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Indications and Timing of ERCP and Cholecystectomy for Biliary
Pancreatitis
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In acute biliary pancreatitis, endoscopic retrograde cholangiopancreatography
(ERCP) and cholecystectomy should be considered to reduce the complications
of gallstones including recurrent biliary pancreatitis. If biliary pancreatitis is
accompanied by cholangitis or evidence of obvious biliary obstruction, removal
of the common bile duct stone via early ERCP (within 24 to 72 hours) is necessary.
Less or non-invasive imaging modalities such as endoscopic ultrasound, magnetic
resonance cholangiopancreatography can be considered to avoid unnecessary  Rpeceived Nov. 19, 2018
ERCP if suspected biliary obstruction in the absence of cholangitis in patients with ~ Revised  Dec. 17, 2018
biliary pancreatitis. Cholecystectomy in patients with biliary pancreatitis requires a ~ Accepted Dec. 18, 2018
stratggy that va.ri.es the timing. gf surgery depending on the severity of pancreatitis. Corresponding author : Sang Hyub Lee
In mild acute biliary pancreatitis, cholecystectomy can be performed safely at the Department of Interal Medicine and Liver Research
time of initial admission. In moderate to severe biliary pancreatitis, cholecystectomy  Institute, Seoul National University College of
should be delayed until about 6 weeks when active inflammation subsides and fluid ~ Medicine, 101 Daehagro, Jongno—gu, Seoul 03080,
collections resolve or stabilize. Endoscopic sphincterotomy (EST) can be helpful in ~ Korea
R s . Tel, +82-2-2072-4892 Fax. +82-2-762-9662
reducing recurrent pancreatitis in patients who unfit for cholecystectomy. However, E-mai; gidoctor@snuh.org
even if EST is performed, additional cholecystectomy will further reduce the risk of  opci: hitps:/orcid.org/0000-0003-2174-9726
recurrent pancreatitis, if possible, it is recommended to undergo a cholecystectomy.
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Table 1. Summary of randomized controlled trials of early endoscopic retrograde cholangiopancreatography in biliary pancreatitis
. A Key results
Study Design  ERCP/control Timing of ERCP ERCP vs. control
Neoptolemos et al.” RCT 59/62 <72 hours of admission Lower complications in the ERCP group.
(1988) 17 v5.34% (p=0.03)
Shorter hospital stay in the ERCP group.
9.5vs. 17.0 days
Fan et al.” (1993) RCT 97/98 <24 hours of admission Fewer biliary sepsis in the ERCP group.
Overall: 0/97 vs. 12/98 (p=0.001)
Similar overall complications.
Folsch et al.” (1997) RCT 126/112 <72 hours of symptoms Similar overall complications and mortality
Mortality 11.1 vs. 6.3% (p=0.10)
Zhou et al.*® (2002) RCT 20/25 <24 hours of admission Lower complications and cost, shorter hospital stay in patients

with severe attack in the ERCP group.
No differences in patients with 2 mild subgroups.

Acosta et al.”® (2006) RCT 30/31 24-48 hours of symptoms (n=14) Shorter period of obstruction (p=0.016) and lower rate of
immediate complications (p=0.026) in the ERCP group.
Orfa et al.” (2007) RCT 51/52 <24-48 hours of symptoms (n=46)  Similar local complications (p=0.99), overall morbidity
<48-72 hours of symptoms (n=5) (p=0.80), and mortality (p=1).
Chen et al.”’ (2010) RCT 21/32 <24 hours of symptoms (n=>5) Decreased APACHE Il score at day 10 in the ERCP group
24-48 hours of symptoms (n=10) (p<0.05).
>48 hours of symptoms (n=6) No death in the ERCP group vs. 2 deaths in the control group.
Yang et al.** (2012) RCT 60/60 <72 hours of symptoms Lower complications (p<0.05), shorter hospital stay (p<0.05)
in the ERCP group.

No difference in mortality (p>0.1).

ERCP, endoscopic retrograde cholangiopancreatography; RCT, randomized controlled trial; APACHE, acute physiology and chronic health evaluation.
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Fig. 1. Schematic presentation of ERCP and cholecystectomy for biliary pancreatitis. ERCP, endoscopic retrograde cholangiopancreatography; hr, hours;
EST, endoscopic sphincterotomy; EUS, endoscopic ultrasound; MRCP, magnetic resonance cholangiopancreatography.
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