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Abstract

The role and timing of endoscopy in the setting of acute biliary pancreatitis (ABP) is still being debated. Despite numerous randomized trials have been published, there is an obvious lack of consensus on the indications and timing of endoscopic retrograde cholangiopancreatography (ERCP) in ABP in meta-analyses and nationwide guidelines. The present editorial has been written to clarify the role of endoscopy in ABP. In clinical practice the decision to perform an ERCP is often based on biochemical and radiological criteria despite they already have been shown to be unreliable predictors of common bile duct stone presence. Endoscopic ultrasonography (EUS) is not currently a worldwide standard diagnostic procedure early in the course of acute biliary pancreatitis, but it has been shown to be accurate, safe and cost effective in diagnosing biliary obstructions compared with magnetic resonance cholangiopancreatography and ERCP and therefore in preventing unnecessary ERCP and its related complications. Early EUS in ABP allows, if appropriate, immediate endoscopic treatment and significant spare of unnecessary operative procedures thus reducing possible related complications. 
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Core tip: Although several reports have been published on role and timing of endoscopy in the treatment of acute biliary pancreatitis (ABP), there are still some controversial in this subject. In clinical practice the decision to perform an endoscopic retrograde cho​langiopancreatography is often based on biochemical and radiological criteria despite they already have been shown to be unreliable predictors of common bile duct (CBD) stone presence. Both magnetic resonance cholangiopancreatography and endoscopic ultrasonography (EUS) are now indicated as the best noninvasive imaging methods for CBD stone detection. Early EUS in ABP allows, if appropriate, immediate endoscopic treatment and significant spare of unnecessary operative procedures thus reducing possible related complications. 

MAIN TEXT

The role and timing of endoscopy in the setting of acute biliary pancreatitis (ABP) is still being debated. A recent systematic review by van Geenen et al[1] clearly demonstrated that, despite numerous randomized trials, there is an obvious lack of consensus on the indications and timing of endoscopic retrograde cholangiopancreatography (ERCP) in ABP in meta-analyses and nationwide guidelines. Although the indication of early (within 24-48 h) ERCP with papillosphincterotomy for patients with ABP and related cholangitis is well established[2,3], its role in cases of either mild or severe ABP, without signs of cholangitis, remains controversial.

Biliary pancreatitis results from the migration of a gallstone to the common bile duct (CBD) with impaction or temporary obstruction of the major duodenal papilla[2]. Most ABP attacks are not severe, are self-limiting, and improve with conservative management[4]. Spontaneous passage of CBD stones in the duodenum has been described in up to 50% of cases of ABP[5,6]. However, conservative management of these patients is associated with a biliary complication rate of up to 20%. In such cases, ERCP is delayed and may be performed under possibly more difficult conditions, thus increasing the failure rate[7,8]. Moreover, without definitive treatment, the risk of a recurrent attack within the next several months is about 30%-50%[9,10]. Even after a mild attack, cholecystectomy and/or biliary sphincterotomy should be considered within weeks[11]. In a large retrospective study, Nguyen et al[12] demonstrated that hospital readmission rates for ABP within 12 mo were significantly reduced with cholecystectomy (14.0% vs 5.6%) or ERCP (13.1% vs 5.1%).

In clinical practice, the decision to perform early ERCP is often based on biochemical and radiological criteria, such as the presence of cholestatic liver biochemistry and a dilated CBD. Nevertheless, studies have shown that commonly used biochemical and radiological predictors of the presence of CBD stones in patients with ABP are unreliable[13]. Even with the application of various clinical predictors, only 37%-42% of patients undergoing ERCP were found to have CBD stones[14,15].

The rate of complications after therapeutic ERCP ranges from 7% to 10% and the mortality rate from 0.2% to 2.2%[16,17]. Therefore, accurate prediction of CBD stones is warranted to select patients for early therapeutic ERCP. Other noninvasive (or minimally invasive) imaging techniques such as endoscopic ultrasonography (EUS) and magnetic resonance cholangiopancreatography (MRCP) have been used to select patients for therapeutic ERCP to minimize the risk of complications associated with unnecessary diagnostic ERCPs. Both EUS and MRCP have been conﬁrmed in meta-analyses to be highly accurate for the diagnosis of CBD stones[18,19], with similar sensibility, specificity, accuracy, negative predictive value, and positive predictive value for detection of CBD stone[20].

In case of ABP without signs of cholangitis, the American guidelines[21] suggest performing EUS or MRCP prior to ERCP depending on the local expertise and facilities. Although MRCP also provides excellent imaging of the biliary tree, EUS is more accurate in the detection of small stones (< 5 mm), which are responsible for at least half of all cases of acute pancreatitis, and is better for visualizing microlithiasis of the gallbladder[21]. Indeed, despite the fact that most stones pass spontaneously, establishing a biliary etiology is extremely important because there is a high risk of recurrent pancreatitis (33%-60%) if the gallstone disease is not treated[22-24].

The relative sensitivity of MRCP and EUS for the detection of CBD stones use as a reference standard the extraction of CBD stones after endoscopic sphincterotomy during ERCP[25]. However, it is well known that small stones can be missed even during therapeutic ERCP. Therefore, EUS has recently been proposed as the new gold standard in the diagnosis of choledocholithiasis[26].

In 2001, Scheiman et al[27] prospectively compared the clinical efficacies of EUS and MRCP when performed within 24 h before ERCP in patients with biliary disease. They reported that although MRCP had the lowest procedural reimbursement, the initial EUS strategy had the greatest cost utility by avoiding unnecessary ERCP examinations. Thus, the selection of endoscopic treatment based on EUS may eventually impact the treatment of ABP and provide greater safety for the patients, as well as more rational use of healthcare resources[28]. A preliminary EUS may help in decision-making: if a stone is present, ERCP with extraction can be performed in the same endoscopic session, whereas if no stone is found, the patient can be spared the added risk. This stepwise strategy has been shown to help avoid unnecessary ERCP in most patients[29].

Certainly, either EUS or MRCP can be chosen based on local availability[30]. Postponing treatment for symptomatic CBD stones exposes the patient to biliary complication, especially cholangitis[31]. Moreover, in a 2008 editorial on gastrointestinal endoscopy, Savides noted that even if MRCP reveals a CBD stone, it is still worth considering an EUS immediately before the ERCP because approximately 21% of CBD stones (especially those < 8 mm) can pass spontaneously, which could occur in the interval between MRCP and ERCP[5,32]. In many centers and in real-life practice, timing and availability of MRCP precludes its acceptability as a method for determining the need for prompt ERCP, whereas EUS is more readily accessible. 

EUS is not currently a worldwide standard diag​nostic procedure early in the course of ABP, but because of its accuracy, safety, and cost effectiveness in diagnosing biliary obstructions compared with MRCP and ERCP, we think it should be considered as the first choice in approaching ABP. EUS is also a preferable diagnostic choice because it can be performed at the bed side of the patient, which is especially relevant for patients in an ICU. An early (within 24-48 h) EUS can easily and quickly categorize those patients who do not require subsequent therapeutic ERCP, thus allowing even an early discharge in select cases, which is important in terms of cost effectiveness.

EUS and MRCP are now considered alternative noninvasive methods for evaluating biliary obstruction, and guidelines suggest performing one or the other prior to therapeutic ERCP depending on local availability. However, we think it is important to have a more rational use of healthcare resources while trying to follow the best clinical practice, rather than mainly adapting our practice to the resources available locally. Ideally, we should aim to have an integrated gastroenterology unit that can manage CBD stones by a combined, simultaneous two-step approach, and gastroenterologists responsible for ERCP should be trained in EUS and vice versa[33].
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