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Case Report

Carcinosarcoma Gallbladder: A Rare
Variety of Gallbladder Malignancy
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ABSTRACT

Gallbladder malignancy is frequently found in Indian population. Most of them are adenocarcinoma variety whereas carcinosarcoma
variety is quite rare. It is typically characterised by presence of both epithelial and mesenchymal components. The prognosis of this
variety is poorer because of its aggressive nature and delayed diagnosis. Here we report a case of Carcinosarcoma of Gallbladder
(CSGB) in a 40-year-old lady presenting to us with features of acute cholecystitis and gallbladder mass. She was treated with
radical cholecystectomy, bile duct excision and Roux-en-Y Hepaticojejunostomy (RYHJ). Histopathological examinations reveal
pleomorphic spindle cells as well as epitheloid cell. In postoperative period she received adjuvant chemotherapy. Despite all these

treatment she developed recurrence at seven months follow up.
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CASE REPORT

A 40-year-old woman presented with recurrent episodes of upper
abdominal pain and vomiting for one month. Pain was acute in
onset, colicky in nature, without any radiation and associated with
non bilious vomiting. There was no history of jaundice, fever or
upper gastrointestinal bleeding. Her medical history was otherwise
unremarkable. She was initially managed conservatively at a local
hospital. Ultrasonography at the time of acute episode revealed
multiple calculi and a soft tissue mass measuring 38 mmx17 mm
in the lumen of the gallbladder associated with multiple enlarged
periportal lymph nodes [Table/Fig-1]. She came to the present
institution for further evaluation and management. On physical
examination a gallbladder mass was palpable. Rests of the
physical findings were within normal limits. Contrast-enhanced
Computed Tomography scan (CT scan) of the abdomen
revealed cholelithiasis with heterogeneously enhancing mass
(4.3 cmx5.1 cm) in fundus of gallbladder with loss of fat planes
with adjacent hepatic parenchyma at places [Table/Fig-2a,b].
There were multiple enlarged lymph nodes (approximate size
1.5 cm) in periportal region. Common bile duct and intrahepatic
biliary radicles were not dilated. Preoperative serum Cancer
Antigen (CA) 19-9 was 87 U/mL (0-37 U/mL).

Gallbladder mass

Gall stones causing
acoustic shadows

e - 2D 186

[Table/Fig-1]: USG of abdomen showing gallbladder mass as well as gall stone.
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[Table/Fig-2]: a) CT scan of abdomen showing gallbladder stone and periportal
lymphadenopathy; b) CT scan of abdomen showing galloladder mass involving
liver bed

A preoperative diagnosis of gallbladder malignancy was made.
After adequate preoperative preparation, she underwent staging
laparoscopy followed by radical cholecystectomy (including
hepatoduodenal ligament lymphadenectomy), excision of bile duct
with RYHJ. Intraoperative findings included a large gallbladder
mass involving cystic duct and the common bile duct [Table/Fig-3].
Portal vein and hepatic artery were not invaded by the mass.
There were multiple enlarged lymph nodes in the hepatoduodenal
ligament.
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[Table/Fig-3]: Intraoperative photograph showing nodular mass involving fundus

of the gallbladder with enlarged cystic and pericholedochal lymph node.

Her postoperative recovery was uneventful. Histopathological
examination revealed sheets of pleomorphic spindle and epitheloid
cells [Table/Fig-4a,b]. The cells have coarse chromatin. The
tumour was infiltrating the liver. Resection margins were free of
lesion. The final diagnosis was a CSGB. Immunohistochemical
examination was not feasible. She was treated with gemcitabine
based chemotherapy. The patient developed recurrence at seven
months follow up.



Koustav Jana et al., Carcinosarcoma of Gallbladder

Sheets of spindle cells along with
nuclear pleomorphism

[Table/Fig-4]: a) Hematoxylin and eosin (10X) stained section showing tumour
cells infiltrating liver bed; b) Hematoxylin and eosin (40X) stained section showing
spindle cells along with nuclear pleomorphism.

DISCUSSION

Gallbladder cancer is fairly common in East Indian women (22
cases per 1,00,000 populations annually) and most of them are
adenocarcinoma [1]. Other varieties of gallbladder cancer are rare
and among them CSGB is probably the rarest variety accounting
less than 1% of gallbladder malignancy [2]. Till now, fewer than
100 cases have been reported in english literature [3]. The CSGB
is characterised by malignant transformation of both the epithelial
and mesenchymal components of the same tissue. The epithelial
component usually consists of adenocarcinoma, although an
element of squamous cell carcinoma is occasionally observed.
The mesenchymal component typically consists of undifferentiated
spindle or stellate cells admixed with various proportion of
heterogeneous elements including osteosarcoma, chondrosarcoma,
and rhabdomyosarcoma [4,5].

An accurate preoperative diagnosis is often not possible because
of nonspecific symptoms. Moreover, imaging studies cannot
differentiate it from carcinoma of the gallbladder. The clinical
symptoms include right upper abdominal pain, weight loss,
anorexia, fatigue, jaundice, and a palpable mass. In addition,
patient may present with acute cholecystitis due to presence of
associated cholecystolithiasis [6]. Similarly in the present case,
the patient presented with acute abdominal pain resembling acute
cholecystitis. The CT scan abdomen shows an enhanced solid
mass lesion similar to that of gallbladder carcinoma. The CSGB
should be suspected when calcification is observed within the
tumour on CT scan [7].

Accurate diagnosis is made only after histopathological examination.
Animmunohistochemical examination should show that the epithelial
component is positive for cytokeratin, while the mesenchymal
component is positive for vimentin [5,8].
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Due to paucity of cases, there is no staging system for CSGB, nor
has any consensus been established on the management of CSGB.
The usual treatment of choice is surgery and no successful treatment
has so far been reported with radiotherapy or chemotherapy [9].
The CSGB is treated in the same way as other gallbladder cancers.
In absence of metastasis, radical cholecystectomy is performed.
More extensive procedures, such as right hepatectomy or extended
right hepatectomy, probably increase the morbidity and mortality
without any survival benefit [2,3,10].

The prognosis of CSGB is normally poor. Most patients present with
either locally advanced disease or liver and peritoneal metastasis.
Mean survival after diagnosis is only a few months in such patients.
Even when a curative resection is performed, many patients die
shortly after the operation because of recurrence or metastasis. The
majority of recurrences occur within half a year of surgery [11]. In the
present case, despite curative resection and adjuvant therapy, the
patient developed recurrence within seven months after surgery.

CONCLUSION

Preoperative diagnosis of CSGB is often not possible. Surgery
remains the mainstay of treatment in early stage of this disease.
Because of its aggressive nature, majority of patients develop
recurrence within a year of definitive surgery. More clinicopathological
data and further studies are required to identify the prognostic
factors of this dreadful gallbladder malignancy.
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