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Brief Communication

PATIENTS WITH GALL BLADDER CANCER:
A CLINICAL EXPERIENCE

Abdul Qayyum1

ABSTRACT
Objective: To see the clinical profile of patients with gallbladder cancer.
Methodology: In this multicentre retrospective study records of all patients with gallbladder
cancer, who presented at Patel Hospital, Karachi Adventist Hospital and Bilquis Naz Hospital
Karachi, during January 2002 to December 2005, were reviewed.
Result: Out of sixty-six, forty-nine were females (74.2%) and seventeen were males (25.8%),
showing female preponderance. Forty-two (63%) patients were in age group of 51-70 years. Fifty
two patients (78%) presented with advanced disease. Main symptom noted was pain associated
with anorexia, nausea & vomiting. Major signs were palpable mass, hepatomegaly and jaundice.
Adenocarcinoma was reported in sixty-four (97%) cases.
Conclusions: Prevalence of gall bladder cancer is higher in females in our series. Most of them
were in fifth and sixth decade of life. Gallbladder cancer showed association with gallstones and
fifty-two patients (78%) presented with unresectable advanced malignancy.
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INTRODUCTION

Carcinoma of the gallbladder (GBC) is the
most frequent malignant tumor of the biliary
tract and the fifth most common cancer of the
digestive tract.1 In the United States and Euro-
peans countries carcinoma of the gallbladder
is an uncommon tumor accounting for less
than 2% of all cancer reported annually. There
are 6000 to 7000 new cases of GBC reported

annually in the United States.2 However, in
certain parts of the world; it is a very common
disorder. It is relatively common in some eth-
nic groups like in American Indians and His-
panics.2 The reasons for these geographical or
ethnic variations for biliary tract cancer are not
clear, but some unknown environmental risk
factors or a genetic susceptibility are
suspected.3 In a study GBC was found in 0.1-
1% of autopsies.4

The frequency of the gallbladder tumor is
higher in Pakistan as compared to other coun-
tries like Iran, Turkey and Bangladesh.5 Simi-
larly, it is the most lethal cancer observed in
Chilean women.6 Similar incidence has been
reported from Bolivia and Mexico. In Thailand,
cancer of the biliary tract is the commonest
cancer observed.7

The high prevalence of gallbladder tumor in
female is also notable and it has been reported
as the second commonest malignancy of gas-
trointestinal origin in Pakistani females. Most
of the patients reported are women over 50
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years of age and with concomitant gall stone.8

Besides gall stones, some other factors such as
pregnancy, female sex hormones, low fiber and
Vitamin A intake, and high fat intake have
been suspected of being associated with gall-
bladder cancer directly or indirectly.9

In a study by Mohammad Zarin the malig-
nancy was associated with gallstones in 92%
of cases and cholelithiasis played a significant
role.10 Despite this observation there is still de-
bate about the true relationship between the
two conditions.11

There seems to be higher risk of carcinoma
in a gallbladder with a calcified wall: i.e.; por-
celain gallbladder. There may be an associa-
tion between chronic typhoid infections and
subsequent development of gallbladder cancer,
and the likelihood of such a progression is six
times higher than in normal subjects.12 Tanaka
K et al reported that gallbladder cancer is
associated with an anomalous high union of
pancreatic and common bile ducts.13

The commonest histological type is adeno-
carcinoma. This may be glandular, medullary,
scirrhous, papillary or colloid. It appears that
papillary form may have a better prognosis
than the nodular infiltrate form. Occasionally,
undifferentiated carcinoma, squamous cell car-
cinoma, carcinoma in situ and a mixed group
of rarities are reported. Very rarely malignancy
may develop from non-papillary adenomas,
especially large ones over one cm in diameter.14

The objective of this study was to see the clini-
cal profile of patients with Gallbladder cancer.

PATIENTS AND METHOD

During January 2002 to December 2005,
clinical profile of sixty six patients with gall-
bladder cancer who were seen at Patel Hospi-
tal Gulshan-e-Iqbal, Karachi.Adventist Hospi-
tal located in the center of the city and Bilquis
Naz Hospital in Federal B Area Karachi; were
studied. CT Scan was mandatory for each pa-
tient. Forty-nine patients (74.2%) were females
and seventeen (25.8%) were males. Majority
of the patients, 42 females and 14 males were
in 41-70 years of age. Age and sex distribution
of these patients is given in (Table-I).

RESULTS

Major presenting symptoms were nausea,
vomiting in 71.21% of patients while anorexia
was seen in 50% and 43% of patients presented
with Jaundice. Weight loss, abdominal disten-
tion and pruritus were also significant symp-
toms in many patients. Major signs were pal-
pable mass and hepatomegaly in 50% of the
patients. Emaciation and cachexia was noted
in 38%, Ascities and peripheral edema was
seen in 17% of the patients. Major complica-
tions of the disease noted were obstructed jaun-
dice in 52%, cholangitis in 28% and encephal-
opathy in 11% of the patients. Radiological
findings revealed gallstones in 75% of patients
and mass in 29% of patients, whereas 27%
showed metastasis and dilated CBD.

Out of sixty-six patients surgery was done in
40 (60.60%) patients. Surgical findings seen in
these forty patients are given in (Table-II).

Histopathology revealed adenocarcinoma in
97% of cases while the remaining 3% of pa-
tients were of squamous cell carcinoma. Only
palliative therapy was given in 60% of patients,
while 20% received chemotherapy. Hormonal
therapy or radiation was offered to less than
five percent of the patients.

DISCUSSION

Carcinoma of the gall bladder is an aggres-
sive disease and ranks as the most frequent ma-
lignancy of the biliary tract. Patients commonly
do not have any symptoms or have uncharac-
teristic symptoms even in advanced stage of
the disease. Therefore establishing a proper
diagnosis becomes difficult.15 In spite of ad-
vances in techniques for early detection and
surgical management of other cancer, progno-
sis of patients with primary malignant tumor
of the gallbladder, has not improved and

Table-I: Age and Sex distribution of patients
with Gallbladder cancer (n = 66)

Age M F Total (%)
< 40 1 5 6 (9.09)
41-50 4 10 14 (21.21)
51-60 3 20 23 (34.85)
61-70 7 12 19 (28.79)
> 71 2 2 4 (6.06)

Total (%) 17 (25.75) 49 (74.24) 66 (100)
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carries a poor prognosis.16 Various studies have
shown that gallbladder cancer in female is
more common as compared with males.17 These
facts have been found to correlate with our
study. This pattern of gallbladder cancer may
be due to multiple pregnancies, cholelithiasis
and repeated infections.18 Our observation
about cholelithiasis is same as reported in vari-
ous studies that the tumor is associated with
gallstones in more than 70% of cases.19 In this
study gallstones were present in 75% of the
cases. In our experience, biopsy revealed 97%
of patients with histopathological findings of
adenocarcinoma, which is the commonest his-
tological type and correlate with data in lit-
erature.20 Treatment of gallbladder cancer is
dependant on the stage of the disease.

Only simple cholecystectomy is an inad-
equate treatment for advanced stage disease,
whereas wide excision is the therapeutic mo-
dality of choice. Most often, when disease is
too advanced, only palliative procedures are
done.21 This is consistent with our findings.

CONCLUSION

This hospital based study shows a threefold
higher incidence of gallbladder cancer in fe-
males and association of malignancy with gall-
stones, which might reveal inflammatory and
infective etiology. Therefore early cholecystec-
tomy for cholelithiasis is the best way to
prevent gallbladder cancer.

REFERENCES
1. Misra S, Chaturvedi A, Misra NC. Gallbladder

Cancer. Curr Treat Option Gastroenterol
2006;9(2):95-106.

2. Greenlee RT, Hill-Harmon MB, Murray T, Thun M.
Cancer Statistics 2001. Cancer J Clin  2001;51(1):15-36.

3. Malik  IA. Gallbladder Cancer: Current status. Expert
Opin Pharmacother 2004;1271-7.

4. Sons HU, Borchard F, Joel BS. Carcinoma of the gall-
bladder: autopsy findings in 287 cases and review of
the literature. J Surg Oncol 1985;28(3):199-206.

5. Jafery NA, Zaidi SHM.  Cancer in Pakistan. J Pak Med
Assoc 1987;37:178-83.

6. de Aretxabala X, Roa I, Burgos L. Gallbladder cancer:
a review. Rev Med Chill 1996;124(6):732-9.

7. Vatanasapt V, Uttaravichien T, Mairiang EO, Pairojkul
C, Chartbanchachai W, Haswell-Elkins M.
Cholangiocarcinoma in north-east Thailand. Lancet
1990;335(8681):116-7.

8. Ahmad M, Khan AH, Mansoor A. The pattern of ma-
lignant tumors in Northen Pakistan J Pak Med Assoc
1991;41:270-73.

9. Rizvi TJH, Zuberi SJ. Risk factors for gallbladder
cancer in Karachi. J Ayub Med Coll Abottabad
2003;15(3):16-8.

10. Zarin M, Ahmed M, Gohar A, Waheed D, Khurram S,
Aurangzeb M, et al. Incidence of Gall stones in            car-
cinoma gallbladder patients. Pak J Surg 2005;21(1):19-
22.

11. Cunningham CC, Zibari GB, Johnston LW. Primary
carcinoma of the gall bladder: a review of our experi-
ence. J La State Med Soc 2002;154(4):196-9.

12. Welton JC, Marr JS, Friedman SM. Association be-
tween hepatobiliary cancer and typhoid carrier state.
Lancet 1979;1:791-6.

13. Tanaka K, Ikoma A, Hamada N, Nishida S, Kadono J,
Taira A. Biliary tract cancer accompanied by anoma-
lous junction of pancreaticobiliary ductal system in
adults. Am J Surg 1998;175(3):218-20.

14. Carriaga MT, Henson DE. Liver, gallbladder, extra-
hepatic bile ducts, and pancreas. Cancer 1995; 75 (1
suppl):171-90.

15. Misra S, Chaturveidi A, Misra NC, Sharma ID.
Carcinoma of the gallbladder. Lancet Oncol
2003;4(3):167-76.

16. Cubertafond P, Gainant A, Cucchiaro G. Surgical treat-
ment of 724 carcinomas of the gallbladder. Results of
the French surgical Association Survey. Ann Surg
1994; 219(3): 275-80.

17. Serra I, Calvo A, Sharp A. Gallbladder cancer. Rev
Med Chil 1987; 115:706-8.

18. Rizvi TJH, Zuberi SJ, Maqsood R. Carcinoma of Gall-
bladder. J Pak Med Assoc 1978; 33-4.

19. Vitetta L, Sali A, Little P, Mrazek L. Gallstones
and gall bladder carcinoma. Aust N Z J Surg 2000;
70(9):667-73.

20. Kyriacou E. Carcinoma of the gallbladder. J
Gastroenterol Hepatol 1999;14(3):215-9.

21. Kapoor VK, Benjamin IS. Resectional surgery for gall
bladder carcinoma. Br J Surg 1998;145-6.

Abdul Qayyum

Table-II: Surgical Findings (n = 40)

Number of patients (%)

Cystic nodes involvement 25 (62.50)
Liver metastasis 22 (55.00)
Extension to CBD 18 (45.00)
Ascities 13 (32.50)
Local extension to Liver 12 (30.00)
Extension to Duodenum 11 (27.50)
Omental metastasis 11 (27.50)
Confined to Gall Bladder 8 (20.00)


