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Paratesticular multicystic 
mesothelioma
Sir,
Mesotheliomas usually involve the serosal membranes 
of the pleura and peritoneum. Rarely a mesothelioma is 
found within the tunica vaginalis of the paratesticular 
region.[1] We present a case of lesion in a 48-year-old 
man who came with a 4-week history of scrotal swelling 
and pain. Physical examination revealed an enlarged 
left hemiscrotum containing a fluid-filled structure 
that was transilluminated. Testicular ultrasonography 
was suggestive of an epididymal cyst with a large left-
sided hydrocele. Following this the patient was posted 
for eversion of the hydrocele sac. During the operative 
procedure, a large cystic mass was seen adherent to the 
surface of left testis and epididymis. The lesion was excised 
and sent for histopathological examination. Grossly, the 
mass measured 5  5  2 cm and consisted of a multilcystic 
translucent lesion containing clear watery fluid [Figure 1]. 
Histopathological examination revealed multiple small 
and large cystic spaces lined by flattened to cuboidal 
mesothelial cells. The cystic spaces were separated by 
loose fibrocollagenous tissue showing mild chronic 
inflammatory infiltrate and a few congested blood vessels 
[Figure 2]. Immunohistochemically, the cyst lining cells 
were reactive for cytokeratin, calretenin, and epithelial 
membrane antigen, and negative for CD34 [Figure 3]. 
Based on the above features, a diagnosis of multicystic 
mesothelioma was offered.

Paratesticular mesotheliomas are rare tumors. The age 
range of affected individuals is wide, mostly adults and 
elderly, but also includes young people and children. The 
most common presenting symptom is either hydrocele 
or intrascrotal mass, as in our case. Most paratesticular 
mesotheliomas arise in the tunica vaginalis, but primary 
tumors of the spermatic cord and epididymis are also on 
the record.[2]

Lymphangioma forms an important differential diagnosis. 
Cystic lymphangioma occurs chiefly in adolescents and 
is microscopically characterized by stromal aggregates of 
lymphocytes and a lining positive for endothelial cells and 
negative for cytokeratin.[3]

Resection forms the main line of treatment. Despite the 
tendency for local recurrence, cystic mesotheliomas 
have not shown evidence of malignant change or distant 
metastasis.[4]
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Figure 2: Photomicrograph revealing mul  ple small and large cys  c 
spaces lined by fl a  ened to cuboidal mesothelial cells; separated 
by loose fi brocollagenous  ssue with a few congested blood vessels 
(hematoxylin and eosin, ×100). Inset shows high power view of the cysts 
lined by mesothelial cells (hematoxylin and eosin, ×400)

Figure 1: Gross appearance of the mass showing a multilcystic 
translucent lesion

Figure 3: Immunohistochemistry revealing posi  ve reac  vity of the 
mesothelial cells for (a) cytokera  n (IHC, ×100), (b) EMA (IHC, ×100), 
(c) calretenin (IHC, ×400), (d) nega  ve staining for CD34 (IHC, ×400)
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Myxoinflammatory 
fibroblastic sarcoma — 
Report of two uncommon 
tumors occurring at classical 
and unusual sites
Sir,
Myxoinflammatory fibroblastic sarcoma (MFS), synonymous 
with inflammatory myxohyaline tumor of distal extremities 
with virocyte-like cells, is a unique low-grade sarcoma that 
predominantly occurs in distal extremities of adults and displays 
characteristic histopathological features.[1-3] Lately, MFS has 
been uncommonly documented at nonacral sites.[4,5] Herein, we 
present two cases of MFS occurring at acral and nonacral sites, 
respectively.

A 40-year-old lady referred to us with history of a gradually 
developing lesion in her hand that was excised elsewhere and 
diagnosed as giant cell tumor (GCT) of the tendon sheath. 

Access this article online

Quick Response Code: Website:
www.ijpmonline.org

PMID: 
***

DOI: 
10.4103/0377-4929.91516

Another, 45-year-old lady referred with a neck swelling that was 
excised elsewhere.

In both cases, slides and paraffin blocks were submitted to us 
for review. 

Grossly, the first lesion measured 3  2.5  2.5 cm. Cut surface 
was solid, gray-white.

Microscopically, both cases showed an infiltrating tumor 
with myxoid and fibrous nodules, comprising fibroblastic 
and inflammatory cells, including lymphocytes, plasma cells, 
macrophages, and eosinophils, the latter numerous in the second 
tumor (Figure 1 a, e, f). Interspersed were cells with enlarged 
nuclei and prominent nucleoli, reminiscent of virocyte-like 
intranuclear inclusions or Reed-Sternberg-like cells (Figure 1 
b, g). Focal hemosiderin deposition was noted. Additionally, 
pseudolipoblastic cells were identified in the first case (Figure 
1 a, inset). There were no mitoses or necrosis in either tumor. 
On immunohistochemistry (IHC), the first tumor was positive 
for vimentin, CD34, and CD68 (Figure 1 c, d), while negative 
for desmin. MIB-1 labeling index was low (2–3%). The second 
tumor (Figure 1 e to g) was positive for vimentin and negative for 
SMA, desmin, MyoD- 1, S100-P, CD34, CD15, CD30, and Alk1. 
Diagnosis of MFS was offered in both cases [Figure 1]. As the 
sections from margins were not submitted, comments regarding 
types of resections could not be made.

MFS, on histopathology, comprises, alternate myxoid and fibrous 
nodules, a mixed inflammatory component, rich in eosinophils, 

Figure 1: (a) Nodules of myxoid areas and inflammatory cells. 
(Hematoxylin and eosin, ×200). Inset: Pseudolipoblast. (b) Cellular 
area comprising tumor cells with prominent nucleoli, simulating 
virocyte-like inclusion (arrow). (Hematoxylin and eosin, ×400). Inset: 
Prominent nucleoli. (c) CD34 posi  vity. (DAB, ×400). (d) Focal CD68 
posi  vity. (DAB, ×400). (e) Case 2. Alternate cellular and myxoid areas. 
(Hematoxylin and eosin, ×100). (f) Several infl ammatory cells, including 
numerous eosinophils. (Hematoxylin and eosin, ×200). (g) Interspersed 
pleomorphic cells. (Hematoxylin and eosin, ×400).  Inset: Pleomorphic 
cells with irregular nuclei and prominent nucleoli. (Hematoxylin and 
eosin, ×1000)
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