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ABSTRACT

Tuberculosis (TB) is an infectious disease caused by acid-fast bacilli Mycobacterium tuberculosis (MTB). The lung remains the
most common site involved by it. Extrapulmonary sites of TB are lymph nodes, pleura, bone, joints, urogenital tract, and meninges.
Isolated Cystic Duct Tubercular Lymphadenitis (CDL TB) without involving the gallbladder is an uncommon manifestation of TB
that primarily affects the lymph nodes around the cystic duct. A multidisciplinary approach is essential for accurate diagnosis and
successful management of such cases. The authors hereby present a case of a 28-year-old female, without any evidence of TB
elsewhere and an incidental finding of CDL TB. “The patient was sent with a clinical diagnosis of Chronic Calculus Cholecystitis
(CCC)”. This highlights the need for comprehensive clinical evaluation and diagnostic investigations to avoid misdiagnosis or delayed
management. This underscores the significance of maintaining a high index of suspicion for extrapulmonary TB, particularly in regions
where the disease remains endemic. Healthcare practitioners should be vigilant when encountering unusual clinical presentations
or when dealing with atypical combinations of gallbladder pathologies, as illustrated by the concurrent occurrence of CDL TB with
CC with evidence of Pyloric Metaplasia (PM) and cholesterolosis without cholelithiasis, as in the patient of the present case report.

CASE REPORT

A 28-year-old married female (Gravidal Parity1) presented with
right upper quadrant non radiating abdominal pain for three
months and intermittent fever and vomiting for one month. Pain
was relieved on taking medication. There was no aggravating
factor. There was no history of cough, haemoptysis, anorexia,
weight loss, night sweats, diarrhoea, dysuria, haematemesis or
melaena. Her past history and family history were also insignificant.
There was no history of contact with Tuberculosis (TB) patients.
On examination, her vitals were stable, and tenderness in the
right upper quadrant with a positive Murphy’s sign was noted.
There was no organomegaly. Laboratory investigations showed
anaemia {Haemoglobin (Hb) 9.6 g/dL}. Other laboratory
parameters were within normal limits. Abdominal Ultrasonography
(USG) revealed dilated gallbladder with gallstones, suggestive
of cholelithiasis and chronic cholecystitis. However, there was
no mention of the cystic duct lymphadenopathy. Laparoscopic
cholecystectomy was performed. The excised gallbladder
was sent for Histopathological Examination (HPE). On gross
examination, gallbladder specimen measuring 6x2x2 cm was
received. External surface was unremarkable and wall thickness
measured 0.3 cm. However, no stone was identified. A lymph
node measuring 0.8x0.5 cm was identified near the cystic duct
and the cut surface was grey-white. Microscopic examination
showed features of Chronic Cholecystitis (CC) with Cholesterolosis
and Pyloric Metaplasia (PM) [Table/Fig-1a]. Lymph node revealed
multiple epithelioid cell granulomas with central caseous necrosis
and lymphocytic cuffing and Langhans-type giant cells [Table/Fig-
1b,c]. Ziehl-Neelsen stain demonstrated Acid-fast Bacilli (AFB)
[Table/Fig-1d]. A final diagnosis of Incidental CDL TB with CC with
PM and cholesterolosis was rendered. On follow-up, Computed
Tomography (CT) scan of the abdomen was done 10 days after
the operation, which showed no abdominal lymphadenopathy or
evidence of any other abdominal pathology. Sputum smears done
for demonstration of AFB were inconclusive. On follow-up, the
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]: a) Gallbladder wall showing Chronic Cholecystitis (CC) with Pyloric
Metaplasia (PM) (1) (H&E; 40x); b) Low power view of the cystic duct lymph node
showing caseous necrosis (1) (H&E; 40x); c) High power view of cystic duct
lymph node showing epithelioid cell granuloma with Langhans giant cell (1) and
caseous necrosis (H&E; 400x); d) Acid-fast bacilli (AFB) (1) on Ziehl-Neelsen stain
(H&E; 1000x oil immersion).

patient had taken antitubercular drugs for three months and had
no complaints till now.

DISCUSSION

The TB is a widespread infectious disease involving around
20-43% of the world’s population [1]. Lungs are most affected
by Mycobacterium tuberculosis (MTB) infection. The second
most commonly involved system is the Gastrointestinal (Gl)
tract. However, hepatobiliary system involvement is very rare,
accounting for 1% of total cases [2]. Involvement of Cystic
Duct Lymph nodes (CDL) by TB is extremely rare and only few
cases of isolated Cystic Duct Tubercular Lymphadenitis (CDL
TB) without affecting the gallbladder are documented in the
literature [2,3].
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Biliary TB occurs either by direct biliary contaminations from
swallowed mycobacterium or extension from adjacent affected
structures and rarely by haematogenous spread [4].

In 1985, the first laparoscopic cholecystectomy was performed;
thereafter it has become the procedure of choice for gallbladder
removal. It is one of the commonest surgeries performed worldwide,
mostly for gall stones [5]. CDL is typically found in Calot’s triangle,
superficial to cystic artery and lateral to bile duct. It is also known
as cystic lymph node of Lund or Mascagni’s node [6]. Among the
spectrum of causes of CDL, enlargement reactive lymphadenopathy
in the context of CC is most common, followed by sinus histiocytosis,
metastasis, lymphoma, and TB. Other rare causes include lipid
histiocytosis or ectopic tissue from various organs such as the
pancreas [7,8].

TB is a globally prevalent infectious disease, primarily affecting
the lungs. While TB primarily affects the lungs, extrapulmonary
manifestations can occur, including lymphadenitis in various regions
of the body [9].

The prevalence of CDL TB is relatively low, and the condition is
more commonly seen in regions with a high burden of TB. Factors
such as immunosuppression, crowded living conditions, and
inadequate healthcare access may contribute to its occurrence.
Isolated tuberculous involvement of the CDL is exceedingly
rare [9,10].

Patients with CDL TB often present with nonspecific symptoms,
including abdominal pain, discomfort, and jaundice [11].
Preoperative diagnosis of isolated CDL TB is a challenge as
it is often missed clinically or radiologically [3]. The presence
of an enlarged lymph node adjacent to the cystic duct raised
suspicions of malignancy. Accurate diagnosis of CDL TB
requires a combination of clinical assessment, imaging studies
(USG, CT), and laboratory tests {TB culture, Polymerase Chain
Reaction (PCR)}. Fine-needle Aspiration Cytology (FNAC)
or biopsy of affected lymph nodes may provide essential
diagnostic information [2,3,9]. The index case demonstrated
CDL TB that was diagnosed erroneously as a cystic duct
stone on USG and a thickening or impacted stone in the wall
preoperatively. The final diagnosis of CDL TB was rendered
on HPE.

According to Ghazanfar A et al., diagnosis of CDL TB can
be made if HPE demonstrates the presence of caseating
granulomatous lymphadenitis with Langhans type of giant cell
or demonstration of AFB in histopathology or PCR or culture
positivity of MTB [3].

Isolated CDL TB without involving gallbladder has not been
classified anywhere in the literature and so far only four cases
have been described in the literature without any evidence
of TB anywhere [1-3,11]. The index case is similar to Sali
G et al., de Melo VA et al and Ghazanfar A et al., where the
patients underwent cholecystectomy for cholelithiasis and
after HPE were diagnosed as CDL TB without the involvement
of gallbladder [1-3]. The coexistence of CDL TB with CC and
without cholelithiasis in the present case further complicated
the diagnostic process. The enlarged lymph node adjacent to
the cystic duct raised suspicions of malignancy, illustrating the
importance of considering atypical aetiologies even in cases
where conventional diagnoses seem apparent. The identification
of caseous necrosis and AFB on Ziehl-Neelsen staining provided
definitive evidence of mycobacterial infection. The index case is
even rarer as there was no evidence of cholelithiasis as in the
previously discussed cases and additionally, gallbladder showed
cholesterolosis and PM.
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The treatment approach typically involves a combination of
anti-tubercular medications, including isoniazid, rifampicin,
ethambutol, and pyrazinamide [12]. The successful management
of the presented case involved a multidisciplinary approach,
integrating both medical and surgical interventions. The initiation
of antitubercular therapy in tandem with surgical removal of the
gallbladder ensured comprehensive treatment. This underscores
the importance of interdisciplinary collaboration in optimising
patient outcomes, especially in complex cases with multiple co-
existing pathologies.

With early diagnosis and appropriate treatment, the prognosis for
CDL TB is generally favourable [11]. However, delayed diagnosis
or inadequate treatment may lead to complications such as biliary
obstruction, cholangitis, or abscess formation. If the disease is not
treated promptly, it will spread to the biliary tract. It may lead to
biliary stricture, bilioma, and infected abscess. Surgical intervention
may be necessary in cases of abscess formation or obstruction of
the biliary system [3].

Despite the detailed analysis of this case, certain
limitations warrant consideration. The rarity of this presentation
hinders the establishment of generalisable conclusions. Future
research efforts should focus on accumulating more cases
through multi-centre collaborations or retrospective analyses
to enhance our understanding of the epidemiology, clinical
characteristics, and optimal management approaches for similar
cases.

CONCLUSION(S)

The present case report highlights the importance of considering
TB as a differential diagnosis in patients presenting with gallbladder
and biliary tract pathologies, especially when an unusual
presentation or concomitant lymphadenopathy is observed.
Prompt diagnosis and appropriate treatment are crucial for
favourable patient outcomes.
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