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AKTyaJbHOCTB. [IpUHSATO cUMTATh, YTO ONTUMATBHOI JICYCOHOM TaKTUKOM IS TSKEIBIX M OCIa0JeHHBIX MAIIUEHTOB
C OCTPBIM XOJISLIUCTUTOM SIBJISIETCS IBYXATAITHOE XUPYPTrUUYECKoe JieueHue: 1) 4YpecKoxHasi XOJIELUCTOCTOMUS;
2) OTCpOYCHHAS JIaapOCKOIMMUECKast XOJICIIUCTIKTOMUSA. B MOCTYITHOI TUTepaType OTCYTCTBYIOT YHU(MDUIIUPOBAHHEIC
KPUTEPUN OICHKUA BOCIAJUTEIbHBIX M3MEHEHHMI XETYHOTO IY3BIPSI, YTO MPEISTCTBYET OOBEKTHUBHOMY ITOIAXOMY
K TMOMCKY ONTUMAJbHBIX CPOKOB PaAMKaIbHOTO XMPYPruyecKOro JeUeHUs U 00CYXKIEHUIO LIEeJIeCO00Pa3HOCTU IBYX-
STAITHOM TAKTUKU.

Ieas. PazpaboTka 1ikaabl BOCTIAJUTEIbHBIX U3MEHEHUI KETYHOTO IMy3bIpsl U OKPYXKAIOIIMX OPraHOB M TKaHEM ISt
TIPOTHO3UPOBAHMS PE3YyIbTATOB OTCPOYECHHOM XOJELUCTIKTOMUU.

Mertoapl. BocrianureibHbIE NU3MEHEHUS KETIHOTO ITy3bIPs Y IALMEHTOB BO BpeMs 260 JIaltapoCKOIMMYECKUX XOJIEUCT-
SKTOMUIA ObLTU pasaesieHbl Ha cterieHu Tskectu (I—VI). [lpenioxeHa mkana i IpOrHO3UpoBaHUsl HauboJjee Bepo-
SITHBIX PE3YJIBTaTOB OTCPOUYEHHOI JIalTapocKonIeckoii xomenuctakromun (OJIX).

Pesyasrarbl. CoBnaieHre pacCIYMTAHHOTO MPOTHO3a W peabHBIX MHTPAOIEPAIIMOHHBIX HaX0mMOK st cterieHn [—I11
(BoCITaIuTEIbHBIE M3MEHEHMS OTPAHMYEHBI JKETIHBIM ITy3bIPEM) COCTaBMIIO: uIst crerenn I — 23,7; 2,5; 73,0 u 1,4%;
g crenienu 11 — 14,3; 57,1; 14,3%; nns crenenw 111 — 14,3; 7,7; 53,8; 7,7 n 30,8%. s crenenu IV (MHMIBTpaniys
30HBI TpeyroibHrKa Kajo oT He3HAaYMTEIbHOM 10 YMEPEHHOI) ObUIH ITOJIydeHbl 3HaueHus 11,5; 9,6; 30,8 u 50%. s
crerneHu V (BbIpak€HHbIE BOCTIAIUTEIbHbBIE U3MEHEHUST B 30He TpeyroibHuKa Kano) u VI (BbipaxkeHHbIE BOCMAIM-
TeJIbHbIE U3MEHEHUS OKOJIOMY3bIPHBIX TKaHEW, PACIIPOCTPAHSIOIINECS HA TIEYEHOYHO-IBEHAALIATUTIEPCTHYIO CBS3KY):
0, 0, 0 m 100%. Bce 3 HaGmOmEHUSI TOBPEXKICHUS OOIIETO KEIYHOTO MPOTOKA OBbLIM OTHECEHBI K KaTeropuu
“OJIX mpuBeneT K HeTaTUBHBIM TTOCJIECICTBUASIM .

3akmouenne. [ToaydeHHBIE pe3yJBTaThl CBUACTEILCTBYIOT TIPOTUB TaKTUKK BhIMoJHEeHU OJIX mpu ocTpoM Xoemu-
ctute. [Ipm “mpocToM” keraHOM ITy3bipe (ctereHn [—IV) cpouyHas JamapocKonmmyeckast XOJICIUCTIKTOMUST MOXKET
OBITH BBITIOJTHEHA 0€30IMacHO M OTCPOYEHHAs XOJELMCTIKTOMUSI He Tpedyercs. [Ipu “TpymHOM” XeTuHOM Ty3bIpe
(crerrern V—VI) OJIX 06BIMHO HE COTTPOBOXIAETCST TTOJIOKUTEIBHBIM PE3YJIETaTOM.

Karoueevte caosa: 1anapockonuveckas XoaeuucmsKmomus, XOACYUCMUM, IHCeAUHOKAMEHHAs 004e3Hb, KAACCUDUKAUUs
B0CNANUMENbHBIX USMEHEHUIL JCCAUHO20 NY3bIPs, MPAeMa 00ue20 HCeaUHO20 NPOMOKa, OMCPOUCHHAS AANAPOCKONUYCCKAs
XONCYUCMIKMOMUS.
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Objective. For unsafe (seriously ill or debilitated) and severe cholecystitis patients, percutaneous cholecystostomy with
scheduled interval cholecystectomy (IC) has been advocated; however, because of lacking an inflammation grading
system none of the published data comparing changes of inflammation status is available.

Background. Using a self-designed gallbladder (GB) inflammation grading system, the author tried to predict outcomes
of IC and reappraise whether delayed IC is justified.

Methods. The intraoperative inflammation of 260 consecutive laparoscopic cholecystectomy (LC) patients with
symptomatic GB stone diseases was graded (I—VI). Based on grading criteria, predicted outcomes were categorized as
“improve”, “unpredictable”, “no change”, and “worsen”.

Results. Predictive results of these four categories for Grades [—III (inflammation limited to GB) were 23.7, 2.5, 73.0,
and 1.4%; 14.3, 57.1, 14.3, and 14.3%; 7.7, 53.8, 7.7, and 30.8% respectively. For Grade IV (mild to moderate
inflammation of Calot’s triangle) they were 11.5, 9.6, 30.8, and 50.0%. For Grades V (severe inflammation of Calot’s
triangle) and VI (severe inflammation involving the hepatoduodenal ligament) they were 0, 0, 0, and 100%. All 3 common
bile duct injuries were in the “worsen” category.

Conclusion. Our findings do not favor IC. For simple GB (Grades [-1V), immediate LC can be done safely and IC
is unnecessary. For difficult GB (Grade V—VI), IC brings no improvement. Interval waiting to downgrade the
inflammation seems impractical, especially for difficult GB. Our inflammation grading system can provide actual
inflammation data during cholecystostomy and IC for judging the justification of the delayed IC policy.

Key words: laparoscopic cholecystectomy, cholecystitis, GB stone, GB inflammation grading, CBD injury, interval cholecyst-

ectomy.

BBenenne

Ony0auKoBaHHBIE JaHHbIE, BKJIIOYasi peTpo- [1] u mpo-
CIIEKTUBHEBIEC [2—4], a Takke MeTaaHAIM3H |5, 6], cBUIe-
TEJbCTBYIOT O TOM, UTO pe3yJibTaThl paHHeit (PJIX) u ot-
CpOUYEHHOI lanapockonuueckoi xoaeunuctakroMuu (OJIX)
MPU XUPYPIUUECKOM JIeYeHU N OCTporo xojeuurctura (OX)
BITOJIHE COITOCTaBUMBI 110 6e301acHOCTU U 3(hGHEeKTUBHO-
ctu. He ynanoch HailTu JaHHBIX U O TOCTOBEPHbBIX pa3iu-
YUSIX MO YacTOTe KOHBEPCUM U CEpbe3HBIX OCIOXKHEHUIA.
VYuutsiBasi To, 4To Npu BbinoaHeHuu PJIX 3HauuTenbHO
YMEHbIIAIOTCS MPOAOIKUTEIbHOCTh TOCTIMTATIU3ALNN
[1—6] u pUCK TOBTOPHOI TOCIUTAIM3ALUKA BCIIEACTBUE
peuuauBa OX, paHHsIS paauKaibHasi oniepalust BbITISINAT
MPEeANoYTUTEIbHEE U ¢ TOYKU 3PEHUSI SKOHOMMKU 3/1pa-
BooxpaHeHus [5].

Tem He MeHee, BHE 3aBUCUMOCTH OT TOTO, TOJIEpaHTEeH
WJIM HET MallMEHT K CPOYHON orepallMu, B Halllell cTpaHe
umeHHo OJIX ocraercs HanboJjiee YaCTbIM TaKTUYECKUM
petieHvem ripu jieueHun OX. [Tpu atom OJIX pekomeHy-
€TCsl BBITIOJHSTD JIMOO MocJie MepBoHaYalIbHOU aHTHOAaK-
TepUaJIbHOW Tepanuu, MPU3BAHHOK MOJAaBUTh BOCTIAM-
TeJbHBIN Tipouecc [1—4, 7—8], 1ubo B KauecTBe BTOPOIO
9Tana Xupypruyeckoro JeueHus mocjie BbITOJTHEHUs Ype-
ckoxHoit xonenucrocromun (UXC), ecnu aHTHOAKTEPH-
ajibHasl Teparusl okaszajachb HECIOCOOHOW “3artyliuTh”
BOCTIAJIMTEJIbHbBIN TTpouiecc B xeauHoM my3bipe (XKIT) [1,
7]. OJIX pekoMeHIyeTCs BBITIOTHATh B CpOKU 6—8 Hex [9]

Introduction

Because of better surgical outcomes of
laparoscopic cholecystectomy (LC), the de-
bate about early versus delayed interval LC
for symptomatic gallbladder (GB) inflamma-
tion is becoming much clearer in retrospec-
tive [1] and prospective studies [2—4] and in
meta-analyses [5, 6], which suggest that the
safety and efficacy of early and delayed-in-
terval LC for acute cholecystitis are compa-
rable. There is no major complication, no
significant difference in conversion, but early
LC significantly reduces the total length of
hospital stays [1—6] and the risk of readmis-
sion attributable to recurrent acute cholecys-
titis; it is, therefore, a more cost-effective
approach [5].

Interval LC is still a common strategy as a
subsequent procedure for acute cholecystitis
after initial treatment with antibiotics to cool
down the inflammation [1—4, 7, 8], or after
percutaneous transhepatic gallbladder drain-
age (PTGBD) when antibiotic “cool down”
treatment fails [1, 7], no matter whether the
patient is fit or unfit for the immediate
surgery. Usually, however, interval LC
(6—8 weeks [9] or 3—6 months [10]) is fa-
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nwm 3—6 Mec [10] or Havana 3abomeBanus. M Bce ke,
no-puauMomy, OJIX oka3bIBaeT MOJOXUTEIbHBIN 3hheKT
U1 ObIBa€T OTHOCUTEJILHO TIPOCTOH [9] OTHIOAL HE Bceria,
a TOJIbKO B OCOOBIX CUTyallMsIX, HallpuMep, y MallueHTOB
C TSDKENIBIMUA COMYTCTBYIOIIMMM 3a0ojeBaHuSIMU [9—12],
npu Texuudyecku TpyaHou PJIX [8, 9] wiu mocie UXC
[8, 10—12]. OJIX comnpoBoxmnaeTcs JIeTAIbHOCTbIO HE
TOJIBLKO TIPY OCJIOXKHEHUSIX TAHTPEHO3HOTO XOJICIIMCTUTA,
Ho u niochie BbinmojHeHust YXC [11]. B To xe Bpemst 60J1b-
LIMHCTBO UccienoBareeii, nponaranaupyroiiux OJIX, He
MNPUBOJST eTabHBIX CBEJACHUIN O CTEIeHU U XapaKTepe
BOCHAJIUTEIbHBIX UBMEHEHUH, C KOTOPBIMU OHU BCTPETU -
JIUCh BO BpeMsl 9Toi onepaunu, u pesyiasratbl OJIX no cux
MOp OCTAIOTCSI HETOCTATOUHO OCBELIEHHBIMMU.

B 1986 . BO BpeMsT OTCpOYEHHOM OTKPHITOM XOIEIINCT-
SKTOMMU aBTOp BIIEPBbIE CTOJKHYJACh C SITPOTEHHbBIM
paHeHMeM obuiero xeiauyHoro nporoka (OXKIT) B pyouo-
BOM BOCHMAJIUTEJIbHOM mpoliecce. PyOiioBbie M3MeHEHUs
copmupoBaiuch nocie YXC u npoBeneHUs KOHcepBa-
TUBHOM Tepanuu MO MOBOMY OCTPOTO XOJIELIMCTUTA. DTa
TpaBma I03BOJIMJIa aBTOPY OTYETIMBO MOHSTh, YTO B XOJ€
OTCPOUYEHHOI, 0COOEHHO J1amapOCKOMUYECKOM, XOJIeLIUCT-
SKTOMMU XUPYPr HE BCerla MOXeT M30exaTbh pyOolLlOoBOTO
npoiiecca Jaxe I0cje BBIMOJHEHUs TMepBOHavYalbHOM
xoJieucToctoMuu. TeM He MeHee MH(bOpMaLMs, TTOCBSI-
IIEHHass 23TOMY OOCTOSITEJILCTBY, B COOTBETCTBYIOIINX
PYKOBOJICTBAX WJIY MepUOANYECcKOl reyatu ckyaHa. Hacto-
S1asl CTaThsl MbITAETCS 10 HEKOTOPOU CTENeHU YCTPaHUTD
3TOT AeUUIUT NHPOPMALINH.

ABTOp BCTpeyasia BOCIAJUTEJIbHbIE W3MEHEHMsI pas-
JINYHOM TSIXKECTU OT YMEPEHHOTo oTeKa W MH(MWIBTpalun
(cocTaBASIOIIMX JJIsI XUPYpra OCTPbI MPOCTOM XOJELU-
CTUT) 10 OoJiee TSKEIbIX UBMEHEHUU B BUIE SMITUEMBI,
TaHTPEHBI, OYAaroBbIX HEKPO30B, PYOLIOBOTO MEepUIpolIec-
ca u cBuieil. TsoKkenblid BOCIIAIMTEIbHBINA MIPOLECC WU
IJIOTHBIE (pUOPO3HBIE CpallleHUsI B 30HE TPEyrojibHUKa
Kano (3TK) 1 neyeHOUHO-ABEHAALIATUIIEPCTHON CBSI3KHU
(ITJ1C) He Bcerna mo3BoisiOT BbioaHUTL OJIX 6e3omacHo
u npenpacnoaratot K TpaMe OXKIT; 3Tu usmMeHeHus s
XUpypra nogooHbl “MUHHOMY TOJII0”.

ABTOpPOM TpejioKeHa COOCTBEHHas! KiaaccuUKalus
CTENeHU MECTHBIX BOCHAIUTENbHBIX U3MeHeHU nmpu OX
[13] mnst omucaHusT MHTpAOIepallMOHHOTO COCTOSIHUS
XKITI, koTopble 3aNMChIBAIMCh B TPOTOKOJIE ONEpalluy He-
MOCPEICTBEHHO MOCJIe BbIMOJHEHHUS JarapoCKOIMUIeCcKoi
xojieuuctakroMuun (JIX), 4ToObl YMEHBIIUTH MOCIEAYIO-
1IMe HETOYHOCTHU. DTU JaHHBIE UCTIONb3YIOTCS JJIsl aHAU -
3a XPOHOJIOTMYECKUX PAMOK U KJIMHUKO-TIATOJOTUUECKUX
TeHneHUMin npu OX u 17151 TIPOSICHEHUSI ONTUMAaJIbHbIX
CPOKOB BbITIOJIHEHUST Oe3omacHoit JIX. ABTop HaaeeTcs,
YTO MpeAcTaBleHHas KiaccuduKauusi TMpeaocTaBisieT
Takke BO3MOXHOCTb MPOSICHUTH HauboJjiee BEPOSITHBIN
nporHo3 OJIX npu pazTnyHON CTereHUu MECTHBIX BOcCTia-
JIMTEIbHBIX U3MeHeHui mpu OX.

Marepuan u METOIbI

BrImiotHEHO TIPOCTIEKTUBHOE, HEPaHIOMU3UPOBAaHHOE,
nepekpectHoe ncciemoBanme. C deBpanst 1996 mo 2014 .
aBrop BeImoHMIA 260 JIX mammentam ¢ OX. B taom. 1

vored only under special conditions, such as
unsafe (seriously ill or debilitated) patients
[9—12], unsafe (difficult operative condition)
LC [8, 9], or PTGBD [8, 10—12], and the
subsequent LC was reported to be straight-
forward [9]. Sometimes, emergent LC after
PTGBD- or necrotic cholecystitis-related
mortality might occur [11]. Most studies that
propose interval LC have not reported in suf-
ficient detail about the inflammatory conse-
quences during the subsequent LC. The crit-
ical consequences of the interval LC strategy
are still not well reported.

During an interval open cholecystectomy
in 1986, the author first encountered an iat-
rogenic common bile duct (CBD) injury
caused by a cicatrix that had formed around
the CBD and GB after an initial cholecysto-
stomy. This injury drove home the ensuing
danger of cicatrix formation after the chole-
cystostomy with a delayed interval cholecys-
tectomy (IC), especially LC. However, infor-
mation in textbooks or published studies is
scarce; the present study cautions surgeons
about this danger.

Inflammation from mild edema and
swelling (constituting simple acute cholecys-
titis) to more severe disease with empyema,
gangrene, necrosis, fibrosclerosis, or fistula
changes has been encountered by the author.
Severe inflammation or densely fibrotic
changes of Calot’s triangle and the hepa-
toduodenal ligament (HDL) can prevent
a safe LC and predispose a patient to CBD
injury, which is like a land mine for both the
LC surgeon and patient.

For this purpose the author has been devel-
oping a grading system [13] to record the in-
traoperative inflammatory status of the GB
per se immediately after an LC in an effort to
reduce the recording error. These data are
used to clarify the chronological and clinico-
pathological changes of cholecystitis and to
arrive at the optimal timing for a safe chole-
cystectomy. In addition, the author has tried
to unravel the consequences of interval LC.
Laparoscopic grading of the inflammation
status of GBs in the current study provides the
possibility, although subjective, of predicting
outcomes had interval LC been adopted.

Materials and Methods

This was a prospective, non-randomized,
cross-sectional study. Since February 1996,
the author has done 260 consecutive LCs on
patients with symptomatic GB inflammation
or gallstone diseases. Table 1 is revised gall
bladder inflammation grading. Table 2 and
Fig. 1 summary the modified GB inflamma-
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Taomuma 1. Kiaccudukays cTeTieH! TSKECTH BOCTATUTETbHBIX M3MEHEHUM JKETYHOTO ITY3bIpS U OKPYKAIOIIUX
TKaHel nmpu Jamapockonuueckoi xoiaeuucrakromuu (mo Y.C. Chang)

CrerneHb XapakTepucTukKa

| BocnanurenbHble U3MEHEHUS, YTOJIIEHNE CTEHKHU KEJTUHOTO My3bIPsI OTCYTCTBYIOT WM HE3HAUUTETbHbI

11 YMepeHHbIe BOCTIATUTEbHbIE U3MEHEHMS, YTOJIIEHUE CTEHKU KeTYHOTO Iy3bIpsI

111 BripaxkeHHbIe BOCITAJIUTEIbHBIC U3MEHEHUS, YTOJIIEHNE CTEHKHU KEJTYHOTO My3bIpsI

v 1) B 3one TpeyronpHuka Kaao odHapy:keHbl He3HAUMTEIbHbIE BOCITAIMTEIbHbIC M3MEHEHMST
2) W3-3a cpallieHUi1 BOBHUKAIOT HEKOTOPbIE TPYIHOCTHU MPU BBIAEICHUM CTPYKTYp TpeyroibHuKa Kaio;

TeM He MeHee CTPYKTYPbI MOXKHO MACHTU(UIIMIPOBATh

\% Tsoxenblil BOCIIAIMTENbHBIN TIpoliecc Win pyOlieBaHKe B 30He TpeyrojbHuKa Kajo;
BBIICIUTD U UACHTUMULIMPOBATH €r0 CTPYKTYPhl OU€HBb TPYITHO

VI Tsoxenplil BOCIIAIMTEIBHBIN IIPOLIECC WX pyOlieBaHKE PaCIIPOCTPAHSIIOTCS Ha MEYeHOYHO-
NBEHAATUTIEPCTHYIO CBSI3KY, B TOM UMC/Ie OOIIMIA KeTUHbII MPOTOK ((hjerMoHa, HeKpo3,
(Gnbpo3 TKaHel MeyeHOYHO-IBEHAAIATUTIEPCTHOM CBSI3KI)

Table 1. Chang’s grading of gall bladder and vicinity inflammation for laparoscopic cholecystectomy

Grade Characteristics

I None to slight gall bladder inflammation and wall thickening.

11 Moderate gall bladder inflammation and wall thickening.

111 Severe gall bladder inflammation and wall thickening.

v Mild to moderate inflammation involving Calot’s triangle;
Slightly to moderately difficult to separate the structures, but they are identifiable.

\Y Severe inflammation involving Calot’s triangle; very difficult to separate and identify structures.

VI Severe inflammation involving the hepatoduodenal ligament or common bile duct; phlegmon,
necrosis, fibrosis.

MpeJcTaBjieHa CTeNeHb BOCMAJIUTEIbHBIX U3MEHEHUI CO-
[JIacHO NpeajioXeHHon mikane. Tabauua 2 v puc. 1 mpeno-
CTaBJISIIOT JIeTaJIbHYI0 MH(OPMALIMIO O YUCTIe MallMeHTOB,
pacrpoCcTpaHEeHHOCTM W CTEMEeHW BOCHAJEHUS] CTEHKU
XKIT (I—-VI). Crenenu I—III yka3biBatoT Ha BOCTIaUTEb-
HEBII TIponiecc, orpanndyeHHbIN KI1; crenens IV coorBeT-
CTBYeT HE3HAYMTEJbHBIM WU YMEPEHHBIM BOCIAIUTEb-
HBIM 1 pyouoBbiM m3MeHeHusiM B 3TK. ¥V manmenTos
¢ -1V crenensio JIX MoxeT OBITH O€30I1aCHOI, HE TPeOy-
eT KOHBEpPCHUM; TaKWe CUTYallud Ha3bIBaeM “TIpOCTOI
SKEJTYHBIN My3bIph”.

Hepenko BcTpeuanuch Tsixkesble BOCTAIUTEbHbIE U3-
MEHEeHMUsI, TaKre KakK OKOJIONy3bIpHast (hJierMOHa, HEKpO3,
pyouoseie npotiecchl B 3TK, ITC u npunexamumx opra-
Hax (tab6a. 3). Crenienu V u VI yKka3blBalOT UMEHHO Ha
TaKMe TSKesble BOCIalUTe/IbHbIe WU PYyOLIOBbIe U3MEHe-
Hus B 3TK u I[TJIC cooTBETCTBEHHO, YTO I€/IaeT BHIITOJIHE -
Hue JIX BecbMa 3aTpyIHUTEIbHBIM. Takue cuTyaluu Ha-
3bIBa€M “TPYAHbIN KETUHBINA My3bIpb”.

®opMy XOJIEIUCTUTA KIACCU(MHUITUPOBATA B COOTBET-
CTBUU C MATOJOTUUYECKON, a HE KIMHUYECKOW KapTUHOM
ynanenHoro JKII. Muorue curyauum, KIMHUYECKU
OCTpbIE, C TOUKHU 3peHUsT maTomopdosiora ObUIM TPaKTO-
BaHBI KaK XpOHNYECKHE.

Kak n3BecTHO, NPUHSTO cCUMTATh BpeMs OoT Hayaita OX
JI0 BBITTOJIHEHUST OTepallii caMbIM BaXXHbIM (haKTOPOM,
OTpeNeISIIONIMM CTeleHb U PpacipoCTpaHEeHHOCTh BOCIIa-
JINTEJIbHBIX U3BMEHEHU; TO3TOMY BpeMsI TIATEIbHO U MO~
pOOHO OTMEYaIM B KaXJIOM KJIMHUYECKOM HaOJIOJECHUMU.
ITo naBHOCTM BO3HUKHOBEHMSI KIMHUUYECKON KapTUHBI OX
obu10 chopmupoBano 7 rpyni: <3 cyt; 4—7 cyt; 8—10 cyT;
11—-14 cyt; 15-21 cyt; 22—28 cyt u >29 cyT or Hayana
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tion grading system with detailed informa-
tion about the number of patients and the
level and grade (I—VI) of GB wall inflamma-
tion: grade VI was added for HDL involve-
ment. Severe inflammation such as phleg-
mon, necrosis, and fibrosis around the GB,
Calot’s triangle, HDL, peripheral organs,
and omentum was often encountered
(Table 3). Grades I-III indicate inflamma-
tion limited to the GB, and grade IV indi-
cates mild-to-moderate inflammation or fi-
brosis of Calot’s triangle. For patients with
grade -1V inflammation, LC can be safely
done without conversion and defined as sim-
ple GB. Grades V and VI indicate severe in-
flammation or fibrosis of Calot’s triangle and
the HDL, respectively, which makes LC very
difficult; these are defined as “difficult GB”.
Acute or chronic cholecystitis is classified ac-
cording to a pathological, not clinical, diag-
nosis of the resected GB. Many acute symp-
tomatic cases are pathologically proven to be
chronic. The timing from acute onset to sur-
gery (<3,4-7, 8—10, 11-14, 15-21, 2228,
and >29 days [lapse days/lapse groups]) is
assumed to be the most important determi-
nant for these inflammatory changes and was
meticulously recorded in detail from each
patient (Table 4, Fig. 2, Fig. 3). These data
for inflammation grading were exactly re-
corded and collected by the author himself to
analyze the optimal timing of LC and were
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AHHAABI XHPYPTUUECKOM TEITATOAOTHH, 2016, Tom 21, Nel

@ Calot triangle donal

' Migner  Chang's grades I-111

N Crenenu I-11I (o Chang)
G;l[bladder [@WJ
123

Chang's grades IV

@ IV-A IV-C
' . Crenens IV
"R |
)

@ V-A Chang's grades V
Crenenb V

Chang's grades VI
Crenenb VI

Puc. 1. MaTepnpeTanys CTENeHN MaTOJOTHYECKUX
M3MEHECHUI B XKETYHOM Ty3bIpe:

a — crerneHb [—III oGo3HauaeT BocmaauTeNbHbIN
MpOLIEeCC, OTPAHNYCHHBIN JKETIHBIM ITy3bIPEM;

b — creneHp IV 0603HaYaeT He3HAYUTEIBHBIC WA
YMEPEHHbIE BOCMAIUTEbHbIE WJIK PYOLIOBbIE U3ME-
nenus 3TK;

¢ — cTerneHb V 0003HAUaeT TSKENIble BOCIIAIUTEIb-
Hble u3MeHeHust i puopos3 B 3TK;

d — crenenb VI 0603HavyaeT pacnpocTpaHeHe BOC-
MaJIMTEILHOTO WM pyo1ioBoro mpouecca Ha [11C.
Crenenu [—IV o0bearHeHbI O HA3BaHUEM “TIPO-
CTOI KEJUHBIA TY3BIph”~, JAMmapoCKOIuYecKas
XOJIELIUCTIKTOMUS MOXKET OBbITh O€30MaCHO BBITIOJ-
HeHa 0e3 kouBepcuu. CrerieHu V—VI o0bennHeHbI
MOJ Ha3BaHWEM “TPYOHBIA KEIYHBINA ITy3BIPh”~,
JIanapoCKOINMUYecKas XOJICIIMCTIKTOMUS TpPYAHa,
0COOEHHO TIpUM PYOLOBBIX HM3MEHEHUsX (Oenas
obnacth). KoHBepcusi MOXET ObITb HEM30EXKHOM.
IMon xaxkmoii cxeMoit yKazaHO YHCJIO COOTBETCTBY-
IOIIUX KIMHUYECKUX HAOTIOCHUIA.

Figure 1. a — Grades I-III indicates inflammation
limited to the GB.

b — Grade IV indicates mild-to-moderate
inflammation or fibrosis of Calot’s triangle. Grade
1-1V, defined as simple GB, LC can be safely done
without conversion.

¢ — Grade V indicates severe inflammation or
fibrosis of Calot’s triangle.

d — Grade VI indicates inflammation extended
to the hepatoduodenal ligament. Grade V-VI,
defined as “difficult GB”, LC is difficult especially in
fibrotic situation (white-colored area) and conversion
to open cholecystectomy may be inevitable.
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Tabmuma 3. CooTHoIIeHWe KIMHUKO-MOpMOJornyeckux ¢GopM 3abojieBaHUS W KiIacCUMUKAIIUN BOCITATUTEIBHBIX
U3MEHEHMIA CTEeHKU >KEeTYHOTO My3bIpsl y u3ydeHHbIX manueHToB (mo Y.C. Chang)

Yucno HaboneHMiA, abc.
®dopma 3a00J1eBaHUS, OCTOKHEHUS,
COMYTCTBYIOLME COCTOSIHMS I 1 111 v \ VI Beero
CTeIeHb | CTEIEHb | CTEIeHb | CTEIeHb | CTEMEHb | CTEIEHb
Yucio 601bHBIX 123 7 13 (1) 53 35(5) | 29(12) | 260 (18)
OcCTpblit XONEUUCTUT 2 2 1 17 12 (2) 18 (9) 52 (11)
u3 HUX cocrostHue rnocje YYXC 1 9 7(2) 94) 26 (6)
XPOHUYECKUI XONCLIUCTHUT 121 5 12 (1) 36 23 (3) 11(3) 208 (7)
u3 Hux coctosinue nocie Y4YXC 2 4 (1) 5 7(2) 1 19 (3)
Cungpom Mupussu 2 2(1) 4 (1)
Hekpo3s/ranrpena KI1 7(2) 6 (4) 13 (6)
DOmmumema XKI1 1(1) 6 11 (1) 8 (3) 26 (5)
Hexkpo3s B obiactu TpeyronbHuka Kano 2 2(1) 4 (1)
Py61ioBeie namenenust [T1C 6 (6) 6 (6)
Luppo3 neveHu 15 1 2 5 2 7 (4) 32 (4)

Ilpumeuanue: B ckobkax ykazaHo uncyio Konepcuit. HY4XC — upeckoxHast ypecriedueHouHast xoaaHruoctomust; KIT —
KeJuHbI 1my3bipb; [1JIC — meyeHoYHO-ABEHAALIATUIIEPCTHAS CBSI3KaA.

Table 3. Patient’s background and Chang’s grades of gallbladder inflammation

Grade | Grade Grade Grade Grade Grade Total
Background I 11 111 v \Y% VI

Cases 123 7 13 (1) 53 35(5) | 29(12) | 260 (18)

Acute cholecystitis 2 2 1 17 12 (2) 18 (9) 52 (11)
Status post PTGBD 1 9 7(2) 9(4) 26 (6)
Chronic cholecystitis 121 5 12 (1) 36 23 (3) 11 (3) 208 (7)
Status post PTGBD 2 4 (1) 5 7(2) 1 19 (3)
Mirrizi’s syndrome 2 2(1) 4 (1)
GB gangrenous/necrotic 7(2) 6 (4) 13 (6)
GB empyema 1(1) 6 11 (1) 8(3) 26 (5)
Calot’s triangle necrosis 2 2(1) 4 (1)
Fibrotic change of HDL 6 (6) 6 (6)
Liver cirrhosis 15 1 2 5 2 7 (4) 32 (4)

(): Number of conversions to open cholecystectomy; HDL: hepatoduodenal ligament; PTGBD: percutaneous transhe-

patic gallbladder drainage.

3a0osieBaHus (Taodi. 4; puc. 2, 3). DTU AaHHbIE ObUIU UC-
MOJIb30BaHbI aBTOPOM [IJIs1 TIOMCKA ONTUMAaJIbHBIX CPOKOB
BoInosiHeHUs! JIX 1 TpOTHO3UPOBAHUST PE3YJIBTATOB, €CIU
Oblta n3bpaHa taktuka OJIX. Pa3paboTaHHbIE MPOTHO-
CTUYECKME KPUTEPUH MPUBEAEHbI B Ta0. 5.

Ecnu npu nepBUYHON peBU3UU OTMeUalach BbIPaXKeH-
Hasl BocrnayuTesibHass MHuabTpaius, ocodoeHHo B 3TK
u [11C, B mocneayiomemM OOBIYHO BBISBIISI TAHTPEHO3HO-
HekpoTuyeckue usmeHeHust, ammnuemy KIT 1160 Tsokesbiit
(u6po3. IMosatomy oOHapy:KeHUE TaHTPEHO3HO-HEKPOTH-
yecKux udmeHeHuit uau smnuembl XKIT paclieHuBanm Kak
“HeraTMBHBIE IIOCJIEICTBUS” BBDKUIOATEIBHOU TaKTUKU.
[Tpoune n3MeHeHUsT pacleHUBAIN KaK “TIOJ0XUTETbHbII
addexT”, “0e3 M3MEeHEeHM” M “HempenckKa3yeMblil pe-
3yJIbTaT” COOTBETCTBEHHO.

3HauMTeNIbHAsl 4acThb MAlMEHTOB OblIa OlepupoBaHa
OTHOCUTEJILHO TO3/IHO 110 CAeAYIOLIUM MTPUUMHAM: TTallu-
€HT He ObUT MH(GOPMUPOBAH O HEOOXOIUMOCTU XUPYPTH-
YECKOTro JieUeHHUs! MpU 3TOM 3a00J1eBaHMM; OTKA3 MallleH-
Ta OT onepaluu; IMarTHOCTUUYECKUE TPYTHOCTU; JieUeHUE
MPOBOJIMJI TACTPOIHTEPOJIOT; XUPYPT Bozaepxkaics oT PIIX
B noJsib3dy OJIX (tab. 4; puc. 2a).

used to predict the outcomes if IC was adop-
ted. The predictive criteria are defined
in Table 5. Severe swelling tended to lead to
gangrene, necrosis, empyema, oOr severe
fibrosis, especially in Calot’s triangle and the
HDL, and the inevitable and expected fibro-
sis. The existence of gangrene, necrosis, and
empyema, was categorized as “worsen”.
Other conditions were categorized as “im-
proved”, “no change”, and “unpredictable”
accordingly.

Most of the author’s patients were oper-
ated on relatively late (Table 4, Fig. 2A) for
various reasons. Some patients were unaware
of the necessity of surgery or reluctant to un-
dergo surgical treatment, some required a
time-consuming thorough diagnosis, some
had to wait until gastrointestinal physicians
had stabilized their acute or septic episode,
and some with or without a relapse were re-
fused for immediate surgery and scheduled
by other surgeons for an interval LC. The
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Ta6mumna 4. CreneHb BOCTIAJIMTEIbHBIX M3MeHEeHM kemuHoro my3bips (KIT) rmpu pa3nnyHoit 1TaBHOCTH 3a00J1eBaHMS

Ipynna Yucno HabmoaeHui, adce. Yacrora KoHBepcuu, %
(cyTKun
o fadara I I I v v \ Beero B TOM 4MC/Ie
3a00/1CBAHNA) | orerrepy, | cTemeHD | CTETEHD | CTEMEHb | CTEMEHS | CTereHb Tpu “TPyAHOM” | BCEro
XKIT
Yucio 60JbHBIX 123 7 13 (1) 53 35(5) | 29(12) | 260 (18)
1(<3) 20 0 1 2 1 0 24 0 0
2 (4-7) 4 0 5 7 5(12) 5(2) 26 (4) 40,0 15,4
3 (8—10) 16 2 0 3 5 4(1) 30 (1) 11,1 3,3
4(11-14) 15 1 3 8 5 6(2) 38 (2) 18,2 5,3
5(15-21) 17 0 0 6 8 (1) 6(2) 37 (3) 21,4 8,1
6 (22-28) 11 1 1 3 2(1) 0 18 (1) 50,0 5,6
7 (229) 40 3 3(1) 24 9 (1) 8 (5) 87 (7) 35,3 6,9
Kpurepuii P 0,649 0,445
ITlpumenanue: B ckoOKax MpeACTaBICHO YMCIO KOHBEPCHIA.
Table 4. Patient’s gallbladder (GB) inflammation grades by lapse group
Lapse groups # | Grade | Grade | Grade | Grade | Grade | Grade Total Conversion Rate (%)
(days) I 1l 11 v % VI Difficult GB | Overall
Cases 123 7 13 (1) 53 35(5) | 29 (12) | 260 (18)
1(<3) 20 0 1 2 1 0 24 0 0
2 (4-7) 4 0 5 7 5@2) 5(2) 26 (4) 40,0 15,4
3 (8—10) 16 2 0 3 5 4 (1) 30 (1) 11,1 3,3
4(11-14) 15 1 3 8 5 6(2) 38 (2) 18,2 5,3
5(15-21) 17 0 0 6 8 (1) 6(2) 37 (3) 21,4 8,1
6 (22—-28) 11 1 1 3 2(1) 0 18 (1) 50,0 5,6
7 (>29) 40 3 3(1) 24 9(1) 8(5) 87 (7) 35,3 6,9
P-value 0,649 0,445

(): Number of conversions to open cholecystectomy.

Ta6muna 5. [TporHo3 pe3yJIbTaTOB OTCPOUCHHOI J1aNapoCKOMUYECKOM XOJeIMCTIKTOMUN

TTomoxxuTenbHbBII

HeonpeneneHHblit
bes namenenmit

HeratuBHbrit

Ecnm BocnamuTenbHble U3BMEHEeHUST TIPENCTaBIeHbl YMEPEHHBIMU OTEKOM

WUiau MHGUIbTpalueil, mocie neproaa KOHCEPBATUBHOTO JIEUEHUST MOXKHO OXKUAATh
CTUXaHUE BOCTIAJIMTEIBLHOTO Mpolecca

ITpu yMepeHHO BbIpaXKEHHBIX WU TSKEJIbIX BOCIATUTEIbHBIX U3BMEHEHUSIX, OTPaHUYEHHBIX
CaMUM XKEJTYHBIM ITy3bIpeM

Ecnm HaiineHsI 3pelibie pyOLIOBbIe TKAHM, a KIMHUYeCKas KapTUHA He YXyAIIaeTcsT

B IMHAMUKe

BbipaxxeHHbIE BOCITAIUTEIbHBIE U3MEHEHHSI, PACIIPOCTPAHSIIOIIMECS 3a TIPEeIe/Ibl

xemuHoro 1my3bips, B 3TK u Ha [T C; cienyeT oxxumaTh pa3BUTHUSI HEKPOTUUECKMX OYaroB,
SMIMUEMBI KEeTYHOTO IMy3bIPsI, TSKENbIX PYOIIOBBIX U3MEHEHM It

Table 5. Predictive criteria for interval cholecystectomy

Improved

Pending
No change
Worsened

Improvement of inflammation can be expected after interval waiting when inflammation
is mild edema or swelling.

When inflammation is moderate-severe edema or swelling.

When mature fibrosis develops and there is no deterioration of the clinical status.

Severe swelling tends to become gangrene, necrosis, empyema, or severe fibrosis,
especially in Calot’s triangle and the hepatoduodenal ligament.
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ITo MHeHUIO aBTOpa, ciieayeT BhIMOJIHIThL JIX BHe 3aBU-
cuMocTH oT gaBHocTr OX, IIpH YCIIOBUH, UYTO TEMOTMHAMM-
YyecKue MoKasaTe/iv NaluueHTa CTabuIbHbI WU CTaOWIIU31-
poBaHbl 1iocie apeHupoBaHus XKIT n HeoOxonumoit Tepa-
nmuu. HecMmoTpsi Ha paszinuHylo JaBHOCTbL 3a0ojieBaHUs
B BBIIEJEHHBbIX TpyTIax, B OOJbIIMHCTBE HaOJIONEHUI
BO BpeMsl orepaiMyi He ObLIO TJIOTHOTO PyOILIOBOTO MpO-
necca (mpu crenensax <IV) (tabn. 4, puc. 2, 3). Hdaxe
y 21 6ombHOTO ¢ amremoit 2KIT n3 26 (80,1%); 7 (53,85%)
0OJIbHBIX TAHTPEHO3HO-HEKPOTUYECKUM XOJIELMCTUTOM
u3 13;y 3 134 60JbHBIX C HEKPOTUUECKUMU U3MEHEHUSIMU
B 3TK ctpyktypsl B 3TK ynaBanoch uaeHTUOULIUPOBATDH
u BbinojHeHue PJIX ObLIO0 BO3MOXHO MpU aKKypaTHOM
orepupoBaHuu (Tad:i. 3).

Ecau tkanu 3TK Obuin pyOLIOBO U3MEHEHBI, a My3bIp-
Hbiit npotok win OXKIT He ynaBajioch uaeHTU(ULUPOBATD
(uto cootBeTcTBYET creneHsM V 1 VI), BbIMOJHSIM KOH-
BEpCUIO BO M30eXaHUE STPOTeHHBIX MOBpexaeHuid. [1Tpu
“rpynHoM” 2KII, mepen repecedeHreM Iy3BIPHOTO IIPO-
TOKa WIW NPUHSTUEM pELLIEHUs] O KOHBEPCUU, TTPUMEHSUTU
clenylouye nprueMbl WASHTU(MUKALMUU CTPYKTYp: aHTe-
IpaHYIO XOJIELIMCTIKTOMUIO [7]; onpeneneHre Tak Ha3bl-
BaeMOI0 KPUTUUECKOTO yrjia (OIpeaesisieMoro Kak BHY-
TPEHHUI yros Mexay KapMaHoM XapTMaHa U Iy3bIPHbIM
MPOTOKOM) TIpU OOJUTEpallMK WM pa3pyllieHUU Ty3bIp-
HOU apTepur XpOHUYECKUM BOCITAJIUTEIbHBIM MPOLIECCOM;
npueM “cdaara” (BHYTPEHHIOI W HapyXXHYIO pPOTalMiO
weviku KIT mist BeisiBieHus TpeyroibHuka Kao) [14, 15];
UHOGYHAUOYIOTOMUIO (BCKPBITHE IIEHKM WU BOPOHKU
KIT) nist oGHapyXeHMsI YCThsI My3bIPHOTO IIPOTOKA CO CTO-
POHBI MOJIOCTU OpraHa.

Bce naumeHTsI nepej onepauyeit ObUA MOJTHOCTHIO MH-
¢opMUpPOBaHbI O CBOEM 3a00JIeBaHNU U ObLIY COTIACHBI Ha
BO3MOXHYI0O KOHBepcHio. B Hacrosiieit cepuu HaOmio-
JIEHUI JIanapoCKOIMUYecKasl XOJEeLIMCTIKTOMUST BBITTOJTHSI-
nack o rexHosornn H. Nagai v coaBr. [ 16]. CtaTuctryeckast
00paboTka ObLTa BBITIOJIHEHA MetomoM Y? u Puinepa.
Pazmums cunranu goctoBepHbiMu Iipu p < 0,05.

Pe3ynbrarni

He obOHapyXeHO HOCTOBEPHBIX pa3IW4YMii B TPYIIIIAx
pa3noii naBHocT OX HHM 110 YacTOoTe KOHBepcum (Tad. 4,
puc. 4), Hu 1o yactote “TpynHoro” XKIT (ta6a. 4). [Toay-
YeHHbIE TaHHbIe MTOKa3aIu, YTO CTENEeHb BOCIAIMTEIbHbIX
W3MEHEHW BHYTPU KaXKIO¥ TPYIIIBI ITMPOKO BapbUpO-
Basia (Tabu. 4, puc. 2, 3). Haxe npu gaBHoctu OX Oosee
1 Hen cTerneHb BOCHAIMUTENbHBIX U3MEHEHUI MOTJIa ObITh
BblpakeHa He OoJjiee, yeM B rpyrrne 2 (4—7-e CyTKH),
u PJIX B Takux ciiyyasix He ObLia TPOTUBOIMOKA3aHa.

OpHako, cpopMrpOBaB 2 TIOATPYIIIEI TAKUM 00pa3oM,
yToOBI TIOArpyIna 1 BKIWOYWIA MALMEHTOB C JaBHOCTbIO
OX <3 cyT, a moarpymiia 2 — BcexX MallMeHTOB C JaBHOCTBIO
OX >3 cyt (rpynnbl 2—7), 00OHApYXWJIM CTaTUCTUYECKU
JIOCTOBEpHOE pazjiudyvde 1o uuciay “TtpyaHbix” KIIT
(p = 0,039), HO He 1O yYacToTe KOHBEPCUM (IaHHbIE HE
npuBeaeHbl). B To ke Bpemsi, XOTs TociieHee pa3inune
HEIOCTOBEPHO CTAaTUCTMUYECKM, TEXHUIECKUE TPYTHOCTHU
npu BbinmojiHeHUU JIX OblIM oTMeueHbl B rpymie 5 (15—
21-e cytkn); ssitporeHHble TpaBMbl OXKIT 66111 y 3 601b-
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author’s approach is to do an LC when con-
sulted, regardless of the timing of acute
onset, if the patient’s hemodynamic condi-
tion is stable or stabilized by biliary drainage.
Most of the acutely inflamed tissue in all the
different lapse groups was not densely fi-
brotic (< grade 1V) (Table 4, Fig. 2A+2B,
Fig. 3). In some patients with severe inflam-
mation, such as GB empyema (21/26 pa-
tients), or gangrenous or necrotic GB
(7/13 patients), and Calot’s necrosis (3/4 pa-
tients), the structures in the Calot’s triangle
area were still identifiable and LC was feasi-
ble with careful manipulation (Table 3).
When Calot’s triangle was densely fibrotic
and the cystic duct or CBD could not be
identified, which was graded V or VI in the
current series, the LC was converted to an
open cholecystectomy (OC) when necessary
in order to avoid possible bile duct injury.
Methods of dome-down manipulation [7],
“critical angle identification” (defined by the
author as “a medial angle of the Hartmann
pouch of the GB and cystic duct” in cases
which the cystic artery was absent by the
chronic inflammation process), medial and
lateral rotation of the infundibulum to ex-
pose Calot’s triangle (the “flag technique”)
[14, 15], and open infundibulum to check
the cystic duct orifice from inside the GB,
were implemented with a difficult GB before
severing the cystic duct or conversion to OC.
All patients were fully informed of their con-
ditions and consented to possible conversion
to OC before surgery.

Abdominal-wall-lifting LC was exclusive-
ly used in the current series and was prepared
in accordance with the method of Nagai
et al. [16].

Statistical comparisons were made using a
x? test or Fisher’s exact test. Differences were
considered significant when p < 0.05.

Results

There were no significant differences in
conversion rates (Table 4, Fig. 4) or in the
incidence of difficult GB between the differ-
ent lapse groups (Table 4). Dividing all cases
into two lapse groups, <3 (lapse group 1) vs.
>3 days (lapse groups 2—7), shows a signifi-
cant difference (p = 0.039) in the number of
difficult GBs, but not in the conversion rate
(data not shown). Although not significantly
different, operation difficulty was encoun-
tered in lapse group 5 (15—21 days), and one
CBD injury occurred each d on lapse days
15, 21, and 107. These data demonstrate that
inflammation grade varies widely in each
lapse group (Table 4; Fig. 2 and 3). Even after
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Figure 4. There was no

significant difference in
the conversion rate
between adjacent lapse
groups or between any
pair of lapse groups.

1 2 3 4 5
Tpymmbr

- Ha / Yes

HBIX 3T0i rpymmbl (¢ gaBHOCThIO OX 15, 21 u 107 cyr).
B rpyrme 7 (>29 cyt) 66110 19% “Tpymueix” 2KIT (pazmu-
YU ¢ IPYTUMM TPYIIIIaMU CTATUCTUIECKHA HEIOCTOBEPHBI).

[NokazaTenbHO, YTO B IIPEACTaBICHHON cepUy HaOIIO-
JIEeHWI KaKas-JIM00 TEeHIESHIINS K CTUXaHUIO BOCTIAINTEITb-
HOTO Tpoliecca ooHapykeHa He Obuta (puc. 2, 3). Hampu-
Mep, ogHa 00IbHASA, KOTOPOI XUPYPTH TPYIKABI OTKA3aIN
B PJIX, B oxuganum OJIX moasepriacsk YXC. B mocueny-
IOIIEM Pa3BUWIICS TSIXKeJNbI a0IOMUHAJIBHBIN cericuc. bolna
BoInosiHeHa HeoTyioxHast OJIX. Bo BpeMst onepauivuy Hali-
neH Hekpo3 creHKr OXKI1 1 BeITIOJTHEHA TelaTHKOESIOHO-
cromusi. [TarmenTka nmorutsa ot TpasMbl OXKIT u mpaBoii
TIeYeHOIHON apTepun (00Ias JeTaJbHOCTh B TPYIIIE CO-
craBuna 0,39%). Takue ocoXHeHUsT — KpaliHee, haTarb-
Hoe nociienctsue TakTuku OJIX. IMocie mepuona BBIKM-
JaHWST BOCITAJIUTETBHBIN TIPOIIECC MOXET HE CTUXHYTb.
Ecim oH, Ha060poT, IporpeccupyeT, BeposiTHA 1 TaKe 3a-
KOHOMepHa sitporeHHast TpaBma OXKIT.

B Tabn. 6 mpusenensr pe3yiabratel OJIX. B rpymmax
1—4 yiy4ieHne MOKHO OBIJIO IIPOTHO3UPOBATH C BEPOSIT-
HocThio 7,7—23,7%, B TO Xe BpeMs i “TpymHbIX” 2KI1
B Tpymmax 5 W 6 Takasg BepOSTHOCTh paBHa HYIIO.

[ ] Her /No

more than 1 week, inflammation grade may
not be worse than in lapse group 2 (4—7 days),
and immediate LC is not contraindicated.
Lapse group 7 (>29 days) had 19% diffi-
cult GBs, which is not significantly different
from the other lapse groups. A subsequent
“cool-down” trend in inflammation was not
seen in the lapse group in the current series
(Fig. 2 and 3). For example, one patient, for
whom surgeons had refused 3 times to sched-
ule an operation, underwent percutaneous
GB drainage while waiting for a chance of
interval LC. She finally needed an emergen-
cy LC while she was in a septic condition.
She died from CBD and right hepatic artery
injuries (overall mortality rate 0.39%). CBD
necrosis was noticed during the hepaticojeju-
nostomy reconstruction. This is an ultimate,
fatal consequence of interval LC. Inflam-
mation may not cease after the interval peri-
od. If inflammation progresses, an inevitable
iatrogenic CBD injury tragedy may occur.

Ta6mmma 6. YactoTta coBrageHus IPOTHO3a U peaibHO MHTpaoriepallMoHHoi cutyatuu mpu OJIX

Mportos Yacrora coBnageHus, %

p I crenenn | II cremens | III crenmens | IV cremens | V ctemens | VI crenenb
TTonoxuTeabHBI 23,7 14,3 7,7 11,5 0 0
HeomnpeneneHHbII 2,5 57,1 53,8 9,6 0 0
bes yayuieHust 73,0 14,3 7,7 30,8 0 0
HeratuBHbriii 1,4 14,3 30,8 50,0 100 100
Table 6. Results of predictive status of interval cholecystectomy in each grade

Prediction (%)
Grade | Grade 11 Grade 111 Grade IV Grade V Grade VI
Will improve 23.7 14.3 7.7 11.5 0 0
Pending 2.5 57.1 53.8 9.6 0 0
No Change 73.0 14.3 7.7 30.8 0 0
Will worsen 1.4 14.3 30.8 50.0 100 100
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Ta6muma 7. Yactora coBmameHNs TIPOrHO3a ¥ MHTpaomeparoHHoi cutyaru ipu OJIX y 6ombpHBIX TTocie YUXC

MporHos Yacrora coBnaneHus, %
I crenenn | Il cremens | 11l cremens | IV crenmens | V creneHb VI crenieHn
[MosnoxuTenbHbIR 33,3 (1/3) — 25 (1/4) 20 (3/15) 0 0
HeornpeneneHHbIi 33,3 (1/3) — 50 (2/4) 6,6 (1/15) 0 0
Be3 ynyuiieHus - — 6,6 (1/15) 0 0
HeratuBHbIi 33,3 (1/3) — 25 (1/4) 66 (10/15) 100 (9/9) 100 (15/15)

Table 7. Results of predictive status of interval cholecystectomy with PTGBD in each grade

IIporHos Prediction, % (n / total)
Grade | Grade 11 Grade 111 Grade IV Grade V Grade VI
Will improve 33.3(1/3) — 25 (1/4) 20 (3/15) 0 0
Unpredictable 33.3(1/3) — 50 (2/4) 6.6 (1/15) 0 0
No Change - — 6.6 (1/15) 0 0
Will worsen 33.3(1/3) — 25 (1/4) 66 (10/15) 100 (9/9) 100 (15/15)

Huns 6-it rpynmbl iporHosupyeM 100%-Hblil HeraTUBHBINA
pesyabrat OJIX.

boabmHeTBo “TpymaHbix” KIT 6butu mpeacTaBiieHbI
9MIIMEMOI, HEKPO30M, TAHTPEHOU WU TSKEJIbIMU pyO1IO-
BbiMU M3MeHeHussMu KIT niu 3TK (taba. 2, 3), u yayu-
IIeHMST He TIPOTHO3MpoBasiock. Beero 13 13 64 “1pymHbIX”
KIT Obu1M TIpencTaBieHbl TOJbKO BBIPAXKEHHBIM OTEKOM
0e3 pyO1IoBbIX U3MeHeHUi (Taou. 2). Cpeau HUX 3 HabJIO-
nmennst creneHnn VI (CSP, rme C — tsokenoe BocmanieHHe
crenku XKIT1; S — unpunsrpanus 3TK; P — dhnermonozHoe
pocnanenue [11C), naBHOoCTh 3a00eBanus 5, 12 u 16 cyT;
9 nabmonenuii (13 Hux 8 moakimacca V-CS u 1 — V-BS)
(B — ymepennoe Bocnanenue creHku KI1, C — 1sixenbie
BoOCIaMTeIbHble n3MeHeHus: creHku KIT) + S — Bripa-
keHHass nHuiasTpauus 3TK, naBHocTh 3a00eBanus 3; 3;
4; 8; 11; 30; 54; 60 u 180 cyt; 1 HabmOAEHME TTOAKIIACCA
V-AS (A — ymepeHHoe BocniasieHue creHku XKIT + S — uH-
¢unsrpauus 3TK, 17-e cyTku oT Hauayia 3a00seBaHusl).
B 6 u3 sTux HabmomeHuit naBHOcTh OX mpeBbicuiia 2 Hel,
HO BOCHaJIUTEIbHBIN Mpoliecc He cTuxal. Cemb HaOIO-
JIEHWI1 ¢ JaBHOCTbIO MeHee 2 HeJl ObLIM paclieHEeHbl Kak
“nocnenyrommii puopo3 3TK HenzdexeH”.

Haxe nocne BeimoaHenus YXC (taba. 7, 46 Habmoae-
HUI) XyALIKWA pe3yabTaT ObUT MOJydYeH sl O0JbHbBIX, OT-
HeceHHbIX K creneHu | u IV, xoTs 1 6e3 ctaTucTuyeckoi
nocroBepHocTu. Ilpu crenenu V—VI xyamuii pesynbrar
6nu1 moaydyeH B 100% HabmogeHMii (Kak 1 6€3 BBITIOHE-
Hust YXC). Mo HammM gaHHBIM, nIocJe BeimojiHeHus: YXC
HeJIb3sl OXKUAATh TOCTOBEPHOTO MOJOXUTEIbHOTO Pe3yJib-
tata OJIX y 6ombHBIX OX 1100011 TaBHOCTU.

OO0cyxKneHue

ITo pe3ynbraTam MeTtaaHaiau3oB [4—35], MpUMEHUTEb-
HO K COKpaIleHUI0 CPOKOB TOCTIMTAIM3AINH, CKOpeHTIIeit
peabmIMTalMi M MEHbBIIEH TTOTPEeOHOCTH TMallMeHTa
B aHAJIbIeTUKAX, CHIKEHUSI YaCTOTHI TIEPHOTICPAITTOHHBIX
OCJIOXKHEHUI TIPeANOUYTUTEIbHEE BBITJISIAUT UMEHHO BbI-
noaHenue PJIX (<1 nem), a He OJIX. boablMHCTBO aBTO-
poB TyOJMKAIIMii, TMOCBSIIEHHBIX JeYeOHOW TaKTUKe
y O0osbHBIX ¢ maBHOCTBIO OX Oosee 1 Hen [2—5, 7, 10, 17],
COOOIIAIOT O OOJBIINX, YeM OOBIYHO, TEXHUUECKUX TPYI-
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Table 6 indicates varied predictive out-
comes after interval LC. In the Grade 1-1V
groups, 7.7—23.7% improvement was ex-
pected; however, it was 0% for the difficult
GBs of the Grade V and VI groups. In the
latter group, there was a 100% “worsen” pre-
diction after interval LC.

Most of our difficult GB cases were co-
morbid with empyema, necrosis, or gangre-
nous or severe fibrotic changes of the GB or
Calot’s triangle (Tables 2 and 3), and im-
provement was not expected. Only 13 of
64 difficult GB cases involved just a severe
swelling without fibrotic change (Table 2); 3
grade VI-CSP involved GB (C: severe)+Calot
(S:Swelling)+HDL(P:phlegmone) (on lapse
days 5, 12, 16), 9 (8 grade V-CS + 1 grade
V-BS) involved GB (B: moderate; C:
severe)+Calot (S:severe swelling) (on lapse
days 3, 3,4, 8, 11, 30, 54, 60, 180), and 1 grade
V-AS involved GB (A: mild)+Calot (S: severe
swelling) (on lapse day 17). Six of these cases
had a lapse over 2 weeks and the inflammation
did not cool down. Seven cases with a lapse
less than 2 weeks were judged as “subsequent
fibrosis of Calot’s triangle is inevitable”.

Even after PTGBD (Table 7, n = 46),
grade I and IV groups had a higher “worsen”
rate, although not significant. Grade V and
VI groups had 100% “worsen” results as of
the non-PTGBD decompression groups.
No significant predictive improvements
could be expected in all grade groups after
the PTGBD.

Discussion

In the current era of LC, early (<1 week)
rather than delayed LC is recommended by
meta-analytical studies [4, 5] for a short hos-
pital stay, a quick return to work, using fewer
analgesics, and not increasing morbidity.
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HocTsix. Tem He MeHee OJIX, BbINOJHSIEMass B CPOKMU
oT 4 Hexd 10 6 Mec, TIO-TIpekKHEMY HaXOIUT CTOPOHHUKOB
[8—12], ocobeHHO mJist GOJBHBIX C TSKEIBIM COMATUYECKUM
(poHomM. Takue OOJIbHbIE CUMTAIOTCS HETOJEPAHTHBIMU
K BemojiHeHnIo PJIX. B HacTosiee BpeMsI He CyIIeCTBYET
HU HallMOHAJIbHBIX pEeKOMEHIALINMI, HU MyOIMKalnii, KOTO-
pble coaepxxaau Obl yOenuTe bHbIE T0Ka3aTeJlbCTBA UHBO-
JIOLIMU BOCHAIUTENIBHOTO mpouecca npu OX Ha OCHOBa-
HUM CPaBHEHMSI BOCIAJUTEJbHBIX WU3MEHEHUIi, HaliieH-
Hbix pu PJIX 1 mpu OJIX.

OTcpoueHHas JIanapoCKONUYecKas

XO0JIEHUCTIKTOMUS

Apeymenmut “3a”

Boinmonnenune OJIX mocnie npoBeneHUsl Kypca aHTH-
OMOTHKOTEPAITUH C IIEJIbIO TTOIABICHUS OCTPOTO BOCTIAIH -
TerpbHOTO mpoliecca B XKIT ocraeTcst MeTomoM BEIOOpa TIpH
JieyeHun 001bHBIX OX B OOJIBIIMHCTBE cTpaH [1—4, 7—8].
BHe 3aBuCHMOCTH OT TOTO, TOJIEpAHTEH JIM TTAIIEHT K BBI-
nonHenuio PJIX, emy Hasznaugaror OJIX, B ToM umcie
mocie YXC, ecmm KOHCepBaTUBHAS TepaIisl He TIPUBOIUT
K ycniexy [1, 7]. OObIYHO, TEM HE MeHee, OJaronpusiTHbIE
pesyabratel OJIX (BeITOMHSIEMOIT Yepe3 6—8 Hen [9] unn
3—6 mec [10] ot Hagama OX) HaOIIOMAFOTCS TOIBKO B OCO-
OBIX CiTydasix, HaIllpuMep, Y TSDKeNbIX WA OCIIa0JIeHHBIX
nauydeHToB [9—12], npu mnpeanonaraeMbiX TEXHUYECKUX
tpyaHoctsax PJIX [8, 9, 10—12]. B Takux cayuasix OJIX,
KaK COOOIIAETCs, TIPOXOAUT 0€3 OCIIOKHEHUN U TeXHUYe-
CKHUX 3aTpydHeHui [9].

B To xe Bpems Y. Ishizaki u coasr. (2006) [7] coobria-
o1, uto Ha 1339 OJIX npu OX yacTtoTa KOHBEPCUM BO3-
pocna ¢ 5,3% (3a mepuon 1993—1999 rr.) no 10,6% (3a me-
puon 2000—2004 rr.). CamMoil yacToii IPUYNHON KOHBEP-
CHM CTaJM BBIpAaXXCHHBIC BOCIAIUTEIbHBIE W3MEHEHMS
WK TUIOTHBIE pyOLIOBBIe cpaineHust (4,7%), KpoBoTeue-
Hue (1,3%) v ATpoTeHHBIE TTOBPEXISHNS BHETICUEHOYHBIX
KETIHBIX TTIPOTOKOB (0,93%). ABTOPHI BBITIOTHSLIN TIJIaHO-
Byto OJIX uepe3 2—4 Hen nociie Hayajga KOHCepPBATUBHOM
tepanuu U (uau) YXC u He npumensuin PJIX. Okazanocs,
qTO maxe depe3 2—4 Hen mocie nekommpeccuun XKI1y 5,6%
GOJIEHBIX BOCTIAIMTEIbHBIC U3MEHEHUS TTIEPEXOIUIIN B CTa-
W10 pyoueBaHMs, T.e. popmupoBaics “TpyaHbiii” 2KII.
DT0 TpeOOBaIO KOHBEPCUH M IaXKe COTTPOBOKIATIOCH TPaB-
MOl BHEIEUYEeHOYHBIX KEITYHBIX TIPOTOKOB. B pesynbrare
aBTOPBI MPUIIUIH K 3aKJIFOUEHHIO, YTO B HEKOTOPHIX CUTYa-
LUSIX TIeproaa BbDKUIAHUSA 2—4 Hel MOXKET ObITh HEHo-
CTAaTOYHO IS TTOJTHOTO pa3pellieHUs] OCTPOTO BOCHANIH-
TesbHOTro npotecca npu OX.

Apeymenmut “npomug”

D.R. Elwood u coaBt. [10] coobiuatot, utro OJIX, BbI-
noJiHsiemasi uepe3 4—8 Hen nocie Hayana OX, He omnpas-
JIbIBa€T HaJeX/1 Ha CTUXaHKWe BOCTIAJIMTEIbHOTO Mpoliecca.
B 10 ke BpeMs B TeueHMe TTeproaa KOHCEpBAaTUBHOM Tepa-
mun 'y 23—35% manmeHTOB BO3HMKAIOT ITOKAa3aHUS IS
MOBTOPHOI TOCIIUTAIU3ALUU U BHITTOJHEHUST HEOTIOKHOMN
OJIX |3, 6] cuacToroii kouBepcun 10 30% [2]. D.W. Rattner
M COAaBT. MOJIaraloT HEIOCTaTOYHO TOKAa3aHHBIM IpeACcTaB-
Jnenue, oyaro mpu OJIX peke BbITOTHSIETCS KOHBEPCUS 110
cpaBHeHuto ¢ PJIX [17].

Most published studies [2—5, 7, 10, 17] on
surgery done on patients with symptoms last-
ing more than a week reported greater than
normal technical difficulties. Nevertheless,
delayed interval LC delayed from 4 weeks to
6 months is still advocated [8—12], especially
for seriously ill or debilitated patients who are
unfit for early LC. Currently, there are nei-
ther guidelines nor studies that provide con-
vincing evidence on the inflammation and
fibrotic consequences of the first attempt and
on subsequent interval LC.

The current debate on interval LC

Pros

Interval LC is still a common strategy for
acute cholecystitis after initial antibiotic
treatment to cool down the inflammation
[1—4, 7,8], or after PTGBD when antibiotic
cool-down treatment fails [1, 7], whether or
not the patient is unfit for the immediate
surgery. Usually, however, an interval LC
(6—8 weeks [9], 3—6 months [10]) is favored
only in special conditions, such as unsafe
(seriously ill or debilitated) patients [9—12]
or unsafe LC [8, 9] after laparoscopic chole-
cystostomy [8, 9] or PTGBD [8, 10—12] and
the subsequent LC was reported to be
straightforward [9].

Ishizaki et al. [7] reported that in 1339 of
their cases, the conversion rate increased
from 5.3% in 1993—1999 to 10.6% in 2000—
2004. The most frequent reasons for conver-
sion were severe inflammation or dense
adhesions (4.7%, n=55), hemorrhage (1.3%,
n=15), and bile duct injuries (0.93%, n=11)
in 1179 patients. They routinely performed
an elective, interval LC 2—4 weeks after the
administration of antibiotics or PTGBD;
they did no emergency surgeries. Even
2—4 weeks after biliary decompression, 5.6%
([55 + 11]/1179) of the patients with inflam-
mation progressed to a fibrotic state that
caused difficult GB, subsequent conversion,
and bile duct injuries. However, Ishizaki et al.
concluded that a delay of 2—4 weeks may not
be sufficient for a complete resolution of in-
flammation.

Cons

D.R. Elwood et al. [10] stated that a
planned interval cholecystectomy 4—8 weeks
after the onset of acute symptoms with the
hope of operating when the acute inflamma-
tion has abated is no longer supported, and
that 23—35% of repeat admissions for emer-
gency cholecystectomy [5, 6] have been re-
ported during the interval period, with a
conversion rate as high as 30% [2]. Rattner et
al. [17] reported that there is little evidence
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S.B. Kolla u coasr. [3] u O. Yiiksel u coaBT. [4] BbITOJ-
HUJIM TIPOCMEKTUBHBIE UCCAEAOBAaHUSI, B KOTOPbIX CpaB-
awm PJIX (<24 9 mocne moctyrutenus) u OJIX (6—12 Hen
[3]; 8—12 Hen [4]) nocie meproaa KOHCEPBATUBHOTO Jieue-
Hus. beuto oGHapyxeHo, yTo BbinoaHeHue OJIX comnpo-
BOXIAJIOCh TEXHUYECCKUMU TPYIHOCTIMU B 25 u 46,5%
HaOJIIOIeHNI COOTBETCTBEHHO. OUeBUAHO, YTO BO BpeMs
KOHCEpPBATUBHOTO JIeYeHUS BOCHAUTENIbHBIM Mpolecc
TepexonuT B ¢a3y ¢GOpMUPOBAHUSI M CO3PEBAHUS PyOIIO-
BOM TKaHW, TO-BUINMOMY, TTPOMCXOANT HEOAHTHOTECHE3.
Bce 310 TIpUBOAUT K TPYTHOCTSIM TIPU TIpeITapupOBaHUN
U YBEJIMUYMBAET PUCK OCJIOKHEHU [4].

OX HauMHaeTcs ¢ OKOJIOMY3bIPHOTO OTeKa; 3TO 00CTO-
SITEJTLCTBO MOXKET IO3BOJIMThH JOBOJIbHO JIETKO OTIEIUTD
XKIT or nmpunexamux crpyktyp npu PJIX, ecnu ynmaercs
MPOBOJUTH IUCCEKLIUIO B TI0CKOCTU oTeka [3]. HanpoTus,
OXUWJaHUE, YTO BOCTaUuTeIbHbIH TTpouecc B KIT cTuxHer,
MO3BOJIsIeT NepruOKaIbHOMY BOCHAJIEHUIO “CO3peTh”’ 10
OpPraHU30BaHHBIX CpallleHWil, 4YTO JAejaeT AMCCEKIIMIO
oosiee TpyaHoii [3]. Craaus oTeka MpoaoJiKaeTcs IpuMep-
Ho 1—7 cyT ot Hauyana OX. B mocienyioiiemM B 30He BOC-
najieHust 1160 npeobagaeT pocT KPOBEHOCHBIX COCYIIOB,
mbo dopmupyercst abdeiiecc (adciiecchl) ¢ neprucoKaib-
HbIM (uOpo3oM. XOTsI HA paHHUX CTaIMUSIX BOCHAIUTE)b-
HbIN Mpoliecc He 00s13aTeibHO pacnpocTpaHsieTcs Ha 3TK,
TP XPOHU3AIUY €T0, HaIIpOTHB, TOPa3I0 Yallle BCTpeda-
ercs pyouonas aedopmauusi 3TK, uto nenaer npenapu-
poBaHue B 3TOI BaxkHO 30He OoJjiee TpyIHbIM [3].

Korna caenyer spmoansats OJIX?

[ToBTOPMM M3BECTHBIN TE3WC, YTO TIEPEXO K OTKPHITOM
XOJICIIUCTAKTOMUN HE CJIeMyeT pacCMaTpMBaTh KakK Iopa-
KeHue xupypra [10].

ITonaraem, 4yTo IMIaBHBIM KPUTEPUEM IS OTIpeeIeHUs
OTNTUMAJIbHBIX CPOKOB 1 TOAXOM0B K JieueHuto OX sBsi-
€TCS BEPOSTHOCTb STPOTeHHBIX MoBpexaeHuit OXKII.
Xotst PJIX BbINOHSIETCS B OTEUHYIO CTAAWIO BOCTIAJIEHUS,
OBLIIO ObI MTOJIE3HO BBIICHUTH TOUHBIE ONITUMAaIbHbIE CPOKH
BMEIIATEIbCTB [JI BHIITOJHEHUS JTI000M “pHCKOBAaHHOM”
JIX (mampuMep, Y TAalIMEHTOB C OTATOIIEHHBIM COMAaTHUe-
CK1M (DOHOM).

Hns Boimoanenusi OJIX npu “tpynHom™ XKIT cyuie-
CTBYIOT TPY BPEMEHHBIX IIPOMEKYTKA: 1) MeXKIy perpeccu-
eil ocTporo BocnajieHUs1 U HauajioM (pudposa; 2) Mexay
HavasioM (opMupoBaHus (GuOpo3a U ero co3peBaHUEM;
3) nocie obpa3oBaHus 3pesioro pyoua. JlurtepaTypHbie
JlaHHbIE HE JaloT OMNpeAeJIeHHOr0 OTBeTa Ha BOIPOC
O TIPEANOYTUTEIbHOM BpEMEHU BMellaTelbCcTBa. TeM He
MeHee aBTop npearnoiaraer, yro OJIX B TedyeHue 3-ro
MPOMEXYTKa ClIeyeT 3anpeTuTh. KakoB oOnTUMaIbHbII
MPOMEXYTOK 151 BbinoJHeHus1 OJIX? JlelicTBUTEBbHO JIN
TaKOBBIM SIBIIsIeTCA 6—8 Hem, KaK 5TO PEKOMEHIYIOT
D.E.M. Litwin u coaBt.? Onu onucanu OJIX B 3Tu cpoku
Kak JIerKo BBITTOJHUMYIO 1 Oe3onacHyto [9].

Hamm maHHBIe TTOKA3BIBAIOT, YTO TIOCie 29 CyT OT Ha-
yaga OX B 80% HnHaGmomeHuil Ha orepaluyd ObLT IIO-
npexHemy oboHapyxeH “Tipocroit” KII, a “TpynHbIii”
ToNTbKO y 20% GonbHBIX. OTIMpasiCh Ha 3TH TaHHBIE, CUMTA-
eM, 4TO y /5 maumeHToB, KOTOpbIM HazHaueHa OJIX,
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to show that a cooling-off period will reduce
the rate of conversion to OC.

S.B. Kolla et al. [3] and O. Yiiksel et al.
[4] prospectively compared early (<24 hours
after admission) and interval LC (6—12 weeks
[3], 8—12 weeks [4]) after cool-down medical
treatment. They found dissection difficult
(25% |3], 46.5% [4]) in the cool-down group.
In the cool-down period, inflammation ma-
tures and fibrosis increases, and neovascu-
larization probably occurs. This leads to dis-
section difficulty and increases the risk of
complications [4]. Experience has shown
that acute and subacute cholecystitis creates
an edematous plane around the gallbladder;
thus, an early LC facilitates its dissection
from the surrounding structures [3]. Waiting
for an inflamed gallbladder to cool down al-
lows the surrounding inflammation to ma-
ture and results in the organization of adhe-
sions, which make the dissection more diffi-
cult [3]. The edematous phase continues in
the inflammatory period between 1—7 days
after an attack of acute cholecystitis. In the
following phase, hypervascularization, ab-
scess formation, and fibrosis predominate.
Although inflammation in the early stages
may not necessarily involve Calot’s triangle,
chronic inflammation often scars and dis-
torts Calot’s triangle, which makes dissection
in this critical area more difficult [3].

When should an interval LC be done?

Conversion to OC must not be considered
a failure [10]. The risk of iatrogenic CBD
injury is the paramount parameter for deter-
mining the optimal timing and attitude for
surgery for symptomatic GB disease. Although
immediate, urgent, or index LC should be
encouraged during its edematous phase of in-
flammation, it is necessary to know when the
optimal period for unsafe LC (for seriously ill
or debilitated patients) is in order to do an
earlier operation and thereby prevent the late
fibrotic consequence of interval LC.

There are three periods for interval LC of
the difficult GB: 1) between the regression of
acute inflammation and initial fibrosis, 2) be-
tween initial fibrosis formation and matura-
tion, and 3) after the maturation of fibrosis
and cicatrix formation. The literature pro-
vides no definite answer; however, 1 hypoth-
esize that LC during period (3) should be
forbidden. What is the reasonable timing?
Should it be after a 6—8-week delay as recom-
mended by Litwin et al. [9], who described
the subsequent LCs as straightforward?

Our data showed that in the >29 days
group, 80% of the cases were still simple GB
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rnocJie nepuoia KOHCepBaTUBHOM Teparuu OyaeT yaydlie-
HHE, 9TO CPaBHUMO KaK C OITyOTMKOBAaHHBIMU TaHHBIMU
10 TTOBTOPHBIM TOCITATATIM3AIINSM |5, 6], TaK ¥ ¢ 4aCTOTOM
HeoTnoxHbIX OJIX. OgHako HET HU TBEPIOM TapaHTHUMH,
HU TOKYMEHTHPOBAHHBIX CBEICHMWI O TOM, YTO BOCIIAJIM-
TeTBHBIN TIPOIIeCC Pa3peIInTCs Mocie KOHCepBAaTUBHOTO
JIeYeHUSI ¥ U4TO OTIepalys OyIeT IIPOCTOIA.

Deoarouus ocnaiumenvHo20 npovecca

S.S. Sternberg [18] yctaHOBWJI, 4TO “3amepkKa XoJje-
IIUCTIKTOMUM, OCOOCHHO JAaNapOCKOIMYECKON, MOXeT
OBITh NaryoHoOM, MOCKOJbKY K 9-M cyTkaMm (ubporiacTu-
yeckasi peakiius JejaeT TKaHU TJIOTHBIMU; ITpoliece repe-
XOJIMT B TTOJOCTPYIO CTAJMIO M 3aBepIIaeTcs IMaToJIOTHUe-
CKOI1 KapTUHOH “XpoHudyeckoro” pyoueBanus”. P. Schrenk
u coast. [19], ananuzupys 1300 6osbHbIX OX, cOOOILAIOT,
YTO Yallle BCero MPUBOAWIO K KOHBEPCUU WM SITPOTEH-
HbIM TpaBMaM HaJinuue rioTHbIX pyouos B 3TK. Dto rpy-
0oe pyOlLeBaHMe pa3BuBaeTcsl Ha mo3aHel craaun OX u
MopdoIornuecku SIBJIsIETCS MOAOCTPOI UJIM XPOHUYECKOMN
(opmoir xoneuucrura. Haobopot, mpu PJIIX OX moxer
OBITH M3JICUEH Ha caMoii ero paHHel ctanuu. OTeK, UMero-
LIMICS B IIepBbIe CYTKK 00Typauuu meiiku KI1, msarkuii,
1 OTeUHbIe TKaHU JIETKO MOJIaI0TCs MpenapupoBaHUIO.

Taxcecmsb 6ocnaiumeavnozo npouecca,

a He 0agHOCMb 3a004€6AHUA UMeem 3HaAYeHUe

0451 mexHu4eckoil mpyonocmu

A4anapocKonu4ecKkoll Xo0AeuucmIKmomuu

N. Estes 1 coaBT. yCTaHOBWJIM, YTO CTEMEHb U XapaKTep
TMCTOJIOTMYECKUX M3MeHeHUl npu OX mpornopuroHaib-
Hbl TSKECTU W TPOIOIKUTEILHOCTU TEepBOHAYATbLHOTO
MaTOJOTUYECKOTO BO3/IEMCTBUS, a TAKXKe MPOJOKUTEb-
HOCTHU 3TOro 3adoJieBaHus jao yaaneHus KIT [20]. OnHako
ecin OX sBJsieTcsl peliMAUBUPYIOLIMM, (hMOPOOIACTHI YXKe
obOpaszoBaiu pyoioByto TKaHb, a XKIT n 3TK yxe noasep-
[JIMUCh pyOLIOBBIM M3MEHEeHUSIM U aedopmatu. [Toatomy
HE CTOJIbKO JaBHOCTb 3a00J1eBaHNSI, CKOJIBKO TSXKECTh BOC-
MaJIUTEJLHOTO MPOolLiecca OKa3blBaeT OMpenestoIiee BIns-
HUME Ha TeXHUYecKue ycaoBUs BbinmoaHeHus JIX [20].

Hacrosiiiee uncciienoBaHve TO3BOJWIO OOHAPYXWUTbh,
yTo BOCHaluTeNbHbIN cratyc KIT M oKpyxXamlux ero
TKaHei 1 opraHoB pu OX IIMPOKO BapbUPYET axKe BHY-
TPU TPYMIl C OAMHAKOBON JaBHOCTbHIO 32a00Ji€BaHUS U UTO
JIABHOCTb KaK TaKoBasl He SIBJSIETCSl HaJeXHbIM ITPOTHO-
CTMYEeCKUM (akToOpoM [Jisl ompeaeseHus] IMoKa3aHU
K BbInoJiHEHUIO JIX.

Kaaccuueckas ampozennas mpaema

obuiezo iceaunozo npomoxa

ABTOp 9TOM cTaTbu, CTONKHYBHIMCH Tipu OJIX c pas-
HOOOpa3HbIMU U TSIXKEJIbIMU BOCTIAIUTEIbHBIMU U3MEHE-
HUSIMM, TIOJIaraeT, YTo TJaBHBIM (PaKTOpOM OILIMOOYHOM
WHTpaoIepallMOHHON JUArHOCTUKM, KOTOpasi MPUBOAUT
Kk TpaBme OXKII, siBnsitorcst nocnaeactsusi OX B Bujae Ha-
pylleHUs] HOpMaJibHOI cuHTONUM, KoHburypauuu KII,
OKpYXalollMX TKaHell M OpraHoB, BO3HUKAOIIME B IMPO-
1ecce pyolLeBaHUsI.

T. Misawa u coaBT. [21] B TIIATEILHOM PETPOCHEKTUB-
HOM HCCJIeIOBaHUM TIOABEPIJIU aHanu3y 34 HaOJtoneHUs
arporeHHoir TpaBMbl OXKI1 m obGHapyxwuau, 4yto B 53%
HaOJIIOIeHU I TPUUMHON TpaBMbI ObLJ1a OIIMOOYHAS UAECH-

and 20% were difficult GB. We may infer
from these data that one-fifth of the patients
scheduled for interval surgery progressed
during this waiting interval, which is compat-
ible with the published data of readmission 5,
6 and with the emergency cholecystectomy
rate attributed to persistent or progressive
initial inflammation during the interval wait-
ing period as well. There is no absolute guar-
antee or documented data that inflammation
will be spontaneously solved after conserva-
tive treatment and that the operation will
then be straightforward.

Consequences

of delayed inflammation

S.S. Sternberg [18] stated that “a delay of
operation, particularly by laparoscopy, may
be harmful because fibroblastic cells infiltrate
by day 9, creating a dense tissue reaction that
soon results in a variation of subacute chole-
cystitis and the development of fibrous ‘chro-
nic’ histopathologic features”. P. Schrenk
et al. [19], in an analysis of 1300 patients,
indicated that it is the dense scarring at
Calot’s triangle that most often results in con-
version or injury. This dense scarring occurs
in the late phase of acute cholecystitis and is
a subacute or more chronic form of cholecys-
titis. By operating urgently, acute cholecys-
titis can be treated in its earliest phase.
The edema present in the first 24 hours of
obstruction is soft, and the edematous tissues
can be easily dissected.

Inflammation severity rather

than the lapse time that affects

the technical difficulty of the LC

N. Estes et al. [20] stated that the degree
and character of these histological changes
are proportional to the severity and duration
of the initial insult, and to the interval of time
until the organ is removed [20]. It is the in-
flammation severity rather than the lapse
time that affects the technical difficulty of the
LC. If repeated attacks of cholecystitis have
preceded an acute episode, fibroblastic cells
will have deposited fibrous tissue, resulting in
a gallbladder contracted to a small size, with
a very dense fibrous reaction in Calot’s tri-
angle [20].

The current study found that the inflam-
mation status varied widely, even in the same
lapse groups, and that lapse time is not a good
indicator for determining whether a delay
with interval LC is appropriate.

Classic CBD injury

The author has seen many severe forms of
inflammation in the current series and real-
izes that anatomic distortion after fibrotic
change is the major contributing factor for
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mudukaumsa OXKII kak my3sipHOro mporoka (Bcero 18, u3
Hux 15 — xiacc III, 3 — ximacc I mo ximaccnduxkanmm
Stewart—Way [22]). [Tospexnenus 11 knacca 6bu1M mosty-
yeHsl npu “ymepeHHoM” BocrnasieHuu XKII. Tlpu stom
ObUIO OOHAPYXEHO CTaTUCTUYECKW TOCTOBEPHOE pas3fiu-
gne (p < 0,0005) mo TsKecTH BOCHAIUTEIBHBIX M3MEHE-
Huit B 3TK (crerenu IV u V no Haieit mkaue) Mexmy
noBpexaeHusmu 11 u 111 knaccos. Illects HaOmOmeHMIA
111 xnacca ObLIM YIIOMSIHYTBHI KaK HEeM30eXXHbIe Jaxke IS
OTBITHBIX XUPYPTOB: ONepaTopbl YBEPEHHO UIEHTUMUII-
poBasin OZKIT kak Mmy3bIpHBIN MPOTOK W BUIEIU €ro OT-
YeTIuBO. DTO Kjaccuueckuii peHomen [10, 23] noxHoi
nepuenuuu [21, 22], Koropwiii ciayvaetcsi, eciau OZXKIT
rioTHo crasiH ¢ KIT xpoHuueckum pyOLIOBBIM TTpoLec-
coM. Ilpu 3TOM HacTOSIIMI TY3bIPHBINA MPOTOK ObIBAET
YaCTUYHO WJIM MOJHOCTBIO CKPBIT U3 TOJISl 3peHUsl orepa-
Topa IIEeHKON XeJYHOro My3bIpst (“CKPBIThIM My3bIpHBIA
npotok”) [23]. Kpome BapuaHTa “CKPBITOrO IMy3bIPHOTO
MpoToKa”, B MPeJACTaBJeHHOW Cepuu aBTOP YacTO BCTpe-
yajia CBEpXKOPOTKME U TOUTU WJIM Jaxe MOJHOCTbIO UC-
Ye3HYBIIIME TMy3bIpHbIE TPOTOKW (“CUISIYMI >KeTUHBIN
Mmy3bIpb”).

ITnotHbIi HUOPO3 — M1aBHAs MPUUKMHA U KOHBEPCUH,
u nioBpexxaeHust OXKII. B To xxe BpeMs1 UMEHHO OTCpOYKa
orepaluydu MNpU TaKTUKE [JIUTEbHONW KOHCEepBAaTMBHOM
Tepanuyd — €IMHCTBEHHasl MpUYMHa 00pa30BaHUS TUIOT-
Horo (Gubpo3a, a BOZHUKAIOIIEE B Pe3yJibTaTe UCKaXKEeHUe
HOPMaJIbHOW CUHTOIUU, TTO-BUAUMOMY, SIBJISIETCSI CAMbIM
BaXXHbIM MCTOYHUKOM KJIACCUUYECKOW SITDOTEHHON TpaB-
mbl OXKITI.

ITo J.A. Bauman [24], BocniauTeJIbHbIN MpoLecc 00bIu-
HO MpojJoJiKaeTcss oT craauu npoaudepaunu (4—12-e
CYTKM) Yepes CTailI0 CO3peBaHusl COEIMHUTETLHOM TKAaHU
(mocne 3-i1 Henenn) K 3pesioMy pyolly B XoJie CTaluu Mepe-
cTpoiiku pyoma (6—12 mec). TeopeTnuecku Takoi u-
OpO3HbII pydel] HeoOpaTUM.

Morna im TakTuka OJIX npuBecTH K MCY€3HOBEHHIO
BOCNAJIMTEJILHOTO MPOIECCA MPH “TPYTHOM” XKeTIHOM
my3bIpe B HAIIEM MCCJIeIOBAHUN?

B npencraBinenHolt cepun ObUI0 43 HAOIIOOECHUS TaH-
IPEHO3HO-HEKPOTUYECKOTO XOJISLIMCTUTA WU SMITUEMbI
XKII, dopmupoBaHue BBIpAXEHHBIX PYOLIOBBIX M3MEHE-
HUI mocjie mepuoaa KOHCEPBAaTUBHOTO JieYeHUsT ObLIO,
o-BUINMOMY, Hen30exXHbIM. Harpotus, B 7 HaOIt0ne HY -
SIX, AaXe MpU Tsikenbix popmax BocraneHust KIT (amnue-
Ma — 5 HaOMIOOEHWII; TAHTPEHO3HBII XOJICLIUCTUT — 2),
ctpykrypbl 3TK, x0T mHOTAA ¢ HEKPOTUIECKUMU M3ME-
HEHUSIMU, OB BCe XKe CBOOOIHBI OT pyOIIOB 1 TOCTAaTOU-
HO JIETKO UJAEHTU(PUIIMPOBATINCH, YTO MO3BOJIMIIO BbIMOJI-
Huth PJIX 0e3 koHBepcum.

Berpeuanuch u 6oJiee Tskesbie (hopMbl BOCTIATUTE b-
HbIX U3MeHeHu i, pactipocTpaHsitoimecs ¢ KIT u 3TK nHa
ITJIC u BopoTa nevyeHu, ¢ yuacTKaMu HeKpo3a uiau ¢uob-
po3a paznuuHoil ctereHu TskecTu. Hekpos OXKIT pas-
BWJICSL Yy TallMeHTa, MO-BUAMMOMY, YK€ IOCJie BbIOJIHE-
Hust YXC; npu 5TOM XUPYPry BO3AEPKUBATUCH OT paju-
KaJIbHOM orepaliud TPUXIbI, OXUJasi OJarornpusiTHOro
BpeMeHU. ABTOp pemmiack Ha OJIX yepe3 106 cyT KOH-
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the misconception that leads to CBD injury.
Misawa et al. [21], in a meticulous retrospec-
tive study, analyzed 34 cases of CBD injury
and found that the mistake involved misiden-
tifying the CBD as the cystic duct in 53% of
cases (all Stewart-Way classification [22]
class III and 3 class I cases; 18 in total).
These class 111 injuries showed the “mildest”
gallbladder inflammation, and there was
a significant (p < 0.0005) difference in the
severity of Calot’s triangle inflammation (au-
thor’s Grade IV & V) between class 11 and 111
injuries. Six cases in Class III were men-
tioned as unavoidable by experienced sur-
geons; the operators identified the CBD as
the cystic duct and saw it clearly. This is the
classic phenomenon [10, 23], the mispercep-
tion [21, 22] that easily occurs when the
CBD adheres closely to the GB after a
chronic fibrotic process. The cystic duct was
partially or completely hidden from view by
the infundibulum (hidden cystic duct) [23].
Other than the pattern of hidden cystic duct,
the author has often encountered ultra-
shortened and almost or completely disap-
peared cystic ducts in the current series.

Dense fibrosis is the major cause of con-
version to OC and of CBD injury. Delay and
the interval policy are the only causes of
dense fibrosis, and this distortion of anatomy
may be the most important reason for classic
iatrogenic CBD injuries.

J.A. Bauman [24] says that usually an in-
flammation will proceed from the proliferative
phase (days 4—12) into maturation after three
weeks and scarring occurs during the remod-
eling phase (6—12 months). Theoretically,
fibrotic scaring is not reversible.

Would interval LC have cooled

down the inflammation of difficult GB

in the current study?

In the current series, 43 cases of gan-
grene, Necrosis, or empyema were encoun-
tered; ensuing fibrotic changes were appar-
ently inevitable even after an interval delay.
In these cases, even with severe forms of GB
inflammation, such as empyema (5 cases)
and gangrenous change (2 cases), the struc-
tures of Calot’s triangle, while sometimes
necrotic, were still “not fibrotic” and were
sufficiently identifiable to permit a safe LC
without conversion.

More severe forms of inflammation ex-
tended from the GB to Calot’s triangle and
finally to the HDL and liver hilum, with dif-
ferent severities of necrosis or fibrosis en-
countered as well. A case of CBD necrosis
developed in a patient who had undergone
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CEepBATUBHON Tepanmuu U HaOJIONEHUs, TAalMeHT yMep
OT ocJioxxHeHuil stporeHHoi TpaBMbl OXKII. B apyrom
HaomoneHuu OX ¢ TsokeabiM (UOPO3HBIM TTepUIpolIeC-
COM pa3BUJICS Y MallMeHTa, KOTOPbI MPOXOAUI 00cieno-
BaHUE 1 JIeUeHME 110 TTOBOJLY cericrca HeM3BEeCTHOTO Tpo-
UCXOXIEeHUsT B TpeTuyHoMm Trocnutaie. [lpaBuiibHbBIN
JMarHo3 ObUI MOCTAaBJEH TOJLKO 3 MeC CIYCTS, U MallueH-
Ty Obuta BbiMmojiHeHa OJIX ¢ koHBepcueidl Mo mpuyrMHe
TUIOTHOTO pyO1I0BOTO Tiepumpoiiecca, Bopiekariiero 3TK
u ITC. Yepes 10 cyt 6611 chOpMUPOBAH IreNaTUKOEIOHO-
aHACTOMO3 TI0 TTOBOJy pa3BUBILIENCS MEXaHWUYECKOM XKeJl-
TyX{, BBI3BAHHOI CTPYHOBUAHOIM PYOLIOBOI CTPUKTYPOI
OZXKIT; TiiaTesibHast peBU3MsI ITOKa3alia, YTo MPOTOK He ObLI
repeceyeH, JUrMpoBaH Wiu TpaBMUPOBAH UHBIM 00pa3oM
B XOJI€ YITOMSIHYTOW OTKPBITON XOJELMCTIKTOMUM.

OTu HaboIeHUsI ObLIN OTpeeIeHHO HEOOPATUMbIMU
Jaxe Iocjie JUIMTEIbHOW KOHCEepBAaTUBHONW Tepanuu, u
pPa3BUTUE CEPbE3HbIX OCJIOXHEHUM, BKIOUAs JIeTaTIbHbII
Ucxol, ObLIO0, TTO-BUAUMOMY, HEU30EXKHO.

B mpencraBneHHOM KIMHUYecKOM Martepuaie y 80%
nanuneHToB ¢ gaBHOCTBIO OX Oosee 1 Hen PJIX Obuia BbI-
rnoJjiHeHa 0e3 3aTpyaHeHuil. [Tosaraem, 4To TakKMM Talu-
eHTam BbinojHeHue OJIX He moka3aHo.

Tonbko mMalMeHThl ¢ BbIPaXKEHHON BOCHAIUTEIbHON
uHdunsTpauuein KIT u okpyxamimux opraHoB U TKaHel
MOIJIM TOTeHUMaIbHO BeiurpaTh oT OJIX npu “tpynHom”
KIT (1o 0e3 sMmIueMbl, HEKPOTUYECKUX 0YaroB, TaHTPeE-
Hbl WM CO3PEBLIEro TMJIOTHOro ubposa). DTUM KpuTe-
pusiM oTBevan ToJibKo 13 (5%) maumenToB. Y 10 3 HUX
Obl1a BbIpaxkeHHasi BocniaiuTeabHast uHbwisTpauus 3TK,
a 'y 3 obna HaiigeHa daermona ITJIC. TTo Hameit mikase,
9TU HAOIIOAEHUST 0003HAUWIIM CJIeIYIOIINM 00pa3oMm:

— 5 AS (crenenb V; A — jerkasi cTeneHb BOCIaJleHUsI
XIT; S — BoipaxkenHas uHbwisTpauust 3TK), naBHOCTh —
17 cyr;

— 5 BS (crenens V; B — ymepenHoe BocnaneHue XKIT;
S — BbipaxxeHHast uHGwbTpalus 3TK), naBHOCTb — 54 HS;

— 5 CS (crenens V; C — BeipaxkeHHOe BocniajieHue KIT;
S — BeipaxeHHast uHbwibrpauus 3TK), naBHocTh — 3; 3;
4; 8; 11; 30; 60; 180 cyT;

— 6 CSP (crerens VI; C — BeIpaskeHHOE BOCITAJICHHE
XKIT; S — BeipaxeHHast uH@uabTpaus 3TK u ¢aermoHa
I1J1C), naBHOCTb — 5; 12 1 16 cyT.

YV 60abLIMHCTBA 3TUX OOJIbHBIX BOCHATUTENbHbBIN MTPO-
ecc yxe mnepeiuies B ¢azy pudporniacTuueckoi pereHe-
pauuu. Toabko y 4 M3 HUX OABHOCTH ObLIa MeHee 1 He,
ay 2 13 HUx (1aBHOCTBIO 3 U 4 cyT) ObLI XPOHUYECKUI
XOJIELIMCTUT B aHaMHe3€ ¢ JUIMTEIbHOCThIO 8 Mec U 2 rofa
cootBeTcTBeHHO. C naBHOCThiO OX MeHee | Hem u 6e3
XPOHMYECKOT0 aHaMHe3a ObLIO TOJIbKO 2 manueHTa. [1pu
3TOM Y OJHOTO U3 HUX CTOJKHYJIMCh C BBIPAXKEHHbBIM, HE
MOAJAIOIMMCSL 3aXBaTy WHCTPYMEHTOM YTOJIIIIEHUEM
crenku XKI1, y npyroro — ¢ ¢aermonoii TTIC.

Takum 00pa3oM, HM Yy OJHOTO U3 HAIIMX MAlMEHTOB
¢ “tpyaHbiM” KIT Heslb3s ObLIO 0XKUAATH AEHCTBUTEIBHO-
ro yaydumeHus: nipu uzdopanuu taktuku OJIX. ITnoTHbiit
pyouossiii nepunpouecc B 3TK u IJC, nedopmanms/
YKOPOYEHUE/NCUE3HOBEHUE ITy3bIPHOTO TMPOTOKA, Ovyaru
Hekpo3oB/pyoueBanne OXKII, GeccriopHo, SBISIIMCH He-

percutaneous GB drainage, which surgeons
had refused to do operation 3 times while
waiting for a chance of interval cholecystec-
tomy. After 106 days of delay, the patient died
from complications of CBD injury during an
LC. The other case of fibrotic change oc-
curred in a patient who had been given
2 weeks of antibiotic therapy for sepsis of
unknown origin at the referring hospital. The
correct diagnosis was made 3 months later,
and the patient was given an LC with conver-
sion to OC because of dense fibrosis encoun-
tered from Calot’s triangle to the HDL area.
Ten days later, another hepaticojejunostomy
was needed for the jaundice caused by an
intact string-like CBD, which had not been
severed or ligated during the previous OC.
These cases were definitely irreversible even
after long delays, and serious complications,
including the mortality, were inevitable.

In our current analysis, although mild-to-
moderate swelling changes were judged to
have potentially improved, which is true for
80% of our patients in every different group
with a lapse > 1 week, an LC can easily be
done without difficulty and interval waiting is
not necessary. Only patients with severe
swelling but without empyema, necrosis,
gangrene, or the mature dense fibrosis of a
difficult GB case may potentially benefit
from an interval LC. Thirteen patients (5%)
met with the above criteria: ten had severe
swelling of Calot’s triangle and 3 had a phleg-
mon of the HDL. Their grades and lapse
periods (days) were as follows: SAS (Grade V;
A: mild GB inflammation+ S: Calot’s severe
swelling) (17 days), 5BS (Grade V; B: moder-
ate GB inflammation+ S: Calot’s severe
swelling) (54 days), SCS (Grade V; C: severe
GB inflammation+ S: Calot’s severe swell-
ing) (3, 3, 4, 8, 11, 30, 60, 180 days), and
6CSP (Grade VI; C: severe GB inflamma-
tion+ S: Calot’s severe swelling + HDL
phlegmone) (5, 12, and 16 days). Most of
these patients were already in the fibrotic
proliferation stage. Only 4 patients had a
lapse period less than 1 week, and two of
these (lapse 3 and 4 days) had a chronic his-
tory of 8 months and 2 years, respectively. Of
the only two fresh patients with a lapse less
than 1 week and without a chronic history,
one had severe, ungraspable GB swelling,
and the other one had a phlegmon of the
HDL. None of our patients with difficult GB
cases were expected to have improvement
after an interval waiting LC delay.

The current series of patients experienced
dense fibrosis around Calot’s triangle and the
HDL, distortion/shortening/disappearance
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AHHAABI XHPYPTUUECKOM TEITATOAOTHH, 2016, Tom 21, Nel

obpaTuMbiMu. CrienoBaTebHO, T00UTHCS TIPU “TpyaHOM”
XKIT obpaTtHOrOo pa3BUTHS BOCHAIMTEIBHOTO IIpollecca,
JIOCTaTOYHOTO JUIsl BbIMOJIHEHUs Oe3oracHoi JIX, Obuio
OBl HEBO3MOXHO. B TO e Bpems IMallleHThI ¢ “TPpyIHBIM
XKI1 gBunauch Obl XOpOIIMMM KaHAMAATAMU UISI BKITIO-
YeHUsl B UCCJIeIOBaHUE, TTIOCBSIIEHHOE U3YYEHUIO PE3YJib-
tatoB TakTuKu OJIX. UMeHHO Takue HaOII0AeHUS TIPeIo-
CTaBUIM Obl OOBEKTUBHYIO BO3MOXHOCTH CPAaBHUTH 3BO-
JIIOLIMIO BOCTTAJIMTEILHOTO Mpoliecca MEX 1Y BbITTOJIHEHUEM
nepBoHavyaabHO YXC u nocnenytomeit OJIX. BoaMmoxHo,
TaKkue JaHHbIe TTO3BOJMIN Obl OOBEKTUBHO OLIEHUTH IO-
Ka3aHus U IIpotuBonokazanus K OJIX.

OrcpoueHHast 1anapoCcKONuyecKas

XOJIEHUCTIKTOMUS: APYT, Bpar Wi TO U Apyroe?

B pesynbrate mpoBemeHHOTO JUTEPaTypHOTO ITOMCKA
aBTOp He CMoIla OOHAPYXKUTb HU CTaTUCTUYECKUX JaH-
HBIX 00 MCXOoIax BOCIAJUTENbHOTO Ipoliecca, OOHapy-
>KeHHOTro Tpu BbinmojHeHUU OJIX, HU perjlaMeHTUPOBaH-
HBIX U OCHOBaHHbBIX Ha MTPUHILIMIIAX JOKa3aTeJbHOW Meu-
MHbI cpokoB BeinosiHeHUs: OJIX. [IpuBeneHHas yactoTa
“rpyaHbix” KIT cornocraBuMa ¢ onmy0IMKOBaHHBIMU JaH-
HBIMU IO MOBTOPHBIM TOCHUTAIM3ALIUSM U 10JI€ CPOUHBIX
JIX (20—30%) B Teuenue nepuona oxumanus OJIX. Ecimm
OBl 3TMM TranMeHTaM Obbia BeIToaHeHa PJIX, Torma
ocTajpHbIM nanueHTam (¢ “mpocteiM” XKIT), Kak MOXHO
npeanojoxutb, OJIX Moria Obl ObITh BbITTOJTHEHA 0€3 Oc-
JIOKHEHUH, KaK U COO0IIaeTcsl B IUTEpaType.

IIpencraBneHHasi 1Kaja MECTHBIX BOCHAJIUTEIbHBIX
n3MeHeHuil ripy OX geaeT BO3MOXKHBIM OOBEKTUBHBIN
MPOTHOCTUYECKUI aHAJIU3, IEMOHCTPUPYS, UTO pellieHue
o BbIOOpe TakTuku OJIX sBisieTcss TpYyAHBIM U TpeOyeT
00BEKTUBHBIX KpUTepueB. BMecTe ¢ TeM Halu HabJone-
HUSI, XOTsI HEOOJIbIlIME TI0 YUCITY, BIIEPBbIE MPEIOCTaBIIS-
0T KOCBEHHbIE CBUJIETEJILCTBA 00Jiee 0OOCHOBAHHOM Jie-
yeOHOW TaKTUKW, TPOTUBOIOJOXHONW TakTuke OJIX.
IMocnenHsisi He MOJXKHA paccMaTpUBaTbCsl KakK MaHarles.
HeobGxonumo kpynmHoMacmTabHoe, THIATEJIbHO CILJIaHU-
pOBaHHOE UCCJIeNOBaHUE NIJIsI TIEPEOLIEHKU liejiecoodpas-
HOCTU W pe3yJibTaTOB coBpeMeHHOo# TakTuku OJIX.

3akioyenue

Hns crenenu [—IV nipeanoxeHHON 1IKaabl Mbl TTPO-
rHosupyeM 10—20%-10 BepOsSITHOCTh pa3pelieHnsT BOCTa-
mmrenbpHoro npouecca npu OX u Beidopa takTuku OJIX.
Tem He MeHee B 3TOM rpyIine 00JbHBIX MOXET ObITb BbI-
noiHeHa 6e3 3arpyaHenuil u PJIX, uro Gonee uenecooo-
pasHo.

ITpu crenenu V=VI (“tpynnsiit” XKI1) He cneayeT oxu-
JIaTh pa3pelieHus] BOCTIaJUTEILHOTO ITpoliecca 1axe mocie
BoinojiHeHUst YXC, a OJIX He uMeeT MpeuMylIecTB nepes
PJIX. B 1o xxe Bpems PJIX nmo3BouisieT nzbexarsb (hopMUpo-
BaHuUs pyOLiIoBOro nepurpoltiecca. [IpenioxxeHHas Kiaccu-
uKanyss MOXeT CcTaTh MHCTPYMEHTOM, KOTOPBIM ITTO3BO-
JIsieT coOpaTh CTaHAAPTU30BaHHbBIE TaHHbIE, OOBEKTUBHO
OLIEHUTb 3BOJIIOLIMIO BOCTIAJIUTEILHOTO Mpolecca MexXay
BoinosiHeHreM PXC u OJIX ¢ 1iesibio apryMeHTUPOBaHHO-
ro o0cyXaeHus paBoMepHocTr TakTuku OJIX.
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of the cystic duct, and CBD necrosis/fibro-
sis. All these changes are inevitably irreversi-
ble. Downgrading of the inflammation to a
state fit for a safer LC was impossible in the
difficult GB group. Nevertheless, these diffi-
cult GB patients will be good study candi-
dates if laparoscopic cholecystostomy and
subsequent interval LC is going to be consid-
ered instead of conversion to OC. Only in
such instances is a comparison of the inflam-
mation status during cholecystostomy and
the subsequent change of interval cholecys-
tectomy possible, because only then are we
able to collect the solid data needed to judge
the strategy of interval LC.

Interval cholecystectomy:

Friend or foe or both?

A search of the literature failed to reveal
statistical data about inflammation outcomes
or a standard evidence-based delay of inter-
val LC. Our difficult GB incidence is compa-
rable to the published readmission and ur-
gent operation rate (20—30%) during the
waiting period for interval LC. If these pa-
tients had been given urgent surgery before
their scheduled interval cholecystectomies,
then the rest of the patients (simple GB)
could have been expected to have had an un-
eventful interval LC, as reported in the litera-
ture. Our GB inflammation grading makes a
critical predictive analysis possible and un-
ravels the pitfall of the conventional decision
in favor of an interval LC. Our data, albeit
small in number and predictive, provide the
first indirect evidence for legitimacy of op-
posing the policy of interval LC. Interval LC
should not be proposed as a panacea. A large-
scale well designed study is indispensible for
re-evaluating the justification and conse-
quences of current interval LC policy.

Conclusion

For Grade I-1V cases, a 10—20% im-
provement of inflammation may be expected
after an interval LC; however, even without
the interval, an LC can be done without dif-
ficulty in this group. For difficult GBs of
Grade V and VI, no improvement can be
expected even after PTGBD. Interval LC is
not favored for them, and early urgent LC is
the key for avoiding subsequent cicatrix for-
mation, the land mine of LC. Our inflam-
mation grading system can be a tool that
provides actual inflammation data during
cholecystostomy and interval LC for judging
the justification of the delayed interval LC
policy.
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Yau FOuyn
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