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Endoscopic Management of Chronic Pancreatitis

Nib Soehendra

Department for Interdisciplinary Endoscopy, Center of Internal Medicine, University Hospital Eppendort,

Hamburg . Germany

Endoscopic management in chronic pancreatitis
includes :

1. Pancreatic sphincterotomy

\]

. Pancreatic stone extraction

. Stenting of pancreatic main duct

A~ w

. Drainage of pseudocyst

. Treatment of pancreatic abscess

(&2}

6. Sealing of pancreatic duct fistula
7. Stenting of distal CBD stricture
Chronic pancreatitis is the most common

indication for endoscopic intervention in pancreatic

inflammation

chronie

pancrealilis

obstruction

o e

diseases.

Chronic pancreatitis is frequently related to
acute pancreatitis of different etiologies. The
starting point is an attack of acute pancreatitis
with autodigestive parenchymal necrosis, which
leads to perilobular fibrosis and finally to stricture
formation in the main duct. The impaired flow of
pancreatic juice increases viscosity and causes plugs
of protein in the ducts aggravating the obstruction.
This vicious cycle ultimately leads to the

development of chronic pancreatitis (fig. 1).

restitutio
ad
integrum

Fig. 1 Development of chronic pancreatitis

With the belief that chronic pancreatitis is an
irreversible disease, treatment of the unrelenting
pain and deteriorating functions of the gland
remain the main goals of all therapeutic modalities.
The increase of the intraductal pressure is one of
the most important causes of the pain. Pancreatic
sphincterotomy, stenting and stone removal in the
pancreatic ducts represent therefore the main
endoscopic

therapeutic  procedures in  the

management of chronic pancreatitis.
Pancreatic sphincterotomy

Endoscopic incision of the pancreatic sphincter
is carried out to facilitate ductal stenting and stone
extraction. Technically, it is performed in a
similar way to biliary sphincterotomy using a
double-or triple-lumen sphincterotome over a

guide-wire. It is advisable to use a sphincterotome
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with a monofilament cutting wire of less than
25mm, and for cannulation a slippery guide-wire
(e. g. Terumo guide-wire 0. 018-0. 0327). After
selective cannulation of the pancreatic duct, the
incision of the sphincter is made stepwise using
pure cutting current in the direction of 1-2 o'clock.
In case of pancreas divisum, incision of the minor
papilla can also be made over a stent using a
needle-knife. Biliary sphincterotomy prior to
pancreatic sphincter incision is in most of the cases
unnecessary. In patients with distal CBD stricture
which is frequently present in chronic pancreatitis,
biliary sphincterotomy should not be performed,

unless biliary stenting is intended.
Ductal stenting

Since stricture of the main pancreatic duct is
the most frequently observed pathology in chronic
pancreatitis, stenting is the most commonly
practiced endoscopic procedure (fig. 2). However,
as in any other drainage procedure this treatment is
only beneficial if a distinct ductal dilation is
present. In our experience, pancreatic duct
stenting is successful in around 90% of cases. The
common causes of failure are very tight and
multiple strictures. Stenting may also be indicated
in patients with pancreas divisum suffering from
pancreatitis-like pain, as a therapeutic trial to
prove that there is inadequate drainage through the

minor papilla.

Fig. 2 ERCP findings in chronic pancreatitis(n = 200)

Pancreatic ductal obstruction 90%
Intraductal calculi 35%
Cysts 25%
Pancreas divisum 20%
Distal CBD obstruction 35%

The technique of pancreatic duct stenting is
similar to that of biliary stenting and is based on
the Seldinger principle. Strictures of the pancreatic
main duct however may be more difficult to stent
due to their fibrotic, tight and tortuous nature.

Stenting has proved to be safe and effective

— 9 —

method of draining the duct in chronic
pancreatitis. Complete or partial pain relief can be
achieved initially in around 85% of patients.
Unfortunately, the figure for pain relief drops to
around 60-70% during follow-up, mainly due to
stent clogging. As long as the problem of stent
occlusion remains, surveillance of patients is
mandatory. Stent exchange should be scheduled at
3 months interval. To effectively dilate the
stricture, dilating catheter (5 to 11. 5 French),
dilating balloon (5 to 10 mm according to the
diameter of the distal duct) and stent retriever (10
French) are used. Placement of multiple stents for
about one year (increase the number of 7-10
French stents every 3 months) has been shown to

have encouraging long-term results (fig. 3).
Treatment of pancreatic stones

Pancreatic duct stones are the next most
frequent cause of ductal obstruction in patients
with chronic pancreatitis. They can be removed
following endoscopic sphincterotomy by using a
Dormia basket or a balloon catheter if they are
mobile and not too large. Unfortunately, most of
the obstructing stones are impacted in the duct and
located behind a stricture. In these cases,
extracorporeal shock wave lithotripsy (ESWL) has
first to be applied. After successful disintegration,
stone fragments can be extracted endoscopically.
Using the new generation of machine, ESWL is
well tolerated by the patients and is not associated
with any significant complications. Fragmentation
of pancreatic stones can be achieved in 80% ~
100% of cases with pain relief in 50% ~ 90% of

patients.
Drainage of pseudocysts

Pancreatic pseudocysts which occur with an
10% ~ 30% in

pancreatitis need treatment because they cause

incidence of around chronic

symptoms like pain, nausea and vomiting or
because they cause complications such as gastric
jaundice  and  abscess

outlet obstruction,

formation. chronic

Pseudocysts

occurring in




pancreatitis spontaneously resolve less frequently
than those found in acute pancreatitis and have a
tendency to develop complications especially if
treatment if delayed.

Symptomatic pseudocysts, which are usually
larger than 6 cm in diameter, can be treated
effectively and safely by endoscopic drainage. This
can be performed either transpapillary if the cyst
communicates with the main pancreatic duct, or by
a transmural approach if the cyst has direct contact
with the gastric or duodenal wall and produces a
recognizable bulge in the lumen. The size and the

proximity of the cyst to the gut wall can be

E—BERENBUABZAAR

assessed precisely by CT and endoscopic
ultrasound (EUS). EUS plays an important role in
the endoscopic management of pancreatic
pseudocysts. It provides informations concerning
interposed vessels and collateral veins which are
common in patients with portal hypertension.
EUS-guided puncture and drainage is therefore
strongly recommended in these patients, and also
if there is no endoscopically visible bulging of the
stomach or duodenal wall (fig. 4).

Transgastric drainage is the most commonly

Following EUS-

guided puncture of the cyst through the gastric

practiced endoscopic modality.

Fig. 3 Multiple pancreatic duct stenting

Fig. 4 Infected cyst in pancreas divisum

Cyst with ductal communication. Ductal stenting and Transgastric nasocystic drainage
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wall using a FNA-needle, a guide-wire is inserted
through the needle. Over the guide-wire, a stent
or a naso-biliary catheter can be placed. Owing to
the relatively high risk of secondary infection due
to stent clogging, placement of an additional naso-
cystic catheter for continuous rinsing is advisable.
Creation of a cyst-gastrostomy using a dilating
balloon (10~ 20 mm diameter) is recommended in
infected pseudocysts and pancreatic abscesses. To
maintain the opening of cyst-gastrostomy a 10
French double-pigtail stent is placed. Repeated

balloon dilatation may be required to remove debris
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of necrotic tissue from the cyst cavity by using a
Dormia basket or Roth retrieval net.

The success rate of endoscopic cyst drainage
amounts to 80% ~ 90% with a complication rate
between 10% ~ 15% (bleeding, infection).

Concomitant pancreatic fistulae can be sealed
by using the tissue glue n-butyl-2-cyanoacrylate
( Histoacryl ). Prior to occlusion, sufficient
drainage of the cyst and healing of the infection
must be ensured. Endoscopic sealing is indicated if

leakage persists despite sufficient ductal drainage.
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Progress in Clinical Practise in EUS

T. Lok Tio M. D. PhD

Medicine, UCLA, Director of Endoscopic ultrasound , Cedars Sinai Medical center, Los Angeles, California

Gastroingestinal cancer staging

Since the introduction of EUS in early 1980 rapid
progress of technology and clinical experiences
allows widespread of such novel procedure in the
clinical management of previously challenging

clinical scenario. The milestone of clinical
application has been the comparison study of EUS
and CT in esophageal carcinoma. Prior to EUS era
the esophagus was non-assessable with ultrasound
due to its specific anatomical location: ribs and
lungs were considered to be impenetrable. The
paper describes the accurate imaging of the tumor
depth,

metastases and the distance spread of cancerous

the presences or absence of regional

tissue. The authors describe the initial use of

sclerotherapy needle to obtained cancerous
recurrence after esophagectomy. The introductions
of non-endoscopic flexible esophageal probe and
described.

Thereafter, various clinical applications of EUS

miniature probe have also been
have been published. Thereafter, rapid refinement
of EUS instruments have rapidly progressed,
which propels EUS to become an interventional
device. With this opportunity 1 would like to
discuss the progress of EUS in clinical practice.
Fine needle aspiration (FNA)

With the
echoendocope FNA has become a routine procedure
which

physician to obtain a tissue diagnosis. FNA is

introduction of curve linear array

in many medical centers, allows the
proven to be accurate in diagnosing pancreatic
malignancy. This appears to be crucial in the
clinical management of such deadly disease. In case
disease

of  non-resectability or  advanced

particularly in high risk patients for surgery

combined chemo-radiation can be performed in
combination with endoscopic palliation therapy
such as biliary stenting and/or celiac neurolysis for
pain relieve. More importanaly, EUS has the
capability in differentiating ampullary carcinomas
from pancreatic cancers based on the anatomical
location, in case endosocpic biopsy of the papilla
was non-diagnostic. As described in the literature
ampullary carcinomas tend to have a more
favorable prognosis than pancreatic cancers. In
case of bile duct stricture associated with
pancreatic mass FNA may be non-diagnostic. Bile
duct biopsy appears to be very helpful in
ascertaining the diagnosis of bile duct carcinoma.
In the literature false positive results of FNA for
pancreatic carcinoma have been rarely described,
Personally I have 2 false positive FNA, in which
the resected specimen failed to show cancerous
tissue.

Celiac neurolysis (CN)

CN has been reported to effective in the treatment
of pancreatic pain due to pancreatic malignancy.
The successful rate has been effective as 80-90%;.
In chronic pancreatits associated with pain CN
appears to be less effective. In my personal
experience the use of steroid instead of absolute
alcohol for injection has not been very helpful.
Refinement of needle device and pharmaceutical
agent will hopefully be more effective in the near
future.

Pancreatic pseudocyst deainage

Prior to EUS era endoscopic drainage of pancreatic
pseudocyst was performed based solely by the
presence of mucosal buldge associated with known

diagnosis of pancreatic pseudocyst. Such maneuver




