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Abstract
Background: Cancer of the gallbladder spreads primarily by local invasion and lymphatic spread,
vascular metastasis is rare. Adrenal is a common site of metastasis from cancer of the lung, colon
and renal carcinoma, however, metastasis from other cancers is rare.
Case presentation: A 32 year old woman presented with painless progressive jaundice and on
imaging was found to have primary carcinoma of the gallbladder with liver invasion, lymphatic
metastasis and adrenal mass. Fine needle cytology proved it to be a metastatic lesion from the
gallbladder. Patient was treated with palliative chemotherapy.
Conclusions: Adrenal metastasis from cancer of the gallbladder is rare with only two cases being
reported in literature previously. Solitary metastasis in resectable tumor should always be
surgically removed, however, palliative care is recommended if primary tumor is locally advanced
and surgically non resectable.
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Introduction
when occurs it’s often to bone and brain.
Though adrenal gland is not an uncommon
Cancer of the gallbladder is a common
site of metastasis, the majority of adrenal
neoplasm of the extrahepatic biliary tract.
metastasis arise from primary tumors of the
The tumors often present late when the
lung [4], however metastasis has been
disease is locally advanced and often cure is
reported from breast [5], colon [6,7],
not possible [1]. Cancer of the gallbladder
hepatocellular [8, 9], gastrointestinal stromal
spreads primarily by lymphatic invasion,
tumor (GIST) [10], renal cell [11however distant metastasis do occur [2].
14]carcinoma, cervical cancer [15] and
When occurs the distant metastasis is often to
lymphoma [16]. The metastasis from
the liver, lung and peritoneum [3]. The
gallbladder is very rare; we present here a
metastasis to other sites is very rare and
case of locally advanced unresectable
gallbladder cancer with metastasis to right
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Case presentation
A 32 year old female presented to the
department of surgical oncology with
http://www.npplweb.com/wjsmro/content/5/1
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Figure 1: CT picture showing the primary
tumor in the gallbladder with hepatic
infiltration

painless progressive jaundice of one month
duration. Examination of the patient revealed
pallor and ictrus, there was no cynosis,
clubbing or generalized lymphadenopathy.
The systemic examination was normal,
abdominal examination revealed a hard
globular well defined mass in the right
hypochondrium, the mass moved with
respiration and was continues with liver.
There was no organomegaly. Rest of the
examination was normal. A clinical diagnosis
of carcinoma of the gallbladder was made and
patient
was
investigated.
Laboratory
examination revealed hemoglobin of 10 g/dl,
total bilirubin of 11.5 mg/dl, direct bilirubin
of 7.0 mg/dl, AST was 97 IU/L, ALT 69IU/L,
and alkaline phosphatase of 239 IU/L. Rest of
the
hematology
and
biochemical
investigations were normal.
A contrast enhanced computed tomography
was carried out that revealed a mass in the
gallbladder with infiltration of the liver
(figure 1), the periportal and pericholedochal
nodes were enlarged and portal vein was
encased in the tumor (figure 2), a metastatic
lesion was also present in the right adrenal
gland (figure 3). A CT guided biopsy from the
gallbladder mass along with FNAC was taken
from the adrenal mass. Cytology showed
cellular Smear shows cells in monolayered
sheets and aggregates .Cells are pleomorphic
with moderate cytoplasm and pleomorphic
nuclei with prominent nucleoli (figure 4). A
diagnosis of carcinoma of the gallbladder
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Figure 2: CT showing adrenal metastasis

with lymph node and adrenal metastasis was
made.
As the primary lesion was unresectable, an
ERCP was carried out and stenting was tried,
however, it failed due to inability to pass the
guide wire beyond the obstruction. The
patient was started on the chemotherapy
using CAPOX protocol with 100mg/m2
oxaliplatin IV on day 1, and capecitabin
1gm/m2 in divided doses for 14 days, with
cycle repeated every 3 weeks for 6 cycles. At
the end of the chemotherapy, a partial
response was noted with tumor regression of
40%. Patient was asked to continue on
capecitabine alone. Patient continued on for
further three cycles and then was lost to
follow-up.
Discussion
The incidence of adrenal metastases from any
primary malignancy ranges from 8.6% to
27.0% [17]. The most common primary
tumors that metastasize to the adrenal glands
is lung, followed by the breast and kidney
[4,18,19]. Metastasis from gallbladder is very
rare with only two previous cases been
reported in literature [20, 21]. Both earlier
cases have also been reported from India,
which has a high incidence of gallbladder
cancer. Though rare from gallbladder
primary, metastasis to the adrenal are quite
common especially from lung cancers, where
in it is a routine practice to screen adrenal
glands for metastasis along with other
abdominal organs. Most of the time the
http://www.npplweb.com/wjsmro/content/5/1
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Figure 3: CT showing bulky nodal disease
with encasement of the portal vein

ultrasound is used for screening and has a
very high sensitivity for detecting adrenal
metastasis, however, the CT scan is being
increasingly
used.
Recently,
18
fluorodeoxyglucose (FDG) PET/CT is being
increasingly used to detect adrenal
metastasis. Xu et al., [22] carried out FDG PET
CT for 111 metastatic lesions of the adrenal
and reported that a SUV of >2.5 in the adrenal
is often suggestive of metastatic tumor. A
number of other studies have demonstrated
that the detection rate for adrenal glands
increases with use of FDG PET [12,18,23,24].
One of the two previously reported case of
gallbladder cancer too was diagnosed with
FEG PET CT [20]. However, PET CT can not be
recommended as evaluation modality in all
cancers due to high cost and limited
availability specially in third world countries,
and hence, ultrasonography and CT scan
remains the preferred modality of evaluation.
Mazzaglia et al., [25] reported on the
usefulness of biopsy in adrenal masses. Of the
total 163 biopsies performed, 88 were for
metastatic lesions from various primaries.
The rate of malignancy positivity in the
biopsy of these 88 metastatic cases was found
to be 70%. Highest positivity rate was
observed in Lung primaries (90%) followed
by renal cell carcinoma (80%), hence they
concluded that biopsy should not be
performed [25]. However, it is felt that with
adrenal incidentloma incidence being high it
is important to rule out simultaneous
3
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Figure 4: Photomicrograph showing (H &E
x400)

occurrence of a adrenal neoplasm and in such
circumstances a core needle biopsy could be
of immense value. A number of reports have
found cytology to be useful however again the
diagnostic yield is higher in metastatic lesion
from lung cancer or tumors with
characteristic cytological features [26].
Endoscopic ultrasound guided fine needle
aspiration and cytology is also being
increasingly performed with good diagnostic
yield [4,27].
Management of metastatic adrenal lesions is
controversial. Majority of the literature
recommends that if the primary tumor is
resectable and adrenal is the only site of
metastasis, these should be surgically
removed [28]. Surgical resection has been
found to increase the survival almost by 3
times compared to patients where no surgical
resection is done [29]. In patients where this
is not possible or where adrenal is one of the
many sites of disseminated metastatic
disease, palliative chemotherapy is the
treatment of choice. The choice of
chemotherapeutic agents is directed by the
histological characteristics of the primary
tumor. Stereotactic radiation has been
successfully used to treat adrenal metastasis
from lung cancer [30].
In conclusion, adrenal metastasis from
gallbladder cancer is very rare and only 3
cases including the present case have been
reported in literature till date. If resectable,
surgery is the best modality of treatment,
http://www.npplweb.com/wjsmro/content/5/1
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chemotherapy or radiation is reserved for
non resectable disease.
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