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[ Abstract] Objective The clinical features and surgical results of mild to moderate xanthogranulomatous
cholecystitis (Xanthogranulomatous cholecystitis, XGC) and severe XGC were compared and analyzed in order to
provide reference for clinical diagnosis and treatment of XGC. Methods The clinical data of patients with XGC
confirmed by pathology from January to December in 2021 were retrospectively analyzed. According to whether
they were diagnosed as XGC or GBC before operation, they were divided into mild to moderate XGC group
(n=83) and severe XGC group (n=40). The difference of clinical data between the two groups was compared and
analyzed by SPSS25.0 software. Result General information, the average age and total hospitalization time of
severe XGC were higher than those of mild-moderate XGC(P<<0.05), and there was no significant difference in
clinical manifestations between the two groups(P>>0.05). Laboratory examination showed that PLR and ALP in
severe XGC were higher than those in mild-medium XGC, while ALB, A/G and HDL-C were lower than those in
mild-medium XGC(P<<0.05). The imaging findings showed that inhomogeneous thickening of gallbladder wall
was the main manifestation in severe XGC, and low signal shadow was more likely to be seen in MRI
examination. Surgical indicators: compared with mild-medium XGC, severe XGC had longer operation time,
more bleeding, wider scope of resection and higher rate of conversion to laparotomy(P<<0.05). Conclusion XGC
is a rare cholecystic inflammatory disease, which can be classified according to various preoperative indexes: mild
to moderate XGC can be regarded as common cholecystitis and can be selected for laparoscopic cholecystectomy;
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severe XGC is difficult to distinguish from GBC, and the rate of conversion to laparotomy is high, so laparotomy

can be considered combined with intraoperative freezing examination to avoid unnecessary extended resection.

[ Keywords] Xanthogranulomatous cholecystitis; typing; symptoms; laboratory examination; laparoscopy;

laparotomy
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AW ZER MR ZE X (Xanthogranulomatous chol
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1. ERSHE®

1.1 BARAT 2B AIER

WEARE 2021 4F 1 A % 2021 4F 12 A FR AL
PEAIESN XGC B G IR BERE, Jhit 123 fl. FR 4
ARATZWZ TS A XGC 8 GBC 481270 N: - XGC
41 83 BIAIE R XGC 4 40 . INbRHE: (1) IwIR
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1.3 %itF 7k

Kl R SPSS 25.0 BT i o3 b o T E TR
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PR F AT =R A Y XGC B 1ML
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guitaEE X (P<0.05) , HPRA Hh kL4 ik T 40 i
PeA . 4B ROE RN FRE MR bR E I TG 2%
5 (P>0.05) .
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110 ) B EAT AR FEVIRR AR, 13 BIIHFE V] B+
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NARE R, HORASE R Re S IV 2B SR HDL-C Jd i JIF & B3 1) 2 Je oS A e s, feidk

LFYEMERE R A D BRI, BB LEZ N 4 XGC .
W, ARG AT 5115 8, SRR U MRZELE AT, REMELIESE, FERETRIS VEIY )5 K% BE Py
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R XGC RIRFER (56.76 £) HE K TH-H8 XGC (4 NlEFER (CEUS) BLAHH CT BHBITX 5 XG
845 %) , HAE®MRK, HA XGC MEHE. 54t C 5 GBC, A& MBS T H LK s R -,
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