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Rezumat

Colangita acută este o boală sistemică determinată de
inflamaţia acută şi infecţia arborelui biliar şi poate determina rate
semnificative de morbiditate şi mortalitate. Cea mai frecventă
cauză de colangită este litiaza coledociană, al cărui tratament
inadecvat, în formele severe, poate duce la o rată crescută de 
mortalitate. Actualmente, diagnosticul nu se mai bazează pe triada
Charcot, din cauza sensibilităţii scăzute, folosindu-se astfel,
ghidurile Tokyo ale căror criterii de diagnostic se bazează pe
prezenţa inflamaţiei sistemice, colestază şi/sau icter şi dovada
imagistică a obstrucţiei biliare. În funcţie de severitatea colangitei
acute, tratamentul diferă de la antibioterapie până la dezobstrucţie
biliară endoscopică în regim de urgenţă. Recomandarea de 
tratament de primă intenţie în cazurile severe este cel endoscopic,
realizat prin colangiopancreatografie endoscopică retrogradă
(ERCP). 

Pentru a evalua eficacitatea tratamentului endoscopic
prin ERCP în urgenţă la pacienţii cu angiocolită acută, am studiat
retrospectiv 185 pacienţi ce au suferit intervenţii endoscopice în
perioada 2018 – septembrie 2020, din care au fost identificaţi 74 de
pacienţi cu diferite stadii de colangită acută. 

În lotul studiat au fost 42 de femei (56,7%) şi 32 de 
bărbaţi (43,3%), cu vârsta medie de 62,2 (38-93) ani. Principala
cauză de colangită a fost litiaza coledociană obstructivă (44
pacienţi, 59,5%), cu grade diferite de severitate – grad I (41
pacienţi, 55,4%), grad II (22 pacienţi, 29,7%) şi grad III (11 pacienţi,
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14,8%). Pentru cazurile de severitate grad II şi III (33 pacienţi, 44,5%) intervenţia endoscopică a
avut loc în primele 12-24 ore de la internare. Pacienţii la care dezobstrucţia endoscopică a fost 
efectuată în primele 12-24 de ore au avut analize normale în medie la 4,7 zile de la internare şi 
durata medie de internare de 5,8 zile pe când pacienţii cu dezobstrucţie efectuată după 24 de ore au
avut analize normale la 6,3 zile iar internarea a durat în medie 7,6 zile. Au fost înregistrate 4 decese
(5,4%), toate în grupul de severitate grad III. 

Pacienţii care au beneficiat de dezobstrucţie biliară endoscopică în primele 24 ore de la
internare au avut o recuperare postintervenţională mai rapidă, antibioterapie de scurtă durată, 
spitalizare redusă, morbidiate şi mortalitate mai scăzute faţă de cei la care intervenţia endoscopică
a avut loc după 24 de ore. 

colangita acută, colangiopancreatografie endoscopică retrogradă, litiaza coledociană

Abstract
Acute cholangitis is a systemic disease caused by acute inflammation and infection

of the biliary tree and carries significant morbidity and mortality rates. The most common cause
of acute cholangitis is choledocholithiasis, which can lead to an increased death rate in severe
forms and in the absence of appropriate treatment. The clinical Charcot’s triad is outdated due
to low sensitivity and has been replaced with the criteria established by the Tokyo guidelines.
The criteria of diagnosis are based on the presence of systemic inflammation, cholestasis and/or
jaundice and biliary obstruction documented by imaging studies. Depending on the severity of
the disease, treatment varies from antibiotic therapy to emergency endoscopic biliary drainage.
In severe cases the first-line treatment is achieved by endoscopic retrograde cholangiopancre-
atography (ERCP). 

To evaluate the effectiveness of urgent ERCP treatment in patients with acute cholan-
gitis, a retrospective data analysis was performed of 185 patients that underwent endoscopic
interventions between 2018 and September 2020, 74 patients of which have been identified with
different grades of acute cholangitis. 

The studied group consisted of 42 women (56.7%) and 32 men (43.3%), with a mean age
of 62.2 (38-93) years. Obstructive choledocholithiasis was as the main cause of cholangitis (44
patients, 59.5%), with varying degrees of severity - grade I (41, 55.4%), grade II (22 patients,
29.7%) and grade III (11 patients, 14.8%). For cases with grade II and III of severity (33 patients,
44.5%), the endoscopic intervention took place in the first 12-24 hours after admission. Patients
that had endoscopic dezobstruction in the first 12-24 hours had normal blood tests in 4.7 days
(mean) and 5.8 days (mean) of hospital stay while patients that had dezobstruction more than
24 hours after admission had normal blood tests in 6.3 days (mean) and 7.6 days of hospital stay.
Mortality was 5.4%, all 4 patients having grade III severity cholangitis. 

Patients that benefited from endoscopic biliary drainage in the first 24 hours after
admission had a faster recovery, decreased duration of antibiotic therapy, decreased duration 
of hospital stay, lower morbidity and mortality rate compared to those that suffered the inter-
vention more than 24 hours after admission.

acute cholangitis, endoscopic retrograde cholangiopancreatography, choledocholithiasis

Introduction

Acute cholangitis is an inflammatory condition

of the biliary tract that can evolve into a severe
disease accompanied by organ dysfunction,
caused by systemic inflammatory response
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syndrome (SIRS) and/or sepsis with or 
without multiple systems organ failure (1).
Choledocholithiasis is the most common cause
of acute cholangitis, although, recently, the
number of cases caused by obstructive benign
or malignant conditions (10-30%), sclerosing
cholangitis, endoscopic maneuvers on the 
biliary tract (with biliary stent obstruction),
reflux disease after sphincterotomy, have been
increasing (2). The incidence of gallstones in
the general population is 10%, of which 1-2%
are asymptomatic and 1-3% of symptomatic
patients annually present with severe 
symptoms or complications (pancreatitis,
colangitis, acute cholecystitis, jaundice)(3).
The mortality rate for acute cholangitis was
over 50% before the 1980s, 10-30% before the
1990s and 2-10% after the 2000s but with 
a rate of 12.3% for severe cases.(4) The 
mechanism that causes acute cholangitis is
biliary obstruction that determines an
increase in bile duct pressure from the normal
pressure of 7 to 14 cm H2O to 20-30 cm H2O.
This leads to a biliary-venous and lymphatic
reflux caused by the absence of a basal 
membrane between sinusoids and bile 
ducts allowing the passage of bacteria in the
systemic circulation and, therefore, leading to
septic shock.(5) The diagnosis was historically
based on the clinical Charcot’s triad (abdomi-
nal pain, fever and jaundice), but its lack of
sensitivity has led to the introduction of the
Tokyo Guidelines in 2007 (TG07), with updated
versions in 2013 (TG13) and 2018 (TG18),
which include biological and imaging
data.(6,7) Treatment varies depending on
severity according to TG13 / TG18. Thus, 
in mild cases, treatment is based on antibio-
therapy, without the need for biliary drainage.
However, in patients who do not respond to
initial treatment, endoscopic drainage should
be considered. In patients with moderate
cholangitis, early endoscopic intervention
associated with antibiotic treatment is 
indicated. In patients with severe cholangitis,
with organ failure induced by sepsis, ventila-
tory and circulatory support is required along
with emergency endoscopic interventions and
antibiotic therapy. The etiological treatment, if

necessary, will be introduced as soon as the
patient's condition improves (8,9). In a study
of 90 patients, Khashab et al. showed 
that unsuccessful or delayed endoscopic inter-
vention (endoscopic retrograde cholangio-
pacreatography) predicts prolonged hospital
stay and increased costs of hospitalization
(10). Moreover, delayed ERCP is associated
with persistent organ failure, admission to the
intensive care unit and death. Patients with a
high ASA score and delayed ERCP suffer the
worst outcome and prolonged hospitalization
(11,12). The aim of this analysis is to show the
efficacy of emergency endoscopic retrograde
cholangiopancreatography (ERCP) in the
treatment of acute cholangitis, depending on
its severity, and the possible benefits to the
patient in terms of morbidity and mortality.

Material and Method

A retrospective analysis was performed of the
data from 185 patients admitted at Elias
Emergency University Hospital, General
Surgery Department, who underwent endo-
scopic interventions between January 2018
and September 2020. Seventy-four patients
who had associated biliary tract infection
according to the Tokyo 2018 Guidelines 
( ) were selected from the lot. The
severity of the cholangitis was identified
using the Tokyo 2018 criteria. All of the 
selected patients benefited from successful
endoscopic maneuvers. The therapeutic
endoscopy team consisted of 3 surgeons, 2
with extensive endoscopic experience (> 10
years) and one surgeon with less experience (3
years) in such maneuvers. We analyzed the
progress of the periprocedural physiological
parameters, the timing of biliary decompres-
sion, the complication rates, the length of 
hospital stay, the morbidity and mortality. 

Results

Out of 74 patients, 57% were female, with
median age of 62.2, the majority of the
patients being in their sixth decade, with
extreme ages of 16 and 101. The main causes
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of cholangitis were represented by obstructive
lithiasis (44 cases) ( ), 20 cases of obstruc-
tive pancreatic or biliary tree neoplasms, 4
cases of cholangitis associated with biliary
stent obstruction, 3 patients with papillitis
and stenosis of the sphincter of Oddi and 3
patients with benign stenosis of the common
bile duct ( ). The diagnosis was based on
Tokyo 2018 Guidelines Criteria (TG18),
obstructive cholangitis being confirmed by the
presence of a criteria from categories A, B 
and C. According to TG18 and depending of
severity, patients were classified as grade I (41
patients, 55.4%), grade II (22 patients, 29.7%),
grade III (11 patients, 14.8%) ( ). All
patients classified as grade III went through
the endoscopic procedure in the first 12 hours
after admission, while those with grade II
severity had endoscopic treatment in the first
24-48 hours after admission. The endoscopic
techniques used for choledocholithiasis were

Table 1. Causes of obstruction and procedures performed

Patients (No) Cause of Obstruction Procedure Procedures (No)
44 Choledocholithiasis Sphincterotomy + stone extraction 39

Sphincterotomy + stent placement 5
20 Pancreatic/Biliary Tree Cancer Stent placement 20
4 Biliary Stent Obstruction Stent replacement 4
3 Papilitis and stenosis of the sphincter Sphincterotomy + lavage 3

of Oddi
3 Benign Stenosis of Common Bile Duct Sphincterotomy + pneumatic dilation 3

Stent placement 2

Table 2. Severity grading according to TG18 criteria

TG classification Patients (No) TG criteria Patients (No) 
Grade III (Severe) 11** Cardiovascular dysfunction 4
* onset of dysfunction at least in any one of the following Neurological dysfunction 3

organs/systems Respiratory dysfunction 1
**7 out of 11 patients withGrade III (Severe) Cholangitis Renal dysfunction 6

had more than one organ/system dysfunction Hepatic dysfunction 8
Hematological dysfunction 4

Grade II (Moderate) 22 Abnormal WBC count 17
* at least one of the following conditions High Fever (>39° C) 6

Age (>75 years old) 7
Hyperbilirubinemia (total bilirubin > 5 mg/dl) 13
Hypoalbuminemia (<STDax0.7) 3

Grade I (Mild) 41 Does not meet the criteria of Grade III or Grade II 
acute cholangitis at initial diagnosis

Figure 1. Biliary tree lithiasis 
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as following: 39 sphincterotomies with stone
extraction and lavage of the common bile duct
( ) and 5 sphincterotomies with plastic
stent placement for large lithiasis (> 2 cm)
which were subsequently resolved endos-
copically by lithotripsy when the patient's

condition permitted. For obstructive pancreatic
or biliary tract neoplasm plastic stent were
placed for biliary drainage ( ). For acute
cholangitis associated with biliary stent
obstruction replacement of the stent was 
performed. Patients with papillitis and 
stenosis of the Oddi sphincter required endo-
scopic sphincterotomy and common bile duct
lavage. For those with benign stenosis of the
common bile duct, sphincterotomy with 
pneumatic dilatation of the biliary tract and
plastic stent placement were performed in 2 of
the 3 patients ( ). 

Regarding physiological parameters, we
have noticed only a slight improvement in
liver function in a nonsignificant number of
patients with grade II cholangitis, but inflam-
mation markers remained elevated in all
patients who have received 24 hours of 
conservative treatment before ERCP. The 
initial empirical antibiotic regimen was an
association of Ciprofloxacin and Metronidazole
or Meropenem and was adjusted by case after
obtaining the result of the antibiogram.

Figure 2. Acute cholangitis – impacted stone in the
duodenal papilla  

Figure 3. Pancreatic tumor
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Figure 4. Obstructive biliodigestive anastomosis
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Regardless of the timing of endoscopic 
desobstruction, antibiotics were administered
until normal blood test were obtained. 

Patients that benefited from endoscopic
desobstruction in the first 24 hours from
admission had normal physiological parame-
ters in 4.7 days, while those who had 
endoscopic intervention after 24 hours took
6.3 days to achieve these results. Patients
with early desobstruction had an average 
hospital stay of 5.8 days compared to 7.6 days
for those whose intervention took place after
24 hours. 

The main post-ERCP complications were:
acute post-procedural pancreatitis (6.75% - 5
out of 74 patients) that resolved  with conser-
vative treatment (electrolytic balancing,
intrarectal NSAID, pain medication) but 
prolonged hospitalization by 3.48 days; upper
digestive hemorrhage due to papillary 
bleeding (5.40% - 4 out of 74 patients) that
occurred at 24-72 hours, especially in patients
with altered coagulation tests and was
resolved endoscopically by injection or 
clipping. Mortality was 5.4% (4 patients), all
patients with grade III cholangitis and it was

not a consequence of the endoscopic procedure
but rather due to uncontrollable sepsis and/or
severe comorbidities (2 patients died of 
coronary events, 1 of uncontrollable sepsis and
one of respiratory complications requiring
ventilation). 

Discussion

The management of patients with different
degrees of acute biliary tract infection is 
critical, because subsequent evolution is 
greatly influenced by the timing of the inter-
vention (13). The decision to intervene 
endoscopically should be made only after
establishing the degree of severity according
to the TG18 criteria (ESGE recommendation).
Since 2007, following the Tokyo consensus,
experts have agreed on the timing of the endo-
scopic procedure; therefore, in severe cholan-
gitis it should be as soon as possible, while in
mild cases following conservative treatment
(14). Regarding moderate cholangitis, Japanese
experts prefer the endoscopic approach in the
first 12 hours while others prefer it take place
following conservative treatment. The ESGE
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Guideline suggests immediate intervention or
in the first 12 hours in patients with severe
cholangitis and signs of shock, in 24-72 hours
in patients with moderate cholangitis and
electively in those with mild cholangitis. Most
patients with biliary tract lithiasis develop
mild to moderate cholangitis and respond well
to first-line antibiotic therapy. However,
between 15-30% of patients develop severe
cholangitis and require urgent biliary
drainage (14). When acute cholangitis and
acute cholecystitis are associated, the thera-
peutic strategy will be adapted according to
the patient's condition, but when laparoscopic
cholecystectomy and ERCP are opted for,
laparoscopic ultrasound or selective intra-
operative cholangiography will be performed
when it is technically possible (15,16). If 
during surgery severe lesions are found such
as acute scleroatrophic cholecystitis with 
biliary-biliary fistula, migration in the 
common bile duct and acute cholangitis, the
endoscopic intervention might be the only
indicated therapeutic procedure (17).  

Endoscopic transpapillary biliary drainage
should be taken into consideration as the first
drainage method due to its low invasiveness,
less pain and a lower risk of adverse 
events, despite the risk of acute post-ERCP
pancreatitis (18-20). Transpapillary drainage
can be achieved by stent placement or by
nasobiliary drainage. There is no statistical
evidence in terms of success rate and 
effectiveness between the two maneuvers
(21). The advantage of internal drainage is
related to the patient's comfort, especially 
in elderly patients who can accidentally 
suppress their nasobiliary drainage. 

In our Department, during the studied
period, no nasobiliary drains were used.
Endoscopic sphincterotomy in patients with
acute cholangitis caused by lithiasis allows
definitive treatment or placement of a
drainage stent. The ESGE TG18 recommen-
dation is that sphincterotomy and treatment
of choledochal lithiasis be performed in
patients with mild and moderate cholangitis
(recommendation level 2, grade C). It is known
that in severe cholangitis, the risk of bleeding

after sphincterotomy is much higher, even in
the absence of coagulation disorders. If the
definitive treatment of choledochal lithiasis is
not attempted, the placement of a stent (10Fr)
is preferable to be performed without 
sphincterotomy (22). In elderly patients with
multiple comorbidities and severe cholangitis,
stenting is preferred as primary intention,
compared to sphincterotomy and definitive
treatment of lithiasis. In these cases, stenting
is linked to significantly fewer short-term
complications. Elective treatment can be 
performed after the patient's condition
improves (23). The ESGE TG18 recommenda-
tion is to not associate sphincterotomy with
stent placement in patients with acute 
cholangitis (recommendation level 2, grade A)
or in those with antithrombotic treatment
(recommendation level 1, grade D).

Early endoscopic biliary drainage has led to
a low mortality rate in elderly patients, who
are affected by multiple comorbidities and
who can easily reach organ failure in the event
of septic shock. The rate of failure of treatment
and mortality rate can be assessed, as early as
presentation, using the SPIAS Severity Score
(24). Salek et al. studied predictive factors for
increased mortality and the need for early
ERCP in patients with acute cholangitis (25).
They identified that total bilirubin, partial
thromboplastin time and the presence of liver
abscesses are predictive of increased mortality.
Alanine aminotransferase and leukocytosis are
predictive factors for the need for immediate
ERCP (25). In a published study that included
patients with acute cholangitis, 3 out of 6
patients (50%) with failed biliary drainage
died, compared to 2 out of 321 patients (0.6%)
with successful biliary drainage (26). In our
retrospective analysis, we found a significant
improvement in inflammatory markers, trans-
aminases, alkaline phosphatase and bilirubin
levels after performing ERCP in patients with
acute cholangitis. Hospital stay was shorter
for those whose endoscopic intervention was
performed in the first 24 hours. The major
complications after ERCP in our department –
upper digestive bleeding and pancreatitis
resolved with conservative treatment and/or
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endoscopic management and did not require
surgery. The rate of post-procedural pancreati-
tis was 6.75%, well within the boundaries of
published studies, and none was severe to
require surgery and its burden (27,28). Four
patients with grade III cholangitis died. 
These fatalities could not be attributed the
endoscopic procedure or biliary sepsis but
rather to their severe pulmonary and cardiac
comorbidities. As shows, most of the 11
patients in the grade III severity group had
onset of dysfunction in more than one
organ/system required as criteria for diagnosis
of severity. The youngest of the 11 patients
was 78, the oldest 87, and yet age above 75 is
required only for diagnosis of moderate
cholangitis but one can envisage that
advanced age can only be a poor prognosis 
factor for severe cholangitis. 

Conclusions

Emergency endoscopic management (under 24
hours) for acute cholangitis, especially in
severe forms, is associated with shorter 
hospital stay, decreased mortality and 
morbidity. The endoscopic drainage technique
must be adapted taking into consideration the
severity of cholangitis, the cause that led to
cholangitis, the patient's condition as well 
as comorbidities and associated medical 
treatments.

The authors declare no conflicts of interest.
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