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ABSTRACT

Gall bladder is an uncommon site of extrapulmonary tuberculosis, often 
presenting with nonspecific symptoms that mimic other gallbladder diseases. It 
is more prevalent in developing countries. Here, we report a case of a 26-year-old 
female who presented with right upper quadrant pain. Radiological investigations 
suggested cholelithiasis, and later histopathological examination revealed gall 
bladder tuberculosis. We discuss the clinical presentation, diagnostic challenges, 
and emphasize the crucial role of histopathology in confirming the diagnosis of 
gallbladder tuberculosis.
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INTRODUCTION
Abdominal tuberculosis is quite common 
in the developing world, but gall bladder 
involvement by tuberculosis is extremely rare. 
Gall bladder tuberculosis was first reported 
in 1870 by Gaucher and remains a rarity, 
with only around 50 cases documented until 

2003.1 It accounts for approximately 1% of 
abdominal tuberculosis cases and mostly 
affects females over 30 years of age.2,3 It is very 
difficult to make a preoperative diagnosis of 
gall bladder tuberculosis prior to surgery or 
biopsy. Cholelithiasis with or without cystic 
duct obstruction is the main associated factor 
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for gallbladder tuberculosis. Because of this 
type of presentation, gall bladder tuberculosis 
mimics the malignancy. A high level of 
awareness, detailed workup helps in early 
diagnosis and proper treatment. Herein, we 
report a case of gallbladder tuberculosis in a 
26-year-old female.

CASE REPORT 
A 26-year-old female patient presented to the 
General Surgery outpatient department with 
chief complaints of recurrent attacks of right 
upper abdominal pain mainly in the right 
hypochondrial region, which is insidious in 
onset and progressive in nature for the last 
three months. This pain was localised and 
intermittent, with increases in intensity on 
eating spicy and fatty meals. There was no 
history of fever, weight loss, loss of appetite, 
or lymphadenopathy. There was a history 
of itching, clay-coloured stools, melena, and 
night sweats. There was no past history of 
tuberculosis or contact with a tuberculosis 
patient, hepatitis, or jaundice. Physical 
examination revealed tenderness in the right 
hypochondrium. 

Complete blood count showed 
lymphocytosis, and ESR was raised. The rest of 
the hematological investigations were normal. 
Abdominal ultrasound showed the gallbladder 
with a thickened wall, and a single gallstone 
was impacted at the neck of the gallbladder. 
On the basis of clinical, haematological, and 
radiological investigations, a diagnosis of 
chronic calculus cholecystitis was made, 
and the patient underwent laparoscopic 
cholecystectomy under general anaesthesia.

On histopathological examination, grossly, 
the cholecystectomy specimen, measuring 6x2.8 
cm, was received with the presence of a single 
calculus impacted at the neck of the gall bladder 
with a maximum wall thickness of 7mm.

Figure 1: Showing 6x2.8 cm thick walled gall bladder 
having a single stones impacted at the neck of gall bladder

Microscopic examination of the gallbladder 
showed chronic granulomatous lesions 
with multiple caseating granulomas, central 
necrosis, epithelioid cells, Langhans giant cells, 
and chronic inflammatory infiltrate (Figure 2). 
Ziehl-Neelsen staining demonstrated acid-fast 
bacilli within the granulomas, confirming the 
diagnosis of tuberculosis. However, auramine 
rhodamine stain and immunofluorescence 
could not be performed.

Figure 2: Showing caseous necrosis with well-formed 
epithelioid cell granulomas. (10X and 40X respectively)

DISCUSSION
Gallbladder tuberculosis is rare and often 
associated with other intra-abdominal 
tuberculosis that could affect the gallbladder 
via lymphatics or the bloodstream.4 In our 
case, there was no history of pulmonary 
or abdominal tuberculosis. Hepatobiliary 
tuberculosis is more common in males, with 
a male to female ratio of 2:1, but gallbladder 
tuberculosis is commonly reported in females 
over 30 years of age.4,5 Our patient was a 
26-year-old female. Several theories suggest 
the pathogenesis of gallbladder tuberculosis. In 
this, cholelithiasis and cystic duct obstruction 
are important predisposing factors.6 Damage 
to the gallbladder lining epithelium due to 
gallstones appears to promote tuberculosis 
infection. 7 Cystic duct obstruction can reduce 
bile acid levels in the gallbladder, lowering 
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resistance against tuberculosis infection. 
Additionally, abdominal tuberculosis affecting 
the ileum can disrupt bile absorption, leading 
to gallstone formation.8,9

Presence of gallstones in gallbladder 
tuberculosis varies in various reported studies, 
suggesting cholelithiasis was present without 
any systemic tuberculosis history.

Symptoms of gallbladder tuberculosis 
vary but commonly include abdominal pain, 
jaundice, weight loss.10,11 In our case, right 
hypochondrium pain was there for the last 
3 months. But no classical clinical signs and 
symptoms of tuberculosis like low grade fever, 
lymphadenopathy, weight loss were present. 

Laboratory tests such as an increased ESR, 
anemia, and a positive Mantoux tuberculin 
skin test may prove in diagnosing gallbladder 
tuberculosis. Xanthogranulomatous cholecystitis, 
can be a differential diagnosis of gallbladder 
tuberculosis.12 The presence of a gallbladder 
mass in association with cholelithiasis poses a 
challenge as both tuberculosis and carcinoma 
can exhibit regional lymphadenopathy. Liver 
metastasis or infiltration suggests carcinoma, 
while lung lesions or mesenteric thickening 
lead towards tubercular infection.13

Computed tomography (CT) can show 
distinct patterns suggestive of gallbladder 
tuberculosis, such as thickened-wall types 
or mass-forming types.14 MRI findings can 
mimic those of gallbladder carcinoma, 
emphasizing the need for histopathological  
confirmation.15 Treatment involves anti-
tubercular therapy (ATT) pre or post-
cholecystectomy, depending on diagnosis 
timing, followed by cholecystectomy if 
gallstone disease is present.16 Postoperative 
ATT is given to prevent infection spread.

CONCLUSION
Gallbladder tuberculosis is a rare condition 
often mistaken for malignancy due to the 
presence of thickened wall. Histopathological 
examination, supported by special stains and 
molecular techniques, plays an important role 
in confirming the diagnosis. Early diagnosis 
and initiation of anti-tubercular therapy are 
essential for successful management and 
prevention of complications. Awareness of 

this and its differential diagnosis is essential 
for appropriate management.
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