
pancreatitis even within the first 24 hours and it
showed that is better than ERCP within 72
hours after conservative therapy.
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Introduction

The role of early endoscopic retrograde
cholangiopancreatography (ERCP) and endo-
scopic sphincterotomy (ES) in patients with
acute pancreatitis is controversial1,2.
Gallstones and alcohol are the main cause of
acute pancreatitis, gallstones account for 34%
to 54% of the 4.8 to 24.2 cases of acute biliary
pancreatitis (ABP) per 100,000 people annu-
ally3. ERCP within 72 h of admission to hospi-
tal may improve outcome, but there are con-
cerns that this policy may aggravate the sever-
ity of the disease. However, the results of a
number of clinical trials examining the role
and potential benefits of ERCP and ES sug-
gest that this policy in gallstone-associated
pancreatitis is beneficial, and that clearance of
gallstones from papilla or common bile duct
can prevent exacerbation of the pancreatitis
by persistent or recurrent impaction of stones. 

The major causes of acute pancreatitis are
reported on Table I.

Although little is known about the funda-
mental acinar cellular events that trigger
acute pancreatitis in gallstone disease, evi-
dence is accumulating that intermittent or
continuous pancreatic ductal hypertension
may induce acinar damage and initiate the
pancreatitis. This ductal hypertension may be
caused by intermittent or continuous stone
impaction in the papilla of Vater before the
stone passage which may cause local edema.
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Abstract. – Acute biliary pancreatitis
(ABP) is a serious complication of biliary
stones disease and is associated with signifi-
cant morbidity and mortality. The role of ERCP
in the management of ABP has been the focus
of discussion in recent years. In this report, we
evaluated a protocol of emergency Endoscopic
retrograde Cholangiopancreatography (ERCP)
(within 24 hours) and early ERCP (within 72
hours).

From July 1997 to July 2000, were observed
45 patients (19 man and 26 women) with acute
biliary pancreatitis. Mean age of patients was
63.4 years (range 21-87 years). Diagnosis of
ABP was based on anamnesis and clinical as-
sessment and was confirmed by specific labo-
ratory data (hyperamylasemia, hyperlipasemia,
total and fractionated bilirubinemia, γγ-GT,
transaminase, alkaline phosphatase, hypocal-
cemia, hyperglycemia, leukocytosis).

Ultrasound scanning within 24 h of admis-
sion was performed in 45 patients (100%) and it
revealed gallbladder stones and muddy bile in
39 patients (87%). Computed tomography (CT)
performed in all patients, showed a severe
acute pancreatitis in the second or subsequent
week following admission. 

The severity of acute pancreatitis was estab-
lished by Glasgow’s criteria and by clinical de-
tails of patients.

ERCP and Endoscopic Sphinterotomy (ES)
was performed in all 45 patients with acute bil-
iary pancreatitis. Twenty-six patients (57%)
were classified as having a severe attack (> 4)
19 as having a mild attack1-3 by Glasgow’s crite-
ria. ERCP associated with ES was performed
within 24 hours in 22 patients (49%), 11 (50%)
showed a severe attack and 11 (50%) showed a
mild attack. A total of 2 complications (4%) oc-
curred and the mortality was of 2 patients (4%). 

In 23 patients (51%) ERCP and ES was per-
formed within 72 hours after conservative ther-
apy, 8 (35%) showed a mild attack and 15 (65%)
showed a severe attack. A total of 5 complica-
tions (9%) occurred and the mortality was of 3
patients (6%).

Our study showed that ERCP with endoscop-
ic sphincterotomy can be performed safely by
skilled endoscopist, without adverse conse-
quences soon after the onset of acute biliary
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Whether or not a bile influx in pancreatic duct
is important has not been clearly elucidated.
Since gallstone impaction, temporary obstruc-
tion of the papilla of Vater by stones or sludge
passing through the papilla are thought to be
responsible for permanent or intermittent
pancreatic duct hypertension4 and thus for in-
duction or persistence of acute pancreatitis.
An accurate and safe treatment of gallstone
disease at the very beginning of biliary pan-
creatitis could interrupt an essential part of
pathogenic mechanism an add to the healing
and help to avoid severe pancreatic and bil-
iary complications.

The diagnosis of tiny biliary stones, espe-
cially when located in the papillary region, is
often difficult. Traditionally, transcutaneous
ultrasonography (US) and other radiologic
techniques are used to detect biliary stones. If
no cause is determinated for the attack of
pancreatitis after thorough investigation, pa-
tients are usually labelled as having idiopathic
pancreatitis, which occurs in more than 20%
of all cases5-7. 

ERCP is still the gold standard for detec-
tion and treatment of biliary ductal stones.

Small papillary stones may only be seen dur-
ing or after sphincterotomy and pulling out
with Fogarty catheter through the bile ducts.
A sphincterotomy and stone removal from
the bile ducts restablishes an accurate bile
flow and prevents bacterial cholangitis8-10.
Sphincterotomy may also facilitate the flow of
pancreatic juice.

The ERCP, in experienced hands and dedi-
cated center, has been show to be a safe, accu-
rate and effective diagnostic and therapeutic
tool for treatment of bile duct stones and bil-
iary pancreatitis11,12.

Early ERCP offers several advantages over
early surgery, especially in severe pancreatitis:
lower morbidity and mortality rates, unneces-
sary laparotomy and in most cases no general
anaesthesia is needed11,13.

Patients and Methods

From July 1997 to July 2000, were ob-
served 45 patients (19 man and 26 women)
with acute biliary pancreatitis. Mean age of
patients was 63.4 years (range 21-87 years).
Diagnosis of ABP was based on anamnesis
and clinical assessment and was confirmed by
specific laboratory data (hyperamylasemia,
hyperlipasemia, total and fractionated biliru-
binemia, γ-GT, transaminase, alkaline phos-
phatase, hypocalcemia, hyperglycemia,
leukocytosis).

Ultrasound scanning within 24 h of admis-
sion was performed in 45 patients (100%)
and it revealed gallbladder stones and muddy
bile in 39 patients (87%). Computed tomog-
raphy (CT) performed in all patients, showed
a severe acute pancreatitis in the second or
subsequent week following admission. 

The severity of acute pancreatitis was es-
tablished by Glasgow’s criteria (Table II) and
by clinical details of patients (Table III).

Initial therapy consisted of analgesics, in-
travenous fluids, broad-spectrum antibiotics
(gentamicyn 80 mg i.v. every 8 hours and
ampicillin 1 g i.v. every 6 hours). All patients
were fasting with nasogastric drainage, and
same if necessary were put on oxygen supple-
ment.

Whenever common bile duct or ampullary
stones were found, endoscopic sphincteroto-
my was performed and Fogarty catheter was
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Cholelithiasis Choledocholithiasis or biliary
microlithiasis

Ethanol misuse
Drugs

Azathioprine, 6-mercaptopurine, asparaginase
Pentamidine, didanosine
Hydrochlorothiazide, furosemide
Tetracyclines, sulphonamides
Valproic acid
Estrogens 
Sulfasalazine

Iatrogenic (ERCP)
Trauma
Hypercalcemia
Hyperlipidemia
Pancreas divisum
Familial pancreatitis 
Ischemia
Penetrating gastric or duodenal ulcer
Pancreatic tumors
Pregnancy
Infections

Mycoplasma
Mumps
Coxsackie B

Venoms (spider bites/scorpion)
Sphincter of Oddi dysfunction
Idiopatic

Table I. Conditions associated with acute pancreatitis.



used to clear the common bile duct by
stones. In presence of residual stones, tem-
porary drainage was established using a na-
so-biliary catheter until stones were cleared
during the next session.

Results

ERCP and ES was performed in all 45
patients with acute biliary pancreatitis.
Twenty-six patients (57%) were classified
as having a severe attack (> 4) by
Glasgow’s criteria, 19 as having a mild at-
tack (1-3) by Glasgow’s criteria. ERCP as-
sociated with ES was performed within 24
hours in 22 patients (49%), 11 (50%)
showed a severe attack and 11 (50%)
showed a mild attack. A total of 2 (4%)
complications occurred and the mortality
was of 2 patients (4%). 

In 23 patients (51%) ERCP and ES was
performed within 72 hours after conserva-
tive therapy, 8 (35%) showed a mild attack
and 15 (65%) showed a severe attack. A to-
tal of 5 complications (9%) occurred and
the mortality was of 3 patients (6%). The
complications are showed in Table IV and
statistical analysis for the two groups of pa-
tients in Table V.

Discussion

In 1980, a case series by Acosta et al.14

describing operative decompression of the
biliary tree in a group of patients with gall-
stone pancreatitis revived the interest of
surgeons in this procedure. The authors
found a mortality of only 2.9% (1 of 46) in
their patients. A subsequent prospective tri-
al, however, reported 48% mortality after
early surgery compared with 11% after de-
layed surgery15. 

The first prospective, randomised trial of
urgent ERCP for acute pancreatitis was
published by a group from Leicester,
England, in 19881. In this study a total of
121 patients with acute biliary pancreatitis
were randomised to receive either conven-
tional or urgent ERCP within 72 hours of
onset of the attack; endoscopic sphinctero-
tomy and stone extraction was performed
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Age > 55 years
WBC > 15,000/mm3

Serum glucose > 180 mg/ml
Nitrogen urea > 0.96 g/l
Serum calcium < 8.3 mg/dl
Blood albumina < 3.2 g/dl
LDH > 600 U/l
SGOT and/or SGPT 200 U/l
PO2 < 60 mmHg

Table II. Glasgow’s score for acute pancreatitis.

Epigastric pain radiating to back 35 (78%)
Nausea and/or vomiting 41 (91%)
Fever and/or chills 12 (27%)
Biliary stones disease after 5 (11%)
cholecistectomy

Biliary stones disease without 11 (24%)
cholecistectomy

Serum amylase on admission 1215 (490-2725) U/l
Total serum bilirubin 4.2 (0.9-17) mg/dl
Alkaline phosphatase on 243 (98-545) U/l
admission

Table III. Clinical details.

Bleeding 2 (4%)
Phlegmon 2 (4%)
Cardiac failure 1 (2%)
Respiratory infection 1 (4%)
Pancreatic necrosis 1 (4%)

Table IV. Complications.

Table V. Statistical analysis of two groups.

Severe Mild Complications Mortality

Emergency ERCP 11 (24%) 11 (24%) 2 (4%) 2 (2%)

Early ERCP 15 (34%) 8 (18%) 5 (11%) 3 (6%)
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only in those patients whose ERCP showed
common bile duct stones. In our experience
the sphincterotomy was performed in all
patients with acute biliary pancreatitis. The
authors reported that ERCP can be per-
formed safely in acute pancreatitis by an
experienced endoscopist; there was a statis-
tically reduction in major complications of
severe pancreatitis secondary to common
bile duct stones after ERCP, endoscopic
sphincterotomy and stone extraction (12%
versus 61%); and endoscopic treatment of
acute biliary pancreatitis almost halved the
hospital stay for patients with predictive se-
vere attack (9.5 days versus 17 days).

Our study showed that ERCP with endo-
scopic sphincterotomy can be performed
safely by skilled endoscopist, without ad-
verse consequences soon after the onset of
acute biliary pancreatitis even within the

first 24 hours and it showed that is better
than ERCP within 72 hours after conserva-
tive therapy.

When ERCP with endoscopic sphinctero-
tomy was performed within 24 hours it’s a
safe and accurate tool for diagnosis and man-
agement of acute biliary pancreatitis.

However ERCP with endoscopic sphinc-
terotomy have to be performed in emer-
gency 24 hours for severe and mild attack,
because it stops an essential part of patho-
genesis of acute biliary pancreatitis, and
reestablishes an accurate biliary flow and
thus prevents prolonged damage to pancre-
atic tissue and bile duct infections.
Furthermore an early sphincterotomy pre-
vents recurrent occlusion of the ampulla of
Vater by stones or sludge and so recurrent
attacks of acute pancreatitis and bacterial
cholangitis.
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Figure 1. ERCP demonstration of ampullary obstruc-
tion by stone.

Figure 2. ERCP demonstration of Wirsung and CBD
dilatated by impacted stone.
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