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Abstract:  

Introduction: In an endemic area, gallbladder tuberculosis is a frequent infectious aetiology affecting an uncommon organ. The 

high prevalence of carcinoma gallbladder in tuberculosis infected areas, such as India, creates diagnostic challenges. The 

gallbladder is a hollow organ located beneath the liver's right lobe. The form of the gall bladder is similar to that of a tapper sac. 

The gallbladder is a tiny organ that stores bile. Although gall bladder tuberculosis is uncommon and treatable, it might be confused 

with other clinical diagnoses, such as carcinoma tuberculosis of the gall bladder, which can mirror cancer clinically. Gall bladder 

tuberculosis is extremely rare. Symptoms include severe stomach pain, pain that may extend beneath the right shoulder blade 

or to the back and pain that lasts for many days. 

Clinical Finding:  Abdominal discomfort, Losing weight, Consistent ache in upper right abdomen, stomach ache, Dyspepsia is a 

digestive disorder (gas), bilious vomit, bilious vomit, bilious vomit, Deficiency, Appetite loss. Losing weight, Obstruction causes 

jaundice and vomiting. 

Diagnostic Evaluation: Chemotherapy and Radiation Therapy, TLC-16,200, Platelet-15000, MCV-67.0, Bilirubin-0.7, Hemoglobin-

12.2GM%, WBC-15,580, TLC-16,200 

Therapeutic Intervention: Syp. Oroferxy 2tsp BD, Syp. lypisyme 2tsp TDS, Protein Powder 2tsp TDS, Cap. Becolin OD 

Outcome::  Painkillers for the stomach, Losing weight, Consistent ache in upper right abdomen, Dyspepsia, indigestion (gas), 

bilious vomit, bilious vomit, bilious vomit, Deficiency, Appetite loss. Loss of weight. The patient's condition has stabilized and is 

currently being closely followed. 

Conclusion: The patient has been admitted to AVBRH's Surgery Department, where he will continue to receive medical and 

nursing care. His status is stable and being closely watched. 

Keywords: Gallbladder Cancer, Polyps,  Gallbladder,  Pseudo Polyps, True Polyps, Tuberculosis 

INTRODUCTION: 

mailto:rekhakamble2205196@gmail.com
mailto:pisesangita1@gmail.com
mailto:roshanumate11@gmail.com


Nat. Volatiles & Essent. Oils, 2021; 8(5): 810 - 815 

 
 
 

811 

Gallbladder tuberculosis is quite uncommon.1. Gaucher reported the first case of gall bladder tuberculosis 

in 1870. 2 A presumed cancer gallbladder tumour may occasionally turn out to be TB.3 Because 

radiographic examinations sometimes fail to distinguish between the two, postoperative 

histopathological evaluation is the diagnostic technique.4 In Pakistan, tuberculosis is fairly common. As a 

result, the incidence of gallbladder tuberculosis is likely to be higher than that reported in the Western 

literature. In cases of gallbladder mass where malignancy is not proven preoperatively, TB of the 

gallbladder should be investigated. . Gallbladder tuberculosis (GT) is a very uncommon disease. 

Hematogenous tuberculosis or other intra-abdominal tuberculoses are the most common infections in 

the gallbladder. 5,6 It's rare to have a correct preoperative diagnosis of GT, which might be difficult to 

distinguish from other gallbladder illnesses. Since Gaucher described the first incidence of GT in 1870.7  

In the literature, just a few examples have been described. We provide a case of a patient who had surgery 

after a computed tomography (CT) scan revealed a preoperative diagnosis of gallbladder cancer. We also 

stress the necessity of distinguishing between two or more diseases with similar indications or symptoms. 

Infection with tuberculosis has been studied as a possible cause of cancer. TB has lately been linked to the 

development of pyothorax-associated lymphoma (PAL) in this regard. 8,9  This lends credence to the well-

documented formation of malignant tumours in the peripheral lungs at the site of scars left over from old-

healed mycobacterial infections. However, one study found that having a history of tuberculosis was only 

coincidental with the development of cancer.10 

Notably, malignancies and the medicines used to treat them appear to produce the ideal environment for 

the reactivation of a latent tuberculosis infection or, in rare cases, the acquisition of a primary 

mycobacterial infection. Mycobacterial infections are linked to immunosuppression, particularly the 

suppression of T-cell defensive mechanisms. The majority of leukemias and lymphomas are linked.11,12 

When two more variables are taken into account, the association between tuberculosis and malignancy 

becomes much more difficult to understand. First, multiple investigations have shown that tuberculosis 

inflammatory alterations and malignant cells coexist in tissue biopsies. Furthermore, despite the fact that 

novel radiological imaging studies such as combined PET and computed tomography.  Despite the fact 

that tuberculosis and cancer are both highly frequent diseases, the pathophysiological and practical 

implications of their coexistence have received little attention. We wanted to look over the research and 

find data on the link between tuberculosis and cancer in order to bring attention to under-appreciated 

parts of this link and possibly extract clinically important information. 

Patient Information:  

On May 8, 2021, a 65-year-old male patient was admitted to AVBRH with complaints of vomit, weakness, 

loss of appetite, weight loss, jaundice and vomiting, indigestion and dyspepsia, and certain investigations 

with gall bladder malignancy were performed, including radiotherapy, MRI, CT scan, and other tests. 
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Family history: The family consists of six members. Everyone in my patient's family is in wonderful health, 

with the exception of my patient, who was admitted to the hospital. The other members did not have any 

health issues. 

Past history: .There is no relevant medical or surgical history for the patient. 

Clinical finding: Abdominal pain, Losing weight, Consistent ache in upper right abdomen, stomach ache, 

Dyspepsia is a digestive disorder (gas), bilious vomit, bilious vomit, bilious vomit, Deficiency, Appetite loss. 

Losing weight, Obstruction causes jaundice and vomiting. 

Physical Examination: My patient is experiencing body redness, Necrosis on stomach, and dry mouth. 

Diagnostic assessment: TLC:-16, 200, PLT:-15, 000, MCV:-67.0, HB-.12.2, Total Wbc count -15580, TLC:-

16, 200, PLT:-15, 000, MCV:-67.0SR. BILIRUBIN:-0.7, SR. BILIRUBIN:-0.7, SR. BILIRUB Renal function test 

and liver function test. 

Therapeutic Intervention :– Inj .Manintol100ml STAT, Inj.Levipril 1gm STAT, InjPcm 100ml STAT, Inj Pan 

40mg STAT, Tab Amlodepine 5mg STAT, InjLabetatol 100mg, Inj.Cefrixone 2gm BD, Inj.Emset 4mg SOS 

 

Discussion: 

The growth of tubercle bacillus is inhibited by the high alkalinity of bile and bile acids, hence GBTB is 

uncommon. However, GBTB is predisposed to by cystic duct obstruction, which results in low bile acid 

concentration and injury to the gallbladder mucosa. By hematogenous or lymphatic spread from 

neighboring positive foci, serosal spread from a peritoneal lesion, or canalicular dissemination, 

tuberculosis can affect the gallbladder.13   

The obstruction of the cystic duct in this case most certainly made tuberculosis more prevalent. 

Furthermore, cholelithiasis, which acts as a Indus for the development of TB, has been documented in 

nearly two-thirds of GBTB patients, but not in our case. In immunocompromised individuals, GBTB can 

manifest in a variety of ways as a component of miliary or disseminated abdominal TB.14  

Despite sophisticated imaging modalities, GBTB provides a diagnostic difficulty prior to surgery, resulting 

in missed diagnoses. Thickened gallbladder wall, nodular lesion with homogenous enhancement, calcify 

flecks, and necrosis can all be seen on contrast-enhanced computed tomography imaging of GBTB.15 

The literature on magnetic resonance imaging (MRI) for biliary TB is limited and largely describes biliary 

strictures. We believe that T2 hypo intense nature, diffusion limitation, and peripheral augmentation of 

soft-tissue thickening could have been a clue for a differential of biliary TB based on a retrospective 

examination of MRI results in this patient. The diagnosis of gallbladder cancer with periodical 

dissemination was made because biliary tumours with sclerosing components often have comparable 
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characteristics. All of these features are well characterized for hepatic tuberculomas, we believe. 16 as 

proven in our situation can be extrapolated to biliary tubercular lesions. In a contrast-enhanced CT scan, 

the micro nodular type is identified by a polypoid or micro nodular lesion with a uniformly increased 

gallbladder wall. The thickened-wall kind of GT is the most prevalent, and it's often mistaken as GC or 

cholecystitis. 17. The mass-forming type's CT presentation is comparable to the GC, which displays flecked 

calcification of the gallbladder wall. 18. A number of studies on extrapulmonary tuberculosis were 

reported19-23. Few of the complicated cases were reviewed24-27. To differentiate gallbladder tuberculosis 

from XGC and gallbladder cancer, a tissue mass with multicentre necrosis or multiple calcifications on 

enhanced CT scan may be relevant. 

Conclusion: 

Gallbladder tuberculosis looks like gallbladder cancer. A differential diagnosis of gallbladder tuberculosis 

should be explored in individuals with gallbladder masses who have a history of tuberculosis or who come 

from endemic areas. Antitubercular medication should be given to all individuals who test positive for 

acid fast bacilli. Anti tubercular medications should be customized to the patient's specific needs. In 

individuals with histological findings indicative of tuberculosis but no acid fast bacilli, antitubercular 

treatment should be explored in the presence of risk factors. Gallbladder TB manifests itself in a variety 

of ways on CT, and the increased CT findings correlate well with pathological characteristics. A gallbladder 

wall with uneven thickening or a gallbladder with a gallbladder with a gallbladder with a gallbladder. A 

history of TB or concurrent tuberculosis in other locations may help to diagnose biliary tuberculosis. 

Following surgery, antitubercular medication is critical for preventing future spread. 
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