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Abstract- Tuberculosis (TB) of the gallbladder is an uncommon disease that was first described by Gaucher in
1870.1 It is difficult to differentiate from other gallbladder diseases, such as gallbladder carcinoma and
Xanthogranulomatous Cholecystitis. The absence of specific clinical signs and overlapping of symptoms with
cholelithiasis make the perioperative diagnosis of TB difficult.> A correct preoperative diagnosis of Gall
Bladder Tuberculosis (GBTB)is difficult. The final diagnosis is usually made postoperatively according to
histopathological report of surgical biopsy.

Here, we report a case of a patient who underwent surgery with the post-operative diagnosis of gallbladder
carcinoma. We reviewed the literature and present the various differential diagnosis of conditions that share
similar signs or symptoms.
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I.  Introduction
Gallbladder tuberculosis (GBTB) is an infrequent disease presenting as cholecystitis. The preoperative
diagnosis ofgall bladder tuberculosis is strenuous, and reviewing the literature highlights the fact that most cases
are diagnosed post-cholecystectomy or at postmortem. Here we report case of patient who underwent surgery
with postoperative diagnosis of gall bladder tuberculosis.A well-informed and written consent was taken from
the patient.

Il.  Case Report

A 45-year-old women presented with history of pain right hypochondrium since 1month. Pain was
insidious in onset, mild in intensity, non-progressive in nature, non-radiating, not associated with aggravating or
relieving factor. There was no past or family history of tuberculosis.

On examination, the patient was found to be averagely built and well nourished. She had no cyanosis,
jaundice or edema or generalized lymphadenopathy. The examination of abdomen revealed tenderness on deep
palpation in right hypochondrium. The rest of systemic examination did not reveal any abnormality. Per rectal
examination was normal. Provisional diagnosis of cholecystitis was made and patient was investigated further.

The routine investigations were all within normal limit. Liver function test showed bilirubin to be
0.5gm%. SGOT, SGPT and ALP within normal limits. The Xx-ray chest showed no increased markings or radio-
opaque shadow. Plain x-ray of abdomen did not show any radio-opaque shadow in gall bladder or common bile
duct.

CECT abdomen revealed 28x28mm area of soft tissue thickening in region of gall bladder fundus with
irregular margins and indistinct planes with adjacent parenchyma? Carcinoma GB? Chronic organized GB
sludge.

The patient underwent elective cholecystectomy. Intra-operatively gall bladder densely adherent to
transverse colon and pyloric region of stomach [Image 1]. Gall bladder was fibrosed with thick wall. Common
bile duct was normal. There were no signs of peritoneal tuberculosis. Cholecystectomy was performed and the
gall bladder was removed from body. The patient had a very smooth and uneventful post operative period. The
gall bladder was sent for histopathological examination. Cut section showed ulcerated mucosa, wall thickness
ranges in size from 0.8to lcm. No stone recovered. Histological examination revealed granulomatosis
cholecystitis with giant cell reaction and caseating necrosis.

The patient was discharged on anti-tubercular treatment. Since then she is attending follow up clinics regularly
and is symptom free.
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Image 1- intra-operative image of gall bladder
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Image2- histopathological examination
showing granuloma formation

Image 3- histopathological report
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I11.  Discussion
Gall bladder tuberculosis is rare disease entity found in 1% of abdominal TB cases. Gall bladder is
mostly infected through hematogenous route or directly via intra-abdominal source. The first case of gall
bladder tuberculosis was reported in 1870 by Gaucher.

The gallbladder is infected by mycobacterium tuberculosis as a sequalae to miliary tuberculosis,
abdominal tuberculosis or via enterohepatic route. Four distinct clinical varieties of gallbladder tuberculosis
have been recognized [2]: (1) As a sequela of miliary tuberculosis in children and in adults, (2) As a constituent
of disseminated abdominal tuberculosis, (3) Isolated gallbladder tuberculosis without significant tubercular
focus anywhere in the body and (4) Involvement of gallbladder in immunocompromised states due to uremia
[2], cancer or AIDS [3].

GBTB has different presentations as a component of miliary or disseminated abdominal TB in
immunocompromised states or as isolated involvement[4], as seen in the present case. The symptoms may be
coinciding with symptoms of acute cholecystitis or frank malignancy[5-7]. Hence, GBTB should be considered
as a differential diagnosis for gallbladder mass, especially in an endemic area population or in an
immunocompromised patient.

According to Sir BOA Moynihan, a “gall stone is a tomb-stone erected to the memory of the organism
within it”.So, mycobacteria can also lead to cholelithiasis and/or cholecystitis, particularly when tuberculosis
has disseminated to the peritoneum and lymph nodes in the surroundings[5]

There are no classic presentations of gall bladder tuberculosis, it can vary from histological examination
surprise, to gall bladder perforation. The differential diagnosis of GBTB includes acute and chronic
cholecystitis, polypoid lesions and gallbladder carcinoma. The presence of a mass inside the gallbladder
associated with cholelithiasis is indistinguishable from carcinoma of the gallbladder. Moreover, both GBTB and
carcinoma can lead to regional lymphadenopathy. The presence of metastasis or infiltrates in liver suggests the
presence of a gallbladder carcinoma. On the other hand, cavitatory lesions of lung or mesenteric thickening is
commonly found in patients with tubercular infection[8]. The diagnosis of tuberculosis of gall bladder is
difficult so all post cholecystectomy specimens should be sent for histopathological examination for evidence of
tuberculosis[9]. Ironically, postoperative histopathological confirmation becomes the greatest tribulation of
diagnosis because a condition that is curable medically has to follow surgery[10]

Common presenting feature of gallbladder TB are abdominal pain, fever, anorexia and weight loss [7].
Gallbladder perforation with intrahepatic biloma has also been reported. [11]. Xu et al [12] also showed that CT
imaging for gallbladder TB may mimic a polyp, cholecystitis or carcinoma. The presence of thickening of gall
bladder wall and heterogenous enhancement may suggest caseating or liquefactive necrosis, which was found in
our patient. However, the differential diagnosis of gallbladder TB was not made in this patient with no
significant past medical history and lack of immunosuppression. The possible diagnosis of a gallbladder TB
based on the CT finding can only be considered retrospectively after histopathological analysis reveals AFB.
Preoperative Ultrasound-guided fine needle aspiration cytology of the gallbladder, although not performed on
daily basis but may suggest the presence of gallbladder TB: Multiple granulomas with inflammatory and
multinucleated giant cells and a positive Ziehl-Neelsen stain are the typical findings of gall bladder tuberculosis
as is seen in our patient Image [2,3]. Histology being confirmatory for gallbladder TB, is not specific or
validated due to insufficient data [7,8,13,14] . The management of gallbladder TB is similar to pulmonary
and/or intra-abdominal TB. The gold standard therapy is use of quadruple drugs (inclusive of rifampicin,
isoniazid, pyrazinamide and ethambutol[15]. In the case of complications like biliary obstruction, endoscopic or
surgical management is still essential to relieve the obstruction in addition to anti-tuberculous treatment [16]

IV.  Conclusion

Gall bladder tuberculosis is a rare entity. As tuberculous cholecystitis is difficult to diagnose, and most
cases are diagnosed post cholecystectomy. GBTB, a rare entity, can mimic other GB conditions such as
malignancy and xanthogranulomatous cholecystitis preoperatively. Radiological investigations combined with
clinical manifestations and histopathological examination of the resected specimen can lead to the diagnosis of
GBTB. It should be one of the key differential diagnoses by the surgeons, especially in endemic areas.
Eventually, all the resected post cholecystectomy specimens should be examined histopathologicaly to diagnose
incidentally detected GBTB as found in our case.
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