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Pankreatitida (UZ)

Pancreatitis - Diagnosis

* Bolesti v epigastriu, zvraceni

=
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e Klinicks otazka 2 of the Following

. . o . 1. Lipase
o Dilatace zlucovych cest? « 3 upper limit of normal
o Obstrukce zlucovych cest?
o Cholecystolithiaza? (cholecystitida?) [kttt . Symptoms fail to resolve
Consistent with pancreatitis + Diagnosis remains in question
’ . . \4 VeV I?
O VOIna tekUtlna v dUtIne brlsnl : » Concern for pathology/complications

o Kolekce retroperitonealné? 3. Abdominal Imaging ﬁ + Peripancreatic Abscess

Findings of pancreatitis Pancreatic Pseudocyst

Imaging does not need to be performed in every * Necrotizing Pancreatitis

Other causes: patient with pancreatitis * Pancreatic Mass
« Abdominal trauma * Biliary Obstruction

Causes of acute pancreatitis

2 * Medications
Heavy alcoholi ﬁallstones ' "chtmns
use (40‘7 ) (40{6) -~ Tumors

'« Genetic/anatomical
variants

. ngh triglyceride
levels

* High calcium levels



Pankreatitida (UZ)

* Nalez na UZ

o Dilatace zluCovych cest

o Cholecystolithiaza (cholecystitida?)
 DalSi postup zavisi na laboratofri a klinickém stavu
—=CT — ozrfejméni etiologie dilatace

I e

—ERCP — fesSeni suspektni priciny dilatace (lithiaza)

o Dilatace zluCovych cest

o Obstrukce zlucovych cest choledocholithiazou + znamky cholangoitidy
—>ERCP - reseni obstrukce



Pankreatitida (UZ)

e Nalez na UZ

* Dilatace zluCovych cest
* choledocholithiaza

na levém

na zadech boku



Cholecystitida (UZ)

* Akutni silné bolesti v pravém hypochondriu v navaznosti na jidlo

e Klinicka otazka
O Cholecystitida?
O Cholecystolithiaza?
O Volna tekutina v dutiné brisni?
O Kolekce v okoli Zlu¢niku?
O Dilatace (obstrukce) Zlu€ovych cest?




Cholecystitida (UZ)

e Nalez na UZ

O Cholecystitida — velikost Zlu¢niku a jeho obsah
zesileni stény, prosaknuti/tekutina v 1Gzku







Cholecystitida (UZ)

e Nalez na UZ

0 Cholecystitida, cholecystolithiaza
tekutinova kolekce (perforace zlucniku)



Cholecystolithiaza (UZ)

* Bolesti v pravém hypochondriu v navaznosti na jidlo

e Klinicka otazka
O Cholecystolithiaza?
O Dilatace (obstrukce) zlucovych cest?
O Cholecystitida (komplikace)?




Cholecystolithiaza (UZ)

* Nalez na UZ
0 Cholecystolithiaza

* 75-80 % neni RTG kontrastnich (nemusi byt vidét na RTG/CT)




Cholecystolithiaza vs polyp (UZ)

e Nalez na UZ

0 Cholecystolithidza/sludge vs polyp
O Prevalence cholecystolithiaza 10 % vs polyp 0,3-12 %

CEUS is able to differentiate between a perfused gallbladder

lesion and motionlessbiliary sludge](LoE 4, GoR C). Strong
consensus (20/0/0, 100 %)

Cholesteroldza
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Cholecystolithiaza vs polyp (UZ)

* Nalez na UZ
o Diff.dg. Cholecystolithiaza vs polyp

O Rozliseni maligniho, benigniho polypu a kamene zavisi na jejich velikosti (andrén-sandberg A. piagnosis
and Management of Gallbladder Polyps. N Am J Med Sci. kvéten 2012;4(5):203-11.)

Canadian Journal of Surgery
Sl fmercan Srgean Journal canadien de chirurgie
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Gallbladder Polyps: Real or Imagined? ; : :
aiibladder Foryps: Rearorimagine Diagnostic accuracy of transabdominal ultrasonography for gallbladder polyps:

systematic review
Erin Martin, MD, MSc® Gill, MD, and Esti

-14 ¢lank, 15497 pacienti
-senzitivita 83,1%; specificita 96,3%; pozitivni prediktivni hodnota 14,9 %

2290 cholecystektomii pro polyp dle UZ -> peroperacné
73 % bez polypu

=> 85 % faleSné pozitivnich polypt



Cholecystolithiaza vs polyp (UZ

Management and Follow-up of Gallbladder Polyps

(detected on transabdominal ultrasound; excluding definite pseudo-polyp)

le

Does the patient have symptoms that are attributable to the gallbladder? | —
Yes

Cholecystectomy 1 is suggested if no alternative cause for the patient’s symptoms is
demonstrated and the patient is fit for, and accepts, surgery. The patient should be counselled
regarding the benefit of cholecystectomy versus the risk of persistent symptoms.

Cholecystectomy * is recommended providing the patient is fit for,
and accepts, surgery. Multidisciplinary discussion may be employed
to assess perceived individual risk of malignancy.

No

Does patient have one or more risk factors for malignancy? *

Age > 60 years - Primary sclerosing cholangitis (PSC) - Asian ethnicity - Sessile polypoid lesion (incl. focal gallbladder wall thickening > 4 mm)

Polyp 6-9 mm:

Follow-up ultrasound * of the
gallbladder is recommended at 6
months, 1 year and 2 years.

Follow-up ultrasound * of the
gallbladder is recommended at 6
months, 1 year and 2 years.

Follow-up not required Choiecstec(om tis
recommended if the
patient is fit for, and

accepts, surgery.
Follow-up should be discontinued after
2 years in the absence of growth,

Follow-up should be discontinued after
2 years in the absence of growth.

Foley KG, Lahaye MJ, Thoeni RF, Soltes M, Dewhurst C, Barbu ST, et al. Management and follow-up of
gallbladder polyps: updated joint guidelines between the ESGAR, EAES, EFISDS and ESGE. Eur Radiol.
2022;32(5):3358-68.

ference Guidelines

Pedunculated
ball-on-the-wall &
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<9 mm?: No follow-up

10-14 mm: Follow-up US at 6, 12, 24
months®<

2 15 mm: Surgical consult

Pedunculated
with thin stalk

Pedunculated
with thick or
wide stalk

<6 mm: No follow-up

7-9 mm: Follow-up US at 12 months®

= 10-14 mm: Follow-up US at 6, 12, 24, 36
# months® vs surgical consult

Sessile ‘ - ._ 2 15 mm: Surgical consult
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Focal wall
thickening > 4
mm adjacent
to polyp

<6 mm: Follow-up US at 6, 12, 24, 36
months® vs surgical consult
> 7 mm: Surgical consult

E
Footnotes:

3 Polyp size should be rounded to nearest millimeter
b On follow-up: Increase of > 4 mm in < 12 months OR reaches threshold size within category - recommend surgical consult
Decrease of 2 4 mm - stop following
¢ Surgical consult may be an acceptable alternative for polyps 10-14 mm in Extremely Low Risk category
9 It is optional to consider polyps Low Risk instead of Extremely Low Risk if certain ethnicities are known (North Indian, North/South American
Indigenous, local incidence)
¢ If unsure between categories, choose Low Risk category

Indeterminate

Kamaya A, Fung C, Szpakowski JL, Fetzer DT, Walsh AJ, Alimi Y, et al. Management of Incidentally
Detected Gallbladder Polyps: Society of Radiologists in Ultrasound Consensus Conference
Recommendations. Radiology. listopad 2022;305(2):277-89.



lledzni stav (UZ)

 Difuzni bolest bricha s jeho napnutim a nafouknutim

e Klinicka otazka
o Dilatace klicek strevnich (prechodova zéna)?
O Pneumoperitoneum?
0 Volna tekutina v dutiné brisni?




lledzni stav (UZ)

* Nalez na UZ
o Dilatace klicek stfevnich + prelévava peristaltika + volna tekutina v dutiné
brisni (senzitivita 92 %, specificita 94 %, senzitivita RTG 70 % - dilatace stfeva
a hladinky)
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| | e (l) Z n II St a V »-.colonic volvulus is often initially

evaluated with plain abdominal
radiographs, whereas CT imaging may

be used to confirm the diagnosis...”
Revised 2019

American College of Radiology The American Society of Colon

ACR Appropriateness Criteria” and Rectal Surgeons (2021)
Suspected Small-Bowel Obstruction

Variant 1: Suspected small-bowel obstruction. Acute presentation. Initial imaging.

Appropriateness Category Relative Radiation Level

CT abdomen and pelvis with IV contrast Usually Appropriate

CT abdomen and pelvis without IV contrast May Be Appropriate

MRI abdomcn and pelvis without and with IV “
contrast

&
&
Radiography abdomen and pelvis May Be Appropnate (Disagreement) @
Fluoroscopy small bowel follow-through May Be Appropriate "L

MRI abdomen and pelvis without I'V contrast May Be Appropriate “

CT abdomen and pelvis without and with IV A

ocitiant Usually Not Appropriate DD

CT enteroclysis Usually Not Appropriate G 4088 Adhesive small bowel obstruction

information than plain X-rays...

MR enterography Usually Not Appropriate ,...CT scan to be the preferred imaging
‘ US abdomen and pelvis Usually Not Appropriate technique...”

Fluoroscopy small bowel enteroclysis Usually Not Appropriate .

= : T : The World Society of Emergency

S o St i Surgery (2017)




Kyla brisni steny (UZ)

* Bolestivost v misté rezistence (vice pri namaze), hmatna kyla

* Klinicka otazka
o defekt brisni stény (kylni branka - jeji Sire?)
0 Obsah kylniho vaku?
O Reponibilita kyly?
O Znamky uskrinuti?

triselna 70-75 %

femoralni 6-17 %

pupecni 3-8,5 %
ostatni 1-2 %







Kyla brisni stény (UZ)

* Nalez na UZ
* Uskrinuta pupecni kyla




