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ABSTRACT 

 

Polypoid lesions of gall bladder require a histopathological examination to rule out any malignancy. 

Gallbladder carcinoma is a relatively rare neoplasm with relatively higher incidence reported in certain 

countries. This tumour has a poor prognosis probably due to delayed presentation and early spread. 
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INTRODUCTION  

 Gall bladder carcinoma (GBC) is the 

most common malignant tumour of the 

biliary tract Worldwide and it ranks fifth 

among the gastrointestinal cancers. GBC is a 

relatively rare entity and reported to be 

diagnosed in 0.3-1.5% of all 

cholecystectomy specimens.
 (‎1) 

The 

prevalence of gallbladder polyps varies from 

0.3- 12% in healthy adults undergoing 

abdominal ultrasonography.
 (‎2) 

Incidental 

detection of GBC is reportedly varies from 

0.19-3.3% in various studies.
 (‎1)

 

 

CASE REPORT 

 A 58 yr old female patient visited 

surgery outpatient department of a tertiary 

care hospital with complaints of pain 

abdomen, early satiety and post meal 

distension for past one week. There was no 

other comorbitities or any significant 

history. On examination of the abdomen, a 

soft and an ill defined, non-tender mass 

measuring 4x3 cm was palpable in the 

epigastrium. This was not associated with 

rigidity and guarding. Routine 

haematological and biochemical parameters 

were within normal limits. A contrast 

enhanced computed tomography abdomen 

revealed an enhancing polypoidal lesion 

measuring 2.3x1.1 cm in the fundus of the 

gall bladder with no pericholecystic 

extension (Figure 1). Patient underwent 

laparoscopic cholecystectomy and the 

specimen was submitted for histopathologic 

examination. Grossly, the gall bladder 

weighed 14gms and measured 6.5x3 cm. On 

cut open, an irregular nodular polyp 

measuring 2x1.3 cm located in the fundus 

was noted which on cut section showed grey 

white areas (Figure 2). Single lymph node 

was identified at the neck measuring 0.5x0.5 
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cm. Microscopy of the fundal polyp showed 

a tumour with villous projections lined by 

columnar epithelium with cells showing loss 

of polarity, abundant vacuoated cytoplasm 

few with cytoplasmic mucin, pleomorphic 

vesicular nuclei and prominent nucleoli. The 

malignant glands are arranged back to back 

infiltrating into the muscularis along with 

tumour giant cells and bizarre forms (Figure 

3,4). The isolated lymph node did not show 

any evidence of metastasis. A diagnosis of 

gall bladder adenocarcinoma was given. 

Patient was referred to oncology, a staging 

of Tis N0 M0 was made and she was started 

on chemotherapy with capecitabine. 

Presently the patient had taken 2 cycles of 

chemotherapy and has no fresh complaints. 
 

 
Figure 1- Contrast enhanced Computed Tomography Abdomen : 

reveals a homogenously enhancing intraluminal polypoidal mass in 
fundal region of gall bladder  

 

 
Figure 2- An irregular nodular polyp in the fundus with grey white 
areas on cut section  

 
Figure 3- Malignant glands arranged back to back and infiltrating 

into the muscularis  
 

 
Figure 4- Tumour cells showing loss of polarity, abundant 

vacuoated cytoplasm, pleomorphic vesicular nuclei and prominent 
nucleoli 

  

DISCUSSION  

 Polypoid gallbladder lesions include 

lesions from adenomas to malignancies. The 

reported incidence of gallbladder polyps is 

4.3–6.9%. 
(‎3) 

Malignant lesions account for 

3% to 8% of all the polypoid lesions.
 (‎4)

 

GBC was first described in the year 1777 by 

de Stoll.
 (‎5) 

It is a relatively rare neoplasm, 

but the most common cancer of the biliary 

tree. GBC shows a marked geographical 

variation in its incidence, with the highest 

rates been reported in India and Chile. 
(‎6)

 

 Mihara et al 
(‎7)

 in their study where 

mass screening program for digestive 

cancers using ultrasonography in Japan have 

found prevalence of GBC in the general 

population to be 0.011%, while the 

prevalence of gallbladder polyps was 

reported as 4.3-6.9%.  
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 GBC is more commonly seen in 

women and the frequency increases with 

age.
 (‎8)

 The precise etiology is yet to be 

established however it is proposed to be 

multifactorial. The interplay of genetic 

susceptibility, lifestyle factors and infections 

in the process of carcinogenesis has still to 

be understood.
 (‎9)

 Probable associations 

include gall stones, cholelithiasis, an 

anomalous pancreaticobiliary junction, focal 

mucosal microcalcifications, obesity, high 

fat diet, multiparity, use of estrogens and 

chronic infections with Salmonella and 

Helicobacter species. 
(‎9,‎10)

 Dysplasia-

carcinoma sequence is the widely accepted 

theory for development of GBC.
 (‎10)

 

Possibility of arising from a pre-existing 

adenoma also exists.  

 Confirming the benign nature of the 

polypoidal lesion of gall bladder pre-

operatively either clinically or radiologically 

is difficult. On radiology, findings like 

diffuse thickening of the wall, mass in the 

GB fossa, intraluminal mass and associated 

cholelithiasis, biliary duct dilatation, 

invasion of the adjacent structures and 

distant metastasis are noted.
 (‎11)

 A general 

awareness of these features may enhance the 

preoperative diagnoses, however proper 

clinical history and a high index of suspicion 

are prerequisite for detecting GBC.  A 

histopathologic confirmation is mandatory. 

Age of the patient more than 50 years and 

the size of the gall bladder polyp more than 

1cm are considered to be the risk factors and 

favours malignancy.
(‎2)

 

 GBC patients may have variable 

presentations. They usually present with 

right sided abdominal pain, nausea, 

vomiting, jaundice, loss of appetite and 

weight. Our case presented with pain 

abdomen. Some patients can be entirely 

asymptomatic and detection of malignancy 

may be an incidental finding.
 (‎11,‎12)

 Due of 

this, routine histopathological examination 

of all resected gall bladder specimens is 

recommended for countries with high 

incidence.
 (‎13)

  

 Grossly, GBC show appearances 

ranging from a small nodule to a polypoid 

growth or diffuse thickening of the wall. 

Nearly 60% of GBC cases arise in the 

fundus, 30% in the body and 10% in the 

neck of the gall bladder.
 (‎6)

 In the present 

case the polypoidal growth was noted at the 

fundus. On microscopy, approximately 84% 

of the GBCs are adenocarcinomas, rest 

being constituted by squamous, 

adenosquamous and other rare 

carcinosarcomas, carcinoids and small cell 

carcinomas. 
(‎10,‎14)

 GBCs can also be 

classified according to the depth of 

infiltration, early with mucosal or muscular 

layer infiltration and advanced with 

subserosal or serosal infiltration. 
(‎10)

 Our 

case was in the early stage of malignancy. 

 Early cancers have a good overall 

survival rate of nearly 90%. Lesions 

confined to mucosa are treated with 

cholecystectomy alone. For advanced stages 

radical cholecystectomy along with lymph 

node dissection is preferred. For inoperable 

cases palliative treatment is recommended. 

Recently started neoadjuvant chemotherapy 

uses drugs such as 5 fluorouracil, 

bevacizumab, oxaliplatin and capecitabine 
(‎6) 

the prognosis depends on stage of the 

disease at the time of diagnosis and the local 

advancement of the tumour. Mazer et al 
(‎15)

 

conducted a review from 1984 till the year 

2008 and reported that incidental tumours 

are usually of lower stage, better 

differentiated, have lower rates of metastasis 

and higher overall survival rate in 

comparison to the suspected GBC cases. But 

according to a recent meta- analysis by Choi 

et al 
(‎16)

 most of the incidental GBCs are of 

T2 or T3 and require revisional surgery for 

further management. 
(‎8,‎16) 

 

CONCLUSION  

 GBCs are rare, but highly aggressive 

disease especially when detected at a late 
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stage. It has multifactorial etiology and 

variable clinical presentations. Its dismal 

prognosis is due to diagnosis at an advanced 

stage; however incidental detection of GBC 

usually occurs at an earlier stage. Thus it 

carries a better prognosis than non 

incidentally found symptomatic cases. 
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