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Cholecystocutaneous Fistula Secondary to 
Cholelithiasis: A Case Report

Fístula Colecistocutânea Secundária a Litíase Biliar: 
Um Caso Clínico

	 Dear Editor,
	 Cholecystocutaneous fistula is a rare but potentially se-
rious complication of acute cholecystitis. It may arise as a 
result of untreated gallbladder inflammation or previous sur-
gical interventions. Abnormal communication between the 
gallbladder and the skin leads to the drainage of bile to the 
skin surface, which increases the risk of infections and sep-
sis.1-3

	 We describe the case of a 58-year-old male patient re-
ferring intense and persistent abdominal pain in the right 
hypochondrium and flank, accompanied by a high fever that 
persisted for more than a week. He reported no other sig-
nificant complaints or symptoms. The physical examination 
revealed pain on superficial palpation of the right hemia-
bdomen, which limited the evaluation. Due to this limita-
tion, computed tomography (CT) was requested. The test 
revealed a fluid collection with approximately 300 mL of vol-
ume in the abdominal cavity in the location of the gallblad-
der and invading the abdominal wall (Fig. 1A). A subsequent 
magnetic resonance cholangiopancreatography (MRCP) 
was requested for a more precise assessment of the bile 

ducts, identifying an abscess in the gallbladder region in 
contact with the proximal portion of the cystic duct (Fig. 
1B). Additionally, the presence of obstructive lithiasis was 
observed in the distal third of the cystic duct measuring 1.8 
cm, compatible with infected cholecystitis (abscess) with 
fistulization to the abdominal wall. The treatment consisted 
of drainage of the abdominal collection guided by CT, in ad-
dition to the administration of appropriate antibiotic therapy 
to control the infection.
	 A cholecystocutaneous fistula can arise as a result of 
different underlying conditions. The most common cause 
is cholelithiasis, that is, the development of gallstones in 
the gallbladder. These stones can damage the gallbladder 
wall over time, leading to the development of an abnormal 
pathway between the gallbladder and the skin. Additionally, 
chronic inflammation of the gallbladder (cholecystitis) can 
also contribute to the development of this fistula.4,5 

	 The accurate diagnosis of a cholecystocutaneous fistu-
la is essential to determine the most appropriate treatment 
strategy. However, a detailed clinical history, physical ex-
amination, and imaging tests, such as ultrasound and CT, 
are essential. The presence of symptoms such as persis-
tent abdominal pain, drainage of bile fluid through the skin, 
and fever are strongly suggestive of a fistula.3
	 Other causes include complications after gallbladder 
surgery such as cholecystectomy (gallbladder removal), 
abdominal trauma, infections, and inflammatory bowel dis-
ease. Patients with a history of biliary disease, previous 
abdominal surgeries, and recurrent infections may be at 
greater risk of developing this condition.1,2

 

Figure 1 – CT scan with contrast in the portal phase in the axial view (A) demonstrating abscess in the abdominal cavity at the location of 
the gallbladder invading the abdominal wall (white arrow). MRCP in the T2 FAT SAT sequence in the axial view (B) showing abscess in 
the gallbladder region which is in contact with the proximal portion of the cystic duct, in addition to obstructive lithiasis in the distal third of 
the duct cystic (white arrow), compatible with infected cholecystitis with fistulization to the abdominal wall.
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