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ARTICLE INFO ABSTRACT

Keywords: Introduction: The most prevalent malignancy of the biliary system and the fifth most common cancer of the
Adenocarcinoma gastrointestinal tract is gallbladder cancer. This cancer is extremely aggressive with a 19 % 5-year survival rate.
Gallbladder Herein, we report a case of gallbladder cancer with an ambiguous symptom of upper abdominal pain.

SZ;’;?;g’;::Ctomy Presentation of case: A 51-year-old woman presented with abdominal pain persisting for 3 months. On exami-

nation, a lump on the right abdomen measuring 7 x 5 cm was found. Ultrasound showed a gallbladder mass
measuring 8 cm, and magnetic resonance imaging showed an infiltrating gallbladder mass suggestive of segment
VI liver malignancy. The patient underwent radical cholecystectomy with en bloc hepatectomy and lymph node
dissection. Histopathology revealed poorly differentiated gallbladder adenocarcinoma that metastasized to the
liver. The postoperative course was uneventful, and the patient was discharged on postoperative day 5.
Discussion: In our case, we performed radical (extended or margin-clearing) cholecystectomy to remove the
gallbladder with a margin of normal liver tissue along with regional lymphadenectomy. This procedure is used to
improve staging and decrease the risk of recurrence.

Conclusion: Although gallbladder cancer is rare in Indonesian populations, it has a high mortality rate because of
the frequently advanced stage of the disease at the time of diagnosis. Radiography may determine its degree and
malignancy features. Regardless of the tumor size, the prognosis of gallbladder cancer depends on its stage and
removability.

Case report

1. Introduction

Gallbladder cancer is the most prevalent malignancy of the biliary
tree and the sixth most common malignancy of the gastrointestinal tract
worldwide, accounting for 80-95 % of all malignancies [1,2]. In Japan,
Korea, Pakistan, South America, and Northern India, this cancer has a
high incidence rate [3,4]. According to the Surveillance, Epidemiology,
and End Results Program, gallbladder cancer is extremely aggressive
with a 5-year survival rate of 19 %; a successful outcome then hinges on
early disease detection and aggressive surgical resection [1].

Herein, we report the case of a patient with gallbladder adenocar-
cinoma who underwent laparotomy, cholecystectomy, liver resection,
and transverse anastomosis at our institution. This work has been re-
ported in line with the updated SCARE guidelines [5].

2. Presentation of case

A 51-year-old woman was admitted to our hospital with right upper
abdominal pain persisting for 3 months. The patient described the pain
as intermittently occurring: It usually appeared when she consumed
fatty foods and disappeared after taking pain relievers. The pain was felt
on the back and radiated to the right breast. The patient lost 5 kg in 1
month. She had no history of smoking, diabetes, dyslipidemia, hyper-
tension, or gallstone disease.

On physical examination, she was anicteric, with a Karnofsky Per-
formance Scale score of 90. Her vital signs were stable, and her body
mass index was 20.2 kg/m2 (within the normal limit). However,
tenderness in the right upper quadrant, a palpable mass in the right
hypochondrium measuring 7 x 5 cm, and a positive Murphy sign were
noted. The laboratory findings were as follows: hemoglobin level of 9.6
g/dL, leukocyte count of 21.500/pL, direct bilirubin level of 0.43 g/dL,
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and total bilirubin level of 0.86 g/dL. Meanwhile, the tumor biomarker
levels were as follows: carbohydrate antigen (CA) 19-9 level of >500 U/
mL and carcinoembryonic antigen (CEA) level of 71.23 ng/mL. Ultra-
sound (US) revealed a gallbladder mass measuring 8 cm (Fig. 1).
Abdominal magnetic resonance imaging (MRI) showed a gallbladder
mass infiltrating segment VI of the liver, suggestive of malignancy
(Fig. 2A). Magnetic resonance cholangiopancreatography revealed a
cystic duct stenosis (Fig. 2B).

The clinical diagnosis of the patient was a gallbladder tumor sus-
pected as cT3NOM1 stage IVb malignancy. The cT3NOM1 stage was
established, since no enlarged lymph nodes were found on physical
examination and computed tomography (CT). Nevertheless, lymph node
resection was performed during surgery. The patient underwent radical
cholecystectomy with en bloc hepatectomy and lymph node dissection
(Fig. 3). Histopathological examination revealed poorly differentiated
adenocarcinoma that metastasized to the liver (Fig. 4). In accordance
with the American Joint Committee on Cancer (AJCC) guidelines, the
staging was pT3N1M1 (stage IVb; infiltration to liver segments IVb and
V, the gastric wall, and the proximal transverse colon).

The postoperative course was uneventful, and the patient was dis-
charged on postoperative day 5. The patient was alive up to 6 months
postoperatively and until this case report was made.

3. Discussion

Gallbladder cancer is an aggressive malignancy that frequently in-
vades the local environment and spreads to distant sites. Each year,
there are >1000 new cases of gallbladder cancer in the United States [6].
Approximately 70 % of gallbladder cancer cases are identified in
women, while 64 % of Caucasians, 17 % of Hispanics, 9 % of African
Americans, and 2 % of Pacific Islanders/Asians have gallbladder cancer
[7,8]. Despite being a rare cancer in western nations, gallbladder cancer
continues to be a major cause of death in several countries, including
Chile, India, and Japan [9]. The prevalence of laparoscopic cholecys-
tectomies, where approximately 0.7 % of cases are discovered to have
gallbladder cancer, may in part be attributed to the increasing incidence
of gallbladder cancer [6,7].

Gallbladder cancer is most commonly associated with advanced age,
female sex, obesity, cholelithiasis or other benign gallbladder pathology
[3,71, porcelain gallbladder, chronic infection with Helicobacter pylori or
Salmonella species, aberrant pancreatobiliary duct junction, and gall-
bladder polyps [3,6].

The clinical manifestation of gallbladder cancer is frequently
ambiguous or delayed in comparison with the pathologic progression,
which leads to advanced staging and a poor prognosis at the time of

Gallbladder

Gallblagider

—

Fig. 1. Abdominal ultrasound showing a gallbladder mass measuring 8 x 7.4
x 7.8 cm and multiple hyperechoic lesions on the gallbladder wall, with the
largest size being 0.9 cm.
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diagnosis [1,10,11]. The majority of patients present to the hospital with
a vague upper abdominal pain or a palpable tumor on physical exami-
nation; this may be an accidental discovery on imaging or a histological
finding [12,13]. Jaundice, abdominal lump, anorexia, and weight loss
are frequent signs of advanced stages. In the absence of any stones, a
gallbladder mucocele may serve as an early indicator of cancer that
would develop in the neck or cystic duct [13]. Gallbladder cancer is
rarely detected before it has progressed or spread [14]. Its development
may be a nidus in a background of chronic cholecystitis, delaying the
identification of cancer [15]. This was demonstrated in our case, in
which the 51-year-old female patient had been experiencing non-
specific abdominal pain for 3 months.

It is critical to distinguish gallbladder cancer early, which will likely
have a better prognosis. The ability to distinguish between conditions
and select the best course of treatment has improved with the use of US,
CT, and MRI. At the time of initial discovery, 40-65 % of patients with
gallbladder cancer may have a mass-occupying lesion. Imaging
methods, including contrast-enhanced CT and MRI, can identify gall-
bladder cancer as focal or diffuse asymmetric wall thickening [10]. The
characteristics suggestive of gallbladder cancer on CT include an irreg-
ular focal wall thickening, a discrete focal gallbladder mass, an infil-
tration of the surrounding structures, a “two-layer pattern” of
enhancement in a thickened gallbladder wall, a locoregional lymph-
adenopathy, and a metastatic deposit in the liver, peritoneum, and
omentum [16]. While marked, asymmetric, or irregular wall thickening
with an apparent enhancement should raise the suspicion for gall-
bladder cancer, diffuse symmetric wall thickening may suggest a benign
disease [10]. CT angiography can be used to visualize the blood vessels
near the gallbladder and show marked vascular abnormalities. This can
help determine whether surgery can be performed; however, CT angi-
ography is not available in our research center and was thus not
performed.

The majority of the currently available laboratory examinations for
gallbladder cancer remain non-sensitive and non-specific. Although they
are not specific to the gallbladder, the levels of tumor markers, including
CEA and CA 19-9, may be raised in some cases. Similarly, the serum
levels of bilirubin and alkaline phosphatase may be elevated, although
usually only when the disease has advanced to the point where bile duct
obstruction is possible [17].

The high mortality rate of gallbladder cancer is linked to the vague
symptoms, frequently advanced stage upon diagnosis, and importance
of organs situated close to the gallbladder. Currently, surgery is the
primary method for treating gallbladder cancer, mainly consisting of
radical cholecystectomy with removal of 3 cm of segments [Vb and V of
the liver parenchyma and local lymphadenectomy. A minimum of six
recovered lymph nodes are required to stage the tumor properly; this
shows whether complete lymphadenectomy has been performed.

In our case, we performed radical (extended or margin-clearing)
cholecystectomy to remove the gallbladder with a margin of normal
liver tissue along with regional lymphadenectomy. This procedure is
used to improve staging and decrease the risk of recurrence. In addition
to liver resection, adequate lymphadenectomy of the porta hepatis
should be performed to assess six or more regional nodes. Advanced (T3)
tumors involve the proximal transverse colon and liver. En bloc resec-
tion of involved organs with colon resection is required to achieve clear
margins. In our patient, surgery was conducted although the tumor was
unresectable, since this treatment option was considered to yield a good
prognosis. The patient was young and had a Karnofsky Performance
Scale score of 90, which indicated that her performance and functional
statuses were good. She also showed clear tumor boundaries and no
blood vessel involvement. Generally, regional lymphadenectomy in-
creases the survival rates of patients with T1b to T3 gallbladder cancer
[18]. Lymph node dissection for patients with resectable gallbladder
cancer that has invaded the muscular layer (T1b) is widely endorsed by
the AJCC, Americas Hepato-Pancreato-Biliary Association, and National
Comprehensive Cancer Network. A positive lymph node is associated
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Fig. 2. (A) Abdominal magnetic reso-
nance imaging revealing a heteroge-
neous, slight hypotensive mass (white
arrow) with fat and solid components
originating from the gallbladder. The
mass has a strong post-contrast at the
edges, relatively firm borders, irregular
edges, and a size of 9.88 x 8.70 x 6.95
cm, with lesion infiltration to segment
VI of the liver covering an area of 6.7 x
4.39 x 3.21 cm (yellow arrow: portal
vein). (B) Magnetic resonance chol-
angiopancreatography showing a cystic
duct stenosis (blue arrow). (For inter-
pretation of the references to colour in
this figure legend, the reader is referred
to the web version of this article.)

Fig. 3. (A) Resection of liver segments IVb and V (white arrow); (B) transverse colon anastomosis (yellow arrow). (For interpretation of the references to colour in

this figure legend, the reader is referred to the web version of this article.)

with worse long-term survival and is a main indication for adjuvant
systemic therapy [18]. Although no intraoperative freezing was con-
ducted in our case, the digestive surgeons classified the resection as RO.
Histological examination showed free margins without damaged lymph
nodes among the 10 resected lymph nodes.

4. Conclusion

Although gallbladder cancer is rare in Indonesian populations, it has
a high mortality rate because of the frequently advanced stage of the

disease at the time of diagnosis. Radiography may determine its degree
and malignancy features. Regardless of the tumor size, the prognosis of
gallbladder cancer depends on its stage and removability.

Funding

No funding or sponsorship.



S. Sampetoding et al.

International Journal of Surgery Case Reports 100 (2022) 107734

The tumor nest is solid.

Fig. 4. Histological examination (hematoxylin and eosin staining, 4x).
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