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ABSTRACT
Introduction: Gallbladder carcinoma (GBC) is the commonest cancer of the biliary tree and the most frequent cause of death from 
biliary malignancies. The overall resection rates at presentation range from 10%-30% only. Therefore, a large number of patients are 
inoperable with overall survival of only 6-8 months. Palliation of the pain, jaundice, pruritus is a big challenge in patients with 
advanced disease. Methods: A prospective cross sectional study of patients with GBC during the period of October 2014 to 
September 2017 at Nepalgunj Medical College and Teaching Hospital, Kohalpur, department of surgery. Results: There were 216 
cases of gastrointestinal malignancies with 54(25%) GBC. There was female (75.92%) preponderance with a male to female ratio of 
1:3.15. The mean age was 61.41±12.18. The most common symptom at presentation was pain in a right upper abdomen (87.03%) 
followed by abdominal lump (41.23%) and surgical jaundice (18.51%). Fundus (70.37%) was the most common site of involvement 
followed by body (5.55%) and neck (24.05%). Gall stone was associated in 44 (81.48%) patients. Only 7 (12.96%) patients had 
localized GBC, 25 (46.29%) patients had locally advanced disease and 22 (40.74%) had metastatic disease. Liver was the commonest 
site of metastatis followed by peritoneum and two patients had left supraclavicular lymph node metastatis.  There were two (3.72%) 
incidental gall bladder cancer after laparoscopic cholecystectomy.  13 (24.07%) patients were operated with intention of radical 
cholecystectomy but only six (46.15%) patient could undergo radical resection. Staging laparoscopy was done in all patients except 
for incidental gall bladder cancer. Metastatic disease was identified in 3 (23.07%) on staging laparoscopy. In eight (61.33%) among 13 
patients the disease was unresectable. The most common histology was adenocarcinoma and most common stage was stage III and 
stage IV when both operated and non-operated groups were combined. Conclusions: GBC was the commonest gastrointestinal tract 
cancer with a female preponderance. A majority of patients were inoperable at presentation with pain in abdomen being the most 
common symptom. Surgery although is the main stay of treatment is not possible in many.

Key words: Adenocarcinoma, clinical presentation, gallbladder cancer, staging laparoscopy

1. 
2. 

Address for correspondence:

Department of Surgery
Nepalgunj Medical College & Teaching Hospital 
Kohalpur, Banke, Nepal
Email: 

Dr. Anup Sharma
Dr. P. Thapa

3. Dr. A. Dhakal

Dr. Anup Sharma 

anup_sharma88@yahoo.com

INTRODUCTION
Gastrointestinal malignancies are a leading cause of both 

1mortality and morbidity . Gallbladder malignancy is the fifth 
most common malignancy of the gastrointestinal tract and the 

2    most common cause of death from biliary malignancies .
Although it is unusual in western countries where the incidence 
rates range between 0.4 and 0.8 in men and between 0.6 and 

3    1.4 in women in 100,000 population . The incidence of 
gallbladder cancer is significantly higher in northern part of 

4India, east Asia, eastern Europe and south America . The 
incidence of gall bladder cancer specially in northern part 
ranges from 1 per 100000 for males to 10 per 100,000 in 

5females .

The etiology of gallbladder cancer is unknown, however it is 
found associated with gall stone disease in 75-90% patients. 

Only 25% patients have gall bladder cancer localized to gall 
bladder. Most of the patients have advanced disease with a 
median overall survival of only about 6 months after the 
diagnosis and the 5 year survival of around 5%. The objectives 
of the study were to evaluate the prevalence, association with 
gall stone, clinical profile and histological pattern of gall bladder 
cancer.

MATERIALS AND METHODS
This was a prospective cross sectional study which was carried 
out in the department of surgery, Nepalgunj Medical College 
and Teaching Hospital, Kohalpur from the period of 2014 
October to 2017 September. All patients with gall bladder 
cancer were included. After taking history and clinical 
examination, clinical and biochemical blood investigations 
were done. Ultrasound (USG) abdomen and pelvis and CECT 
abdomen and pelvis were done for the clinical staging. 
Preoperative USG guided cytological examination or biopsy 
was done as indicated. Type of surgery, operative findings and 
final histology were noted in those who underwent surgery.

RESULTS 
There were 216 patients of gastrointestinal malignancy. The 
diagnosis of GI malignancy was confirmed by histology, who 
underwent Surgery and those who did not undergo Surgery. 
Diagnosis was confirmed either on radiological or cytological 
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examination.  Among them the most common was gall bladder 
cancer comprising 54(25%) cases. second most common was 
gastric malignancies comprising 41(18.9%) cases followed by 
colorectal cancers, periampullary and proximal cholangio 
carcinomas. (Figure 1). 
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Figure 1: Frequency of gastrointestinal cancers (n = 216)

There were 41(75.92%) females and 13(24.07%) males, the 

ratio being 3.15:1. The age ranged from 30-92 with a mean age 

of 61.41±12.18 years. Maximum number of patients was in the 

age group of 50-70. Mean duration of illness was 2.4 months (1-

5 months) with pain in right hypochondrium (87.03%) being the 

most common presentation. 41.23% had lump in right 

hypochondrium, 18.51% had surgical jaundice and 46.67% had 

losses of weight and 67.02% had loss of appetite (Table II).

Clinical profile n(%)                                                                                               

Age range 30-92

Mean age 61.4±12.18

Male 13(24.07%)

Female 41(75.92%)

Right hypchondrium pain 87.03%

Right hypochondrium lump 41.23%

Surgical jaundice 18.51%

Loss of appetite 67.02%

Loss of weight 46.67%

Table II: Clinical profile of patients

All 54 patients underwent USG abdomen however 43 patients 
only underwent CECT abdomen. The most common radiologic 
finding was focal/diffuse asymmetrical gallbladder wall 
thickening. Fundus (70.37%) was the most common site of 
involvement followed by body (5.55%) and neck (24.08%). Gall 
stone was associated in 44 (81.48%) patients.

Only 7(12.96%) patients had their disease localized to the 
gallbladder, 25(46.29%) patients had locally advanced disease 
(i.e. either invasion of the liver or other adjacent structures like 
duodenum, stomach, colon or both liver and adjacent structure 
or paraaortic, interaortocaval and celiac lymphnode 
enlargement), 22 (40.74%) had metastatic disease. Liver was 
the commonest site of metastatsis followed by peritoneum and 
two patients had left supraclavicular lymphnode metastatis.

Two (3.72%) had incidental gall bladder cancer after 
laparoscopic cholecystectomy. Both were adinocarcinoma, one 
was T2 and another was T1a on histology. The patient with T2 
lesion underwent completion radical cholecystectomy and on 
final histopathology there was no residual disease. No further 
treatment was offered to T1a disease.

13(24.07%) patients were operated with intention of radical 
cholecystectomy but only six (46.15%) patient could undergo 
radical cholecystectomy. The final histology of one patient 
among them was xanthomatous cholecystitis hence excluded. 
Staging laparoscopy was done in all patients except for 

Histopathologic Operated Nonopereted

Features (n=13) (n=41)

Adenocarcinoma 11 (84.61%) 33 (80.48%)

Squamous cell 1 (7.69%)

carcinoma

xanthogranulomatous 1 (7.69%)

Well defferentiated 2 (15.38%)

Moderately differentiated 6 (46.15%)

Poorly differentiated 4 (30.76%)

T1a 1 (7.69%)

T2 3 (60%) 7 (17.07%)

T3 2(40%) 34 (82.96%)

T4 4 (80%) 21 (51.21%)

N0 3 (60%) 11 (26.82%)

N1 2 (40%) 27 (65.82%)

N2 1 (20%) 17 (41.46%)

M1 3 (23.07%) 19 (46.34%)

LVI positive 2 (40%)

PNI positive 1 (20%)

LVI and PNI positive 2 (40%)

Table III: Histopathological characteristics; LVI: 
lymphovascular invasion, PNI: perineural invasion
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There were 216 patients of gastrointestinal malignancy. The 
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Diagnosis was confirmed either on radiological or cytological 

 Journal of Nepalgunj Medical College, 2017ORIGINAL ARTICLE

examination.  Among them the most common was gall bladder 
cancer comprising 54(25%) cases. second most common was 
gastric malignancies comprising 41(18.9%) cases followed by 
colorectal cancers, periampullary and proximal cholangio 
carcinomas. (Figure 1). 
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Figure 1: Frequency of gastrointestinal cancers (n = 216)

There were 41(75.92%) females and 13(24.07%) males, the 

ratio being 3.15:1. The age ranged from 30-92 with a mean age 

of 61.41±12.18 years. Maximum number of patients was in the 

age group of 50-70. Mean duration of illness was 2.4 months (1-

5 months) with pain in right hypochondrium (87.03%) being the 

most common presentation. 41.23% had lump in right 

hypochondrium, 18.51% had surgical jaundice and 46.67% had 

losses of weight and 67.02% had loss of appetite (Table II).
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Mean age 61.4±12.18

Male 13(24.07%)
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Right hypchondrium pain 87.03%
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Surgical jaundice 18.51%

Loss of appetite 67.02%

Loss of weight 46.67%

Table II: Clinical profile of patients

All 54 patients underwent USG abdomen however 43 patients 
only underwent CECT abdomen. The most common radiologic 
finding was focal/diffuse asymmetrical gallbladder wall 
thickening. Fundus (70.37%) was the most common site of 
involvement followed by body (5.55%) and neck (24.08%). Gall 
stone was associated in 44 (81.48%) patients.

Only 7(12.96%) patients had their disease localized to the 
gallbladder, 25(46.29%) patients had locally advanced disease 
(i.e. either invasion of the liver or other adjacent structures like 
duodenum, stomach, colon or both liver and adjacent structure 
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enlargement), 22 (40.74%) had metastatic disease. Liver was 
the commonest site of metastatsis followed by peritoneum and 
two patients had left supraclavicular lymphnode metastatis.

Two (3.72%) had incidental gall bladder cancer after 
laparoscopic cholecystectomy. Both were adinocarcinoma, one 
was T2 and another was T1a on histology. The patient with T2 
lesion underwent completion radical cholecystectomy and on 
final histopathology there was no residual disease. No further 
treatment was offered to T1a disease.

13(24.07%) patients were operated with intention of radical 
cholecystectomy but only six (46.15%) patient could undergo 
radical cholecystectomy. The final histology of one patient 
among them was xanthomatous cholecystitis hence excluded. 
Staging laparoscopy was done in all patients except for 

Histopathologic Operated Nonopereted

Features (n=13) (n=41)

Adenocarcinoma 11 (84.61%) 33 (80.48%)

Squamous cell 1 (7.69%)

carcinoma

xanthogranulomatous 1 (7.69%)
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Moderately differentiated 6 (46.15%)

Poorly differentiated 4 (30.76%)
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T2 3 (60%) 7 (17.07%)
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N0 3 (60%) 11 (26.82%)
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M1 3 (23.07%) 19 (46.34%)

LVI positive 2 (40%)

PNI positive 1 (20%)

LVI and PNI positive 2 (40%)

Table III: Histopathological characteristics; LVI: 
lymphovascular invasion, PNI: perineural invasion
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incidental gall bladder cancer. All five patients had R0 resection, 
their histopathologic characteristics are shown in table III. In 
nonoperated patients clinical staging was done by CT 
abdomen. In eight among 13 patients the disease was 
unresectable. Two patients had peritoneal and one had 
(3/23%) discontinuous liver metastatsis on staging laparoscopy 
and were spared from laparotomy. Their histopathology 
reports were metastatic adenocarcinoma. In remaining five 
patients radical resection was not possible because of locally 
advanced disease or N2 nodal disease (vascular invasion, 
nonregional lymphnodal involvement e.g celiac, paraaortic and 
interaortoval). Biopsies were adenocarcinoma in all. USG 
guided FNAC was done in 33 nonoperated patients out of 41, all 
were adenocarcinoma. 

DISCUSSION
Fifty four patients with gall bladder cancer (GBC) were 
evaluated. The incidence of GBC has geographic and ethnic 
variations. It is more common in east Asia, south America, India 

5,7and Pakistan . In our study also the most common among all 
gastrointestinal malignancies was GBC. Nepalgunj Medical 
College, Nepalgunj is a western part of Nepal, where this study 
was conducted which shares a boarder with the northern part 
of India where GBC is very common; this might be one of the 
explanations for the higher incidence of GBC in this region.

GBC increases with age. The mean age in this study was 61.41. 
Other studies have also reported the similar age group of 

8,9incidence . GBC is more common in females. In this study the 
male to female ratio was 1:3.15 with 75.22% being female 

10patients. Previous studies have also reported the similar data . 
Clinical presentation of GBC varies from being asymptomatic to 
pain, lump in the abdomen and surgical jaundice. In this study 
right hypochondrial pain and lump were the most common 

11clinical features. This is in concordance with other studies . The 
etiology of GBC is unknown but it is commonly found to be 
associated with Gall bladder stone. We found this association 
as high as 81.48%, which is quite similar to the data in 

12literature .

One of the reasons behind the dismal survival of GBC is late 
presentation. At the time of presentation many are either 

13locally advanced or metastatic . In the present study 46.29% 
had locally advanced and 40.74% had metastatic disease. Only 
13 patients among 54 underwent surgery and out of those 13 
only six patients underwent R0 radical resection. The low rate 
of surgery was due to the advance nature of the disease at 
presentation. The other reasons are economic constraints and 
dismal survival. Adenocarcinoma was the most common 
histology except for one squamaous cell carcinoma. GBC 
metastasizes more commonly to the liver, lymph nodes and 

14peritoneum . In this study also the liver; lymph nodes were the 
most common sites of metastasis in both operated and 
nonoperated patients. Among the patients who were operated 
3 had metastasis which was detected on staging laparoscopy. In 

these patients laparotomy was not done. As a preoperative 
staging, laparoscopy can detect up to 20-25% of metastatic 
disease, sparing the patients from the morbidity of 

15,16laparotomy . 

CONCLUSIONS
GBC was the commonest gastrointestinal malignancy with high 

th thincidence at 5  and 6  decade of life. It is much more common 
in females than in males. Association with cholelithiasis is very 
high. A majority of patients were inoperable at the time of 
presentation with pain abdomen being the most common 
symptom. Adenocarcinoma is the commonest histologic type 
of GBC. Preoperative staging laparoscopy in locally advanced 
GBC can spare the patients from laparotomy and thereby 
reducing the morbidity.
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