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Endoscopic retrograde cholangiopancreatography (ERCP)
is a specialized diagnostic and therapeutic procedure that
combines endoscopy and fluoroscopy. It is widely used in
the adult population for pancreatic and biliary tract disorders. Although ERCP has become a widely used technique
in children, but still experience with the technique has
been limited. Relatively low frequency of diseases requiring ERCP in children, technical and equipment inadequacy,
and anesthetic difficulties play a role in these limitations.
In general, the procedure is performed by an adult endoscopist using adult-based equipment in children (1,2). The
use of standard adult duodenoscopes for ERCP in children
older than 12 months or weighing more than 10 kg has
been shown to be safe and efficacious (3). Use of a pediatric duodenoscope is imperative in infants younger than
12 months and is preferred for small children. Pediatric
duodenoscopes have a narrower working channel, and it is
crucial to choose the right equipment such as sphincterotomes and stents for use in the procedure (4). Currently,
there is a tendency to adopt the adult standard diagnostic
and therapeutic approach for ERCP in pediatric patients.
However, essentially, ERCP indications requiring special
equipment, difficulties in anesthetic interventions, and
necessity of therapeutic management are relatively different in children. A study by Asenov and colleagues entitled
“Endoscopic retrograde cholangiopancreatography in children: Retrospective series with a long-term follow-up and
literature review” reflects worldwide pediatric ERCP status
and the related problems.
Twenty-four patients underwent ERCP in Asenov and
collegues’s study. The ERCP indications were found as
choledocholithiasis and recurrent pancreatitis (50%),
postoperative complications (21%). They successfully
treated children with post-laparoscopic cholecystectomy stenosis and biliary leakage following surgery with

ERCP. As an indication, the use of ERCP as a therapeutic option for postoperative complications is a relatively
new field in developing pediatric ERCP. In the literature,
pediatric ERCP indications are mostly biliary (54%) and
pancreatic indications (38%). It is reported that, overall,
56% of ERCP procedures are therapeutic (5). Therapeutic ERCP rate was higher (71%) in Asenov and colleagues’
study. The results of the study are promising for pediatric
ERCP with high rate of therapeutic ERCP use, low rate of
post-ERCP complications (4%), and long follow-up duration without complications.
A close working collaboration between an adult and a pediatric gastroenterologist is important during the preparation of a pediatric patient and the procedure itself.
Moreover, endoscopists with pediatric (preferably) anesthesiologists have to discuss the anesthesia type and
unexpected procedural risk during ERCP.
In many ways, pediatric patients are different from adults.
For example, children frequently require much higher
doses of sedative-hypnotic drugs on a milligram per kilogram basis than adults. Pediatric anesthesiologists,
particularly trained nurses, help increase procedural success. Heart rate, oxygen saturation, and clinical status of
a patient must be continuously monitored. Resuscitation
medications and appropriate equipment should always
be available. Furthermore, post-procedure monitoring is
important and should be performed, especially by trained
nurses and/or pediatric anesthesiologists (5,6).
Another issue is that there are no data about antibiotic
prophylaxis for ERCP in children. ERCP is associated with
a high risk for biliary obstruction in particular. Antibiotic
prophylaxis for ERCP in pediatric patients is applied based
on the principles used for adults. Asenov and colleagues
did not use prophylactic antibiotics in their case series.
Essentially, the use of antibiotic prophylaxis in pediatric
ERCP is still unclear. However, Kohli et al. recently reported that the infectious complication risk after ERCP in
pediatric liver transplant recipients is low and not relat-

Corresponding Author: Yeşim Öztürk; y.zaferozturk@gmail.com
© Copyright 2019 by The Turkish Society of Gastroenterology • Available online at turkjgastroenterol.org
DOI: 10.5152/tjg.2019.270219

120

T urk J G ast roe nt e ro l 20 19; 3 0 ( 2) : 120 - 1

ed to prophylactic antibiotics (7). Further systematic and
standardized studies are needed on the use of prophylactic antibiotics for ERCP in children.
ERCP-related complication rate is 6% in the literature.
This pooled complication rate was reported in a systematic review that contained 32 studies involving more than
3000 ERCPs in children (5). The complications include
pancreatitis, infection, hemorrhage, and perforation;
the most common complication is post-ERCP pancreatitis. The post-ERCP complications are observed more
commonly in children undergoing therapeutic ERCP. In
general, major complication rate is low (5,8). Asenov and
colleagues did not note any major complication in their
case series. Their post-ERCP complication rate was very
low (only one patient with mild pancreatitis). Although
long-term follow-up information was obtained in 67%
subjects, follow-up duration was long (median, 18 years;
range, 3.5-22.5 years), and they did not observe any longterm complications.
We need to extend our knowledge in this area to develop
specific guidelines for children.
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