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A Case of Intraperitoneal Malignant Meso-
thelioma

Sung Ho Choi, M.D., Kee Hwan Kim, M.D., Chang Hyeok
An, M.D., Jeong Soo Kim, M.D., Seung Jin Yoo, M.D.,
Keun Woo Lim, M.D., Ok Ran Shin, M.D." and Eun Jeong
Lee, MD.'

Malignant peritoneal mesothelioma is a rare disease as-
sociated with mild, nonspecific abdominal symptoms and a
wide spectrum of imaging finding. The incidence of this
disease entity was reported very rare as two cases per
million. The tumor is derived from the mesothelial lining of
the pleural cavity, the pericadium or the peritoneum and the
tunical vaginalis testis. Mesothelioma solely involving the
peritoneum are particulary rare. Peritoneal mesothelioma is
usually a rapidly growing peritoneal surface malignancy with
a median survival of less than 1 year, which has very fatal
clinical course. Reported patterns of involvement include
diffuse thickening or nodularity of the peritoneum, peritoneal
or omental mass, thickened mesentery and serosal ligament,
local invasion of adjacent abdominal organs, ascites. We
report a case of a malignant intraperitoneal mesothelioma
with a review of literature. (J Korean Surg Soc 2001;
61:334-338)
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[, SF 203)/%, Al 365°CE AFL7R FAR Ae Hdvh FFFAA HAAGlA = AFP, CEA, CA19-9
AZE7AAAE ol Fade] glaieh FRAZLA A 25 A4St
ASE ALY FRHAS BdLAo|dt F5 HIAIM AA: RO WA ZodollA s o w4
A&4L74 b I ubAs, 25749 £ fglew HA7|FaHe BPot F9 59 o)LL g, o
FAEE 9 4 599 &4 gl AAFA A2 T BREAANARE o]dLe] Frt.
ddo} 79 4272 lglew At gl A% eHA FRAAS} dFElA H7|F L7 dHele o]
HAAAA = Sola7d-e gldch dazdo] A SFE F 7H-d sl (segment 6) F-9] o]
MEE AA: AALAYT) 8x6 cm 379 AAZ} v|ZA wslksla 2o Aol & =
AR AA: AP 8] TxE A HAALT = A FEle TS HIvkFig 1A). 5RAA 8} 2
& 119 gnydl, dwlE=E 349%, & F I 10,500/ oAl A 7] Z2] ol9ldl® S AAe] Azka F9lof vz
mm’ (EFT 74.8%), P43} 253,000/mm’ .2 A4 H o] 3t A 44 cm Z7] 9] £3)7) WA E 9 1 (Fig. 1C) -
Ack A ALl F5A B 128 mg/dl, SGOT Z ATl o 1x1 eom 3719 ZAAFo] HEE ALt
36 U/L, SGOT 43U/L, Na 132 mEq/L, K' 3.60 mEg/L, o} A 283} 9 ZHAA A2E APslel o) Eol4&
elobA| 157 UL, Fbiz 52 mg/dl (FHF41 3.0 mg/d)), AL ek
Z e F4l 0.8 mg/ol et M AL BT 0|9 o e F 20 9 & A% Y 3 3 23RGE
e E B AAE AUt FUHENTFAEA L Aslo] 2535 o] &3 ZA A & AlYslo] A Ths
PH 7.471, PCO, 38.3 mmHg, PO2 74.8 mmHg, HCO3— AL AAsHE AT & 4 9lglon) Askgt A of
27.3 mmol/L, AAE3 5 958%F ALHgto] ekzl wol HH HAHAZ AA A E Sol&7dL alxicth 3kat
A QA #A7eE THEFAY] AL A AAs & = AAntHzslel MEEE Ageict 555 A4

Fig. 1. Chest and Abdominopelvic C5T scan show 8 X6 X6 cm sized mass in Rt Morrison’s pouch area (A) and 4 X4 X3 cm sized
mass located in sigmoid mesocolon area (C). Gross appearance of specimen in Rt Morrison’s pouch area (B) and in sigmoid
mesocolon area (D).
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Fig. 2. Microscopic features of the tumor. The tumor cells showing the characteristic tubulopapillary pattern with necrosis (H&E staining,
% 100) (A) and large rounded, relatively uniform nuclei and deeply eosinophilic cytoplasm in a gland like arrangement (H&E
staining, X 400) (B). The tumor cells show diffuse positive immunostaining for cytokeratin and Vimentin (< 200) (C), but negative
immunostaining for CEA & Leu-M1 (x200) (D).
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