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Abstract 
 

Introduction 

 

      The Tokyo guide lines working group consensus conference 

2018 validated diagnostic and severity criteria for acute cholangitis. 

 

Background 
 

      To evaluate the epidemiological and clinical characteristics 

of our patients and to evaluate our diagnostic and therapeutic 

approach. 

 

Methods 
 

      This is a descriptive retrospective study concerning 54 cases 

of acute cholangitis from January 2011 to December 2016 

managed in B department of general surgery La Rabta Tunis. 

 

Results 

 

      Our series includes 23 men and 31 women. The average age 

of our patients is 68.3 +/- 17.5 years. The Charcot triad was 

noted in 28 cases (51.85%). Abdominal ultrasound was performed 

on all of our patients, abdominal CT was performed in 12 cases 

and Biliary-MRI in 9 cases. Our series notes 16 grade I patients, 

28 grade II patients and 10 grade III patients with acute 

cholangitis. Antibiotic therapy, general medical measures and 

resuscitation were provided to all of our patients. Cholecystectomy 

was performed in 39 cases. In 53 cases our patients had bile 

duct drainage including 36 cases (66.66%) of endoscopic 

drainage and 17 cases (31.48%) of surgical drainage. In our series, 

morbidity concerned 25 patients, i.e. (46.29%). Mortality was 

noted in our series in 6 cases, i.e. (11.11%). 

 

Conclusion 

 

      Acute cholelithiasis is a pathology that affects the elderly in 

their sixties with a slight predominance of women. The 

availability of an endoscopy technical platform is essential in 

the care. The use of surgical drainage should only be performed 

in the lack of endoscopic treatment. 
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Introduction 
 

      The occurrence of acute cholelithiasis has an incidence of 

0.3% to 1.6% in subjects known to have cholelithiasis [1]. Most 

contemporary authors define acute cholangitis as a clinical 

syndrome combining one or all the elements of the Charcot triad 

in the presence of obstruction and biliary infection [2-4]. Biliary 

aetiology dominates over 28% to 70% of the causes [5-6]. 

 

Objectives 
 

      We aim to evaluate the epidemiological and clinical 

characteristics of our patients and to evaluate our diagnostic and 

therapeutic approach referring to the review of literature. 
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Materials and methods 
 

      This is a descriptive retrospective study of 54 cases acute 

cholelithiasis, ranging from January 2011 to December 2016. 

This study was conducted in the department of visceral and 

digestive surgery B, of the la Rabta hospital in Tunis. The 

observations included in our work are those of patients over 18 

years admitted to our surgical department for the management 

of acute cholelithiasis. The diagnosis and the severity criteria 

were based on clinical biological and radiological parameters 

referring to the Tokyo guides lines recommendations of 2018 

[7]. The diagnosis of cholecystitis was based on clinical, 

biological and radiologic matching with the diagnosis criteria 

of the Tokyo guide lines 2013[8]. All of our patients did get 

perfusion, antispasmodic, stomach protection, antibiotic and 

reanimation measures when it was needed according to the SFAR 

recommendation [9] and Tokyo guides lines recommendations [10]. 

The treatment was performed according to the decisions of the 

surgeons, surgically in several cases and when it was possible 

endoscopically and revised by the Tokyo guide lines 

recommendations of 2018 [7]. The data concerned epidemiological 

characteristics, Clinical status, radiological data, surgical data, 

endoscopic data, morbidity and Mortality particularities were 

saved on a SPSS.20 program for descriptive analyses. 

 

Results 
 

      Our series includes 23 men and 31 women with an incidence 

of 9 cases / years and a sex ratio of 0.72. The average age of our 

patients is 68.3 +/- 17.5 years with extremes from 34 to 96 

years. The obesity and the dyslipidemia were noted in 19 and 

25 cases, respectively. Type 2 diabetes and high blood pressure 

were marked in 7 and 21 cases, respectively. Heart and 

respiratory failure were noted in 5 cases. In more than 11 cases 

laparoscopic cholecystectomy was performed. The consultation 

time was 3.7 +/- 2.2 days from the onset of symptoms. 

Abdominal pain and fever were the most frequent functional 

signs with respectively 47 cases (88%) and 45 cases (87%). 

Jaundice was present in 34 cases (63%) Mental confusion was 

noted in 5 cases (9.23%) and haemodynamic instability was 

noted in 6 cases (11.11%). Charcot's triad was noted in 28 cases 

(51.85%) and truncated forms were noted in more than 26 cases 

(48.15%). A hyperleukocytosis above 10,000 GB / ml was 

marked in more than 42 cases (77%) and a CRP above 10 U / 

ml was marked in all our patients. Cholestasis was noted in 47 

cases (88%).Transaminases were superior to 1.5 the universal 

normal limite in 47 cases for (ASAT) (87.03%) and in 46 cases 

for (ALAT) (85.18%). A bilirubinemia was above 34 U / I in 34 

cases (63%). Lipasemia was in 3 cases elevated 3 time above 

the lower limit. A thrombocytopenia was noted in 3 cases. 

Blood cultures were not performed due to lack of reagent. An 

abdominal ultrasound was performed on all our first-line 

patients; it noted in 35 cases (64.81%) a noncomplicated 

gallbladder lithiasis, a lithiasic cholecystitis in 8 cases 

(14.81%), a dilation of the bile ducts with lithiasis of the main 

bile duct in 28 cases (51.85%) and a dilation bile ducts without 

individualized stones in 26 cases (48.14%). Abdominal CT scan 

was performed in 12 cases (22.22%). This examination was 

performed in 3 cases for grading of acute pancreatitis, in 7 cases 

for stones of the main bile duct and in 2 cases following for a 

suspicion of tumour obstacle at the bilious-pancreatic junction. 

The CT scan revealed, 2 grade C pancreatitis, one grade D 

pancreatitis, 6 cases of gallbladder lithiasis, 2 cases of cholecystitis, 

dilation of the bile ducts in all our patients including 4 cases on a 

cholecystectomized patient and 1 case of hepatic abscess 4 cm at 

segment VII. MRI was performed in 9 cases (16.66%) in all 

cases looking for stones in the main bile duct. The examination 

revealed in 9 cases the presence of stones at the bile duct, a 

cholecystitis in 4 cases and in 1 case hepatic abscess of 3 cm in 

segment V. In 14 cases (25.92%) morphological explorations 

did not reveal any stones in the dilated bile ducts in 9 cases on 

lithiasic gall bladder, in 4 cases on acute cholecystitis and in 1 

case on a cholecystectomized patient. Our series noted the 

presence of 14 cases of acute lithiasic cholecystitis [table1]. 

 

Age and 

incidenc

e 

Sex 

(cases) 

Medical 

background 

(cases) 

Clinical presentation (54 cases) Ultrasound 

findings (54 

cases) 

Scanner findings 

(12 cases) 

MRI findings 

(9 cases) 

-Mean: 

68,3+/17

,5 

-

Interval: 

[34-96] 

-peak: 

[80-90] 

-

Incidenc

e: 9 

cases/ye

ar 

-(31) 

women 

-(23) 

men 

- Obesity:(19) 

-

Hyperlipidaemi

a:(25) 

-Blood hyper-

pressure: (21) 

-Diabetes: (7) 

-chronic heart 

failure :(5) 

-chronic 

respiratory 

failure :(5) 

-laparoscopic 

cholecystectom

y (11) 

 

Charcot syndrome:(28): 

-without organ failure (17) 

-with severity signs (11): 

-septic shock (6) 

-Heart failure: (1) 

-Respiratory failure (1) 

-Renal failure with haemostasis 

troubles (1) 

-Renal failure with pancreatitis 

grad D (1) 

Complicated diabetes with hepatic 

abscess (1) 

Truncated forms: (26) 
-Abdominal pain with fever: (15) 

-Isolated abdominal pain (3) 

-Fever and alteration of general 

-Non 

complicated 

gall bladder 

lithiasis (35) 

-

cholecystitis 

(8) 

-Dilated bill 

duct with 

lithiasis 

(28). 

-Dilated bill 

duct without 

lithiasis (26) 

 

 

-Grad C 

pancreatitis (2) 

-Grad D 

pancreatitis (1) 

-cholecystectomy 

(4) 

-Non complicated 

gallbladder (6) 

-Cholecystitis (2) 

-Bill duct with 

stone (9) 

-Bill duct without 

stone (3) 

-Hepatic abscess 

(1) 

4cm segment VII 

-Hepatic 

abscess (1) 

3cm segment 

V 

-Bill duct 

with stone (9) 

-Cholecystitis 

(4) 
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condition (2) 

-Fever and jaundice (6) 

 

Table 1: Epidemiologic clinic and radiologic finding in our patients. 

      The re-evaluation of our cases by the diagnosis criteria of 

the Tokyo guidelines working group lines 2018 revealed that all 

our patient has combined A.2, B.2 and C1 criterion for acute 

cholelithiasis diagnosis [table 2].

 

Diagnostic criteria N ( 54 ) % 

A-1: Fever or chill > 38° C 47 87,03 % 

A-2: Biological inflammatory syndrome: -Leucocytes < 4 or > 10G/L -CRP >10 

mg/L 

54 100% criterion A-2 

B-1: Jaundice (bilirubinemia > 34µmmol/L) 34 62,96% 

B-2 Abdominal liver function tests ( ASAT, ALAT, PAL, GGT > 1,5 the limit of 

normal) 

54 100% criterion B2 

C-1: Dilatation of the bill duct 54 100% criterion C1 

C-2: Evidence of etiology on image suspected diagnosis 40 74,07% 

Suspected diagnosis : Item A +B/C 0 0 

Certain diagnosis : Item A +B+C 54 100% 

 

Table 2: Distribution of our patients according to the diagnostic criteria of the Tokyo guide lines working group TG18 / TG13. 

      According to Tokyo working group lines 2018 we noted 16 

patients grade I, 28 patients grade II and 10 patients grade III of 

severity with acute cholangitis [table 3].  

 

Criteria Grade I: 16 cases Grade II: 28 cases Grade III: 10 cases 

Fever >39 °C + bilirubinemia >85*mmol/L - 4 - 

Age >75 years old + Leucocytes >10G or <4G/L - 19 - 

Leucocytes >10G or 

<4G/L+bilirubinemia >85*mmol/L 

- 5 - 

-Hypoalbuminemia < 0,7 × LIN -0 0 -0 

Leucocytes >10G or <4G/L 11 - - 

Confusion   5: all in septic shock 

Heart failure   1 

Respiratory failure   1 

Renal failure   1 

Septic shock   6 

Hemostasis disorder   1 

Cholecystitis 4 6 4 

Hepatic abscess 0 1 segment V (3 cm) 1 segment VII (4 cm) 

Pancreatitis 1 : Grad C 1 2 : Grad C-Grad D 

 

Table 3: repartition of our patients in three severity grads according to the Tokyo guides lines working group 13/18. 
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      The time taken for medical treatment for patients is as 

follows: 3.5 day + / - 2.34 for grade I, 3.81 day + / - 2.07 for 

grade II and 4 day + / - 1.85 for grade III. All our patients had 

fluid intake according to their needs, analgesic and 

antispasmodic treatment, administration of vitamin K and 

monitoring of constants. Intensives care were applied to 10 

cases in grade III. Antibiotic therapy in our series was 

administered upon admission as follows: For grade I patients: 

(Cephalosporin 3rd Generation + gentamicin + Metronidazole) 

in 15 cases and in 1 case under (C3G + Metronidazole) for a 

duration of 20, 12 + / - 3, 28 days. For grade II patients: 

(Cephalosporin 3rd Generation + gentamicin + Metronidazole) in 25 

cases, (Amoxcillin-clavulanic. Acid) in 2 cases and 1 case under 

(Cephalosporin 3rd Generation + Metronidazole) for a duration of 19, 

21 +/- 4.4 days. For grade III patients: (Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole) in 4 cases and under (Cephalosporin 

3rd Generation + Metronidazole) in 6 cases for a duration of 14, 21 

+/- 11, 38 days. Grade I patients underwent first-line surgical 

drainage in 10 cases (7cases of Kehr drainage; 3 cases of trans-

cystic drain) (62.5%) with a delay of 5.2 +/- 1.52 days and 

endoscopic drainage in 6 cases (37.5%) with a delay of 5 +/- 

1.41 days. Grade II patients underwent first-line surgical 

drainage in 5 cases (3 cases of Kehr drainage, 1 cases of trans-

cystic drain, 1 case of biliary-digestive anastomosis) (17.85%) 

with a delay of 4.2 +/- 0.83 days and endoscopic drainage in 23 

cases (82.5%) with a delay of 5.21 +/- 1.53 days. Grade III 

patients underwent first-line surgical drainage in 2 cases (2 

cases of Kehr drainage) (20%) with a delay of 2 days and 

endoscopic drainage in 7 cases (70%) with a delay of 2.57 +/- 

1.51 days, in 1 case the patient died before the drainage. Grade 

I patients underwent cholecystectomy in 14 cases, including 3 

cases for acute cholecystitis with a delay of 6.4 +/- 1.41 days 

and 11 cases for gallbladder lithiasis. The grade II patients underwent 

cholecystectomy in 19 cases including 6 cases for acute cholecystitis 

with a delay of 8.33 J +/- 1.88 and 13 cases for gallbladder lithiasis. 

Grade III patients underwent cholecystectomy in 6 cases including 4 

cases for acute cholecystitis with a delay of 5.99 J +/- 1.24 and 2 

cases for gallbladder lithiasis. Cholecystectomy was not performed 

in 4 patients who were in septic shock of which 3 cases had 

gallbladder lithiasis and 1 case of cholecystitis died before 

treatment. The 3 cases of acute pancreatitis received general 

resuscitation measures and antibiotic therapy: in 2 cases under 

(Cephalosporin 3rd Generation + gentamicin + Metronidazol) 

for a duration of 28 days. In 2 cases a cholecystectomy and a biliary 

drainage have been performed in the same hospitalisation. In one 

case the patient died from organs failure. The two cases of abscess 

that responded to resuscitation measures had respectively 

endoscopic drainage on Day-2 and on Day-8 of management and 

cholecystectomy with trans-cystic drainage in one case at Day-

33 and cholecystectomy coupled with the placement of a Kehr 

drain in a case at Day-12 [table 4]. 

 

Therapeutic 

management 

Delay Gard I (16) Grad II (28) Gard III (10) 

Antibiotic -Grad I: 3.5 

day +/- 2.34 

-Grad II: 3.81 

day +/- 2.07 

-Grad III: 4 

day +/- 1.85 

-

Cephalospori

n 3rd 

Generation + 

gentamicin + 

Metronidazol

e: (15) 

-C3G + 

Metronidazol

e (1) 

-Duration of 

20, 12 + / - 3, 

28 days 

-Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole: 

(25) 

-Amoxicillin+clavulanic. Acid 

(2) 

-Cephalosporin 3rd Generation+ 

Metronidazole (1) 

-Duration of 19, 21 +/- 4.4 days 

-Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole: 

(4) 

-Cephalosporin 3rd Generation+ 

Metronidazole (6) 

-Duration of 14,21 +/- 11, 38 

days 

Surgical 

treatment 

Biliary 

drainage 
-Grad I: 5.2 

+/- 1.52 days 

-Grad II:4.2 

+/- 0.83 days 

-Grad III: 2 

days 

-Surgical 

drainage in 

10 cases: 
-Kehr 

drainage 7 

cases 

-Trans-cystic 

drain 3 cases 

- Surgical drainage 5 cases: 

- Kehr drainage 3 cases. 

- Trans-cystic drain 1 case 

-Bili-digestive anastomosis 1 

case. 

- Surgical drainage 2 cases: 

- Kehr drainage 2 cases. 

Endoscopic 

treatment 

Biliary 

drainage 
-Grad I: 5 +/- 

1.41 days 

-Grad II: 5.21 

+/- 1.53 days 

-

Sphincteroto

my with 

extraction of 

lithiasis 6 

cases 

-Sphincterotomy with 

extraction of lithiasis 23 cases 

-Sphincterotomy with 

extraction of lithiasis 7 cases 

(1 case is dead before 

treatment) 
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-Grad III:2.57 

+/- 1.51 days 

Cholecystect

omy: 

-Non 

complicated 

gall bladder 

lithiasis (26) 

 

-Cholecystitis 

(13) 

Cholecystect

omy 
-6.74 day +/- 

1.46 

Cholecystect

omy 
-Grad I: 6.4 

day +/- 1.41 

-Grad II: 8.33 

day +/- 1.88 

-Grad III : 

5.99 day +/-

1.24 

 

11 

 

3 

 

13 

 

6 

 

2 (3 were not performed, the 

patients died from septic shock) 

 

4 (one was not performed, the 

patient died from septic shock) 

Pancreatitis 

(3) 

Biliary 

drainage 
-Case 1: 7 day 

-Case 2: 3 day 

 Case 1: 
-Sphincterotomy with 

extraction of lithiasis. 

- Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole 

for 28 day. 

-Cholecystectomy the 12th day 

 

Case 2: 
Sphincterotomy with extraction 

of lithiasis. 

- Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole 

for 28 day 

-Cholecystectomy the 33th day. 

(1 case is dead before 

treatment) 

Hepatic 

abscess (2) 

Cholecystect

omy 
-Case 1: 8 day 

-Case 2: 2 day 

 Case 1: 
-Sphincterotomy with 

extraction of lithiasis. 

- Cephalosporin 3rd Generation 

+ gentamicin + Metronidazole 

for 15 day 

-Cholecystectomy the 12th day 

Case 2: 
-Sphincterotomy with 

extraction of lithiasis 

- Cephalosporin 3rd Generation 

+ Metronidazole for 22 day. 

-Cholecystectomy the 33th day 

 

Table 4: Medical endoscopic and Surgical management of patients according to their severity grad. 

      Patients of grade I present 3 cases of morbidity which 

followed surgical drainage (Kehr) with an average drainage 

time of 96 hours, we cite: 2 cases of residual lithiasis of which 

1 case is associated with a renal failure and 1 case of nosocomial 

bronchopneumonia for a hospital stay of 19.67 +/- 4.5 days and 

1 case followed endoscopic drainage carried out on day 7 of 

treatment resulting in a residual lithiasis for a duration of 22-

day hospitalization. Patients of grade II present 5 cases of 

morbidity followed surgical drainage (Kehr) with an average 

drainage time of 96 hours, we cite: 2 cases of wound infections , 

1 case of nosocomial bronchopneumonia, 1 case of biliary 

fistula and 1 case of sub-phrenic collection for an hospital stay 

of 19.67 +/- 2.88 days and 7 cases followed endoscopic 

drainage with an average delay of 96 hours, we cite: 3 cases of 

acute pancreatitis, 1 case of residual lithiasis, 1 case of 

cariogenic failure, 1 case of pulmonary embolism and 1 case of 

hyperomolar coma who died on day 10 of treatment for an 

average hospital stay of 19.75 + / - 3.88 days. The patients of 

grade III presented 9 cases of morbidity, including one case of 

septic shock died during conditioning and activation of 

resuscitation means on day-1, 2 cases of septic shock followed 

surgical drainage (Kehr) with an average drainage time of 24 -

72 hours, and 2 cases of septic shock of which 1 case died on 

day 1 of treatment, 1case of pulmonary embolism, 1 case of 

residual lithiasis, 2 cases of renal failure including 1 case 

associated with respiratory distress who died on day 28 care 

followed endoscopic drainage with an average delay of 48 

hours. Death concerned 6 patients including, 5 cases in grade 

III with septic shock and 1 case of hyperomolar coma associated 

to a renal failure in grade II. On a follow-up which took place 

over a period ranging from 3 years to 9 years with the follow-

up of 48 surviving patients, we note the occurrence of 4 cases 

of eventration on the right subcostal, 1 case of cholangitis on 

inflammatory stenosis of the lower part common bile duct and 

a case of cholangitis on residual lithiasis that did have an 

endoscopic treatment previously [table 5]. 
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Therapeutic 

management 

Delay Gard I (16) Grad II (28) Gard III (10) 

Surgical 

treatment 

Biliary 

drainag

e 
-Grad I: 

4 days. 

-Grad 

II:4.days 

-Grad 

III: 2-3 

days 

-Surgical drainage in 3 

cases: 
-1 case of residual 

lithiasis. 

-1 case of residual lithiasis 

and renal failure. 

-1 case of nosocomial 

bronchopneumonia 

- Surgical drainage 5 

cases: 
- 2 cases of wound 

infections 

- 1 case of nosocomial 

bronchopneumonia 

-1 case of biliary fistula 

-1 case of sub-phrenic 

collection . 

- Surgical drainage 2 cases: 

- 2 cases of septic shock the 2 

cases died later 
-1 case died before treatment 

Endoscopic 

treatment 

Biliary 

drainag

e 
-Grad I: 

7 days 

-Grad II: 

4 days 

-Grad 

III: 2 

days 

-Sphincterotomy with 

extraction of lithiasis 1 

cases: 
-1 case of residual lithiasis 

-Sphincterotomy with 

extraction of lithiasis 7 

cases: 
- 3 cases of acute 

pancreatitis 

- 1 case of residual lithiasis 

-1 case of cariogenic failure 

-1 case of pulmonary 

embolism 

-1 case of hyperomolar 

coma: Died later 

-Sphincterotomy with 

extraction of lithiasis 7 cases: 
-2 cases of septic shock of which 

one case died. 

-1 case of pulmonary embolism, 

-1 case of residual lithiasis 

-1 cases of renal failure 

-1 cases of renal failure with 

respiratory distress 1 case died. 

Late 

Outcomes 

 -3 cases of eventration 

treated by Kehr drainage. 

- 1 case of cholangitis on 

an inflammatory stenosis 

of the bill duct treated 

endoscopically. 

-1 case of eventration 

treated by Kehr drainage. 

-1 case of cholangitis on a 

residual lithiasis treated 

endoscopically. 

 

 
Table 5: Early and late outcomes of management patients with acute cholangitis. 

Discussion 
 

      Acute lithiasic cholangitis is a pathology that affects old 

subjects with an average age of 52 to 74 years [11]. This may 

be explained by the long course of lithiasis disease before it 

becomes symptomatic [1]. The female predominance could be 

explained by their superiority in having non complicated 

gallstone carriers and by the bile over saturation more marked 

in women. The large cases of obesity and dyslipidemia among 

our patients is harmonious with literature data where it’s established 

that pregnancy, obesity, weight loss, hypertriglyceridemia, treatment 

with oestrogens are likely to cause supersaturation of bile in 

cholesterol, thus constituting the lithiasis disease [12]. Cases of 

arterial hypertension, diabetes type 2, coronary artery disease, 

heart failure and renal failure were noted in our series, these 

morbidities are matching with the high age of our patients 

consulting for acute cholangitis; information on our patient’ 

comorbidities allowed us to assess their background and defects 

with a view to establish a diagnosis of severity and an 

appropriate treatment. The large delay of the consultation time 

in our series would be explained by the neglect of the 

symptomatology by the patients, by a difficult access to care for 

some of them or by an error in the diagnosis. The abdominal 

pain is the earliest and the most frequent sign, it is caused by 

the distension of the bile duct [2-4]. The fever comes in the 

second place in terms of frequency after abdominal pain 

followed by jaundice as an inconstant sign [2]. The examination 

reveals a tenderness or a defence of the epigastrium or the right 

hypochondrium [3] which is concordant to our results. The 

Charcot triad has a variable frequency from one author to 

another, from 22 to 72% [2]. The Haemodynamic failure is a 

consequence of the sepsis it varies according to the authors from 

7 to 32% [2 -4]. In biological terms, in acute cholelithiasis, 

neutrophilic leukocytosis is found in one in 2 patients [12]. The 

hepatic assessment is disturbed in 90% of cases in cases of 

symptomatic bile duct lithiasis [12]. Markers of cytolysis are 

elevated in 80% of cases [11]. According to a meta-analysis 

made by Abboud and al, the abdominal ultrasound has a low 

sensitivity and low specificity to reveal stone in the principal 

bile duct that matches with our results, explained by the 

operative character depending on ultrasound, by the difficulty 

of exploring the bottom of the bile duct which could be 

hampered by digestive gases or by possible calculus migration 

[13]. Abdominal CT scan with or without injection is more 

sensitive and specific than abdominal ultrasound in the 

diagnosis of acute cholangitis regardless of its cause [14]. 

Biliary-MRI can individualize and locate stones in the bile duct 

[15], in our series the biliary-MRI allowed us to objectify stones 
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 in the main bile duct not objectified by abdominal ultrasound [figure1]. 

 

 
Figure 1: common bile duct lithiasis at the biliary convergence (MRI). 

      The limits of this examination are its unavailability in 

emergency as was often the case in our series [16]. The diagnosis of 

acute cholangitis is consensual by a multidisciplinary meeting of 

international experts held in Tokyo in 2007 which led to the 

development of a diagnostic score including biological and 

radiological criteria with a sensitivity of 80 to 83% [17]. This 

score was revised in 2013 and maintained in 2018 [1] [7]. The 

evolution of the acute cholangitis is full of complications 

including: septic shock that occurs in 4 to 32% [2], the renal 

failure which is due to septic status and to the toxicity of 

conjugated bilirubin [18] and The altered state of consciousness 

that occurs in 5 to 16% of cases [3][4]. The decompensation of 

tares can occur in acute cholangitis as a result of the sepsis [5]. 

The biliary acute pancreatitis may be caused by the migration 

of a stone and its entrapment in the Vater ampulla [12]. The 

occurs of a biliary hepatic abscess is due to implantation in the 

liver of pyelophlebitis via biliary and venous reflux [3][4]. 

Cholecystitis results from a persistent entrapment of a stone, it 

occurs in 20% of subjects with symptomatic gallstones [19] and 

in 10 to 20% of under diagnosed patients [20]. The positive 

diagnosis and that of the severity of acute cholecystitis and 

cholangitis is well defined by the Tokyo guide lines working 

group [1] [21]. Acute cholangitis is a medico-surgical 

emergency, management must be initiated without delay, it is 

based on three essential elements: Antibiotic treatment, 

resuscitation measures for organ failures and drainage of the 

principal bile duct [22] [23]. The antibiotic therapy is initially 

empirical and must be adapted to the results of biliary cultures 

and blood cultures for a therapy that targets microorganisms 

[24]. The Tokyo guides lines working group suggested an 

antibiotic therapy which matches with the grad of severity, it 

recommends a monotherapy for mild forms compared to 

moderate to severe forms, the combination of penicillin and a 

beta-lactamase inhibitor is recommended as first-line treatment; 

Piperacillin-Tazobactam is strongly recommended if Pseudomonas 

is suspected [10]. The Tokyo guides lines working group 

recommend a duration of antibiotic therapy of 4 to 7 days after 

the control of the source of infection, a duration of 7 to 10 days 

if the presence of a prosthesis and a duration of 2 weeks for 

enterococci and streptococci [10]. The biliary drainage in 

combination with targeted antibiotic therapy is a grade A 

recommendation of the Tokyo guide lines [23]. Drainage of the 

bile duct is a radical method of obstacle removal and it is a 

centrepiece in the management of cholelithiasis [25]. Several 

means have been described for the drainage of the bile ducts, to 

be mentioned: surgical drainage, whether by laparoscopic or 

right subcostal route, endoscopic drainage and percutaneous 

trans-hepatic drainage [22]. According to the Tokyo guide lines 

work group, the type of biliary drainage and its timing depend 

on the severity grade of the acute cholangitis. For grade I in 

most cases, medical treatment is sufficient, biliary drainage is 

not systematic, it is only indicated in the event of non-response 

to medical treatment [25]. Choledotomy and stone extraction or 

endoscopic drainage may also be performed [25]. For grade II 

patients, trans-papillary drainage is indicated and must be 

performed early, not exceeding 48 hours [22] [25]. In case of 

failure of stone extraction, a nasal-biliary drain should be 

placed, a bloated dilation is performed, and stone extraction and 

cholecystectomy will take place in a second step [25]. If less 

invasive techniques are unavailable, surgical drainage can be 

performed [26]. For grade III patients, resuscitation measures 

and empiric antibiotic therapy should be initiated [23]. 

Endoscopic or percutaneous drainage should take place within 

24 hours [figure2] [22] [25]. 
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Figure 2: Extraction of a calculation from the bottom of the bile duct by an endoscopic treatment. 

 

      In our series, endoscopic drainage was performed in most 

cases as the first intention; however, surgical drainage was still 

performed despite its high morbidity and mortality due to the 

choice of certain surgeons in the department and / or due to the 

unavailability of endoscopic treatment. It should be noted that 

in our series we are far from the deadlines of the biliary drainage 

proposed by the Tokyo guides lines working group. This may 

be explained by the absence of an endoscopy department at the 

Rabta hospital, the routing of patients to the endoscopy units as 

well as the material necessary for the act of drainage depends 

on logistical means which are sometimes difficult to make 

available; It should be noted that in some situations, 

resuscitation measures and patient preparation for endoscopic 

or surgical drainage delay drainage. It’s recommanded to 

realize cholecystectomy when it’s possible to prevent posterior 

complications in the cases of acute cholelithiasis [27]. The 

cholecystectomy for the cases of cholecystitis in our work were 

not conform to the Tokyo guide lines recommendations for 

several reasons : first of all, we had to operate grade III 

cholecystitis in some cases because of the lack of percutaneous 

cholecystostomy skills and secondly, we did not respect the 

timing of cholecystectomy as refereed to its severity grade in 

the TG18 recommendations in a way that in most of the cases 

biliary drainage is done before the cholecystectomy which 

delay it [28]. The hepatic abscess can be managed in association 

to an adapted antibiotic therapy by trans-hepatic drainage or 

surgical drainage in the case of fail of the percutaneous drainage 

or in the presence of a voluminous abscess [29], in our cases 

percutaneous drainage was deemed unnecessary as the 

abscesses were small, poorly collected and well controlled with 

medical treatment. In the event of biliary pancreatitis, 

endoscopic treatment by sphincterotomy and unobstructed bile 

duct is a definite indication according to most authors 

regardless of the severity [30]. In the literature, the incidence of 

morbidity is in the order of 12 to 34% for open surgery [31-32] 

and 3 to 14% for endoscopic drainage [33-34]. The morbidity 

is higher in our results than in the literature because of the use 

of surgical drainage, the critical status of some grade III 

patients, the nonadapted antibiotic therapy and the late timing 

of the drainage of the bile duct; that are morbidity factors in the 

literature [35] [36]. Nonspecific complications after biliary 

drainage have been widely described in the literature; they 

include decompensation of organs and / or defects, nosocomial 

infections and thromboembolic complications [37] [38]. The 

pancreatitis is the most frequent complication of the endoscopic 

treatment, as we did report in our work, it may be due to 

injections in pancreatic duct [39]. It’s reported that the 

incidence of residual lithiasis is nearly the same in surgical and 

endoscopic works [40], we have to notice that we did had more 

residual lithiasis after endoscopic drainage. The occur of sub-

phrenic collection and biliary fistula like we did note in our 

work are described as surgical complication [41] [42]. Multiple 

factors of poor prognosis relating to the management of acute 

cholangitis have been described in the literature, including the 

presence of organ failure, the use of mechanical ventilation and 

vasoactive drugs, age at- beyond 75 years, the presence of 

comorbidities, thrombocytopenia, hyperbilirubinemia, the 

delay in the introduction of antibiotic therapy and that of biliary 

drainage, which may explicate the cases of mortality in our 

work [35] [36]. Recurrent lithiasis are described in the literature 



 

 

9 | Journal of Surgery, Operative Techniques and Anesthesia, Volume 2022, Issue 02 

Copyright: © 

2022 Habib Elloumi* 

 

Acute Cholelithiasis Diagnostic and Therapeutic Approach: Retrospective 

Study of 54 Cases 

 with a prevalence of 5.3% for the endoscopic series [33] [38] 

and a prevalence of 2 to 14% for the surgical series [40]. Our 

series includes 2 case of acute cholangitis after endoscopic 

treatment as late complication in the first case that was a 

stenosis of the bile duct it could be due to oddian stenosis or 

loss of oddian function [43] and in the second case due to a 

recurrent lithiasis [33] [38]. The occurs of an eventration is 

described in the literature, many risk factors are involved such 

as age, male sex, high BMI, technical factors, factors of 

increased abdominal pressure and by infection of the walls, 

most patients that had a late eventration did have those risk 

factors [44]. 

 

Conclusion 
 

      Acute cholelithiasis is a pathology that affects people in 

their sixties with a slight predominance of women. Abdominal 

pain and fever are the most common clinical signs; Charcot's 

triad is noted in 1 in 2 cases. Ultrasonography, abdominal 

computed tomography and Biliary-MRI are essential for the 

diagnosis of acute cholangitis. The positive diagnostic criteria 

and severity of the Tokyo working group 2018 guidelines are 

easily applicable and allow the patient's prognosis to be assessed and 

the organization of better care in effect. Endoscopic drainage 

carrying out a sphincterotomy and stone extraction coupled 

with an appropriate antibiotic therapy must be performed 

without delay depending on the grade of severity. Collaboration 

with the bacteriology laboratory, blood culture and biliary 

culture is important in the management. The availability of a 

local endoscopy technical platform is essential in the management of 

acute cholelithiasis. Surgical drainage of the main bile duct should 

be avoided for severe forms. 
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