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Relevant ESGE Guidelines
• Biliary stenting: Indications, choice of stents and results
(2012)
• Endoscopic treatment of chronic pancreatitis (2012)
• Intraductal biliopancreatic imaging (2015)

https://www.esge.com

Relevant ASGE Guidelines
• The role of endoscopy for benign pancreatic disease (2015)
• The role of endoscopy in ampullary and duodenal adenomas
(2015)
• The role of endoscopy for benign pancreatic disease (2015)
• The role of ERCP in benign diseases of the biliary tract (2015)
• The role of endoscopy in the evaluation and treatment of patients
with biliary neoplasia (2013)
• The role of endoscopy in the management of choledocholithiasis
(2011)
• The Role of Endoscopy in the Evaluation of Suspected
Choledocholithiasis (2010)
• The Role of Endoscopy in Patients with Chronic Pancreatitis (2006)
• The Role of Endoscopy in the Diagnosis and Management of Cystic
Lesions and Inflammatory Fluid Collections of the Pancreas (2005)
• The role of ERCP in diseases of the biliary tract and the pancreas
(2005)
• Role of Endoscopy in the Evaluation and Treatment of Patients with
Pancreaticobiliary Malignancy (2003)
https://www.esge.com

General Considerations Prior To ERCP
• Invasive procedure with morbidity and mortality 1,3
– Complications: 5%-15%
– Mortality 0.1%-1.5%

• Expected benefit should exceed expected risks
• Key issues to reduce risks
– Appropriate training
– Appropriate facility, equipments, staff, time
– Appropriate indication

Christensen, Gastrointest Endosc. 2004;60:721-31.
Williams, Endoscopy 2007;39:793-801.
ASGE, Gastrointest Endosc 2012:75:467-473.

Principles by the hepatogist
No ERCP should be performed without findings
suggestive of biliary and/or pancreatic disease.
Limit ERCP to cases where no better diagnostic
option is available and/or where endoscopic
therapy is apparently necessary.
No ERCP in hepatocellular (parenchymal)
liver diseases.

Indications/Potential Indications
Biliary
•
•
•
•

Choledocholithiasis
Benign or malignant biliary strictures
Bile duct leaks/injuries
Sphincter Oddi dysfunction

Pancreatic
•
•
•
•
•

Recurrent acute pancreatitis
Chronic pancreatitis
Pancreatic duct leaks
Pancreatic fluid collections
Pancreatic malignancies
Gastrointest Endosc 2005;62:1-8.

Tools To Make The Case For Or Against ERCP
• Relevant past history, symptoms, physical signs
• Laboratory tests
• Morphology
–
–
–
–

US
CT (cholangio CT)
MR (cholangio MR)
EUS
A COMBINATION OF THEM!

Laboratory Tests Relevant To Indication Of ERCP
• Liver function tets (liver enzmyes)
– Necroenzymes: AST, ALT (LDH)
– Cholestatic liver enzymes: ALP, GGT
– Bilirubin: total and direct (= conjugated)

• Inflammatory markers
– Blood cell counts (WBC, ANC, PLT)
– C-reactive protein (CRP)
– Procalcitonin (PCT)

• Ascitic fluid
– WBC, ANC, amylase, bilirubin, microbiology, cytology, etc.

• Tumor markers (CA19-9, AFP)
• Synthetic, conjugating and detoxicating liver capacity
– INR, bilirubin, albumin, cholinesterase, ammonia

LFTs For Prediction of Bile Duct Stones
• Negative predictive value of completely normal
liver biochemical test: 97%,
• Positive predictive value of any abnormal liver
biochemical test: 15% - 60% 1-4

Surg Endosc 2008;22:1620-4.
Ann Surg 1994;220:32-9.
Am J Gastroenterol 1996;91:762-7.
Br J Surg 2005;92:1241-7.

Elevated AST/ALT
Common causes:
• Common hepatocellular diseases
– Alcoholic, viral hepatitis, steatosis
– Medications/toxins e.g. NSAIDs, antibiotics, statins, antiepileptics,
antituberculosis drugs
– Ischemic/congestive hepatopathy

• Biliary obstruction/inflammation

Less common hepatocellular causes:
• Rare hepatocellular diseases
– AIH, haemochromatosis, alpha1-AT deficiency, Wilson’s disease

Non-hepatic causes
– Coeliac disease
– Massive exercise, muscle disease (AST, LDH, CK)
– Hypo- and hyper-thyroidism

AST/ALT ratio
• ≥ 2:1 in alcohol related liver disease (and/or HCV cirrhosis!)
• < 2:1 in steatosis or chronic viral hepatitis
http://www.derbyhospitals.nhs.uk/easysiteweb/getresource.axd?assetid=12772

Elevated ALP (AP)
Main sources: liver and bones
Physiological
• Third trimester of pregnancy
• Adolescence (due to bone growth)
• Benign familial ALP elevation

Pathological
•
•
•
•
•
•
•

Bile duct obstruction
Drug induced cholestasis
Primary biliary cirrhosis
Primary sclerosing cholangitis
Metastatic liver disease
Bone disease e.g Pagets
Heart failure
http://www.derbyhospitals.nhs.uk/easysiteweb/getresource.axd?assetid=12772

Elevated GGT
Elevated GGT:
• Alcoholic liver disease
• Drugs: carbamazepine, phenytoin, barbiturates, contraceptives
• Hepatobiliary disease (with elevated ALP in biliary diseases)
• Pancreatic disease (with elevated ALP in biliary diseases)
• Chronic obstructive pulmonary disease
• Renal failure
• Diabetes
• Myocardial infarction

Role in cholestatic disorders: differenciates between
hepato-biliary versus bone related ALP elevation
http://www.derbyhospitals.nhs.uk/easysiteweb/getresource.axd?assetid=12772

Hyperbilirubinemia In Adults
Isolated unconjugated (indirect) hyperbilirubinemia
•
•
•
•

Gilbert’s syndrome (bilirubin level usually < 70 µmol/L)
Stress/fasting
Drugs (rifampicin, sulfonamides)
Haemolytic diseases

Isolated conjugated (direct) hyperbilirubinemia
• Drugs (phenothiazines, sulfonamides, carbimazole)
• Dubin-Johnson syndrome
• Rotor’s syndrome

Mixed
• Hepatocellular disorders
• Biliary disorders (conjugated dominates, > 70%)
http://www.derbyhospitals.nhs.uk/easysiteweb/getresource.axd?assetid=12772

Causes Of Intrahepatic Cholestasis
• Typical/common
–
–
–
–
–

Viral hepatitis (acute/chronic)
Drug-related cholestasis (DILI)
Sepsis
Primary biliary cirrhosis (PBC)
Primary sclerosing cholangitis (PSC)

• Atypical/uncommon
– Congenital (mainly in childhood)
•
•
•
•

Benign recurrent intrahepatic cholestasis
Progressive familial intrahepatic cholestasis
Alagille syndrome
Biliary atresia

– Total parenteral nutrition
– Pregnancy-related cholestasis
World J Gastroenterol 2014; 20: 9418-26.

Pregnancy-Related
Cholestasis/Hyperbilirubinemia
•
•
•
•
•
•
•

Gallstone disease
Hyperemesis gravidarum
Intrahepatic cholestasis of pregnancy
Acute fatty liver of pregnancy (AFLP)
Pre-eclampsia / eclampsia
HELLP syndrome
Budd-Chiari syndrone

Take Home Message
• ERCP is an invasive procedure with potential
complications
• Appropriate indication can justify the risk
• Clinical, laboratory and imaging findings are the
main tools to choose the adequate strategy
• No ERCP in hepatocellular (parenchymal)
liver diseases with intrahepatic cholestaisis.
• Priority to non-invasive methods when indication
is questionable.

THANK YOU!

