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Abstract

In the present paper, gallbladder lymphoma is reported in 77 years old man with the presentation of cholecystitis. Primary

gallbladder lymphoma is a rare disease and over 98% of malignant tumors of the gallbladder are adenocarcinomas while less

than 0.1–0.2% account for malignant lymphomas. The patient was referred to our clinic with RUQ and epigastric pain and

discomfort.  The  sonography  shows  that  the  gallbladder  was  edematous  and  semi-contracted  with  diffuse  wall  thickening

(6mm), particularly in the fundus. Primary gallbladder lymphomas are clinically represented mostly by acute cholecystitis

and less as gallbladder mass. Low-grade lymphomas are radiologically represented only by the gallbladder wall's slight thick-

ening. In our case, cholecystitis was represented by normal WBC count and aminotransferase level. Radiology reported only

slight thickening of the gallbladder. The high ESR (105 mm) represented an inflammatory process, which possibly would re-

quire surgery and pathological reporting.

Keywords: Gallbladder Cancer; Lymphoma; Man

Abbreviations

GBC-Gallbladder Cancer, RUQ-Right Upper Quadrant, CT Scan-Computerized Tomography Scan

MRCP-Magnetic Resonance Cholangio pancreatography, CBD-Common Bile Duct, IHC-Immunohistochemistry, IHBD-In-

trahepatic Bile Duct, PBL-Primary gallbladder lymphoma
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Introduction

Primary  gallbladder  lymphoma  is  a  rare  disease

[1],  which is  commonly  presented as  cholecystitis  [2].  It  is

more prevalent in the elderly [3]. The mean age for this dis-

ease is within the range of 35-69 years old [3,4]. Cholecysti-

tis  is  the  most  prevalent  clinical  sign  [1,3].  In  the  present

work, a 77-year-old man patient is reported with chronic ab-

dominal  pain.  The  initial  diagnosis  before  surgery  due  to

the  signs,  symptoms,  lab  findings  and  sonographic  report,

was  cholecystitis.  After  laparoscopic  cholecystectomy,  the

histopathological  finding  didn’t  indicate  the  cholecystitis

and the final diagnosis was gall bladder malignancy as lym-

phoma.

Case Report

A 77-year-old man was referred to our clinic with

RUQ (Right Upper Quadrant) and epigastric pain and dis-

comfort for the past 3 months. Then, some other symptoms

were added such as nausea, dizziness, and vomiting, for one

week  of  hospitalization.  During  this  period,  he  had  weak-

ness but no weight loss. During hospitalization, his skin col-

or  seemed  yellowish  and  the  pain  in  RUQ  had  worsened.

He possessed dyspepsia for 2 years and hypothyroidism and

chronic obstructive pulmonary disease (COPD) in the past

medical history. His medication was levothyroxine (100 µg)

daily.  Moreover,  suffering  from dyspnea,  he  used  Fluticas-

one & Salmeterol  inhaler  (SEROFLO Inhaler  25/250 mcg.)

for  a  long  time.  There  was  no  history  of  diabetes  mellitus,

hypertension  or  any  surgery.  In  physical  examinations  he

was  afebrile  (T=37.2  C)  with  a  blood  pressure  of  115/75

mmHg.  pulse  rate  was  78  per  minute  and  respiratory  rate

was  12/min with  96% Spo2.  There  was  no cervical  or  axil-

lary  lymphadenopathy  in  physical  examination,  and  the

breathing sound was normal along with no skin lesion. His

bowel sound was normal and there was no abdominal  dis-

tention,  although abdominal  palpation in RUQ was tender

without Murphy's sign.

Results  of  coagulation  tests  were  normal  along

with  normal  red-cell  indexes  and  blood  levels  of  globulin

(Table 1).

Table 1: The laboratory data

Variable Reference Range Result

Blood

White cell count (per mm³) 4500–11,000 5400

Polymorph nuclear cells (%) 40–70 75

Lymphocytes (%) 22–44 25

Hemoglobin (g/dl) 12.0–16.0 12.5

Hematocrit (%) 36.0–46.0 39

Platelet count (per mm³) 150,000–400,000 175000

Sodium (mmol/liter) 135–145 138

Potassium (mmol/liter) 3.4–5.0 4

Urea nitrogen (mg/dl) 8–25 30

Creatinine (mg/dl) 0.60–1.50 1.36

Glucose (mg/dl) 70–110 95

Lactic acid (mmol/liter) 0.5–2.2

Aspartate aminotransferase (U/liter) 9–32 23

Alanine aminotransferase (U/liter) 7–33 19

Alkaline phosphatase (U/liter) 30–100 220
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Bilirubin (mg/dl) Total Direct 0.0–1.00.0–0.4 0.80.27

CEA (ng/ml) Less than 5-10 1.08

Alfa fetoprotein (U/ml) Up to 5.5 1.0

TSH (ng/ml) 0.35-4.94 4.7

ESR (mm) 5-12 105

Urine

Specific gravity Not Defined

Leukocyte esterase Negative

Nitrite Negative

Urobilinogen Negative

Ketones Negative

Sediment(per high power field)

Red cells 0–2

White cells 0–2

For image assessment, a chest radiograph was per-

formed accompanied by an abdominopelvic CT scan (Com-

puterized Tomography Scan) with IV contrast, MRCP (Mag-

netic  Resonance  Cholangiopancreatography),  and  ab-

dominopelvic  sonography.  The  span  of  the  liver  was  160

mm in sonography representing fatty liver (grade 1). A sim-

ple cyst with a diameter of 25*24 mm was seen and several

reactive lymph nodes were also observed in the liver hilum.

In the proximity to the fundus of the gallbladder, there was

a simple cyst with a diameter of 11 mm. Extrahepatic and in-

trahepatic  bile  ducts  were  not  dilated.  The  gallbladder  was

edematous  and  semi-contracted  with  diffuse  wall  thicken-

ing (6 mm), particularly in the fundus. Near the side of the

fundus,  some cystic  formation was  found along with a  hy-

perechoic  lesion  with  a  diameter  of  21*6.  The  diameter  of

CBD (Common Bile Duct) was 10 mm and an aneurysmal

dilatation was observed in the infrarenal portion of the ab-

dominal aorta. Prostate and kidney were normal.

Through  an  esophagogastroduodenoscopy,  duo-

denitis  was  found  in  the  D1  and  D2  portions.  The  size  of

the  upper  limit  in  the  MRCP  liver  was  normal.  There  was

the signal intensity in the two parts, which could be caused

by  various  fatty  filtration.  A  strand-like  filling  defect  was

noted in the portal  vein and the right branch, which could

be  partial  thrombosis.  The  deformed  configuration  was

found  in  the  gallbladder  with  a  cystic-like  distal  portion.

There was a wall thickening of more than 11 mm in the infe-

rior  wall  (the  length  of  33  mm).  The  CBD diameter  was  9

mm  and  the  pancreatic  duct  and  IHBD  (Intrahepatic  Bile

Duct) were slightly dilated. A small mass was noted like a le-

sion in D2 of the duodenum and a biopsy was taken from it.

Cardiac  and  respiratory  consults  with  pulmonary

function test and echocardiography were conducted before

surgery.  Echocardiography  was  normal  with  EF  was  55%,

and FEV1/FVC was 80.5% and normal.

we  decided  finally  to  perform  the  Laparoscopic

cholecystectomy  for  the  patient  because  of  his  pain  and

symptoms  of  chronic  cholecystitis.

After  the histopathologic  assessment of  the surgi-

cal sample, the findings were suspicious for malignant small

round  cell  tumor  in  favor  of  malignant  lymphoma.  In  the

IHC (Immunohistochemistry) study, the CD20, LCA, CD3,

CD10, BCL2, CD5 were positive but the staining of CD79a

hadn`t been performed. Therefore, morphologic study and

IHC staining were kept with low-grade B-cell lymphoma,

most  possibly  extranodal  marginal  zone lymphoma.  The

biopsy of duodenal lesion had no evidence of malignancy.

In the evaluation after surgery,  because of  patient

intolerance  and  denial,  other  evaluation  such  as  PET  Scan

and bone marrow examination remained unfinished and he
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unfortunately refused any follow up and treatments.

Figure 1: The computed tomography demonstrating the gallbladder

Discussions

Gallbladder  cancers  (GBC)  are  rare  in  the  fifth

rank in neoplasms of the gastrointestinal tract [5]. Patients

older than 60 years are affected by GBC [6]. Extranodal lym-

phomas account for about 1/4 of non-Hodgkin’s lympho-

mas[7]. They occur mostly in the gastrointestinal tract not

generally in the gallbladder [7]. Primary gallbladder lympho-

ma (PBL) is scarce and more than 98% of malignant tumors

of  the  gallbladder  are  adenocarcinomas  while  malignant

lymphomas account for less than 0.1–0.2% [6, 8]. Clinically,

primary gallbladder lymphoma appears with acute cholecys-

titis and less as a gallbladder mass[9]. Low-grade lympho-

mas present radiologically only with a slight thickening of

the gallbladder wall [8].

Considering  the  characteristics  of  the  disease,  the

absence of specificity of the clinical features, and its late di-

agnosis, it is difficult to prognose gallbladder cancer [10].

Mostly, the diagnosis is late leading to morbidity and mor-

tality in advanced stages [11].

In our  case,  cholecystitis  was  presented with nor-

mal  WBC  count  and  aminotransferases  level.  Only  slight

thickening  of  the  gallbladder  was  radiologically  reported.

The  high  ESR  (105  mm)  denoted  an  inflammatory  proce-

dure.  The  most  important  risk  factor  associated  with  gall-

bladder  cancer  is  cholecystolithiasis,  which  exists  in  more

than 70% of the cases [12]. However, there was no stone in

the gallbladder in our case. It is essential to assess other risk

factors including chronic infections resulting in cholangitis,

environmental factors like diet, toxic ingestions, aflatoxins,

vitamin deficiencies, elevated capsaicin consumption, obesi-

ty, and poor socio-economic circumstances [13] but it is un-

clear that the risk factors for gallbladder primary malignant

lymphoma are the same as other gallbladder cancers.
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Conclusions

This  is  an  extremely  rare  occurrence  of  Primary

gallbladder  lymphomas  which  was  clinically  diagnosed  as

cholecystitis.  Most  of  them  clinically  present  with  symp-

toms  of  cholecystitis.  Primary  gallbladder  lymphomas  are

challenging  due  to  its  rarity.  no  population  studies  have

been  performed  in  our  country.  Gallbladder  cancers  are

rare  and  evaluating  the  incidence  is  uncleared  in  this  re-

gion. For definite diagnosis, histopathology and immunohis-

tochemistry  are  mandatory.  Treatment  options  include

surgery with the use of  chemotherapy in disseminated dis-

ease and inoperable cases.
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