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Malignant peritoneal mesothelioma — a rare cause

of laparotomy
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Mesotheliomas are aggressive tumours of the ser-
osal membrane that covers the internal organs of the
body. The most frequently affected surfaces are pleura
(65-70%), peritoneum (30%), tunica vaginalis testis, and
pericardium (1-2%) [1, 2]. Peritoneal mesothelioma was
first described in 1908 by Miller and Wynn [3, 4]. The
disease incidence depends on geographic region and
ranges from about 7 to 40 per 1,000,000 in industrialised
countries (i.e. Britain, the Netherlands, Australia). The in-
cidence rate in Poland has still not been evaluated. It is
more common in males and the incidence of peritoneal
mesothelioma is 0.5-3.0 per million per year in males,
and 0.2-2.0 per million per year in females. The main

Figure 1. The abdominal X-ray with barite
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risk factor associated with all forms of mesothelioma
is ashestos exposure [5, 6]. Other risk factors are radia-
tion, erionite or mica exposure, talc, as well as patients
suffering from familial Mediterranean fever and diffuse
lymphocytic lymphoma [7-9]. Literature review shows
that only 50% of patients with recognised peritoneal
mesothelioma have a history of asbestos exposure [10].

A 74-year-old man with a background of ischaemic
heart disease, diabetes, and hypertension was admitted
to the Department of General Surgery in June because
of fullness in the upper abdomen and its associated
recurring pain, one week emesis after meals, weakness,
and weight loss of about 15 kg during the last month.
Initial clinical examination and blood examinations re-
vealed malnutrition only. A chest X-ray did not suggest
any abnormalities. An ultrasonographic examination
showed low rate ascites and extended small bowel es-
pecially in the left upper quadrant. On 15 June 2015
a colonoscopy was performed. This showed three hy-
perplastic polyps of the sigmoid colon without any other
pathologic mass, but his general condition did not im-
prove and emesis persisted. Further imaging studies, an
abdominal X-ray with barite (Figure 1), and computed
tomography (CT) of the abdomen (Figure 2) revealed the
presence of a pathologic infiltrating mass that meas-
ured about 40 mm and was located in the proximal part
of the small bowel in the left lower quadrant. Moreover,
omental involvement and subtle signs of ascites were
seen. The patient was qualified for surgical treatment
after appropriate preparation (total parenteral nutrition
was initiated before operation). On 24 June 2015 he
underwent a partial resection of the small bowel with
a tumour closing almost totally a lumen of the bowel
(Figures 3, 4). Furthermore, during surgery multiple very
small peritoneal nodules, the same as in all mesentery,
were found, an open biopsy of the omentum was done,
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Figure 4. Tumour of small bowel after resection

and ascitic sticky and gelatinous fluid was also found.
Histopathological examination (Figures 5, 6) showed
peritoneal mesothelioma in the small bowel as well as
in the caul, no metastases in the lymph nodes were
found, the surgical margin was free of cancer too. The
postoperative course was uncomplicated. On the ninth
day after the surgery the patient was released in good
condition and referred to the oncological outpatient
clinic, where he were qualified to postoperative intra-
peritoneal chemotherapy.

Peritoneal mesothelioma represents the second
most common site of malignant mesothelioma and ac-
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Figure 5. The part of the visceral peritoneum
with mesothelioma infiltration (papillous struc-
tures “extended” from the surface of peritone-
um in the upper part of the photo)

Figure 6. Cells of mesothelioma — positive re-
action with calretinin (mesothelial cell marker)
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counts for 20% to 30% of reported cases [11, 12]. The
association between asbestos exposure and peritoneal
mesothelioma is less strong than in the case of pleu-
ral mesothelioma. However, our patient did not have
a history of asbestos or any other known risk factor
exposure. Peritoneal mesothelioma is more common in
males and it can occur in any age group, but those in
the sixth decade are the most affected [13, 14]. The di-
agnosis of peritoneal mesothelioma is usually delayed
due to atypical and nonspecific clinical symptoms such
as weight loss, abdominal discomfort, pain, malaise,
emesis, and constipation. Rarely, patients present with
night sweats, fever of unknown origin, intestinal ob-
struction, or acute laparotomy [15-17]. Routine labo-
ratory tests or radiograph are not useful either. Ultra-
sonography examinations and computer tomography
findings are vague and not sufficient to establish the
diagnosis. However, CT can be helpful in the detection,
localisation, and staging of peritoneal masses. Three
types of peritoneal mesothelioma have been described
based on CT scan. The most common is “dry” type in
which a large mass or multiple small masses and no
ascites are seen. In the “wet” type of mesothelioma, CT
reveals widespread small nodules and plaques with as-
cites but without any solid dominant mass. The “mixed”
type is associated with both dry and wet types [14, 18,
19]. If ascites are present, paracentesis with fluid cy-
tology may be performed but this procedure has a low
diagnostic potential due to the small number of ma-
lignant cells within the fluid. Instead, a tumour biop-
sy should be done to reach a definitive diagnosis [12].
Moreover, diagnostic accuracy increases with the size
of the taken sample because the immunohistochemi-
cal expression of tumour markers is not homogeneous
within the same solid tumour section. For patients with
diagnosed peritoneal mesothelioma there are limited
therapeutic options. Radical resection is the best op-
tion with the best prognosis. However, it is often not
possible to achieve complete resection, so cytoreductive
surgery involving removal of all visible masses should
be done. Surgery alone has proven to be ineffective, it
should be combined with intraperitoneal chemotherapy.
This multimodality treatment has resulted in a median
survival of 50 to 60 months [18, 20-24]. Radiotherapy
has a very limited role in the treatment of peritoneal
mesothelioma, so it is not currently used [25]. Other
therapeutic options are immunotherapy (humanised
anti-CD3 antibodies, cytotoxic T lymphocytes, interfer-
on 023, autovaccine), gene therapy, and photodynamic
therapy, which are being used on an experimental basis
at present and are dedicated to palliation of advanced
peritoneal mesothelioma [26-29]. Malignant mesotheli-
oma of the peritoneum is a difficult diagnostic problem.
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This case report discussed the diagnostic challenges
and treatment of peritoneal mesothelioma. Diagnosis
is often delayed due to nonspecific clinical symptoms,
a variety of radiological images, and similarity to other
cancerous diseases. The mainstay of diagnosis is his-
topathological and immunohistochemical analysis of
samples obtained during operation.
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