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INTRODUCTION 
Xanthogranolomatous cholecystitis is one of the rare inammatory 

[1]disease of GB presenting as acute and chronic cholecystitis  
frequently associated with cholelithiasis. It is characterized by 
accumulation of lipid laden macrophages. It was rst described in 

[2]1970 by Christensen et al  and later nomenclatured   by Mac Coy in 
[3]1976 . Gallbladder related diseases are one of the common surgical 

entity in the northern India particularly in the state of bihar.it ranges 
from benign pathology to malignant ones .although XGC is a rare ,  
benign disease but similarity with Ca GB makes it more important. Its 
growing incidence here , leads to a  common mistake which is 
frequently occurring in our perspective is that persons being operated 
for malignancy later diagnosed to be a case of benign condition 
histopathologically. This increases morbidity to the patients in the 
form of radical surgery as well as increased hospital stay. Our study is 
an endeavor to get an idea preoperatively or intraoperatively  to 
differentiate it from Ca GB.

MATERIALS AND METHODS.
This is a retrospective study conducted at AIIMS, Patna. Patients 
whose histopathological reports showed XGC and underwent 
lap/open/radical cholecystectomy were included in the study  between 
January 2018 to March 2020. Clinical records of these patients were 
reviewed retrospectively for clinical features, laboratory 
investigations, and ndings on radiological imaging. Majority of the pt 
were presented with pain upper abdomen, the duration varied between 
days to years. Age of the patients ranges from 17 years to 70 years. 
Biochemically raised alkaline phosphatase ,raised leucocyte 
count&raised tumour marker also pointed about the possibility of 
malignancy Ultrasonography (USG) abdomen was done as an initial 
examination in all patients; in case of suspicious gbie thickened GB or 
contracted GB with mass lesion, a contrast-enhanced computed 
tomography (CECT) was done.

RESULTS
In our observation, 54 patients had histological ndings of XGC in the 

duration of the study period .Two of them had associated gbcarcinoma, 
and one had coexisted periampullary carcinoma. Clinical features are 
tabulated in Table No. 1. In our study. Females outnumbered males 
which was similar to the study. Among the 54 patients 34 were female 
and 20 were males. Male to female ratio was 0.588. This is 

{3,4}contradiction to the previous study

The most affected age group was between 50-60 years, although a 
second peak was also observed between age 30-40 years. The most 
common presenting symptom was right upper quadrant (RUQ) pain  
which was present in almost all patients. 40 out of 54 had multiple 
episode of pain abdomen for less than 6 months and rest 14 had history 
of pain abdomen for more than 6 months. 2 patient presented with mass 
per abdomen .nausea vomiting was associated in almost half of the 
patients. Imaging ndings are given in Table No. 2.

Comparison of radiological ndings to that of operative ndings was 
done and tabulated in Table No. 3 about 50% pt. USG report showing 
thickened GB wall along with cholelithiasis.

INTERNATIONAL JOURNAL OF SCIENTIFIC RESEARCH

General Surgery

International Journal of Scientific Research 39

Volume - 10 | Issue - 03 | March - 2021 | PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

ABSTRACT
Background: Xanthogranulomatous cholecystitis is a benign disease of gallbladder which presents almost classically similar with the chronic 
calculus cholecystitis, but it mimics GB carcinoma intraoperatively.  In our study, 54 cases were found in a study period of Materials and methods:
2 yr  in which histopathological reports was xanthogranulomatous cholecystitis whether the pt underwent  lap/radical/open or lap converted open 
cholecystectomy for cholelithiasis and chr. cholecystitis and suspicious carcinoma GB. They were retrospectively analysed  for getting an idea 
preoperatively to  differentiate them on clinicoradiological ground and while during surgery. Datas were  Results and Observation:
retrospectively analysed  and observed that clinical and biochemical features are non specic. Imaging in the form of USG and CT does help but not 
to that much extent to accurately diagnose them. intraoperatively presence of dense adhesion and loss of fat plane to surrounding structures  creates 
a big dilemma for the operating surgeon and multiple  frozen section biopsy  can be of immense help here in guiding further treatment course 
.Frozen section analysis was not present at our institution so we did not avail its use.  Our study is an attempt to derive any correlation Conclusion:
between clilnicoradiological and intraoperative aspects preoperatively for the  diagnosis of xanthogranulomatous cholecystitis. Although its 
incidence is greater here than other countries  due to rising gallbladder diseases but till this time it is concluded that neither clinical nor 
radiologically xanthogranulomatous cholecystitis can be ruled out preoperatively. Only histopathological diagnosis is absolutely correct, and in 
our study we concluded that histopatholigal diagnosis is still the gold standard.
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Characteristic Findings
1. Male 20
2. Female 34
3. Right upper quadrant pain

Less than 6 month duration
More than 6 month duration            

54
40
14

4. Mass right upper abdomen        2
5. Nausea & vomiting              30
6. Jaundice 4

Symptoms Number
1. Cholelithiasis 54
2. Thickened GB wall 45
3. Asymmetric wall thickness 10
4. Focal thickening of GB wall 10
5. Contracted GB 2
6. CBD calculi 3
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About 50% of pt .usg report showed thickened GB wall along with 
cholelithiasis. Intraoperatively these cases were turned out to be 
difcult due to dense brosis secondary to XGC  In about 49.99% 
cases there were no change in GB wall in USG but intraoperatively 
18{66.66%} of them had dense adhesion to surroundings. GB calculus 

[4,5]was present in all cases.

In only 10 patients preoperative CT was done where USG showed 
asymmetrical  thickened GB wall suspicious for malignancy. CT 
showed asymmetric wall thickening particularly at fundus, loss of fat 
plane with adjacent liver, duodenum and hepatic exure, and some 
lymph node. Intraoperatively they were also the same as to the imaging 
ndings and resulted in radical procedures. In CT we did not get report 
of intramural nodules in any cases which contradicts the previous 

{6,7,8}study by K A CHUN  . Two patient developed intraoperative 
complication in the form of stomach rupture, another developed 
increased drain output for around seven days. Bile spillage due to GB 
rupture while removing from GB bed or during extraction from 
epigastric port was also a signicant association. Patients of radical 

thcholecystectomy were discharged on 8  postoperative day. Final 
outcome was different forms of surgery and is tabulated in Table No. 4.

Among 54 patients 3 had associated CBD calculi. They underwent 
ERCP followed by lap cholecystectomy and another had lap 
conversion. One pt. underwent open cholecystectomy along with 
choledocholithotomy, Intraoperatively dense adhesion were present at 
hepatocystic triangle in 45, in two patients pyocele was present & in 
one pt. mucocele was present. One pt. presented with mirizzi type I. 
Rest of the patient had no difcult GB. We did not nd any 
cholecystoduodenal stula which disfavor the previous studies 
showing their association. In 4 cases lap converted open 
cholecystectomy was done. In cases where there were higher chances 
of malignancy radical cholecystectomy was done[11 cases]. In one 
case us guided FNAC of the GB mass done which was suggestive of 
adenocarcinoma but nally on histopathology, it was XGC. In 4 cases 
depending on USG ndings open cholecystectomy was planned and 
resulted in subtotal cholecystectomy. Tumor markers and deranged 
LFT does not help to rule out XGC and carcinoma.

Three patient had associated carcinoma, out of them, two pt. had GB 
carcinoma and 1 had coexisted periampullary carcinoma. One patient 
had associated hydatid cyst of liver. One pt. had complaint of jaundice 
along with pain abd. for 1 month, Her USG report showed thick walled 
GB, cholelithiasis and choledocholithiasis with malignant distal CBD 
stricture. She underwent therapeutic ERCP for choledocholithisis. 
Post ERCP, CT SCAN reported GB to be partially contracted with 
irregular wall thickening in fundal region, suspicious for being 
neoplastic. It also reported about the presence of organized 
peripancreatic collection in pancreatic tail region. Her  tumour 
markers were in the normal range CA19-9 -82.04,CEA -0.08. Her USG 
guided FNAC showed features of adenocarcinoma GB. Based on these 
observations and reports patient was assumed to have malignancy and 
planned for staging laparoscopy followed by radical cholecystectomy. 
Peroperatively there was dense adhesion near callots leading to 
conversion to open. In our setup we do not have the facility of frozen 
section, so the surgery was completed with doing extended 
cholecystectomy, along with choledochotomy and T tube placement. It 
was a histological surprise when nal HPE report came and showed it 
to be a case of XGC. Two patients had associated GB carcinoma and 
managed by radical procedure. One patient had associated 

periampullary carcinoma and managed with whipples procedure and 
histopathological report of GB came out to be XGC. One patient had 
associated hydatid cyst liver who presented with huge right abdominal 
lump along with pain abdomenfor 2 months and managed accordingly.

DISCUSSION
 Although XGC is a rare disease but it  is an important GB pathology in 
northern states of India particularly Bihar due to growing incidences of 
cholelithiasis here. The pathogenesis is not clear but it may be 
postulated that outow obstruction of GB secondary to calculus leads 
to bile extravasation into the GB wall. This produces intense 
inammatory reaction, subsequent healing of which results in Fibrous 
reaction & scarring. This in turn creates a dense brosis with 

[9]surrounding structures, and simulates with Ca GB . What make this 
disease important is its resemblance with Ca GB both preoperatively 
and intraoperatively, because the treatment options for both is quite 
different. In our study, female outnumbered the male patients which 

[10]was similar to the previous study of Taskesen et al . The most 
common age group affected was between 50-60 years although a 
second peak was also observed between 30-40 years The clinical 
presentation is non specic, most of the patients presented with upper 
right quadrant pain abdomen  associated with nausea & vomiting. 40 

[11]out of 54 had pain abdomen of less than 6 month duration  and rest 
had history of more than 6 month. We did not nd any correlation of 
tumour marker with XGC which is similar to the previous 

[14,15,16,17]study . On imaging, USG reported thickened GB wall in 50 % 
[11]cases , in rest patients USG did not comment on GB  thickening. Out 

of these, 10 patients are those which had asymmetrical GB wall 
thickening and underwent subsequent CT. CT reported asymmetric 
wall enhancement particularly at fundus and loss of plane with 

[11,12]surrounding structures . None of the cases reported the thickening 
to be diffuse which was contradictory to the previous study of Rajguru 

[12]et al . CT report here did not mention any intramural nodule or 
homogenous enhancement which was in contradiction to the previous 
study, Intraoperatively 83.33% cases were turned out to be difcult 
cholecystectomies [including radical] due to presence of dense 
adhesions at callots and surroundings. We have nonavailability of 
frozen section examination which can be of use in differentiating it to 

[13,15,19,20,21]the Ca GB as studied in previous study .Simultaneous 
presence of Ca GB and XGC was seen in 2 cases which supported the 
existence of  their association, analogus to the study conducted by Ros 

[12,22,25]et al.

On pathological aspects, most of the patients showed smooth and 
congested serosa and some had rough. mucosa remained atrophied and 
denuded with loss of velvety mucosa in some case there were 
haemorrhagic areas on mucosa. There were abundance of foamy 
histiocytes, few patients had associated antral metaplasia. Features of 
XGC was associated with focal mucosal ulceration in most cases 
which supports the pathogenesis. On histopathologicallygb wall 
thickness varied from 0.2mm -1.4 cm

CONCLUSION
XGC is now become an important gb pathology. in our setup due to 
rising trend of gallbladder related disease.What makes it more 
important is its resemblence to its malignant counterpartie ca gb.No 
denite diagnosis from prehand is available to us which can prevent 
increased mortality &morbidity of patients in the form of radical 
surgery. Aim of our study was to evaluate different clinico radiolgical 
& intraoperative criterias  so as to derive an idea preoperatively about 
its existence. In our study ,we found  that clinically both appears same 
,biochemical reports also of not much help even imaging also does not 

[23,24]help much . Imaging noties the   thickening but cannot rule out 
possibility of inammatory or malignant. It has been concluded nally 

{19}that histopathological diagnosis is still the gold standard .
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