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Abstract 

Peritoneal mesothelioma represents a rare disease, among its manifestations it can be encountered ascites 

and tumoral abdominal masses and this condition, untreated can lead to death by bowel obstruction, perforation 

and cachexia. Due to the rarity of the disease, some patients are misdiagnosed and thus they cannot benefit from 

a radical form of treatment which leads to an increased survival. We hereby present the case of a 62 year-old 

male with previous surgery for a retroperitoneal tumor with relapse of the disease. The pathological examination 

and immunochemistry showed a diffuse peritoneal mesothelioma with poor differentiation. The patient was 

submitted to chemotherapy and 16 months after surgery on regular control imaging he presented a 

retroperitoneal recurrence. Unfortunately the patient refused the treatment; we believe that he could benefit from 

radical surgery associated with hyperthermic intraperitoneal chemotherapy. Preoperative diagnosis of diffuse 

peritoneal mesothelioma can be difficult due to the lowest predictability of the clinical and imaging studies. 
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Introduction 

 

Diffuse mesothelioma represents a 

progressive disease of the pleura, peritoneum, 

vaginala testis and in rare cases of the 

pericardium, with an actual incidence of 1-2 

cases per million [1]. Malignant mesothelioma 

represents 30% of all mesotheliomas [2] and it 

can be localized or diffuse. The disease has 

variable geographical incidence and in some 

cases it was described a familial aggregation 

of cases. There is a higher predominance in 

males (male/female ratio 1.9/1) [2], in 35% of 

cases a history of asbestos exposure can be 

encountered [3], but only a small percentage 

of patients exposed to asbestos develop the 

disease, probably due to a genetic 

susceptibility [4]. Other agents related to this 

condition are: exposure to thorotrast, talc, 

external radiation, Familiar Mediterranean 

Fever [5].  

The peritoneal localization of the disease 

can manifest itself by unspecific abdominal 

complaints such as nausea, vomiting, weight 

loss, diffuse abdominal pain. On clinical 

examination can be encountered ascites or 

abdominal masses. Imaging studies such as 

echography and tomography can reveal 

ascites, thickening of peritoneum, eventual 

abdominal tumors with calcifications [6]. 

Moreover, the diagnosis is made during 

laparoscopy or laparotomy. Definitive 

diagnosis is made on pathological and 

http://www.clinicalcases.eu/
mailto:bfilip79@yahoo.com


Archive of Clinical Cases 

 

 

 
 www.clinicalcases.eu  153  Arch Clin Cases 2015; 2(3):152-156 

 
 

immunohistochemistry examination. There is 

no immunohistochemical marker with a high 

sensibility and specificity for malignant 

mesothelioma, often a combination of markers 

makes the diagnosis. For the epitelioid 

subtype the most frequent markers are: 

calcretinine, cytokeratin 5/6, podoplanin, WT-1 

and trombomoduline [7]; for the sarcomatous 

subtype: cytokeratin 7, vimentine, cytokeratin 

8/18, CAM 5.2, AE1/AE3 [8] . 

Due to the rarity of the disease the 

chemotherapy regiments are somehow similar 

to those used for pleural diffuse mesothelioma. 

In the absence of treatment the median 

survival is 6 months, with the aid of 

chemotherapy a median survival of 12 months 

can be expected [9]. Intraperitoneal 

hypertermic chemotherapy associated with 

optimal cytoreduction has become the 

standard treatment for diffuse peritoneal 

mesothelioma with better results compared to 

systemic chemotherapy. 

 

 

Case report 

 

We hereby, present the case of a 62 year-

old male with previous radical surgery 2 years 

prior to admission for a right retroperitoneal 

tumour. The pathological examination showed 

a 7cm diameter solid tumour, on 

immunohistochemistry positive for CK 

AE1/AE3, synaptophysine and chromogranin. 

At that moment the diagnosis was 

extradigestive neuroendocrine tumor. The 

patient was not submitted to chemotherapy. 

Seven months after the initial surgery, the 

patient was diagnosed with a recurrence of the 

disease; on imaging he presented a 10 cm in 

diameter tumor in the retroperitoneum. The 

tumor was considered unresectable on 

surgical exploration and multiple biopsies were 

performed. Pathological examination showed 

an undifferentiated carcinoma.  

The patient was referred to our service for 

multidisciplinary treatment. On physical 

examination the patient presented an 

abdominal tumor on the topography of 

previous surgical scar, 10 cm in diameter. 

Laboratory test showed anemia (hemoglobin 

levels 9 mg/dl). Abdominal and thoracic 

tomography showed a large tumour with 

invasion of the abdominal wall, right colon, 

distal ileum, and the presence of two nodules 

on the greater omentum (Figure 1). 

The conclusion of the multidisciplinary 

team meeting was that the patient could 

benefit from radical surgery due to the 

previous pathological examination 

(undifferentiated carcinoma).  

 

 

Fig. 1. Abdominal CT scan showing a large right retroperitoneal tumour 
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On exploratory laparotomy, we found a 

large tumor on lower right quadrant without 

peritoneal carcinomatosis, except the two 

nodules described on tomography. It was 

performed en bloc resection of the tumor, a 

right colectomy, small bowel resection, part of 

the abdominal wall and omentectomy (Figure 

2). The patient was admitted to intensive care 

unit and had an uneventful postoperative 

course. On immunohistochemistry the tumour 

was positive for calretinin (Figure 3), CK5 

(Figure 4), CK7 (Figure 5) and negative for CK 

20. Final diagnosis was diffuse malignant 

peritoneal mesothelioma, epithelioid type. 

 

Fig. 2. Tumor specimen 

 

 

Fig. 3.  Immunostaining for calcretinin. Most of the 

tumor cells show strong cytoplasmic staining (IHC, 

Calretinin, x100) 

 

Fig. 4. Brown cytoplasmic immunostaining for CK5 

(IHC, CK5, x100) 

 

 

Fig. 5. Immunostaining for CK7 (IHC, CK7, x100) 

 

The patient was referred to chemotherapy 

and he received a standard treatment with 

included CDDP and Etoposide. On regular 

follow-up, 12 months after surgery, the patient 

was diagnosed with a retrogastric recurrence 

of the disease and he refused surgical 

exploration. The last follow-up was at 16 

months after the last surgery. 

 

 

Discussions  

 

Due to the rarity of the disease, there are 

clinical and histopathological difficulties for the 

accurate diagnosis of this condition. Based on 

the histological subtype, the epithelioid 

subtype should be differentiated from the 

peritoneal or ovarian primitive carcinoma; the 
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sarcomatous subtype from the digestive or 

uterine sarcomas [10, 11]. 

The particularity of this case is the unusual 

initial localization of the tumor. The lack of 

data regarding the initial surgical approach 

(retroperitoneal, without exploration of 

peritoneal cavity) and findings makes a difficult 

accurate appreciation of the initial 

retroperitoneal localization of the disease. The 

tomography does not add a diagnostic benefit, 

due to the lowest sensibility for small 

peritoneal lesions. There were described in the 

literature inclusion ectopic peritoneal cells on 

retroperitoneum, but this condition occurs 

most often in female pelvis [12] . Another 

explanation can be that the patient presented 

a congenital mobile right colon, and the initial 

disease developed in the peritoneum in the 

right colic gutter. Moreover, in diffuse 

peritoneal mesothelioma there is the possibility 

of regional [13] or distant [14] lymph node 

metastasis, in our case the retroperitoneal 

tumour could have been an enlarged 

metastatic lymph node. This is unlikely, due to 

the dimension of the tumor and the description 

on histopathological examination. 

Nevertheless, one must keep in mind that 

there were described unusual localizations of 

the peritoneal mesothelioma [15]. On clinical 

and imaging evaluation of the patient, we did 

not have any suspicion that this condition 

could be a peritoneal mesothelioma.  

Our patient underwent systemic 

chemotherapy; the best results in term of 

overall and disease free survival can be obtain 

with the combination Cisplatin-Pemetrexed 

[16]. Unfortunately the patient could not benefit 

from this combination, and it was administered 

a combination of Cisplatine and Etoposide.  

For the last 35 years we witnessed a 

change of treatment options for peritoneal 

diseases. Large multicenter studies have 

showed that the best results are obtained in 

peritoneal mesothelioma by combining the 

optimal cytoreduction with hyperthermic 

intraperitoneal chemotherapy. The results of 

the largest study which included 405 patients 

showed a 3 and 5 years survival rates of 60 

and 47%, the best prognostic factors being: 

the epithelioid subtype, the absence of lymph 

nodes metastasis, optimal cytoreduction and 

the hyperthermic intraperitoneal chemotherapy 

[17]. Morbidity and mortality rates for this 

highly demanding surgery are 39 and 2% [18], 

with a long learning curve [19] and with high 

costs [20]. It is difficult to evaluate the benefits 

of this intervention in our patient, without the 

appropriate diagnosis the patient was not 

referred to a specialized center.  

We presented this case based on the 

rarity of the disease and the unusual 

localization of the tumor. Based on this patient 

previous surgical history we must keep in mind 

that any time we encounter a patient with an 

abdominal tumor in which the different imaging 

technique have discordant results, with normal 

serum markers and a negative exploration of 

the digestive tract, it can be a rare peritoneal 

disease. The real benefit of this high degree of 

clinical suspicion is a better multidisciplinary 

management which can provide the best 

results in term of survival.  

 

 

Aknowledgement: 

 

Dr. Huțanu Ionuț is a fellow of POSDRU grant 

no. 159/1.5/S/136893 with title: “Parteneriat 

strategic pentru creșterea calității cercetării 

științifice din universitățile medicale prin acordarea 

de burse doctorale și postdoctorale – 

DocMed.Net_2.0”.

 

 

References 

1. Peto J, Decarli A, La Vecchia C, Levi F, Negri 

E. The European mesothelioma epidemic. Br J 

cancer 1999; 79(3-4):666-672. 

2. Boffetta P. Epidemiology of peritoneal 

mesothelioma: a review. Ann oncol 2007; 

18(6):985-990. 

3. Fasola G, Puglisi F, Follador A, Aita M, Di 

Terlizzi S, Belvedere O. Dramatic tumour 

response to pemetrexed single-agent in an 

elderly patient with malignant peritoneal 

mesothelioma: a case report. BMC Cancer 

2006; 6:289. 

http://www.clinicalcases.eu/


Archive of Clinical Cases 

 

 

 
 www.clinicalcases.eu  156  Arch Clin Cases 2015; 2(3):152-156 

 
 

4. Testa JR, Cheung M, Pei J, et al. Germline 

BAP1 mutations predispose to malignant 

mesothelioma. Nat Genet 2011; 43(10):1022-

1025. 

5. Brigand C, Monneuse O, Mohamed F, et al. 

Peritoneal mesothelioma treated by 

cytoreductive surgery and intraperitoneal 

hyperthermic chemotherapy: results of a 

prospective study. Ann surg oncol 2006; 

13(3):405-412. 

6. Diop AD, Fontarensky M, Montoriol PF, Da 

Ines D. CT imaging of peritoneal 

carcinomatosis and its mimics. Diagn Interv 

Imaging 2014; 95(9):861-872. 

7. Ordonez NG. Role of immunohistochemistry in 

distinguishing epithelial peritoneal 

mesotheliomas from peritoneal and ovarian 

serous carcinomas. Am J Surg Pathol 1998; 

22(10):1203-1214. 

8. Chirieac LR, Pinkus GS, Pinkus JL, Godleski J, 

Sugarbaker DJ, Corson JM. The 

immunohistochemical characterization of 

sarcomatoid malignant mesothelioma of the 

pleura. Am J Cancer Res 2011; 1(1):14-24. 

9. Turner K, Varghese S, Alexander HR Jr. 

Current concepts in the evaluation and 

treatment of patients with diffuse malignant 

peritoneal mesothelioma. J Natl Compr Canc 

Netw 2012; 10(1):49-57. 

10. Baker PM, Clement PB, Young RH. Malignant 

peritoneal mesothelioma in women: a study of 

75 cases with emphasis on their morphologic 

spectrum and differential diagnosis. Am J Clin 

Pathol 2005; 123(5):724-737. 

11. Grzankowski KS, Brightwell RM, Kasznica JM, 

Odusi KO. Malignant peritoneal mesothelioma 

without asbestos exposure: An ovarian cancer 

imitator. Gynecol Oncol Rep 2015; 11:10-12. 

12. Ross MJ, Welch WR, Scully RE. Multilocular 

peritoneal inclusion cysts (so-called cystic 

mesotheliomas). Cancer 1989; 64(6):1336-

1346. 

13. Yan TD, Deraco M, Elias D, et al. A novel 

tumor-node-metastasis (TNM) staging system 

of diffuse malignant peritoneal mesothelioma 

using outcome analysis of a multi-institutional 

database. Cancer 2011; 117(9):1855-1863. 

14. Zannella S, Testi MA, Cattoretti G, Pelosi G, 

Zucchini N. Peritoneal malignant mesothelioma 

metastatic to supraclavicular lymph nodes. Int J 

Surg Pathol 2014; 22(6):552-554. 

15. Haberman A. Unusual appearance of 

malignant peritoneal mesothelioma. J Comput 

Assist Tomogr 2015; 39(3):419-421. 

16. Garcia-Carbonero R, Paz-Ares L. Systemic 

chemotherapy in the management of malignant 

peritoneal mesothelioma. Eur J Surg Oncol 

2006; 32(6):676-681. 

17. Yan TD, Deraco M, Baratti D, et al. 

Cytoreductive surgery and hyperthermic 

intraperitoneal chemotherapy for malignant 

peritoneal mesothelioma: multi-institutional 

experience. J Clin Oncol 2009; 27(36):6237-

6242. 

18. Baratti D, Kusamura S, Cabras AD, Bertulli R, 

Hutanu I, Deraco M. Diffuse malignant 

peritoneal mesothelioma: long-term survival 

with complete cytoreductive surgery followed 

by hyperthermic intraperitoneal chemotherapy 

(HIPEC). Eur J Cancer 2013; 49(15):3140-

3148. 

19. Kusamura S, Baratti D, Hutanu I, Rossi P, 

Deraco M. The importance of the learning 

curve and surveillance of surgical performance 

in peritoneal surface malignancy programs. 

Surg Oncol Clin N Am 2012; 21(4):559-576. 

20. Squires MH, 3
rd

, Staley CA, Knechtle W, et al. 

Association between hospital finances, payer 

mix, and complications after hyperthermic 

intraperitoneal chemotherapy: deficiencies in 

the current healthcare reimbursement system 

and future implications. Ann Surg Oncol 2015; 

22(5):1739-1745. 

 

http://www.clinicalcases.eu/

