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DIVULGATION 
DES CONFLITS D’INTÉRÊTS POTENTIELS

TYPE D’AFFILIATION COMPAGNIES PÉRIODE

Aucune Aucune Aucune



Objectifs

• Reconnaître les cas difficiles en 
préopératoire

• Illustrer les principes de prudence
• Comprendre les astuces pour réaliser 

une cholécystectomie difficile



Consensus 2020

• SAGES, AHPBA IHPBA, SSAT et 
EAES

• Surgical Endoscopy (2020) 34:2827–
2855

• Questions posées à 25 experts et 
documentées



Formation de la SAGES



Question

• Pour obtenir la vue critique de 
sécurité, on doit obtenir uniquement 
deux structures tubulaires 
dénudées dans le triangle 
hépatocystique ET …?



Vue sécuritaire

1. Disséquer le tiers du lit vésiculaire
2. Réaliser une cholangiographie
3. Faire un temps d’arrêt
4. Tous



Principes à appliquer

• Obtenir la vue critique



Principes à appliquer

• Faire un temps d’arrêt



Quelques astuces 

• Rester au-dessus du sulcus de Rouvière



Risque de cholécystectomie difficile
• Homme
• Âge avancé
• Cholécystite 

chronique
• Obésité
• Cirrhose 
• Fistule bilio-digestive

• Adhérences
• Cas en urgence
• Lithiase dans le 

cystique
• Cancer de la vésicule
• Variation anatomique



Chocolate Study, BMJ 2018

• APPACHE II 7 à 14 favorise grandement 
une chirurgie d’emblée par rapport à une 
cholécystostomie
– Diminution des complications majeures (65% vs 

12%): infarctus, embolie pulmonaire, abcès intra-
abdominal, réintervention et récidive des 
symptômes

– Diminution des coûts de 30%



La durée des symptômes

research papers, no differences in bile duct injury and mor-
tality rates were observed before and after the introduction
of treatment strategies in line with severity grading, but
overall hospital stays were shorter and medical costs lower
following the introduction of this method. In some of the
case series studies, survival rates and complication rates dif-
fered for each severity grading, so the authors were in
agreement with the TG13 treatment strategies that are based
on severity [26–30]. In other case series studies, surgical
outcomes were equivalent across the cholecystitis severity
gradings for patients assessed as capable of withstanding
surgery and who underwent early surgery; so, other authors
considered TG13 to be too restrictive [33, 34].

A study on the usefulness of biliary drainage according
to severity showed that this method was effective in allevi-
ating symptoms and reducing the in!ammatory response in
blood tests [35]. However, two retrospective analyses
showed that patients undergoing biliary drainage had longer
operating times, longer hospital stays, and higher mortality
rates than patients not undergoing biliary drainage, with the
same percentage of patients being switched to open surgery;
these studies therefore showed biliary drainage did not have
an useful effect on surgical outcomes [36, 37].

The introduction of systems to select treatment strategies
according to severity grading is expected to have many ben-
e"ts, as this method should allow doctors to choose

treatments more accurately according to patient status,
shorten overall hospital stays, and decrease medical costs
[25, 38]. We expect large-scale clinical studies will be per-
formed to produce high-level evidence on the optimum
treatment strategy for each severity grade and for this evi-
dence to be used to further improve these guidelines.

Patient factors like predictive factors and CCI or ASA-
PS scores can be used to decide whether surgery is possi-
ble. See CQ5 for more details.

At the Consensus Meeting, some participants stated
that the guidelines should stress that surgical procedures
should be performed only at facilities where advanced
laparoscopic surgeons practice, in order to ensure that sur-
gery was safe for patients with Grade II or Grade III AC.

Q3. What is the optimal timing of cholecystectomy for
acute cholecystitis?

If a patient is deemed capable of withstanding sur-
gery for AC, we propose early surgery regardless
of exactly how much time has passed since onset.
(Recommendation 2, level B)

TG07 recommended that surgery for AC be performed
soon after hospital admission, whereas TG13

Table 2 American Society of Anesthesiologists physical status classi"cation system (ASA-PS) [23]

ASA-PS
classi"cation

De"nition Examples, including, but not limited to:

ASA I A normal healthy patient Healthy, non-smoking, no or minimal alcohol use
ASA II A patient with mild systemic disease Mild diseases only without substantive functional limitations. Examples

include (but not limited to): current smoker, social alcohol drinker,
pregnancy, obesity (30 < BMI < 40), well-controlled DM/HTN,
mild lung disease

ASA III A patient with severe systemic disease Substantive functional limitations; one or more moderate to severe diseases.
Examples include (but not limited to): poorly controlled DM or HTN,
COPD, morbid obesity (BMI !40), active hepatitis, alcohol dependence
or abuse, implanted pacemaker, moderate reduction of ejection fraction,
ESRD undergoing regularly scheduled dialysis, premature infant
PCA <60 weeks, history (>3 months) of MI, CVA, TIA, or CAD/stents

ASA IV A patient with severe systemic
disease that is a constant threat to life

Examples include (but not limited to): recent (<3 months) MI, CVA, TIA, or
CAD/stents, ongoing cardiac ischemia or severe valve dysfunction, severe
reduction of ejection fraction, sepsis, DIC, ARD or ESRD not undergoing
regularly scheduled dialysis

ASA V A moribund patient who is not
expected to survive without the operation

Examples include (but not limited to): ruptured abdominal/thoracic aneurysm,
massive trauma, intracranial bleed with mass effect, ischemic bowel in the
face of signi"cant cardiac pathology or multiple organ/system dysfunction

ASA VI A declared brain-dead patient whose
organs are being removed for donor purposes

ARD acute respiratory disease, CAD coronary artery disease, COPD chronic obstructive pulmonary disease, CVA cerebral vascular accident,
DIC disseminated intravascular coagulation, DM diabetes mellitus, ESRD end stage renal disease, HTN hypertension, MI myocardial infarction,
PCA post-conceptual age
Reprinted with permission from the American Association of Anesthesiologists
The addition of “E” denotes Emergency surgery: (An emergency is de"ned as existing when delay in treatment of the patient would lead to a
signi"cant increase in the threat to life or body part)
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• Tokyo 2018:

• Surg Endosc 2017, Boerma: Cholécystite 
grade A-B = cholécystectomie d’emblée

• Surg Clin N Am 94 (2014) : aucune diminution 
des complications en retardant





Cas difficile



Cholécystectomie subtotale







Conclusion
• La cholécystectomie 

reste l’étalon d’or du 
traitement de la 
cholélithiase
symptomatique

• Bien se préparer
• Rechercher la vue 

critique

Fools say they learn from 
experience

I prefer to learn from the 
experience of others.

Otto Von Bismarck
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