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ABSTRACT 

A case of localized fibrous pleural mesothelioma in a 55 year-old male patient with hypoglycemic 

sympotoms was presented. The patient had also clubbed fingers. A large mass occupied 1/2 to 2/3 

of right hemithorax was shown by plain film. An isoechoic mass to the liver was seen by 

ultrasonography with low echoic areas. A well defined border mass with isodensity to the liver 

with areas of low density was observed by CT scan. Ultrasonography helped separating the mass 

from the normal liver. Surgery was performed with easiness and the tumor was totally removed 

with the disappearance of the hypoglycemic symptoms. 

INTRODUCTION 

Pleural mesotheliomas was first described by 

Lieutaud in 1767 (1). It was classified into diffuse and 

localized mesotheliomas by Klemperer and Rabin (2,3), 

according to the gross, microscopic and prognostic 

viewpoints. The diffuse type is better known because 

of its dramatic gross appearance, its rapidly fatal 

course and its induction by asbestos (4-6). Localized 

mesotheliomas, in contrast, are usually purely fibrous 

and carry a good prognosis (7,8). It has received a 

variety of names, including fibrous mesothelioma, 

benign mesothelioma, localized mesothelioma, subpleural 

fibroma, and localized fibrous tumor of the pleura (4). 

We present a case of benign fibrous pleural 

mesothelioma in a patient with hypoglycemic symptoms. 

Images are illustrated by plain film, ultrasonography 

and CT scan. 

CASE REPORT 

A 55 year-old male farmer from Bureeram 

Province, in the Northeastern part of Thailand, 

presented to us with seizure 2 days prior to the 

admission. His problem began 3 months ago; he was 

easily tired and had weight loss. One and a half months 

prior to the admission, he had a behavioural change; 

having been aggressive only in the morning every day. 

He, later, developed seizure and finally status epilepticus. 

He was found to have decreased blood sugar at a local 

hospital. He smoked 10 cigarettes per day for 30 years 

and was a regular alcoholic drinker. The positive 

physical findings hepatomegaly, 

clubbing of fingers, chachetic, absent Babinskin’s sign. 

His serum blood sugar was 20 mg/dl, calcium 8 mg/dl, 

and a normal serum insulin level. 

examination were 
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Plain chest film in AP and lateral views showed 

a large intrathoracic mass at the lower half of the 

right hemithorax (Fig. 1). Ultrasonography of the right 

upper quadrant showed a solid mass at right lower 

hemithorax and a normal liver (Fig. 2). CT scan showed 

a large well defined border solid mass at right lower 

hemithorax without adjacent organs invasion; multiple 

small necrotic areas was noted within the mass (Fig. 3). 
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The tumor from the right lower hemithorax was 

removed surgically and totally. There was some adhesion 

to the right hemidiaphragm. The colour of the mass 

was white with necrotic areas. Histology revealed a 

benign fibrous mesothelioma. 

The hypoglycemic symptoms and seizure dis- 

appeared after tumor removal. 

  
Fig. 1 Plain film of the chest in AP and lateral views showed the appearance of elevated right hemidiaphragm 

VS a large mass at the lower half to the hemithorax, obliterating right hemidiaphragm. 

  

Fig. 2. Ultrasonography in the region of the mass revealed a well defined border mass with iso to slightly 

hyperechoic to the liver parenchyma and there were areas of low echo. The liver was normal.
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Fig. 3 I.V. contrast axial CT scan of the chest showed a well defined border mass with isodensity to mildly 

hypodensity to the adjacent heart and aorta. Multiple small low density areas were noted. 

DISCUSSION 

Solitary fibrous tumors of pleura achieved a 

classic clinical and pathologic description: a large 

pedunculated mass attached by a narrow pedicle to the 

visceral pleura, in an asymptomatic individual who 

occasionally had hypoglycemia or osteoarthropathy 

(7,9-13). A minority of localized fibrous tumors of 

pleura were intrapulmonary lesions (14-15). 

The localized fibrous tumors of the pleura occured 

equally in both sexes, most commonly in the sixth to 

seventh decades of life. Presenting symptoms included 

chest pain, dyspnea, and cough; they were observed 

in three-fourths of patients with a malignant tumor. 

One in every four of these patients had hypoglycemia, 

clubbed digits or pleural effusion. Two-thirds of the 

tumors were attached to visceral pleura, often by a 

pedicle. The rest arose from the parietal pleura of the 

chest wall, diaphragm, or mediastinum. Neoplasms 

in these atypical sites, together with fissural lesions 

and tumors ‘“‘inverted’’ into peripheral lung, were 

more often malignant. Most neoplasms measured 

5-10 cm and weighed 100-400 g. Microscopically, the 

“‘patternless pattern’? or hemangiopericytic type, was 

seen in the majority of cases, and mixed patterns were 

seen in nearly 40% of tumors. All of the benign and 

45% of the malignant tumors were cured by simple 

excision. Patients surgically cured of a malignant 

neoplasm had pedunculated or well circumscribed lesions. 

However, 55% of patients with malignant tumors 
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succumbed to their disease secondary to invasion, 

recurrence, or metastasis. Resectability is the single 

most important indication of clinical outcome. No tumor 

expressed epithelial differentiation, either immuno- 

histochemically or ultrastructurally; therefore, England 

(17) favored the term ‘‘localized fibrous tumor’’ of 

pleura instead of localized mesothelioma. 

Most localized benign fibrous pleural mesothelioma 

were discovered incidentally or routine chest radiographs 

(17-20). They can occasionally attain such a large size that 

they cause considerable opacification of a hemithorax 

in plain radiograph. More often they appear as solitary, 

often lobulated, well circumscribed, non calcified soft- 

tissue masses, either in the periphery of the hemithorax 

abutting a pleural surface or related to an interlobar 

fissure. They are often elongated and roughly lenticular, 

with the greatest dimension in the longitudinal plane. 

The surface adjacent to the chest wall may be relatively 

flatter than that abutting the lung parenchyma. Benign 

mesotheliomas often arise from the visceral pleura and 

are attached to the pleural surface by a pedicle. In 

such instances, they project freely into the pleural space, 

and changes in position and shape can be observed 

on inspiration and expiration radiographs and/or 

fluoroscopy (14,21,22). Pleural lesions form obtuse 

angles with the chest wall (23,24) but a gradually 

tapering interface of mass and chest wall to be a more 

reliable sign of pleural origin (17,18). 

CT scan has several advantages by showing (1) 

displacement of adjacent lung parenchyma with
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compressive atelectasis and bowing of the bronchi and 

pulmonary vessels around the mass, (2) a smoothly 

tapering margin at the junction of the mass with the 

pleura, (3) in pedunculated lesions, CT can exhibit 

changes in location and shape in the supine and prone 

positions, similar to changes observed on fluoroscopy 

(25), (4) with contrast enhancement, CT scan differentiate 

a fibrous mesothelioma abutting the mediastinum from 

an aortic aneurysm. The absence of fat excludes a 

diaphragmatic herniation that might contain omentum 

or gastrointestinal viscera, or a pleural lipoma, (5) 

CT can demonstrate invasion of the chest wall or 

infradiaphragmatic structures, a rare feature.of fibrous 

mesothelioma. 

Ultrasonography may help identify the diaphragm 

and its location with respect to the mass, when a large 

mesothelioma fills the inferior hemithorax and CT 

might not delineate the diaphragmatic interface (26). 

Selective inferior phrenic, intercostal, and internal 

mammary arteriography may localize the mass by 

determining its blood supply and demonstrate large 

vascular pedicles and possible sites of vascular adhesion 

to the diaphragm or chest wall, which can be potential 

sites of bleeding at surgery (27). 

A definitive diagnosis cannot be established by 

either percutaneous needle aspiration biopsy or cytology 

from pleural fluid (28). Thoracotomy is necessary for 

diagnosis, and wide local resection is the treatment of 

choice (29). 

REFERENCES 

1. Robertson HE. Endothelioma of the pleura. 

J Cancer Res 1924; 8: 317-375. 

2. Klempere P, Rabin CB. Primary neoplasms of the 

pleura. A report of five cases. Arch Pathol 1937; 

11: 385-412. 

3. Shabanah FH, Sayegh SF. Solitary (localized) 

pleural mesothelioma. Chest 1971; 60: 558-563. 

4. Briselli M, Mark EJ, Dickerson R. Solitary 

fibrous tumors of the pleura. Cancer 1981; 47: 

2678-2689. 

5. Kucuksu N, Thomas W, Exdinli EX. Che- 

motherapy of malignant diffuse mesothelioma. 

Cancer 1976; 37: 1265-1274. 

6. Borow M, Conston A, livornese L, Schalet N. 

Mesothelioma following exposure to asbestos: 

A review of 72 cases. Chest 1973; 64: 641-646. 

7. Scharifker D, Kaneko M. Localized fibrous 

‘““mesothelioma’’ of pleura (Submesothelial 

fibroma) A clinicopathologic study of 18 cases. 

98 

10. 

11. 

12, 

13. 

15. 

16. 

Li 

18. 

19, 

20. 

2s. 

22. 

23: 

24. 

JAN.-APR. 1996 Volume II Number | 

Cancer 1979; 43: 627-635. 

Benoit HW, Ackerman LV. Solitary fibrous 

mesotheliomas. J Thor Surg 1953; 28: 346-357. 

Yousem SA, Flynn SD. Intrapulmonary localized 

fibrous tumor. Am J Clin Pathol 1988; 89: 365-369. 

Briselli M, Mark EJ, Dickerson GR. Solitary 

fibrous tumors of pleura: eight new cases and 

review of 360 cases in the literature. Cancer 1981; 

47: 2678-2689. 

Dalton WT, Zolliker AS, McCaughey WTE, 

Jacques J, Kannerstein M. Localized primary 

tumors of the pleura. Cancer 1979; 44: 1465-1475. 

Janssen JP, Wagennar SS, Van Den Bosch JMM, 

Vanderschueren RGJRA, Planteydt HT. Benign 

localized mesothelioma of the pleura. Histo- 

pathology 1985; 9: 309-313. 

McCaughey WTE. Primary tumors of pleura. 

J Pathol Bac 1959; 76: 517-529. 

Stout AP, Himadi GM. Solitary (localized) 

mesothelioma of the pleura. Ann Surg 1951; 

133: 50-64. 

Forter EA, Ackerman LV. Localized meso- 

theliomas of the pleura. Am J Clin Pathol 1960; 

34: 349-365. 

England DM, Hochholzer L, McCarthy MJ. 

Localized benign and malignant fibrous tumors 

of the pleura. Am J Surg Pathol 1989; 13: 640-658. 

Dedrick CG, McLoud TC, Shepard JO, Shipley 

RT. Computed tomography of localized pleural 

mesotheolioma. AJR 1985; 144: 275-280. 

Theros EG, Feigin DS. Pleural tumors and 

pulmonary tumors: differential diagnosis. Semin 

Roentgenol 1977; 12: 239-247. 

Okike N, Bernatz P, Woolner LB. Localized 

mesothelioma of the pleura: benign and malignant 

variants. J Thorac Cardiovasc Surg 1978; 75: 

363-370. 

Taryle D, Lakshminarayan S, Sahn SA. Pleural 

mesotheliomas: an analysis of 18 cases and review 

of the literature. Medicine 1976; 55: 153-162. 

Clagett OT, McDonald JR, Schmidt HW. Localized 

fibrous mesothelioma of the pleura. J Thorac 

Surg 1952; 24: 213-230. 

Berne AS, Heitzman ER. The roentgenologic 

signs of pedunculated pleural tumors. AJR 1962; 

87: 892-895. 

Fraser RG, Pare JAP. Diagnosis of diseases of 

the chest, 2d ed vol 1. Philadelphia: Saunders, 

1977: 591. 

Hutchinson WB, Friedberg MJ. Intrathoracic 

mesothelioma. Radiology 1963; 80: 937-945.



THE ASEAN JOURNAL OF RADIOLOGY 

25. Weisbrod GL, Yee AC. Computed tomographic 

diagnosis of a pedunculated fibrous mesothelioma. 

J Can Assoc Radiol 1983; 34: 147-148. 28. 

26. Doust BD, Baum JK, Maklad NF, Doust VL. 

Ultrasonic evaluation of pleural opacities. 29. 

Radiology 1975; 114: 135-140. 

27. Hahn PF, Novelline RA, Mark EJ. Arteriography 

99 

JAN.-APR. 1996 Volume Il Number I 

in the localization of massive pleural tumors. 

AJR 1982; 139: 814-817. 

Ratzer ER, Pool JL, Melamed MR. Pleural 

mesotheliomas. AJR 1967; 99: 863-880. 

McCormack PM, Nagasaki F, Hilaris BS, Martini 

N. Surgical treatment of pleural mesothelioma. 

J Thorac Cardiovasc Surg 1982; 84: 834-842.


