Abdom Imaging 24:404—-406 (1999)

Abdominal

Imaging

© Springer-Verlag New York Inc. 1999

Port site metastases after laparoscopic cholecystectomy for an
unexpected gallbladder carcinoma
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Abstract cystectomy of an unexpected gallbladder carcinoma at an
Laparoscopic cholecystectomy is a proven, well-accepteearly stage.

surgical technique for removing the diseased gallbladder

and has rapidly become the surgical procedure of choice

over conventional open cho_lv_acyste_ctomy. Radiplogisftq;ase report

must be aware of the possibility of inadvertent dissemi-

nation of incidental gallbladder cancer during laparo-a 76-year-old woman was admitted to our institution for a laparoscopic

scopic cholecystectomy. We report a case of this unusuaholecystectomy with the diagnosis of chronic cholecystitis and multiple

complication: a patient with port site metastases aftegholelithiasis. Clinical and analytical preoperative studies were normal.

. Abdominal ultrasound showed a gallbladder with multiple calculi and
laparoscopic cholecystectomy for an unexpected gallbladgight wall thickening.

der carcinoma at an early stage. However, postoperative pathological analysis of the gallbladder

. . . showed a gallbladder with several lithiasis, a rugose mucosa, slight wall
Key words: GalIbladde,r_Carcmoma_LaparOSCOplc thickening, microscopic changes of chronic cholecystitis, and the exis-
cholecystectomy—Port-site  recurrence—Metastases—ence of a very small (2 mm) carcinoma with minimal focal microscopic

Abdominal wall. infiltration of the submucosa (pT1 stage).

Eight months later, the patient was feeling pain, and a small mass
was found at the port site tract in the right side of the upper abdominal
wall. Unenhanced helical CT showed in the right hypochondrium an
. inhomogeneous, poorly defined, mixed, 5-cm mass at the abdominal
Laparoscopic cholecystectomy has recently emerged agall with roundish nodules and an infiltrative process from the subcu-
an alternative to open cholecystectomy since its descripianeous tissue to the peritoneal surface (Fig. 1A, B). There was no
tion in 1985. Neverthe|essy the |aparoscopic technique jgvidence of hepatic lesions. Fine-needle biopsy with histological anal-

accompanied by a higher rate of complications (bile duce/sis confirmed metastatic carcinoma. Surgical excision of the abdominal
wall with pathological analysis confirmed a mass with nodules and

injuries) [1] than is the open procedyre, and it can PrOsirregular tracts of adenocarcinoma affecting subcutaneous tissue, mus-
duce other “new” complications previously unusual (dis-cles, and the peritoneum.

semination of malignant tumors) [2].
The prevalence of incidental gallbladder carcinoma is
between 1% and 2% of all cholecystectomies performegiscussion
[2]. Removal of an unsuspected gallbladder carcinoma by
the laparoscopic technique can produce an unusual congngoscopic surgical techniques (especially laparoscopic
plication: implantation of tumor cells into the abdominal cholecystectomy) and percutaneous procedures are in-

wall at the port sites. _ o creasingly used, and this fact has been accompanied by
We report computed tomographic (CT) findings of \neyy” complications that were not seen previously or

wall metastases at the port site after laparoscopic chol&gere unusual [2]. This case shows that removal of unsus-
- pected gallbladder carcinoma by the laparoscopic tech-
Correspondence taR. Garéa Figueiras nigue can produce one of these unusual complications:
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Fig. 1. A, B Unenhanced CT demonstrates poorly
defined infiltrative process from the subcutaneous tis-
sue to the peritoneal surface.

implantation of tumor cells into the abdominal wall at the roscopic technique may explain the implantation of
port site. tumoral cells [2—4, 10]: the increased exfoliation of
Seeding of tumor cells in standard laparotomy ismalignant cells with laparoscopic instruments, the con-
extremely rare. A study comparing laparoscopic and opemact of port site tracts with instruments and ressected
surgery for the cure of colorectal malignancies has retissues, and the effect of the pneumoperitoneum. Re-
ported an incidence of abdominal wall recurrences of 1%currence at the port site tracts is generally a very rapid
with open surgery and 4% with endoscopic techniquegrocess, although there is also a late type (from some
[3]. Similar proportions could be expected if cholecystec-months to years) [2]. There has been a great contro-
tomies by these two different procedures were comparegtersy about the use of laparoscopic techniques in ma-
[2, 4]. lignancies, but current opinion is that open procedures
Gallbladder carcinomas are sometimes difficult to de-must be elected [2, 5, 10] because the rates of tumor
tect preoperatively. Some cancers are first diagnosed mextension are higher in laparoscopic procedures. When
croscopically by pathologists (as in our case). In suchan incidental unsuspected gallbladder carcinoma has
cases, good prognoses can be expected [5]. been detected, histologic grade, type, and stage have
There have been many reports of port site metasdetermined the outcome [2, 5, 11-12], with a second
tases after laparoscopic surgery in the surgical literaextended operation in the pT2 stage or in even more
ture [4] but not in radiologic publications, where re- advanced disease. Only the pT1 stage does not require
ports have been fundamentally based on the descriptioa radical extended operation, but excision of all layers
of the biliary (common bile duct injuries) and postop- of the trocar sites is necessary.
erative expected (infection, bleeding, or bowel perfo- Radiologists must be aware of these “new” compli-
ration) complications [1]. Subcutaneous implantationscations of laparoscopic procedures. Abdominal wall me-
have been extensively reported in association withtastases following laparoscopy may become an increasing
percutaneous biopsies [6] and interventional proceproblem.
dures for malignancies [7, 8].
CT findings of the port site subcutaneous metastases
from laparoscopic gallbladder surgery have not been pre-
viously reported, to our knowledge.
Subcutaneous metastases are usually roundish no&eferences
ules of soft tissue density. Poorly defined infiltrating
masses have been published less frequently [9]. However,l- McAllister JD, D’jAItorio RA, Rao V CT findings after gncompli-
these findings are not pathognomonic of a metastasic cated and compllca.ted_laparoscoplc cholecystect@aynin Ultra-
. ! : : sound CT MRIL993;14:356-367
implant and must be differentiated from inflammatory > sandor J, Ihasz M, Fazekas T, et al. Unexpected gallbladder cancer
infiltrates and postoperative collections. and laparoscopic surgergurg Endosd 995;9:1207-1210
The present case confirms previous evidence asso3. Wexner SD, Cohen SM. Port site metastases after laparoscopic
ciated with port site metastases: not all the recurrences gg‘é’reaa' surgery for cure of malignancié.J Surg1995;82:295—
have be,en at the port site, through W,hICh the sDec_:lmen4. Targarona EM, Mamez J, Balagu€, et al. Neoplastic cell seeding
was retrieved, and the phenomenon is not exclusive t0  quring laparoscopic surgery. Trocars, gas and c€lisEsp 1997;
advanced stage lesions [3]. Many aspects of the lapa- 62:138-143
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