2003 ‑ Gastro

8. Middle aged woman with RUQ pain exacerbated by certain food and dehydration. Physical examination and EUC's are normal. Abdo CT shows lesion anterior to the pancreas and kidney with a hypodense centre.. ?contiguous with the liver. The next test:

A.  aspirate

B.  red cell scan

C.  urine cytology

D.  repeat CT in 6 months

E.  renal biopsy

Answer = A

This could either be a liver haemangioma or a malignant lesion involving the gall bladder of the liver.

Since the EUC's are normal and the lesion is not affecting the kidneys, urine cytology and renal biopsy would be useless. If this were to be a malignancy, repeat CT in six months would not be the next most appropriate thing to do.

A red cell scan would pick up a hemangioma, and aspirate would help in the tissue diagnosis of a malignant lesion. So what's the next most appropriate test?

Blind percutaneous needle biopsy of the liver will result in a positive diagnosis of metastatic disease in only 60 to 80% of cases with hepatomegaly and elevated alkaline phosphatase levels. The yield is increased when biopsies are directed by ultrasound or CT or obtained during laparoscopy.

Haemangiomas and extremely common and are generally asymptornatic unless they are causing mass effect. They tend to occur in woman and are found incidentally.

Most cancers of the gallbladder develop in conjunction with stones rather than polyps. In patients with gallstones, the risk for developing gallbladder cancer, while increased, is still quite low. The female/male ratio is 4: 1, and the mean age at diagnosis is approximately 70 years. The clinical presentation is most often one of unremitting right upper quadrant pain associated with weight loss, jaundice, and a palpable right upper quadrant mass. Cholangitis may supervene. The preoperative diagnosis of the condition has been facilitated by ultrasound and CT. CT is also useful in guiding fine‑needle aspiration and biopsy.

Once symptoms have appeared, spread of the tumor outside the gallbladder by direct extension or by lymphatic or hematogenous routes is almost invariable. Over 75% of gallbladder carcinomas are unresectable at the time of surgery, the exceptions being tumors discovered incidentally at laparotomy. If the tumor is found by the pathologist, no additional therapy is required. If the tumor is noted by the surgeon on routine cholecystectomy, a second operation is generally performed to resect the adjacent liver, bile duct, and local lymph nodes. Incidental resectable gallbladder tumors have a 50% 5‑year Survival. The I ‑year mortality rate for unresectable disease is abotit 95%, and <5% of patients survive 5 years. Radical operative resection does not appear to improve survival. Trials of radiation and chernotherapy in patients with gallbladder cancer have been disappointing.
