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INTRODUCCION

e Se define como la infeccion de la via biliar
principal.

e Habitualmente secundaria a la litiasis coledociana

* Primera descripcion realizada por Charcot 1877
“fiebre hepatica”

* Se presenta en un 6 a 9 % de los pacientes que
presentan litiasis vesicular

jueves 29 de diciembre de 11
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INTRODUCCION

* Evolucion impredecible
* Rapidamente progresiva en anciano

* Métodos diagnosticos y terapéuticos han
mejorado pronostico.

* Mortalidad mayor al 50% antes de los anos 70 a
menos del 7% en los 80 -

* Mosler P, Diagnosis and Management of acute cholangitis.
Curr gastroenterol.Rep (2011)13:166-172
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ETIOPATOGENIA

* 2 componentes

— Obstruccion total o parcial
* LITIASIS
* Estenosis benignas o malignas
* Parasitos
e Otras (stent, diverticulos)

—Infeccion
* Colonizacion Bacteriana
* Polimicrobiana
* Mas cultivos positivos en obstrucciones parciales

* Con posterior aumento de presion intraductal con reflujo

jueves 29 de diciembre de 11



DIAGNOSTICO

e Clasica triada de Charcot
* Presente en menos del 50- 70%
* Bajo rendimiento diagnostico

—Necesidad de estandarizar el diagnostico

29 de diciembre de 11
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Need for criteria for the diagnosis and severity assessment of acute
cholangitis and cholecystitis: Tokyo Guidelines

Mino SexkimoTto!, TApDAHIRO TAKADAZ, YosHIFUMI KAWARADA®, Y
Tosumiko Mayumr’, FumiHiko M1uraZ?, Kerrta Wapa?, MASAHIK( ldhlt‘ 2
HeNrY A. PiT1%, JACQUES BELGHITI'?, EDUARDO DE SANTIBANES!!,
Sun-WHE Kiv!'4, Kui-Hin Liau®, SHEUNG-TAT FaN'®, Giurio Bel

Tokyo Guidelines diagnostic criteria for acute cholangitis

A. Clinical context and clinical manifestations
1. History of biliary disease
2. Fever and/or chills
3. Jaundice
4. Abdominal pain (RUQ or upper abdominal)

B. Laboratory data
5. Evidence of inflammatory response (abnormal WBC count,
increased serum CRP level, and other changes indicating
inflammation)
6. Abnormal liver function tests [Increased serum ALP, y-GTP
(GGT), AST, and ALT levels]

C. Imaging findings

7. Biliary dilatation or evidence of an etiology (stricture, stone,
stent, etc.)

Suspected diagnosis

Two or more items in A
Definite diagnosis

1 Charcot’s tnad (2 4+ 3 4+ 4)

2 Two or more items in A 4 both items in B and item C
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ORIGINAL ARTICLE

Accuracy of the Tokyo Guidelines for the diagnosis of acute
cholangitis and cholecystitis taking into consideration the clinical
practice pattern in Japan

Masamichi Yokoe - Tadahiro Takada - Toshihiko Mayumi -
Masahiro Yoshida + Hiroshi Hasegawa - Shinji Norimizu -
Katsumi Hayashi + Shuichiro Umemura -« Etsuro Orito

Published online: 3 November 2010 . .
© Japanese Society of Hepato-Biliary-Pancreatic Surgery and Springer 2010 (0"Cl“5]0n

We evaluated the diagnostic accuracy of the Tokyo
Guidelines for acute cholangitis and cholecystitis. The
sensitivity and specificity of the guidelines for the diag-
nosis of acute cholangitis were not high enough to allow us
to make either a definitive diagnosis or a rule-out diagno-
sis. While the sensitivity for the diagnosis of acute chole-
cystis was relatively high, the specificity was low. The

~ruetic wag rpl,\hwxlv hich the ¢necmificity wae law The
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diagnostic accuracy of the Tokyo Guidelines was signifi-
cantly higher than that based on Charcot’s triad for acute

¢ cholangitis or Murphy’s sign for acute cholecystitis. It was ¢
tharatara conaslinndad that tha Talbuan Candalinac chanld kai

c— - e S R S e A A M W, SO oase “'7_; M eSS S ..

more widely used for the diagnosis of acute cholangitis and
cholecvystitis in the twenty-first centuryl

ZUUY dcilences Kesearch Grants program ot the Japanese
Mmlstry of Health, Labour, and Welfare.
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METODOS DIAGNOSTICOS

Transabdominal ultrasound

jueves 29 de diciembre de 11

Readily available, noninvasive, inexpensive

High sensitivity for detection of gallbladder stones
and biliary dilation
Noninvasive

Higher sensitivity for detecting location of obstruction

and underlying etiology, including neoplasms

Noninvasive, no radiation risk, safe in pregnancy

High sensitivity for biliary obstruction and detection
of bile duct stones >6 mm

Can be combined with abdominal MRI and thereby
adopt advantages of CT at same time

High sensitivity for large and small bile duct stones
and pancreaticobiliary malignancy
Can establish tissue diagnosis

Can be combined with ERCP
Provides biliary drainage

High sensitivity for location of biliary obstruction

Tissue acquisition in suspected malignancy possible

Provides biliary drainage

High sensitivity for location of biliary obstruction

Low sensitivity for choledocholithiasis (25%—-63%)
and etiology of biliary obstruction

Operator dependent

No therapeutic capability or tissue acquisition
in suspected malignancy

Radiation risk

Contrast media may be required (nephrotoxicity,
allergies)

Low sensitivity only for cholelithiasis
No therapeutic capability

No tissue acquisition in suspected malignancy

Not possible in patients with ferromagnetic
implants or severe claustrophobia

Limited availability

More Invasive
Operator dependent

Invasive, potential for procedure-related
complications

Problematic if complete biliary drainage fails
Operator dependent

Invasive, potential for procedure-related
complications

Limited in case of coagulopathy

Higher complication rate and more patient
discomfort compared to ERCP

Operator dependent
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CLASIFICACION

GUIAS DE TOKIO. SE BASA EN EL CONTROL
CLINICO. SON ESENCIALES LAS PRIMERAS 24
HORAS Y EL COMIENZO DEL TRATAMIENT

MEDICO S
‘ Launch of medical treatment \
Severity assessment ‘_l—l

Mild Moderate Severe
(Grade 1) (Grade II) (Grade III)

Early Urgent
i| biliary biliary
| drainage drainage

UOUWIRAI) [RIIPIIA
uoddns uedi

SOSED 9J9ASS 10]

I Observation ‘

Treatment for etiology

VARIABLE TIEMPO (Endoscopic treatment,

percutaneous treatment,
or surgery)
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TRATAMIENTO

* ESCENARIO

—Paciente operable por su terreno, que una vez
instituido el tratamiento medico, no mejoray
mantiene su colangitis. Sin disfunciones

jueves 29 de diciembre de 11
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TRATAMIENTO

* INICIO

* Tratamiento medico
—Reposicion
—Analgesia

—Antibioticos
* Leves penicilinas/inhibidor de betalactamasas. Piperacilina/
Tazobactam o Ampicilina-sulbactam. Tratamiento por 3 dias

* Severas cefalosporinas de 3 0 4 generacidn, penicilinas/inhibidor
betalactamasas, pudiendo asociarse Fluorquinolonas o
Carbapenems. Por 5-7 dias.

(segun JPN Tokio guidelines)
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TRATAMIENTO

e ARSENAL TERAPEUTICO

—CPER seguido de colecistectomia LP
—Laparoendoscopia introperatoria “rendez-vous”
—Tratamiento integral laparoscoépico

—Cirugia laparotomica

jueves 29 de diciembre de 11
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Cirugia en diferido de la litiasis coledociana
iImpactada: menor porcentaje de intervencion
sobre la via biliar

Carlos Acevedo Fernando Mandirola y Marcelo Teixeira
Clinica Quirurgica A. Hospital de Clinicas Manuel Quintela. Montevideo. Uruguay.

Conclusiones. Los resultados de nuestro estudio
indican que la cirugia diferida de la litiasis coledocia-
na impactada disminuye el niumero de pacientes en
los que es necesaria la instrumentacion de la via bi-
liar principal y reduce el numero de pacientes con
drenaje biliar.
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Flowcharts for the diagnosis and treatment of acute
cholangitis and cholecystitis: Tokyo Guidelines

Fumiaiko Miura'!, TApaHIRO TAKADA!, YosHiFumt KAwARADAZ, Yuit NiMURA?, KertA WADA!, MasaHiko HiroTA®,
Masato NAGINO?, TosHio TsuvyuGucHP, TosHIHIKO MAYUMI®, MASAHIRO YOSHIDA!, STEVEN M. STRASBERG/,

Henry A. Pitt8, JAcQUES BELGHITI?, EDUARDO DE SANTIBANES!?, THOMAS R. GAapAcz!!, Dirk J. Goumal2,
SHEUNG-TAT FAN"}, MuIN-Fu CHENY, ROBERT T. PADBURY?, PHiLIPPUS C. BORNMAN'®, SUN-WHE Kim!7,

Kui-HiN Liau'®, Grurio BELLt'?, and Curistos DERVENISY

Diagnosis of acute cholangitis

Launch of medical treatment

E Severity assessment .
= Mild Moderate Severe ¢ B
& (Grade I) / (Grade II) Grade III) 3
=y x : .-
= S : -
g :.o § ‘ \ ‘ § %
- ;| Early Irgent
y {| biliary iliary
Observation drainage ainage
v \ v l / l

Treatment for etiology
(Endoscopic treatment.
ercutaneous treatme
or surgery)
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CPER

Surg Endosc (2002) 16: 575-980

DOL: 10.1007/500464-001-9133-3 Q&\“ I fl// ”

© Springer-Verlag New York Inc. 2002 -
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and Other Interventional Techniques

Gallstone chelangitis

A 10-year experience of combined endoscopic and laparoscopic treatment

L. Sarli, D. Iusco, G. Sgobba, L. Roncoroni

Department of Surgery, Institute of General Surgery and Surgical Therapy, University of Parma, School of Medicine,
14 Via Giamsci, 43100 Parma, Italy

Received: 16 July 2001 /Accepted in final form: 8 November 2001/Online publication: 5 March 2002

LA REALIZACION DE LA CPER SEGUIDA DE ES (PAPILOTOMIA), ES UNA OPCION EFECTIVA
Y SEGURA. LA MISMA DEBE SEGUIRSE DE UNA COLECISTECTOMIA
LAPAROSCOPICA, SALVO EN PACIENTES CON RIESGO QUIRURGICO ALTO

jueves 29 de diciembre de 11
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CPER

Original Article

Laparoscopic Common Bile Duct Exploration: Our First 50 Cases

Ker-Kan Tan.'ssss, Mrcs Edin), Mifed swg). Vishalkumar Girishchandra Shelat. ! avzrcs Edin), MRCPS (Glas), Mfed (Surg).
Kui-Hin Liau.'rres @ain), Fics ws4), rass, Chung-Yip Chan.'up, rresed Gen), ravs, Choon-Kiat Ho . rres &ain), FRCSEd (Gen), Rt

» Ratifican el rol de la CPER para la colangitis.

* Critican el uso sistematico de la CPER por complicaciones y
ausencia de garantias en la litiasis coledociana.

 Buena experiencia en la extraccion de litiasis de la VBP (6% de
litiasis residual)
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Analisis de los factores de conversion durante
colecistectomia laparoscopica a abierta en una cohorte
prospectiva de 703 pacientes con colecistitis aguda
ADIS - 3 S1S 1 2 200 A€ DS C DIeSsS asOoC1adados + -
Factor OR DE p IC 95%
o~
Ictericia 1,241 0,482 0,577 0,580 2,657
Colangiti 1,612 1,153 0,504 0,397 6,549
BT > 2 mg/dl 0,758 0,271 0,44 0,376 1,528
HTA 1,324 0,361 0,302 0,776 2,259
CPRE 2,022 0,833 0,05 0,501 4,536
ASA II/IV 1,422 0,464 0,28 0,750 2,697
Leucocitos > 12.000 mm> 1,658 0,408 0,04 1,023 2,686
Engrosamiento de la pared de la vesicula 1,556 0,383 0,072 0,960 2,522
Coledocolitiasis 1,016 0,488 0,973 0,396 2,607
Género masculino 1,743 0,427 0,023 1,078 2,817
Edad (18-44 afnos) 0,4 0,123 0,3 0,218 0,734
Edad (> 70 afos) 2,793 0,833 0,001 1,556 5,011

ASA: American Society of Anaesthesiology; BT: bilirrubina total; CPRE: colangiopancreatografia retrograda endoscopica; DE: desviacion estandar,

HTA: hipertension arterial; IC: intervalo de confianza; OR: odds ratio.
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» 3 Appropriateness of the different therapeutic procedures for preoperatively diagnosed common bile duct stones

Patient with cholangitis or sepsis Patient without cholangitis or sepsis

Previous Gallbladder Previous Gallbladder
Cholecystectomy “in siyd” cholecystectomy “in situ”
0S |ERCP [ LS | OS/] ERCcP |\S | OS | ERCP | LS | OS | ERCP

Bile-duct Single UN | AP UN | U AP IN AP UN | UN | AP
dilatation stone

Multiple
stones or
> 10mm

No bile-duct
Dilatation

Bile-duct Single
Dilatation stone

Multiple
stones or
> 10mm

No bile-duct |
Dilatation

OS open surgery approach: laparothomic cholecystectomy (when gallbladder is present) and bile duct stone removal, ERCP preoperative,
intraoperative, or postoperative endoscopic retrograde cholangiopancreatography, including sphincterotomy for bile duct stone clearance, with
laparoscopic cholecystectomy if gallbladder is present, LS laparoscopic surgery approach: laparoscopic cholecystectomy and choledocholithiasis
extraction, KPS Kamofsky performance status, AP appropriateness of the procedure, IN inappropriateness of the procedure, UN uncertainty of
the appropriateness of the procedure

*Parra-Membirives, P, Diaz-Gomez D, Vilegas-Portero R. Appropriate management of common
Bile duct stones: A RAND Corporation/UCLA Appropriateness Method statistical analysis.
Surg Endosc (2010) 24:1187-1194.
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Previous Gallbladder Previous Gallbladder
Cholecystectomy “in situ” / \olecystectomy “in situ”
OS | ERCP | LS | OS | ERCP f LS OS\ ERCP | LS | OS | ERCP
Bile-duct Single UN | AP UN | UN | AP IN \| AP UN | N | AP
dilatation | stone

Multiple
stones or
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No bile-duct
Dilatation

Bile-duct Single
Dilatation stone

Multiple
stones or
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No bile-duct
Dilatation

] 1

OS open surgery approach: laparothomic cholecystectomy (when gallbladder is present) and bile duct stone removal, ERCP preoperative,
intraoperative, or postoperative endoscopic retrograde cholangiopancreatography, including sphincterotomy for bile duct stone clearance, with
laparoscopic cholecystectomy if gallbladder is present, LS laparoscopic surgery approach: laparoscopic cholecystectomy and choledocholithiasis
extraction, KPS Kamofsky performance status, AP appropriateness of the procedure, IN inappropriateness of the procedure, UN uncertainty of
the appropriateness of the procedure

*Parra-Membirives, P, Diaz-Gomez D, Vilegas-Portero R. Appropriate management of common
Bile duct stones: A RAND Corporation/UCLA Appropriateness Method statistical analysis.
Surg Endosc (2010) 24:1187-1194.
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OPORTUNIDAD

- CPER aumenta la inflamacion local, mas si se hizo papilotomia

- Cuanto mas alejado mayor dificultad en la colecistectomia
- Se recomienda antes de las 6 semanas

The American
Journal of Surgery’

Clinical Science

Optimal timing of elective laparoscopic cholecystectomy
after acute cholangitis and subsequent clearance of
choledocholithiasis

Vicky Ka Ming Li, M.B.B.S., F.R.C.S. (Edin.),*
Jonathan Lau Kai Yum, M.B.B.S., M.R.C.S. (Edin.),
Yuk Pang Yeung, M.B.B.S., F.R.C.S. (Edin.)
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CPER INTRAOPERATORIA

—Un solo procedimiento

—Mavyor dificultad técnica para el endoscopista (posicion
del paciente)

—Dificultad en la colecistectomia (insuflacion duodenal)

e Se puede evitar
—Clampeo duodenal
—Realizar la colecistectomia previo al pasaje de la guia

—Asistencia a través de guia

jueves 29 de diciembre de 11
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EXCLUSIVAMENTE LAPAROSCOPICO

—Unico procedimiento
—Mayor tiempo quirurgico
—Asociado a mayores complicaciones

—Mayor indice de conversion




ABORDAJE LAPAROTOMICO

—AUnN tiene sus indicaciones

—Asociado a mayor indice de complicaciones, parietales

—Utilidad frente al fracaso de los mecanismos
anteriores.
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Conclusiones

 Hay evidencia suficiente que para la colangitis que
no retrocede la combinacion de CPER + LP (en
diferido) es |la mejor opcion
—Es segura
—Presenta menor tiempo de colecistectomia
—Requiere 2 procedimientos
—Es mas costoso
—Luego de 24-48 hs de tratamiento meédico

—Colecistectomia lo antes posible, para evitar la
inflamacion local
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CONCLUSIONES

* [gualmente no hay un algoritmo unico de
tratamiento .

* Se deben tener en cuenta factores:
—Dependientes del paciente (comorbilidades)
—Experiencia del equipo quirdrgico
—Experiencia endoscopista

* Disponibilidad de material tecnologico y costos
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