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In—depth review

Diagnosis and Management of Iatrogenic Endoscopic Retrograde
Cholangiopancreatography Perforations Based on the European Society of
Gastrointestinal Endoscopy Position Statement

Young Jung Kim and Chang Hwan Park

Department of Internal Medicine, Chonnam National University Medical School, Gwangju, Korea

Endoscopic retrograde cholangiopancreatography (ERCP)-related iatrogenic perforations are identified when gas or luminal
contents exit the gastrointestinal tract during ERCP. Although perforations are rare, mortality is high; prompt diagnosis and appro-
priate management are essential. A multidisciplinary approach is required. The vast majority of such patients can be safely managed
medically and endoscopically but must be carefully selected. Endoscopic closure can be considered, depending on the type of
perforation. In patients who are deteriorating or whose iatrogenic perforations are not securely closed endoscopically, surgery is
mandatory. (Korean J Med 2021;96:318-327)
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Table 1. Classification of ERCP-related perforations according
to Stapfer et al.

Type Frequency

I Duodenal wall perforation (by the endoscope)  18%
II Periampullary perfoation (by sphincterotomy)  58%

111 Biliary or pancreatic duct perforation (by 13%
intraductal instrumentation)

v Retroperitoneal gas alone 11%

ERCP, endoscopic retrograde cholangiopancreatography.
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Figure 1. The proposed management algorithm for Stapfer type I-IIl ERCP-related duodenal perforations. *Broad-spectrum antibiotics

are given to all patients [12].

i Hemoclip

Figure 2. A schematic of endoscopic closure using through-the-scope clips [68].
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Figure 3. A schematic of endoscopic closure using over-the-scope clips [68].
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second and third through-the-scope clips. (D) Successful primary endoscopic closure via cap-assisted endoscopy using multiple

endoclips.
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O Endoloop

I

Figure 5. Schematic of closure using an endoloop and through-the-scope clips [68].
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Figure 6. (A) Five through-the-scope clips were applied to the

margin of the duodenal perforation. (B) An endoloop was used to
approximate the ends of the perforation.

Table 2. Previous studies on the endoscopic treatment of Stapfer's type Il ERCP-related perforations

Additional percutaneous  Clincal success

Study Stapfer N Device (n) drainage (n [%]) (n [%])
Shi et al. [48] (2019) il 44 NBDC (33) 13 PD (30%) 43 (97%)
FCSEMS (11)
Bill et al. [52] (2018) I 17 PS (9), FCSEMS (8), TTSC (2) 1 PD (6%) 16 (94%)
Tringali et al. [53] (2018) I 16 FCSEMS (16) 16 (100%)
Trikudanathan et al. [54] I 15 FCSEMS (15) 15 (100%)
(2018)
Artifon et al. [32] (2015) il 12 TTSC-SEMS (12) 1 PD (8%) 11 (92%)
Odemis et al. [55] (2016) I 20 NBDC (10), 1 PD (5%) 19 (95%)
FCSEMS plus NBDC (10)
Total 124 16 (12.9%) 120 (96.8%)

ERCP, endoscopic retrograde cholangiopancreatography; FCSEMS, fully covered self-expandable metal stent; NBDC, nasobiliary drain
catheter; PD, percutaneous drain; PS, plastic stent; PTBD, percutaneous transhepatic biliary drain; TTSC, through-the-scope clip
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