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BACKGROUND 

Cystic glandular muscular hyperplasia (gallbladderadenomyomatosis,GBA) isa thickening of the 

gallbladder wall for benign lesions, which is first proposed in 1960 by Jutras [1]. GBA Pathology is characterized 

by thickening of the gallbladder wall, hyperplasia of mucosa epithelium,stretching into the muscular layer to 

form a wall diverticulum, cyst [2]. We introduce the diagnosis, treatment and follow-up of a female patient with 

annular cystic adenomyosis. Considering the novelty of treatment for segmental lesions, an insight into the 

cases reported in the world is required and knowledge about the approach to managing such cases is important 

in surgical practice. 

CASE PRESENTATION 

A 49-year-old female with the right upper abdomen discomfort for 9 months, no nausea, no vomiting, 

no jaundice, no fever. Physical examination: the right upper abdomen is tenderness, no back pain, Murphy sign 

(-), white blood cell count:7.38*109/L , neutrophils85.1%. There is no significantly abnormal about the liver 

function. 

Ultrasound ( Fig.1-2 ):The contour of gallbladder is clear. Gallbladder wall is less smooth, which 

thickness is about 3mm. The gallbladder body part can be seen a separate sample echo, thick about 7mm. In 

each part, the internal echo is uniform. The penetrating sound of bile does not have obvious abnormality.  

There are several strong echoes in the gallbladder bottom-body part, the larger is about 17mm*9mm, 

with strong echoes in the rear, and moves in the direction of gravity as the posture changes. Imaging diagnosis 

hints: gallbladder stones with chronic cholecystitis, gallbladder separation of the echoes, considering the 



Bo Wang et al., IJSIT, 2018, 7(4), 830-835 

IJSIT (www.ijsit.com), Volume 7, Issue 4, July-August 2018 
 

831 

possibility of cystic adenomyosis, gallbladder folding to row. The gallbladder contraction test indicates the 

gallbladder emptying rate is 80%.  

Surgery ( Fig.3-5 ): The gallbladder wall of gallbladder body is thickening with a annular to the cavity, 

so that the gallbladder separated into two cavities, as a gourd, resulting in narrow lumen. The gallbladder of 

the distal part was removed along the thickening site, and the gallbladder was connected with two small 

cavities , the diameter was about 5mm, and the gallbladder wall was increased. And the distal gallbladder was 

visible with a round black-brown stone, which diameter is about 15mm. Bile duct endoscopy does not see 

residual stones, and after the normal saline rinsing to stitch the proximal gallbladder wall. 

Pathology ( Fig.6-7 ): In the microscope, gallbladder chronic cell infiltration, fibrous tissue hyperplasia, 

cystic muscle hyperplasia, gland inverted, Rokitansky-Aschoff Sinuses are extending into muscular layer.  

 

 
 

 

 
Figure 1 and 2: Ultrasound: Gallbladder body part be seen a separate sample echo, with gallbladder stones, 

considering a segment of GBA 

 

 
 
Figure 3: 
Surgery: The gallbladder wall 
of gallbladder body is 
thickening with a annular to 
the cavity, the gallbladder 
separated into two cavities, as 
a gourd, resulting in narrow 
lumen. 

 
 
 
Figure 4: 
Surgery: The gallbladder 
was connected with two 
small cavities, the diameter 
was about 5mm, and the 
gallbladder wall was 
increased. 

Figure 5: 
Surgery: The 
distal gallbladder 
was visible with 
a round black 
brown stone of 
diameter 15mm. 
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Figure 6:(HE *100) 

 
Figure 7:(HE*200) 

 

 

Pathology: The pathologic result shows that gallbladder chronic cell infiltration, fibrous tissue hyperplasia, 

cystic muscle hyperplasia, gland inverted, Rokitansky-Aschoff Sinuses are extending into muscular layer. 

DISCUSSION 

Cystic adenomyosis is a kind of gallbladder hyperplasia disease, and the cause of GBA is not clear [3]. 

It is generally considered not to be a congenital disease, and its incidence increases with age, most of them have 

exceeded the 35-40 years old. At present, most authors believe that the disease may be the result of the 

gallbladder motility and contraction disorder, and the enlargement of the gallbladder mucosa hyperplasia area, 

smooth muscle hypertrophy and excessive contraction makes gallbladder narrow and pressure inrease, 

resulting diverticulums in the gallbladder wall [4]. There are several types of GBA, and the Ootani classification 

method is the most representative [5]. 1. Segment type: gallbladder wall is thickening, gallbladder body or 

body-neck junction parts form a narrow, the thickest part reaches the 0.5~1.2 cm. 2. Topical type: this type is 

the most common, accounting for 50%. The ranges are into 1.5~2.0 cm, the thickness is about 0.5~1.2 cm, and 

somes may have nodules in the center of the navel-like sag. 3. Diffuse type: the gallbladder wall is diffuse 

thickening, hyperplasia, and the Rokitansky-Aschoff (R-A) sinuses are expanding. This case belongs to type 2, 

the following will discuss the treatment of segmental cystic adenomyosis.  

At present, the traditional treatment of GBA is laparoscopic cholecystectomy that is still used as a main 

treatment method, ignoring the function of the gallbladder function in the human body. The loss of all functions 

of the gallbladder because of gallbladder resection causes a series of physiological disorders, resulting in 

refractory digestive system problems, and the risk of bile duct calculus is increasing, causing common bile duct 

injury, and even the possibility of causing colon cancer [6-7]. The segment type of GBA is treated with 

laparoscopic cholecystectomy. It is necessary to use biliary microscopy to explore the gallbladder cavity, which 

is mainly due to the thickening of the annular cavity of the gallbladder body, and the thickening tissue cannot 

be found under laparoscope. At the same time, the narrow ring separates the gallbladder cavity into the basal 

and the cervical cavity, and the concentration of the total bile acid in the basement cavity is lower and the 

cholesterol saturation index is higher than the cervical cavity, which is easy to form a calculus to occupy the 

whole gallbladder cavity. Therefore, the gallbladder systolic function of such patient is lower than the 30%, 

accompanied by chronic cholecystitis and multiple stones [8]. A few patients with gallbladder contraction 

function more than 30%, must remove the above part of the gallbladder thickening ring, the operation is 

complicated, and it’s easy to damage the liver and the volume of retained part is significantly reduced, which 

may be unable to compensate for the normal gallbladder function. However, due to the requirements of the 

gallbladder with good systolic function, and combined with the patient's conditions: (1) patients have a thought 

of requiring gallbladder. (2) be diagnosed by ultrasound and categorized clearly. (3) need detect the systolic 

function of bladder and the number of stones in the segment type of GBA, consistent with gallbladder limitation 

thickening, gallbladder contraction function ≥30% , number of cholecystolithiasis≤3. We try to find a better 

surgical method, which not only retain gallbladder’s function, but also reduce the recurrence of calculus, in this 
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case we use laparoscopic partial cholecystectomy to treat the gallbladder, and achieve a good result. The special 

emphasis here is that the reserved part of the gallbladder must be in accordance with the standards.  

Does the gallbladder be preserved has a normal gallbladder function? Liang Fasheng’s [9-11] 

researches, gallbladder deformity treated by partial resection of gallbladder, show that the gallbladder can be 

compensated for compensatory expansion and the gallbladder contraction test is normal. There are 3 cases 

only retained 1/3 parts of gallbladder, found that the gallbladder was compensated for the normal volume and 

contraction test was normal after postoperative 6 months, and neither the preoperative cholecystitis 

symptoms nor the complication after cholecystectomy. We improved the postoperative follow-up that 

including 6, 12, 18, 24 months, through the ultrasound to examined the results of the volume of gallbladder and 

the recurrence of adenomyosis, and the results showed that the gallbladder volume was not significantly 

reduced than the operation, the GBA no recurrence.  

There are researches which confirm that segment type of GBA is one of the high-risk factors for people 

with gallbladder cancer, especially the elderly; through the pathological examination of 4560 gallbladder 

specimens after the operation showed that the incidence of gallbladder carcinoma in GBA patients (22/334 

cases,6.6%)is above none GBA patient (181/4226 cases, 4.3%) , especially the incidence of patients whose age 

≥ 60 years old group (15/96 cases,15.6%) is significantly higher than patients whose age ≤ 60 years old group 

(147/2407 cases,6.1%) [12]. In the basement cavity of the segment type of GBA without canceration , the 

epithelial metaplasia was found in different degrees, and cancerous lesions were found in the basement cavity 

of the segment type of GBA with gallbladder carcinoma. The result is consistent with the pathological findings 

of epithelial metaplasia-carcinogenesis, which may be associated with the cholesterol deposition for a longtime 

and change in the gallbladder mucosa of the basal cavity [13-15] .The Keitas etc [16] analysised 97 cases of 

gallbladder cancer, showing that 25 cases with GBA, and 72 cases with no GBA , indicating that there is not 

directly relationship between gallbladder cancer and GBA. The Kims etc [17] researched 4704 patients with 

cholecystectomy in clinical, the prevalence rate of cystic adenomyosis was found to be 2.4%, and no case of 

canceration. Nishimuraetc (in 2004) continuously analysised 1099 cases of cholecystectomy, it was found that 

the GBA accounted for the 14.2%, and no cases of gallbladder carcinoma were found, and the statistical analysis 

showed that there was obvious correlation between the GBA and gallstone. To sum up, there is no conclusive 

evidence that cystic adenomyosis increases the incidence of gallbladder cancer. 

CONCLUSION 

With the constantly understanding of gallbladder function, the operation of retain gallbladder will be 

accepted by more and more physicians and patients, the operation methods and the scope of the treatment of 

gallbladder benign diseases is constantly changing, and the laparoscopic partial-cholecystectomy combined 

with bile duct surgery provides a new method to treat the segment type of GBA. In the process of carrying out 

this new operation, the surgeon should be responsible for the patients, and strictly mastery of the indications, 

and need to have rich experiences in conventional laparoscopic surgery. The objective evaluation of the 

treatment of the GBA requires more comparative study of large samples and multiple indexes. While trying to 

use this approach, we need to know the existence of the following problems: 1.What is the exact cause of the 

GBA? And the determination of etiology is very important to the clinical treatment. 2. GBA is associated with 

gallbladder cancer and different types of GBA are associated with gallbladder cancer? Reviewing of the current 

literatures, GBA is the assertion of precancerous lesions still requires more clinical observation and scientific 

research results to confirm. 3. The correct rate for preoperative diagnosis GBA is less than 50%, and the key 

factor is insufficient awareness of the disease. Preoperative diagnosis of gallbladder disease cannot be satisfied 

with the discovery of gallstone or polyp. 4. Does the treatment of different types of GBA require the removal of 

the gallbladder? In this article, the treatment and follow-up results of the segment type of GBA are encouraging, 
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believing that with the clinical maintenance of gallbladder benign diseases and the number of cases of 

accumulation and long-terms follow-up, a convincing treatment plan will be the case.  

Abbreviations: 

GBA  gallbladder adenomyomatosis, 

R-A   Rokitansky-Aschoff 
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