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Dyspnoea and a lung mass in a young female 2 weeks

after Caesarean delivery
To the Editors:

A 28-yr-old female presented 2 weeks after an uneventful
delivery by Caesarean section with progressive cough, dys-
pnoea and left-sided chest pain. Medical history was uneventful
but she had smoked until her pregnancy (16 pack-yrs). On
admission, conventional chest radiography revealed a large
pulmonary mass in the left lung (fig. 1a). A computed tomo-
graphy (CT) scan showed a large, slightly inhomogeneous mass
in the upper lobe of the left lung (fig. 1b). Apart from a 17-mm
lesion in the left pulmonary vein, no other metastases were
found. CT-guided true-cut biopsy was not diagnostic, and so a
thoracotomy was performed. In the frozen section, a malignant
process was diagnosed, and the surgeon proceeded to a left
upper lobectomy and mediastinal lymphadenectomy.

The histological workup of the mostly necrotic and partly cystic
well-demarcated mass showed a biphasic pattern composed of
branching glandular structures and cords resembling fetal lung,
set in an undifferentiated stroma with polygonal and spindled
cells (fig. 1c–e). The mesenchymal cells tended to be more
closely packed around the epithelial tubules. High proliferation
activity (Ki67 up to 90%) in both elements of this true mixed
tumour underlined the malignant quality of the epithelial
component and sarcomatous stroma. The patient was thus
diagnosed with a biphasic pulmonary blastoma.

2 days after surgery, the patient developed a left-sided haemipar-
esis. A brain CT showed multiple ischaemic lesions but no evidence
of metastases. The origin of the emboli was suspected to be
persistent tumour growth along the left pulmonary vein reaching
the left atrium. The patient was transferred to a cardiosurgical
centre where the remaining tumour was resected successfully. The
neurological deficits resolved spontaneously and completely.

Post-operative restaging including a CT scan of the brain (the
patient refused to undergo brain magnetic resonance imaging
(MRI)) showed no evidence of persistent tumour manifestations.
In view of the clinical diagnosis of tumour emboli and the young
age of the patient, we decided to administer an adjuvant
chemotherapy for 6 months. The IVADo-regimen (ifosfamide,
vincristin, actinomycin D and doxorubicin), which is used in
children with pleuropulmonary blastoma [1], was chosen initially.
After 3 months the regimen was changed to cisplatin/ifosfamide
in view of the epithelial tumour component. At the end of the
chemotherapy, further workup including brain CT showed no
evidence of disease. At a scheduled follow-up visit of the
asymptomatic patient 3 months later, a solitary brain metastasis
was detected on the right parietal side (brain CT and MRI).
Because surgical resection was suspected to have a high risk of
permanent neurological deficits, the patient received stereotactic
radiosurgery to the metastasis and, because of the history
of multiple tumour emboli, whole-brain radiotherapy (30 Gy).

18 months later, the patient remains in very good general
condition and without evidence of disease recurrence in repeated
CT and MRI examinations.

Biphasic pulmonary blastoma is a rare malignancy, represent-
ing ,1% of all lung cancers [2]. The first description of
pulmonary blastoma was published in 1945 by BARRETT and
BARNARD [3], when the disease was initially named pulmonary
embryoma because of its microscopic resemblance to embryo-
nic lung. Pulmonary blastoma is nowadays subdivided into
three categories: classic biphasic pulmonary blastoma; well-
differentiated fetal adenocarcinoma; and pleuropulmonary
blastoma [4]. The latter is a malignant stromal tumour of early
childhood and rarely occurs after the age of 5 yrs.

Biphasic pulmonary blastoma is composed of malignant pri-
mitive embryonal glands and mesenchyme. Well-differentiated
fetal adenocarcinoma shows malignant glands that resemble
fetal lung at the 10th to 16th week of gestation. The mesenchyme
is histologically benign. Diagnosis and differentiation are often
difficult, and expert opinion should be sought. Our case was
assessed by L. Dehner (Washington University, St Louis, MO,
USA), one of the most experienced pathologists in this disease
entity [5]. He confirmed the diagnosis.

Pulmonary blastomas can occur at any age, with a median of
35–40 yrs at diagnosis [6]. Patients present with nonspecific
respiratory symptoms (cough, haemoptysis, dyspnoea, chest
pain) that may mimic a respiratory tract infection. In 40% of
cases, the tumours are found by routine chest radiographs in
asymptomatic patients. Tumour size and location are very
variable and without predominance. Primary tumours with
,5 cm maximum dimension have a more favourable prog-
nosis [6]. In the only case series with documented smoking
habits, up to 80% of patients had a smoking history [6]. The
prognosis of pulmonary blastoma in general is poor. A
historical case review revealed that patients with biphasic
pulmonary blastomas have poorer prognosis than those with
monophasic neoplasms; 52% of patients with biphasic blas-
toma died of their disease, but only 14% of patients suffering
from well-differentiated fetal adenocarcinoma [6]. This finding
has been confirmed in a smaller case series [7].

The diagnosis of this tumour shortly after pregnancy raises the
question of whether female sex hormones might play a role
in the development of the disease. Well-differentiated fetal
adenocarcinomas express the cell-adhesion molecule b-catenin,
which forms a complex with steroid hormone receptors. A
study therefore hypothesised that oestrogens might play a role
in the development of the disease [8]. In a single case report, a
well-differentiated fetal adenocarcinoma was found 3 months
after delivery [9]. However, in view of the reported equal sex
distributions for these tumours and the fact that it is a very rare
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disease, a relationship between pulmonary blastoma and
pregnancy appears very difficult to support.

The primary treatment of choice for localised disease is
surgical resection and in case of complete resection, cure can
be achieved. The role of adjuvant chemotherapy or radio-
therapy is controversial due to a lack of data. Based on a
review of the literature, CUTLER et al. [10] recommended radio-
therapy, and chemotherapy with cisplatin and etoposide as an
effective regimen after surgery.

Brain metastases are very rare in this disease. The first report
of brain metastasis of pulmonary blastoma was reported by
BARSON et al. [11] in 1968. A review of the literature on this topic
found six cases of pulmonary blastoma with brain metastasis
[12]. Patients who underwent no further treatment survived for
2.5 and 4 months. Patients with brain metastases who received
treatment (surgery, radiotherapy or chemotherapy) survived for
9–25 months.

Extension of pulmonary blastoma into the left atrium, another
feature of this case, is also exceedingly rare and has only been
published once before [13].

In conclusion, the optimal treatment of patients with pulmon-
ary blastoma remains unclear but initial complete resection
represents the most important aspect, and can be curative
in localised disease. Treatment of metastatic disease should
consider the possibility of further resection in case of solitary
lesions. Our case demonstrates that long-term survival is
possible in this rare disease with generally poor prognosis if an
aggressive approach is undertaken. However, it is crucial to
gain further knowledge to improve therapy for this rare
malignancy.
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FIGURE 1. a) Chest radiography and b) computed tomography images of the patient on admission. c–e) Haemotoxylin and eosin stained sections of the biphasic

neoplasm composed of c) epithelial glandular tubular structures (thick arrows) and a sarcomatous mesenchymal stroma (thin arrows) (506 magnification), d) the epithelial

elements resemble fetal lung (1006 magnification) and e) the undifferentiated stroma is formed of loosely arranged polygonal cells (short arrow) and more spindle-shaped

cells forming bands and nodules (long arrow) (1006 magnification).
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Tuberculosis in the elderly in Germany

To the Editors:

Germany has a low tuberculosis (TB) incidence with a decreasing
trend [1].

However, the proportion of TB patients aged o60 yrs is in-
creasing (1976: 26.5%; 1986: 30.9%; 1996: 33.7%; 2006: 34.8%.
1976 and 1986 figures are for the Federal Republic of Germany
only), reflecting demographic changes. Age-related factors not
only increase the risk of TB reactivation but also enhance
susceptibility to TB infection, abetting outbreaks, e.g. in nursing
homes [2, 3]. To optimise healthcare services and TB control in
this subpopulation of growing impact, detailed knowledge of
the epidemiological features of TB in the elderly is needed.

National German TB notification data from 2002 to 2006 were
analysed as a pooled 5-yr data set stratified into two age groups:
TB patients 15–59 yrs (referred to as ‘‘younger adults’’) and those
aged o60 yrs (‘‘the elderly’’). For both groups, proportions of TB
cases with reference to demographic factors, affected organs,
drug resistance, case finding and treatment outcome were
determined. Mortality (based on treatment outcome notification
data), TB incidence, and age-specific TB incidence in 5-yr strata
were calculated based on population data from regional statistical
offices (time averaged 2002–2006). As the country of birth was
unknown for the general population, origin-related TB incidence
was derived from citizenship information. Proportion (%) and
incidence (cases per 100,000 population) were compared between
both groups using the Z-test. Odds ratios (ORs), 95% confidence
intervals (CIs) and corresponding p-values were specified. Data
were collected using the electronic reporting system SurvNet@rki
(Robert Koch Institute, Berlin, Germany) and analysed using
SPSS version 15 (SPSS Inc., Chicago, IL, USA), Excel (Microsoft
Corporation, Redwood, CA, USA) and Stata version 11.0
(StataCorp LP, College Station, TX, USA).

A total of 31,459 TB cases aged o15 yrs were identified. Details
of the study set are presented in table 1.

The proportion of elderly patients (36.0%) remained stable
over the study period. The elderly differed from the younger
TB cases, first of all in patient origin: 45.0% of the younger TB
cases had a foreign citizenship and 56.6% were born abroad,
versus 12.0% and 23.1%, respectively, of the elderly patients.

Proportions of pulmonary TB (PTB), which was the most
common form, and of extrapulmonary TB (EPTB) were almost
similar in the two age groups. However, the EPTB forms
differed: genitourinary TB was more often diagnosed among the
elderly, especially in males, while extrathoracic lymph node TB
was seen less frequently. Among PTB patients, both culture-
positivity rate and positive microscopy results were seen
significantly less frequently in the elderly (76.2 versus 79.1%,
OR 0.84 (95% CI 0.79–0.90), p,0.001 and 38.5% versus 44.7%, OR
0.78 (95% CI 0.73–0.83), p,0.001, respectively).

Drug resistance rates were markedly lower in the elderly for
any drug resistance (6.5 versus 13.9%, OR 0.43 (95% CI 0.39–0.48),
p,0.001) and for multidrug resistance (0.6 versus 3.1%, OR 0.18
(95% CI 0.13–0.25), p,0.001). Drug resistance rates in the foreign-
born elderly exceeded those among German-born patients by a
factor of 2–3, although the discrepancy was less pronounced
than in younger adults. However, the pyrazinamide resistance
rate was higher in the elderly (3.2 versus 2.6%, OR 1.28 (95% CI
1.07–1.52), p50.006) and more frequent in the German-born
elderly than in the foreign-born elderly (3.8% (n5188) versus
1.7% (n527)).

Fewer elderly patients than younger patients were diagnosed
via active case finding (5.9 versus 18.4%, OR 0.28 (95% CI 0.25–
0.31), p,0.001), including contact tracing (1.6 versus 6.9%, OR
0.21 (95% CI 0.18–0.26)). TB as a post mortem diagnosis was c
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