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ABSTRACT

Background: Endoscopic retrograde cholangiopancreatography ERCP is a procedure that combines upper
gastrointestinal endoscopy and X- rays. It first came into use about 30 years ago and has been applied to the diagnosis
and management of a variety of hepatobiliary and pancreatic disorders. These disorders are common lin Benghazi and
the procedure is frequently performed in this region. It started in Benghazi in early 1980s and become more
sophisticated in 2011. The objective of this study was to assess the safety and efficacy of ERCP in Benghazi and to
evaluate its morbidity and mortality in compare to that present in the literature.

Methods: A retrospective study of the medical records of 443 patients underwent ERCP in the two main hospitals in
Benghazi (Benghazi medical center and Alhawari general hospital).

Results: The total numbers of cases were 443 patients and the procedures were done 512 times (it is repeated in some
cases), the morbidity and mortality rates were compared with other studies.

Conclusions: Currently, our experience with ERCP in Benghazi is within acceptable range and the morbidity and
mortality rates are almost with the average present in the literature.
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INTRODUCTION

Endoscopic retrograde cholangiopancreatograpy ERCP is
a procedure that combines upper gastrointestinal
endoscopy and X-ray images. Since its introduction in
1968. It become a commonly performed endoscopic
procedure.’ The diagnostic and therapeutic utility of
ERCP has been well demonstrated for a variety of
disorders, including the management of
choledocholithiasis, the diagnosis and management of
biliary and pancreatic disease and the postoperative
management of biliary perioperative complications.”*
Worthwhile these disorders are common in Benghazi.

The evolution of the role of ERCP has occurred
simultaneously with that of other diagnostic and
therapeutic modalities, most notably magnetic resonance
imaging, MRCP and laparoscopic surgery. It was
available in Benghazi in 1980s as a diagnostic procedure
which is not last for long time. It restated in 2011 in
Jamhouria Hospital then moved to Benghazi medical
center and finally started in Alhawari general hospital in
December 2012.

The objective of this study was to assess the safety and
efficacy of ERCP in Benghazi and to compare it with the
standard in the literature.
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METHODS

Retrospective study of the medical records of 443
patients underwent ERCP in the two main hospitals in
Benghazi, Benghazi medical center (high volume
endoscopist) and Alhawari general hospital (low volume
endoscopist) (Figure 1) over a 3 years period (2011-
2013). Data on ERCP morbidity and mortality were
studied and analyzed in compare to that present in the
literature.
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Figure 1: Total number of patients 443.
RESULTS

The total number of cases were 443 patients and total
number of procedures were 530 (in some patients the
procedures were repeated more than one time) there were
258 females and 185 males (Figure 1). The indications
for ERCP were stone in CBD, obstructive jaundice, Stent
removal and others (Figure 2).
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Figure 2: Indications of ERCP.
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Figure 3: Post-ERCP morbidity (52 case 11.7%) and
mortality (3 cases 0.6%6).

Most patients received sedation during the procedure,
majority Midazolam and pethidine. Three patients
received GA. Morbidities in 52 cases (11.7%) and
mortalities 3 cases (0.6%) (Figure 3).

DISCUSSION

ERCP is one of the most technically demanding and high
risk  procedures performed by  gastrointestinal
endoscopists.>® It requires significant focused training
and experience to maximize success and to minimize
poor outcomes.”® Since it is availability in Benghazi in
1980s it was performed for many cases, and it was a good
step in the health serves in this region. It is a new
modality for the management of hepatobiliary and
pancreatic diseases which are a common disease in our
country, therefore in our study, choledocholithiasis were
the most common indication for ERCP. The procedure
becomes more benefit for patients after the availability of
laparoscopic surgery in 1998 in Benghazi. Although
ERCP is a valuable therapeutic modality in
choledocholithiasis, it is still an invasive technique with
relatively high rate of serious complications as mentioned
in our study as well as in the literature. Because of this
relatively significant rates of morbidity and mortality, the
risk of the procedure should be explain to the patient and
weight the risk and the benefit of the procedure in each
individual patient. One of the most common and
significant complication is pancreatitis which is known as
post-ERCP pancreatitis PEP. In our study it was one of
the most common complication in our patients (7,7 %)
(34 case) and most of the cases the PEP were mild to
moderate according to Ranson's criteria. The incidence of
PEP in a meta-analysis of 21 prospective studies was
approximately 3.5% - 18% but ranges widely (1.6%-
15.7%) depending on patient selection.”’® It is with a
higher incidence in those undergoing complex
endotherapy. Worthwhile it is not known if a relationship
exists between the severity of PEP and the technical
complexity of the procedure.’* In our study this
complication become more common in the last years and
this is strongly related to the drastic change of the use of
ERCP as a therapeutic procedure rather than a diagnostic
one. Meanwhile the development of less invasiveness
diagnostic imaging technology by the use of MRCP and
advanced ultrasound machines like endoscopic
ultrasonography clearly visualizes the entire extra hepatic
biliary tree and avoids the need for ERCP as a diagnostic
method in many patients with hepatobilliary and
pancreatic pathology.* Many studies agreed that MRCP
are the procedure of choice for the diagnosis of
hepatobiliary and pancreatic disorders.”*™ Recently the
use of rectal indomethacin or oral antacid to prevent PEP
were mentioned in the literature and this is should be
considered in our future procedures.*®*%  Upper
gastrointestinal bleeding were the second most common
complication 3.6% (16 cases), however hemorrhage is
basically a complication related to sphincterotomy rather
than diagnostic ERCP. The severities of bleeding in most
of the cases were mild to moderate and in two cases there
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were massive bleeding. One case controlled with
conservative treatment and the other case developed
irreversible shock and patient passed away despite of
aggressive treatment and it was included in the mortality
rate of our study. These patients were under antiplatelet
treatment. Worthwhile ERCP with sphincterotomy is
considered a higher risk procedure for bleeding, and
antithrombotic therapy should be adjusted very carefully
according to published in the literatures to avoid massive
bleeding.'® The other serious complication which is found
in our study is duodenal perforation. As mentioned in
many study the perforation rates with ERCP range from
0.1% to 0.6%, in our study it was 0.4 % (2 cases).>'%*?
One of our patients who sustained duodenal perforation
developed septicemia and passed away despite of
extensive medical and surgical treatment. This
complication considered as fetal complication because it
is difficult to recognition and late diagnosis. Since death
may occur from any of the complications described
previously, the mortality rate must be considered in the
light of the underlying indication for ERCP and patient
comorbidity. The presence of cardiopulmonary problems
may arises the mortality rate.® This group of patients
considered high risk patients and this risk is added to the
risk of the procedure itself . The last patients were passed
away because he was a cardiac case, developed cardiac
arrest during the procedure and expired immediately. In
our study the mortality rates were 0.6% (3 cases) and this
is with average present in the literature (figure 4). The
overall mortality rate after diagnostic ERCP is
approximately 0.2%.° Death rates after therapeutic
ERCP are twice as high 0.4% - 0.5% in 2 large
prospective studies.”®” In conclusion ERCP is a
procedure with considerable risk of morbidity and
mortality which are related to patient age and co-
morbidity, as well as the type of intervention and more
importantly the endoscopists experience.
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Figure 4: Comparison of morbidity and mortality
rates in Benghazi and literature.

CONCLUSION

ERCP with endoscopic sphincterotomy is a valuable
therapeutic modality in choledocholithiasis and other

hepatobiliary disorders despite of it is invasiveness which
is related to therapeutic part of the procedure. With newer
diagnostic imaging technologies, ERCP is evolving into a
predominantly therapeutic procedure. Endoscopists
performing ERCP should have appropriate training and
expertise before performing advanced procedures.
Cholecystolithiasis and choledocholithiasis as well as
other hepatobiliary and pancreatic diseases are common
disorders in Benghazi. ERCP is a frequent and very
helpful procedure in this area. It is considered an
important tool in the management of patients with these
disorders. In our study, ERCP had acceptable results and
the mortality and morbidity rates were in the average that
present in the literature.
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