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SINGLE-STAGE SURGICAL TACTICS - AS A DIFFERENTIATED APPROACH IN THE
TREATMENT OF ACUTE CHOLECYSTITIS IN COMBINATION WITH
CHOLEDOCHOLITHIASIS

Resume: Stones of the common bile duct (choledocholithiasis) occur from 8% to 20% in patients with acute cholecystitis. This
pathology requires solving the problem from the side of the gallbladder and the common bile duct at the same time.

Aim: Justification of effectiveness (hospital stay, frequency of complications, duration of anesthesia, laboratory data) of the use of
single-stage surgical treatment tactics for acute cholecystitis combined with choledocholithiasis.

Research methods: We retrospectively analyzed the medical histories of 135 patients who underwent endoscopic retrograde
cholangiopancreatography, papillosphincterotomy with choledocholithextraction followed by laparoscopic cholecystectomy
(ERCP+EPST+CLE+LC) for acute cholecystitis in combination with choledocholithiasis from January 2016 to March 2021. Patients
who underwent single-stage treatment tactics (ERCP+EPST+CLE+LC under one anesthesia) were assigned to the main group (n =
63), patients who underwent two-stage treatment tactics (ERCP+EPST+CLE+LC on the 3rd-4th day in one hospitalization) were
assigned to the comparative group (n = 72). All endoscopic procedures in both groups were performed by the same endoscopist
using the same technique.

Results: We compared the results of treatment of patients between the two groups. In the comparative group, cholecystectomy was
performed on the 3rd-4th day after ERCP+EPST within the framework of one hospitalization. There were significant differences
between the groups in the time of anesthesia, in the dynamics of a decrease in total bilirubin and blood leukocyte in the
postoperative period, the frequency of postoperative complications and mean hospital stay. At the same time, no fatal cases were
registered in the studied groups.

Conclusions: Single-stage surgical treatment tactics is a safe and optimal method for the treatment of acute cholecystitis combined
with choledocholithiasis, characterized by a short hospital stay, a low rate of episodes of acute cholecystitis and
reholedocholithiasis, which often occur with two-stage treatment tactics.

Keywords: acute cholecystitis, choledocholithiasis, endoscopic papillosphincterotomy, laparoscopic cholecystectomy.
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BIPME3ETTI XUPYPITUAJIbBIK TAKTHKA - 2KEJAEJI XOJIEHUCTUTTIH,
XO0JIEAOXOJIMTUA3BEH KOCAPJIACYbI KE3IHAETT AU®PEPEHIIUAJ/IAbI EM

Tyilin: XKedea xoseyucmumneH ayvlpamsiH Haykacmapowsiy 8% dern 20%-0a scaansvl em xcoaviHOa macmap (Xonedoxoaumuas)
aHbikmanadvl. By namosozust em KabbIHbIH JCaHe HCAANbL 6M H010apblHbIH MaceaeciH 61p yakbimma weulydi masan emedi.
Makcamul: XosedoxoaumuasbeH yliiecemit sxcedea xoneyucmum kesiHde Bipmeseindik (EM) emdey makmukacelH K010aHydblH
muimdinizin (mecek-KyH, AcKbIHYy Jcuiaiel, HAPKO3 Y3aKMblFbl, 3epMXaHaIblK depekmep) Hezizdey.

3epmmey adicmepi: bi3 2016 xcwvi1dsiy kaymapwiHat 2021 scblndblH Haypbi3biHa delliHel apaablkma xcedes xoaeyucmumneH
ylinece KenzeH xosedoxoaumuasra — 6aliaHbICMbl  IHOOCKONUSLALIK — pempozpadmbvlk — X0JAaH2uonaHkpeamozpagusi,
3HAOCKONUSILIK NANUAAOCHUHKMEPOMOMUSL, X01e00X0AUMIKMPAKYUSI APMbIHAH  JIANAPOCKONUSIbIK X0AeYUCMIKMOMUs
(OPXIT+3IICT+X/13+/1X3) emkepeen 135 nayueHmmiH MeduyuHaIbIK MapuxsiH pempocnekmusmi mypde masdadvlk, BM
emdey makmukacwiH (IPXIIT+3IIICT+X/13+/1X3 6ip Hapko36eH) emKkepzeH hayueHmmep Hezizzi monka #amkbi3bladel (n = 63),
eximeseindiy (EM) emdey maxkmukacwid (IPXIT+3IICT+X/13+J/IX3 6ip emdeyze xcamkbvidyda 3-4 moayJikke) emkepzeH
nayueHmmep ca/abiCMulpMa/ibl MONKA HCAMKbI3bLAOI (n = 72). EKI monmarsl 6ap/ibik 3H00CKONUSL/IbIK npoyedypaaapadsl 6ipdeli
MexHUKaHbl K0/10aHa omblpbin, 6ip FaHa 3HOOCKoNnucm Jcypaisoi.

Hamuoicenepi: Biz nayuemmmepdiy emdey HamudicesepiH eKi mon apacbiHda caablcmuipdblk, Caavicmbipmansl monma
Xoseyucmakmomusi 6ip aypyxaHara dcamkwizy ascoiHoa IPXIIT+3ICT-0aH keliin 3-4-wi kyHi sxcacandel. Hapkos yakvimbi,
Haanvl 6UAUPYOUH, KAHHLIY JelikoyummepiHii memeHdey OUHAMUKACLI, onepayusioaH KeliHei ACKbIHYy/ap ccuiaiei xcaHe
nayueHmmiy cmayuoHapoa opmawa KyHi 6olibiHwa monmap apdcbiHda onepayusidaH KeliiHei Ke3eHde eaeyAi
atibipMawbLIbIKMap aHbikma.dsl. bya pemme 3epmmenemin monmapada esim xcardaiinapbl mipkeszeH 1ok
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KopbimbiHdbl: BM emdey makmukaco! - 6y/1 xos1edoxoaumuasbeH 6ipikmipinzeH yxceden xoneyucmummi emoeyoiy Kayincis sxcaoHe
oHmatiawl adici 6016in mabwiiadsl. bya macindiy EM emdey maciniHeH apmulKWblAbIFbI - HAYKACMbIH AypyXaHaod KbiCKa yaKblm
60./1ybLMeEH, Jicedes1 X01eyucmum neH pexo.1e00X0Aumua3dbly MeMeH 3nu300mapbiMeH cunamma.adsl. e emdey maKmuKkacoliHoa
natida 601a0bl.

Tyiiindi ce3dep: xceden xoseyucmum, X0/100X0AUMUA3, IHOOCKONUSbIK NANUAAOCPHUHKEMPOMOMUS, JAANAPOCKONUSIbIK
X01eyUCmaKmoMusl.
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OJITHOMOMEHTHAA XUPYPTUYECKAA TAKTUKA - KAK IU®dPEPEHIIMPOBAHHBIN
noAaxo/J B JIEYEHUH OCTPOI'O XOJIELHMCTUTA B COYETAHHUHU C
XO0JIEAOXOJIMTUA3OM

Pe3ziome: KoHkpemeHmbl 06we20 yxcea4Ho20 npomoka (xonedoxoaumuas) ecmpedaromest om 8% do 20% y nayueHmos ¢ ocmpuiM
xoneyucmumonm. /JJaHHasi namosiozusi mpeGyem pewleHus npobaeMbl CO CMOPOHbL HCEAYHO20 NY3bIipsi U 00UWe20 Hea4HO20
npomoka 00HOBPEeMEHHO.

Lenw: O60ocHo8amb agpgpekmusHocmb (Koliko-dHell, yacmoma 0CA0NCHEHUU, NPOJOAHCUMEAbHOCMb HAPKO34a, 1a60pamopHbie
daHHble) npuMeHeHuss O00HOMOMeHmHoU makmuku (OM) sevyeHuss npu ocmpom XoJeyucmume codemawwuecs ¢
X0/1e00X01UMUA30M.

Memooul uccsaedosanusi: Mbl pempocnekmugHO hpoaHaau3uposaau ucmopuu 6ose3Hu 135 nayuenmos, nepeHecuiux
9HOOCKONUYECKYI0 ~ pempoz2padHylo  Xxo/naHzuonaHkpeamozpagyrw,  3HOOCKONU4ecKyrw  NanuaaochuHKmepomoMmuro,
X01e00X01U3KMpakyu ¢ nocaedyrwwell saanapockonuveckol xoaeyucmakmomuro (IPXIIT+IICT+X/13+/1X3) no noeody
ocmpozo xoseyucmuma 8 couemaHuu ¢ xosedoxoaumuazom ¢ sHeaps 2016 no mapm 2021 zoda. IlayueHmbul nepeHecuiue
makmuky seveHus (IPXIT+3IICT+X/19+/IX3 nod odHum HAapko30M) omHeceHbl K OCHOBHOU epynne (n = 63), nayueHmbl
nepeHecwue dgyxamantyio (/[13) makmuky snevenust (IPXII+3ICT+X/13+/1X3 Ha 3-4-e cymku 8 00Hol 2ochumanauzayuu) 6bL1U
omHeceHbl K cpagHumenwvHoli epynne (n = 72). Bce sndockonu4eckue npoyedypbl 8 06eux 2pynnax 8bINOAHAAUCE OOHUM U MeM
Jice IHAOCKONUCMOM C UCNO/1b308AHUEM 00UHAKOBOU MEXHUKU.

Pesyabmamol: Mbl cpasHuau pe3ysbmambvl JAeveHUs NAyueHmos mexcdy 08yms epynnamu. B cpasHumenvHoll epynne
X0/1eyucmakmoMusi 6blia 8vinosiHeHa Ha 3-4-e cymku nocae IPXIIT+3ICT e pamkax odHoll 2ocnumaausayuu. bviiu gbisigieHbl
cywecmeeHHble pasaudus Mexcdy epynnamu no epemeHu Hapko3a, 8 QUHAMUKE CHUMCeHUS 0buje2o 6uaupybuHa u aelikoyuma
Kpo8u 8 noc/1eonepayuoHHOM nepuode, 4acmome nocaeonepayuoHHbIX OCAOXCHEHUU U cpedHe20 npebbleaHusi nayueHmd 8
cmayuoHape. [Ipu smom 6 ucciedyembix 2pynnax 1ema/bHblX cy4aes He 6bliu 3ape2ucmpupos8aHsl.

Buigodvl: OM makmuka seveHus s8/45emcsi 6e30NaCHbIM U ONMUMAAbHBIM MEMOoOOM JeYeHUsl 0Cmpozo xoJeyucmumad
coyemarujuecs ¢ x0.1e00X0AUMUA30M, OMAUYAWUECS C KOPOMKUM npebbledHUeM nayueHma 8 CmayuoHape, HU3KOU
nokazamesto 3nU30008 0CMpPO20 X0Aeyucmuma U pexo1e00xoAumudasd, Hepedko 803HUKAOWUX npu /]9 makmuke ne4eHus.
Knawuesvle cnoea: ocmpuiii  xoneyucmum, — xosnedoxoaumuds,  3HOOCKOnu4eckas — NanuAa0C@uHKempomomus,
/1anapocKkonu4eckas X0/1eyucmaKmomusl.

Introduction: In recent years, the combination of acute treatment tactics - endoscopic retrograde
cholecystitis and choledocholithiasis has become a more cholangiopancreatography, endoscopic
urgent and not fully solved problem in emergency biliary papillosphincterotomy, choledocholitextraction followed
surgery. Stones of the common bile duct (CBD) occur from by laparoscopic cholecystectomy (ERCP+EPST+CLE+LC)
8% to 20% cases, in patients with acute cholecystitis [1,2]. under one anesthesia is one of the optimal methods for
Despite the fact that the problem of acute cholecystitis in reducing the length of hospital stay and the frequency of
combination with choledocholithiasis is studied by many reholedocholithiasis, followed by a reduction in costs for
foreign researchers, there is no clear evidence regarding this category of patients. Several European studies have
the safe time interval between endoscopic and shown  satisfactory  results when  performing
laparoscopic interventions. According to Allen N. et al. ERCP+EPST+CLE+LC under one anesthesia compared to
(2006), if cholecystectomy is not performed after the traditional two-stage(TS) treatment (ERCP+EPST+CLE+LC
resolution of choledocholithiasis, the frequency of further after 1-3 months) [5,6,7]. Considering the widespread
complications of gallstone disease (GD) varies from 11 to distribution of GD and its complication of
47% [3]. With a prolonged course of intraductal biliary choledocholithiasis, the growth of operative interventions,
hypertension caused by CBD stones, the risk of developing as well as the widespread introduction of new
cholangitis is extremely high. This circumstance, in turn, technologies, the apparent relevance of further research,
can lead to a rapid deterioration of the patient's condition optimization of therapeutic operational tactics and
and a lethal outcome can occur in a short time. Therefore, operational tactics.

this pathology requires solving the problem from the side The aim of the study: ]Justification of effectiveness
of the gallbladder and the CBD at the same time [4]. (hospital stay, frequency of complications, duration of
Most of the expenses among medical services fall on anesthesia, laboratory data) using SS surgical treatment
inpatient treatment and optimization of expenses in this tactics for acute cholecystitis combined with
direction is one of the most pressing problems. One of the choledocholithiasis.

effective methods of reducing costs is to reduce the length Materials and methods of research. The work is based
of the patient's hospital stay. Performing single-stage(SS) on the analysis of the results of treatment of 135 patients
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with acute cholecystitis in combination with
choledocholithiasis who were treated at the City Clinical
Hospital No. 4 in Almaty for the period from January 2016
to March 2021. The protocol of the study was approved by
the Ethical Commission of the NPJSC "KazNMU named
after S.D.Asfendiyarov" (Protocol No. 13 of 25.11.2020).
All patients gave informed voluntary consent to the
examination and treatment in accordance with the
Helsinki Declaration. The inclusion criteria were age from
16 years, bile duct stones up to 15 mm in size, acute
cholecystitis (without perforation of the gallbladder), the
absence of suspected or confirmed malignant neoplasms
of the pancreatobiliary zone and the absence of
contraindications for laparoscopic cholecystectomy, the
physical status of patients according to the classification of
the American Society of Anesthesiologist (ASA) [, I, I1I. The
exclusion criteria were age up to 16 years, "large"
choledochal stones (15 mm or more), late pregnancy,
gallbladder cancer, contracted gallbladder, diffuse
peritonitis, gallbladder perforation, ASA 1V, V. Patients
who failed to complete ERCP+EPST were also excluded.
Each patient is consulted before surgery by a
multidisciplinary team of specialists, such as an
endoscopist, surgeon, anesthesiologist, therapist,
cardiologist and other narrow specialists, depending on
the presence of one or another concomitant disease.

All patients underwent emergency surgery. Depending on
the tactics of surgical treatment, the patients were divided
into 2 groups. Patients with SS treatment tactics under one
anesthesia were assigned to the main group (n=63). These
patients were simultaneously treated with
ERCP+EPST+CLE+LC under one anesthesia. Patients with
TS treatment tactics were assigned to the comparative
group (n=73). In this group, there is a time interval of 48-
72 hours between the endoscopic and laparoscopic stages
of surgical treatment.

The study process included a comparison of laboratory
parameters (the level of total bilirubin, alanine
aminotransferase (AIT), aspartate aminotransferase
(AsT), amylase, leukocytes), duration of anesthesia, length
of hospital stay, clinical treatment outcomes and
complications (reholedocholithiasis).

Surgical tactics

The tactics of treatment of acute cholecystitis used by us,
combined with choledocholithiasis, have been widely
introduced into the surgical practice of medical
institutions in most foreign countries in recent years and
their results are described in detail in multiple scientific
studies [8,9,10,11]. But in the Republic of Kazakhstan, the
first data on the use of this tactic were mentioned in May
2020 [12], and began to be implemented in our clinic since
January 2018. In the SS treatment tactics
(ERCP+EPST+CLE), the first stage was used in this
category of patients. In order to prevent post-cannulation
pancreatitis, a nonsteroidal anti-inflammatory
drug(NSAID) was given to the patients an hour before the
intervention. In the operating room, after preoperative
preparation under total intravenous anesthesia with
artificial ventilation, the patient in the pron position under
the control of an electronic optical device (Siemens
Siremobil Compact L) is performed ERCP+EPST+CLE
(Pentax ED-3490TK) using a Dormia basket. The
duodenoscope is intubated into the descending
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duodenum. Papillotome is introduced retrogradly into
major duodenal papilla (MDP). After that, the
catheterization of the choledochus is evaluated with the
help of a conductor, after which the contrast enhancement
of choledochus is performed to detect stones, then a
papillotomy is conducted with the help of a papillotome,
setting the middle of the cutting string at the MDP at 11-13
hours of its circumference. By pulling the handle, the
cutting part approaches the front-top wall of MDP.
Papillotomy is conducted by a series of short current feeds
in a mixed mode of coagulation and cutting, or only cutting,
gradually pulling out the papillome. Next, the Dormia
basket is used for lithoextraction. After that, the bile ducts
are revised with a Dormia basket or a balloon extractor.
Next, a control contrast of the bile ducts is carried out,
making sure that there are no stones, the contrast agent is
aspirated and the bile ducts are washed with a warm saline
solution. At the end of the procedure, air is aspirated from
the upper gastrointestinal tract (gastrointestinal tract),
then a nasogastroduodenal probe is installed to evacuate
air and to prevent iatrogenic intestinal injury. After that,
to perform the second stage, the patient's position changes
to his back. After processing the operating field, working
trocars are installed at typical Tracing points and LC is
performed. With TS treatment tactics, the technique of
ERCP+EPST+LC remain identical, as with SS tactics.
Statistical processing

According to the generally accepted statistical
methodology, the array of data obtained during the
examination of patients was processed and calculated in a
personal computer using the GraphPad Prism 8 statistical
program (GraphPad Software, San Diego, California, USA)
using modern methods of parametric and nonparametric
statistics (Mann-Whitney). All continuous variables were
presented as an meanz*standard deviation. All categorical
variables were represented as frequencies (in
percentages). To check the statistical significance of the
differences in the measured variables between the two
groups, the Student's t-test was used. If the variation of
values is high, the Mann Whitney criterion was applied for
any variable. To check the statistical significance of the
differences in qualitative data between the two study
groups, the exact Fisher criterion was used. At the same
time, the generally accepted level of significance was used
in the study - p<0.05.

Results. There was no statistically significant difference
between demographic parameters such as the mean age
and gender of patients in the two groups. 38 patients from
the main group reported complaints of jaundice of the skin,
and 58 patients in the comparative group presented this
complaint, which shows a statistically significant
difference (p>0.05). The average duration of jaundice in
the main group (48.6+32.7 hours) was significantly longer
compared to the comparison group (35.2+35.4 hours). In
13 patients of the main group there were signs of
cholangitis, in the comparison group cholangitis was
observed in 7 patients, but this difference was not
statistically significant. Acute obstructive cholecystitis was
detected intraoperatively in the majority of patients in
both groups. All these indicators are shown in Table 1. The
average follow-up time of patients after surgery was 11.4
+5.1 months.
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Table 1 - Main parameters of the studied groups

(n=63) (n=72)

mean (min-max) mean (min-max)

54.04 (23-88) 54.08 (26-84)

(19/44) (17/55) ns

38 58 p>0.05
49.6+£20.2 46.0£19.2 ns
8.1+3.2 9.2+3.6 ns

13 7 ns

35.2+35.4 48.6+32.7

32
40

45
23 ns

[ Total bilirubin before surgery | 66.2¢51.28 98.7+78.8 p>0.05
Total bilirubin at discharge 282285 31.8+44.9 p>0.05
[AITbefore surgery T 2255+1834 203.0£173.5 ns
PAITatdischarge T 85.5.5457.0 87.6.6+91.6 ns
["AsT before surgery T 173.0£168.4 157.8+141.3 ns
[AsTatdischarge T 55.4.4439.4 53.2+37.0 ns
["Amylase before surgery T 264,44751,3 (53.4%) 144,3+256,1 (64%) ns
[Amylaseatdischarge T 66.6+44.3 56.9+24.9 ns
 Preoperative white blood cells ~ 13.1#32 12.0+2.8 ns
[éukocytesonday 3 T 10.849.0 12.1#2.5 p>0.05
[‘Leukocytesonday 5 8919 10.2¢2.1 p>0.05
Total bilirubin at admission and at discharge showed a significant difference between the groups (Figure 1)
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Figure 1 - Dynamics of total bilirubin indicators

N

99



& BECTHUK KASHMY #1-2022

Dynamics of decrease in blood leukocyte counts in the postoperative period in the main group was significantly faster than in
the comparison group (Figure 2).

Anaesthesia time

250 —
s -
200 - : -
150-
T
(@)
=< 41004
50—
0 1 1

55 TS days

Figure 2 - Dynamics of leukocyte counts

Indicators of AlT, AsT, and amylase levels at admission and at discharge between the groups do not have a statistically
significant difference. The duration of anesthesia in the main group was less (133.0+27.2) than in the comparison group
(145.6+35.0), but there was no significant difference (Figure 3)

Total bilirubin

200+
— — 55

150 TS

100+

mmo

I/l

I |
Admission Discharge

-50 -

Figure 3 - Duration of anesthesia in the study groups

As the analysis of hospital stay showed, the bed-days in the main group were two times less than in the comparison group
(Figure 4).
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Hospital stay

1HHr-
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Figure 4 - Hospital stay (SS-single stage, TS-two stage)
In our practice, the success rate of cannulation and in the area of MDP in 2 patients in each group. The
sanitation of the common bile duct was 99.8% and there bleeding was stopped endoscopically. These types of
were no cases of re-choledocholithiasis in the main group, complications do not have a statistically significant
since the gallbladder with stones was removed difference between the groups.
immediately after ERCP+EPST under one anesthesia, while Complications after LCE were bleeding from the stump of
in the comparison group, the frequency of rech- the cystic artery in the main group - 2 cases, in the
oledocholithiasis was 7 cases, which showed a statistically comparison group-3 cases. In one case, bile leakage was
significant difference between the two groups (p>0.05>). observed in the main group and in the comparison group -
Complications after ERCP developed in18 patients in the 2 cases. Bile leakage was stopped independently on the 3rd
comparison group and in 5 patients in the main group. day after the operation. The above complications do not
Acute pancreatitis developed in 3 patients in the main have a statistically significant difference between the

group and in 9 patients in the comparative group. All cases groups (Table 3).
of acute pancreatitis were treated conservatively. Bleeding

Table 3 - Distribution of complication rates between groups

‘Recholedocholithiasis 0 7 p<0.0146
‘Acute pancreatitis 3 9 ns
Bleedingin theareaof MDP 2 2 ns

N
w
=3
7}

=
)
=)
w

At the same time, no deaths were registered in both study groups

Discussion. According to some authors, in relation to patients with acute cholecystitis in
ERCP+EPST+CLE+LC under one anesthesia is the best combination with choledocholithiasis. Terauchi et al.
solution for this category of patients, since it is possible to (2019) analyzed the results of treatment of 119 patients
switch from diagnostic ERCP to therapeutic when stones with acute cholecystitis in combination with
are detected and eliminate the block in the choledochus choledocholithiasis [15]. 106 patients were treated with SS
with minimal aggression. [13]. Friis et al. (2007), in a tactics, and 13 patients were treated with TS tactics.
recent systematic review, showed that early LC after Comparison of the two groups did not reveal significant
endoscopic choledocholitextraction significantly reduces differences in the duration of surgery, the frequency of
mortality, the risk of relapse of acute cholecystitis, and the postoperative complications and hospital stay.

length of hospital stay compared to postponed LC [14]. In turn, Rabago et al. (2006) reported a success rate of
They concluded that patients should ideally be operated 96.6% in the ERCP+EPST+LC group and 90.2% in the
on within 24 hours of ERCP+EPST, or at least within the LC+laparoscopic choledochal sanation group [16].
first few days. It should be noted that patients with acute However, LC with simultaneous laparoscopic removal of
cholecystitis were not included in this study. In our study, choledocholithiasis is still not widely used, since this
we used the efficiency criteria of SS tactics (laboratory method requires a high level of technical training of the
data, risk of re-choledocholithiasis, length of hospital stay) surgeon in terms of laparoscopic skills and special video
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endoscopic equipment [17]. If the health care facility does
not meet the above requirements, Vecchio and MacFadyen
(2002) recommend resorting to ERCP+EPST+CLE+LC
under one anesthesia, which is not inferior in effectiveness
to laparoscopic sanitation of the common bile duct [18]. In
our study, a highly specialized experienced surgeon and
endoscopist were involved. All operations were performed
by the same specialists.

Optimal management of patients with acute cholecystitis
in combination with choledocholithiasis largely depends
on the professional level of medical staff, multidisciplinary
approach (radiologist, endoscopist, surgeon,
anesthesiologist) and technical equipment of the medical
institution [19]. In our practice, we have not experienced
any difficulties in organizing the stages of SS tactics.

In the randomized trials of Muhammedoglu and Kale
(2020), patients with acute cholecystitis in combination
with choledocholithiasis were divided into 2 groups with
the participation of 119 patients who were treated with SS
tactics and TS tactics with delayed LC [20]. The results of
the study show that SS tactics have the greatest success in
treating acute cholecystitis in combination with
choledocholithiasis, advantages in terms of the duration
and cost of hospitalization, and a short period of
anesthesia duration. The biggest advantage of SS tactics is
that the procedure is performed at one stage in the same
medical facility, and there is no risk of repeated episodes
of acute cholecystitis and re-choledocholithiasis. Williams
and Vellacot (2001) argue that the number of hospital can
be significantly reduced precisely by applying
ERCP+EPST+CLE+LCE under one anesthesia [21], than TS
of surgical interventions. Jones et al. (2012) in their
studies compared the effectiveness between SS and TS
tactics based on the treatment of 20 patients [22]. As a
result, there was found a statistically significant difference
between the methods in terms of costs (p=0.033), although
there were no statistically significant differences in
hospital stay and complications. In our study, statistically
significant differences were found in the time of
anesthesia, in the dynamics of a decrease in total bilirubin
and white blood cells after surgery, and in the mean
hospital stay in favor of SS treatment tactics.

Enochsson et al. (2004) reported that in patients in the
supine position, cannulation of the common bile duct
during ERCP may be more difficult [23]. For selective
choledochal cannulation Pesce et al. (2017) evaluated the
effectiveness of the so-called "rendez-vous" technology, in
which a conductor was inserted antegradely in the
duodenum, which was removed through the mouth under
the control of a duodenoscope, a papillotome was installed
in the MDP, and papillosphincterotomy was performed
[24]. Thanks to this technique, blind catheterization of
MDP is excluded, as a result, there is a decrease in the
number of complications. This technique, in turn, is a
routine procedure, requires good technical equipment and
high professionalism and experience. Several foreign
articles reported some technical difficulties during LCE
after ERCP due to duodenal and proximal jejunal
pneumatosis [23]. In our practice in overestimating the
ERCP procedure+EPST is performed by aspiration of air
from the wupper gastrointestinal tract, then a
nasogastroduodenal probe is installed to evacuate air and
prevent iatrogenic damage during intestinal LC[10].

Zang et al. (2013) in their studies, evaluated the
effectiveness and safety of SS tactics in 91 patients (Group
A) and TS (Group B) tactics in 65 patients [25]. The mean
duration of endoscopic interventions in group A was 34.9
minutes, in group B-35.3 minutes. At the same time, there
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are no statistically significant differences between the
groups in the success of ERCP+EPST was observed (97.8%
for group A versus 98.5% for group B). The authors
concluded that simultaneous resolution of
cholecystocholedocholithiasis can be performed under
one anesthesia and is safe for patients. In our practice, the
mean duration of ERCP+EPST+CLE was 51.3+23.2 minutes
in group A and 51.8+21.9.minutes in group B, and
73.5+20.5 minutes and 80.0%25.9 minutes in LC,
respectively. As our observations have shown, the
duration of operation largely depends on the condition of
MDP, the size of the stone, and the professional level of the
specialist. As larger the diameter of CBD stone, the longer
the ERCP+EPST+CLE lasts. Despite different factors, no
significant statistical differences in the duration of
ERCP+EPST+CLE and LC were found in our work. It is
impossible not to note the role of preventive maintenance
of the so-called post-cannulatory pancreatitis. Incidence of
acute pancreatitis after ERCP+EPST ranges from 1 to 12%
and develops within 24 hours after the endoscopic
procedure [26]. For preventive purposes, we perform
complex conservative therapy, including drugs that inhibit
pancreatic secretion, proetase inhibitors and NSAIDs. A
number of foreign sources describe tactics for the
prevention of acute pancreatitis, such as selective
cannulation of the choledochus, stenting of the main
pancreatic duct, limited administration of contrast agents
and only in diluted form, followed by complete aspiration
[27].

An equally important point when conducting ERCP+EPST
is the patient's position on the operating table. In our
practice, we use the prone position for optimal and safe
cannulation of the choledochus [12]. This position
facilitates selective cannulation of the choledochus,
provides a convenient image of the biliary tree and
prevents aspiration of gastric contents into the respiratory
tract.

In most medical institutions, the management of patients
with acute cholecystitis combined with
choledocholithiasis is more selective, which in turn does
not allow a large number of patients to conduct a
comparative analysis among various methods.

In our work, there are some limitations in the form of an
individual nature in relation to patients and a short follow-
up period for patients after surgery. According to generally
accepted standards, reliable reasoning of long-term results
will take at least 5-10 years or more.

Conclusions. Both approaches to the treatment of acute
cholecystitis combined with choledocholithiasis meet the
requirements of minimally invasive surgery, such as
reducing the injury, high therapeutic and cosmetic effect,
early rehabilitation of the patient, and reducing pain. Despite
the fact that each method has its own indications and
contraindications, the most preferable treatment strategy
for this category of patients is the one that allows you to
get quite satisfactory results. Simultaneous resolution of
acute cholecystitis and choledocholithiasis is accompanied
by a reduction in moral and psychological trauma to the
patient, material and economic costs due to the reduction
of postoperative complications (re-choledocholiasis) and
hospital stay, the introduction of smaller doses of
medications (one anesthesia instead of two), provides an
opportunity for early rehabilitation of patients, reducing
the period of disability of the population. It is necessary to
further accumulate experience and improve these
methods, assess the immediate and long-term results,
which will allow more effective treatment of patients with
acute cholecystitis in combination with
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choledocholithiasis using minimally invasive and

endovideosurgical methods.

BkJ1ag aBTOPOB. Bce aBTOPBI IPUHUMaH PaBHOCHIBHOE
y4yacTve pY HallMCaHUU JAHHOH CTaThbH.

KOHQUIMKT HHTEepecoB - He 3asiBJIEH.

JlaHHbII MaTepuaJ He ObLI 3asBJIeH paHee, JJid
nyGJUKalUKM B JPYTUX M3JAaHUSX U He HAXOAUTCS Ha
paccMOTpPeHUH APYTUMHU U3/AaTebCTBAMU.

[lpy npoBejeHUM  JaHHOH  paGoTbl He  GbULIO
GUHAHCUPOBAHUS CTOPOHHMMH  OpPraHM3aUMAMHU U
MeJUIMHCKUMU NPe/iCTaBUTEbCTBAMU.
PUHAHCUPOBAHUE — He IPOBOJMIIOCE.

ABTOpJ1apABIH, YJieci. bap/blK aBTOpJ/Iap 0Chbl MaKaJlaHbl
’Ka3yFa TeH, Jlapexe/ie KaTbICThI.
Myaaeiep KaKThIFBICBI — MaJliM/le/INeH XKOK,.

Byn MaTepuan 6acka 6GacbLibIMAapja »apusjaay yIIiH
OYypbIH MaJsiMJieJIMeTeH oHe 6acka OacbLIbIMAAp/bIH,
KapayblHa YCbIHbIJIMaFaH.

OcCBI XYMBICTHBI KYPri3y KesiHJe CBIPTKbI YHBIMAApD MeH
MeJJULIMHAJBIK OKIJAIKTepAiH Kap>KbLJIaH/ bIPYbI
»KacasIFaH oK,

KapaKbL1aHAbIpY XXyprisijiMesi.
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