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 Introduction 

To obtain a reliable diagnosis of pleural tumors is a crucial 

issue 

 

There are many potential pitfalls for the clinicians and the 

pathologists 

 

To date, tissue biopsy  confirmation is the diagnostic issue 
in most of the cases and particularly for malignant 
mesothelioma. 
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Diagnostic methods: 

 The clinicians point of view 

 The clinical manifestations of primitive and metastasis 

(dyspnea, cough, chest pain…) are usually non specific and 

insidious and cannot be used alone as diagnostic criteria. 
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Questions frequently asked to the pathologist 
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Diagnosis 

 Is it benign or malignant 

Is it  a primitive tumor or a metastasis 

Staging 

Prognosis 
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Histological WHO classification 

   2004    

Mesothelioma 
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  Mesothelioma is a rare disease  < 0.3% of all cancers (from the French 

network of cancer registries between 1980-2000 FRANCIM)  

  Less than 1% of cancer deaths worldwide 

 Some tumors are misnomers such as multicystic mesothelioma& benign 

fibrous mesothelioma:the 1st is not neoplastic and the 2nd is not of mesothelial 

origin. WDPM is an other tumor of mesothelial origin  

 Etiology  

 Asbestos exposure is nearly the only recognized  causes of 

mesothelioma (~80%).  

 Long delay of exposure ( 40 years) 

 Other known aetiological factors are radiation, chronic inflammation,  

scarring & virus ( SV40 story...) 

 Environmental exposure  ( erionite) occurs in some part of the world 

( Turkey, Metsovo area, Greece etc….)  

 Susceptibility to mesothelioma may be  influenced by genetic factors  
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Le Stang et al, 2009 Int J Cancer  

1998 1.2 –  2000 1.08 - 2005 1,2 - 2010 1,2 

1998 0,2 –  2000 0,2 -2005 0,3-   2010   0,3  

Price et al, 2009 Critical Review in 

Toxicology 39; 576-588 

 

  

1. Incidence in 2010 

 

        1/million/year in non exposed male 

        100/million/year in exposed male 

Diagnostic methods for MPM:  

The  clinicians point of view 
‘’No single, conventional imaging approach 

captures the information necessary to direct 

all aspects of patient management  

Armato et al, Lung Cancer. 2008.’’  
  
 - Chest X-ray usually shows a unilateral 

 pleural effusion or thickening. It should 
 not be used alone for the diagnosis of 
 MPM (1A) 

– Chest CT scan is unsuitable for definitive 

diagnosis of MPM, but diffuse or nodular 

pleural thickening are suggestive of the 

disease (1A) 

– MRI is not relevant (1B) 

– PET scan is currently not useful for MPM 

diagnosis (1C) 
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 Guidelines  for the diagnosis of  MPM: the 

pathologists point of view 
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http://www.splf.org/rmr/pdfNR/RecosMesotheliomeLong.pdf 
• Scherpereel A, Astoul P, Baas P et al,. Guidelines of the European 

Respiratory Society and the European Society of Thoracic surgeons for 
management of malignant pleural mesothelioma. ERJ 2009 August Epub 
ahead 

  
• Stahel RA, Weder W, Felip E; ESMO Guidelines Working Group.  Ann 

Oncol. 2008 May;19 Suppl 2:ii43-4.  
 

• Recommendations for the reporting of pleural mesothelioma. Butnor KJ, 
Sporn TA, Ordonez NG; Association of Directors of Anatomic and 
Surgical Pathology. Human Pathol, 2007 Nov;38(11):1587-9.  
 

•  Husain A, Colby T,  et al. IMIG Guidelines for pathologic diagnosis of 
malignant mesothelioma. A consensus statement from the International 
Mesothelioma Interest Group.  Arch Pathol Lab Med, 2009;133:1317-
1331. 
 
 

Guidelines and checklists are useful in daily practice. 

 

 

ERS Guidelines 2008 

Which specimen for which clinical presentation?  

  
 Cytological examination of pleural fluid is a routine procedure, and is an efficient method of 

confirming a malignant pleural effusion (Marel et al, Valdes et al, Chest 1993,1996                                                                                           

 +ve diagnosis  of malignancy   in  62-90%     ~58%                                                                              

( Johnston, Cancer 1985, Molengraft et al Acta Cytol, 1988,  Loddenkemper Am Rev Respir  

Dis, 1983)                    

 The guidelines are to date to not definitively certified a diagnosis of mesothelioma on cytology 

alone because of the poor sensitivity in 30% [A]                                                                                                             

Galateau –Sallé ( Ed,) Monograph Pathology  of Malignant Mesothelioma Springer Verlag, 

2005,  
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http://www.splf.org/rmr/pdfNR/RecosMesotheliomeLong.pdf
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Incidence  
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Incidence of malignant pleural effusions 

Churg A, Cagle P, Roggli V 

Tumors of the serosal Membranes. AFIP Atlas of Tumor Pathology Series 4 

 

Cancer 

1. Exfoliating cytology is positive for carcinoma metastasis 

in 60 to 70% of cases 

2. Exfoliating cytology is positive for MM in 30 to 40% of 

cases 

3. 10 to 20% of pleural effusions remain non diagnostic 

even after extensive workup 

Malignant mesothelial cells 

Metastatic breast carcinoma 

 

 

ERS Guidelines 2008 

Which specimen for which clinical presentation?  

   The guidelines are to date to not definitively certified a diagnosis of 

mesothelioma on cytology alone because of the poor sensitivity in 30% [A]                                                                                                             

Galateau –Sallé ( Ed,) Monograph Pathology  of Malignant Mesothelioma 

Springer Verlag, 2005,  
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Is the cell are of mesothelial origin or metastatic? 
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Cell blocks and immunohistochemistry are extremely helpful for making a 

definitive diagnosis of metastatic breast carcinoma. 

Calretinin  

ER 

ER 

Breast carcinoma Breast carcinoma 

Thoracoscopic procedure 
Needle biopsy of the pleura may be disapointing and a firm diagnosis may 

be not possible until thoracoscopy or surgical biopsy is performed. 
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Im@ec 2011 

15 

Non surgical biopsies : 130 (42%) 

Surgical biopsies ( VATs) : 176 (58%) 

FNA biopsies CT guided biopsies 

Surgical biopsies 

Thoracoscopy biopsies  

Surgical biopsies Surgical biopsies 

Mesothelioma:gross features 
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Gross features 
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 Diagnostic methods for MPM:  

Case n°1  

Epithelioid mesothelioma D
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•Female 76 years old, never smoker 

• With a probable previous history of asbestos exposure 

•Presented with a right pleural effusion 

•She suffered of recurrent bronchial infection due to Bronchietasies.  
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Diagnostic methods for MPM:                          

Epithelioid mesothelioma 
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Case n°1 

9729 
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Many subtypes not considered to date 

clinically relevant 
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Tubulo-papillary 

Acinous 

Diffuse 

Trabecular 

Signet ring cells, pseudo-glandular 

  

Macro/microcystic 

Transitional 

Deciduoid 

Clear cells 

Adenomatoid 

Lipid rich    

Small cells (Gibbs et al.; 1992etc… 

Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM:  
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Diagnostic methods for MPM: Epithelioid 

mesothelioma 
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Adenoid cystic pattern Microcystic pattern 

Signet ring cell pattern Pseudo tubular pattern 
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Ancillary technics 
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1. Recommandations  from the 2008 ERS/ESTS TASKFORCE 

 A diagnosis of MPM should always be based on 

immunohistochemistry (1A): use 2 positive markers 

and 2 negative markers to validate the diagnosis (1A) 

 Electron microscopy and molecular biology should not 

be carried out routinely to confirm the diagnosis (1A) 

 An independent expert panel should be asked to confirm 

the diagnosis particularly in clinical trials, or in any case 

where there is doubt about the diagnosis (1B) 
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MM  EMM SMM or DMM 

Positive markers Se IC95% Se IC95% Se IC95% Sp IC95% 

Calrétinin+ 87% 85-88 92% 91-93 39% 34-45 88% 84-91 

EMA+ 73% 71-75 79% 77-80 28% 23-34 29% 25-34 

CK5/6+ 74% 73-76 81% 79-82 23% 18-29 76% 71-80 

Mésothélin+ 81% 78-83 88% 86-90 14% 8-22 69% 61-77 

WT1+ 82% 78-85 84% 80-88 63%* 45-77 70%* 53-85 

KL1+ 64% 62-67 67% 64-70 57% 51-63 55% 48-62 

p53+ 68% 66-71 67% 64-70 73% 66-80 30% 24-37 

AE1/AE3+ 96% 95-97 98% 97-99 84% 79-88 13% 9-18 

Negative 
markers 

Se IC95% Se IC95% Se IC95% Sp IC95% 

ER- 100% 99-100 100% 99-100 100%* 83-100 14% 7-24 

TTF1- 100% 99-100 100% 99-100 100% 97-100 27% 22-32 

Berep4- 92% 91-94 92% 90-93 99% 96-100 57% 51-62 

CEA- 99% 98-100 99% 98-100 99% 96-100 12% 9-17 

p63- 94% 89-97 93% 86-97 96%* 81-100 35%* 15-60 

Population of the study: 5205 meso cases    &      620 pleural metastasis 

4173 EMM (80%) 

573 MMM (11%) 

344 SMM (7%) 

115 DMM (2%) 

 Ipox  MESOPATH results 
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Calretinin 

Calretinin 

Calretinin Calretinin +ve in BPC 

Calretinin- poly Zymed 

Q3: Immunohistochemistry is mandatory before certifying a diagnosis of mesothelioma 
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Histologie des prélèvements 2009-2011 

Mésothéliomes malins       Incertains                   Exclus 

Péritoine 

Plèvre MMD

2%

MMS

6%

MME

83%

MMB

9%

MMB

5%
MME

90%

MMS

5%

MMD

0%

HMA 

réactionnelle

8%

Métastase

59%

Divers bénins

27%

Autre tumeur 

d'origine 

mésothéliale

1%

Autre tumeur 

primitive

5%

HMA réactionnelle

0%

Métastase

22%

Divers bénins

11%

Autre tumeur 

d'origine 

mésothéliale

61%

Autre tumeur 

primitive

6%

Inadequate 

material 33%

Autre diag.

1%

Unclassified tumor

44% Méso. Preinvasive

8%AMH

14%

AMH

30%

Méso. pré-

infiltrant

0%

Unclassified tumor

40%

Autre diag.

0%

Inadequate 

material

30%

Reference center MESOPATH 

Histological type 
Malignant mesothelioma Undetermined Excluded 

Pleural metastasis  
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1. Histologically: 

1. Pleural metastasis are extremely frequent ratio 

meso/metastasis    1/~50 

2. Mesothelioma is a great mimicker of benign and 

malignant lesions of the serosal membranes 

USA 15000 pleural metastasis/year                                          

7 to 15% lung cancers & 7 to 11% breast 
Statement of the American Thoracic Society.                                                                 

Am J Respir Crit Care Med,2000, 162 ;1987-2001. 

2. The Mesopath Procedure of certification excluded 

13% of cases registered in the PNSM                        

                            Goldberg et al, PNSM OEM, 2006 

.   

mesothelioma 

metastasis 

mesothelioma 
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CKxx CDyy AE1/AE3  clone AE1/AE3 

Adenocarcinoma metastatic from the lung  

TTF-1   clone 8G7G3/1 
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Calretinin 

Cas 9 
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Cas 9 
Metastatic adenocarcinoma from the breast  

RO  6F11 

Clear cell mesothelioma 

Clear cell bronchopulmonary 

carcinoma 

Renal cell carcinoma 

metastatic to the pleura 

Renal cell metastasis 

Subtypes 

Clear cell mesothelioma 
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Message to take home 

Adenocarcinoma metastasis 

Immunohistochemistry is mandatory 

 Lung, breast, renal,  ovary, pancreas, bladder… 

2 positive markers  

calretinin , WT1 or EMA or CK5/6 

2 negative markers 

Ber-EP4, CEAmoabs, B72.3, TTF-1, ER 

Expression of calretinin: Breast, Lung (6%), renal (4-10%), 
bladder..   

Take care of: 

 quality of expression nuclear versus cytoplasmic 

 % of cells <10%  must be considered as negative 

ER α/PR never +ve in MM   

 TTF-1 +ve in ~ 80% is never express by MM    

 

 Diagnostic methods for MPM  

Case n°2 

Biphasic mesothelioma  

 D
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•Male 71 years old 

•Metallic carpenter 

• With a definitive previous history of asbestos exposure 

•He complained of thoracic pain, weight loss, alteration of performans status. 

•Presented with a right haemorragic pleural effusion together with diffuse 

nodular thickening of the pleura 

•He had no previous history of cancer. 
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cavity 

Biphasic mesothelioma/at  least 10% of one component in an adequate sample 

How we define biphasic ? 
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Disagreement between pathologists Epithelioid versus 

biphasic 
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The differential 

 Mesothelioma with abundant fibroblastic stroma reaction (CK usually 

-ve/calretinin could be +ve on the cells of the stroma) 

 

 Organizing pleuritis with AMH 

 

 Sarcomatoid carcinoma TTF-1+, CK5/6+/-ve, p63+ve 

 

 Biphasic synovial sarcoma CD34-ve, BCL2+ve, EMA focally +ve,   

t(x;18) ++++ 

 

 Mullerian mixed carcinoma from the ovary  

 

 Pneumoblastoma 
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The differential Dx is Biphasic synovial sarcoma 
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Mod Pathol 2007 

The phenotype is similar to the one of MM except for BCL2 +ve in SS 

 

 Diagnostic methods for MPM 

Sarcomatoid mesothelioma 
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•Men 78 years old, smoker 

• With a definitive previous history of asbestos exposure 

•Presented with a right recurrent pleural effusion 

•He also complained of COB, and cardiovascular disease  
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CKxx CDyy AE1/AE3  clone AE1/AE3 

Cellular organizing pleuritis (AE1/AE3  negativity is mandatory to 

check invasion in the adipose tissue)  

 Sarcomatoid carcinoma TTF-1+/-ve, CK5/6+/-ve, p63+ve 

 Synovial sarcoma  CD34 –ve, CD99+ve, BCL2+ve, t(x;18) 

Sarcoma 

 Leiomyosarcoma (CK +ve in 30% of cases) 

Malignant schwannoma (S100 +ve) 

Malignant solitary fibrous tumor ( CKs –ve), BCL2 +ve, CD34+ve 
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The Dx# 

 

p 63 expression  J Lewis et al Mod Pathol 2005 
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MM  EMM SMM or DMM 

Positive markers Se IC95% Se IC95% Se IC95% Sp IC95% 

Calrétinin+ 87% 85-88 92% 91-93 39% 34-45 88% 84-91 

EMA+ 73% 71-75 79% 77-80 28% 23-34 29% 25-34 

CK5/6+ 74% 73-76 81% 79-82 23% 18-29 76% 71-80 

Mésothélin+ 81% 78-83 88% 86-90 14% 8-22 69% 61-77 

WT1+ 82% 78-85 84% 80-88 63%* 45-77 70%* 53-85 

KL1+ 64% 62-67 67% 64-70 57% 51-63 55% 48-62 

p53+ 68% 66-71 67% 64-70 73% 66-80 30% 24-37 

AE1/AE3+ 96% 95-97 98% 97-99 84% 79-88 13% 9-18 

Negative 
markers 

Se IC95% Se IC95% Se IC95% Sp IC95% 

ER- 100% 99-100 100% 99-100 100%* 83-100 14% 7-24 

TTF1- 100% 99-100 100% 99-100 100% 97-100 27% 22-32 

Berep4- 92% 91-94 92% 90-93 99% 96-100 57% 51-62 

CEA- 99% 98-100 99% 98-100 99% 96-100 12% 9-17 

p63- 94% 89-97 93% 86-97 96%* 81-100 35%* 15-60 

Population of the study: 5205 meso cases    &      620 pleural metastasis 

4173 EMM (80%) 

573 MMM (11%) 

344 SMM (7%) 

115 DMM (2%) 

Immunohistochemistry  MESOPATH results 
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Epithelial tumor with pleomorphic features 

 

Patient are smokers 

 

Lung cancer ( Am Joint Committee on Cancer [AJCC] 7th edition 

reclassified Lung cancer with  pleural invasion from stage IIIB (T4) to 

stage IV [M+] & M1a ( visceral metastasis).  

 

Usually a peripheral voluminous nodular mass, grey white & necrotic 
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Sarcomatoid /Pleomorphic carcinoma 

 



12/7/2011 

29 

 

Epithelial  tumor with spindle cells features and atypical giant cells 
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Sarcomatoid/ pleomorphic carcinoma 

 
At least 10% of Pleomorphic cells  

55% express TTF-1+ve in ~30%    but for less than 50% of the cells) 

Sarcomatoid/Pleomorphic carcinoma 

Clone AE1/AE3  P63 clone 4A4 

p63 is not expressed in most 

soft tissue sarcoma 

JO & Fletcher                                      

Am J Clin Pathol, 2011. 

And mesothelioma 
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 Diagnostic methods for MPM 
Desmoplastic mesothelioma  
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•Female 62 years old 

•Mill worker, her husband died of a mesothelioma 

• Heavy  previous history of asbestos exposure 

•Presented with recurrent right pleural effusion 

•She complained of asthenia and weight loss of 5 kg 

•Cytology was negative 

•She had no previous history of cancer. 

 

 

 Diagnostic methods for MPM  

Case n°4  
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 Diagnostic methods for MPM  

Case n°4  
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 Diagnostic methods for MPM  

Case n°4  
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KL-1 



12/7/2011 

32 

 

 

H
is

to
lo

g
ic

a
l 

 c
la

s
s
if

ic
a
ti

o
n

 

 

  WHO Histological classification  2004  

Histology is the gold standard for diagnosis. 

 

 

Mesenchymal tumor including (Biphasic) or not epithelial differentiation 

(monophasic). Both may affect the pleura 

5 to 10% of soft tissue sarcomas 

Younger age 90% occurs before 50yrs  ( mean 47 years). No gender predilection 

Usually a localized mass growing slowly ( between 2 to 4 yrs). Some may present 

with a pseudocapsule. May be diffuse pseudomesotheliomatous. 

Usually large tumor > 10cm  

May present on CT scan and Xray calcifications 
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Synovial sarcoma 
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 Pleuropulmonary SS are mostly monophasic and poorly differentiated 

90% express CKs in the epithelial component, but EMA is expressed more 

often than CKs and BCL2 is diffusely expressed in spindle cells & CD34 -ve  
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Synovial sarcoma 

 

SS  CD34 –ve, CD99+ve, BCL2+ve, t(x;18)  SYT-SSX1/SYT-SSX2 

 

CKxx CDyy 

Synovial sarcoma 

EMA clone E29 

Bcl2 clone 124  

 
Clone E29 
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So called localized fibrous tumor/or localized fibrous mesothelioma 

 No link with asbestos exposure.  

 Asymptomatic for some patients but the majority complain of cough, 

chest pain and dyspneoa. 

Pleural based soft tissue mass. Most tumor arise on the visceral 

pleura. They are well circumscribed and pedunculated. Firm and 

whitish with whorled appearance.May be cystic. 
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Solitary Fibrous tumor of the pleura  
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Solitary Fibrous tumor of the pleura  

 
Prognosis is usually good after resection. Pedunculated tumor with total 

excision usually do not recur. 
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Solitary Fibrous tumor of the pleura  

 Patternless architecture with hypo and hypercellular areas 

presenting haemangiopericytoma-like branching blood vessels 
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Solitary Fibrous tumor of the pleura  
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Solitary Fibrous tumor of the pleura  

 

CD34 BCL2 

In contrast with sarcomatoid mesothelioma they are CK –ve, CD34+ve  ( 

~80%) and BCL2+ve. Some may present molecular abnormalities similar to 

that observed in haemangiopericytomas t(12q 13-15) & t(14;15)(q13;q26) etc.. 

 

 

 Malignant changes are characterized; 

 by greater cellularity,  

infiltrative growth pattern,  

moderate to marked cellular atypia 

mitotic activity > 4 mitosis per 10 HPF  
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Malignant solitary fibrous tumor of the pleura 

  +++ The higher the grade 

of a SFT the less likely is to 

express CD34 

MSFT express p53 +++ 
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Rare, young asymptomatic patient with: 

 A plaque like well circumscribed and not encapsulated tumor located  on the 

visceral pleura. 

Very bland appearance with abundant hyaline collagen with calcification. 

Express CD34+ve  

Nature of the lesion is uncertain probably the late stage of an inflammatory 

myofibroblastic tumor 
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Calcifying tumor of the pleura 

 

Multiple Calcifying Fibrous Pseudotumor of the Pleura 

Jong Hui Suh, MD,et al JTO 2008;3: 1356–1358 

 

 
 

 Occur during the first two decades of life 

 typically arise in the lung, retroperitoneum, or abdominopelvic region. 

cells are predominantly myofibroblasts in a myxoid to collagenous stroma 

admixed with inflammatory cells. 

 

Local recurrence may occur after initial surgery, with a low risk of distant  

metastasis and  is considered of intermediate biologic potential. 

A  small fraction behaves aggressively. 

Rearrangements involving the ALK locus on chromosome 2p23 have 

been documented in approximately 50% of IMTs. 

 ALK aneuploidy has also been described, with a gain in copy number 

without rearrangement 
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Inflammatory myofibroblastic tumor 

Crizotinib in ALK-Rearranged Inflammatory Myofibroblastic Tumor. 

Butrynski, et al N Engl J Med 2010;363:1727-33. 
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Inflammatory myofibroblastic tumor 

Ressemble to fibromatosis but diffusely cellular, with a diffuse infiltrative pattern 
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Inflammatory myofibroblastic tumor 

Ressemble to fibromatosis but diffusely cellular, with some degree of nuclear atypia 

N Engl J Med 2010;363:1727-33. Clone 5A4 



12/7/2011 

39 

 

 

Deep seated neoplasms 

Divided in three group: 

Sporadic, with familial adenomatosis, multicentric or familial 

Extra-abdominal in 60% 

Peak incidence 2 to 4th decades, sex ratio 2:1 

Infiltrative mass may recur but no metastatic potential 

APC mutations through up regulation of ß-catenin (nuclear accumulation) 
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Desmoid fibromatosis 

Chest wall tumor 
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Desmoid fibromatosis 

 

ß-catenin 
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 Rare tumor with widespread abdominal involvment not organ related 

Seems to be of mesothelial or submesothelial origin 

Affects children and young adult sex ratio 4:1 

In the pleura may mimic mesothelioma  clinically and radiologically  
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 Islands of small cells in an abundant desmoplastic stroma 
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Polyphenotypic tumor  : CK +ve, CK18+ve,  NSE+ve, Desmin+ve, 

EMA+ve, S100+ve, WT1+ve nuclear staining ( c Terminal region of Wilms 

tumor protein), myogenin –ve,  

Dismal prognosis median survival 1 to 3 year 

 

Characteristic fusion transcript  t(11;22) (p13;q12) by RT PCR  

Fusion transcript WT1-EWS  rarely EWS / ERG 

 

Close cytogenetic similarity with PNETs & Ewing sarcomas 

=  t(11;12)(q24;q12)  Fusion transcrit EWS/FL1- 85% of cases 
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Vascular tumors of the pleura  

 

Epithelioid haemangioendothelioma/angiosarcoma 

Are derived from endothelial cells 

65-85% are men  

No link with asbestos exposure (EXCEPT  for the series of Attanoos 

/bias of selection?) 

Range age 34-85 years 

Clinical presentation mimicking mesothelioma with diffuse pleural 

thickening may be accompanied by pulmonary nodules 

Aggressive clinical course in the pleura, with no known effective 

treatment. 

 

Lin BTY, Colby T,  Am J Surg Pathol, 1996     

Attanoos R et al, Thorax, 2000   3/3 v 

Zhang PJ et al, Hum Pathol, 2000  

Epithelioid  

hemangioendothelioma 

• Grossly EHE are discrete,  

• firm, gray-white nodules  

• that mimic cartilage. 

• May present central  

calcification   
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Epithelioid  

hemangioendothelioma 

  

  

Pseudomesotheliomatous 

pattern 

Bland cytology with oval 

nuclei embedded in a myxoid  +++ 

, or hyaline matrix 

 

Immunoprofile                        
CK’s commonly negative and 

vimentin strongly positive, 

Factor VIIIrg, CD31 +( 90% ) , 

CD34 +, FLi-1 > 90% +, D2-40 

+ 

CK’s  positivity in 30 % of patients 

  
EM =Presence of weibel palade bodies 

Other tumors of mesothelial origin: WDPM 

W
D

P
M

 

Rare tumor, solitary but mostly multifocal 

Middle age, some patients presented with a history of asbestos exposure 

Pleuroscopy: Firm tiny nodules  measuring less than 1cm. 

Histology: papillae covered by a single layer of bland mesothelial cells 
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 Median survival 2-year survival 

WDPM 26 months 61%   CI 95% = [30% ; 92%] 

Epithelioid 12 months 18%   CI 95% = [14% ; 21%]  

Other tumors of mesothelial origin: WDPM 
W

D
P

M
 

A
d

e
n

o
m

a
to

id
 t

u
m

o
r Adenomatoid tumor 

 Benign mesothelial tumor of mesothelial origin 

Very rare, usually incidental finding  

Lace lake appearance of the proliferation 

Mesothelial phenotype  
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 Pleural tumors showed a large spectrum of entities  

 with a broad range of morphologic features that may confusing.  

 Assement of histology is the first step that may conduct to: 

 Adequate sample biopsy 

Selection of the specific panel of Antibodies 

Selection of molecular markers   

 To optimize the therapeutical  management of the patient but also for 

medicolegal purposes. 
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Conclusion  

 

Mod Pathol 2008 
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