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Case Report

Adenomyomatosis (ADM) of the gallbladder (GB) is a benign disease, defined by an enlargement of the mucosal
epithelium which invaginates into the interstices of a thickened muscle forming so-called Rokitansky-Aschoff sinuses.
Three forms exist: segmental, fundic and more rarely diffuse. The etiopathogenesis is not yet elucidated, but chronic
inflammation of the gallbladder wall seems to be involved. Prevalence of ADM in cholecystectomy specimens is
estimated between 1% and 9% with a balanced sex ratio. ADM gallbladder is usually asymptomatic, however it can
manifest as hepatic colic, even in the absence of associated gallstones. The preoperative diagnosis is mainly based on
ultrasound (US) which identifies intra-parietal pseudo-cystic images and "comet tail" artifacts. MRI with MRI
cholangiography sequences is the reference examination with characteristic "string of pearls” images. If the clinical
picture is symptomatic or in case of tumor suspicion, cholecystectomy is then justified the discovery of ADM on a

cholecystectomy specimen does not require special monitoring.
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CASE REPORT

We report a case of a 54 years old patient with
no history of surgery; he was symptomatic and reported
a hepatic colic. The abdominal CT-scan revealed focal
mural thinking of the gallbladder wall. A liver MRI
showed an intramural cystic formation in the vesicular
fundus. Laparoscopic cholecystecomy was performed.
Histological examination confirmed the diagnosis of
GA.

DISCUSSION

Gallbladder (GB) adenomyomatosis (ADM) is
a benign, acquired anomaly, characterized by
hypertrophy of the mucosal epithelium that invaginates
into the interstices of a thickened muscularis forming
so-called Rokitansky-Aschoff sinuses [1]. There are
three forms of ADM: segmental, fundal and more
rarely, diffuse.
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Figure 1: Diagram of the different macroscopic forms of adenomyomatosis

Etiology and pathogenesis are not well
understood but chronic inflammation of the GB is a
necessary precursor. Prevalence of ADM in
cholecystectomy specimens is estimated between 1%

and 9% with a balanced sex ratio; the incidence
increases after the age of 50 [2].
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ADM, can be asymptomatic, or manifest as
abdominal pain or hepatic colic, even in the absence of
associated gallstones (50% to 90% of cases). It can also
be revealed by an attack of acalculous cholecystitis.

Pre-operative diagnosis is based mainly on
ultrasound (US), which identifies intra-parietal pseudo-
cystic images and ‘‘comet tail’’ artifacts. MRI with
MRI cholangiography sequences is the reference
examination with characteristic ‘‘pearl necklace’’
images.

Symptomatic ADM is an indication for
cholecystectomy,  which  results in  complete
disappearance of symptoms. Asymptomatic ADM is not
an indication for surgery, but the radiological diagnosis
must be beyond any doubt. If there is any diagnostic
doubt about the possibility of GB cancer, a
cholecystectomy is justified. The discovery of ADM in
a cholecystectomy specimen does not require special
surveillance.

PATHOLOGICAL FINDINGS

There are three macroscopic forms of ADM:
The segmental form (> 60%), located between the GB
neck and fundus, which constitutes a true cholecystic
diaphragm that separates the GB into two

communicating zones; the fundal form (30%) which is
limited to the GB fundus with a dimple overlying an
area of fundal wall thickening, the rare diffuse form
(<5%), which corresponds to parietal thickening
involving the entire GB wall [3].

CLINICAL PRESENTATION
ADM is usually or pauci-symptomatic. Rarely,
ADM can manifest itself as authentic biliary colic-type

pains in the right hypochondrium [4]. These pains,
which have also been reported in patients without
lithiasis, usually last from a few minutes to few hours
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and resolve spontaneously. Often patients report non-
specific digestive disorders (fatty food intolerance,
flatulence, nausea, vomiting) that become progressively
more frequent [5, 6]. It is not uncommon for patients to
describe pain of many vyears duration before the
connection with ADM is evoked. In these cases of
nonspecific symptomatology, ADM remains a diagnosis
of exclusion since no specific sign can implicate ADM
[10].

ADM can also be revealed by a first attack of
acalculous cholecystitis.

CT scan has a sensitivity of 50—75% for the
diagnosis of ADM. It typically shows a thickened wall
with a pseudo-cystic aspect and intramural
calcifications.

However, this examination does not perform
well to differentiate ADM from GB cancer, in contrast

to MRI, which is now the gold standard modality ADM
[11]. Indeed, MRI and cholangio-MRI sequences make
it possible to precisely locate ADM by visualizing
intramural cystic images (hyper-T2) in ‘‘pearl
necklace’” configuration [8]. These images are
pathognomonic of ADM. Thus, cholangio-MRI
sequences are very useful for the differential diagnosis
of cancer, with sensitivity greater than 80% [7, 9].
Other signs should have besought, including
enhancement in the arterial phase. Classically, ADM
has no parietal contrast enhancement unlike GB
carcinoma, but this is not very discriminating. Finally,
with ADM, there is no evidence of peri-cholecystic
infiltration or invasion of adjacent organs [12]. If there
is focal thickening of the GB wall without calcified or
cystic elements, radiologic imaging is less useful. Here,
MRI cannot discriminate between GB cancer and
ADM.
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Suspected ADM on ultrasound (with or
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MRI+ cholangio-MRI to confirm the dia-
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i
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with specimen opened in the operating
room

ADM found in a cholecystectomy specimen without
malignant degeneration

4

No additional procedure or surveillance required

Diagnostic doubt with possible GB carcinoma
No findings of local extension or distant spread

\ 4

Cholecystectomy with specimen opened in the opera-
ting room and rapid frozen-section pathology

Segmental or diffuse form of ADM:
Consider prophylactic cholecystectomy
Depending on the clinical pi and willingness to
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No cholecystectomy

Figure 2: Algorithm for management of ADM

CONCLUSION

ADM is a benign entity, generally discovered
fortuitously by imaging or after cholecystectomy. The
pathological diagnosis is based on the presence of a
thickened wall with RAS.

The radiological examination of certainty is
the cholangio-MRI; in fact it specifies the seat of the
ADM and rules out the differential diagnosis, which is
gallbladder cancer.
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ADM theoretically does not require any 7. Bang, S.H., Lee, J. Y., Woo, H., Joo, |, Lee, E. S.,
specific treatment. Some authors speak of an Han, J. K., & Choi, B. I. (2014). Differentiating
association between ADM and cancer but preventive between adenomyomatosis and gallbladder cancer:
cholecystectomy is not recommended. revisiting a comparative study of high-resolution

ultrasound,  multidetector CT, and MR
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