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/lucnik

* ulozen ve fossa vesicae biliaris
) ol :
e fundus, corpus, infundibulum,

kréek -> ductus cysticus

/luc¢ovody

* drenaz zludi z jater do duodena
* intrahepatalni g -

ductus hepaticus dexter et sinister

e extrahepatalni

m=) ductus hepaticus communis
w=) ductus choledochus

Bashir O. Biliary tree anatomy | Radiology Reference Article | Radiopaedia.org. Radiopaedia. doi:10.53347/r1D-18877



https://doi.org/10.53347/rID-18877

Patologie zlucniku a zluCovych cest

Patologie zlucniku

U y

patologicky obsah zesileni stény

- sludge - cholecystitida
- cholecystolithiaza - tumor
- polypy - adenomyomatodza

Patologie zluCovych cest

y U

zesileni stény dilatace

- cholangoitida - choledocholithiaza

- tumor - tumor (Zlu€ovych
‘ cest, pankreatu...)

ostatni

- vrozené vyvojové vady
- anomalie tvaru



Patologicky obsah ve zluCniku - sludge

* vznika zahusténim obsahu ve zlucniku
* hladovéni, parenteralni vyziva
* echogenni obsah, bez vaskularizace v doppler modu



Patologicky obsah ve zlucniku - cholecystolithiaza

* bolesti v pravém hypochondriu v ndavaznosti na jidlo
* elevace ALT, GGT, bilirubinu

e klinicka otazka
0 cholecystolithiaza?
0 cholecystitida (komplikace)?

O dilatace (obstrukce) Zlu¢ovych cest?




Cholecystolithiaza (UZ

 prevalence 6,1 % (v Mexiku 25,8 %)
* 75-80 % neni RTG kontrastnich (nemusi byt vidét na RTG/CT)

Cholesterol gallstone Mixed gallstone Pigment gallstone . \-".'nr ‘-. ‘. .

Full view Cross section Full view Cross section Full view Cross section

Cholesterol gallstone Mixed gallstone Pigmented gallstone
(mg/%) (mg/%) (mg/%)

Cholesterol 84.3+5.7 62.0+4.2 17.7+3.9
Calcium 0.9+0.2 56+1.1 28.0+29
Phosphate 106+1.0 184 +1.0
Bilirubin 9.0+0.2 185+26
Triglyceride A ; 6.2+0.3 6.4 +0.3

Bile acid 5+0. 7.0+23 104+23

Cholesterol gallstones Mixed gallstones Pigmented gallstones

B Cholesterol(%)

Other Components(%)




Komplikace cholecystolithiazy
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PatC)loglev Obsah - po‘ypy Cholesterolové 60-90 %

Adenomy 25-40 %
Zanétlivé 10 %
* echogenni léze pfi sténeg, bez Hamartomy a dalsi
akustického stinu s vaskularizaci v
doppler modu

* riziko maligni transformace 5 % >1O
mm (0,01 % <10mm) ‘ ==




Cholecystolithiaza vs polyp (UZ)

* nalez na UZ

o cholecystolithidza/sludge vs polyp -> otoéeni pacienta na bok
O prevalence cholecystolithiaza 10 % vs polyp 0,3-12 %

CEUS is able to differentiate between a perfused gallbladder

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




Vyuziti — zlucnik (EFSUMB

CEUS is able to differentiate between a perfused gallbladder

lesion and motionlessbiliary sludge|(LoE 4, GoR C). Strong

consensus (20/0/0, 100 %)




Cholecystolithiaza vs polyp (UZ

Management and Follow-up of Gallbladder Polyps

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

| Cholecystectomy * is recommended providing the patient is fit for,

Does the patient have symptoms that are attributable to the gallbladder? | — and accepts, surgery. Multidisciplinary discussion may be employed
to assess perceived individual risk of malignancy.

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.

Yes
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 Cholecystectomy t is
E— o T 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.

SRU Gallbladder Polyp Consensus Conference Guidelines

Pedunculated
ball-on-the-wall §

ﬁ!!g

! ! ! ¢ <9 mm?: No follow-up

* 10-14 mm: Follow-up US at 6, 12, 24
months®¢
> 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
monthsP vs surgical consult

> 15 mm: Surgical consult

A=
A

s 29
L

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
d 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

ﬁll!

Focal wall
thickening 2 4
mm adjacent
to polyp

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

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.



Cholecystitida
Akutni obstrukéni cholecystitida

Akalkuldzni cholecystitida

Akutni cholecystitida (UZ)

akutni silné bolesti v pravém hypochondriu v navaznosti na jidlo

3-10 % akutnich bolesti bricha

Emfyzematdzni cholecystitida

Ostatni (purulentni, hemorhagicka,
xantogranulomatdzni, chronicka)

90-95 % obstrukéni -> staza zluci -> poranéni stény zluCovymi solemi -> infekce

klinicka otazka
O cholecystitida?
O cholecystolithidaza?
O volna tekutina v dutiné brisni?
0 kolekce v okoli zlu€niku?
O dilatace (obstrukce) zluCovych cest?

Computed tomography versus ultrasound
for the diagnosis of acute cholecystitis: a
systematic review and meta-analysis

Gastrointestinal | Published: 17 May 2024
Volume 34, pages 6967—-6979,(2024) Cite this article

Results

Sixty-four studies met the inclusion criteria. In the primary analysis of head-to-head

studies (n=5), CT had a pooled sensitivity 0(95% CI, 78.4—88.2%) versu

(95% CI, 68.8—86.6%) of US (p = 0.44). The pooled specificity of CT W95°/0 CI,
82.0-98.0%) Versu(()S% CI, 79.4—98.2%) of US (p = 0.85). The concordance of
positive or negative test between both modalities was 82.3% (95% CI, 72.1-89.4%). US and



+ Dist 6.03cm

Akutni cholecystitida (UZ)

e velikost zlu€niku (10x4cm) a jeho obsah,

zesileni stény (>3mm), prosaknuti/tekutina
v luzku, Murphy sign

TIS0.2 MI 1.3



Cholecystitida - komplikace

* tekutinova kolekce (perforace
zluéniku)



Vyuziti — zlucnik (EFSUMB

RECOMMENDATION 62

CEUS can be used in acute cholecystitis to better detect local

(LoE 2b, GoR B). Strong Consensus (19/0/1,

100 %)




Dynamika cholecystitidy

31.1.



Chronicka cholecystitida

* po opakovanych zanétech zlucniku
» distendovany/kontrahovany zluénik (s konkrementy)

* komplikace -> bilioenteralni pistél -> biliarni ileus
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CEUS may differentiate|chronic cholecystitis [from gallbladde:

carcinoma (LokE 2b, GoR B). Strong Consensus (19/0/1, 100 %)

Hepatitida A







Reaktivni zmeny zlucniku

» zesilena stény Zluéniku (muze byt kontrahovany)

* hepatitida (az u 51 %), méstnavé srdecni selhani, renalni
selhani, sepse, hypoalbuminénie, pankreatida, kolitida,
pyelonefritida

* nemusi byt sonopalpacni bolestivost ani lithiaza + jina
primarni patologie




Reaktivni zmeny

pankreatitida




PSC, elevace CRP

30.12.2024 2.1.2025



Postprandialni stav

* pred vysetrenim zlucniku nutné lacnéni 4-6 hod




Adenomyomatoza

2-8 % cholecystektomii

Hyperplazie epitelu stény -> tvorba intramuralnich divertiklG
(Rokitansky-Aschoffovy sinusy)

3 typy (difuzni, segmentarni, fundus)

zesilena sténa, intramurdlni echa/cystické Utvar




Adenomyomatoza

36-80 % 54-96 %
36-65 % 53-86 %
81-99 % 93-100 %




Porcelanovy zlucnik

 intramuralni kalcifikace <- chronicky zanét
riziko karcinomu Zlucniku 0-5 % (historicky 12-33 %)

v 7

na UZ problematické odliseni lithiazy vyplnujici zlucnik



Tumor zlucniku

e 80-95 % malignit biliarniho traktu
>60 let (Zeny:muzi = 4:1)



Funkcni vysetreni
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Dilatace zlucCovych cest +
choledocholithiaza

 dilatace Zluovych cest -> hledat pficinu (otocit pacienta
na levy bok)

* 33 % lithiaza; 12,5 % tumor hlavy pankreatu



Cholangoitida

e klinicka otazka
 dilatace zlucovych cest?
e obstrukce? (lithiaza)? cholecystolithiaza?
e ?absces?



/aver

e vySetreni pacientl na lacno

* Kombinace UZ nalezu a kliniky

* UZ metoda volby hodnoceni dynamiky zanétu zlucniku
e dilatace zluCovych cest -> pricina?



Dékuji za pozornost



