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The article by Dr. Martin Gémez Zuleta (1) published in the current edition of the
Colombian Journal of Gastroenterology is a valuable contribution to the national medi-
cal literature which brings up the controversial topic of complications from Endoscopic
Retrograde Cholangiopancreatography (ERCP).

The development of ERCP in the second half of the 20" century opened up a wide
variety of therapeutic possibilities for management of biliary pancreatic pathologies.
ERCP has evolved from being a diagnostic procedure to an almost exclusively thera-
peutic procedure. This change was motivated not only by the development of diagnostic
imaging technology, but also by complications related to it. These complications range
from minor, which require 1 or 2 days of hospitalization and from which patients fully
recover, to severe, sometimes with devastating results (2).

Even in referral centers in which large numbers of procedures are performed every
year and which have expert, well-trained, highly qualified personnel to do these pro-
cedures, ERCPs result in complications in up to 10% of the patients who undergo this
procedure. Mortality rates are as high as 1% (3, 4). In an effort to decrease the number
of complications, especially to decrease fatalities related to ERCP, several strategies have
been described. Modifications in technique have been proposed, but until now, and in
our opinion, those changes have not yet been proven to be completely useful in decrea-
sing of morbidity and mortality.

Parallel to improvement of the population’s health conditions, to implementation of
massive screening programs, to controlling cardiovascular risks factors and to advances
in diagnostic and therapeutic methods, an increase of life expectancy has been produ-
ced. One result is that older adults more and more frequently need to undergo ERCPs
in our services. The procedure can be done with a level of risk similar to that for youn-
ger patients without increasing risks of related complications (5, 6). The work of Dr.
Gomez, which has the raison d’etre of this comment, corroborates this information (1).

The use of guide wires, a technique which provides access to the biliary tract using
a radio opaque guide passed through the tip of the sphincterotome under a fluoros-
cope, has been proposed as a method for decreasing pancreatitis subsequent to ERCP.
Pancreatitis is one of the more common complications related to the procedure (7, 8).
When it is serious it involves a high probability of mortality, but even in the best cases
patients face prolonged stays in the ICU with high and significant costs for the health
care system. Nevertheless, some studies are not clear about whether this method is
superior to the conventional method at decreasing cases of pancreatitis (3, 9, 10), and
while other reports even indicate that the number of pancreatitis cases actually increa-
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sed with the use of this method (11). Therefore, given the
reasonable doubt concerning the use of guides to decreases
pancreatitis, in centers like ours ERCP is performed pri-
marily without the use of guide wires. Our complication
rates are comparable to those reported in the literature in
other parts of the world (3). If we analyze our experience
in regard to incidental pancreatography we find the results
even more striking. Of 106 patients who underwent this
procedure, only 1 (0.9%) presented pancreatitis and that
case was classified as minor (3).

Precut papillotomies are also considered to pose risks of
complications related to ERCPs. The center of debate here
is whether the risk of complications comes from the precut
itself, or if it is secondary to previous repeated attempts at
cannulation. It has been suggested that the early precutting
(defined as being performed after three attempts at cannu-
lation) reduces the probability of complications (12). The
early pre-cut is an effective and secure method for acces-
sing the biliary tract, and it does not increase the percen-
tage of complications (13-15). Several authors have even
shown decreases in the number of cases of pancreatitis after
ERCPs with its use (16).

Another point of controversy is whether the presence
of ampullary duodenal diverticulum types I and II makes
cannulation difficult and increases the number of compli-
cations from ERCPs (17). After the colon the duodenum,
gastrointestinal diverticula are the most commonly located
in the periampullary region. They are found in up to 25%
of these patients and do not cause symptoms in most cases
(18). Looking through the published literature we find
that, in its presence there seems to exist a significant diffe-
rence in the percentage of cannulation possible without
increasing the probability of related complications once
the cannulation is complete (19). The article by Dr. Gémez
(1) brings to our attention two cases of perforations caused
during this procedure, one associated with the presence of
an ampullary diverticulum.

Another point of debate is the ideal medication for seda-
tion of the patient during the procedure and the require-
ments on the anesthesiologist during the procedure. In our
experience, it is possible to perform ERCP under conscious
sedation with midazolam without the help of anesthesia
(3). Nevertheless, it should be noted that because our
hospital is a teaching hospital, we have the assistance of at
least 2 individuals in addition to the physician performing
the operation. This situation makes it easier to control the
patient. In contrast, the work by Gémez (1) shows that the
procedure can be carried out with sedation administrated
by anesthesiologists with equally good results. Although
there is a tendency to discourage the use of propofol by
gastroenterologists, there are good reasons to consider its
use. It is fast acting, its effects last for only a short time, and
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it increases patients’ toleration of the procedure. Moreover,
it is possible to combine it with other agents like benzo-
diazepines, and it is a cost-eftective medication which can
be used safely in endoscopy units (20, 21) by gastroente-
rologists as long as the patient is properly monitored by
medical or paramedical staff dedicated exclusively to this
task (22,23).

In the recent years initial conservative management has
been proposed for ampullary and periampullary perfora-
tions after ERCP (24). In the recent series by Gémez (1)
the perforations occurred in 2 of the patients older than 80
years old (2.8%). Both required surgical management.

Although we could continue debating several aspects
related to ERCP and its complications at length, we can
finally conclude that the only method that has proved
effective at decreasing complications is avoidance of unne-
cessary procedures. Good clinical judgment, expert hands
and proper infrastructure are the only tools capable of
decreasing complications related to ERCP which will allow
it to keep its privileged place in the management of biliary
pancreatic pathologies.
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