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Introduction

o Right-upper-quadrant pain and elevated
liver function tests (LFTs)=> suspicion of a
stone migration into the common duct

o The best initial strategy for treating common
duct stones

o MRCP, ERCP, EUS, I0C

o According to 2010 American guideline
o low-risk patients: laparoscopic
cholecystectomy
o high-risk patients: preoperative ERCP
o intermediate-risk patients (5%-50% risk): no
specific guideline for the initial approach

o increased LFTs, age >55 years, biliary
pancreatitis

o Preoperative common duct investigations
reduce the need for postoperative ERCP,
o a number of unnecessary procedures

Method

o Randomized clinical trial with 2 parallel
groups
o Study group: cholecystectomy first
o primary emergency laparoscopic
cholecystectomy (<48 hours) with I0C
o ERCP: either intraoperatively or
postoperatively, depending on
gastroenterologist availability

o Control group: classical treatment
o EUS->ERCP->laparoscopic cholecystectomy
with 10C
o To avoid randomizing patients with 1
isolated increased LFT
o a minimal threshold : ALK and AST->twice

the normal range in association with at least
1 other modified LFT
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Figure 2. Study Participation for Initial Cholecystectomy vs Sequential Common Duct Endoscopic Assessment,
Clearance, and Cholecystectomy

151 Patients assessed for eligibility

51 Excluded
33 Did not meet inclusion criteria
5 Severe sepsis or septic shack
7 Common duct stone seen
on computed tomegraphy scan
3 Associated acute pancreatitis
1 Alternative diagnosis
17 Unable to give informed consent
18 Declined to participate
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Complications

Table 3. Perioperative Complications and Grades According to the Clavien-Dindo Classification®

Associated Acute
(Complications Grade® Cholecystitis
Study group (n = 4)
Post-ERCP mild pancreatitis (no treatment needed) | No
Postoperative bacteremia (treated with antibiotics only) ] No
Post-ERCP blood clots in distal common duct requiring a second ERCP m No
Severe postoperative pancreatitis requiring ICU admission v No
Control group(n=7)
Postoperative
Transitory cardiac arrhythmia (treated with drugs only) ] No
Bacteriemia (treated with antibiotics only) ] No
Angina pectoris (treated with drugs only) I Yes
Preoperative severe pancreatitis requiring radiological drainage [} Yes
‘Wound abscess requiring surgical drainage [} Yes
Cystic duct bile leak requiring reoperation [} Yes
Septic shock due to small bowel perforation requiring ICU admission v No

Abbreviations: ERCP, endoscopic
retrograte chalangiopancreatog-
raphy; ICU, intensive care unit

*Dataare based on Dindoet al."

®Grade |indicatesany complicatior
that does not requireany specific
treatment; grade I, a complicatior
requiring pharmacological
treatment only; gradelll, 3
complication requiring surgical,
endoscopic or radiological
intervention; grade V. a
life-threatening complication
requiring ICU admission; grade V.
death of the patient.

Discussion

o Initial cholecystectomy with 10C for patients
at intermediate risk of a common duct stone
o results in shorter lengths of stay
o fewer common duct investigations

¢ no increased morbidity and a maintained
postoperative quality of life




o0 60% of patients (30 of 50) in the study
group did not need any common duct
investigation after the 10C.

o 1- and 6-month follow-ups showed excellent
quality of life

o no statistically significant difference between
groups

o Rural US hospitals with limited access to
endoscopy->mostly use a cholecystectomy-
first approach

o Urban hospitals 2 investigation-first
approach. Both result in similar outcomes

o ERCP ductal clearance rates are similar prior
to and after cholecystectomy(80%- 97 %)

o A number of recent reports—>single-stage
approach

o However, a recent study suggested that
intraoperative common duct exploration is
less effective than postoperative ERCP
o in terms of ductal clearance

Limitations

o The study was not blinded
o Length of stay can potentially be affected by

o such as inability of older patients to return
home

o surgeons’ subjective assessment of a
postoperative clinical status

o absence of blinding of the caregivers

Thank you for your attention!




