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Abstract

Incidence of second malignancy in a patient of known malignant tumor is not uncommon. Presence of
synchronous primary malignancies is still unusual. Synchronous malignancies in biliary system is rare. We are
presenting a case of dual malignancy of gall bladder carcinoma and ampullary carcinoma of a 59 year old male
patient. He presented with signs and symptoms of obstructive jaundice. CT showed cholelithiasis with thickening
in GB neck extending to CBD. Slide view endoscopy showed growth in proximal D2 separate from ampulla.
Patient underwent explorative laparotomy with hepatopancreaticodudenectomy. Histopatholgy of gall bladder
was papillary adenocarcinoma and of ampulla was pancreaticobiliary type adenocarcinoma with different
pathological stages. Patient was further treated with adjuvant chemotherapy based on gemcitabine and
capecitabine. Patient received adjuvant CCT with normal CA.19-9 level after 4 cycles. In our case we can
conclude that patient of biliary dual malignancy can be treated with surgery and adjuvant chemotherapy with
good outcome.
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INTRODUCTION

Synchronous malignant tumors in biliary tract are rare.
Pancreaticobiliary mal-junctions (PJM) are thought to
be associated with them. However, some may occur
without PJM which may be owing to local spread and
metastatis. We present a case of dual malignancy of
gall bladder and ampulla presenting at different
pathological stage.

CASE REPORT:

A 59-year-old male presented with insidious onset and
progressive jaundice associated with generalized
pruritus. Patient also had nausea and vomiting and
effortless weight loss around 8kg in a month. Patient
had no history of fever, clay-colored stools,

abdominal examination was normal. Liver function
test were deranged with total serum bilirubin 9.5mg/dlI
and conjugated serum bilirubin 8.8mg/dl, alkaline
phosphatase 505IU/dl. Tumor marker CA19-9 was
elevated (70U/ml). CECT showed cholelithiasis and
thickening in GB neck extending to CBD and distally
to involve distal CBD (Fig-1&2). Multiple peri
choledochal nodes were present with low insertion of
cystic duct. Liver was normal & no retroperitoneal
lymph  nodes. Ultrasonography also showed
cholelithiasis with dilated CBD and hypertrophy of
head of pancreas. Slide view endoscopy showed 2cm
ulcer proliferative growth in proximal D2, separate
from ampulla. Biopsy was taken but was inconclusive

hematemesis and melena. He was a known case of type  showing fragmented duodenal mucosa with \©
I diabetes. On examination there was deep icterusand  inflammatory infiltrate. He underwent PTBD in view
M
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of symptomatic obstructive jaundice with total
bilirubin of 10mg/dl. Endocrinology opinion was
sought and blood sugars were managed. After
adequate pre-operative optimization patient was taken
up for surgery.

He underwent explorative laparotomy with
intraoperative  ultrasound (IOUS) with  minor
hepatopancreaticodudenectomy. Operative finding
revealed gall bladder neck mass infiltrating CBD and
a large nodal mass with periportal and retro pancreatic
lymph node in peripancreatic region. IOUS showed
lymph node mass in peripancreatic region with GB
neck mass. He recovered well after surgery and was
discharged with biliary stent in situ.

Grossly on histopathology report tumor was involving
neck of gall bladder and not infiltrating liver. Cut
surface of distal part of CBD showed a tumor at
ampulla which was ulcerated and tumor was pushing
pancreatic head but not infiltrating it. Microscopy of
tumor involving neck of neck of gall bladder showed
features of papillary adenocarcinoma of gall bladder
with pathological stage I11B. Perineural invasion was
present and tumor infiltrated transmural upto
subserosa. Section from tumor involving ampulla
showed features of pancreaticobiliary type of
adenocarcinoma with pathological stage IlIA.
Resected margins were free of tumor, two out of four
lymph nodes dissected near gall bladder showed
metastasis and 16 nodes dissected from peripancreatic
fat were free of tumor.

He was started on adjuvant chemotherapy after
metastatic workup, gemcitabine (1gm/m?) and
capecitabine (650mg/m2) from National Cancer
Institute. Jhajjar. Gemcitabine was delivered on day 1
& 8 and capecitabine from day1 to 14. Cycle repeated
after 28 days. Till now patient has received 4 cycles of
chemotherapy at our institute. Patient had mild
hematological toxicities and hand foot syndrome. His
CA 19-9 levels were in normal range and was
asymptomatic. He was further planned for 2 more
cycles of adjuvant chemo.

DISCUSSION:

There are some case reports on dual primary cancers
in Gl tract. However, there are very few reported cases

of vater 1. Dual malignancies of biliary tract are
thought to be associated with pancreato biliary mal-
junction due to the action of same carcinogen on the
mucosa of whole extrahepatic biliary tract 2. In
patients without anomalies possibilities can be of
independent cancer foci or metastasis of original
cancer 3.,

Gertsch et al. differentiated between synchronous
malignancy versus metastatic spread by applying
criteria of no direct continuity between two tumors,
growth pattern typical of primary tumor and clear
histological difference between two tumors *.

Gall bladder cancers often present as obstructive
jaundice. Presence of obstructive jaundice in patients
of carcinoma gall bladder is viewed as an indicator of
advanced disease, inoperability and poor prognosis °.
In such patient’s possibility of dual lesion should be
kept in mind. If two lesions are operable then patient
would benefit from aggressive surgical approach.
Radical surgery with lymph node dissection should be
done ©.

There are some evidences that suggest that adjuvant
chemotherapy should be effective in RO resected
biliary tract carcinomas (BTC). In locally advanced or
metastatic (BTC) chemotherapy  contained
gemcitabine is considered as standard regime ’. In
addition to gemcitabine, oral fluropyrimidines are
considered to be the most promising agents with mild
toxicity for the treatment of advanced BTC 2. In our
cases patient received 4 cycles of adjuvant
chemotherapy with mild hematological toxicities and
hand and foot syndrome and persistent low level of
tumor marker CA19-9.

CONCLUSION:

Synchronous dual malignancies in biliary tract are
rare. Etiology may be anomalies in biliary tract or
independent tumor foci or metastasis from original
cancer. Complete resection of tumor should be the
goal. Patients with RO resection benefit from adjuvant
chemotherapy. Prognosis depends on lymph node
extension, metastatic disease, perineural invasion and
involvement of cystic duct.
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FIGURE LEGENDS:

Fig-1 CT image showing ill-defined
mass In relation to D2 with thickening
of neck of gall bladder

Fig-2: CT image showing ill-defined
mass al ong lateral aspect 0f D2 with
marked dilation of CBD
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Fig-3: Post-op CT image
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