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PORCELAIN GALLBLADDER - CASE REPORT
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Summary

Porcelain gallbladder is rare manifestation of chronic cholecystitis. Calcification of the gallbladder wall is present between
0.06%-0.8% of cholecystectomy specimens. The pathogenesis is still unknown but it is believed that it caused by irritation the
gallbladder by stones which lead to chronic inflammation associated with calcium deposit. Calcification of the gallbladder wall

is associated with risk of gallbladder cancer.

The author of this article presented a case of a woman who was admitted to the hospital because of suspicion tumor of gallblad-
der. The patient underwent open cholecystectomy during which porcelain gallbladder was removed. The author performed

a literature review on porcelain gallbladder.
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INTRODUCTION

Porcelain gallbladder is rare manifestation of chron-
ic cholecystitis. Calcification of the gallbladder wall is
present between 0,06-0,8% of cholecystectomy speci-
mens (1, 2). The pathogenesis is still unknown but it is
believed that it caused by irritation the gallbladder by
stones which lead to chronic inflammation associated
with calcium deposit. Calcification is five times more
common in female than in men population (3). Mean
age of diagnosed porcelain gallbladder is 54 years
(range 38-70 years) (3). Calcification of the gallbladder
wall is associated with risk of gallbladder cancer. The
carcinogenesis in calcified gallbladder probably follows
the metaplasia — dysplasia — carcinoma sequence.

CASE REPORT

A 62-year-old white lady referred to the department
due to a suspicion tumor of gallbladder diagnosed in
ultrasound examination. The patient has reported pain
in the right hypochondrium region. She had no any oth-
er symptoms, drug abuse and there was no history of
weight loss and loss of appetite. She had two surgeries —
first due to uterine myomas and total hysterectomy due to
cervical cancer. There was history of carcinoma in patient
family — mother suffered from anal canal cancer.

On physical examination, in the right hypochon-
drium patient reported pain. There were no peritoneal
symptoms. Blood tests were normal. There was no his-
topathological examination of the fine-needle aspiration
biopsy before planned surgery.

An ultrasound examination showed thickened gallblad-
der wall with a diameter of 9 mm with a focus on the nature
of the tumor in the wall with a diameter of about 8 mm.
Computer tomographic scan (CT scan) revealed calcified
gallbladder wall with dense intraductal calcification.

The patient was taken to the operating room for an
open cholecystectomy. During the surgical exploration
claimed calcification of the gallbladder wall. Porcelain
gallbladder was removed (fig. 1-3). The material was
sent for routine histopathological examination. The time
of surgery was about 45 minutes.

Histopathology examination showed a porcelain gall-
bladder without neoplasm component. Patient after sur-
gery felt good and did not complain of pain. The post-
operative period was uncomplicated and the patient left
the ward in the 5" day after surgery.

DISCUSSION

Porcelain gallbladder is a relatively rare disease. The
term “porcelain gallbladder” is used to describe brittle con-
sistency and white-bluish discoloration of the gallbladder
wall. The pathogenesis of this disease is still unknown. It
is believed that it caused by irritation the gallbladder by
stones which lead to chronic inflammation associated with
calcium deposit (2). Other theories postulated that ob-
struction of cystic duct leading to mucosal precipitation of
calcium carbonate salts which in turn causes bile to stag-
nate within gallbladder (1). Cornell and Clarke (3) think that
calcification is a dystrophic process resulting from chronic
infection and compromised circulation due to influence
cystic duct stones which cause hemorrhage, scaring and
hyalinization of gallbladder wall. Such process leads to ori-
gin a matrix for deposition of lime salt (3).

There are two histological types calcification of the
gallbladder wall. First type consists of a continuous
broad band within the muscularis, and second type
where numerous calcified microliths are scattered dif-
fusely throughout the mucosa and submucosa local-
ized in glandular spaces and in the Rokitansky-Aschoff
sinuses (6, 7).
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Fig. 1. Porcelain gallbladder after cholecystectomy.
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Fig. 8. Porcelain gallbladder — view from the neck.

The risk of malignancy inside a porcelain gallblad-
der was reported, in first publication from 1960s, on the
level 10-61% (6-8). Latest publication have shown lower
incidence carcinoma cells inside calcified gallbladder
between 5-10% (4, 5). Presently stands out two types
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of calcification. In case of selective mucosal calcification
the incidence of cancer is approximately 7% (5). There
is no association between carcinoma and complete in-
tramural calcification (5).

Because of the gallbladder cancer risk, prophylactic
cholecystectomy is the treatment of choice for porcelain
gallbladder (4, 9). Some articles suggest that patients
with calcified gallbladder are not good candidates for
laparoscopic treatment due to brittle consistency of the
gallbladder wall (10, 11). The other articles describe the
successful cholecystectomy performed because of por-
celain gallbladder (10-13). Some authors suggest that
laparoscopic cholecystectomy is suggested in the com-
pleted calcification type of porcelain gallbladder than in
the complete intramural calcification type (4, 6, 14).

CONCLUSIONS

1. Porcelain gallbladder is a relatively rare disease.

2. Calcification of the gallbladder wall is associated with
risk of gallbladder cancer.

3. Prophylactic cholecystectomy is the treatment of
choice for porcelain gallbladder. O
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