
PMH: 
Right retinal vein 
occlusion 9 years 
in the setting of 
oral 
contraceptives. 
Thrombophilia 
workup at that 
time negative

Meds: none

Fam Hx:
No family history of 
autoimmune 
disorders neither 
cancer

Soc Hx: from Mexico, 
moved to US 19 
years ago

Health-Related 
Behaviors: no 
smoking, no alcohol, 
no recreational drugs

CC: chest pain and shortness of breath 
 
HPI:  41 yo female with chest pain 
(pressure-like, intermittent, non 
exertional, non radiating, worse when lying 
over right side), cough, shortness of breath 
for 1 month. These symptoms worsened 
over last 2 weeks. Also endorses 
palpitations, decrease exercise tolerance 
and inability to lie on her right side.

Vitals: normal except for SpO
2
: 94% RA

Exam:
Gen: not acute distress
CV: nl
Pulm: decreased breath sounds on right middle and right lower lung 

Notable Labs & Imaging:
Sputum samples for TB: negative x3. 
CXR: diffuse opacification in R-middle and lower lobes.
CT-angio: Large right pleural effusion, atelectasis, right middle and 
lower lung opacification, right lobular pleural thickening  

Chest tube: 2400 ml of serosanguinous fluid over 72h.
Pleural fluid: 1200 WBC, 95% lymphocytes, pH 7.413, cr 0.66, glucose 
93, amylase 38, LDH 358, triglycerides 41, ADA 4.1 (nl)
> culture: few PMN, no organisms, no fungal growth. No AFB.
Non-contrast chest CT: resolution of pleural effusion, multiple nodules 
on R-lung, irregular paraspinal pleural thickening
CT abdomen and pelvis: unremarkable
PET-CT: metabolic active pleural lower mass in R-lung, concerning for 
malignancy and metastatic origin.
Pleural cytology: gland forming malignant cells, CK5+, CK6+, CK7-, 
CK20-, TTF1-, CEA -, GATA-3-, calretinin-.
Tissue biopsy: fragments of fibroid tissue, bland cells calretinin +, 
CK5/CK6+, negative for TTF-1, napsin A, p63 and p53.
> Findings concerning of mesothelial origin
Biopsy of pleura: pleural differentiated mesothelioma

Final Dx: Malignant pleural mesothelioma of epithelioid type

*18 years ago exposed to asbestos (construction)

Problem Representation: Young woman with subacute, 
progressive R-sided pleuritic chest pain, cough & exertion 
dyspnea.

Teaching Points (Kiara):
Chest pain NO MISS DDx: 4+2+2 
4 Cardiac: ACS, dissection, tamponade, takotsubo
2 Pulm: PE, pneumotorax
2 Esophageal: Rupture, impaction

Pleuritis signs: Pain/dyspnea worse w/ leaning forward, pain with 
cough.

Time course + trajectory: Sub acute-chronic + Crescendo → 
Infectious (pulmonary, pleural), Autoimmune (flares), Malignancy 
(mediastinum)

Note: When considering ID, consider WHERE and WHEN. 

How to move forward? → Thoracocentesis (exudative vs 
transudative). Isolated pleural process vs pleural + pulmonary.

Pleural Nodularity: Malignancy (Solid, pleural, hematologic)> Infx 
(TB, crypto),  Autoimmune (Sarcoid).
→ 1° Look for disease in the chest 2° Outside the chest 3° Back to 
chest
→ Don´t exclude TB unless biopsy

Some markers: CK 20 GI tumors, CK 7 Tumors above diaphragm
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