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Outline of this 
presentation
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Issues in referral/MDT 
practice

Gall bladder common 
issues

Targeted liver biopsies



Gall 
bladder 
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Macroscopy and 
sampling

Approach to flat 
dysplasia & DD

Polyps



GB macro & sampling

Issues in referral work:
• Site of lesion in GB not described
• Relationships to margins not described
• Margins not clearly defined/identifiable on microscopy
• CD margin not sampled properly
• Defects in specimen not described



GB macro & sampling

Issues in referral work:
• Site of tumour in GB not described
• Relationships to margins not described
• Margins not clearly defined/identifiable on microscopy
• CD margin not sampled properly



GB macro & sampling

• Mass present
oSize, characteristics etc.
oRelationships – which side of GB, serosal surface, margins:

▪ Cystic duct
▪ Gall bladder bed (liver)
▪ CRM

oInk GB bed margin
oSample:

▪ Mass 
▪ Serosa
▪ Margins – GB bed, CD, CD CRM
▪ Background



GB macro & sampling

• No mass seen macroscopically
• Metaplasia – no need for further sampling
• LG BilIN – 1 extra block per cm
• HG BilIN – whole GB
• ICPN - 'thorough sampling'
• Hyalinising cholecystitis/porcelain GB - 'thorough sampling'
• Carcinoma - 'thorough sampling’

• NB: if history of PB mal-junction/other ‘risky biliary tree’ – embed 
entire GB

• Check pot for free floating polyps
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Flat 
dysplasia – 
common 
issues
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Reactive vs low-grade dysplasia

Low- versus high-grade dysplasia

Dysplasia that can be missed

High-grade dysplasia vs carcinoma



Reactive change vs low-grade dysplasia

Does it matter? - focal vs diffuse. Sampling. Resection margin

Favours reactive

• Inflammation

• Intercellular 
clefts

• Attenuated 
epithelium

• Pale nuclei

• Maturation

• Blending into 
background

• Signs of injury or 
repair

Favours dysplastic

• Hyperchromasia

• Stratification

• Hyperchromasia, 
coarse 
chromatin, 
nucleoli

• Present at 
surface

• Abrupt cut-off

• Metaplasia (IM 
or foveolar)

Not helpful

• Mitoses

• IHC







Low-grade dysplasia vs high-grade dysplasia

• Sample widely!
• HGD is more likely to be widespread
• More architectural complexity
• More stratification, atypia, mitoses etc.





11/7/2025               14



11/7/2025               15



11/7/2025               16



High-grade dysplasia vs carcinoma
• HGD vs pT1a

o Difficult and debated – varies around the world.
o Deeper glands which are very different to surface and very complex architecture favours pT1a
o Natural history for HGD (pTis) and pT1 is very similar

• HGD in RA sinuses vs deeper carcinoma
o Levels may help
o Be aware of: horizontal RA sinuses, deeper atypical glands that can't be convincingly shown 

to connect to surface.
o If not definitive carcinoma but still concerned, suggest imaging follow-up.

o Even if fully excised, HGD does not have a 100% survival rate – field change, undetected cancer.
• Risks:

o Presence at CD margin
o Widespread
o Extension into deep RA sinuses
o 'risky biliary tree' - anomalous PD junction, PSC
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Gall 
bladder 
polyps
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Cholesterol polyps, polypoid 
pseudopyloric metaplasia, 
inflammatory polyps etc.

• Pyloric gland adenoma
• Intracholecystic papillary 

neoplasms (ICPN)
• Intracholecystic tubular non-

mucinous neoplasm (ICTN)

Intracholecystic neoplasms



Pyloric gland adenoma

• Not common
• Association with stones (also PJS and FAP)
• Usually less than 2cm
• Pyloric-type glands, closely packed, minimal atypia
• Background mucosa not neoplastic
• Very rarely can see dysplasia or Ca in large lesions





Intracholecystic papillary neoplasm

• Includes all neoplasms apart from PGA
• Usually over 10mm in size
• Can be multifocal
• Papillary or tubulopapillary growth
• Biliary, gastric, intestinal or oncocytic – often mixed
• Low- or high-grade dysplasia

• Strong association with invasion – sample widely as site of 
invasion isn’t always at same site as polyp




