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Duodenoscope Associated Infection (DAI)

• Duodenoscope associated infection (DAI) = infections due to the 
transmission of pathogens via contaminated duodenoscopes

• DAI rate = the number infected patients (total DAI)
all exposed patients (total ERCP)
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Balan et al, European Journal of Clinical Microbiology & Infectious Diseases (2019)



Duodenoscope associated colonisation

Rauwers et al, Gut (2018)



Implications of single-use duodenoscopes

• DAI estimates between 0.01% –1%,

X

Balan et al, European Journal of Clinical Microbiology & Infectious Diseases (2019)



Implications of single-use duodenoscopes

• FDA post market surveillance → duodenoscope associated contamination 
rates = up to 5.4%

• Reusable duodenoscope per/procedure = US$612 

• Single-use duodenoscope cost = US$2500–US$2900 

• Single-use duodenoscope releases 29.3kg of CO2, over 20 x emissions 
generated from reusable duodenoscopes

• >50,000 ERCPs in the UK annually

X

Bang et al, Gut (2019)



AIM

Audit to calculate reusable duodenoscopes DAI rate associated 
with ERCP over a 5-year period (1st December 2016 to 1st 
December 2021)



Objectives

Primary objectives:

Identify the 8-day DAI rate for reusable duodenoscopes in ERCP

Secondary objectives:

a) The 30-day DAI rate for reusable duodenoscopes in ERCP.

b) The associated length of stay for DAI related admissions. 

c) 30-day DAI related mortality rate following ERCP.



PHASE I – DATABASE CURATION

• Only interested in new infections post ERCP within 30 days

• Contact your endoscopy lead to provide local contact for ICT/business intelligence

• Send template email and ICD-10 codes (provided)





PHASE I – DATABASE CURATION



PHASE II – DATA COLLECTION

I. Patient-level data
- co-morbidities
- parameters of infection (fever, WCC, Plt, Bili)
- positive microbiology

II. Procedural factors
- ERCP Indication
- Success of ERCP (e.g. clearance of ducts)
- Difficulty of the procedure as per Schutz classification



PHASE III – LOCAL TEAM CONSENSUS

I. Potential DAI:

• Plausible organism for DAI and no conceivable alternative aetiology or focus of infection 
• There is the absence of positive microbiology cultures but natural history in keeping with a 

true infection that is plausible for a DAI and no conceivable alternative aetiology or focus of 
infection

II. Following are not considered a DAI:

• Organisms identified following ERCP which are the same organism identified pre/intra-
procedurally 

• Infection arising from the ERCP procedure itself (e.g. biliary sepsis following only partial 
clearance)

• Biliary sepsis secondary to an intra-luminal (e.g. stones or cholangiocarcinoma) or extra-
luminal obstruction (e.g. cancer)



Why become involved?

• Co-authorship for all involved

• Trainee networks offered equal weighting

• Offers opportunity for the first trainee network collaboration to have 
a real-impact
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