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Pleural Mesothelioma Diagnosed on Inguinal
Lymph Node Biopsy: A Rare Entity
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ABSTRACT

Mesothelioma is a locally aggressive tumour arising from mesothelial lining of serous cavities, commonest site being the pleura.
Distant metastasis to extra thoracic lymph node is rare. We herewith report a case of pleural mesothelioma with extensive peritoneal
involvement which was diagnosed after inguinal node biopsy. This case highlights the aggressive nature of mesothelioma along
with unusual site of metastasis. Though rare, a differential diagnosis of malignant mesothelioma should be kept while dealing
with patients presenting with ascites and inguinal lymphadenopathy. A high index of suspicion along with immunohistochemical

confirmation can prevent disease progression and prolong patient survival.
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CASE REPORT

A 42-year-old male patient present with dyspnoea, ascites and loss
of appetite for eight months. He had been evaluated extensively
in multiple hospitals outside but a definite diagnosis could not be
made. He was started with anti-tubercular therapy since past six
months empirically but his condition did not improve. Even PET
CT and peritoneal biopsy done outside were inconclusive. In our
institute, he was evaluated thoroughly and on examination gross
ascites and inguinal lymphadenopathy was present. Ascitic fluid
showed high Serum Ascites Albumin Gradient (SAAG-1.7 g/dL),
low Adenosine deaminase level along with raised serumLDH
levels (2830 U/L). Blood examination showed Hb -13.4 g/
dL, Total Leucocyte Count -16800 cells/cubic millimetre with
Neutrophils-91%, Lymphocytes-5% and Platelet-4.07 Lacs/cubic
millimeter. Cytological examination of ascitic fluid was done thrice
but it failed to reveal the presence of any malignant cells. CECT
abdomen showed extensive deposits in the omentum forming
omental caking along the peritoneum with contiguous right pleuro-
peritoneal spread, right pleural deposits, hilar lymphadenopathy and
colonic thickening suspecting a possibility of caecal/appendicular
mucinous adenocarcinoma [Table/Fig-1a-c]. Here patient refused
to undergo pleural biopsy, hence inguinal node biopsy was done.
Histopathological examination of inguinal node revealed complete
effacement of nodal architecture by a high grade neoplasm
comprising of sheets and nests of pleomorphic tumour cells having
prominent nucleoli and moderate amount of pale eosinophilic
cytoplasm [Table/Fig-2a-c]. Differentiation could not be made on
morphology alone hence immunohistochemistry was performed,
keeping a few differentials in mind- poorly differentiated squamous

[Table/Fig-1]: a) CECT Thorax axial image showing bilateral pleural effusion (left>right)
with enhancing pleural based deposits on right side. b,c) CECT abdomen and pelvis
axial images showing extensive omental soft tissue deposits forming omental caking,
enhancing nodular peritoneal thickening, deposits along serosal surface of bowel and
gross ascites.

cell carcinoma, poorly differentiated adenocarcinoma, amelanotic
melanoma and malignant mesothelioma. The tumour cells came
positive for PANCK, calretinin and WT1 and negative for p40, MOC-
31, TTF-1, CK7, CK20, HMB45 and melan A [Table/Fig-2d-f]. Based
on these findings a diagnosis of malignant mesothelioma was given.
The patient was planned for chemotherapy but within 24 hours the
patient developed sudden cardiac arrest and succumbed to death.
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[Table/Fig-2]: a) Low power view showing solid sheets of tumour cells (H&E, X40).
b) Low power view showing solid sheets of tumour cells with few blood vessels
(H&E, X100); c) Tumour cells are markedly pleomorphic having hyperchromatic
nucleus with prominent nucleoli and moderate amount of cytoplasm (H&E, X400);
d,e,f) Immunohistochemistry revealed tumour cells positive for cytokeratin, calretinin
and WT1 respectively (Immunoperoxidase, X400).

DISCUSSION

Mesothelioma is a locally aggressive tumour arising from mesothelial
lining of serous cavities, commonest site being the pleura [1].
Distant metastasis to extra thoracic lymph node is rare and it is
even more unusual to find the initial clinical presentation as systemic
lymph node metastasis. Zhang Y et al., described three cases of
malignant mesotheliomas with systemic lymphadenopathy as
the initial presentation [2]. Malignant mesothelioma account for
approximately 0.2% of all malignant tumours, and cases presenting
with distant metastasis is extremely rare [3]. Making diagnosis at an
early stage of the disease is usually difficult due to rarity of the lesion
and vagueness of symptoms at the time of presentation, as we also
saw in the present case because of multiorgan involvement. The
causation has been directly linked to asbestos exposure but we did
not find any history of asbestos exposure in the present case.

The common sites of metastasis are liver, bone, brain, adrenal gland,
kidney, pancreas, thyroid, spleen, skin and lymph nodes, mostly
reported as autopsy findings. Patients presenting with distant lymph
node involvement is very rare [4]. Histologically, three variants of
mesothelioma are described-epithelioid, sarcomatoid or mixed [5].
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The common subtypes of epithelioid mesotheliomas are further
subtyped on morphology as: tubulopapillary, acinar, adenomatoid,
solid and rare ones including clear, deciduoid, signet ring and small
cell variant [6]. This further needs immunohistochemical confirmation
by the use of panel of antibodies including at least two mesothelial
markers and two carcinoma markers depending upon the differential
diagnosis under consideration along with use of cytokeratin. Staining
in 10% of tumour cells has been considered positive for supporting the
diagnosis. Molecular studies demonstrating deletions of p16/CDKN2A
is known to occur in malignant mesotheliomas and help to differentiate
from benign mesothelial proliferation [7].

It is uncommon for patients to have associated ascites or peritoneal
involvement from a primary pleural tumour whereas those with
diffuse peritoneal involvement commonly present with ascites. In the
present case both pleural, peritoneal as well as caecal involvement
was present. Both the pleural and peritoneal mesotheliomas have a
low propensity for distant metastasis but regional spread is common.
Metastasis of malignant mesothelioma to the pleural cavity and chest
wall is common and can also spread to supraclavicular and axillary
lymph node [8]. Cases of malignant mesothelioma with metastatic
lymphadenopathy are described in [Table/Fig-3] [2-4,9-11].

Studies Cases | Cases of Mesothelioma with subsequent metastasis

Zhang Y et Malignant Mesothelioma metastasized to Systemic
Three

al., [2] Lymphadenopathy

Takehara Y Malignant peritoneal mesothelioma metastasized to
One P

etal, [3] lymph node metastasis within the transverse colon

Kant S et Malignant pleural mesothelioma metastasized to a
One .

al., [4] peripheral lymph node

Raju BVLN Pleural Mesothelioma metastasized to Inguinal Lymph
One

etal., [9] node

Sussman J Malignant mesothelioma metastasized to Lymph node-

and Rosai J Six cervical in four cases, mediastinal in one, and inguinal

[10] in one

King JA, et Malignant mesothelioma metastasized to inguinal lymph
One

al., [11] node

Present case | One Malignant mesothelioma metastasized to inguinal lymph

node metastases

[Table/Fig-3]: Cases of malignant mesothelioma with Metastatic lymphadenopathy.

Histomorphology associated with poor prognosis include
nonepithelioid subtypes morphology especially the desmoplastic-
variant sarcomatoid mesothelioma [12]. The pleomorphic-variant
phenotype has a poor prognosis [13]. Nuclear grading (degree of
nuclear atypia and mitotic count and/or MIB-1 labeling index) has
been shown to be a strong predictor of overall survival in diffuse
pleural and peritoneal mesothelioma [14].
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CONCLUSION(S)

Hereby a case of pleural mesothelioma with extensive peritoneal
involverment which was diagnosed after inguinal node biopsy
has been reported. This case highlights the aggressive nature
of mesothelioma along with unusual site of metastasis. Though
rare, a differential diagnosis of malignant mesothelioma should
be kept while dealing with patients presenting with ascites and
inguinal lymphadenopathy. A high index of suspicion along with
immunohistochemical confirmation can prevent disease progression
and prolong patient survival.

Declaration: Patient died due to sudden cardiac arrest and family
member could not be contacted for informed consent. Authors
have taken utmost care to de-identify the patient’s details.
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