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Rare cause of gastric outlet obstruction: 
xanthogranulomatous cholecystitis
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DesCripTion 
A 62-year-old Indian female patient presented with 
right upper quadrant pain and multiple episodes of 
vomiting for 10 days. She denied history of fever, 
jaundice, past anorexia/weight loss and previous 
surgeries. She was dehydrated, tachycardia (120/
min) was present, and there was tenderness in 
the right upper quadrant. Routine investigations 
revealed presence of anaemia (haemoglobin 9.1 g/
dL), raised total leucocyte counts (17 x10^9/L) 
and hypokalaemia (2.8 mEq/L). All other blood 
tests (liver function/kidney function/blood sugar 
and coagulation profile) were normal. Patient 
was stabilised with intravenous fluids, antibi-
otics and other supportive management. Imaging 
with ultrasound (USG) was suboptimal due to the 
massive intestinal gas and uncooperative nature 
of the patient. A collapsed gallbladder (GB) and a 
mass with a smooth curvilinear surface and poste-
rior acoustic shadowing in the distal part of the 
duodenum were the only distinguishable findings. 
Due to repeated episodes of vomiting, the patient 
underwent an upper gastrointestinal endoscopy, 
which was suggestive of pyloric obstruction. For the 
further evaluation of GB mass in the USG report, 
the patient underwent an abdominal CT exam-
ination. Non-enhanced axial CT images revealed 
mass-like thickening of the GB wall (maximum 
thickness 18 mm) with multiple intramural hypoat-
tenuated nodules (figure 1); the postcontrast images 
showed luminal surface enhancement at the lesion 

site and focal discontinuity at some places. Addi-
tionally, there was thickening and inflammation 
noted in the antropyloric region and the first part 
of the duodenum (figure 2). Due to the persisting 
upper gastrointestinal tract obstruction, surgery 
was planned on the seventh day from the admis-
sion. Intraoperatively, the GB mass was adherent to 
the duodenum and colon, there was thickening and 
narrowing present at the gastric outlet obstruction. 
The decompressed and oedematous GB was seen to 
be fistulised to the second part of the duodenum. 
The patient underwent partial cholecystectomy, 
primary repair of fistula over a T-tube and retrocolic 
gastrojejunostomy. Histopathological examination 
of the GB came out to be xanthogranulomatous 
cholecystitis (XGC) (figure 3). The patient had an 
uneventful postoperative recovery. She is doing 
fine at 3 months follow-up. XGC is a rare form of 

Figure 1 Non-enhanced axial CT images revealed 
mass-like thickening of the gallbladder wall with multiple 
intramural hypoattenuated nodules.

Figure 2 Postcontrast CT scan images showing 
thickening and inflammation in antropyloric region and 
first part of the duodenum.

Figure 3 H&E (x200) image showing thickened 
gallbladder wall with inflammatory infiltrate; composed 
predominantly of foamy macrophages, admixed with 
lymphocytes, plasma cells and few neutrophils.
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chronic cholecystitis and predominantly seen in women between 
the ages of 60 and 70 years.1 The clinical presentation of XGC 
resembles acute or chronic cholecystitis and it mimics GB cancer 
macroscopically and on imaging, until it is proved by histo-
logical diagnosis.2 Direct involvement of extra GB organs and 
structures is not common.3 The most common sequelae include 
perforation, abscess formation, fistulous tracts and extension of 
the inflammatory process to the surrounding structures.3 Our 
patient was a woman who had a history of worsening nausea, 
vomiting and tenderness at the right upper quadrant. However, 
neither findings on physical examination nor results of labo-
ratory tests appeared to be useful in the differential diagnosis 
of XGC among other more frequent cholecystitis types or GB 
carcinoma. Although the aetiology of XGC is still not clear, 
some studies have reported that the extravasation of bile into 
the GB wall is believed to initiate the development of the inflam-
matory process.3 XGC is often mistaken for GB carcinoma. 
However, in few studies, a positive association between XGC 
and carcinoma of the GB has been reported.3 4 The differential 
diagnosis of XGC and GB adenocarcinoma/cholangiocarcinoma 
is very difficult.5 The clinical presentation can be similar, and in 
patients with XGC, the CA19-9 (carbohydrate antigen  19-9) can 
be normal or elevated.5 It is also difficult to differentiate these 
conditions with ultrasound, CT and MRI imaging.6 The role 
of frozen sections is also important and they should always be 
performed. However, in cases showing extensive invasion of 
extra GB organs, the surgical strategy should not be determined 

only by frozen section examination since it can give false nega-
tive results.7–9 The purpose of this manuscript is to highlight the 
fact that preoperative and intraoperative differential diagnosis 
of XGC from GB carcinoma remains a challenge when it is asso-
ciated with inflammatory involvement of surrounding tissues, 
and XGC can present as one of the rare causes of gastric outlet 
obstruction.
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Learning points

 ► Xanthogranulomatous cholecystitis (XGC) can mimic 
gallbladder carcinoma on clinical examination and imaging.

 ► XGC can rarely present with gastric outlet obstruction.
 ► Diagnosis of XGC can be made on histopathological 
examination only.
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