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Abstract

Endoscopic retrograde cholangiopancreatography (ERCP) technology has developed rapidly, cur-
rently not only can be used to diagnose bile duct, pancreas and other digestive diseases, but also
can achieve the purpose of endoscopic minimally invasive treatment of common bile duct stones,
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compared with surgical lithotomy treatment, postoperative related complications are reduced, sur-
gical trauma is small, postoperative recovery is fast, stone residue or recurrence and other problems
are reduced. It is a commonly used tool for the treatment and diagnosis of pancreatobiliary diseases.
Pancreatitis is one of the important complications of ERCP. Although transient hyperamylaseemia is
a more common and benign condition, it must be distinguished from post-ERCP pancreatitis.
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1. 51§

F 1968 4F McCunne B /X#RIE LAISK[1], ERCP C) 72 N A T AR AIHE 25 2 W Ania sy, o2
JHEEEATGTT . SEGFARML, BF e, BHEN. SGEAD. ERNEESE, FHETFERSE
BUA I B A2, R, HARJE IR IEA N HE LS . ERCP A J5JH AR 42 (PEP)/& ERCP A J& ¢ WLHY

FERIEZ —

YE4RIE, PEP MIRAEFN 1.6%~15.7% [3]. BIR 90% N2 FEEEih FE[4], 1H 1%0] K& N 2R e ik
BRR[5]o FRARA BRI A TG 822, FSWm RshiG 7 JEH EE6]. &4 N1E, I Ve B i
EASE LW PEP i F BT kR, BT AR EI 8] S ANEVEREEKF T~ PEP -5 WM %A B 86 6 bs
HE[7][8].

2. ERCP ¥gfERyEEiR

BB AT [ IH A 3 52 (ER CP) 2 [ FIEE P £ o T 2 WA T e AT Rz —. SR, (i & =+
S, S D T ARSI A T ARR AR BURBOARAE 92 I TR MR 32 % . ERCP
B 5 LI FH B A SEAE A2 AREE RO 654 s AR AEAT Sk RAEBORJE DA - 2RI A 51 RS R RE R
Oddi FELI NI RERETT . RFERTAE T ARSI R, IR IHE R, Sk, BRI R . 5
PR BRE TR AR FEVESIU. BRARARMBRARME SR EAAR . FARBEBLANIITAR. 55k
BOR S AT SHRASCR BRI I E R AN AR 9]

2.1. fBiEHERE

ik M ERCP 2R IIREBER, ot REOm, WiHEES A, HEKE. k. RESnH, &
FEBMEION, BRSBTS, HSDEMBBERE . P, JUTAA SRR RIEAE. X IHIE R
AR KM ERCP 677, ZARYEEMETE . HIEMA: O HEELEA R RIEEHEKNEZNEH, e
FFRRAE 28, AARTE A S AL A FOREREREL AL B PE AR 2RI, D e A B S REAE 51 e, iR B IR L,
S, Rt E S, BEIEHE BT IR, @ MHSES A 34, HERWS A, BUHE
BOESAER > 1.5 em, YU BOAHERLSDD, B A SHACIRILGS WA RS G ME A PR A U RL
KRBT ERCP BRI AIREA D), HIFRRERERF. @ T S UCRIZRIHA, LA 52 4 D R
TFAR, WHRRTE SIS R B e o BMEAREBH N 75 AR 20 AT N 4 ERIROL I 5 T 5 RE - X T
IR A, FARETT YIRS 5 FAEFR, ERCP 3OS BE R MEERAERL. AR, Mt
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fEEMRE N, siE2ER I, EEFIRNE, T FARPHN, i&& ERCP IGIT.
22. BRE4EA

JHEE 45 2K ERCP 697 R ISR, AR 50% BB 45 A M N &I RS A XTI
AN, GIRE RATEE A B AR, ERCP ARRHEZE M 22 e 45 — W15 s 5% iH 22 V) Bk (laparoscopic
cholecystectomy, LC) + ERCP Jay7 IV 45 . EIFEA B RIE N7 LC, [RIRAT ERCP HUH IR G 45
— ORI SE O TR YT, R R N, AR ). 75— ERCP HUA AT, WA 4k 24T I s
BH RS UIFECE, S EEHIIETF R — LC + ERCP SR % . HULRIEXT+ % 4T Roux-en-Y 5%
WIGHIREES A IBAESS AW, 26 LC, AREEESE NMEERZSMTIH, R+ —iRmsis v n
ENE R, #EAT. T2 I%AT ERCP, MRS ARG, 25 UI0010] [11]. BTHRER, #1E
A%, M sE M ERCP HUF .

3.ERCP RERERAT™ENHZEASMERRA

ERCP AR J5 5 % (post-ERCP pancretitis, PEP)J2 5 J9% WG K I & . PEP K= KFEZE, 2591
NEEFE. BELERER. BIEEFZE. 0ddi #H2 N3 68/ S (Sphincterofoddidysfimetion, SOD). & &
PESMERRAR 2. . AERY/INT 40 B [10)558 5 R AR R TR IE . 51 PEP AHGHERAE 3 BAFEA M
PIFF. 3 R B A FR N . IR I A . TR XS A A I S A4 1 AT e 5 R LSk L 25K v
BEI SR 32 . EST 25 5 3 800) Fd KB g F D BB s i A, #kifi k4 PEP. REIE
ST RE S EUBRA IR S KI5 & PEP, E4h—10 Meta /3T W, I/ A, (6 S 24 T 2
R, R RO AR E RN, D ARG R R R A . BRI R 4 TR PEP KA HIAE G R 3 AT
DA PRI A R 3, ™A B4R HL AR TORE 8 AT A E Y ERCP RHLEEA PRI R A2 . R4
BN T AR SRS IR, AT LR TR, BERT DA ALk A, I A SRR 4 R AR
ARE[12]0 BRFEY KA TREA BURIE TR, AT LA H A ACIE L2 0 2 38 I g e 98 i A= 1) AU 5
[ B KBk FE g 7k Lk A PR BB AR 28 e A2 RS o IR 51 AN o el T IR AR, DR ub i o 2 48 PR S
TR B ONARAIE B0 L T8 38 i 1 1T 7T DASE 3 A PEP R ZE R . YANG 2510108, RETZ Bk 84
FUR G20 T ARG IR R B R A, SR KATO 588, 1R ZE S5 A7 % T8 AR S ok i 48 16 20 o
HAH .

1375 RG22 B ERCP G 2 Fh A 0] JR R S o 32 BV R el s SR, JEE R v Yk Bl AL 2
— PR LS, M5 EIER A PEP X0 1K, ERIETE 6.8%% 70% [A][13]. TERKZ &R, 7
ERCP ARJ5 2 5{ 4 /NN, 85— RIEHITER BRI . LaFerla Z5[14)% 5 &8 ERCP RJ5 2 /M ILiETEH
fitg K P3G T . PEP SE XCAEZY S, ERCP J& 24 /N IS TE R B KT TH w155 EFR 3 %15,
T RFEIZW, BT HRR 22 KERHER AR A3 B v I N TE[16]. 7£ ERCP AR5 2 B 4 /NN E47 44
RERT A A i), ORI s i A T RS9 RS IR AR, DR AR ERT, e FL[17]. BRiR 2]
SHUEAREYL - WE. K0, ZRERHEMRLIT. — HEEWIEWA PEP, R —P)%% il ik
JI 98 I R o
4. Z2RFHER A TN EXEE M SEMBIETHMEESMREREZGERN

LI EARICYIFN B E AT

Mikail Cakir %5 A — 37 [l i P4 BA 51 F 75 H 4252 ERCP 18I IH R 450 BB R TR . T HELERE S
PEP HHCHIEI A ZR . A T W€ SEie B 2l EAT 7 B URAE ARV o 25 SRR LIRS ¢
(p=0.018). Wirsung ## (p = 0.008). % 12 124 h fJH(p <0.001). 2 12 h JEMEEKT(p < 0.001). 25 6
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A112 h ¢ M8 FI(CRP)KF(p = 0.001 F1p < 0.001)- 55 6 F1 12 h FH4HHa(WBC)7KF(p = 0.001 £l p <0.001)
J& PEP KA EERK K. CRP/KFET 8 mg/L, WBC /K F&ET 10 x 10%/L, BIPEFRIAE 4 )8 70%
H190%. AT AN JAESH UL 2 W PEP [ E Z4KHE . CRP Al WBC H A7 5 R B PR Tt AN ok«
i B§/KF1E ERCP J& 12 h JHaEsco A, PEP KAEJETE M B /K23 T i(p < 0.001). 7E ERCP RJ5 2
B 4 /NI AT AR RS A A G, DA BRI B s A B T e ST R R K, ARl S R, e
FLI17]0 BB— KRB PEAEAESE 12 /NI (I TR] SR AR R I, DRI TR AR R G 7 of R Al 5 BT ) R T
RE S EOR MR

5. PEP RITABS B RTT

5.1. Z9¥mps

L% NSAIDs T PEP i) {E AL HANTE 2. H AT fmidT BB U2 JE 8 45T 2 2)(NSAID)@ i
AR A2 EAER, TR I SERIBR/D LT ERCP JE IR S, HAT R 2 — R A A
Z 515 3B .

CVAHEFE T VR 2 R s 8 H vl 2 A o 550 R0 R o 2K [ 2 FH T PEP TS5 v 7E F &, (H H AT
B KA ARG AR . AHER H o] LLR A FRAK Oddi #5249 IE 77, FRHEBRAR 51 . 2010 EE4T 02
AT 4 WL IR T 2 7R PEP 1A 246 FRAIK[ 18] Bils — 15T 2017 4 ) B p Lo BB HE I 70 20
YE PR 82 ek R0 it v I B 25 W] LAYk ZD PEP [19]0 iZMF 50 2 75 A R H- AN B i TS 255 Oddi 4 5% 4
WA B RME AR 8 T HEAT

R A TR R A AN F A B A, B AT DA B 4 B 4 B R, AT BRI PEP (1)
. —IBENL, RTREYE, XE, ZHOFRER, 608 Bl E R ERCP VAT R 1 /NI 3252 HI R R
TN VIEEYE ST () B PEP KA ZAIC T4 52 42 B ER ARV IT IR EE 5 (4 N 3.4% A1 9.4%) [20]. 2011 4FH 18 T
W FCLLRR 252 M7 s 3252 85 1 B 77 1) 2 PEP XU S5 5 BRAAE KU 5 /N AR, A2 T TR B 7T
LA s, A A IBUR 21

A KA M AR B E L > Oddi FELI UL 7, IR A WA Us /D 4 i D] 3 1 5 A i R J e 4 o
175 TRk # B TiB; PEP [22].

5.2. FARTRG

ERCP A J& 5l iR 2 B AR U H 2, H 2 B by K& B B B N s s A 51 i
MU 45145, e o S B2 4 A SR e R 51 97

1) YT RKZH0697 M ERCP, IR IRIGE &L ER), KANRIGR I, BRI K EUE PEP
BT IR FRAR[23]. — 0% 7 TREAIAT BRI AT M Z AT R, S 25HBhEE 1 PEP KUK T-i
A BIHE R (3.2% vs. 8.7%; HFHXT XS RR 0.38; 95%CI, 0.19~0.76). ItAak, T225] S35 LUl Bhid & sl s
) 7 B4 2R B 1 (89% vs. 78%: RR 1.19; 95%CI, 1.05~1.35) [24]. Cennamo %5 A [ 5 — I Z X34 . 2009
FEREAT B GRS 1 — 0 SCRE 1 BB (R, L PEP KA T & Re 4 B G 25

2) WRESCALE N TR T DAEE, DA A 1] RRRG 5 8 22 MR D F 2) CBD [26]. BR T4l
WHGE A, ARG R S S8 T A ik IR O 497 J5 I i B[ 2710 2013 4RI — TZE 250 i I 14 TBEAL
TR TL, SRR, ERARSANRARGIA T, PEP fH4 IR 4B NG 2 WA PR K[28].

5.3. &JT
1) BRI B T AR AR AN 78 2 55 —Fh T PEP 05 ¥k o ARG FA AT HEVE Y 2L 2 7™ 25 Ji I 48 1 Ok J I
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Kz —[29]. WL R SARUERIRRN AR b, B2 52 FLRR MRS F (LR A SR RN e [ 8 PEP R AR
K FEK(0% vs. 17%, p=0.016) [30]. —IIATHETERT 7 R B2 2 A AN 78 LR I B35 11 PEP &K
FHriE LR 2H(3% vs. 11.6%; RR 0.26; 95%CI, 0.08~0.76, p=0.008) [31].

2) BREIRTT LAV SE SE A1 N A RRER IR B AR T R R A R 45 2R, A IR TR 2856 FH 2H i af
JE, SREBCK R A BEET . HE, FEZ P ORIEKIESIX R I DESFERINAE KK /ET; PEP
J5 TH A B R AT §E(4.7% vs. 10.4%, p = 0.015) [31]. 7= XU £ AR IR 2 28 BN AT B PEP RS, AR
MM, SCHRHCE R 2=38in PEP JXUB[32].

6. ZLE5RE

AR R 2% 8. 55 12 124 h g5, 56 12 h jeEEKF. 26 6 F112 h ¢ Jx M & [(CRP)
AKFL 5 6 A 12 h FAI(WBC)/K /& PEP RAEMEEN 3 . CRP /KFET 8 mg/L, WBC /KFET 10
x 10°/L, BIVETIME 2 AHAB L 70%H1 90%. Mk 25 A1 9 2 50 2 I PEP R Z k4. CRP il WBC
A B I PR AU . JE R /K T-E ERCP J5 12 h JHsi o NI E, PEP KA S TE B K T B 3%
Frimre FAUBT BAIGTT R AZ H & 2505 A DT A NTF, b R a5 e g i sl i, &
DA F 2 (A B A S 2 BN AT BRI PEP (XU, H PR S0 28 BT

ERCP A Hai i, CHRBCNBNBEIITEIN NFA, (H)2 ERCP 12 W Bt H A o ot I i B
BRI — TR, IR — B R b DURE %, L ERCP A 5 %6 8 P 5 VA B ILE (TH) A1 L I E
SRR 2 T 1 S 2 — B IR IR EE A, RSB A 4850012 Wi m] 48 S PR 2= AR B0 fff T8 R Ji5 2
PR 28 1) A AR, [ B e G ok B T 9 v 184 s N AR, AR B R

&E 3k

[1] McCune, W.S., Shorb, P.E. and Moscovitz, H. (1968) Endoscopic Cannulation of the Ampulla of Vater: A Preliminary
Report. Annals of Surgery, 167, 752-756. https://doi.org/10.1097/00000658-196805000-00013

[2] Meng, W.B., Leung, J.W., Zhang, K., Zhou, W., Wang, Z., Zhang, L., Sun, H., Xue, P., Liu, W., Wang, Q., ef al. (2019)
Optimal Dilation Time for Combined Small Endoscopic Sphincterotomy and Balloon Dilation for Common Bile Duct

Stones: A Multicentre, Single-Blinded, Randomised Controlled Trial. The Lancet Gastroenterology and Hepatology, 4,
425-434.

[3] Cotton, P.B., Garrow, D.A., Gallagher, J. and Romagnuolo, J. (2009) Risk Factors for Complications after ERCP: A
Multivariate Analysis of 11,497 Procedures over 12 Years. Gastrointestinal Endoscopy, 70, 80-88.
https://doi.org/10.1016/j.gie.2008.10.039

[4] Dumonceau, J.M., Andriulli, A., Deviere, J., Mariani, A., Rigaux, J., Baron, T.H. and Testoni, P.A. (2010) European So-
ciety of Gastrointestinal Endoscopy (ESGE) Guideline: Prophylaxis of Post-ERCP Pancreatitis. Endoscopy, 42, 503-515.
https://doi.org/10.1055/5-0029-1244208

[5] Elmunzer, B.J. (2015) Preventing Postendoscopic Retrograde Cholangiopancreatography Pancreatitis. Gastrointestinal
Endoscopy Clinics of North America, 25, 725-736. https://doi.org/10.1016/j.giec.2015.06.006

[6] Gottlieb, K., Sherman, S., Pezzi, J., Esber, E. and Lehman, G.A. (1996) Early Recognition of Post-ERCP Pancreatitis
by Clinical Assessment and Serum Pancreaticenzymes. The American Journal of Gastroenterology, 91, 1553-1557.

[7] Lee, YK, Yang, M.J., Kim, S.S., Noh, C.K., Cho, H.J., Lim, S.G., Hwang, J.C., Yoo, B.M. and Kim, J.H. (2017) Predic-
tion of Post-Endoscopic Retrograde Cholangiopancreatography Pancreatitis Using 4-Hour Post-Endoscopic Retrograde

Cholangiopancreatography Serum Amylase and Lipase Levels. Journal of Korean Medical Science, 32, 1814-1819.
https://doi.org/10.3346/jkms.2017.32.11.1814

[8] Sutton, V.R., Hong, M.K. and Thomas, P.R. (2011) Using the 4-Hour Post-ERCP Amylase Level to Predict Post-ERCP
Pancreatitis. The Journal of Politics, 12, 372-376.

[9] Cakir, M., Hut, A., Akturk, O.M., Bigkici, B.E. and Yildirim, D. (2021) A Grey Zone of Hyperamylasemia following
Endoscopic Retrograde Cholangiopancreatography: Follow-up and Differential Diagnosis from Acute Pancreatitis. Vi-
deosurgery and Other Miniinvasive Techniques, 16, 38-44. https://doi.org/10.5114/wiitm.2020.94545

[10] Krutsri, C., Kida, M., Yamauchi, H., ef al. (2019) Current Status of Endoscopic Retrograde Cholangiopancreatography

DOI: 10.12677/acm.2023.1381721 12288 I IR = =23t e


https://doi.org/10.12677/acm.2023.1381721
https://doi.org/10.1097/00000658-196805000-00013
https://doi.org/10.1016/j.gie.2008.10.039
https://doi.org/10.1055/s-0029-1244208
https://doi.org/10.1016/j.giec.2015.06.006
https://doi.org/10.3346/jkms.2017.32.11.1814
https://doi.org/10.5114/wiitm.2020.94545

K, TR

(1]

[12]

[13]

[14]

[15]

[16]

[17]

(18]

[19]

[20]

(21]

[22]

(23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

in Patients with Surgically Altered Anatomy. World Journal of Gastroenterology, 25, 3313-3333.
https://doi.org/10.3748/wjg.v25.i26.3313

Gonzalez-Urquijo, M., Baca-Arzaga, A.A., Flores-Villalba, E. and Rodarte-Shade, M. (2019) Laparoscopy-Assisted
Transgastric Endoscopic Retro-Grade Cholangiopancreatography for Choledocholithiasis after Roux-en-Y Gastric By-
pass: A Case Report. Annals of Medicine and Surgery, 44, 46-50. https://doi.org/10.1016/j.amsu.2019.06.008

Classen, M. and Demling, L. (1974) Endoscopic Sphincterotomy of the Papilla of Vater and Extraction of Stones from
the Choledochal Duct. Deutsche Medizinische Wochenschrift, 99, 496-497. https://doi.org/10.1055/s-0028-1107790

Li, G.Z., Wang, F., Fang, J., Zha, H.L. and Zhao, Q. (2018) Risk Factors for Post-Endoscopic Retrograde Cholangio-
pancreatography Pancreatitis: Evidence from 1786 Cases. Medical Science Monitor, 24, 8544-8552.
https://doi.org/10.12659/MSM.913314

LaFerla, G., Gordon, S., Archibald, M. and Murray, W.R. (1986) Hyperamylasaemia and Acute Pancreatitis following
Endoscopic Retrograde Cholangiopancreatography. Pancreas, 1, 160-163.
https://doi.org/10.1097/00006676-198603000-00009

Cotton, P.B., Lehman, G., Vennes, J., et al. (1991) Endoscopic Sphincterotomy Complications and Their Management:
An Attempt at Consensus. Gastrointestinal Endoscopy, 37, 383-393. https://doi.org/10.1016/S0016-5107(91)70740-2

Foster, B.R., Jensen, K.K., Bakis, G., Shaaban, A.M. and Coakley, F.V. (2016) Revised Atlanta Classification for
Acute Pancreatitis: A Pictorial Essay. RadioGraphics, 36, 675-687. https://doi.org/10.1148/rg.2016150097

Thaker, A.M., Mosko, J.D. and Berzin, T.M. (2015) Post-Endoscopic Retrograde Cholangiopancreatography Pancrea-
titis. Gastroenterology Report, 3, 32-40. https://doi.org/10.1093/gastro/gou083

Shao, L.M., Chen, Q.Y., Chen, M.Y. and Cai, J.T. (2010) Nitroglycerin in the Prevention of Post-ERCP Pancreatitis: A
Meta-Analysis. Digestive Diseases and Sciences, 55, 1-7. https://doi.org/10.1007/s10620-008-0709-9

Katsinelos, P., Lazaraki, G., Chatzimavroudis, G., ef al. (2017) Impact of Nitroglycerin and Glucagon Administration on
Selective Common Bile Duct Cannulation and Prevention of Post-ERCP Pancreatitis. Scandinavian Journal of Gastroen-
terology, 52, 50-55. https://doi.org/10.1080/00365521.2016.1228117

Manes, G., Ardizzone, S., Lombardi, G., et al. (2007) Efficacy of Postprocedure Administration of Gabexate Mesylate
in the Prevention of Post-ERCP Pancreatitis: A Randomized, Controlled, Multicenter Study. Gastrointestinal Endos-
copy, 65, 982-987. https://doi.org/10.1016/j.gie.2007.02.055

Seta, T. and Noguchi, Y. (2011) Protease Inhibitors for Preventing Complications Associated with ERCP: An Updated
Meta-Analysis. Gastrointestinal Endoscopy, 73, 700-706.E2. https://doi.org/10.1016/j.gie.2010.09.022

Concepcion-Martin, M., Gomez-Oliva, C., Juanes, A., ef al. (2014) Somatostatin for Prevention of Post-ERCP Pan-
creatitis: A Randomized, Double-Blind Trial. Endoscopy, 46, 851-856. https://doi.org/10.1055/s-0034-1377306

Cheng, C.L., Sherman, S., Watkins, J.L., et al. (2006) Risk Factors for Post-ERCP Pancreatitis: A Prospective Multi-
center Study. The American Journal of Gastroenterology, 101, 139-147.
https://doi.org/10.1111/j.1572-0241.2006.00380.x

Cheung, J., Tsoi, K.K., Quan, W.L., Lau, J.Y.W. and Sung, J.J.Y. (2009) Guidewire versus Conventional Contrast
Cannulation of the Common Bile Duct for the Prevention of Post-ERCP Pancreatitis: A Systematic Review and Me-
ta-Analysis. Gastrointestinal Endoscopy, 70, 1211-1219. https://doi.org/10.1016/j.gie.2009.08.007

Cennamo, V., Fuccio, L., Zagari, RM., et al. (2009) Can a Wire-Guided Cannulation Technique Increase Bile Duct
Cannulation Rate and Prevent Post-ERCP Pancreatitis? A Meta-Analysis of Randomized Controlled Trials. The Amer-
ican Journal of Gast Roenterology, 104, 2343-2350. https://doi.org/10.1038/aj2.2009.269

Tarnasky, P.R., Palesch, Y.Y., Cunningham, J.T., ef al. (1998) Pancreatic Stenting Prevents Pancreatitis after Biliary
Sphincterotomy in Patients with Sphincter of Oddi Dysfunction. Gastroenterology, 115, 1518-1524.
https://doi.org/10.1016/S0016-5085(98)70031-9

Choudhary, A., Bechtold, M.L., Arif, M., et al. (2011) Pancreatic Stents for Prophylaxis against Post-ERCP Pancreati-
tis: A Meta-Analysis and Systematic Review. Gastrointestinal Endoscopy, 73, 275-282.
https://doi.org/10.1016/j.gie.2010.10.039

Mazaki, T., Mado, K., Masuda, H. and Shiono, M. (2014) Prophylactic Pancreatic Stent Placement and Post-ERCP
Pancreatitis: An Updated Meta-Analysis. Journal of Gastroenterology, 49, 343-355.
https://doi.org/10.1007/s00535-013-0806-1

Cuthbertson, C. and Christophi, C. (2006) Disturbances of the Microcirculation in Acute Pancreatitis. British Journal
of Surgery, 93. 518-530. https://doi.org/10.1002/bjs.5316

Buxbaum, J., Yan, A., Yeh, K., et al. (2014) Aggressive Hydration with Lactated Ringer’s Solution Reduces Pancreatitis
after Endoscopic Retrograde Cholangiopancreatography. Clinical Gastroenterology and Hepatology, 12, 303-307.E1.
https://doi.org/10.1016/j.cgh.2013.07.026

DOI: 10.12677/acm.2023.1381721 12289 Il R 125 23k i


https://doi.org/10.12677/acm.2023.1381721
https://doi.org/10.3748/wjg.v25.i26.3313
https://doi.org/10.1016/j.amsu.2019.06.008
https://doi.org/10.1055/s-0028-1107790
https://doi.org/10.12659/MSM.913314
https://doi.org/10.1097/00006676-198603000-00009
https://doi.org/10.1016/S0016-5107(91)70740-2
https://doi.org/10.1148/rg.2016150097
https://doi.org/10.1093/gastro/gou083
https://doi.org/10.1007/s10620-008-0709-9
https://doi.org/10.1080/00365521.2016.1228117
https://doi.org/10.1016/j.gie.2007.02.055
https://doi.org/10.1016/j.gie.2010.09.022
https://doi.org/10.1055/s-0034-1377306
https://doi.org/10.1111/j.1572-0241.2006.00380.x
https://doi.org/10.1016/j.gie.2009.08.007
https://doi.org/10.1038/ajg.2009.269
https://doi.org/10.1016/S0016-5085(98)70031-9
https://doi.org/10.1016/j.gie.2010.10.039
https://doi.org/10.1007/s00535-013-0806-1
https://doi.org/10.1002/bjs.5316
https://doi.org/10.1016/j.cgh.2013.07.026

K, TR

[31] Katsinelos, P., Fasoulas, K., Paroutoglou, G., et al. (2012) Combination of Diclofenac plus Somatostatin in the Preven-
tion of Post-ERCP Pancreatitis: A Randomized, Double-Blind, Placebo-Controlled Trial. Endoscopy, 44, 53-59.
https://doi.org/10.1055/s-0031-1291440

[32] Choksi, N.S., Fogel, E.L., Cote, G.A., et al. (2015) The Risk of Post-ERCP Pancreatitis and the Protective Effect of
Rectal Indomethacin in Cases of Attempted But Unsuccessful Prophylactic Pancreatic Stent Placement. Gastrointes-
tinal Endoscopy, 81, 150-155. https://doi.org/10.1016/j.gie.2014.07.033

DOI: 10.12677/acm.2023.1381721 12290 I IR = =23t e


https://doi.org/10.12677/acm.2023.1381721
https://doi.org/10.1055/s-0031-1291440
https://doi.org/10.1016/j.gie.2014.07.033

	ERCP术后高淀粉酶血症的灰色地带：急性胰腺炎的鉴别诊断
	摘  要
	关键词
	Gray Area of Hyperamylaseemia after ERCP: Differential Diagnosis of Acute Pancreatitis
	Abstract
	Keywords
	1. 引言
	2. ERCP指征的掌握
	2.1. 胆道梗阻
	2.2. 胆总管结石

	3. ERCP术后最常见且严重的并发症为急性胰腺炎
	4. 尝试确定可用于预测或定义短暂性高淀粉酶血症(TH)和真正急性胰腺炎之间差异的实验室标记物和患者特征
	5. PEP的预防及治疗
	5.1. 药物预防
	5.2. 技术预防
	5.3. 治疗

	6. 结论与展望
	参考文献

