
Case Report Open Access

Cutaneous Metastases of Gallbladder Adenocarcinoma Following 
Percutaneous Cholecystostomy Tube
Kathryn Cavallo1,2, Corbin Morris1,3, and Jonathan M. Hernandez1,*

1National Cancer Institute at the National Institutes of Health, Bethesda, MD, United States
2George Washington University, School of Medicine and Health Sciences, Washington, DC, United States
3Penn State Health, Hershey, PA, United States

*Author to whom any correspondence should be addressed; Email: jonathan.hernandez@nih.gov

Received: 06 January 2026; Revised: 20 April 2026; Accepted: 04 May 2026; Published: 21 May 2026

Academic Editor: Gustavo Adrián Nari, National University of Còrdoba, Argentina

Copyright © 2026 Cavallo et al. This Open Access article is distributed under the terms of the Creative Commons License [CC-BY] (http://
creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the 
original work is properly cited.

Abstract
Gallbladder carcinoma is a rare malignancy with a poor prognosis and is frequently metastatic at the time of diagnosis. 
Port-site or incisional metastases are relatively well documented and are a known risk when removing specimens, especially 
in the setting of incidentally identified gallbladder malignancy. Skin metastasis from percutaneous cholecystostomy tube 
placement has not been well documented in the literature to date. Here, we report a case of an elderly patient with acute 
cholecystitis who received a percutaneous cholecystostomy tube and was found to have gallbladder adenocarcinoma following 
interval cholecystectomy. Postoperatively, he developed a raised lesion at the site of his percutaneous cholecystostomy tube, 
which was biopsied and found to be adenocarcinoma.
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1. Introduction
Gallbladder carcinoma is a rare malignancy; however, 
it constitutes nearly half of all biliary cancers, with 
adenocarcinoma being the most common [1]. It is associated 
with a poor prognosis, with 5-year survival rates < 20%, and is 
frequently diagnosed incidentally following cholecystectomy 
[2]. In the US, the majority of gallbladder carcinomas are 
metastatic at the time of diagnosis. The most frequent sites of 
metastatic disease include direct extension into local organs 
and, less commonly, the lung via vascular dissemination 
[3]. In a review of the literature, there have been only rare 
reports of skin metastasis from gallbladder carcinoma [4,5]. 
While spontaneous skin metastases are incredibly rare, port-
site or incisional metastases are relatively well documented 
and are a known risk when removing specimens, especially 
in the setting of incidentally identified gallbladder 
malignancy [6]. Given the above, it stands to reason that skin 
metastases may result from percutaneous instrumentation 

of the gallbladder when cancer is either not confirmed or 
suspected. Despite this theoretical risk, there has not been 
a documented case of direct seeding from percutaneous 
drainage of the gallbladder in the literature to date. Here, 
we present a case of gallbladder adenocarcinoma with skin 
metastases following percutaneous cholecystostomy tube 
(PCT) placement for cholecystitis.

2. Case Presentation
The patient is an 80-year-old male with a past medical history 
of coronary artery disease requiring three-vessel bypass 
and hypertension who initially presented to an outside 
institution in October 2024 with severe right upper quadrant 
abdominal pain, leukocytosis, hyperbilirubinemia, and 
computed tomography (CT) scan findings of gallbladder wall 
thickening and pericholecystic fluid. There was no evidence 
of any gallbladder masses or polyps on initial imaging. He was 
diagnosed with acute calculous cholecystitis, Tokyo Grade 
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I. Rather than proceeding with definitive cholecystectomy, 
a PCT was placed for gallbladder decompression given his 
comorbidities. Magnetic resonance imaging (MRI) was done 
following drain placement and was also without evidence 
of polyps or masses. Four months after PCT placement, he 
underwent a laparoscopic cholecystectomy with biliary drain 
removal. The percutaneous tube site was not utilized as a 
port during that procedure. Postoperatively, his pathology 
demonstrated G1 to G2 gallbladder adenocarcinoma, pyloric 
gland type, extending through the muscularis (pT2bNX). 
Both the cystic duct margin and the deep margin were 
positive for adenocarcinoma. He had a repeat CT after his 
pathology results, which did not demonstrate any evidence of 
disease. The patient and his family elected to forgo systemic 
chemotherapy and opted for continued surveillance. Four 
months later, interval labs were remarkable for an increase in 
bilirubin, and a repeat CT demonstrated a new mass in the 
gallbladder resection bed (Figure 1) as well as a subcutaneous 
and perihepatic nodule (Figure 2). He was referred to a 
surgical oncologist for review of scans and consideration for 
possible surgical resection. In the clinic, the patient was noted 
to have a hard, poorly circumscribed subcutaneous mass at 
the site of his previous PCT. No masses or lesions were present 
at the laparoscopic port sites. Given suspicion for possible 
skin metastases, the mass was biopsied and confirmed to 
be metastatic moderately differentiated adenocarcinoma to 
the skin. The patient was referred to medical oncology for 
discussion of systemic chemotherapy, but has not yet been 
treated to date.

3. Discussion
Gallbladder carcinoma has a poor prognosis. In T1a tumors, 
cholecystectomy and systemic therapy have improved 
survival to a median of 12–14 months, with a median 
5-year survival of 18%. However, 44.4% of cases present 
with metastatic disease, which confers a worse prognosis 
with a median 5-year survival of 2% [7]. When diagnosed, 
patients should have a discussion with their oncologist to 
determine the best treatment options that align with their 
goals. Comprehensive molecular profiling may identify 
actionable alterations, such as BRCA mutations or mismatch 
repair deficiency (dMMR/MSI-H), among others. Systemic 
chemotherapy, including capecitabine or 5-fluorouracil-
based regimens, is typically the mainstay of treatment if not 
a candidate for targeted therapy [8].

Spontaneous skin metastases present at the time of diagnosis 
are exceedingly rare, with only several cases reported in the 
literature [5,9–13]. Skin metastases at port sites following 
laparoscopic cholecystectomy, however, are a relatively well-
documented phenomenon, the first of which was described by 
Drouard et al. in 1991 [14]. The incidence of port-site metastasis 
(PSM) following laparoscopic cholecystectomy is reported to 
occur in between 2–14% of cases, and has decreased in recent 
years [15]. Abdominal wall metastases are also reported in 
open and laparoscopic converted-to-open cases. The etiology 
of spread, however, has not been reported to have a significant 
impact on overall 5-year survival [16].

Recent data demonstrate that port-site resection is not 
associated with improved recurrence-free or overall survival 
[17]. Therefore, port-site re-excision is no longer routinely 
recommended during definitive resection [8].

Figure 1: Interval CT scan that demonstrates an ill-defined 
mass (single arrow) involving the liver parenchyma, suspicious 
for recurrence.

Figure 2: Interval CT scan demonstrating a subcutaneous 
nodule (single arrow) and a perihepatic nodule (double 
arrow) suspicious for peritoneal and abdominal wall seeding.

There are several mechanisms by which a PSM may 
occur, including direct contamination of tumor cells 
following removal of the specimen, pneumoperitoneum 
causing increased aerosolization of tumor cells, as well 
as postoperative incisional trauma and compromised 
immunity, creating a favorable environment for tumor 
cell implantation and growth. It would stand to reason, 
therefore, that many of the same mechanisms may be at play 
in the direct seeding of tumor cells into a PCT tract, whereby 
the gallbladder wall is directly disrupted, and the patient 
is already in a pro-inflammatory state secondary to their 
underlying infection. Similarly to specimen extraction, it is 
possible that malignant cells on the percutaneous tube may 
be deposited with its removal. The possibility of malignant 
cells being spread through multiple access attempts on PCT 
placement is feasible; however, the timing of recurrence in 
this case is more consistent with PCT removal.

Like PCTs, there have been several additional cases 
of documented skin metastases from gallbladder 
adenocarcinoma following percutaneous interventions, such 
as seeding along VP shunt tracts [18]. Additionally, there has 
been one report of metastatic seeding of a percutaneous 
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transhepatic cholecystostomy (PTC) tract reported in the 
literature to occur after placement for biliary decompression 
in the setting of known gallbladder carcinoma [19]. It stands 
to reason, therefore, that skin metastasis of gallbladder 
carcinoma may result secondary to any instrumentation of 
the gallbladder.

PCT placement is a validated method for both acalculous 
cholecystitis as well as for patients with calculous cholecystitis 
who are deemed unfit for surgery due to high anesthesia risk. 
When patients have underlying comorbidities or ongoing 
therapies that prevent surgical resection, percutaneous 
cholecystostomy tubes are a safe and effective method for 
treating acute cholecystitis or cholangitis. It is estimated 
that roughly 2.5% of patients presenting with cholecystitis 
undergo PCT placement in lieu of immediate cholecystectomy 
in the US [3]. Furthermore, the rate of incidentally detected 
gallbladder carcinoma is reported to occur between 0.2–2.5% 
of cholecystectomies for either symptomatic cholelithiasis or 
cholecystitis [20]. Our case report and review of the literature 
suggest that caution is warranted both in cases where a PCT 
may be suggested for management of acute cholecystitis 
in a patient with known or suspected gallbladder polyps 
or malignancy and in incidentally diagnosed gallbladder 
adenocarcinoma following cholecystectomy in which a patient 
has had prior instrumentation. Following surgical resection, 
more aggressive treatment may be required regardless of 
pathological stage, given the observed propensity for skin 
metastases as documented in this case and in others.

4. Conclusion
Skin metastases are a known possible complication of 
intra-abdominal malignancy resection. In the setting of 
gallbladder carcinoma, particularly, consideration must be 
taken prior to instrumentation of the biliary system, given 
the potential for tract seeding and metastatic spread to the 
skin as documented in this case and others.
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