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CASE REPORT
An 80-year-old female presented with pain in abdomen since 
3 days with increasing severity and nausea since 1 day. The pain 
was present all over abdomen. No diurnal variations noted and did 
not get relieved by medication. On per abdominal examination, 
abdomen was soft and tender. Generalised guarding was present 
all over the abdomen. On percussion, resonant node was felt. On 
auscultation, bowel sounds were normal. No organomegaly was 
detected. Complete blood count showed: Hb-11.1 gm%, TLC-
11300/cumm. Biochemical tests showed serum total bilirubin-0.5 
mg/dL, serum direct bilirubin-0.2 mg/dL, serum indirect bilirubin-
0.3 mg/dL, serum alkaline phosphatase-102 IU/L, Serum Aspartate 
aminotransferase-13 IU/L, Alanine aminotransferase-23 IU/L. 
HbSAg and HCV were non-reactive. Renal functional test was 
normal. Clinically, provisional diagnosis was acute cholecystitis. The 
differential diagnosis were acute pancreatitis and acute intestinal 
obstruction.

On ultrasonography, pelvis-abdomen revealed area of altered 
echotexture in caudate lobe of liver. Rest of the wall showed 
diffuse thickening. Lumen showed echogenous, intraluminal 
abscess and debris. Break in the wall with heterogenous collection 
in continuity with fundus of gall bladder was noted. The hole 
sign was present. Impacted calculus measuring 10.6 mm at the 
neck of gall bladder was noted. Pancreas, spleen, kidney, urinary 
bladder, uterus, cervix, intestine were unremarkable. No significant 
abdominal lymphadenopathy was noted. On basis of clinical as 
well as radiological examination, diagnosis was given as acute 
calculus perforated cholecystitis with peri-gall bladder abscess 
and inflammatory changes- type II: Pericholecystic abscess and 
localised peritonitis. She underwent subtotal cholecystectomy. The 
patient was on antibiotics ceftriazone iv 1 gm bid and iv metrogyl 
200 mg tid for seven days. Post-operative period was uneventful 
and advised follow-up.

We received resected specimen of gall bladder measuring 
4.5×4.2×2 cm [Table/Fig-1]. An area of perforation near fundus 
measuring 1.1×1.0×0.6 cm was noted. Serosal surface was rough, 
irregular, congested and covered with exudates. Cut open specimen 
revealed a large ulcero proliferative and infiltrative tumour measuring 
4×3.1×1.2 cm. Cut section of tumour was shiny, soft to firm, grey 
white to yellow with areas of mucin. Touch imprint and mucicarmine  
stain was done [Table/Fig-2]. The areas of haemorrhage, necrosis 
were noted. An impacted calculus measuring 10.6 mm at the neck 
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ABSTRACT
Mucinous adenocarcinoma of gall bladder is a malignant tumour which is a very rare histopathological variant. We report a case of an 
80-year-old female presented with pain in abdomen since 3 days with increasing severity and nausea since 1 day. On ultrasonography, 
area of altered echotexture in caudate lobe of liver was noted. Acute calculus perforated cholecystitis type II with associated peri-gall 
bladder collection; abscess and peri-gall bladder inflammatory changes were noted. Sub-total cholecystectomy was performed which 
showed perforated gall bladder with mass lesion and on histopathology, reported as mucinous adenocarcinoma of gall bladder. We 
are presenting this case for its rarity and clinical, radiological and histopathological findings.

[Table/Fig-1]: Gross specimen of resected gall bladder showing 4×3×1.2 cm soft, 
gray white tumour.

[Table/Fig-2]: Photomicrograph of imprint, showing tumour with intra and extra 
cellular mucin (mucicarmine stain, x 100).
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back arrangement, lined by neoplastic cells having moderately 
pleomorphic hyperchromatic or vesicular nuclei and moderate to 
ample amount of cytoplasm, nuclear polarity lost. These moderately 
differentiated glands form carcinoma with marked desmoplasia. 
Extracellular mucin was abundant. The diagnosis of moderately 
differentiated mucinous adenocarcinoma of gall bladder was given 
[Table/Fig-4]. Patient was kept on regular follow-up and responded 
well to treatment without any complication.

DISCUSSION
The gall bladder carcinoma is the fifth most common gastrointestinal 
malignancy. It is observed as a disease of elderly. It is more common 
in females than males. Mucinous carcinoma is very rare tumour in 
biliary tract and in gall bladder it constitutes about 2.5% [1]. Mucinous 
carcinomas are tumour diagnosed on histopathological finding in 
which extracellular mucin is >50% of the tumour volume [2]. The 
tumour cells are seen as small clusters floating in mucin lake or signet 
ring cells. Most of the cases are presented as acute cholecystitis. 
Mucinous adenocarcinoma is extremely uncommon in the gall 
bladder, with around 20 cases reported in the literature till date [3-5]. 
In 2009, WHO classify these tumours as mixed mucinous and pure 
(colloid) type. The Mucinous adenocarcinomas are termed when 
extracellular mucin constitute >50% of tumour volume and seen as 
mucin lakes in which neoplastic cells float as small clusters or signet 
cells [4]. The tumour is admixed with conventional adenocarcinoma. 
The pure (colloid) mucinous carcinomas are tumours in which >90% 
mucinous pattern is observed. Various risk factors described are 
gall stones, porcelain gall bladder, choledochal cyst, polypoid lesion 
of the gall bladder, carcinogens, sclerosing cholangitis etc., for gall 
bladder carcinoma. Clinically mucinous adenocarcinoma presents 
as abdominal pain, jaundice associated with anorexia and weight 
loss. The clinical presentation as gall bladder perforation is extremely 
rare as noted in our case.

In our case, it was type II perforation with pericholecystic abscess 
and localised peritonitis. The mean age group affected is 65 years 
with female preponderance (M:F=1:1.2) as observed by Dursan 
N et al., [4]. They are typically larger than adenocarcinoma with 
mean size around 4.8 cm. Dursan N et al., reported 15 cases of 
primary invasive mucinous adenocarcinoma of gall bladder in 606 
cases of gall bladder carcinomas. In other organ the mucinous 
carcinoma are commonly noted in the intestine, breast, ovary etc., 
[6]. Various types of gall bladder tumours are described in which 
conventional adenocarcinoma constitutes >90% of cases. Mucinous 
adenocarcinoma constitutes about 2.5% of all gall bladder tumours. 
Other variants like papillary adenocarcinoma, signet ring cell 
carcinoma, squamous/adenosquamous cell carcinoma cribriform 
carcinoma, hepatoid adenocarcinoma, undifferentiated carcinoma 
etc., were described. In our case, it was reported as mucinous 
adenocarcinoma.

As per WHO criteria for mucinous adenocarcinoma >50% of 
extracellular mucins required for diagnosing the case [7]. The 
differential diagnosis are conventional adenocarcinoma with focal 
mucinous differentiation, metastatic intestinal carcinomas, pancreatic 
mucinous carcinoma. In such cases immunohistochemistry study 
for MVC2, MVC6, CK7/20, CDX2 tumour marker is helpful [8]. 
Differentiation between mucinous carcinoma of the gallbladder 
and pseudomyxoma peritonei is challenging. The treatment of gall 
bladder carcinoma is primarily surgical resection. The extension of 
resection depends on stage of disease. The stage beyond II, positive 
surgical margin, histopathologically moderate to poor tumour 
grade is usually associated with poor prognosis [9]. Mucinous 
adenocarcinoma of gall bladder is typically presented as advanced 
disease stage and has a poor prognosis than that of conventional 
adenocarcinoma [10]. The carcinoma gallbladder presenting as 
perforation are extremely rare to note, two cases of which were 
reported by Jethwani U et al., [11]. As there is paucity of cases of 

of gall bladder was noted. Tumour was seen extending upto serosa. 
Multiple sections from gall bladder wall showed a moderately 
differentiated adenocarcinoma with >60% area showing large pools 
of extracellular mucin with clusters of cells floating in it [Table/Fig-
3,4]. The tumour cells were seen as small clusters floating in Mucin 
Lake, in small glandular pattern.

[Table/Fig-3]: Photomicrograph of gall bladder wall showing tumour arising from 
mucosa and deeper invasion. (H&E stain×40).

[Table/Fig-4]: Photomicrograph of the tumour composed of pools of extracellular 
mucin (small arrow) with clusters of tumour cells floating in them with few signet 
cells (thick arrow). (H&E stain×100).

On cytomorphology neoplastic cells were having moderately 
pleomorphic hyperchromatic or vesicular nuclei and moderate to 
ample amount of cytoplasm. Stroma was loose and odematous. 
Few cystically dilated glands were noted. Areas of intracellular mucin, 
focal signet cells are noted [Table/Fig-4]. Tumour was infiltrating full 
thickness of gall bladder wall and extending upto serosal surface. 
Mucicarmine stain was positive and showed epithelial mucin in 
deep rose colour and nuclei black, other areas pale yellow. Areas 
of inflammation, congestion, necrosis and haemorrhage were 
noted. Rest of gallbladder showed features of acute on chronic 
cholecystitis with xanthogranulomas. Histopathological examination 
revealed gall bladder mucosa showing tumour composed of glands 
which are tubular complex or slightly irregular, crowded, back to 
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this rare entity, the features like recurrence and prognosis requires 
more studies.

CONCLUSION
Mucinous adenocarcinoma of gall bladder is rare histological variant. 
It is extremely rare to present as perforation of gall bladder which 
is observed in our case. We are presenting this case for its rarity, 
clinical course and histopathological features.
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