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ABSTRACT

Introduc�on

Gallbladder cancer (GBC) is the most common malignancy 
of the biliary tract, which is increasing in Southeast Asia. An 
early diagnosis is crucial for cura�ve surgical resec�on. 
However, pa�ents present late because at an early stage the 
ini�al symptoms are non- specific. Radical surgery is a 
challenging opera�on, and should be carried out only if R0 
resec�on is feasible.

Objec�ves

The aim of this study was to analyse the pa�ent profile, 
clinical presenta�on and peri-opera�ve outcome of pa�ents 
who underwent various surgeries for GBC.

Methodology

Pa�ents who had undergone surgery for GBC at our center 
over a 7 year period were iden�fied from our database. A 
retrospec�ve analysis from prospec�vely collected data was 
done. We analysed the outcome of these pa�ents over the 
study period.

Results

Forty-four pa�ents underwent surgery for GBC. There was a 
female preponderance (34 pa�ents; 77%) and the mean age 
of the pa�ents was 54 years (range 22-76 years). Thirty-six 
pa�ents (82%) were diagnosed pre-opera�vely. Extended 
cholecystectomy (either segment IVb/V or 2cm non- 
anatomical wedge resec�on of the liver) with standard 
lymph node clearance was performed in 35 pa�ents (79%). 
Peri-opera�ve complica�ons was seen in 11 pa�ents (25%) 
and in hospital mortality was seen in 2 pa�ents (4.5%)

Conclusion

GBC is the most common malignancy of the biliary tract. As 
majority of pa�ent present with locally advanced disease a 
poten�al cura�ve resec�on warrants an aggressive surgical 
approach, which includes liver resec�on, lymph node 
clearance and resec�on of involved adjacent organs. 
Although this is a formidable surgery, it is the only chance for 
long-term survival.
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INTRODUCTION

Gallbladder cancer (GBC) is the most common malignancy 

of the biliary tract and accounts for about 80%−95% of all 
1cases.  The incidence in Southeast Asia is on the rise  and 

important risk factors recognized are age, female sex, 
1congenital biliary tract anomalies and gene�c predisposi�on.  

The disease occurs predominately in the elderly females 

and when it presents at an early stage the symptoms are 
2indis�nguishable from benign calculus disease.  An early 

diagnosis is essen�al for cura�ve surgical resec�on as it 

offers the best chance for long term survival. Studies have 

shown that for T2 and T3 disease radical resec�on has 

resulted in a significant survival advantage compared to 
3simple cholecystectomy alone.  In recent �mes, improved 

imaging modali�es with radical surgical resec�on and 

adjuvant therapy have improved the outlook. 1,4

This study aims to explore the pa�ent profile, clinical 

presenta�on, different surgeries performed and the peri-

opera�ve outcome of pa�ents with GBC who underwent 

surgery at our center.

METHODOLOGY

Forty-four pa�ents who had undergone surgical treatment 

for CAGB at Shree Birendra Hospital over a 7-year period 

between September 2010 to August 2017were iden�fied 

from our database. 

A retrospec�ve analysis was done. Pa�ents with inadequate 

data, pa�ents with different histopathological diagnosis 

and pa�ents who were either unresectable and/ 

orinoperable were excluded from the study. Pa�ent related 

variables studied were age, sex, clinical presenta�on, type 

of surgery and the final pathological staging. All data was 

recorded in excel sheet and later entered and interpreted 

using SPSS version 22.

RESULTS

Out of the 43 pa�ents operated with a pre-opera�ve 

diagnosis of GBC,five pa�ents were excluded because three 

pa�ents had a histopathological diagnosis consistent with 

Hepatocellular carcinoma (HCC) and two pa�ents had 

benign disease mimicking malignancy. There was a female 

preponderance in our study with a mean age of 54. Twenty-

nine pa�ents presented with only right hypochondriac pain 

and seven pa�ents with jaundice. Six pa�ents with a 

pre-opera�ve diagnosis of benign disease had incidental 

finding of GBC were also included in the study. Therefore, 

the total number of cases iden�fied over this study period 

was 44. (Table 1.)

Table 1:  Demographic and clinical profile of pa�ents

Thirty-five pa�ents (79%) had associated cholelithiasis. 
Thirty-six pa�ents (82%) were diagnosed preopera�vely by 
various imaging and/or tumor marker assessment while in 
two pa�ents the diagnosis was confirmed intra-opera�vely 
with imprint cytology. Remaining six (12.2%) were  operated 
for cholelithiasis (4) and GB polyp (2).

Twenty-five pa�ents underwent extended cholecystectomy 
and this was the most common performed radical surgery. 
(Table 2) Common Bile Duct (CBD) excision was performed 
in 17 pa�ents based on the gross intra-opera�ve finding of 
cys�c duct or CBD involvement. Other radical surgeries 
were performed depending on the intra-opera�ve findings 
on a case to case basis. (Table 2) The average lymph node 
yield per surgery was 8.

Table: 2 Different surgeries performed for GBC 

Note:  C = cholecystectomy, H = segment IVb & V resec�on, 
 WR = wedge resec�on of liver, 
 PD = pancrea�coduodenectomy, 
 TC = Transverse Colectomy, N= Lymph node clearance 
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Figure 1. Photograph following right hepatectomy for 
carcinoma gall bladder with infiltra�on at the hepa�c 
confluence preparing for hepa�cojejunostomy. 

Figure 2: Completed le� hepa�cojejunostomy

Figure 3: Photograph following segment 4b/5 excision and 
hepatoduodenal clearance for lymphadenectomy with CBD 
excision and hepa�cojejunostomy.

 Figure 4: Specimen of right Hepatectomy with gall bladder 
carcinoma infiltra�ng into right hepa�c duct

Table 3: Histopathological Examina�on (HPE) findings

Tumor-Grade of pa�ents 
with Adenocarcinoma 

(n=pa�ents

Table 4: TNM staging of pa�ents with Adenocarcinoma (n=40)

The most common histological finding was that of 
adenocarcinoma in 40 pa�ents followed by 3 cases of 
squamous cell carcinoma and 1 malignant fibrous 
histocytoma of Gallbladder wall. Most pa�ents had disease 
with tumour (T) involvement ≥ T2. (Table 3) and (Table 4)

Out of the 44 cases operated there was a total of 8 local and 
3 systemic complica�ons

Note: In 3 pa�ents resec�on was not possible

Table 5: Peri-opera�ve morbidity and mortality

DISCUSSION

Our study shows a female preponderance with a mean age 
of 54 years. Majority of pa�ents have presented with right 
hypochondriac pain followed by nausea and jaundice. 
These findings are consistent with other studies but the 

1mean age of presenta�on was lower in our study.

Another peculiar finding is the associa�on with cholelithiasis 
which was found to be lower compared to other studies 
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5who have reported a higher associa�on.  However, GBC as 
an incidental findingin 4 pa�ents with cholelithiasis and 2 
pa�ents with Gall Bladder polyp is higher as compared to 

6other studies.  This could be an implica�on of a high load of 
gallstone disease in our region.

Although a majority of pa�ents had locally advanced 
disease we could a�empt surgery with a cura�ve intent in 
90% of the cases. Pa�ents with unresectable disease or 
distant metastasis on pre-opera�ve contrast enhanced CT 
scan were excluded from the study. Current literature also 
advocates radical surgery in the form of liver resec�on for 
T2 tumors because majority of these cases they harbor 
residual l iver disease. Studies have shown that 
cholecystectomy combined with liver resec�on (either 2cm 
wedge or segment IVb & V) improves the outcome over 

7,8cholecystectomy alone.  In the absence of metasta�c 
disease wherever possible an R0 resec�on should be 

9-11contemplated.  Three of our pa�ents had locally advanced 
disease and had undergone extensive surgeries which 
included pancrea�coduodenectomy and transverse 
colectomy. Such aggressive surgery for bulky disease has 

12shown to prolong survival and improve quality of life , but 
this can be jus�fied only if R0 resec�on can be achieved and 

13in a pa�ent with a good performance status.  However, in 
such cases only par�al or sleeve resec�on of the involved 

14organ is advisable.  Our policy of avoiding rou�ne excision 
of the extra hepa�c bile duct to facilitate lymph node 

15,16clearance is consistent with other studies.  In the majority 
of the cases standard regional lymphadenectomy was 
carried out and as stated earlier the average lymph node 
yield was 8.

Most gall bladder cancer are of the adenocarcinoma variant 
11,17and this finding is also seen in this study.  

In spite of a 25% periopera�ve morbidity which include 
both local and systemic complica�ons the in hospital 
mortality of this study (4.5%) is compara�vely lower than 

12other centers.  This may be because of including pa�ents 
with incidental GBC where the surgical outcome is 
markedly be�er. The limita�ons of this study is that it fails to 
highlight the follow up and the long term survival of these 
pa�ents.

CONCLUSION

Cancer of the Gall Bladder is the most common biliary tract 
tumor in our region and can even appear in a younger age 
group. Early diagnosis, proper imaging to stage the lesion 
followed by aggressive surgical resec�on is the best 
treatment modality. With refinements in the surgical 
techniques, locally advanced cases can undergo radical surgery 
with an acceptable morbidity and mortality. However, 
because of the formidable nature of the opera�on, resec�on 
for advanced carcinoma gallbladder is recommended only if 
a cura�ve R0 resec�on is possible.

RECOMMENDATIONS

Treatment of gall bladder cancer is primarily surgical, only 
advance cases subjected to pallia�ve chemotherapy with 
no significant evidence of improved prognosis: Symptoma�c 
gall bladder cancer have an overall poor prognosis as 
compared to the ones diagnosed incidentally. Coexis�ng 
jaundice in these cases is not a contraindica�on for surgery 
but needs comprehensive work up.

LIMITATION OF THIS STUDY

The absolute number of pa�ents in this study is rela�vely 
low to bring about a compara�ve result.No comparison has 
been made between pa�ents who have undergone surgery 
to the ones managed conserva�vely. Disease free survival 
and overall survival has not been tabulated sta�s�cally.
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