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Case Presentation 
 
A high-functioning 79-year-old male was noted to have new 
onset of elevated serum creatinine.  PMHx  includes, hyperten-
sion, hypercholesterolemia, and prostate cancer.  Ultrasound of 
the kidneys revealed two enhancing right interpolar renal 
lesions and cystic pancreatic lesions felt to be side-branch type 
intramucinous pancreatic neoplasms for which magnetic 
resonance imaging was performed.  Aside from the renal 
masses and cystic lesions in the pancreas, there was also an 
incompletely characterized left pleural lesion measuring 23 mm 
x 13 mm.  Subsequent positron emission tomography (PET) and 
computed tomography (CT) scan demonstrated moderate up-
take in the pleural lesion and mediastinal nodes but no clear 
uptake in the renal lesions.  Pathologic examination of the 
pleural lesion via CT-guided biopsy revealed epithelioid 
mesothelioma.  Exposures of note included brief tobacco use 
(1.75 pack years) in his early 20’s and talc used on the feet 
during his time in the Army.  The larger renal mass was 
biopsied, and pathology was not consistent with malignancy.  
He subsequently underwent left thoracotomy and parietal 
pleurectomy and decortication.  Lymph node sampling did not 
reveal mesothelioma, although small lymphocytic lymphoma 
was synchronously identified for which no treatment was 
indicated.  After radiotherapy to the left pleura, the patient has 
felt well aside from mild post-thoracotomy discomfort.  
  
Discussion 
 
An incidentaloma is an incidental finding that is diagnosed in 
an asymptomatic patient or symptomatic patient undergoing 
imaging for an unrelated reason.1-5  Incidentalomas have greatly 
increased in recent years due increasing cross-sectional imaging 
and rapidly advancing image resolution. The radiologic studies 
with highest prevalence of detected incidentalomas include 
chest CT (45%), CT colonography (38%) and cardiac MRI 
(34%), MRI of spine (22%) and MRI of brain (22%).5  While 
the identification of the mesothelioma in this patient was seren-
dipitous, incidentalomas typically  are a form of overdiagnosis, 
especially if the identified lesion is benign or an indolent tumor 
not likely to produce symptoms before the patient dies of 
another cause.  Overdiagnosis can lead to more testing that is 
costly, anxiety provoking and unnecessarily exposes the patient 
to more radiation or invasive treatments or procedures that 
potentially result in harm.1,2,4,5  Indeed, a pediatric neurosur-
geon has coined the acronym VOMIT to denote this type of 
iatrogenesis. - “victims of modern imaging technologies.”3  
Prior to ordering an imaging study, physicians should be  

 
 
reminded of the risk of discovering incidentalomas as potential 
risk of imaging along with radiation exposure, allergic reactions 
and nephropathy from contrast and inform their patients of such 
risks. 
 
The clinical dilemma that is sometime created by the discovery 
of an incidentaloma is particularly relevant in the age of 
“defensive medicine”.  Although some guidelines exist with 
regard to management of the incidentaloma once identified, 
there are organs for which there are none (e.g., brain, breast, 
spine, colon, prostate and parotid), and many of them are 
directed at radiologists and not the ordering physician.5   Given 
that incidentalomas by their very nature will be discovered by 
our colleagues in radiology, their opinion as to the importance 
of the finding will obviously help guide the subsequent clinical 
decision-making. The American College of Radiology Inci-
dental Findings Committee has issued a number of white papers 
offering general guidance for the management of incidentally 
discovered masses, with the understanding that each indi-
vidual’s circumstances, the clinical environment, available 
resources, and the judgment of the practitioner will ultimately 
affect patient care.1 
 
The goals of the ACR Incidental Findings Committee are to 1) 
reduce risks to patients from additional unnecessary exami-
nations, including the risk of radiation and that associated with 
interventional procedures; 2) limit the costs of managing 
incidental findings to patients and the health care system; 3) 
achieve greater consistency in recognizing, reporting, and 
managing incidental findings, as a component of formal quality 
improvement efforts; 4) provide guidance to radiologists who 
are concerned about the risk for litigation for missing incidental 
findings that later prove to be clinically important; and 5) help 
focus research efforts to lead to an evidence based approach to 
incidental findings.1 
 
Pulmonary incidentalomas are not uncommon with prevalence 
of 8-51% for incidental solitary pulmonary nodules in CT 
studies. Characteristics of the nodule itself suggesting need for 
further investigation include size greater than 6-8mm, irregular 
borders, eccentric calcifications or low density.  Risk factors in 
the case presented included his more advanced age, prior albeit 
brief tobacco use, possible exposure to asbestos in talc powder 
and personal history of malignancy of the prostate.  Any nodule 
greater than 6mm in size in a patient with risk factors deserves 
follow-up imaging (interval depending on level of risk) with 



  
 
low threshold to proceed to positron emission tomography and 
biopsy.6 
 
Mesothelioma is a neoplasm with long latency period, up to 40 
years in some series.  While most  arise in the pleura, it can also 
occur in the peritoneum and the tunica vaginalis.  The incidence 
has declined over the past decade due to the recognition of 
asbestos exposure as a primary etiology with consequent efforts 
to eliminate this exposure. Concomitant tobacco use likely in-
creases risk, and some have suggested radiation therapy for 
other malignancies as potentially etiologic also. Carbon 
nanotubes and simian vacuolating virus 40 (SV40) may be car-
cinogenic in animals, but there is no definitive role in human 
mesothelioma.7 The case patient was asymptomatic, but 
common signs and symptoms associated with mesothelioma are 
nonspecific and can be seen with any intrathoracic disease, 
whether benign or malignant.  Cough and dyspnea are typical, 
while chest wall pain is seen as a more specific symptom.  
Pleural based nodularity and/or pleural effusions are commonly 
seen; only the former was present in the case patient.  Para-
neoplastic syndromes described in mesothelioma include 
hypercalcemia, hypoglycemia, autoimmune hemolytic anemia 
and hypercoagulable states, none of which were identified in 
this entirely asymptomatic patient.8   
 
Diagnosis can be difficult, especially given that the disease is 
relatively uncommon and the amount of tissue obtained often 
minimal.  Epithelioid histology, seen in the case patient, is most 
common and associated with best prognosis; sarcomatoid 
variants are associated with a worse prognosis.  Pleural fluid 
examination is not very sensitive nor specific and CT-guided 
biopsy, which established diagnosis in this case, is limited by 
small sample size and potential risks of pneumothorax and 
tumor seeding with needle track.  Video-assisted thoracoscopy 
is preferred, allowing for possible simultaneous pleurodesis.  
Staging depends on extension into abutting structures and 
lymph node involvement.9 
 
Surgery can be considered in experienced centers in non-
disseminated disease with epithelioid histology and in patients 
who are not disqualified by co-morbidity or inadequate cardio-
pulmonary function.8  Extrapleural pneumonectomy (EPP) or 
pleurectomy/decortication (PD) will be at discretion of the 
surgeon, the latter approach obviously lung-sparing.9  Tri-
modality therapy (surgery with chemotherapy and radiation) 
should be offered to patients with stage 2 or 3 disease.8  Chemo-
therapy alone with pemetrexed and a platinum compound 
(cisplatin or carboplatin) with or without the antiangiogenic 
agent bevacizumab is recommended for patients who are not fit 
for surgery, have widely disseminated disease and/or show 
sarcomatoid histology.9,11 Surgery followed by intensity-
modulated radiotherapy (IMRT), a form of 3-dimensional 
treatment allowing for improved precision, was utilized in the 
case patient given favorable histology, T1N0 staging, lung 
sparing surgery and high rates of relapse in the ipsilateral 
hemothorax and case series suggesting a benefit of this combi-
nation approach.  Targeted immunotherapies which have shown 

promise in non-small cell lung cancer remain under study for 
mesothelioma.9 
 
REFERENCES 
 
1. American College of Radiology, Clinical Resources. 

Incidental Findings. At: https://www.acr.org/Clinical-
Resources/Incidental-Findings. 

2. Chojniak R. Incidentalomas: managing risks. Radiol Bras. 
2015 Jul-Aug;48(4):IX-X. doi: 10.1590/0100-3984.2015. 
48.4e3. PubMed PMID: 26379332; PubMed Central 
PMCID: PMC4567356. 

3. Hayward R. VOMIT (victims of modern imaging 
technology)—an acronym for our times. BMJ. 2003 Jun 
7;326(7401):1273. PMCID: PMC1126156. 

4. Hitzeman N, Cotton E. Incidentalomas: initial 
management. Am Fam Physician. 2014 Dec 1;90(11):784-
9. PubMed PMID: 25611713. 

5. O'Sullivan JW, Muntinga T, Grigg S, Ioannidis JPA. 
Prevalence and outcomes of incidental imaging findings: 
umbrella review. BMJ. 2018 Jun 18;361:k2387. doi: 
10.1136/bmj.k2387. Review. PubMed PMID: 29914908; 
PubMed Central PMCID: PMC6283350. 

6. Ko JP, Azour L. Management of Incidental Lung 
Nodules. Semin Ultrasound CT MR. 2018 Jun;39(3):249-
259. doi: 10.1053/j.sult.2018.02.006. Epub 2018 Mar 26. 
Review. PubMed PMID: 29807635. 

7. Attanoos RL, Churg A, Galateau-Salle F, Gibbs AR, 
Roggli VL. Malignant Mesothelioma and Its Non-
Asbestos Causes. Arch Pathol Lab Med. 2018 
Jun;142(6):753-760. doi: 10.5858/arpa.2017-0365-RA. 
Epub 2018 Feb 26. Review. PubMed PMID: 29480760. 

8. Mott FE. Mesothelioma: a review. Ochsner J. 2012 
Spring;12(1):70-9. PubMed PMID: 22438785; PubMed 
Central PMCID: PMC3307510. 

9. Kindler HL, Ismaila N, Armato SG 3rd, Bueno R, 
Hesdorffer M, Jahan T, Jones CM, Miettinen M, Pass 
H, Rimner A, Rusch V, Sterman D, Thomas A, Hassan 
R. Treatment of Malignant Pleural Mesothelioma: 
American Society of Clinical Oncology Clinical Practice 
Guideline. J Clin Oncol. 2018 May 1;36(13):1343-1373.  
doi: 10.1200/JCO.2017.76.6394. Epub 2018 Jan 18. 
PubMed PMID: 29346042.  

10. Rice D, Rusch V, Pass H, Asamura H, Nakano T, 
Edwards J, Giroux DJ, Hasegawa S, Kernstine KH, 
Waller D, Rami-Porta R; International Association for 
the Study of Lung Cancer International Staging 
Committee and the International Mesothelioma 
Interest Group. Recommendations for uniform 
definitions of surgical techniques for malignant pleural 
mesothelioma: a consensus report of the international 
association for the study of lung cancer international 
staging committee and the international mesothelioma 
interest group. J Thorac Oncol. 2011 Aug;6(8):1304-12. 
doi: 10.1097/JTO.0b013e3182208e3f. PubMed PMID: 
21847060. 

11. Zalcman G, Mazieres J, Margery J, Greillier L, 
Audigier-Valette C, Moro-Sibilot D, Molinier O, Corre 



  
 

R, Monnet I, Gounant V, Rivière F, Janicot H, Gervais 
R, Locher C, Milleron B, Tran Q, Lebitasy MP, Morin 
F, Creveuil C, Parienti JJ, Scherpereel A; French 
Cooperative Thoracic Intergroup (IFCT). Bevacizumab 
for newly diagnosed pleural mesothelioma in the 
Mesothelioma Avastin Cisplatin Pemetrexed Study 
(MAPS): a randomised, controlled, open-label, phase 3 
trial. Lancet. 2016 Apr 2;387(10026):1405-1414. doi: 
10.1016/S0140-6736(15)01238-6. Epub 2015 Dec 21. 
Erratum in: Lancet. 2016 Apr 2;387(10026):e24. PubMed 
PMID: 26719230. 

 


