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Abstract
Gallbladder cancer (GBC) is the sixth most prevalent cancer of the gastrointestinal system but the most
prevalent cancer of the biliary tract. This tumor is a highly fatal condition. The importance of early diagnosis
cannot be overstated because GBC develops quietly with late detection. Several genetic and environmental
variables have been associated with the onset of GBC. Cholelithiasis and chronic inflammation from the
biliary tract and parasite infections are prime examples of environmental factors that significantly influence
the development of GBC. Abnormal pancreaticobiliary duct junction and biliary cysts are examples of
congenital causes. In the past decade, new imaging technologies and a more radical and aggressive surgical
approach have improved patient outcomes and aided prolonged survival for GBC patients. This review
article focuses on the epidemiology of GBC, its risk factors, and clinical characteristics.
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Introduction And Background
Gallbladder cancer (GBC) is an uncommon tumor that primarily affects the elderly. Due to the highly
malignant biology, delayed presentation, challenging anatomic location, and advanced stage upon
diagnosis, the prognosis for GBC remains dismal. The treatment for locally progressed and metastatic
disease is palliative chemotherapy. In contrast, the early-stage disease is possibly curable with surgical
intervention and adjuvant treatment. The estimated five-year survival rate for GBC is 5%, with a median
survival time of around six months [1]. In a few cases, early malignancies are discovered incidentally during
cholecystectomy for cholelithiasis; in these instances, the five-year survival rate is greater than 80% [2].

In this review, we explore the epidemiology of GBC, as well as its risk factors, clinical characteristics, and
diagnostic examination.

Review
Epidemiology
Carcinoma of the gallbladder is the most prevalent cancerous tumor of the biliary system and the sixth most
widespread cancer of the gastrointestinal system [3]. There is significant regional heterogeneity in the
incidence of GBC globally, and this variability coincides with the frequency of cholelithiasis. Countries in
South America, notably Chile, Bolivia, and Ecuador, as well as some regions in northern India, Pakistan,
Japan, Korea, and Poland, are afflicted by significantly higher than average GBC rates [4,5]. High rates of
gallstones or Salmonella infection, which are known to increase the likelihood of GBC, are shared by all of
these groups [6]. According to estimates from Globacon, in 2020, there were around 116,000 new cases of
GBC (Figure 1) and approximately 84,700 fatalities [7]. Approximately 4,000 new cases are identified each
year in the United States, making North America a low-incidence region. The highest rates occur in the
seventh decade of life, two to six times more prevalent in women than in men. Figure 2 describes the GBC
incidence among males and females worldwide. Between 0.3% and 3.0% of individuals undergoing
cholecystectomy for gallstone disease are discovered to have GBC incidentally [2]. The frequency of GBC also
varies greatly by race or ethnicity; for instance, aboriginal peoples in the United States, Mexico, and Chile
have a far higher risk of developing the disease. In the United States, the prevalence of GBC is roughly 1.5
cases per 100,000 persons [8].
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FIGURE 1: Number of new cases of gallbladder cancer globally.
Available from Global Cancer Observatory: Cancer Today. Lyon, France: International Agency for Research on
Cancer. https://gco.iarc.fr/today.

FIGURE 2: Gallbladder cancer incidence according to gender.
Available from Global Cancer Observatory: Cancer Today. Lyon, France: International Agency for Research on
Cancer. https://gco.iarc.fr/today.

The frequency of GBC among native American females with gallstones is around 7.1 per 100,000. The
incidence of GBC among native Chilean women is 27.3 per 100,000 persons. Asian individuals, namely those
of Korean heritage, are also at an elevated risk for developing GBC [2].

Etiology
Several genetic and environmental variables have been associated with the onset of GBC. The development
of GBC has been linked to chronic gallbladder infection and/or environmental exposure to certain toxins,

2022 Halaseh et al. Cureus 14(8): e28260. DOI 10.7759/cureus.28260 2 of 9

https://assets.cureus.com/uploads/figure/file/426097/lightbox_418a5690135011edafe193664ff604ad-New-cases-GBC.png
https://assets.cureus.com/uploads/figure/file/426103/lightbox_ab9ce110135011ed8c5e1f893f99327a-gender.png


heavy metals, and other dietary variables. Existing evidence suggests that the significant relationship of
GBC with the female gender and particular geographical locations mainly in developing nations is mediated
by numerous female hormones, cholesterol cycling, and Salmonella infections [9,10]. Other well-known risk
factors for GBC, such as porcelain gallbladder, Mirizzi’s syndrome, and pancreatic bile reflux, have also
played a significant role in predisposing to this condition [9]. The presence of a family background of
gallstones, smoking, chemical exposure, living in the Gangetic belt, and elevated levels of secondary bile
acids, as well as high consumption of fried meals which include recycled oil, enhances the risk for GBC [11].

Gallstones

Up to 85% of individuals diagnosed with GBC have gallstones, making cholelithiasis the most significant risk
factor for the development of GBC [12]. However, 3% of individuals with gallstones are diagnosed with GBC,
and the 20-year risk of acquiring cancer remains modest; 0.5% for the general population, and up to 1.5% for
high-risk populations [13].

Gallbladder stones larger than 3 cm are linked to a 10-fold greater chance of developing cancer [14]. The
likelihood of getting GBC is greater in people with symptomatic gallstones than in those with asymptomatic
gallstones, and cholesterol stones are the most prevalent cause of symptomatic gallstones [15].

Porcelain Gallbladder

An unusual sign of chronic cholecystitis, the porcelain gallbladder is marked by intramural calcification of
the gallbladder wall. It is linked to cholelithiasis in greater than 95% of instances. As with other disorders
associated with gallstones, these individuals are at a heightened risk for GBC. In individuals with porcelain
gallbladders, the estimated prevalence of GBC is around 10%, with more recent research indicating a
prevalence of 2-3%. Individuals with localized mucosal calcification or partial mural calcification may be at
higher risk [16].

Gallbladder Polyps

Gallbladder polyps are benign growths that develop on the mucosal lining of the gallbladder and are often
discovered during or after a routine ultrasound examination or a cholecystectomy. They are categorized as
benign or malignant, with benign lesions further divided into non-neoplastic and neoplastic subtypes (Table
1) [17].

Type Frequency

Benign polyps

Cholesterol polyps 60%

Adenomyomas 25%

Inflammatory polyps 10%

Adenomas 4%

Malignant polyps

Adenocarcinoma 80%

Miscellaneous:

20%
Mucinous cystadenomas

Squamous cell carcinoma

Adenoacanthomas

TABLE 1: Relative frequency of the different pathologic types of gallbladder polyps.
Weedon D. Benign mucosal polyps. In Pathology of the Gallbladder. New York: Mason (1984): 195-9.

Adenoma, a glandular growth formed of cells mimicking biliary system epithelium, is the most prevalent
benign neoplastic lesion. Polypoid gallbladder lesions, which are found in up to 5% of individuals, are also
associated with an elevated risk of cancer. This is especially true for polyps larger than 10 mm, which entail
a 25% risk of cancer [18]. Similarly suspicious for malignancies are solitary or sessile polyps or those
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exhibiting fast development on serial imaging, especially if gallstones are present or the patient is older than
50. When such results are detected, even asymptomatic patients ought to have their gallbladders excised.
Non-removed polyps should be monitored with serial imaging.

Chronic Infection

In endemic regions with Salmonella, up to 4% of acutely infected patients become chronic asymptomatic
Salmonella typhi carriers. Multiple studies and a meta-analysis have revealed a link between both chronic S.
typhi carriers and an increased risk of GBC [19]. Gallstones are believed to be a possible source of continued
infection because chronic carriage is more common in individuals with cholelithiasis. Furthermore,
Helicobacter colonization of the biliary epithelium, notably Helicobacter bilis, has been linked to the
development of gallbladder disease, including GBC, as shown by the identification of Helicobacter-derived
toxins and outer membrane proteins utilizing sensitive molecular and immunohistochemical methods [20].
Chronic inflammation related to primary sclerosing cholangitis has been linked to an increased incidence of
gallbladder mass lesions [21]. Therefore, yearly gallbladder ultrasound screening is indicated for these
individuals.

Congenital Abnormalities

Biliary cysts are dilatations of the bile ducts that may arise singularly or in multiple sets. Originally referred
to as choledochal cysts comprising the extrahepatic bile duct, the clinical categorization has been updated
to also encompass intrahepatic cysts [22]. Biliary cysts may be acquired or congenital and are linked with
several anatomic abnormalities. In roughly 70% of individuals with biliary cysts, an abnormal
pancreaticobiliary duct junction is present [23]. Similar to abnormal pancreaticobiliary duct junction, biliary
cysts are more prevalent in Asian cultures [23]. The presence of biliary cysts is linked with an increased
likelihood of developing cancer, including cholangiocarcinoma. The prevalence of cancer varies depending
on age at initial presentation, ranging from less than 0.7% in individuals aged less than 10 to over 50% in
older patients [24]. Another important risk factor is the presence of anomalous pancreaticobiliary duct
junctions. It is an uncommon anatomical anomaly in which the pancreatic duct empties into the common
bile duct, resulting in a lengthy, typically over 2 cm-long common channel. This disorder may be the result
of embryological ducts failing to move completely into the duodenum. This disease is especially widespread
among Asians, particularly Japanese [25].

Because the ductal junction is located away from the sphincter of Oddi, the lengthy common channel may
increase the likelihood of pancreatic juice refluxing into the biliary tree [26]. High amounts of amylase in
bile, intraductal stimulation of proteolytic enzymes, changes in bile content, assumed biliary epithelium
injury, irritation, ductal dilatation, and cyst development are the results [27]. The presence of an anomalous
pancreaticobiliary duct junction has been linked to an increased risk of biliary and pancreatic cancer, even in
the absence of a biliary cyst or ductal dilatation [28,29]. Patients with an abnormal pancreaticobiliary duct
junction and no bile duct cysts are most frequently diagnosed with GBC. Therefore, precautionary
cholecystectomy is advised for affected patients.

Carcinogenic Exposure

Mounting evidence suggests that carcinogen exposure may potentially play a role in the genesis of GBC.
Employees in the oil, paper, chemical, shoe, and textile sectors and miners exposed to radon are at a greater
risk of developing GBC [30,31]. A higher risk has also been observed in cigarette smokers [32] and perhaps in
individuals with high levels of contact with aflatoxin, a mycotoxin that widely contaminates maize,
soybeans, and peanuts and has been linked to an elevated risk of hepatocellular carcinoma [33].

Medications

Methyldopa, oral contraceptives, and menopausal hormone treatment, as well as isoniazid, are a few
examples of medications that have been linked to the development of biliary cancer [34,35].

Body Mass Index and Diabetes

People who are obese have an increased likelihood of developing GBC [36]. People who have diabetes
mellitus are at a higher risk of developing GBC than those who do not [37].

Pathogenesis of gallbladder cancer
In individuals with cholelithiasis and an abnormal pancreaticobiliary duct junction, variations in
demographic trends, clinical manifestations, and gender distribution imply the existence of two major paths
for the development of GBC. Cholelithiasis and subsequent cholecystitis appear to be the driving factor in
most countries around the world where GBC is significantly related to gallstone disease, gender prejudice
toward women, and age over 65 [6]. A second mechanism includes anomalous pancreaticobiliary duct
junction, which is linked with many GBC cases in Japan [38]. Cancers linked with this syndrome develop at a
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younger age, exhibit less female gender disparity, and have a lower cholelithiasis incidence rate. In addition,
histologic and molecular distinctions exist between GBCs accompanied by anomalous pancreaticobiliary
duct junction and those related to gallstones, giving additional evidence that two separate pathogenetic
processes are implicated [39]. Japanese GBCs with an abnormal pancreaticobiliary duct junction are
distinguished by KRAS mutations and a somewhat delayed start of p53 alterations [40]. In contrast, KRAS
variants are uncommon, at least in Chilean individuals with cholelithiasis and recurrent cholecystitis,
whereas p53 mutations develop early throughout multiphase pathogenesis [41].

The majority of epithelial malignancies are preceded by a sequence of histopathological and molecular
alterations that develop over many years or decades. Similar to other adenocarcinomas of the
gastrointestinal tract, adenocarcinomas of the gallbladder develop from dysplasia to carcinoma in situ to
invasive malignancy. These sequential alterations are characterized by fewer well-understood molecular
modifications than colorectal cancer [6]. In standard cholecystectomy specimens, the mucosa close to more
than 90% of GBCs demonstrates dysplastic alterations [42], which are rather common. It appears that the
overall process takes around 15 years. Symptomatic cholecystitis is uncommon before the age of 40; the
median age for discovering dysplasia is 45 years, and the average age for detecting carcinoma in situ is 55
years [43]. Squamous metaplasia is an uncommon premalignant lesion associated with squamous cell
invasive GBC.

In contrast, epithelial hyperplasia with a papillary or villous morphology is observed in up to 60% of cases in
both adults and children with an abnormal pancreaticobiliary duct junction [38]. This is assumed to indicate
a premalignant histological alteration in the gallbladder mucosa. The progression from hyperplasia to
dysplasia is comparable to the typical type of GBC.

Clinical manifestations and diagnosis
GBC may be detected preoperatively, intraoperatively during surgical investigation for abdominal symptoms
owing to another disease state, or postoperatively upon evaluation of the gallbladder specimen, which is
commonly removed during cholecystectomy because of symptomatic cholelithiasis. The vast majority of
patients with early disease are asymptomatic or have vague symptoms that mirror or are caused by
cholelithiasis or cholecystitis. To begin with, pain is the most commonly reported ailment among those
suffering from symptoms mainly in the right upper quadrant, followed by loss of appetite and nausea, and
vomiting. The features of late GBC frequently differ from those of typical biliary colic and are far more
indicative of malignancy such as malaise and weight loss. Patients who report a symptom combination
indicative of acute cholecystitis are more likely to have an earlier illness stage and a better long-term
prognosis [14]. Patients with GBC may also have obstructive jaundice, either as a consequence of direct
penetration of the biliary tree or metastatic disease to the hepatoduodenal ligament. This condition should
be strongly suspected if an impacted gallbladder stone is found to be compressing the common hepatic duct.
The growth of tumors further into porta hepatis may potentially cause blockage of the duodenum [44]. A
jaundiced patient’s physical assessment may disclose a palpable gallbladder. Courvoisier’s sign was first
postulated as an indication of pancreatic or gallbladder cancer rather than cholelithiasis [45]. Due to the
exceptions to this rule like chronic pancreatitis, parasite biliary blockage, congenital choledochal cyst, and
common hepatic duct blockage proximal to the origin of the cystic duct [45], the diagnostic value of this
characteristic is restricted.

In general, laboratory tests are nondiagnostic; however, an increased alkaline phosphatase or serum
bilirubin may indicate bile duct blockage. Serum biomarkers such as carcinoembryonic antigen (CEA) and
carbohydrate antigen 19-9 (CA 19-9) are frequently raised, but they lack the specificity and sensitivity to be
diagnostically useful [46]. Imaging can identify cancerous growths. Transabdominal ultrasonography is a
valuable first diagnostic method for individuals with upper abdominal discomfort and jaundice [47].
Currently, endoscopic ultrasonography (EUS) is the gold standard for the staging of GBC. EUS also provides a
sample employing fine-needle aspiration [48]. Preoperative computed tomography (CT) identifies any
expansion to the lymphatic system, hepatic lesions, or distant metastases with a high degree of accuracy of
almost 93%, effectively determining the resectability of the gallbladder [49]. In general, conventional
magnetic resonance imaging (MRI) is less beneficial. Magnetic resonance (MR) cholangiography and MR
angiography identify bile duct or vascular invasion with about 100% sensitivity and specificity.

Positron emission tomography (PET) scans are important for distinguishing malignant from benign
pathology, preoperative staging, and postoperative disease detection [50].

Histology of gallbladder cancer
The categorization of gallbladder primary neoplasms according to their histologic characteristics is
presented in Table 2 [51]. Other histologic forms, such as squamous cell carcinoma, small-cell
neuroendocrine tumors, lymphoma, and sarcoma, are sometimes seen [52]. Compared to adenocarcinomas,
squamous cell malignancies are often of a higher grade, detected at an advanced stage, and have a worse
survival rate, even when full resection is taken into account [53].

2022 Halaseh et al. Cureus 14(8): e28260. DOI 10.7759/cureus.28260 5 of 9



Gallbladder cancer histological type

Adenocarcinoma

Papillary

Mucinous

Adenosquamous

Squamous

Oat cell

TABLE 2: Histological type of gallbladder cancer.

As they develop, adenocarcinomas begin as mucosal lesions that invade the gallbladder wall. Papillary,
nodular, and tubular are the subtypes of histology for gallbladder adenocarcinomas. Less than 10% of
gallbladder cancers are papillary but are linked with an infinitely better prognosis because they are typically
identified when still limited to the gallbladder [54]. The absence of a distinct muscular layer allows for the
early invasion of vascular, lymphatic, and neurological tissue. As they develop, tumors typically spread
beyond the gallbladder and invade neighboring organs, especially the liver. The gallbladder metastasizes via
lymph vessels, venous drainage, or direct invasion of the liver parenchyma. Lymphatic drainage from the
gallbladder drains initially to the cystic duct node, followed by the pericholedochal and hilar nodes, and
lastly to the peripancreatic, duodenal, periportal, celiac, and superior mesenteric artery nodes. The veins of
the gallbladder drain directly into the surrounding liver often segments IVb and V, where tumor infiltration
is prevalent [55]. Unfortunately, only 10-25% of GBC cases are detected when they are still confined to the
gallbladder. At the time of diagnosis, the preponderance will already possess nodal involvement, expansion
into the neighboring liver, or distant metastases [56]. The most prevalent sites of disease metastasis are the
peritoneum and liver. Infrequently, distant metastases impact the lungs and pleura [55].

Staging
Several staging schemes have been utilized for GBC. The Tumor, Node, Metastasis (TNM) staging method
developed by the American Joint Committee on Cancer (AJCC) and the Union for International Cancer
Control (UICC) now serves as the recommended grading technique [57].

Management
The management choices are determined by the stage of the disease. Those who are eligible for
cholecystectomy achieve the greatest outcomes. According to AJCC standards, stage I illness is characterized
by tumor invasion of the lamina propria or muscle layer. Perforation of the serosa and/or invasion of the
surrounding organs or tissues define stage II. Invasion of lymph nodes by a T1 to T3 tumor is automatically
categorized as stage II. Both stages I and II may be resectable for curative purposes. Because of vascular
invasion or the involvement of many nearby organs, stage III cancers are typically incurable at the local
level. Stage IV reflects incurability due to the presence of metastatic disease [58].

Neoadjuvant treatment is generally not an option because of advanced illness upon diagnosis and is not
regarded as the quality of practice in resectable cancer situations. Consideration should be given to early-
stage clinical studies [58]. If there are no contraindications, surgery is the sole curative therapy for people
with stage II or less.

Liver metastases

Peritoneal metastases

Malignant ascites

Distant involvement of lymph nodes (paracaval, para-aortic, superior mesenteric artery)

Occlusion of major blood vessels

TABLE 3: Contraindications for resection.
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Surgical excision of GBC consists of cholecystectomy with marginal hepatectomy and local
lymphadenectomy or common bile duct excision. For GBC identified incidentally on cholecystectomy
pathological specimens of T2 or higher stages, further investigation and re-resection are recommended.
Postoperative chemotherapy should be administered within eight to twelve weeks and needs baseline
laboratory testing and imaging to restage the illness before treatment begins [59].

Patients with an excised pathology specimen report of T2 or above, node-positive, and margin-positive
should have adjuvant treatment, ideally for six months of adjuvant chemotherapy (ACT) or four months with
simultaneous adjuvant chemoradiation (ACRT). If clinically warranted, NCCN surveillance recommendations
include scanning every six months for two years, then yearly for up to five years [60].

Advanced disease and metastatic gallbladder tumors that cannot be resected are suitable for palliative
care/chemotherapy. Locally advanced cancers may be treated with external-beam radiation treatment,
which often comprises a radiosensitizer such as 5-fluorouracil; however, this method achieves tumor control
seldom [61].

The cumulative five-year survival rate for all individuals with GBC is 20%, but the five-year survival rate for
patients with localized disease susceptible to surgical resection is 65% [62].

The dismal results reported in the majority of GBC studies reflect the vague symptoms and terminal stage of
the disease upon presentation. In several large series, five-year survival rates range from 5-12% [63]. The
prognosis is relatively dismal for all illness stages after T1N0. Unfortunately, less than 10% of symptomatic
individuals have T1 tumors [64].

Conclusions
GBC is the sixth most prevalent cancer of the gastrointestinal system but is the most prevalent tumor of the
biliary tract, with an incidence that varies greatly around the globe. Most often, the histopathological type is
adenocarcinoma. Cholelithiasis-caused chronic inflammation is the most significant risk factor.

Although GBC may be diagnosed after cholecystectomy, preoperative imaging using transabdominal and
endoscopic ultrasound and multi-sliced CT represents a significant development. Surgery is the only
possible treatment option. Unfortunately, the typical late presentation indicates an older age with the
possibility of nodal involvement, resulting in recurrence despite attempts at resection. In the evaluation of
these patients, the entire medical team, including all doctors and junior doctors, must be informed of the
risk of this adverse event.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
All authors contributed equally to the work and should be considered co-first authors.

References
1. Grobmyer SR, Lieberman MD, Daly JM: Gallbladder cancer in the twentieth century: single institution's

experience. World J Surg. 2004, 28:47-9. 10.1007/s00268-003-7131-4
2. Hundal R, Shaffer EA: Gallbladder cancer: epidemiology and outcome. Clin Epidemiol. 2014, 6:99-109.

10.2147/CLEP.S37357
3. Nemunaitis JM, Brown-Glabeman U, Soares H, et al.: Gallbladder cancer: review of a rare orphan

gastrointestinal cancer with a focus on populations of New Mexico. BMC Cancer. 2018, 18:665.
10.1186/s12885-018-4575-3

4. Randi G, Franceschi S, La Vecchia C: Gallbladder cancer worldwide: geographical distribution and risk
factors. Int J Cancer. 2006, 118:1591-602. 10.1002/ijc.21683

5. Strom BL, Soloway RD, Rios-Dalenz JL, et al.: Risk factors for gallbladder cancer. An international
collaborative case-control study. Cancer. 1995, 76:1747-56. 10.1002/1097-0142(19951115)76:10<1747::aid-
cncr2820761011>3.0.co;2-l

6. Lazcano-Ponce EC, Miquel JF, Muñoz N, et al.: Epidemiology and molecular pathology of gallbladder cancer .
CA Cancer J Clin. 2001, 51:349-64. 10.3322/canjclin.51.6.349

7. Rao HL, Chen JW, Li M, et al.: Increased intratumoral neutrophil in colorectal carcinomas correlates closely
with malignant phenotype and predicts patients' adverse prognosis. PloS one. 2012, 7:30806.

2022 Halaseh et al. Cureus 14(8): e28260. DOI 10.7759/cureus.28260 7 of 9

https://dx.doi.org/10.1007/s00268-003-7131-4
https://dx.doi.org/10.1007/s00268-003-7131-4
https://dx.doi.org/10.2147/CLEP.S37357
https://dx.doi.org/10.2147/CLEP.S37357
https://dx.doi.org/10.1186/s12885-018-4575-3
https://dx.doi.org/10.1186/s12885-018-4575-3
https://dx.doi.org/10.1002/ijc.21683
https://dx.doi.org/10.1002/ijc.21683
https://dx.doi.org/10.1002/1097-0142(19951115)76:10<1747::aid-cncr2820761011>3.0.co;2-l
https://dx.doi.org/10.1002/1097-0142(19951115)76:10<1747::aid-cncr2820761011>3.0.co;2-l
https://dx.doi.org/10.3322/canjclin.51.6.349
https://dx.doi.org/10.3322/canjclin.51.6.349
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0030806


8. Rahman R, Simoes EJ, Schmaltz C, Jackson CS, Ibdah JA: Trend analysis and survival of primary gallbladder
cancer in the United States: a 1973-2009 population-based study. Cancer Med. 2017, 6:874-80.
10.1002/cam4.1044

9. Pilgrim CH, Groeschl RT, Christians KK, Gamblin TC: Modern perspectives on factors predisposing to the
development of gallbladder cancer. HPB (Oxford). 2013, 15:839-44. 10.1111/hpb.12046

10. Iyer P, Barreto SG, Sahoo B, Chandrani P, Ramadwar MR, Shrikhande SV, Dutt A: Non-typhoidal Salmonella
DNA traces in gallbladder cancer. Infect Agent Cancer. 2016, 11:12. 10.1186/s13027-016-0057-x

11. Jain K, Sreenivas V, Velpandian T, Kapil U, Garg PK: Risk factors for gallbladder cancer: a case-control study .
Int J Cancer. 2013, 132:1660-6. 10.1002/ijc.27777

12. Hsing AW, Gao YT, Han TQ, et al.: Gallstones and the risk of biliary tract cancer: a population-based study
in China. Br J Cancer. 2007, 97:1577-82. 10.1038/sj.bjc.6604047

13. Muszynska C, Lundgren L, Lindell G, Andersson R, Nilsson J, Sandström P, Andersson B: Predictors of
incidental gallbladder cancer in patients undergoing cholecystectomy for benign gallbladder disease: results
from a population-based gallstone surgery registry. Surgery. 2017, 162:256-63. 10.1016/j.surg.2017.02.009

14. Misra S, Chaturvedi A, Misra NC, Sharma ID: Carcinoma of the gallbladder . Lancet Oncol. 2003, 4:167-76.
10.1016/s1470-2045(03)01021-0

15. Valle JW, Kelley RK, Nervi B, Oh DY, Zhu AX: Biliary tract cancer. Lancet. 2021, 397:428-44. 10.1016/S0140-
6736(21)00153-7

16. DesJardins H, Duy L, Scheirey C, Schnelldorfer T: Porcelain gallbladder: is observation a safe option in select
populations?. J Am Coll Surg. 2018, 226:1064-9. 10.1016/j.jamcollsurg.2017.11.026

17. Andrén-Sandberg A: Diagnosis and management of gallbladder polyps . N Am J Med Sci. 2012, 4:203-11.
10.4103/1947-2714.95897

18. Csendes A, Burgos AM, Csendes P, Smok G, Rojas J: Late follow-up of polypoid lesions of the gallbladder
smaller than 10 mm. Ann Surg. 2001, 234:657-60. 10.1097/00000658-200111000-00011

19. Nagaraja V, Eslick GD: Systematic review with meta-analysis: the relationship between chronic Salmonella
typhi carrier status and gall-bladder cancer. Aliment Pharmacol Ther. 2014, 39:745-50. 10.1111/apt.12655

20. Murata H, Tsuji S, Tsujii M, et al.: Helicobacter bilis infection in biliary tract cancer . Aliment Pharmacol
Ther. 2004, 20 Suppl 1:90-4. 10.1111/j.1365-2036.2004.01972.x

21. Said K, Glaumann H, Bergquist A: Gallbladder disease in patients with primary sclerosing cholangitis . J
Hepatol. 2008, 48:598-605. 10.1016/j.jhep.2007.11.019

22. Alonso-Lej F, Rever WB, Jr., Pessagno DJ: Congenital choledochal cyst, with a report of 2, and an analysis of
94, cases. Int Abstr Surg. 1959, 108:1-30.

23. O'Neill JA Jr: Choledochal cyst. Curr Probl Surg. 1992, 29:361-410. 10.1016/0011-3840(92)90025-x
24. Voyles CR, Smadja C, Shands WC, Blumgart LH: Carcinoma in choledochal cysts. Age-related incidence.

Arch Surg. 1983, 118:986-8. 10.1001/archsurg.1983.01390080088022
25. Hasumi A, Matsui H, Sugioka A, Uyama I, Komori Y, Fujita J, Aoki H: Precancerous conditions of biliary tract

cancer in patients with pancreaticobiliary maljunction: reappraisal of nationwide survey in Japan. J
Hepatobiliary Pancreat Surg. 2000, 7:551-5. 10.1007/s005340070003

26. Matsumoto S, Tanaka M, Ikeda S, Yoshimoto H: Sphincter of Oddi motor activity in patients with anomalous
pancreaticobiliary junction. Am J Gastroenterol. 1991, 86:831-4.

27. Kato T, Hebiguchi T, Matsuda K, Yoshino H: Action of pancreatic juice on the bile duct: pathogenesis of
congenital choledochal cyst. J Pediatr Surg. 1981, 16:146-51. 10.1016/s0022-3468(81)80341-7

28. Elnemr A, Ohta T, Kayahara M, et al.: Anomalous pancreaticobiliary ductal junction without bile duct
dilatation in gallbladder cancer. Hepatogastroenterology. 2001, 48:382-6.

29. Sugiyama M, Abe N, Tokuhara M, Masaki T, Mori T, Atomi Y: Pancreatic carcinoma associated with
anomalous pancreaticobiliary junction. Hepatogastroenterology. 2001, 48:1767-9.

30. Pandey M, Shukla VK: Lifestyle, parity, menstrual and reproductive factors and risk of gallbladder cancer .
Eur J Cancer Prev. 2003, 12:269-72. 10.1097/00008469-200308000-00005

31. Darby SC, Whitley E, Howe GR, et al.: Radon and cancers other than lung cancer in underground miners: a
collaborative analysis of 11 studies. J Natl Cancer Inst. 1995, 87:378-84. 10.1093/jnci/87.5.378

32. Yagyu K, Kikuchi S, Obata Y, et al.: Cigarette smoking, alcohol drinking and the risk of gallbladder cancer
death: a prospective cohort study in Japan. Int J Cancer. 2008, 122:924-9. 10.1002/ijc.23159

33. Koshiol J, Gao YT, Dean M, et al.: Association of aflatoxin and gallbladder cancer . Gastroenterology. 2017,
153:488-94.e1. 10.1053/j.gastro.2017.04.005

34. Brodén G, Bengtsson L: Biliary carcinoma associated with methyldopa therapy . Acta Chir Scand Suppl. 1980,
500:7-12.

35. Lowenfels AB, Norman J: Isoniazid and bile duct cancer . JAMA. 1978, 240:434-5.
10.1001/jama.1978.03290050024007

36. Wolin KY, Carson K, Colditz GA: Obesity and cancer. Oncologist. 2010, 15:556-65.
10.1634/theoncologist.2009-0285

37. Lai HC, Chang SN, Lin CC, et al.: Does diabetes mellitus with or without gallstones increase the risk of
gallbladder cancer? Results from a population-based cohort study. J Gastroenterol. 2013, 48:856-65.
10.1007/s00535-012-0683-z

38. Sasatomi E, Tokunaga O, Miyazaki K: Precancerous conditions of gallbladder carcinoma: overview of
histopathologic characteristics and molecular genetic findings. J Hepatobiliary Pancreat Surg. 2000, 7:556-
67. 10.1007/s005340070004

39. Wistuba II, Gazdar AF: Gallbladder cancer: lessons from a rare tumour . Nat Rev Cancer. 2004, 4:695-706.
10.1038/nrc1429

40. Hezel AF, Deshpande V, Zhu AX: Genetics of biliary tract cancers and emerging targeted therapies . J Clin
Oncol. 2010, 28:3531-40. 10.1200/JCO.2009.27.4787

41. Wistuba II, Sugio K, Hung J, et al.: Allele-specific mutations involved in the pathogenesis of endemic
gallbladder carcinoma in Chile. Cancer Res. 1995, 55:2511-5.

42. Albores-Saavedra J, Henson DE, Sobin LH: The WHO histological classification of tumors of the gallbladder
and extrahepatic bile ducts. A commentary on the second edition. Cancer. 1992, 70:410-4. 10.1002/1097-

2022 Halaseh et al. Cureus 14(8): e28260. DOI 10.7759/cureus.28260 8 of 9

https://dx.doi.org/10.1002/cam4.1044
https://dx.doi.org/10.1002/cam4.1044
https://dx.doi.org/10.1111/hpb.12046
https://dx.doi.org/10.1111/hpb.12046
https://dx.doi.org/10.1186/s13027-016-0057-x
https://dx.doi.org/10.1186/s13027-016-0057-x
https://dx.doi.org/10.1002/ijc.27777
https://dx.doi.org/10.1002/ijc.27777
https://dx.doi.org/10.1038/sj.bjc.6604047
https://dx.doi.org/10.1038/sj.bjc.6604047
https://dx.doi.org/10.1016/j.surg.2017.02.009
https://dx.doi.org/10.1016/j.surg.2017.02.009
https://dx.doi.org/10.1016/s1470-2045(03)01021-0
https://dx.doi.org/10.1016/s1470-2045(03)01021-0
https://dx.doi.org/10.1016/S0140-6736(21)00153-7
https://dx.doi.org/10.1016/S0140-6736(21)00153-7
https://dx.doi.org/10.1016/j.jamcollsurg.2017.11.026
https://dx.doi.org/10.1016/j.jamcollsurg.2017.11.026
https://dx.doi.org/10.4103/1947-2714.95897
https://dx.doi.org/10.4103/1947-2714.95897
https://dx.doi.org/10.1097/00000658-200111000-00011
https://dx.doi.org/10.1097/00000658-200111000-00011
https://dx.doi.org/10.1111/apt.12655
https://dx.doi.org/10.1111/apt.12655
https://dx.doi.org/10.1111/j.1365-2036.2004.01972.x
https://dx.doi.org/10.1111/j.1365-2036.2004.01972.x
https://dx.doi.org/10.1016/j.jhep.2007.11.019
https://dx.doi.org/10.1016/j.jhep.2007.11.019
https://www.ncbi.nlm.nih.gov/pubmed/13625059
https://dx.doi.org/10.1016/0011-3840(92)90025-x
https://dx.doi.org/10.1016/0011-3840(92)90025-x
https://dx.doi.org/10.1001/archsurg.1983.01390080088022
https://dx.doi.org/10.1001/archsurg.1983.01390080088022
https://dx.doi.org/10.1007/s005340070003
https://dx.doi.org/10.1007/s005340070003
https://www.ncbi.nlm.nih.gov/pubmed/2058623
https://dx.doi.org/10.1016/s0022-3468(81)80341-7
https://dx.doi.org/10.1016/s0022-3468(81)80341-7
https://www.ncbi.nlm.nih.gov/pubmed/11379314
https://www.ncbi.nlm.nih.gov/pubmed/11813620
https://dx.doi.org/10.1097/00008469-200308000-00005
https://dx.doi.org/10.1097/00008469-200308000-00005
https://dx.doi.org/10.1093/jnci/87.5.378
https://dx.doi.org/10.1093/jnci/87.5.378
https://dx.doi.org/10.1002/ijc.23159
https://dx.doi.org/10.1002/ijc.23159
https://dx.doi.org/10.1053/j.gastro.2017.04.005
https://dx.doi.org/10.1053/j.gastro.2017.04.005
https://www.ncbi.nlm.nih.gov/pubmed/6939199
https://dx.doi.org/10.1001/jama.1978.03290050024007
https://dx.doi.org/10.1001/jama.1978.03290050024007
https://dx.doi.org/10.1634/theoncologist.2009-0285
https://dx.doi.org/10.1634/theoncologist.2009-0285
https://dx.doi.org/10.1007/s00535-012-0683-z
https://dx.doi.org/10.1007/s00535-012-0683-z
https://dx.doi.org/10.1007/s005340070004
https://dx.doi.org/10.1007/s005340070004
https://dx.doi.org/10.1038/nrc1429
https://dx.doi.org/10.1038/nrc1429
https://dx.doi.org/10.1200/JCO.2009.27.4787
https://dx.doi.org/10.1200/JCO.2009.27.4787
https://www.ncbi.nlm.nih.gov/pubmed/7780959
https://dx.doi.org/10.1002/1097-0142(19920715)70:2<410::aid-cncr2820700207>3.0.co;2-r
https://dx.doi.org/10.1002/1097-0142(19920715)70:2<410::aid-cncr2820700207>3.0.co;2-r


0142(19920715)70:2<410::aid-cncr2820700207>3.0.co;2-r
43. Roa I, Araya JC, Villaseca M, De Aretxabala X, Riedemann P, Endoh K, Roa J: Preneoplastic lesions and

gallbladder cancer: an estimate of the period required for progression. Gastroenterology. 1996, 111:232-6.
10.1053/gast.1996.v111.pm8698204

44. Carriaga MT, Henson DE: Liver, gallbladder, extrahepatic bile ducts, and pancreas. Cancer. 1995, 75:171-90.
10.1002/1097-0142(19950101)75:1+<171::aid-cncr2820751306>3.0.co;2-2

45. Fitzgerald JE, White MJ, Lobo DN: Courvoisier's gallbladder: law or sign? . World J Surg. 2009, 33:886-91.
10.1007/s00268-008-9908-y

46. Strom BL, Maislin G, West SL, et al.: Serum CEA and CA 19-9: potential future diagnostic or screening tests
for gallbladder cancer?. Int J Cancer. 1990, 45:821-4. 10.1002/ijc.2910450505

47. Joo I, Lee JY, Kim JH, Kim SJ, Kim MA, Han JK, Choi BI: Differentiation of adenomyomatosis of the
gallbladder from early-stage, wall-thickening-type gallbladder cancer using high-resolution ultrasound. Eur
Radiol. 2013, 23:730-8. 10.1007/s00330-012-2641-9

48. Kim HJ, Lee SK, Jang JW, et al.: Diagnostic role of endoscopic ultrasonography-guided fine needle aspiration
of gallbladder lesions. Hepatogastroenterology. 2012, 59:1691-5. 10.5754/hge12271

49. Kumaran V, Gulati S, Paul B, Pande K, Sahni P, Chattopadhyay K: The role of dual-phase helical CT in
assessing resectability of carcinoma of the gallbladder. Eur Radiol. 2002, 12:1993-9. 10.1007/s00330-002-
1440-0

50. Koh T, Taniguchi H, Yamaguchi A, Kunishima S, Yamagishi H: Differential diagnosis of gallbladder cancer
using positron emission tomography with fluorine-18-labeled fluoro-deoxyglucose (FDG-PET). J Surg Oncol.
2003, 84:74-81. 10.1002/jso.10295

51. Henson DE, Albores-Saavedra J, Corle D: Carcinoma of the gallbladder. Histologic types, stage of disease,
grade, and survival rates. Cancer. 1992, 70:1493-7. 10.1002/1097-0142(19920915)70:6<1493::aid-
cncr2820700608>3.0.co;2-u

52. Duffy A, Capanu M, Abou-Alfa GK, et al.: Gallbladder cancer (GBC): 10-year experience at Memorial Sloan-
Kettering Cancer Centre (MSKCC). J Surg Oncol. 2008, 98:485-9. 10.1002/jso.21141

53. Ayabe RI, Wach MM, Ruff SM, et al.: Gallbladder squamous cell carcinoma: an analysis of 1084 cases from
the National Cancer Database. J Surg Oncol. 2020, 122:716-22. 10.1002/jso.26066

54. Goldin RD, Roa JC: Gallbladder cancer: a morphological and molecular update . Histopathology. 2009,
55:218-29. 10.1111/j.1365-2559.2008.03192.x

55. Amin MB, Greene FL, Edge SB, et al.: The Eighth Edition AJCC Cancer Staging Manual: continuing to build a
bridge from a population-based to a more "personalized" approach to cancer staging. CA Cancer J Clin. 2017,
67:93-9. 10.3322/caac.21388

56. Wagholikar GD, Behari A, Krishnani N, Kumar A, Sikora SS, Saxena R, Kapoor VK: Early gallbladder cancer. J
Am Coll Surg. 2002, 194:137-41. 10.1016/s1072-7515(01)01136-x

57. Valle JW, Borbath I, Khan SA, Huguet F, Gruenberger T, Arnold D: Biliary cancer: ESMO Clinical Practice
Guidelines for diagnosis, treatment and follow-up. Ann Oncol. 2016, 27:v28-37. 10.1093/annonc/mdw324

58. Jayaraman S, Jarnagin WR: Management of gallbladder cancer . Gastroenterol Clin North Am. 2010, 39:331-
42, x. 10.1016/j.gtc.2010.02.006

59. Prabhu RS, Hwang J: Adjuvant therapy in biliary tract and gall bladder carcinomas: a review . J Gastrointest
Oncol. 2017, 8:302-13. 10.21037/jgo.2017.01.17

60. Benson AB, D'Angelica MI, Abbott DE, et al.: NCCN guidelines insights: hepatobiliary cancers, version
1.2017. J Natl Compr Canc Netw. 2017, 15:563-573. 10.6004/jnccn.2017.0059

61. Valle J, Wasan H, Palmer DH, et al.: Cisplatin plus gemcitabine versus gemcitabine for biliary tract cancer . N
Engl J Med. 2010, 362:1273-81. 10.1056/NEJMoa0908721

62. Net survival and the probability of cancer death from rare cancers . (2016). Accessed: June 17, 2022:
https://csg.lshtm.ac.uk/health-policy-applications-cancer-survival-research/rare-cancers/.

63. Cubertafond P, Mathonnet M, Gainant A, Launois B: Radical surgery for gallbladder cancer. Results of the
French Surgical Association Survey. Hepatogastroenterology. 1999, 46:1567-71.

64. Kiran RP, Pokala N, Dudrick SJ: Incidence pattern and survival for gallbladder cancer over three decades--an
analysis of 10301 patients. Ann Surg Oncol. 2007, 14:827-32. 10.1245/s10434-006-9224-4

2022 Halaseh et al. Cureus 14(8): e28260. DOI 10.7759/cureus.28260 9 of 9

https://dx.doi.org/10.1053/gast.1996.v111.pm8698204
https://dx.doi.org/10.1053/gast.1996.v111.pm8698204
https://dx.doi.org/10.1002/1097-0142(19950101)75:1+<171::aid-cncr2820751306>3.0.co;2-2
https://dx.doi.org/10.1002/1097-0142(19950101)75:1+<171::aid-cncr2820751306>3.0.co;2-2
https://dx.doi.org/10.1007/s00268-008-9908-y
https://dx.doi.org/10.1007/s00268-008-9908-y
https://dx.doi.org/10.1002/ijc.2910450505
https://dx.doi.org/10.1002/ijc.2910450505
https://dx.doi.org/10.1007/s00330-012-2641-9
https://dx.doi.org/10.1007/s00330-012-2641-9
https://dx.doi.org/10.5754/hge12271
https://dx.doi.org/10.5754/hge12271
https://dx.doi.org/10.1007/s00330-002-1440-0
https://dx.doi.org/10.1007/s00330-002-1440-0
https://dx.doi.org/10.1002/jso.10295
https://dx.doi.org/10.1002/jso.10295
https://dx.doi.org/10.1002/1097-0142(19920915)70:6<1493::aid-cncr2820700608>3.0.co;2-u
https://dx.doi.org/10.1002/1097-0142(19920915)70:6<1493::aid-cncr2820700608>3.0.co;2-u
https://dx.doi.org/10.1002/jso.21141
https://dx.doi.org/10.1002/jso.21141
https://dx.doi.org/10.1002/jso.26066
https://dx.doi.org/10.1002/jso.26066
https://dx.doi.org/10.1111/j.1365-2559.2008.03192.x
https://dx.doi.org/10.1111/j.1365-2559.2008.03192.x
https://dx.doi.org/10.3322/caac.21388
https://dx.doi.org/10.3322/caac.21388
https://dx.doi.org/10.1016/s1072-7515(01)01136-x
https://dx.doi.org/10.1016/s1072-7515(01)01136-x
https://dx.doi.org/10.1093/annonc/mdw324
https://dx.doi.org/10.1093/annonc/mdw324
https://dx.doi.org/10.1016/j.gtc.2010.02.006
https://dx.doi.org/10.1016/j.gtc.2010.02.006
https://dx.doi.org/10.21037/jgo.2017.01.17
https://dx.doi.org/10.21037/jgo.2017.01.17
https://dx.doi.org/10.6004/jnccn.2017.0059
https://dx.doi.org/10.6004/jnccn.2017.0059
https://dx.doi.org/10.1056/NEJMoa0908721
https://dx.doi.org/10.1056/NEJMoa0908721
https://csg.lshtm.ac.uk/health-policy-applications-cancer-survival-research/rare-cancers/
https://csg.lshtm.ac.uk/health-policy-applications-cancer-survival-research/rare-cancers/
https://www.ncbi.nlm.nih.gov/pubmed/10430296
https://dx.doi.org/10.1245/s10434-006-9224-4
https://dx.doi.org/10.1245/s10434-006-9224-4

	A Review of the Etiology and Epidemiology of Gallbladder Cancer: What You Need to Know
	Abstract
	Introduction And Background
	Review
	Epidemiology
	FIGURE 1: Number of new cases of gallbladder cancer globally.
	FIGURE 2: Gallbladder cancer incidence according to gender.

	Etiology
	TABLE 1: Relative frequency of the different pathologic types of gallbladder polyps.

	Pathogenesis of gallbladder cancer
	Clinical manifestations and diagnosis
	Histology of gallbladder cancer
	TABLE 2: Histological type of gallbladder cancer.

	Staging
	Management
	TABLE 3: Contraindications for resection.


	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


