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Fig. 1 Abdominal Ultrasonography : There was the tumor of the mixed pattern

Fig. 2 Abdominal CT : Growth of the tumor was
expanding and tumor was not staining on con-
trast CT scan (T : tumor)
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Fig. 3 Hypotonic duodenography : There was the internal fistulas between the
gallbladder and duodenum and between the gallbladder and colon. (1% : duode-

e -

Fig. 4 Abdominal Angiography: Common he-
patic arteriography demonstrated encasement of
the vessels supplied by cystic artery (<), A,,
A;, and A; branch.
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Fig. 5 Operative finding : Gallbladder carcinoma
was invaded to the duodenum and hepatic flexure
of the colon (C: colon, S: stomach, T : tumor)
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Fig. 6 Cholecystoduodenal fistula: There was
three small fistulas.

Fig. 7 Cholecystocolic fistula: The size of the
fistula was 2mm.
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Fig. 8 Histopathological finding (H-E stain X
40, X100) : Histologically it was diagnosed as
adenosquamous cell carcinoma.
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Gallbladder Carcinoma with Cholecystoduodenal Fistula and
Cholecystocolic Fistula —Report of a Case—

Yoshimi Kitagawa, Masatoshi Akita, Hiroshi Hasegawa, Akihiko Ohta, Hideto Yoshida,
Hiroshi Kawabe and Masato Nagino*
Department of Surgery, Nagoya Second Red Cross Hospital
*First Department of Surgery, Nagoya University School of Medicine

We recently encountered a case of gallbladder carcinoma with a cholecystoduodenal fistula and a cholecys-
tocolic fistula. A 68-year-old woman was admitted to our hospital with the chief complaint of right hypochondralgia
and fever. Abdominal ultrasonography and abdominal CT scan showed a mass, 7 X 8 cm, in size, at the right
hypochondral lesion, and hypotonic duodenography revealed internal fistulas between the gallbladder and
duodenum and between the gallbladder and colon. Resection of segments 4a, 5 and 6 of the liver, and
pancreaticoduodenectomy with right hemicolectomy were performed, and examination of the excised specimen
revealed a cholecystoduodenal fistula and a cholecystocolic fistula. Histologic diagnosis was adenosquamous cell
carcinoma. The prognosis of advanced gallbladder carcinoma is very poor, but in this case lymphnode metastasis is
negative and good prognosis can be expected, so we think the treatment of advanced cases such as this one should

be extended surgery.
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