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PARTICULARS OF THE PATIENT  

• Name– Mrs. Shoroshoti 

• Age– 60 years 

• Gender –Female  

• Address –Kushtia 

• Religion –Hinduism  

• Occupation–House wife 

• Date of Admission—10-03-2026 



PRESENTING COMPLAINTS 

• Upper abdominal pain for 1 month 

• Anorexia and weight loss for same duration 

• Yellow coloration  of eye and urine for 2 weeks. 



History of present illness 

    The patient states that she was reasonably well 

1month back, then she developed upper abdominal 

pain, which was localized ,mainly in right side, dull 

aching, mild to moderate in intensity, non radiating 

no significant aggravating factor 



History of present illness cont… 

 relieves by analgesics and for last 1 week severity of 

pain is increasing day by day, not associated with 

vomiting. She added that she is suffering from anorexia 

and weight loss for same duration, not evidenced by 

weight measurement, evidenced by loosening of 

clothes, no history of polyuria, polydipsia or heat 

intolerance. 



History of present illness cont… 

    She further added that she is suffering from yellow 

coloration of eye  and urine for 2 weeks, not preceded by 

prodromal illness, no history of taking hepatotoxic drug 

or herbal medication but associated with itching for last 

1 week, which is predominantly in the limbs, hampers 

her sleep, no history of skin lesion, and also associated 

with pale stool 



History of present illness conti… 

       She has no history of blood transfusion , I/V drug abuse, 

surgical or dental procedure, extramarital sexual 

exposure, no history of vomiting of blood, per rectal 

bleeding, altered level of consciousness ,no history of 

lump or nodular swelling in any part of body. She has no 

history of cough, shortness of breath or contact with 

open case of TB patients. She is normotensive, non 

diabetic and her bowel bladder habit is normal 



 
 Past Medical History :No history of TB, Liver disease, 

malignancy or any other significant disease. 

 

Drug & Treatment History: No history herbal medication, 

she took medicine from local pharmacy and consulted 

several physicians and gone through several investigations 

including costly radiological investigations, she can’t 

mention their name.  

 



Personal history: She is non-smoker,non-alcoholic, & 

has no history of other drug addiction, no history of 

extra marital sexual exposure 

 

Family History:  She is married , has her husband ,2 son 

,2 daughter and there is no history of such type of 

illness among his family members. 

 



 
 

Immunization history: She is vaccinated as per EPI schedule  

& against covid19. 

 Socioeconomic History: She is a house-wife. Lives in semi 

pacca house, drinks safe arsenic free water, uses sanitary 

latrine. 

Menstrual history: 

She is in menopause for last 10 years. 

 



GENERAL  EXAMINATION 

• Well alert, cooperative   

• Appearance – Ill looking  

• Body built – Normal 

• Nutrition –  Below average  

• Decubitus – On choice  

• Anaemia – Mild 

• Jaundice –Moderate 

• Shiny nail – Present 

• Scratch mark- Present in the legs 

 



GENERAL  EXAMINATION 

• Cyanosis – Absent 

• Clubbing – Absent 

• Koilonychia – Absent 

• Leukonychia – Absent 

• Oedema – Absent 

• Dehydration – Absent 

 



GENERAL  EXAMINATION 

• Pulse – 80 bpm, regular 

• Blood Pressure – 120 / 75 mmHg  

• Respiratory Rate – 18 / min 

• Temperature – Raised 

• Thyroid Gland – Not enlarged 

 



GENERAL  EXAMINATION 

• Lymph node: Not enlarged 

• JVP – Not raised 

• Stigmata of CLD – Absent 

• Flapping Tremor – Absent 

• KF Ring – Absent 

• Bony Tenderness – Absent 

 



ALIMENTARY SYSTEM EXAMINATION  

Mouth and oral cavity : Normal 

Per-abdominal examination :  

Inspection : 

• Abdomen is normal in shape, umbilicus is 
centrally placed and inverted. 

• Flanks are not full. 

• Hernial orifices are intact. 

• No scar mark, visible peristalsis or engorged 
veins. 

 



ALIMENTARY SYSTEM EXAMINATION  

Palpation : 

 

There is a globular shaped mass in right hypochondriac 
region , moves with respiration, mildly tender , firm to 
hard in consistency, irregular surface consistent with gall 
bladder 
 

Liver –is palpable about 3 cm from right costal margin, 
in right mid clavicular line, margin illdefined , surface 
irregular, firm to hard in consistency, non tender, upper 
border of the liver dullness is in right 5th ICS, antero 
liverspan is 16 cm.  

 
 



ALIMENTARY SYSTEM EXAMINATION  

• Spleen– not palpable  

• Kidneys --Not ballotable. 

• Fluid thrill: Absent. 

• No palpable abdominal lymph node. 

• Hernial orifices –Intact. 



ALIMENTARY SYSTEM EXAMINATION  

 

Percussion : 

                     Shifting dullness – negative. 

Auscultation : 

                      Bowel sound is present. 

 

 



EXAMINATION  OF  OTHER  SYSTEMS 

• Examination of other systems reveal no 
abnormalities. 



Salient feature 

Mrs.Shoroshoti , 60 years old married hindu female, 

non-diabetic ,normotensive non-alcoholic,  hailing from 

Mirpur Kushtia , admitted to Kushtia Medical College 

Hospital with the complaints of upper abdominal pain 

for 1 month, which was localized ,mainly in right side, 

dull aching, mild to moderate in intensity, non 

radiating, no significant aggravating factor 

 



Salient feature cont…. 

relieves by analgesics and for last 1 week severity of 

pain is increasing day by day, not associated with 

vomiting. She is also suffering from anorexia and 

weight loss for same duration, not evidenced by 

weight measurement, evidenced by loosening of 

clothes, no history of polyuria, polydipsia or heat 

intolerance 



Salient feature 

She is suffering from yellow coloration of eye  and urine 

for 2 weeks, not preceded by prodromal illness, no 

history of taking hepatotoxic drug or herbal medication 

but associated with itching for last 1 week, which is 

predominantly in the limbs and also associated with 

pale stool 

 



Salient feature 

 

She has no history of blood transfusion , I/V drug abuse, 

surgical or dental procedure, extramarital sexual exposure, 

no history of vomiting of blood, per rectal bleeding, altered 

level of consciousness ,no history of lump or nodular 

swelling in any part of body. She has no history of contact 

with open case of TB patients. She is normotensive, non 

diabetic and her bowel bladder habit is normal 

 



Salient feature 

 

On general examination patient is ill looking, cachectic, 

mildly anaemic, moderately icteric, shiny nail and 

scratch mark present, no clubbing, cyanosis, 

koilonychia, leukonychia, no pedal oedema, no 

lymphadenopathy ,hemodynamically stable. 



Salient feature 

Systemic examination of alimentary system reveals 

globular shaped mass in right hypochondriac region , 

moves with respiration, mildly tender , firm to hard in 

consistency, irregular surface consistent with gall bladder 

and hepatomegaly; where margin illdefined , surface 

irregular, firm to hard in consistency, non tender.  

 

Other system examination reveals no abnormality 

 



Provisional diagnosis?? 



Provisional diagnosis 

 

Carcinoma Gallbladder with liver metastasis and 
biliary encasement. 



Differential Diagnosis 

• Periampullary carcinoma with liver metastasis 

• Lymphoma 

• Hilar cholangiocarcinoma with liver metastasis 

 



 

INVESTIGATIONS 



COMPLETE  BLOOD  COUNT 

Parameter Value 

Hemoglobin 10.20 gm/dl 

ESR 109 mm in 1st hr 

TC of WBC 10,000/cumm 

Platelet 4’00,000/ cumm 

Neutrophil 76% 

Lymphocyte 16% 

MCV 86.7 fl 

MCH 30.1 pg 

RDW-CV 15.2% 



Liver function test 

Parameter Value 

Bilirubin (total) 11.80mg/dl 

S. Bilirubin ( Direct ) 9.68 mg/dl 

SGPT 100u/L 

ALP 515 U/L 

PT 18 secs 

Serum albumim 3.08 gm/dl 



Viral markers 

Parameter Result 

HBsAg Negative 

Anti-HCV Negative 



Other investigation 

Parameter Value 

RBS 6.5mmol/L 

S . Creatinine 0.85mg/dl 

Urine R/E Albumin : nil 
Sugar: nil 
RBC: Absent 
Pus cell: 02-03/HPF 
 

S. Electrolytes Na: 136mmol/L 
K: 4.1mmol/L 



Tumor markers 

 Parameter Value 

CA 19-9 541.00 



USG of whole abdomen 



USG of whole abdomen 



USG of whole abdomen 

Impression: 

1. IHBC mildly dilated 

2.  Suggestive of GB and CBD mass 

3.  CBD mildly dilated 



Chest Xray P/A view 



Chest Xray P/A view 

• Impression- 

Multiple reticulonodular shadows throughout 
the both lung field. 



CT scan of whole abdomen with contrast 



CT scan of whole abdomen with contrast 



CT scan of whole abdomen with contrast 



CT scan of whole abdomen with contrast 

Impression: 

1. Suspected neoplastic lesion involving gall bladder with 

pericholecystic hepatic infiltration, extension along cystic duct 

into CBD, obstructive dilatation of intrahepatic billary 

channels, more marked on left side and pre-left paraaortic 

lymph nodes encasing IVC-aorta-ventral aortic branch-part of 

renal vessels, no ascites. 



MRCP 



MRCP 



MRCP 



MRCP 

Impression: 

1.MRCP findings are highly suggestive of gallbladder neck 

carcinoma with direct pericholecystic hepatic infiltration , 

extention along the cystic duct into the common bile 

duct resulting obstructive dilatation of intrahepatic 

biliary radicles more marked on the left 



HRCT of chest 



HRCT of chest 



HRCT of chest 

Impression: 

1. Features are consistent with interstitial lung 
disease 

2.  D/D: Possibly Disseminated Pulmonary TB( Miliary 
TB) 



Final diagnosis 

Carcinoma of Gallbladder with biliary encasement, 

liver metastasis, lymph node metastasis, encasement 

of IVC with  

Lymphangitis carcinomatosis 

D/D: Miliary Tuberculosis 

         Diffuse parenchymal lung disease 

         Lung metastasis 



TNM & AJCC/UICC staging system for 
GB carcinoma 

 TNM Stage   Criteria 

Tx Primary tumor cannot be assessed 

T0 No evidence of primary tumor 

Tis Carcinoma in situ 

T1a Tumor invades lamina propria 

T1b Tumor invades muscularis propria 

T2 Tumor invades perimuscular connective tissue without extension 
beyond serosa or into liver 

T3 Tumor perforates the serosa AND/OR  Tumor directly invades the 
liver AND/OR Tumor invades one other adjacent organ( stomach, 
duodenum ,colon,pancreas, omentum  , extrahepatic bile ducts) 

T4 Tumor invades the portal vein or hepatic artery OR Tumor invades 
_> 2 extrahepatic organs or  sctructures 



TNM & AJCC/UICC staging system for 
GB carcinoma 

 TNM Stage   Criteria 

Nx Regional lymph nodes cannot be assessed 

N0 No regional lymph node metastases 

N1 Lymph node metastases along the cystic  duct , bile duct , hepatic 
artery, Aand/or portal vein 

N2 Metastases to periaortic, superior mesenteric artery and or celiac 
arter lymph nodes 

M0 No distant metastases 

M1 distant metastases 



TNM & AJCC/UICC staging system for 
GB carcinoma 

AJCC/UICC stage Tumor Node 

0 Tis N0 M0 

I T1 N0 M0 

II T2 N0 M0 

III A T3 N0 M0 

III B T1-3 N!1 M0 

IV A T4 N0-1 M0 

IV B Any T 
 
Any T 

N2 
 
Any N 

M0 
 
M1 



Treatment 

Surgery is the only potential curative 
therapeutic option for GB carcinoma. Only 15% 
to 47% of the patients are candidates for 
surgical resection at the time of diagnosis.  

Contraindication to resection include: multiple 
hepatic or distal metastases, gross  vascular 
invasion or encasement of major vessels, 
malignant ascites and poor functional status 



Treatment 

The goal of surgical treatment is an R0 resection 
,defined as negative margins and nodal dissection one 
level past microscopically involved lymph nodes. R0 
resection has been shown to correlate with survival 
with significant 5-year survival rates. 

Surgical procedures with curative intent include: 

(1) Simple cholecystectomy 



Treatment 
 
Surgical procedures with curative intent include 

(2) extended or radical cholecystectomy with additional resection 

greater than 2cm of GB bed plus lymphadenectomy of the  

hepatoduodenal  ligament behind the 2nd part of the duodenum, 

head of the pancreas and celiac axis,(3) extended cholecystectomy 

with hepatic ,segmental or lobar resection, (4)extended 

cholecystectomy with extensive para aortic lymph node resection, 

(5) extended cholecystectomy with bile  duct resection or 

pancreaticoduodenectomy.   



Treatment 
The standard of care for the patients with 
unresectable GB carcinoma is chemotherapy 
with - 

1. Gemcitabine with cisplatin 

2.  Gemcitabine with ( oxaliplatin ,5-fluorouracil, 
capecitabine)  

3. Targated agents are cetuximab, erlotinib, 
bevacizumab 

Note:  In general GB carcinoma is considered 
radioresistant 



Staging and 5-year survival rates 

Staging: TNM based  staging system  correlates 
with survival.  

Reported 5-year survival rates for the patients 

 Stage   5-year Survival Rates 

Stage 0 80% 

Stage I 50% 

Stage II 28% 

Stage III A 8% 

Stage III B 7% 

Stage IV A 4% 

Stage IV B 2% 




