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Decreasing	Post-ERCP	Pancreatitis



Tips	for	Decreasing	Post	ERCP	Pancreatitis

• Avoid	unnecessary	ERCP	(i.e.	use	MRCP	and	EUS)

• Properly	trained	endoscopists and	assistants;	adequate	case	volumes

• Good	technique	to	minimize	cannulation	attempts;	selective	cannulation

• Wire	guided	technique	with	minimal	contrast	into	PD

• Prophylactic	pancreatic	stents	in	selected	patients
• Hydration	with	2	liters	Lactated	Ringer
• Rectal	NSAIDS



• Analyzed	8	high	quality	trials
• Pooled	estimate	PEP	5.6%	with	indomethacin	vs	8.8%	with	placebo

• Overall	rate	of	pancreatitis	lower	with	rectal	indomethacin	[OR=0.56	90.39-
0.82)]		NNT=20

• Administering	rectal	indomethacin	before	rather	than	during	or	after	
ERCP	significantly	reduced	PEP	rates	[OR	0.56	(0.40-0.79)]
• Conclusion:		Administer	rectal	indomethacin	to	all	patients	before	ERCP



Gallstone	Pancreatitis



• Dutch	multicenter	RCT	for	mild	gallstone	pancreatitis

• Randomized	to	cholecystectomy	during	same	admission	(<3	days)	
versus	discharge	and	cholecystectomy	3-4	weeks	later

• Same	admission	CCX	fewer	complications	and	less	expensive

Same-admission
cholecystectomy

Interval
cholecystectomy

P-value

Readmission for	
recurrent	gallstone	
related	complications

4.7% 16.9% 0.002



• Results:
• If	delay	CCX	->	17%	risk	of	recurrent	ABP	(decreased	to	2%	with	ES);	5%	risk	cholecystitis	
• If	no	CCX	->	33%	risk	of	recurrent	ABP	(decrease	to	4%	with	ES);	10%	risk	cholecystitis

• Conclusions:		
• Consider	biliary	sphincterotomy if	expect	delayed	or	never	cholecystectomy	(but	still	
10%	risk	future	cholecystitis)



Pancreatic	Cysts

• Increasing	data	that	common	incidental	lesions	and	most	do	not	
become	cancer

• Various	guidelines	tending	towards	more	conservative	approach	(i.e.	
less	surgery):		Sendai,	Fukuoka,	AGA,	ASGE

• No	accurate	way	to	predict	who	will	get	cancer	(as	opposed	to	who	
has	a	mucinous	lesion)



2015	AGA	Pancreatic	Cyst	Guidelines
Vege,	Ziring,	Jain,	Moayyedi,	et	al.		Gastro	2015;148:819-822



• VA	National	Database	identified	cyst	patients	by	ICD-9.

• 7,346	patients	with	>1	year	f/u	after	cyst	diagnosis

• Mean	age	=	70	years.		96%	male

• 2.3%	developed	pancreatic	cancer
• 1.9%	cancer	diagnosis	between	1-5	years
• 0.3%	cancer	diagnosis	between	5-10	years



• 209	patients
• Final	diagnosis	based	on	surgical	or	EUS	pathology

Needle	CLE	may	improve	diagnostic	yield	to	distinguish	mucinous	from	non-mucinous	cysts	compared	to	EUS	or	CEA
Does	not	predict	who	will	get	cancer.
Risks	of	procedure?	



• Monoclonal	antibody	mAb Das-1	reacts	specifically	to	colonic	epithelial	
phenotype	and	identifies	pre-malignant	and	malignant	lesions	of	the	UGI	tract.

• 142	pancreatic	cyst	aspirates

• Final	pathology	by	histology

• Define	High	Risk	IPMN/MCN
• Cancer
• IPMN	with	high	grade	dysplasia

• Intermediate	grade	dysplasia	of	intestinal	type

• Mucinous	cystic	neoplasm	with	high	grade	dysplasia

Promising	biomarker	to	help	determine	
which	patients	should	have	resection

Unclear	if	improves	on	current	guidelines



EUS-guided	Gallbladder	Drainage



• 51	high	surgical	risk	patients	with	acute	cholecystitis
• Excluded	30	because	<12	months	LAMS	indwell	time

• 12	(24%)	died	within	1	year
• 3	(6%)	had	cholecystectomy
• 10	(20%)	underwent	LAMS	removal	during	first	year
• 5	(10%)	miscellaneous	reasons

• 21	patients	evaluated	with	LAMS	>12	months
• 1	(5%)	readmitted	for	biliary	disease	(cholangitis)
• No	cholecystitis,	gastric	outlet	obstruction,	or	gallbladder	sump	syndrome
• Conclusions:		EUS	GBD	LAMS	could	be	long	term	solution	for	selected	
patients	with	acute	cholecystitis



Pancreatic	Fluid	Collection	Drainage

• 20%	of	acute	pancreatitis	patients	develop	necrosis	
with	pancreatic	fluid	collections
• 2/3	remain	sterile	– conservative	treatment
• 1/3	infection	of	necrosis	

• 30%	mortality	rate	(12-39%)
• Indication	for	treatment

• Percutaneous	drainage	followed	by	surgical	necrosectomy reduces	
death	and	major	complications	from	69%	to	40%	compared	to	
open	necrosectomy (PANTHER	trial,	NEJM	2010)
• Catheter	drainage	alone	adequate	in	35%	of	patients



Transluminal	endoscopic	step-up	approach	versus	minimally	
invasive	surgical	step-up	approach	in	patients	with	infected	
necrotizing	pancreatitis	(TENSION	trial)	– Dutch	RCT	multicenter

Van	Brunschot and	Dutch	Pancreatitis	Study	Group.		MBC	Gastroenterology	2013;13:161



• “TENSION”	RCT	trial	comparing	endoscopic	
and	surgical	step-up	approach	in	patients	with	
infected	necrotizing	pancreatitis
• Dutch	multicenter	study	– 98	patients
• Primary	endpoint	death	or	major	
complications
• Endoscopic	step-up=endoscopic	transluminal	
drainage	followed	by	endoscopic	
necrosectomy (if	needed)
• Surgical	step-up=percutaneous	drainage	
follows	by	laparoscopic	VARD	(if	needed)
• Conclusions:		No	difference	between	surgery	
and	endoscopy	in	outcome,	but	less	fistula	
and	shorter	LOS

Endoscopic Tx
(n=51)

IR/Surgical Tx
(n=47)

P-value

Death/major
complication

43% 45% 0.88

Pancreatic	
fistula

5% 32% 0.001

Hosp Days 53 69 0.01



• Retrospective	multicenter	
study
• Mean	cyst	size	119	mm	
(range	47-210	mm)
• Conclusions:		Discontinuing	
PPI	results	in	decreased	
stent	occlusion/WON	
infection	and	fewer	
procedures	needed

PPI	users	(n=136) Non-PPI	users	(n=136) P-value

Technical	success 100% 99% ns

GI	Bleeding 2.9% 7.3% 0.13

Stent	occlusion or	
WON	infection	
within	30	days

31% 19% 0.01

Long	term	AE	>30	
days

31% 29% ns

Complete	
resolution	of	WON

78% 78% ns

Mean	#	direct	
endoscopic	
necrosectomy

4.6 3.2 <0.01



Stents	for	Malignant	Hilar	Biliary	Obstruction



• Randomized	133	patients	to	bilateral	vs	unilateral	SEMS
• Bismuth	type	>=	2

Bilateral	(n=67) Unilateral	(n=66) P-value

Technical	success 96% 100% .02

Clinical	success 95% 85% 0.05

Stent	malfunction 3% 17% 0.01

Stent	patency	days 252 139 0.01

Median	survival	days 270 178 0.053

Bilateral	stents	for	hilar	cholangiocarcinoma	has	longer	stent	patency	and	survival



• Multicenter	US	and	Japan	– hilar	cholangiocarcinoma
• Compare	Unilateral	vs	Bilateral	SEMS
• 331	patients	(mean	age	70	years)
• Bismuth	classification:		1:	20%,	2:	34%,	3:	16%,	4:	30%

Unilateral	
stent	
(n=108)

Bilateral	
stent	
(n=223)

P-value

Technical	
success

99% 100% ns

Procedure	AE 7.5% 8.6% ns

Occlusion
rates

32% 40% 0.17

Weeks	to	
occlude

33	weeks 42	weeks 0.21

Bismuth 2-4	
survival

21	weeks 33	weeks 0.003



•Conclusions:
• Unilateral	stents	safe	and	
effective	for	type	1	tumors

• Patients	with	type	2,	3,	and	
4	benefit	from	bilateral	
stents	in	terms	of	overall	
mortality	and	survival



Submucosal	Endoscopy





• Dutch	multicenter	study

• New	achalasia	randomized	to	30->35	
mm	balloon	dilation	vs	POEM

• Conclusions:		POEM	has	higher	1	
year	success	compared	to	PD	but	
more	reflux

POEM	(n=67) Pneumatic	Dilation
(n=66)

P-value

Clinical success	at	3	
months

98% 79% P<0.01

Clinical	success	at	
12	months

92% 70% P<0.01

Endoscopic	
Esophagitis	at	12	
months

48% 13% P=0.02

Critiques:		
1)		Dilation	program	stopped	at	2	dilations	and	did	not	allow	repeat	or	increase	to	40	mm.		This	would	be	usual	protocol.
2)		Marked	difference	in	endoscopic	esophagitis	but	no	difference	in	24	hr acid	exposure	at	1	year.		Why?



Other	uses	of	submucosal	endoscopy

• Full	thickness	tissue	resection
• Pylorus	stenosis
• Anti-reflux?



• Use	cap	EMR	to	perform	hemi-
circumferential	EMR	along	lesser	curve	
cardia.		Healing	results	in	narrowing.

• 67	cases	
• 61%	off	PPI	at	1	year
• 10%	dysphagia	required	single	dilation

Inoue.		2014	Ann	Gastroenterol



Endoscopic	Obesity	Treatment



Courtesy	of	Christopher	Thompson	MD



Courtesy	of	Christopher	Thompson	MD



• 8	US	centers

• Orbera Intragastric Balloon	(Apollo	Endosurgery)

• 245	patients

• Percent	responders	at	6	months
• >=	5%	TBWL	=	84%

• >=10%	TBWL	=	55%

• Treatment	related	adverse	events
• Nausea/vomiting	58%

• Abdominal	pain	16%

• Dehydration	requiring	IV	fluids	7%

• Hospital	admission	1.7%

• LA	grade	1-2	esophagitis	10%

• 16%	had	balloon	removed	before	6	months	(77%	symptoms,	23%	pt request)



Aspiration	Therapy	for	Obesity
• 30	Fr	modified	PEG	with	fenestrated	tail
• Patient	able	to	eat	and	drain	stomach

Thompson,	AJG	2016



Duodenal-jejunal Bypass	Liner

Courtesy	of	Christopher	Thompson	MD



• Duodenal-jejunal bypass	liner	is	endoscopically	fixated	at	duodenal	bulb	and	extends	to	the	proximal	
jejunum	and	has	been	thought	to	induce	gut	hormone	changes	leading	to	improved	glycemic	control	and	
weight	loss



Courtesy	of	Christopher	Thompson	MD



Duodenal	Mucosal	Resurfacing

Courtesy	of	Christopher	Thompson	MD



Courtesy	of	Christopher	Thompson	MD



Ergonomics	and	Endoscopist Injuries



Courtesy	of	Katherine	Garman	MD





AGA	2017	Ergonomics	Survey

• 612	respondents
• 69%	general	GI;	50%	community	practice

• Majority	11-40	colonoscopies	per	week

• 86%	reported	injuries



Types	of	Injuries	from	GI	Endoscopy	– 2017	AGA	Survey



AGA	2017	Ergonomics	Survey

• Average	time	to	injury	=	11	years	after	starting	endoscopy

• Factors	associated	with	injury
• Any	prior	injury
• Older	age
• Increased	#	scopes/week
• Screen	height



Repetitive	Stress	Injury



Learn	more	about	how	to	prevent	GI	
endoscopy	work	related	injuries



Thank	You


