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Tuberculosis of the Cystic Duct Lymph Node
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Tuberculosisof thecystic duct lymph nodeassociated with choldithiasisisrare. Wereport a
case of a 40 year-old woman with this pathology. She presented with anorexia, biliary colic,
postprandial fullnessand fever. Imaging studiesrevealed choldithiasisand several visibleportal
lymph nodes. Cholecystectomy was performed and histopathological examination showed
tuberculosisof the cystic duct lymph nodewithout affecting the gallbladder. The presence of
gallstonesand lymphadenopathy in computed tomogr aphy, associated with per sistent fever and
symptomsthat resemblecholecystitis, should cause suspicion of tuber culosis. However, diagnosis
is usually achieved by microscopic appearance of caseating granulomas and isolation of
Mycobacterium tuberculosis. The treatment in this case consisted of cholecystectomy and

antitubercular chemotherapy.
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After pulmonary tuberculosis, the gastrointestina
tract isone of the commonest sites of devel opment of
thispathol ogy. However, hepatobiliary tuberculosisis
rare, seenin aproximately 1% of all abdominal cases
[1]. Tuberculossof thecystic duct lymph nodeisol ated
hasnot beenfoundinliterature. Thediagnosisisdifficult
because of the absence of characteristic symptomsand
signs. Therefore, wereport acase of thispathology
associated with choldithiasis.

Case Report

A 40-year-old woman had beenwd |l until 8 months
before admiss onwhen shedevel oped anorexiaand lost
7kg. Atdinicd investigation, shehad upper abdomina
pain presented ashiliary colic, postprandia fullnessand
afternoon fever. Therewasno history of jaundice.
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There was no abnormality at chest X-ray.
Endoscopy disclosed gadtritis. At abdomina ultrasound,
the galIbladder was dilated with alarge gallstone and
theliver and the spleenwereenlarged.

At videol gparoscopic surgery, cholecystectomy was

performed. Histopathol ogica examination of thecystic
duct lymph node showed granulomaswith caseating
necrosisand Langhans-typegiant cdls(Figurel). The
gallbladder itself had no signsof thispathology.
After operation, the patient was submitted to computed
tomography in order tofind any evidenceof disease. It
waspossibleto find several lymph nodessurrounding
theportal vein (Figure2).

The patient wastreated withisoniazid, rifampicin
and pyrazinamide. After 30 days, hepatosplenomegay
wasreduced. She gained weight and had nofever.

Discussion

Tuberculosisof thecystic duct lymphnodeisrare.
When present, the gallbladder is also affected [2].
However, itispossiblethat high concentrationsof bile
acidsprovide protection against the tubercle bacillus
[3]. Thepresenceof gdlstones, whichwasdetectedin
more than 90% of the reported cases of gallbladder
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Figure 1. Cystic duct lymph node showing granulomaswith caseating necrosisand aL anghans-typegiant cell
(arrow)
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tuberculosis, may play an important role in the
development of this disease [4,5]. Although our
patient had a gallstone, she did not develop this
association of the disease.

Diagnosis of this pathology associated with
choldithiassisdifficult becausethesymptomsresemble
cholecydtitis: postprandial pain, dizzinessand fever
[5,6]. Althoughjaundiceisusudly not seen[1], afew
cases have been reported [2,7]. Leukocytosisis a
common feature[5].

Making an early diagnosis of this pathology is
important to avoid gallbladder tuberculosisand the
formation of biliary fistulae that may progress to
biloma and infected abscess [8,9]. Although
ultrasound and computed tomography may be of
valuableimportance asthey can disclosethe presence
of gallstones and lymphadenopathy, thediagnosisis
usually achieved by microscopic appearance of
casesting granulomasand isol ation of M. tuberculosis
[6]. A suitabletechnique used to detect its presence
isthe PCR method, especialy when the culture of the
pathogensisdifficult[6].

The treatment consists of antitubercular
chemotherapy [8] and cholecystectomy whenthereare
galstones.

References

1 Goyd S.C.,Goyd R., MahotraV., Kaushik K. Tuberculosis
of thegall bladder. Indian JGastroenterol 1998;17:108.

2. Prasad A., Pandey K.K. Tuberculous hiliary strictures:
uncommon cause of obstructive jaundice. Australas
Radiol 2001;45:365-8.

3 AutioV.,Virtanen S, AntilaL. Biliary tract tubercul osis.
Ann Chir Gynacol Fenn 1963;52:50-7.

4. Bergdahl L., Boquist L. Tuberculosisof thegallbladder. Br
JSurg 1972;59:289-92.

5 Ziarek S., DeddoucheM., Zoubir Y., Taeb M. Tuberculose
delavésiculebiliaire. A proposdetroiscas. Med Chir
Dig1975;4:219-22.

6. BenR.J, Young T., Lee H.S. Hepatobiliary tuberculosis
presenting as agall bladder tumor. Scand J Infect Dis
1995;27:415-7.

7. Kohen M.D., Altman K.A. Jaundice due to arare cause:
tuberculous lymphadenitis. Am J Gastroenterol
1973;59:48-53.

8 Gupta N.M., Khaitan A., Singh V., Radotra B. Isolated
gallbladder tuberculosis with postoperative biliary
fistula. Endoscopy 1998;30:S73-4.

9. Hahn ST, Park SH., Shin W.S,, Kim C.Y., Shinn K.S.
Gallbladder tuberculosis with perforation and
intrahepatic biloma. J Clin Gastroenterol 1995;20:84-6.

www.bjid.com.br



