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Abstract

Eosinophilic cholecystits is a rare form of cholecystitis in which eosinophils form the dominant component of inflammatory cells
in the gallbladder wall. It is an acalculous cholecystitis but in rare cases it presents with cholelithiasis. It is frequently associated
with severe diseases like eosinophilia-myalgia syndrome, hypereosinophilic syndrome, parasitic infestations or with drug intake.
A 41-year-old man presented to us with complaints of abdominal pain and tenderness and guarding in the right upper quadrant.
Ultrasonography of the abdomen showed a distended gallbladder with multiple calculi. During open cholecystectomy, a partially
intrahepatic gallbladder with serosal congestion was found. Microscopic examination of the gallbladder showed eosinophils
forming more than 90% of the inflammatory infiltrate. Eosinophils were present in all layers of the gallbladder. A histopathologic
diagnosis of idiopathic eosinophilic cholecystitis with cholelithiasis was made. We present this case because of the rare
occurrence of eosinophilic cholecystitis, the rarity of association of idiopathic eosinophilic cholecystitis with cholelithiasis and the
need to investigate the patient meticulously for other associated disease conditions, which might have a worse prognosis than
cholecystits itself.

INTRODUCTION

Eosinophilic cholecystitis is a rare form of cholecystitis in
which eosinophils form the predominant component of the
inflammatory cell infiltrate in the wall of the gallbladder. (1)

It is described as an acalculous cholecystitis but in rare cases
it is associated with cholelithiasis. (2) Eosinophilic

cholecystitis may be idiopathic or it may be associated with
other disease conditions. (3)

We report a case of idiopathic eosinophilic cholecystitis with
cholelithiasis because of its rarity and the need to investigate
the patient for other associated disease conditions, which
may range from simple gastritis to parasitic infestation, to a
serious condition like hypereosinophilic syndrome or a
debilitating disease like eosinophilia-myalgia syndrome.

CASE REPORT

A 41-year-old male patient presented to us with complaints
of right upper quadrant pain off and on since two months.
Pain was dull and radiated to the back. There was no history
of drug intake and no significant past or family history. On
examination, the patient was afebrile. Icterus, cyanosis and
pallor were not present. Tenderness and guarding were
present below the right costal margin. Murphy's sign was
positive.

Laboratory investigations showed: Hb 10.2g%; TLC 9.8
109/L; DLC: neutrophils 68%, lymphocytes 30%,
monocytes 1% and eosinophils 1%; platelet count 153
109/L; serum bilirubin (total/direct) 0.4/0.2mg%; alkaline
phosphatase 63IU/mL; SGOT 33IU/mL; SGPT 42IU/mL;
total proteins 7.6g% and albumin 4.2g%. The stool test for
ova or cysts was negative.

Ultrasound examination of the abdomen revealed a
distended gallbladder with multiple calculi. Liver, common
bile duct and the rest of the abdominal viscera were
unremarkable. A clinical diagnosis of chronic cholecystitis
with cholelithiasis was made. An open cholecystectomy was
performed. Peroperatively, a partially intrahepatic
gallbladder with serosal congestion was found. The
postoperative course of the patient was unremarkable.

The operative specimen received was a gallbladder
measuring 11x3x2cm. The external surface was congested.
On cutting open, the gallbladder was filled with bile and
multiple calculi. The mucosa was congested and ulcerated.
Wall thickness was 0.3-0.4cm. Multiple strips from the body
and neck of the gallbladder were taken, routinely processed
and paraffin embedded. Sections were stained with
haematoxylin and eosin.
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Microscopic examination showed focal ulceration of the
gallbladder mucosa. Eosinophils formed the dominant
component of the inflammatory infiltrate ( 90%). They were
present in all the layers of the gallbladder. (Figure 1, 2) Few
lymphocytes and occasional neutrophils were also seen. A
histopathologic diagnosis of idiopathic eosinophilic
cholecystitis with cholelithiasis was made.

The patient is well and is under follow-up at our GI surgery
department.

Figure 1

Figure 1: Section from the gallbladder showing eosinophils
infiltrating all the layers of the gallbladder wall

Figure 2

Figure 2: Eosinophils formed the predominant component of
the inflammatory infiltrate

DISCUSSION

Eosinophilic cholecystitis was described for the first time by
Albot et al. in France in 1949. (4) It is a rare entity,

characterized by a dense transmural inflammatory cell
infiltrate in which eosinophils comprise more than 90% of
inflammatory cells. (3)

The etiology of eosinophilic cholecystitis is not known.
Pardo Mindas et al. described eosinophilic infiltrates of
isolated organs and tissues not associated with any history of
allergy in the patients. Symptoms and signs in these cases
were related to the inflammation of the involved organ or
tissues. It was proposed that some of these lesions are
possibly due to local allergic reaction to substances released
at the foci of inflammation in the target organ or tissues.
Platelet-activating factor, leukotrienes and many cytokines
were proposed to be the substances responsible for the
inflammation. (5) It has also been proposed that eosinophilic

cholecystitis may result from a hypersensitivity type of
inflammatory response to altered bile. (1)

Eosinophilic cholecystitis occurs in association with
eosinophilic gastroenteritis, eosinophilia-myalgia syndrome,
idiopathic hypereosinophilic syndrome, parasitic infestation
like clonorchis sinensis and hydatid cyst disease and drugs
like cephalosporins. (3) Rare cases of idiopathic eosinophilic

cholecystitis have been reported in which no associated
etiology could be found. (1,3) In our patient, we could not

find any possible etiology even after a detailed personal, past
and family history along with a through physical
examination and laboratory investigations.

An increased number of eosinophils in the inflammatory
infiltrate in the gall bladder occurs three times more
commonly in patients with acalculous cholecystitis than in
patients with cholecystitis with cholelithiasis. (1) In our

patient, gallstones were present in a rare association with
eosinophilic cholecystitis.

Eosinophilic cholecystitis cannot be clinically distinguished
from ordinary cholecystitis before surgery and it invariably
leads to cholecystectomy. (6) A suspicion of this entity can

be kept if peripheral eosinophilia is present. (7) The

significance of eosinophilic cholecystitis lies in the fact that
it may be associated with other more severe disease
conditions and eosinophilic cholecystitis may be a
presenting feature of these conditions. These may be missed
if the patient is not subjected to a thorough clinical and
laboratory investigation. The symptoms and signs of
associated disease may be present along with symptoms of
cholecystitis. However, if a patient presents only with
symptoms of cholecystitis and a post-operative
histopathologic diagnosis of eosinophilic cholecystitis is
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made, the patient must be investigated to rule out other
associated disease conditions, which may have a worse
prognosis than cholecystitis itself.
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