International Surgery Journal
Hajong R et al. Int Surg J. 2024 Dec;11(12):2162-2164

http://www.ijsurgery.com PISSN 2349-3305 | el SSN 2349-2902

DOI: https://dx.doi.org/10.18203/2349-2902.isj20243567
Case Report

Xanthogranulomatous cholecystitis infiltrating anterior abdominal
wall: a rare case report

Ranendra Hajong'*, Gareth Lyngwa?, Donboklang Lynser?, Pinky Rabha!

!Department of General Surgery, NEIGRIHMS, Shillong, Meghalaya, India
2Department of Radiodiagnosis, NEIGRIHMS, Shillong, Meghalaya, India

Received: 03 October 2024
Accepted: 07 November 2024

*Correspondence:
Dr. Ranendra Hajong,
E-mail: ranenhajong@gmail.com

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under
the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial
use, distribution, and reproduction in any medium, provided the original work is properly cited.

ABSTRACT

Xanthogranulomatous cholecystitis (XGC) is a benign chronic inflammatory disease of the gallbladder often
presenting as features of chronic cholecystitis. The disease closely mimics gallbladder carcinoma (GBC) and
distinguishing XGC from gallbladder cancer preoperatively is very challenging. Biochemical or radiological
investigations cannot differentiate XGC from GBC and they share overlapping symptoms. Reporting here is a 31 year
old female patient who presented with features of failed attempt of cholecystectomy due to suspected carcinoma
gallbladder at an outside hospital. Even CECT abdomen showed gallbladder mass with hepatic and anterior
abdominal wall infiltration. Intraoperatively, there was a mass in the gallbladder with large calculi and extending into
the adjacent liver, anterior abdominal wall and part of hepatic flexure of colon. Radical cholecystectomy with en
block excision of anterior abdominal wall and part of hepatic flexure of colon was done. Frozen section and final
histopathological reports confirmed the diagnosis of XGC.
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INTRODUCTION

Xanthogranulomatous  cholecystitis (XGC) is a
destructive benign inflammatory condition of gallbladder
characterized by asymmetrical thickening of the
gallbladder wall due to inflammatory infiltration and
proliferative fibrosis with the formation of multiple
yellowish-brown nodules extending into the adjacent
organs, like the liver, omentum and duodenum.?® The
primary pathology in XGC is rupture of the Rokitansky-
Aschoff sinuses with extravasation of bile secondary to
high intrabiliary pressure due to obstruction of the bile
duct. This leads to xanthogranulomatous inflammatory
reaction often extending to adjacent structures like the
liver, duodenum, transverse colon, and omentum
mimicking malignancy.* XGC and GBC share
overlapping features and rarely harbor a co-existent GBC
in the backdrop of XGC.!

CASE REPORT

A 31 year old female patient was referred to our hospital
from the neighbouring state with the history that doctors
planned for cholecystectomy for gallstone disease, but
abandoned the procedure suspecting malignancy as there
were dense adhesions and referred the patient to our
hospital for further management of the case. No biopsy or
fine needle aspiration aspiration cytology (FNAC) was
done in the previous hospital. She presented with the
features of chronic cholecystitis in the previous hospital
with thickened gallbladder wall on ultrasonography. She
underwent contrast enhanced computed tomography
(CECT) where it was found that there was large
gallbladder calculi within the lumen of the gallbladder
(broad black arrows in images A and B of Figure 1) with
wall thickening in the fundus of gallbladder (broad white
arrow in image C of Figure 1), and loss of fat planes with
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anterior abdominal wall (Thin white arrow in image D of
Figure 1) and adjacent hepatic parenchyma (Thin black
arrow in image D of Figure 1). No positron emission
tomography-computed tomography (PET-CT) was done
as the facility was not available in treating hospital. After
thorough pre-operative investigations, the patient was
taken up for possible extended cholecystectomy with
intra-operative frozen section study. Even though, the age
of the patient was more in favor of benign etiology,
however extended cholecystectomy was planned as the
disease involved the adjacent hepatic parenchyma, colon
and anterior abdominal wall which had to be removed for
complete excision of the mass. However, as frozen
section showed no evidence of malignancy, no
lymphadenectomy was performed. No FNAC was done
pre-operatively due to the fear spread of disease in case it
turns out to be malignant. Incision given was modified
Makuuchi incision below the suspected area of muscle
infiltration and the previous right subcostal incision. The
suspected area of muscle infiltrated area was excised en
block with the gallbladder, part of transverse colon and
around 3 cm of adjacent liver parenchyma (Figure 2).

Figure 1 (A-D): CECT of gallbladder mass with large
gallstone infiltrating part of liver, anterior abdominal
wall and colon.

Frozen section was sent which did not show any
malignant cells. Two large calculi were retrieved from the
cut open gallbladder. Histopathological examination of
the resected specimen showed dense chronic
inflammation consisting of plasma cells, lymphocytes
and histiocytes in the gallbladder. The thickened areas in
gallbladder showed dense fibrosis with chronic
inflammatory cells and foreign body giant cells with
features suggestive of XGC. The thickness of the
gallbladder wall was measured at 1.1 c¢cm on gross
sectioning. The adjoining infiltrated muscles also showed
dense fibrosis with chronic inflammatory cells. Sections
studied from liver showed dense fibrosis, portal triaditis
with lymphoid follicle formation alongwith chronic

inflammation consisting of plasma cells, lymphocytes,
histiocytes and portal fibrosis favouring the diagnosis of
chronic non-specific hepatitis. Resected colonic mucosa
showed submucosal colonic congestion and edema with
otherwise unremarkable findings. No malignant cells
were seen in any of the resected specimen.
Postoperatively, patient developed superficial wound
infection which healed subsequently after about 3 weeks
and was discharged home uneventfully.

Figure 2: The resected gallbladder mass with part of
liver, colon, anterior abdominal muscles and
gallstone.

DISCUSSION

The common age of presentation of the disease ranges
from 44 to 63 years and it is seen mostly amongst
patients from South Asian or Japanese population.* XGC
was described initially as ‘fibroxanthogranulomatous
inflammation” by Christensen and Ishak in the year
1970.5 Later it was coined as ‘XGC’ in the year 1976
McCoy et al.® The prevalence of XGC ranges from 0.7%
in the United States to approximately 10% in India. There
is no gender predilection of the disease condition.’
Similar incidence rate has been reported by Rammohan et
al and Singh et al.8°

As XGC is frequently misdiagnosed as GBC, patients
usually end up undergoing an extended radical
cholecystectomy.t XGC commonly infiltrates liver, and
rarely can also involve duodenum, colon, stomach and
abdominal wall.® In 8.5% to 30.5% of cases, XGC may
be associated with GBC.® Tumor markers cannot
differentiate XGC from GBC. CA19-9 can be raised in
76% of patients with XGC similar to patients with GBC.
However, CEA was raised only in about 14% of patients
with XGC.! CA 19.9 usually normalizes soon after
surgery for XGC unlike GBC where it remains high for a
longer duration.

Clinical findings or laboratory investigations cannot
differentiate XGC from gall bladder cancer and the final
diagnosis of XGC is dependent on histological
examination.!
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Even the imaging findings cannot differentiate XGC and
GBC reliably due to overlapping features.!* Even PET-
CT cannot differentiate XGC from GBC.*?

Preoperative FNAC in XGC may help in differentiating
XGC from malignancy; however, it is less preferred due
to the possibility of tumor seeding of the track along with
fistula formation.™*

CONCLUSION

XGC is not an infrequent condition of gallbladder and it
closely mimics gallbladder cancer until proven
histopathologically. Clinical features of the two disease
conditions are very similar and biochemical or even
radiological investigations is not able to differentiate the
two disease conditions. The treatment for XGC is simple
cholecystectomy if frozen section intra-operatively
confirms the diagnosis of XGC.
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