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Clinical Usefulness of ERCP in Acute Pancreatitis

Kun Hoon Song, M.D., Jae Bock Chung, M.D., Key Joon Han, M.D.
Si Young Song, M.D,, Jin Kyung Kang, M.D. and In Suh Park, M.D.

Department of Internal Medicine, Institute of Gastroenterology
Yonsei University College of Medicine, Seoul, Korea

The safety of endoscopic retrograde cholangiopancreatography(ERCP) in patients
with acute pancreatitis(AP) was confirmed in the past decade. Especially in case
of acute gallstone pancreatitis, early ERCP/EST (endoscopic sphincterotomy) may
reduce the incidence of complications by removing gallstone which causes acute
attack of pancreatitis. To assess clinical usefulness of ERCP/EST in the setting of
AP, we reviewed clinical records of 58 patients with AP who had undergone ERCP
/EST during the same period of admission.

1) There were thirty-four men and twenty-four women with a mean age of 51.4
(range 14-82). According to the Atlanta classification, forty-two patients were de-
termined to have ‘mild’ pancreatitis, while the remaining sixteen were determined
to have ‘severe’ pancreatitis.

2) The most common indication which urged to perform ERCP was common bile
duct(CBD) stones suspected by other imaging modalities(23 cases). The next com-
mon was dilatation of CBD detected on ultrasonography in nine cases.

3) Seven patients received ERCP within 24 hours and seventeen underwent
ERCP between the period of 24-72 hours after admission. Therefore 24 patients(41.4
%) underwent ERCP within 72 hours after admission.

4) The rate of visualization of either bile duct(BD) or pancreatic duct(PD) was
93.1%. There was no significant complication attributable to the procedure itself.

5) In 8 patients(21.1%), pancreatogram revealed chronic pancreatitis. This finding
was more commonly encountered in patients who were determined to have ‘severe’
pancreatitis. Eighteen patients(39.1%) had stones of common bile duct and this was
the most common cholangiographic finding. But the incidence of CBD stone was
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not different between ‘mild’ and ‘severe’ pancreatitis groups.

6) Among various predictors of gallstone pancreatitis such as elevated total bili-
rubin, alkaline phosphatase, gamma-glutamy! transpeptidase and suspected stones
on sonography, the stones found on sonography was proved to be the most signifi-
cant factor in prediction of gallstone pancreatitiis(p=0.032).

7) EST was successfully pérformed in 13 patients without significant procedure-

related complication.

8) In patients who were treated for acute gallstone pancreatitis, there was no
significant difference in various clinical paramkters including severity, in-hospital
stay, incidence of complication and laboratory findings between the surgery group

and the EST group.

9) ERCP was useful in 35 patients(60.3%) by providing diagnostic information or
therapeutic modalities. The confirmation and endoscopic removal of CBD stones

represented the most part of advantages.

In conclusion, we have found ERCP/EST to| be a safe and useful modality in
both diagnostlc and therapeutic aspects for patlents with AP. Especially in pa-
tients with gallstone pancreatitis, ERCP/EST have evolved into an important role
by early identification and safe removal of  gallstone. (Korean J Gastrointest

Endosc 16: 449~458, 1996)

Key Words: Acute pancreatitis, Endoscopic retrograde cholangiopancreatography
{ERCP), Endoscopic sphincterotomy(EST)
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Table 1. Indications of ERCP

23 5o #AYe] 424, 39 AFge 2
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2447} o7} 741(12.1%), 24~T72A17F o]uiz}
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Table 3. Rate of visualization

Indication pageoz;tf(%) Visualization pa tI;I:t;t‘:;f(%)
CBD stone 23(39.7) Success 54(93.1)
CBD dilatation* 9(15.5) Bile duct only 16(27.6)
Jaundice 6(10.3) Pancreatic duct only 8(13.8)
Pancreatic mass 4( 6.9) Both ducts 30(51.7)
Trauma 3(5.2) Failure 4( 6.9)
Gallstone 1( 1.7)

Pancreatic pseudocyst 1{ 1.7)
Idiopathic 11(19.0)

CBD, common bile duct.
*Ultrasonography

Table 4. Endoscopic findings of ampulla of

Vater
. 4. No. of
Findings patients(%)
Table 2. Timing of ERCP Papillitis 20(345)
Timing . PeriVater diverticulum 13(22.4)
Mild(%) Se %) Total(%)
(days) ild(%) vere( Pus discharge 2( 3.4)
<1 4(95)  3(188) 7(12.1) Stone impaction 0L
1~3 14333)  3(188)  17(29.3) Enlarged opening 1CL7)
4~7 14(33.3) 2(12.4) 16(27.3) Choledochoduodenal fistula 1(1.7)
>7 10239)  8(50.0)  18(31.0) Normal 23(39.7)
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Table 5. Pancreatographic findings

o7 glie}. &3 & 4149 #HxPoA Fg=
siEd(Table 7) ¥4 24 134(31.7%), &2
# AMo] 34(7.3%)4 BAEY o @, &
G4 AAo] FAlo] HAR A5} 8ol 19.
5% WlzE Byt ERCP A8 oldd w4
EA ARE 458 5 e AxZ g8 F 4
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Table 7. Findings of gallbladder

Findings Mild Severe Total
£ (N=30) (N=8) (N=38)
Normal 25(83.3) 2(25.0) 27(71.1)
Chronic pancreatitis 4(13.3) 4(50.0) 8(Ll)
Stone 1(3.4) 1025y 2(52)
Dilatation 11125)  1( 2.6)
( X%

Table 6. Cholangiographic findings
Mild Severe Total

Findings (N=38) (N=8) (N=46)
CBD stone 15(39.5) 3(37.5) 18(39.1)
THD stone 3(7.9) 3( 6.5)
CBD dilatation 6(15.8) 1(12.5) 7(15.2)
CBD stenosis 1(286) 1(125) 2(43)
IHD stenosis 1( 2.6) 1( 2.2)
Cholangitis 13(34.2) 4(50.0) 17(37.0)
Choledochitis 1(26) 1(125) 2(43)
Clonorchiasis sinensis  1( 2.6) 1( 2.2)
Normal 2( 4.8) 2( 4.3)

( X%

CBD, common bile duct; IHD, intrahepatic
duct.

Findings Mild Severe  Total
‘ (N=33) (N=8) (N=41)
Stone 10(30.3) 3(375) 13(3L.D)
Cystic duct stone  2( 6.1)  1(12.5) 3(73)
Mass 1( 3.0) 1( 2.4)
Contracted GB 1(12.5) 1(24)
Normal 20(60.6) 3(375) 23(56.2)
GB & CBD stones  7(21.2) 1(125) 8(19.5)
( X%

GB, gallbladder; CBD, common bile duct.

Table 8. Predictiom of gallstone pancreatitis

prior to ERCP
p-valuein - p-valuein
Variables prediction of prediction of
gallstone CBD stone
Total bilirubin NS NS
(=2.34 mg/dL)
Alkaline phosphatase NS NS
(=225 1U/L)
Gamma-glutamyl NS NS
transpeptidase
(=250 IU/L)
Stone on U/S 0.032 NS
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Table 9. Success rate of endoscopic intervention

(N=13)
EST Mild(%) Severe(%) Total
Total 10(76.9) 3(23.1) 13
Complete success ™ 3% 10
Partial success 3 0 3

AP AR 2deY 43A 9o

2717}, =7 ‘3! F71 $4Fe L AE, vl A
A A 27§ RE F50A o Fel §AA
o2 {9 Z}°17P BEEA gk FA A%
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A, 2AEFF AL 14, F55 3 16, G Ao
ARFE 14, A% g A 1 5 A oA
o] 2242 AHA #zte 37.8%F AAstgon F
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Table 11. Advantages of ERCP in acute pancre-

atitis
No. of
Advantages patients(%)
Diagnostic advantages

Confirmation of CBD stone 18(31.1)
Clonorchis sinensis 1L
Papillary stenosis 1017
Choledocholduodenal fistula 1¢ 1.7)
Rupture of pancreatic duct 1( 1.7)

Therapeutic advantages
EST for CBD stone 11(19.0)
EST for other causes 2( 34)
Total 35(60.3)

*including one case of ERBD.
**including one case of ENBD.

CBD, common bile duct; EST, endoscopic
sphincterotomy.

Table 10. Comparison of clinical characteristics of patients with gallstone pancreatitis according to

treatment modalities

Clinical parameters EST(N=11) Surgery(N=21) P-value
Age(years) 57.74+11.63 51.5+ 10.97 NS
Total bilitubin(mg/dL) 45+ 4.37 2.4+ 261 NS
ALP(QU/L) 220.9+£97.67 180.8+131.06 NS
Hospital stay(days) 20.1+14.65 236+ 16.0 NS

Data shown as mean+SD

Other clinical parameters such as sex, duration of symptom, severity of acute pancreatitis accord-

ing to Atlanta classification and several laboratory
different between the two groups.
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Suspected CBD stone(32
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Post ERCP

Confirmation of CBD stone(18) —— EST(11)
Operation(7)
CBD dilatation(3)
Failure to visualize BD(3)
Normal CBD(2)
CBD stenosis(1)
Papillary stenosis(1)
Clonorchiasis(1)
Sphincter of Oddi dysfunction(l) ————— Biliary manometry & EST

Idiopathic(11)
Pancreatic mass(4) ——T1—— PD stone(1)

— Normal PD(1)

l———— Failure to visualize PD(2)
Trauma(3) PD rupture(1)

l—* Choledochoduodenal fistula(1)
PD stone(2) PD stone(1)

CBD dilatation(1)

EST

Fig. 1. Clinical usefulness of ERCP in acute pancreatitis.
CBD, common bile duct; BD, bile duct; PD, pancreatic duct.
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