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Abstract
Xanthogranulomatous cholecystitis is a rare histopathological finding and accounts for 1.3% to 5.2% of
cases. It closely resembles gallbladder cancer because of its extensive inflammation and involvement of the
surrounding organs. We are reporting a case where it presents as an extensive inflammatory mass mimicking
gallbladder cancer.
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Introduction
Xanthogranulomatous cholecystitis (XGC) is one of the rare
variant of histopathological findings of surgically resected
gallbladder specimen (1). It is thought to be caused by
severe chronic inflammation due to extravasated bile from
blocked or ruptured Rokitansky-Aschoff sinuses. Despite it
being a benign disease, it may mimic gallbladder carcinoma
as it can involve adjacent structures including ducts and
visceras and often leads to radical surgery that could
increase morbidity and mortality (2).

1. Intraoperative frozen section of the resected gallbladder
and perihilar nodes revealed chronic inflammation and
fibrosis without malignancy, and further resection was not
performed. Final pathologic evaluation revealed a diffuse
inflammatory infiltrate of giant histiocytes with clear, lipid
containing cytoplasm (xanthoma cells) consistent with XGC
as shown in Figures 2A and 2B.

Case Report
A 45-year-old otherwise healthy female presented
with a 3-day history of pain at right upper abdomen,
fever, anorexia, and a 2-kg weight loss. She denied any
drug and tobacco use. Physical examination revealed
scleral jaundice, and mild upper right abdominal
tenderness. Laboratory investigations revealed aspartate
aminotransferase (35 U/L), alanine aminotransferase
(11 U/L), alkaline phosphatase (102 U/L), total bilirubin
(1.05 U/L) and conjugated bilirubin (0.51 U/L). Abdominal
ultrasound showed multiple calculi in the gallbladder
and the largest measures 1.5 cm which was impacted
in the gallbladder neck. Due to the atypical appearance
of the mass and diagnostic uncertainty, an exploratory
laparotomy was performed. Gallbladder wall seems to be
thickened with appearance of a mass as shown in Figure

Figure 1: Intra-Operative Gall Bladder Mass
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or large bowels and inflammatory process in the adjacent
organs (5). Involvement of adjacent organs indicates that
XGC is an aggressive disease and manifests as gallbladder
cancer. So it is of prime importance to rule out malignancy
at the initial stage to avoid unnecessary surgical procedures
(2). Patients with XGC present with either acute or chronic
cholecystitis. Chief symptoms include right hypochondriac
pain (93.9%), radiating shoulder and back pain (42.4%),
fever (24.2%), nausea (33.3%), and vomiting (24.2%)
(2). Common findings on physical examination includes
abdominal tenderness, jaundice, and fever. However,
these findings are not helpful in differentiating XGC from
gallbladder cancer (2, 6).

Figure 2A: Diffuse Inflammatory Infiltrate of Giant
Histiocytes. Arrows - for gall bladder and liver

Figure 2B: Giant Histiocytes With Clear Lipid Containing
Cytoplasm (Xanthoma Cells)

Discussion
XGC is a rare variant of chronic inflammatory cholecystitis
and its prevalence is around 1.3% to 5.2% of surgically
resected gallbladder (1, 3). Characteristic macroscopic
findings of XGC include thick walled gallbladder with
nodules that are poorly demarcated, intramural and of
various sizes (2, 4). It is associated with complications like
gallbladder perforation, abscess, fistulous tracts with small

Pathogenesis of XGC is not well understood. Obstruction
of the cystic duct leads to blockage that results in
extravasation of bile with involvement of the RokitanskyAschoff sinuses (1, 7). This leads to formation of excessive
granulation tissue that causes nodules formation. Because
of the extensive nature of inflammation it may extend
to adjacent organs, such as the liver, duodenum, and
transverse colon (7, 8). Our case also presented with a
densely adherent inflammatory mass involving duodenum
and liver. On ultrasound, XGC manifests itself as thick
walled gallbladder, presence of nodules and involvement
of adjacent structures. Thus it is difficult to differentiate it
from gallbladder cancer (9). Uchiyama et al (10) stated that
presence of a continuous enhanced mucosal line favors
diagnosis of XGC. Furthermore, presence of gall stones
indicates a high likelihood of XGC though there have been
debates over association of gall stones and gallbladder
cancer (9). A study by Kim et al (11) stated the importance
of diffuse thick wall gall bladder and intramural nodules
in favor of XGC as compared to gallbladder malignancy.
Frozen section is not always helpful in determining
accurate diagnosis particularly in cases where there are
extensive surrounding tissue involvement (12). Most
concerned strategy is to rule out gallbladder malignancy.
Radiological differentiation is difficult and the role of fine
needle aspiration cytology is also questionable (13) as
XGC and gallbladder cancer can coexist and up to 12% of
cases have been reported (9). Histological examination
is the only way to accurately diagnose XGC. Thorough
and careful per-operative examination of gallbladder
specimen and multiple frozen section can provide sufficient
information to rule out gallbladder cancer and prevent
overtreatment especially in cases of extensive surrounding
tissue involvement (13).
XGC can create trouble for general surgeon especially in
terms of surgical procedure. Despite advances in medical
imaging it is difficult to differentiate XGC from gall bladder
cancer. Even pre-operative differentiation also remains a
challenge. Treatment of choice is cholecystectomy, but
as malignancy of gallbladder cancer has been reported in
patients with XGC, frozen section can guide the optimum
resection.
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