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61vy,E
Safra kesesi tasi nedeniyle ERCP yapilmis

Profilakside islemden bir saat 6nce seftriakson
1grlV

Pankreas ve ana safra kanalina stent
verlestirilmis, multiple kicuk tas



* |slemden hemen sonra ates yuksekligi (kolanjit
klinigi)

e Kan kdltara alindiktan sonra empirik
meropenem 3x1 gr flk

e Kan kiltirinde ESBL(+)K. pneumoniae



ERCP

* Endoscopic retrograde
cholangiopancreatograp
hy (ERCP), yandan gorus
saglayan ve safra-
pankreas kanallarina
enstirmanlarin
ilerletilmesine izin veren
bir endoskopla yapilan
Ust GIS endoskopisidir.




ERCP

* |slem sirasinda opak madde verilerek safra ve
pankreas kanallari gortuntulenir ve terapotik
girisimler yapilabilir.

« Ozel ekipmanlar gerektirdigi ve “learning-
curve” uzun olmasindan dolayi rolatif olarak
kompleks bir endoskopik teknik olarak
dusunulebilir.
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ERCP

 ERCP: 1968 yilinda baslanmistir

* Diagnostik ve terapotik amacli



Endikasyon

en stk
obsturiktif
tip sarilik

dinical Gastroenterology




Komplikasyonlar

1-Genel:

 Medikasyona bagli reaksiyonlar
* 02 desatiurasyonu

e Kardiyopulmoner olaylar

* Endoskopun travmatik pasajina baglh kanama
/ perforasyon

UpToDate 2016



Komplikasyonlar

2- Spesifik: Pankreatikobiliyer entrimentasyona
selektif komplikasyonlar

* Pankreatit
* Sepsis( kolanjit-kolesistit)

* Terapotik progesleri takiben
kanama/retroperitoneal duodenal
perforasyon

UpToDate 2016



Kolanjit - Risk Faktorleri

ERCP sonrasi siklik £%1

* Perkltanoz endoskopik islemlerin yapiimasi
* Malign darliklara stent yerlestirilmesi

e Sariligin varlig

* Primer sklerozan kolanijit

* Dusuk vaka kapasitesi

* Yetersiz / basarisiz islem

ASGE Guideline-2012



Kolesistit — Risk faktorleri

* ERCP sonrasi: %0.2-0.5
e Safra kesesinin tasla dolu olmasi

* Kendiliginden gevseyebilen metal stentlerin
sistik kanali tikamasi

ASGE Guideline-2012



Classification of site, timing, and severity of complications related to

endoscopic retrograde cholangiopancreatography (ERCP)

Site

Focal Occurning at the point of endoscopic contact

Nonspecific Occurnng in organs not traversed or treated

Timing

Immediate Occurmning during ERCP

Early Evident within the recovery penod

Delayed Focal {occurring within 30 days)

MNonspecific (first symptom presenting within 3 days)

Late Evident after months or years

Criteria for severity

Length of stay

pild =3 nights
Moderate | 4 to 10 nights

Severe =10 nights, ICW admission, or surgery

treatment for the complication)

Other indices of severity

Fatal Death attributable to the procedure within 30 days (or longer if under continued in-patient

Meed for blood transfusion
Additional interventions {(endoscopic or radiologic)

Total length of stay

Permanent residual disability

Data from: Cotton PB, Gastrointest Endosc 1994 40:514 and Aliperti &, et al, Gastrointest Endosc Clin N Am

1995, 6:379.

UpToDate 2016



Incidence rates of post-ERCP complications: a systematic survey of prospective
studies

A Andriullt, 8 Loperfidn, G Kapolitano, G Niro, MR Valvano, F Spirito, A Plotto, and R Foriano,

Review published: 7007,

 Medline, 1987-2003, 21 calisma

e Nn=16855, %6.9 spesifik komplikasyonlar (pankreatit,
enfeksiyon, kanama, perforasyon ...)

* n=242 enfeksiyon, %19.8 siddetli, %7.85 mortal



Risk factors for complication following ERCP;
results of a large-scale, prospective multicenter study

— e AL A, b Tapter, B Pawinagh' & Sarlpn’, B8 Lagan’, D, Vet L& Bly" F Sk
WL RN L A Y e

e IT .0 rew o aw et ¢ e ol v

UK, 66 merkez, prospektif dizayn edilmis calisma, n=4561

230/4561 (%5), 21 komplikasyon

%1 kolanjit, %1.6 pankreatit

«Yiiksek riskli islemlerin deneyimli merkezlerde yapilmasi gerekli»
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Endoscopic retrograde cholangiopancreatography (ERCP):
outcomes of 3136 cases over 10 years

Sabri Selcuk ATAMANALP', Mehmet ilhan YILDIRGAN', Abdulmecit KANTARCI

* En sik endikasyon obstruktif sarilik (n=2289, %73)

e 118/3136 ( %3.8) komplikasyon gelismis

e En stk komplikasyon pankreatit (n=54, %1.7)
e Kolanjit n=17 (%0.4)

5 hasta ex



Table 2. Complication rates in different published series

Lead author Mation MNeo. Overall Pancreadds Bleeding Perforation Cholangids Other Mortality

[ref. no.] ps. (%) (%) (%) (%) (%) (%)
Multicenter study

Willams® UK 5264 5 .6 0.9 0.4 1.0 12 04
Loperfida™ | 2769 4° i3 07* 067 09* NR 04
Freeman  USA 2347 98 5.4 2.0 0.3% | |6 04
Vit F 2708 9. 3 1.5 0.9 1.9 |8 08
Masci®’ | 700 76 3.6 |.4 0.4 0.1 24 0l
Single-centre study (> 500 ERCPs/year)

Vandervoort™ USA 1223 1.2 7.2 0.8 0.1 0.7 22 02
Christensen® DK 1177 159 38 0.9 .1 5.0 5.2 |
Single-centre study (< 500 ERCPslyear)

Suissa - IL 701 108 43 1.4 13 3.7 0.1 0.6
Dundee™ AUS 700 57 3.7 0.3 04 0.6 0.7 0.4
Ong"’ SGP 33 9.8 5.4 0.8 03 2.4 1.5 0.3
Naylor™’ UK 217 124 |47 B2 142 N/R NR =
Yarze' USA 1Bl 17 0.6 1.1 — - - -

ALUS, Australia; DK, Denmark; ERCP endoscopic retrograde cholangiopancreatography; F, France; |, ltaly;
IL, Israel; N/R: not reported; SGF, Singapore; UK, United Kingdom; and USA, United Sates of America.
* major complications only.



Risk Faktorleri

Risle factors for overall complications of endoscopic retrograds cholangiopancreatography { ERCEP)
identified by multivariabe analysis an Ia
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Risk Faktorleri

* Terapotik amacli yapilan islemler sadece

diagnostik amacla yapilan islemlere kiyasla
daha riskli



¢. ERCP when complete biliary drainage urlikely to  Prevention of cholangitis
be achieved {eg, sclerosing cholangitis and/or hilar
chdangiocarcnoma) (special consderations may

apgy in cover for a repeat ERCP: see Section

1.24)

d. communicating pancreatic cyst or pseudocyst Reducing risk of introducng
nfection into cawity

9. bliary camplications following fiver transplant  Prevention of cholangitis

3. Endescopic dtrasound ntenvention for the

following patiert groups:

a. fine neede aspiation sobd lesions Prevention of locd mfection
b. fine needle aspiration of cystic lesions m or near  Prevention of cyst infection
pancreas, or drainage of cystic cawvity

4. Percutaneous endoscopic gastrostomy (PEG) m'nma!pomtomd

Possibly reduction m risk of other

Mmmwdiam

ndicated  adequate biliary decompression is not
adveved during the procedure
Cigrofioxacin

OR
Gentamicin

As above

As (c) PLUS amoxiclin
OR
Vancomycn

Cefuroxime

BRITISH SOCIETY OF
GASTROENTEROLOGY

750 mg ordly 60-90 min before
procedure (but not recommended n
children)

15 my/kg intravenously. over 2-
3Imin

As dbove

1 g intravenously singe dose

20 my'kg mtravenowsly mfused over
at last 1 h

1.2 g mtravenously sngle dose

7150 mg one ord dose
1.2 g ntravenous mjaction or mlusion
just before procedure

750 mg ntravenous njection or
infusion just before procedure

Tacoplanin can be used § past anaphylaxis or

400 mg ntravenoudly for adulte



Profilaksi

BRITISH SOCIETY OF
GASTROENTEROLOGY

— |E icin profilaksi ®dnerilmemekte

— Ancak; pankreatik / biliyer kaynakli sepsis
durumunda kapak replasman 6ykusu olanlar ve
bilinen endokardit icin kardiyak risk faktori
olanlarda tedavi enterokoklari kapsamalidir
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— Ancak; pankreatik / biliyer kaynakli sepsis
durumunda kapak replasman 6ykusu olanlar ve
bilinen endokardit icin kardiyak risk faktori
olanlarda tedavi enterokoklari kapsamalidir



Profilaksi

BRITISH SOCIETY OF
GASTROENTEROLOGY

Islemden 90 dk 6nce siprofloksasin po / sedasyonla birlikte
gentamisin iv

Gentamisin safraya az gecer, enterokoklara sinirl etkilidir
(ancak Gram-negatiflere siprofloksasinden daha etkili)

Bu nedenle, islem sonrasi atesi yukselen olgularda
profilaksiye amoksisilin de eklenmelidir

Antibiyotik seciminde lokal direnc verilerinin géz 6nlinde
bulundurulmasi vurgulanmistir



Profilaksi

. . BRITISH SOCIETY OF
* BSG kilavuzu ozellikle; GASTROENTEROLOGY

v’ Primer sklerozan kolanijit, hiler kolanjiokarsinom
gibi drenajin zor ya da tam yapilamayacagi
durumlarda

v’ Karaciger nakli yapilanlara
v’ Pankreatik pseudokist varliginda

v AgIr notropeni ya da ileri evre hematolojik
malignite varliginda

profilaktik antibiyotik énerisi var (KDIII)




BRITISH SOCIETY OF
- v . ASTROENTEROLOGY
“biliyer tikaniklik” varliginda su potansiyel senaryolar

takip edilmelidir:

v’ Bakteriyel kolanjit ile basvuran hastalar ERCP sirasinda
zaten antibiyotik tedavisi aliyor olmalidir.

v’ Safra tasi ya da tikanikliga bagh sariligi olan olgularda
kolanjit klinigi yok ise profilaksiye gerek olmayabilir.

v’ Ana safra kanalinda tasi olan fakat sariligi olmayan
olgularda stent yardimiyla tas alinabilir ya da drenaj
yapilabilirse antibiyotik profilaksisine gerek olmayabilir.



Profilaksi E

BRITISH SOCIETY OF
GASTROENTEROLOGY

* Profilaktik antibiyotik seciminde kolanjite sik
sebep olan mikroorganizmalar dikkate
alinmalidir(Escherichia coli, Pseudomonas
aeruginosa, Klebsiella spp., Bacteroides spp.,
enterokoklar, koagilaz-negatif stafilokoklar)

* Cogunlukla polimikrobiktir.



Onleme

BRITISH SOCIETY OF
GASTROENTEROLOGY

Enfeksiyon riskini azaltmada diger faktorler???

Endoskopun uygun sekilde dekontamine
edilmesi

Tek kullanimlik malzemelerin “re-use”
kaciniimasi

Steril kontrast madde kullanimina ve hacmine
dikkat edilmesi



Cardiac condition
All cardia conditions

Cardiac conditions associated with the highest risk
of an adverse outcome from IE

Prosthetic cardiac valve

History of IE

Cardiac trarsplant recipients who develop cardiac
vahrulopathy

Patients with CHD

Unrepaired cyanotic CHD including pal liative
shunts and conduits

Completely repaired CHD with prosthetic
material or device, placed surgically or by
catheter, for the first § months after the
procedure

Repaired CHD with residual defects at the site or
adjacent to the site of a prosthetic patch or

device

Antibiotic prophylaxis &= not indicated solely to
prevent IE. SEEO

For patients with these conditions who have
established infections of the Gl tract (such as
cholangitist and for those who receive antibiotic
therapy to prevent wound infection or sepsis
associated with a Gl tract procedurs, it is
recommendad that the antibiotic regimen include
an antimicrobial agent active against enterococd,
such as penidliing ampicillin, piperacillin, or
vancomycin, SER00

IE, infective endocanditiy CHD, congenitsl hean diease.




TABLE 3. Antbiotic prophylaxis and/or treatment to prevent local infections

Patient condition

Bile duct obstruction
in absence of cholangitis

Bile duct obstruction in
absence of cholangitis
Solid lesion in upper
Gl tract

Solid lesion in lower
Gl tract

Mediastinal cysts
Pancreatic oysts
All patients

Cirrhosis with acute Gl
bleeding

Synthetic vascular graft and
other nomvalvular
cardiovascular devices

Prost hetic joints

Peritoneal dialysis

Procedure contemp lated

ERCP with complete
drainage

ERCP with incomplete
drainage

EUS-FMA

ELIS-FMA

EUS-FNA
ELIS-FMA

Peroutansous endoscopic
feeding tube placement
Required for all patients
regardless of endos copic

procedures

Any endoscopic procedure

Any endoscopic procedure
Lower Gl endoscopy

Goal of prophylaxis
Frevention of cholangitis

Prevention of cholangitis

Prevention of local infection

Prevention of local infection

Prevention of cyst infection
Prevention of cyst infection

Prevention of peristomal
infection

Prevention of infectious adwerse
events and reduction of mortality

Prevention of graft and device

infection

Prevention of septic arthritis

Prevention of peritonitis

Recommended: continuea
antibiotics after procedure
el

Mot recommended &EEE

Mot recommended Eegeb

Suggested SH0O0
Suggested S50
Recommended &SR G

On admission SRS

Mat recommended EEEE

Mot recommended EEE0
Suggested EE00

ELE-FNA, BUS-guided FAL



PROFILAKSI

> |E dnlenmesi

» Bazl endoskopik prosedirler sonrasi
gelisebilecek enfeksiyonlarin 6nlenmesi

olarak iki ana baslikta toplamis.



PROFILAKSI

 ERCP islemi sirasinda profilaktik antibiyotik
kullaniminin yararl olabilecegi durumlar:

v’ Tam olmayan biliyer drenaj
v'Islemin zor olmasl
" hiler kolanjiokarsinom

" primer sklerozan kolanijit

Ayrica agir notropenik hastalarda (notrofil sayisi
<500 hiicre/ pL) ve/veya ilerlemis hematolojik
maignitesi olanlarda



* |slemin acil yapilmasi

e Akut obstruktif kolanjit ( temel terapotik
yaklasim)

* Gecikmis/basarisiz

kdétd sonuclarla iliskili



* Amerikan Gastrointestinal Endoskopi Cemiyeti belirledigi ERCP’nin glivenle
yapildigina dair izlenebilecek kalite indikatorleri:

v’ Yas, komorbidite, ASA

v Endoskopistin deneyimi
v ERCP endikasyon ve amaci
v’ Islem zorlugu

v’ Plansiz islem

v Hasta memnuniyeti

v’ Teknik basari

v" Klinik basari



® American Society for Gastrointestinal Endoscopy (ASGE):
100/ERCP

* European Diploma of Gastroenterology: 150/ERCP
e Australian Conjoint Committee for Recognition of Training in
Gastrointestinal Endoscopy: 200/ERCP

ERCP yeterliligin degerlendirilmesi icin 6neride
bulunmuslar.

Eisen GM, Dominitz JA, Faigel DO et al. Gastrointest Endosc

Bisschops R, Wilmer A & Tack J. Gut
Jones DB & Chapuis P. Med JAust



Sonuc olarak,

v’ Deneyimli merkezlerde komplikasyon oranlari
oldukca dusuk, enfeksiyonla iliskili
complikasyonlar £ %1

v'Islem &ncesi ve islem sirasinda profilaksi sinirli
nasta gruplarinda dnerilmekte




