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Xanthogranulomatous cholecystitis mimicking gallbladder carcinoma
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Xanthogranulomatous cholecystitis (XGC) is an uncommon form of cholecystitis which presents with non-specific symptoms that is often mistaken for
gallbladder (GB) cancer. Though the clinical and radiologic festures of XGC have been described in detail, exact diagnosis of XGC is virtually impossible.
Fine needle biopsy plays an important role in making differential diagnosis between gallbladder cancer and XGC. A 72 year-old man was admitted to the
hospital complaining of spiking fever and dyspepsia which lasted for 1 month. Blood sample was sent for bacterial culture and he was given parentera pi-
peracillin/tazobactam. Abdominal computed tomography was checked to find out focus of intra-abdomina infection. The result of bacterial culture was
negative and CT showed irregul ar-shaped GB with the asymmetric wall thickening which looked like a GB cancer.(Figurel) Infiltration of the surrounding
hepatic parenchyma and alow attenuated mass-like lesion in liver segment 7 was suspicious for cancer invasion and metastasis. On physica examination,
his abdomen was soft without tenderness. Blood tests showed a white cell count of 10.31x105/L, CRP 14.10 mg/dL, total bilirubin 1.0 mg/dL and normal
liver function tests. Serum CEA level was 1.7 ng/mL and CA 19-9 level was 33.4 U/mL. After he has received antibiotics for two weeks he became afebrile
and his CRP level decreased to 1.12 mg/dL. However, follow-up CT showed constant lesion with the same morphology and size as the previous scan. He
underwent percutaneous liver biopsy for mass lesion on segment 7. The specimen showed non-neoplastic hepatic parenchyma with minima portal
inflammation. He received second percutaneous biopsy for thickened GB wall and the specimen showed non-neoplastic hepatic parenchyma again.
Acid-Fast staining and Polymerase chain reaction test for Mycobacterium tuberculosis were both negative. He underwent third percutaneous biopsy of hep-
aic hilar mass. The last specimen showed xanthogranulomatous i nflammation. He was discharged and prescribed with ora antibiotics. He received multi-
ple endoscopic hiliary procedures for benign biliary stricture. Follow up CT scan showed improvement of GB mass.




