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The Saudi Gastroenterology Association (SGA)is issuing 
this position statement to address concerns related to the 
observed variability on the qualifications and competencies 
of endoscopists allowed to perform endoscopic retrograde 
cholangiopancreatographies (ERCPs)at Saudi health care 
institutions and as a guide for privileging and credentialing 
committees at these health care institutions.

ERCP is an advanced endoscopic procedure that 
requires considerable training and experience to perform 
effectively and safely.[1] It is the most sophisticated 
procedure performed by gastrointestinal endoscopists, 
with a morbidity and mortality of 5%–10% and 0.1%–1%, 
respectively.[2]

Levels of Difficulty with ERCP
With the current advances in endoscopic technology 
and the advanced and complex interventions that have 
replaced the need for complicated surgical interventions, 
ERCP can now be classified into basic and advanced ERCP 
based on the nature of the disease being managed and 
the underlying anatomy. In a single-center study, Schutz 
and Abbot developed a grading scale for ERCP based on 
difficulty.[3] A modification of this score was adopted by the 
ASGE as part of their quality assessment document[4] and 
is further modified here as shown in Table 1.

Competency in Basic and Advanced ERCP
Technical competence in ERCP must be acquired in 
association with the cognitive aspects of pancreaticobiliary 
diseases. In addition, the endoscopist should have a thorough 
knowledge of the anatomy and physiology of the pancreas 
and the biliary tree, including common variants in anatomy. 
The endoscopist should also have a detailed understanding 
of indications; contraindications; complications; and issues 
of informed consent, patient education, sedation, antibiotic 
prophylaxis, and anticoagulation management.

The importance of proper patient selection must be 
emphasized, because this will lead to the avoidance of 
marginally indicated procedures, especially in higher-risk 
patients, by using alternative imaging techniques, for 
example, magnetic resonance cholangiopancreatography or 
alternative, less invasive endoscopic procedures, for example, 
endoscopic ultrasound.

In 1996, the US gastroenterology core curriculum stated 
that fellows were required to complete 100 ERCP 
procedures, 25 of which were to be therapeutic cases, 
before competency assessment.[5] Subsequently, the 
American Society for Gastrointestinal Endoscopy (ASGE)
ERCP core curriculum revised the threshold number 
required to achieve competency to 200  cases.[6] This 
was in view of the publications that showed that fellows 
could only achieve overall competency in ERCP after 
180–200  cases.[7] However, the level of difficulty of 
cannulation of a native papilla is clearly higher than that. 
This was illustrated by a study that showed that successful 
deep cannulation of a native papilla was consistently 
achieved only after 350 cases.[8]

To achieve competency in levels II and III ERCPs, the 
endoscopist should ideally undergo further training in a 
recognized advanced endoscopy and ERCP training center 
in order to have adequate exposure in both the number and 
complexity of cases.

Monitoring Quality in ERCP
The effectiveness of ERCP depends on both high success 
and low complication rates. Competency in ERCP can 
improve the effectiveness of ERCP; a constructive process of 
continuous quality improvement that educates endoscopists 
in optimal ERCP techniques to reduce complications 
could improve patient outcomes. Thus, continuous quality 
improvement is an integral part of an ERCP program.

Parameters to be assessed during quality control audit can 
be classified into three components: (1) Preprocedural; 
(2) Intraprocedural; and (3) Postprocedural. Preprocedural 
considerations include documentation of an appropriate 
indication, obtaining of informed consent, appropriate 
assessment of procedural difficulty, and appropriate use of 
prophylactic antibiotics. Intraprocedural factors include 
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success rate of deep cannulation, rate of the desired duct, and 
technical success rate of common bile duct stones extraction 
and biliary stent placement. Post-procedural factors to be 
monitored consist of procedure-related complications.

Health care institutions that grant privileges for ERCP should 
be encouraged to develop endoscopic reporting mechanisms 
and databases so that endoscopists may explicitly monitor 
the quality of their practice and effect improvements if 
they identify deficiencies, thus maintaining procedural 
competency and optimizing clinical care over long term.[9]

Granting of Clinical Privileges
The granting of privileges is the responsibility of each health 
care institution and should be based on uniform standards 
applied to all practitioners applying for similar privileges, 
in all settings where endoscopy is performed. A decision to 
grant ERCP privileges should be based on formal training 
and on the recommendation of the applicant’s endoscopic 
instructor verifying proficiency in the cognitive, diagnostic, 
and therapeutic aspects of ERCP. Proctoring by another 
qualified member of the medical staff may be helpful in 
assuring proficiency in the performance of ERCP prior to 
a decision to grant or continue privileges for the applicant.

SGA Position Statement
•	 ERCPs should only be performed by consultants with 

formal, mentored training
•	 It is the responsibility of the local health care institute 

to grant privileges to perform ERCPs, the process of 
credentialing, and privilege for ERCP should be separated 
from the process for other endoscopic procedures, for 
example, esophagogastroduodenoscopy and colonoscopy

•	 The endoscopist’s performance of ERCPs should be 
monitored to maintain procedural competence and to 
optimize clinical care

•	 Grade 1 ERCPs can be performed at any health care 
institute with an equipped endoscopy unit and an 
endoscopist privileged to perform ERCPs

•	 Grade 2 and 3 ERCPs should only be performed at tertiary 
care centers where experienced endoscopists with adequate 
training to perform such complex procedures are available.
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Table 1: ERCP degree of difficulty
Grades Diagnostic Therapeutic
1 Selective deep 

cannulation, diagnostic 
sampling

Biliary sphincterotomy, stones 
<10 mm in size, stricture 
dilation, stent and nasobiliary 
drain insertion for extrahepatic 
strictures or bile leaks

2 Billroth II 
cholangiograms, 
pancreatograms, and 
minor papilla cannulation

Stones >10 mm in size, stricture 
dilation, stent and nasobiliary 
drain insertion for hilar tumors 
or benign intrahepatic strictures

3 Manometry, post‑Whipple 
anatomy, Roux‑en‑Y 
anatomy, cholangioscopy 
and pancreatoscopy

Billroth II therapeutic 
interventions, intrahepatic 
stones, pancreatic therapies, 
precut for selective cannulation

ERCP: Endoscopic retrograde cholangiopancreatography


