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Primary lymphoma of the gallbladder
E.P. Friedman, E. Lazda, D. Grant and J. Davis

Department ofImaging and Histopathology Department, The Whittington Hospital, Highgate Hill,
London N19 5NF, UK

Summary: A case of primary lymphoma of the gallbladder is described which is rare in the medical
literature. A 76 year old man presented with acute cholecystitis and septicaemia. Investigation showed a
lung abscess and a gallbladder mass. The mass was thought to be an empyema and cholecystostomy was
performed. Biopsy of the gallbladder wall showed high-grade B cell lymphoma. The patient unfortunately
succumbed to overwhelming septicaemia in the postoperative period. Postmortem examination confirmed
primary lymphoma of the gallbladder without dissemination.

Introduction

Although lymphomas are thought to be primarily
tumours of lymph nodes, a substantial proportion
arise from other tissues. The percentage of non-
Hodgkin's lymphoma originating extranodally
varies amongst published series from 24%1 to
46%.2 In one series of 580 patients with non-
Hodgkin's lymphoma 41% had primary extra-
nodal lymphoma of which 36% arose in the
gastrointestinal tract.3 Whilst a few cases have been
described of primary extranodal lymphoma origi-

nating in the pancreas and liver,4 the gallbladder as
the site of origin is extremely rare. Lymphomatous
involvement of the wall of the bile ducts has been
described5 as well as two cases of extranodal
lymphoma originating in the extrahepatic bile
ducts. Cholecystitis is a rare presenting feature of
lymphoma.

Case report
A 76 year old man presented with a 6 week history
of malaise, weight loss, right upper quadrant pain
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and shortness of breath. On examination he was
pyrexial pulse 90, blood pressure 90/60 mmHg and
had a tender right upper quadrant mass. There was
no lymphadenopathy or splenomegaly.
A chest X-ray showed consolidation and a fluid

level in the right lower lobe. Ultrasound of the
abdomen showed an 11 x 6 cm hypoechoic, solid
mass in the region of the gallbladder fossa which
contained gas and calcification. The ultrasound
differential diagnosis was a carcinoma of the
proximal transverse colon with possible invasion
into the right lobe of the liver or a gallbladder
carcinoma.
A computed tomographic (CT) scan ofthe lower

chest showed a large, rounded area of consolida-
tion in the right lower lobe containing gas which
had the features of a lung abscess; a CT scan of the
abdomen (Figure 1) showed a low density,
5 x 6 cm soft tissue mass in the gallbladder fossa
displacing the contrast-filled second part of the
duodenum laterally. The mass contained a large
calculus and air. There was abnormal tissue exten-
ding into the left lobe of the liver superiorly and
into the omentum inferiorly. There was no focal
liver pathology nor lymphadenopathy. The lung
abscess and gallbladder mass did not appear to
communicate as there was no subphrenic collec-
tion.
The probable diagnosis was changed to

empyema of the gallbladder following acute
cholecystitis, with a lung abscess secondary to
septicaemia.
A cholecystostomy was performed through a

right subcostal incision. The omentum was in-
flamed and adherent to the liver and gallbladder.
The necrotic fundus of the gallbladder was opened
revealing a small amount of thin pus and two large
gallstones. A Foley catheter was left in situ. There
was no subphrenic collection.
The surgical specimen consisted ofa piece ofgrey

tissue 6 x 4 x 0.8 cm. Histology showed (Figure 2)
......
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Figure 1 Contrast enhanced CT through the upper
abdomen showing a gallbladder mass containing calculi
and air which is displacing the contrast-filled duodenum
(arrow) and merges with the right lobe of the liver.
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a gallbladder wall with an extensive infiltrate of
large lymphoid cells with pleomorphic nuclei and
frequent mitoses. Areas ofhaemorrhage and necro-
sis were present. Immunohistochemistry showed
the infiltrate to be composed of B-lymphocytes
showing Kappa light chain restriction. A diagnosis
of high-grade B-cell lymphoma was made.
The patient died postoperatively from septi-

caemia. At autopsy, an 8 cm cavitating mass was
found in the region of the gallbladder, which was
extending into the liver. The histological appear-
ance of this mass was the same as that of the
surgical specimen. The remainder of the lympho-
reticular system was macroscopically normal, with
no evidence of lymphoma. There was also a 6 cm
abscess in the lower lobe ofthe right lung which was
adherent to the diaphragm. A diagnosis ofprimary
lymphoma of the gallbladder was made.

Discussion

This case is of interest for a number of reasons. It
illustrates the difficulty of diagnosis of primary
extranodal lymphoma and is a case of a rare
condition presenting as a common clinical situa-
tion in which reaching the correct diagnosis carries
important therapeutic implications.

Extranodal lymphomas are those arising from
tissues other than recognized lymphoid organs and
being confined to the primary site at presentation
(stage I) or the primary site and contiguous lymph
nodes (stage II). Most extranodal lymphomas
occur in the gastrointestinal tract but other com-
mon sites are skin, orbit, lung, thyroid and salivary
glands. Less common are brain, bone, gonads,
breast and soft tissues.6

Primary lymphoma arising in the liver is well
recognized and more than 50 cases have been
reported in the literature.4 Primary lymphoma of
the extrahepatic bile ducts is extremely rare.
Nguyen7 reported one case where a biopsy from the
common bile duct from a patient clinically presen-
ting with sclerosing cholangitis, showed lympho-
matous infiltration which was subsequently
confirmed to be lymphoma on biopsy of a lymph
node after dissemination had occurred.

Malignant lymphoma involving the gallbladder
as a feature ofwidespread dissemination was found
in 30 of 1,269 cases of'lymphosarcoma'.8 Primary
lymphoma by contrast is extremely rare. A lym-
phoma of mucosa-associated lymphoid tissue
(MALT), arising in the gallbladder has been
reported recently.9
Acute or chronic cholecystitis as the presenting

feature of lymphoma is rare. A case reported by
Tishler'° describes disseminated lymphoma presen-
ting as acute acalculous cholecystitis. On ultra-
sound the gallbladder had a thick, oedematous
wall.
The clinical features in this case strongly sug-

gested an infective focus. The presence of the solid
mass on ultrasound is not a typical feature of
empyema and suggests the possibility of associated
malignancy. Lymphoma should be added to the
differential diagnosis of a gallbladder mass in
addition to carcinoma and metastases.
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