Answer
Xanthogranulomatous Cholecystitis

X

anthogranulomatous cholecystitis (XGC) is a
variant of chronic cholecystitis. It is a rare, invasive disease of the gallbladder that may radiologically appear like invasive gallbladder cancer. The disease process is benign but may invade adjacent organs
such as the liver, greater omentum duodenum, colon, and
common bile duct. The Calot triangle in such cases may
be densely fibrosed, making dissection difficult. The
pathogenesis starts with obstruction of the RokitanskiAschoff sinuses in chronic cholecystitis, resulting in rupture and finally leakage of infected bile into the gallbladder wall. Grossly, the specimen is shrunken and nodular
with a massively thickened wall. Histologically, XGC has
distinct findings showing fat-laden macrophages, foamy
histocytes, and exuberant fibrous tissue.1
Patients most often present with pain and also may
present with vomiting, anorexia, and weight loss. Xanthogranulomatous cholecystitis may also result in biliary strictures, causing jaundice and cholangitis. Symptoms are likely to be chronic in nature vs acute.
Xanthogranulomatous cholecystitis may also be associated with internal fistulas with the hepatic duct or
common bile duct as well as cholecystenteric fistulas.
Cholelithiasis is often seen along with XGC. The incidence of XGC varies from 0.16% to 13.2%,2 with some
apparent local variations in its incidence. Some areas
such as northern India have been shown to have an
incidence as high as 10%.3 Xanthogranulomatous cholecystitis affects people aged 48 to 55 years, with a
slight predilection for men vs women (1:1.1).3 Wall
thickening is commonly seen on ultrasound imaging.
Xanthogranulomatous cholecystitis is often confused
with malignancy and is hard to differentiate on computed tomography or magnetic resonance imaging.
Positron emission tomography may show no uptake,
suggesting a benign disease, but a false-positive result
may also be seen with xanthogranulomatous inflammation. Preoperative fine-needle aspiration may show
cytology consistent with XGC. Xanthogranulomatous
cholecystitis, though benign, may coexist with cholecystic adenocarcinoma. Ultimately paraffin or frozen
sections reveal the final diagnosis. Surgery has been
demonstrated to be the most effective treatment option
for XGC. Laparoscopic cholecystectomy may initially be

attempted but involves a relatively higher rate of conversion to open laprotomy.2
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