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Scenario

— Contexte
— Technique
— Conditions cliniqgues

* Lithiase-vésiculaire

— Diagnostic différentiel

e Lithiasedes voies biliaires
— Dans la voie biliaire principale
— En intra hépatique



Pourquoi utiliser I"imagerie ?

e Bilan d’épisodes de douleur de 'HCD :

— coliques hépatiques
e Cholécystite:

— Suspicion

— Bilan

» Bilan étiologique d’'une pancreatite
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SUMMARY

When AC is suspected in patients who have right upper quadrant pain, the
diagnosis should be confirmed or excluded using ultrasound and/or
cholescintigraphy.

Ultrasound is preferred as the initial imaging test, with supplemental
cholescintigraphy used in problematic cases, if the latter could potentially alter
patient management.

CT or MRI may be helpful in equivocal cases and can be used to identify

complications of AC.

If AC is excluded by ultrasound and/or scintigraphy, CT or MRI may be
appropriate, depending on the clinical scenario.

J Am Coll Radiol. Author manuscript; available in PMC 2015 February 18.
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Tokyo Criteria

Table 4 TG13 diagnostic criteria for acute cholecystitis

A. Local signs of inflammation, etc.:

(1) Murphy’s sign, (2) RUQ mass/pain/tenderness
B. Systemic signs of inflammation, etc.:
(1) Fever, (2) elevated CRP, (3) elevated WBC count
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Tokyo Criteria

Table 4 TG13 diagnostic criteria for acute cholecystitis

A. Local signs of inflammation, etc.:
(1) Murphy’s sign, (2) RUQ mass/pain/tenderness
B. Systemic signs of inflammation, etc.:
(1) Fever, (2) elevated CRP, (3) elevated WBC count
Y R—— C. Imaging findings:
@\y‘é pas, Imaging findings characteristic of acute cholecystitis
> celava -

7 sarranger ! Suspected diagnosis: One item in A + one item in B

Definite diagnosis: One item in A + one item in B + C




Imaging findings of acute cholecystitis

Ultrasonography findings (level 4)*3

Sonographic Murphy sign (tenderness elicited by press-
ing the gallbladder with the ultrasound probe)

Thickened gallbladder wall (>4 mm; if the patient does
not have chronic liver disease and/or ascites or right
heart failure)

Enlarged gallbladder (long axis diameter >8cm, short
axis diameter >4 cm)

Incarcerated gallstone, debris echo, pericholecystic fluid
collection

Sonolucent layer in the gallbladder wall, striated intra-
mural lucencies, and Doppler signals.

Magnetic resonance imaging (MRI) findings
(level 1b-4)%°

Pericholecystic high signal

Enlarged gallbladder

Thickened gallbladder wall.

Computed tomography (CT) findings (level 3b)"°

Thickened gallbladder wall

Pericholecystic fluid collection

Enlarged gallbladder

Linear high-density areas in the pericholecystic fat
tissue.

Tc-HIDA scans (level 4)1112
Non-visualized gallbladder with normal uptake and
excretion of radioactivity

Rim sign (augmentation of radioactivity around the
gallbladder fossa).
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Imaging findings of acute cholecystitis

Ultrasonography findings (level 4)*

Sonographic Murphy sign (tenderness elicited by press-
ing the gallbladder with the ultrasound probe)

Thickened gallbladder wall (>4 mm; if the patient does
not have chronic liver disease and/or ascites or right
heart failure)

Enlarged gallbladder (long axis diameter >8cm, short
axis diameter >4 cm)

Incarcerated gallstone, debris echo, pericholecystic fluid
collection

Sonolucent layer in the gallbladder wall, striated intra-
mural lucencies, and Doppler signals.

Magnetic resonance imaging (MRI) findings
(level 1b-4)%?

Pericholecystic high signal

Enlarged gallbladder

Thickened gallbladder wall.

Computed tomography (CT

Thickened gallbladder wall

Pericholecystic fluid collection

Enlarged gallbladder

Linear high-density areas in the pericholecystic fat
tissue.
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La lithiase biliaire & vésiculaire
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Table 1. Chemical composition of gallstones as revealed by FTIR.

Type of GS Chemical composition Frequency n (%)

Pure cholesterol  Cholesterol 10 (09)

Mixed Cholesterol, calcium bilirubinate, calcium carbonate, calcium 38 (37)
cholesterol phosphate

Pigment Calcium bilirubinate 23 (23)
Calcium bilirubinate, calcium carbonate, calcium phosphate 25 (25)
Calcium bilirubinate and calcium palmitate 06 (06)

doi:10.1371/journal pone.0121537.1001
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Mirizzi Syndrom

Ethan A. Smith’
Jonathan R. Dillman’
Khaled M. Elsayes’

Christine 0. Menias? Cross-Sectional Imaging of .
Ronald 0. Bude’ Acute and Chronic Gallbladder AJR2003;192:188-136
Inflammatory Disease






Lithiase des voies biliaires

* Elle provient souvent de la migration d’un
calcul vesiculaire

 Elle peut-egalement se former.dans les voies
biliaires en étant favorisee par la stase et
I'infection

* Elle peut-provoquer un obstacle (ictere,
angiocholite) ou une pancréatite aigué






| a lithiase des voies biliaires

* Echographie : sensibilite faible
e CholangiolRM : sensibilité élevée -
» Echoendoscopie : lithiase du choledoque
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Figure 1.  Pathophysiology of the LPAC syndrome; a: normal phys-

iology: phosphatidylcholine is excreted by the MDR3 protein in the

bile canaliculi at the level of the biliary hepatocyte pole. The

micelles having been formed are mixed and stable, and choles-

terol is solubilized in the bile; b: LPAC syndrome: The MDR3 protein

(MultiDrug Resistance 3) is absent or deficient. In the absence of Figure 4  (A) Bile acid, cholesterol and phosphatidylcholine transport through the canalicular membrane in normal hepatocytes.
phosphatidylcholine, the micelles become simple, unstable and (B) When MDR3/ABCB4 is defective, bile acids are transported without phospholipids. The bile acids then form simple micelles with potent

less able to solubilize cholesterol. The cholesterol precipitates and gt . . ;
forms calculi. Along with lack of the protective effect of phos- detergent activity that can damage the neighboring cholangiocytes.

phatidylcholine, the presence of micro-crystals leads to chronic
attacks on the cholangiocytes. The hepatocytes are designated in
red, and the cholangiocytes in green. In the foreground in blue, a
central lobular venule appears.










Lithiase de la vésicule Lithiase dans le contexte du

biliaire classique syndrome LPAC

Age au début des premiers

Apres 50 ans Avant 30 ans
symptomes
Association avec un
Morphotype exces de poids, Poids normal
l'obésité
Sex-ratio 1,5 femme [ 1

Sex-ratio 3 femmes [ 1 homme
homme

Lithiase isolée de la ) )
Imagerie , Lithiase intrahépatique associée
vésicule biliaire

Lithiase familiale au ler degré,
Histoire de famille
symptomatique avant 40 ans

Histoire personnelle Cholestase gestationnelle
Cholécystite Fréquent Rare

Complications de la Fréquent (migration, cholangite
Rare
lithiase aigué, pancréatite aigué, etc.)

Récurrence des
symptdmes apres Tres fréquent (par définition)

cholécystectomie




Veésicule biliaire : tumeurs & pseudotumeurs

 -Granulome a cholestérine (< 6 mm)

— Unigue

— Multiples (cholesterolose, veésicule fraise)
o Adénomyose

— Hyperplasie de la muqueuse et de la musculeuse
o Epaississement parietal (localise, diffus)
o Artéefacts en queue de comete

e Jumeur
— Polype (> 6 mm)
— Adénocarcinome

» Polype > 10 mm ou épaississement parietal focal
o Sidecouverte tardive : masse envahissant foie et voies hiliaires
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cholestérolose

hyperplasie de la muqueuse avec
accumulation de dépots cholestéroliques
dans les macrophages du chorion

asymptomatique

Replis muquenx dont WO 51

empli de macropl pmEns
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cholestérolose

Multiples formations nodulaires appendues aux parois de la vésicule : granulomes
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Adenomyomatosis

Prevalence: 3-5% (W/M: 3/1)
Mecanism: wall hyperplasia
Wall: > 10mm (diffuse ou focal)
Etiology: ?

Asymptomatic.

No R/

Lin et al. BMC Gastroenterology 2011, 11:106
http//www biomedcentral.com/1471-230X/11/106 BMC

Gastroenterology
CASE REPORT Open Access

Rare gallbladder adenomyomatosis presenting as
atypical cholecystitis: case report

Sheng-Hong Lin"", Feng-Yee Chang®, Ya-Sung Yang?', Jong-Shiaw Jin*" and Teng-Wei Chen®



adénomyomatose

Adénomyose : artéfacts en queue de comete (fleche) associés ou non avec des calculs et/ou du sludge




adénomyose

Adénomyose de la paroi vésiculaire
sous la forme d’un épaississement
segmentaire en échographie et
combiné a des petites expansions
liguidiennes dans la paroi
vésiculaire, mieux vues en IRM
(fleches)



Accéder au document Medica
Réf. image Medica : med100000x1930xartorigx0163

Fig. 1. Vésicule biliaire ouverte longitudinalement et
montrant de nombreux calculs intra-muraux sous
I'aspect de taches verdatres / Fig. 2. Coupe transversale
de la vésicule précédente avec deux calculs intra-
muraux / Fig. 3. Un calcul intra-mural, riche en
pigments, desquammation partielle de I'épithélium
diverticulaire / Fig. 4. Coupe de vésicule biliaire
montrant deux canaux de Luschka sensiblement
normaux. Amas lymphoide inflammatoire prés du
diverticule gauche / Fig. 5. Calcul intra-mural
visiblement développé dans un diverticule de Luschka.
Sclérose et réaction inflammatoire péridiverticulaire -
La Presse médicale - [Articles originaux]

20e siecle

Revue : La Presse médicale - [Articles originaux], 1930, Articles originaux
Edition : Masson et Cie, 1930
Cote : 100000x1930xartorig

Adresse permanente de cette image
https://www.biusante.parisdescartes.fr/histmed/image?med100000x1930xartorigx0163
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Acute non complicated ch
-  Edematous form
Complicated form ch
Necrosing

Suppurative
Emhysematous

Chronic

- Chronic

- Xanthogranulomatous f

Clinico-Radiological
Classificakion

Acube non compLLml:eds ch

Acute compLLc_qt_ed ch

- Ganarenous = » Perforation

. emyhgsamakaua

- SuFFumELve c_kc:l..e.cs}stitis

- Hemorrhagic
Acalculous

Chronic




Scope of the Disease

A Systematic Review and
Meta-Analysis of Diagnostic
Performance of Imaging in
Acute Cholecystitis’

145 to 153 in 2013
at St-Luc University Hospital

L o i
L cy 1o cute cholecys i D 0Obta Sl f
andra Bipat, PhD < 7 ‘ e

atrickM M. Bossuyt, PhD estimates for more recently introduced modalities. > 50 . OOO eme rge N Cy Vi S itS/ yea r

aap Stoker, MD, PhD

A systematic search was performed in MEDLINE, EM-
Varja A. Boermeester, MD, PhD

BASE, Cochrane Library, and CINAHL databases up to

radiology.rsna.org = Radiology: \'olume 264: Number 3—September 2012




Us :

- Signe de Murphy

- Majoration du diametre transverse >4 cm- "

_'Calcul ou de sludge

- Paroi de la vésicule > 5 mm

- Uquide périvésiculaire

Cholécystite Aigué




Cholécystite Aigué







Cholecystite Gangréneuse

- Forme Severe de cholecystite. = > Altérations

schémiques / necrotiques

- Incidence :2a 30 %

- 10 a 40 % de cholecystites classiques se
compliquent

- ages; hommes, Diabete

Nikfarjam et al, HPB 2011, 13, 551-558



Cholecystlte Gangreneuse
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Conclusion

e lithiase vesiculaire
— Diagnostic différentiel
e Lithiase des voies biliaires

— Dans la voie biliaire
principale
— En intra hépatique

e Cholécystite ou DD
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