma" as he
believed that they represented neoplasms simi-
lar in pathogenesis to nephroblastoma.2 Further
cases with a similar histological appearance
have been reported from thoracotomy or post-
mortem specimens.27
The patient presented here is of interest for

three reasons. Firstly, she was treated for tuber-
culous pleural effusion which is common in

Figure 1 Resected specimen of oval shaped tumour mass with greyish solid and cystic
areas.

Asia; secondly, she had survived two years
without evidence of distant metastases; and
thirdly, the histological examination showed a
monomorphic pattern which is rare in the
adult.-7

Case report
A 33 year old Chinese woman presented in
September 1990 with constant left sided pleuri-
tic chest pain unrelieved by analgesics. There
was no evidence of fever, cough, or weight loss.
She was previously well and had never smoked.
Her chest radiograph showed left basal consoli-
dation with a loculated effusion, confirmed by
computed tomographic scanning of the thorax.
Pleural aspiration of 100 ml bloodstained fluid
was obtained after three attempts. This was a
sterile transudate; cytological examination
showed scanty neutrophils, lymphocytes, and
benign mesothelial cells. The chest radiograph
after aspiration showed little change. Mantoux
testing with 10 units PPD was non-reactive.
She was given a course of antibiotics with
symptomatic improvement.

Six months later she developed a dry cough
and low grade fever. Clinically she was well
despite the persistent left pleural effusion. Peri-
pheral blood counts were normal and the eryth-
rocyte sedimentation rate was 10mm in the first
hour. Permission was not obtained for a repeat
pleural aspiration. Fibreoptic bronchoscopic
examination excluded endobronchial tumour
and tuberculosis. She was nevertheless started
on a course of antituberculous therapy compris-
ing rifampicin, isoniazid, and ethambutol.

She completed nine months of treatment
without complications but the chest radiograph
remained unchanged. In November 1992 the
dry cough, malaise, and weight loss recurred.
She was dyspnoeic on moderate exertion and
afebrile but physical examination revealed no
new findings. A repeat thoracic computed
tomographic scan showed a semisolid area in
the posterobasal segments of the left lower lobe
with an adjacent collection of fluid. The right
lung and the mediastinum were normal.
At thoracotomy a large firm mass which

occupied the left lower third of the pleural
cavity and compressed the adjacent lung was
found connected to the left upper lobe poster-
iorly by a pedicle. The remainder of the lungs,
pleura, pericardium and mediastinum were
normal. The gross specimen was oval in shape
and weighed 424 g. The cut section showed a
greyish solid tumour with cysts varing from
1 mm to 20mm in diameter (fig 1). Haematoxy-
lin and eosin stained sections showed a lesion
with solid and cystic areas. The solid areas were
composed of loose spindle-shaped mesenchy-
mal cells with cystic spaces and a varying degree
of cellularity. Areas of increased cellularity
appeared in sheets or as small nodules with
scattered mitoses. Hyalinisation was seen in the
stroma and particularly around blood vessels
(fig 2). No epithelial, chondroid, or osteoid
differentiation was identified. Immunohisto-
chemically the tumour cells were vimentin pos-
itive, but negative for keratin, desmin, S-100,
chromogranin, and NSE. The resection margin
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Figure 2 Section showing tumour composed of spindle-shaped mesenchymal cells with a
focus of hyalinisation of the stroma. Stain: haemotoxylin and eosin. Magnification
x 200, reduced to 83% in origination.

was clear. These features were consistent with
monophasic pulmonary blastoma. Tissue cul-
ture for Mycobacterium was negative.

She recovered uneventfully and has remained
well and symptom free to date, six months from
the date of diagnosis.

Discussion
Pulmonary blastoma in the adult is a very rare

malignant neoplasm of the lung with fewer than
30 cases having been reported since 1952.1-8 It
has been described in adults aged 15-77 years,
with a slight male preponderance.'-7 Sporadic
cases in younger patients have, however, been
described.38
The histogenesis is still uncertain; it probably

develops from a pleuripotential cell of one germ
layer which later differentiates into mixed tissue
components. The typical histological features
are the gland-like structures lined by non-
ciliated epithelium, and the surrounding
mesenchymal stroma is often interspersed with
mixed malignant cells. The tumour may some-
times be encapsulated, often locally invasive,
with regional and/or distant metastases. i7 It
can be differentiated from the pleuropulmonary
blastoma of childhood in that the latter occurs

in children under 15 years of age and usually
undergoes sarcomatous change with an ex-

tremely poor prognosis.9 Histologically this
case resembles childhood blastoma because of
the lack of connective tissue differentiation. It is
interesting that after two years the histological
appearance has remained undifferentiated and
the tumour has not metastasised. The be-
haviour of this apparently circumscribed
tumour would suggest that it was relatively
benign, despite the aggressive reputation of
predominant stromal varieties.
The clinical presentation is non-specific with

cough, chest pain, and dyspnoea. The usual
investigations such as chest radiography, spu-
tum cytology, bronchoscopic biopsy, or lymph
node biopsy are of limited value. Tumour spe-
cimens obtained via thoracotomy or necropsy
are usually necessary for a definitive diagnosis.
The discrepancy between the radiological, clin-
ical, and the intraoperative findings contributed
to the diagnostic difficulty in this case. Clinic-
ally and radiologically the tumour occupied the
lower third of the left pleural cavity, compress-
ing the left lower lobe of the lung. At thoraco-
tomy it was found to be attached by a long
narrow pedicle to the left upper lobe from
which it arose. The computed tomographic
scan had failed to delineate this particular ar-
rangement.
The best mode of treatment is not known,

but surgical resection has so far been promising
with postoperative survival varying from one
month to 11 years.1 The role of postoperative
adjuvant chemotherapy, irradiation, or both, is
poorly defined, and the prognosis is uncertain
as the number of cases reported so far has been
small and methods of treatment varied.'-8

We are grateful to Dr R M du Bois for his comments and
Professor B Corrin for reviewing the histology in this case.
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