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ABSTRACT 

We reported the US and CT signs of a case proved to be xanthogranulomatous 

cholecystitis. Even one case was found, but the imaging features were characteristic 

correlating with the histopathology. If the preoperative diagnosis or awareness of the 

disease could be made, the proper planning for treatment would be gained. The US 

showed mark thickening of the gallbladder wall containing multiple 

fix hyperechoic dots without shadowing. Increased vascularity was demonstrated by 

color doppler study. The CT shows a soft tissue mass at the gallbladder bed having 

multiple small fat densities, associated with small calcification or stone. 

INTRODUCTION 

Xanthogranulomatous cholecystitis (XGC) 

is a focal or diffuse destructive inflammatory 

process of the gall bladder’. It is an uncommon 

form of cholecystitis which is being recognized 

with increasing frequency”. XGC occasionally 

may be confused with a malignant process’. We 

report a case of XGC with suggestive findings that 

are found in sonography and computerized 

tomographic imaging. 

CASE REPORT 

A 39-year-old man presented with fever 

for 4 days and 2 times of diarrhea before admission. 

On physical examination only hepatomegaly was 

found. 

Laboratory datas are listed as below : 

CBC : WBC 7700 w/L 

Neutrophiles 77% 

Lymphocytes 23% 
SGOT : 81 WL 

SGPT : 80 WL 

Alkaline phosphatase : 551 u/L 

Alpha feto protein : 1.24 
CEA : 2.9 

HBs Ag : positive 

Hemoculture : positive for Salmonella A 

The laboratory findings were consistent 

with his diagnosis of salmonellosis A septicemia. 

The patient had a previous check up by ultrasound 

3 months before admission showing a markedly 

thick walled gallbladder, with multiple fixed hype- 

rechoic spots (Fig.1). A repeated ultrasound was 
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performed using 3.5 MHZ sector probe. The 

findings revealed a low echoic mass at the 

gallbladder area, about 6x6 cm’ in size, without 

visualized gallbladder lumen. The mass contai- 

ned large amount of fixed hyperechoic dots 

without posterior shadowing. (Fig.2), as well as 

increased vascularity by color doppler study. 

(Fig.3) CT scan showed a soft tissue mass at the 

gallbladder fossa with multiple small areas of fat 

densities.(Fig.4A) A small calcification was seen 

at the mass adjacent to the pancreatic 
head.(Fig.4B) 

The diagnosis of suspected gallbladder carcinoma 
was made . At operation, the gallbladder was 

found to have inflammed thick wall, with adhesion 

to the hepatic flexure of colon and the first part of 

duodenum. Extracholecystic stone was found 5 

mm. in size, considered to have a previous per- 

foration. The patient was undergone a total 

cholecystectomy. The pathological diagnosis 

turned out to be a chronic cholecystitis with 

xanthogranulomatous reaction. Microcscopic 

examination revealed fibrotic gallbladder and 

inflammatory cell infiltration of the wall. Deep 
penetration of the surface epithelium into the 

muscular layer forming sinuses in which 

inspissated bile was found. Many foam cells and 

chronic inflammatory cells were collected focally. 

DISCUSSION 

XGC is arare condition** associated with 

chronic recurrent inflammation of the gallbladder 

due to gall stone‘. It is characterized histopatho- 

logically by lipid-laden histiocytes and multinuc- 

leated giant cells infiltrating the gallbladder wall’. 

Increasing fibrosis is noted at a late stage’. Itisa 

benign process but may mimic gall bladder 

malignancy according to the slow insidious onset 

and its appearance on imaging studies*'°. 

XGC was first described in 1970 by Chris- 

tensen and Ishak''"” as “fibroxanthogranulomatous 

inflammation”. Since then over 60 cases have 

been described under a variety of synonyms, 

including “ceroid or ceroid-like histiocyte granu- 
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loma of the gallbladder”, and “biliary granuloma 

cholecystitis”'’. But in the view of Goodman and 

Ishak'*"'>, the best name for this condition is xantho- 
granulomatous cholecystitis as this emphasises 

its inflammatory nature and its conceptual simila- 

rity to the renal condition, xanthogranulomatous 

pyelonephritis’. 
Sonography of xanthogranulomatous 

cholecystitis characteristically appear as chole- 

lithiasis and nodular or diffuse thickening of the 

gallbladder wall*:'? which may misinterpleted as 

tumor or intramural abscess". 
On computed tomographic imaging; 

irregular thickening of the gallbladder wall is the 

most common abnormality in addition to gall 

stone. However, a mass may be presented in the 

gallbladder fossa. No evidence of matastases or 

biliary dilatation will be seen‘. 
Radiologically, XGC is extremely difficult 

to be differentiated from gallbladder cancer’. 

In our case, sonography showed an enlarged 

gallbladder with thick wall as others having 

described. There are multiple internal hypere- 

choic dots without posterior shadowing, these may 

represent lipid-laden component hislogically. 

Color doppler helps to confirm the presence of 

inflammation by demonstrating the increased 

vascularity. As well as CT scan revealed multiple 

small areas of fat densities in the thick gallbladder 

wall. We would like to present these US and CT 

signs to establish the diagnosis of xanthogranu- 

lomatous cholecystitis. Choecystectomy is the 

treatment of choice for the XGC. In case of severe 

inflammatory reaction and fibrosis within 

the gallbladder, a subtotal cholecystectomy is 

required because it is unsafe to do conventional 
cholecystectomy’. 

The complications of XGC are biliary 

fistula, perforated gallbladder with or without 

abscess formation'®, adhesion and high rate of 

postoperative infection’. 
The correct diagnosis of XGC is important 

for several reasons, the first and foremost is 

due to the high frequency of complications, but 

not the least is due to the condition may mimic 

preoperatively to the suspicious of malignancy’.
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Fig.1 US of gallbladder showing diffuse thickening of gallbladder wall with 

multiple fix hyperechoic dots. 
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Fig. 2 Follow up US 3 months later showing progressive thickening of 

gallbladder wall with lumen obliteration, containing large amount 
of hyperechoic dots without posterior shadowing. 
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Fig. 3 Color doppler study showing increased vascularity at the 
gallbladder area. 

REFERENCE 

Li 

2
 

Ladefoged C, Lorentzen M. Xanthograuloma- 
tous cholecystitis. A clinicopathological 

study of 20 cases and review of the literature. 

APMIS. 101(11) : 869-75, 1993 Nov 

Houston JP, Sampson MA, Collins MC. 

Ultrasound diagnosis of the gallbladder 

perforation in a case of xanthogranulomatous 

cholecystitis. British Journal of Radiology. 

62(735) : 273-4, 1989 Mar 

Hanada K, Nakata H, Nakayama T, 

Tsukamoto Y, Terashima H, Kurod Y, 

Okuma R.adiologic findings in xanthogranu- 

lomatous cholecystitis. American Journal of 

Roentgenology. 148(4) 727-30, 1987 Apr 

Thomas E. Herbener. The gallbladder and 
biliary tract, Computer tomography and 

Magnetic resonance imaging of the whole 

body, 3rd edition 1994 Volume 2 : 987 

Brooke Jeffray, JR. Inflammatory and nonneo- 

plastic diseases of the IIbladder, Margulis and 

Burhenne’s Alimentary tract radiology, Sth 
edition 1994 Volume 2 : 1289 

Houston JP, Collins MC, Cameron I, Reed 

MW, Parsons MA, Roberts KM. 

Xanthogranulomatous cholecystitis. British 

Journal of Surgery. 81(7) : 1030-2, 1994 Jul 

128 

10. 

Li. 

Howard TJ, Bennion RS, Thompson JE Jr. 

Xanthgranulomatous cholecystitis : a chronic 

inflammatory pseudotumor of the gallblad- 

der. American Surgeon. 57(12) : 821-4, 1991 

Dec 

Benhow EW. Xanthogranulomatous cho- 

lecystitis associated with carcinoma of the 

gallbladder. Postgraduate Medical Journal. 

65(766) : 528-31,1989 Aug 

Maeda T, Shimada M, Matsumata T. Adachi 

E, Taketomi A, Tashiro Y, Tsuneyoshi M, 

Sueishi K, Sugimachi K.Xanthogranulo- 

matous cholecystitis masquerading as 

gallbladder carcinoma. American Jorunal of 

Gastroenterology. 89(4) : 628-30, 1994 Apr 

Dao AH, Wong SW, Adkins RB Jr. Xantho- 

granulomatous cholecystitis. A clinical and 

pathologic study of twelve cases. American 

Surgeon. 55(1) : 32-5, 1989 Jan 

Christensen AH, Ishak KG. Benign tumors 

and pseudotumors of the gall bladder. 

Archives of patho-logy 1970; 90 : 423-32 

Roberts KM, Parsons MA. Xanthogranulo- 

matous cholecystitis :clinicopathological 

study of 13 cases. Journal of Clinical 

pathology. 40(4) : 412-7, 1987 Apr



THE ASEAN JOURNAL OF RADIOLOGY January - April 1997. Volume III Number | 

  

Fig.4A Axial CT scan showed soft tissue mass (arrow heads) at the 

gallbladder fossa having multiple small areas of fat density. 

  

Fig.4B = Axial CT scan showed a calcification (arrow) at the mass of 

gallbladder. (arrow heads) 

13. Goodman ZO, Ishak KG. Xanthogranulo- 14. Benbow EW. Xanthogranulomatous Chole- 
matous cholecystitis. Am J Surg Pathol 1981; cystitis. British Journal of Surgery. 77(3) : 

5 : 653-9 255-6, 1990 Mar 

129


