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• Gallbladder cancer has two patterns of growth:

infiltrative growth→ poorly-defined area of thickening 
and induration, deep ulcerations that lead to fistula 
formation with adjacent structures, such as the liver

exophytic growth→ displays pathognomonic cauliflower 
appearance invading the lumen and gallbladder wall 

• Risk factors include, chronic inflammation, usually secondary 
to gallstones or infection

Introduction

Vitals: 98.4F, HR 82, RR 20, BP 124/94, saturating 100% on 
room air
Pertinent Physical Examination: pertinent for distended 
abdomen with tenderness, with a positive fluid wave and 
shifting dullness
Labs: body fluid studies from paracentesis yielded SAAG 
<1.1, total protein 3.8, high hepatic venous pressure (HPVG), 
(portal hepatic gradient of 10mmHg), cytology negative for 
malignant cells, good synthetic liver function
Imaging: 

CTAP on admission vs 4 days later, remarkable for large 
volume abdominopelvic ascites

Case Description Continued

Differential Diagnosis?
• Portal hypertension contributing to ascites vs 

tuberculosis vs bile leak vs GB metastasis to liver on top 
of liver cirrhosis with good synthetic hepatic function at 
baseline

A Deeper Dive
• High HPVG pointed towards portal hypertension 
• SAAG <1.1 pointed in direction of malignant ascites 
• After comprehensive workup excluding tuberculosis, the 

ascites accumulation was most likely malignant in 
etiology despite relatively benign imaging findings and 
cytology

Final Thoughts 
• We hope that this case report highlights that although in 

the setting of poorly differentiated gallbladder 
adenocarcinoma with local metastasis and negative 
margin resections, malignant ascites can occur 

• We strongly believe the patient’s recurrent ascites of 
unknown origin was most likely a case of recurrent 
malignancy in ascitic fluid, masquerading as intrahepatic 
portal hypertension 

• This must not be mistaken for portal hypertension given 
the conflicting SAAG ratio and HPVG

• Denver Shunt was placed by IR and patient was 
discharged home 

Discussion

Figure 1. Opened gallbladder contains a 
large, exophytic tumor that virtually fills the lumen

Figure 2. 
CT Abdomen & Pelvis 

Figure 3. 
CT Abdomen & Pelvis
4 days later
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Case Description
• 57 y/o M PMH of gallbladder adenocarcinoma s/p laparoscopic 

cholecystectomy and section 4b and 5 hepatectomy, and 
cirrhosis most likely secondary to Hepatitis C with ascites of 
unknown origin complicated by recurrent SBP refractory to 
antibiotic therapy

• Presented for abdominal pain secondary to worsening 
abdominal distension


