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[#ZE] BM AR SBHEREERXEITENERIT IS AR (endoscopic retrograde
cholangiopancreatography, ERCP) (&2 KA %M, A& WIS 2013 4F 1 —2018 4 3 J
AL R A E R, AT B i TR S HAT ERCP BRERY B E IR R YERE, 108 £ 3 Ik A7
141 X ERCP #4E, RIEBEHIEEEFAR IR0 TRE RBUIBRARFA (33 flk) HEITXEH K
IR G4 (74 B1K) SR 25 Roux-en-Y WA 41 (32 #lYk) Whipple ARJF4L(2 #l7R) , 735t 5%
P35 3L/ IR W) & AL R BT 2 IRAEHRAE 10 AL 3 I R BL T 3 \ERCP RJ5 IF K AE i &A=
R RSPBAERA %, SR Logistic [M1UA X4 'E 718 8 # 5 ERCP A J5 AR %2 ( post-ERCP pancreatitis ,
PEP) ) & A REMPAT R R B, &R 7 141 KE BB EEARE ERCP #/Ed, 25+ 3%
Lk AW A Ab (R SR 89. 4% (126/141) | IHAFHHE IR 85. 7% (108/126) , It FE i T % Jy
75.2% (106/141) , BRAEMFE] 49 (38. 5+23.5) min, — B.5E WA HEEAE 5 L9677 10 M 2h 3 0l 1%
A, 3k 98.1%(106/108) o 52 1 sUEH RIUIBRAR G A 5 I B KIMYIFRASG 4 Roux-en-Y W5 AR
JE 4 \Whipple A Ji& 41 3135 + 48 I 7L 3/ 5 W) & &b 9 8L % 43 531y 100. 0% (33/33) ,87.8%
(65/74) .84.4%(27/32) \1/2,4 025 FH G55 L (P=0.034) , 25 B AER ] 5 5k (27. 5+
16.2) min . (40.6223.2) min.(43.8227.5) min F1(59.5+12.0) min, ZRH G H#E X (P=0.011),
TN RS4RG89 BT 28 I S5 SRIR YT 4R 1 AR ) 8 0 22 R TE G 138 L (P #5>0.05) , ERCP I &4 &
KAEFN 14.2%(20/141) ,Forp PEP KR KN 12.7% (18/141) A EF N 1.4% (2/141) . EAE
Bﬂaﬂ>30 min (P=0.024,0R=0.356,95%CI0. 152~1.278) Jy & I8 T H AR5 PEP & 4 Bl <7 &6
HE, &it BHEHEEAREBRFT ERCP BER L 2WATH, BAEF A FAREPRE, MEEEIT
N&ﬁ%}i"ﬂtﬁu/ﬁ% PR RARSYT % MO RIER R AR B E 2 s KAk,
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[ Abstract ) Objective To evaluate the safety and efficacy of endoscopic retrograde

cholangiopancreatography (ERCP) for patients with altered gastrointestinal anatomy. Methods Data of 108
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patients who received 141 ERCP procedures were reviewed in this retrospective study from January 2013 to
March 2018 in Beijing Friendship Hospital, and all patients had a history of gastrointestinal reconstruction.
The patients were divided into the Billroth I anastomosis group(n=33), the Billroth Il anastomosis group
(n=74), the Roux-en-Y anastomosis group(n=32) and the Whipple group(n=2) according to the type of
gastrointestinal anatomy. The success rate of reaching the papilla of Vater (POV)/anastomosis, deep biliary
cannulation rate, clinical success rate, incidence of procedure-related complications and the total operation
time were analyzed. Results In 141 ERCP procedures after gastrointestinal reconstruction, the rate of
reaching POV/anastomosis was 89.4% ( 126/141), and deep biliary cannulation rate was 85.7%
(108/126) . The clinical success rate was 75.2% (106/141) and the mean operation time was 38. 5£23.5
minutes. Once the biliary cannulation was completed, the success rate of follow-up treatments significantly
increased, reaching 98. 1% (106/108). The success rates of reaching POV/anastomosis in the Billroth 1
anastomosis group, the Billroth Il anastomosis group, the Roux-en-Y anastomosis group and the Whipple
group were 100.0% (33/33), 87.8% (65/74), 84.4% (27/32) and 1/2, respectively, with significant
difference (P=0.034). The operation times in these groups were 27.5+16.2 min, 40.6+23.2 min, 43. 8+
27.5 min and 59. 5+12. 0 min, respectively, with significant difference (P=0.011). There was no significant
difference in the success rate of biliary cannulation or that of subsequent treatment operations(both P>0.05).
The overall incidence of ERCP complications was 14.2% (20/141). The incidences of post-ERCP pancreatitis
(PEP) and bleeding were 12. 7% (18/141) and 1.4% (2/141), respectively. Operation time >30 minutes
(P=0.024, OR=0.356, 95%CI. 0.152-1.278) was an independent risk factor of PEP after gastrointestinal
reconstruction. Conclusion ERCP is safe and feasible in patients with gastrointestinal reconstruction.
Endoscopists should choose the best therapy to reduce incidence of adverse events in ERCP procedures.
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BEMIIRE B9 251 KA 2515 B0, F8 38 HCZe ) B Ao =
IRFRME , BB 1 A 4 48 1 E AR B TR B &
HL AR AFERE + 483 R 8UH W) & Ab,
TPV A 35 . SEUIB A 1 48 5 AR IR
I it BEATAROCHRAE . 10K ERCP $4F 2 15 5
SENy i =9/ 77B7 I V9 i/ 71/ B P Ry W I TR =N
EREIRIT Je T K ARG IF LI | A )
KRR H A5 9k, %5 ERCP #24E R W, B 01T
AT ERCP | fift 5l 4546 52 % 25 8 1 465 10 8 b B <L
/NABLHEART ERCP #8415 AL 58 10 28 B 2 AR AE 5
Uit ( percutaneous transhepatic cholangial drainage,
PTCD) SR 5FIRYT o

Pq AR5 AL PR

JITAG SR R M ) A A AR 2 BB AAAE [ i
ARG EIZ] 6 h 24 h MLVERIG 155 L B v i ik
5, ERCP AR J5 B i# % ( post-ERCP pancreatitis,
PEP) : PEP JE467E ERCP AJ5 A AL ML VEM i L K
e WimE R TR LR 3 4%, R AR AR, 45T
SREAROK AN IR 0 SOE 2 ) e SR SRR
I, B M0 RE IR 2 A R I T A R 2 OE R
PRI < E A 00 R B 3R P O, AT O 4 e
AR AR o S AR ARS8 A TT A BRG] 09 3 2Pk
I 5 SR LA i 5 38 Y HY I 2 45 #R AR TS £
AL 2450 B T AR TE S i R AR AR Sk
FIEAE 28 < e PR 3 B A IR & A BT, R S A 4R T
A RARNECAE IR, 25 F DU AAEIR T, 10 T
TERIAY L 24l ORI B b 55 T
SEALIE B R CT B2 3 I I it g AR &
K BUJG SRV T LIARRE FAIGIT il A5

T IR bR

LAVEVT M 18 bR A 35 R 5 R IR % | St A
2 AL LRI TR AEA AT BT AR - 34 B
FARISMEN R @R 5 ERCP 1 B2 #5472 ] %
oo A RPN SR B 3 i PR i Eh R A J7
AT , BRI RO 48 b 45 2 ik + — 48 5L
S/ BTV G AL B R 3RS A8 A BBl 2% 1l IR
L FEVT A 458 bR AL 4 58 4 58 IR IT 1Y I ) B2

NGk

KT SPSS 22. 0 A HEATHE b, X Tt
GORL, R HBI (% ) BEAT A, SR R J7 K 56 L B4
[F] 22 5% , 5K H Logistic 1715977 VA5 #4774 Wr T & 16 A 2R
LN ST, P<0. 001 BB N R AZ HZ T

X T OB B AT A IE A 40 i, R ] Mean+SD
(B YU A, Z 41 R I ANOVA ]2 post-
hoc K50 s BHEALTF & IER 340, R M ik, 257
He %K | Mann-Whitney FRFIRGE . P<0. 05 TA 22
RAEGIFEL,

# =R

LAHEH — R 56 AR UHER H 18
ARG BAIE 108 fi, I AT 141 IR ERCP 4
AL F T 83 i, 4 25 Bl 4y (66.8+12.5) %
(20~90 %), BB EEFA A LmETXE
KRR (n=33) e T XEH KMUEA (n=
74) JHAE % Roux-en-Y M)A A (n=32) & Whipple
FAR(n=2), WHEBHEEZFRTXWE 1, A
HEH —BFOREILR 1,

2.ERCP #AER YR S i E] . 78 141 K B i E
#AJE ERCP #4E, 215+ 483/ iavn &
REJB N E R 89. 4% (126/141) , IHAE 4 45 1) i oh &
J 85.7% (108/126), Ifi IR & Th & K 75.2%
(106/141) , WFFEBAFI AR L& 2., 4 41535+
TR FL /MR W A b B TR 4350 A 100. 0%
(33/33) 87.8%(65/74) 84.4%(27/32) .1/2,4 4
B 22 A Geit2F 7 L (P=0.034) , 1 RHAS 345 iR i
4y 5 A 90.9% (30/33) . 83.1% ( 54/65) .
85.2%(23/27) 1/1,4 HW 2R LG I¥E X (P=
0.679) , — HSE AR A, J5 20697 1 D)
A N, 8 98. 1% (106/108) , 4 243 5 N
100. 0% (30/30) .96. 3% (52/54) .95. 7% (22/23) .
/1,4 HEZERTE 22 E L (P=0.280), 141 f
YK ERCP $AER 6] 9 (38. 5223.5) min, Hirrse [
BRI AR F 4 5 T 0B KRB AR )5 4l
Roux-en-Y W& AR JG2H . Whipple AR J& 2H 45 2 £ AE 1
I‘ﬁjﬁj\%Uﬂﬂ(ZT 5+16.2) min, (40.6%23.2) min,
(43.8+27.5) min F1(59.5£12.0) min, 2% B 51T
Y (P=0.011),

3.ERCP QT #RAENZS . 3R 2 R BE T
KEBVIBRA S 4 B T X B R VIBR AR5 41 R4
22 Roux-en-Y W5 ARG iRy BAE N A TG T —
FEWATL AN SCHRAE | TR AH SC R T4 S e
AR SZHRIH AR F40 R A R . Whipple AR J5 2
o1 R T AT B R RN B B IR 5] R R
(endoscopic nasobiliary drainage, ENBD) , 75 1 {5 Al
TCEERIRIA & 1 A E R,
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B1 ARBHEEETFAITREEA 1A, 51T XNFIHIIRA; 1B,
&, WA T EEAL L 60~70 em ; 1D Whipple A, W14 H BRI W) 4 40~

T E REIBRA W& HHEFLSk 30~50 em; 1C; Roux-en-Y )
60 cm

# 1 17 ERCP i B i A S B — B

WiH K ! FH KA DIRR tﬁﬂfﬁ%ﬁ%ﬂ@]&% Roux-en-Y W& Whipple A5 41 Pl
ARJG41(n=33) ARIG41(n=74) ARJF41(n=32) (n=2)
PESI (%) ] 0.324
5 25(75.8) 60(81.1) 22(68.8) 1(50.0)
z 8(24.2) 14(18.9) 10(31.2) 1(50.0)
AEI (%, Mean=SD) 65.9+10. 6 71.9+9.9 57.2+11.2 47.0+38.2 <0. 001
ERCP & [ #1( %) ]* -
EpsREeave) 7(21.2) 51(68.9) 18(56.3) 1(50.0)
JIH A He A 5(15.2) 6(8.1) 3(9.4) 0
SMERAE 2 8(24.2) 8(10.8) 6(18.8) 1(50.0)
JIE4E 58 2(6.1) 4(5.4) 2(6.3) 0
JilEE2S 0 3(4.1) 1(3.1) 0
JBR H g 2(6.1) 2(2.7) 0 0
PR 25 7 0 0 1(3.1) 0
JHF P IR HeAE 9(27.3) 0 1(3.1) 0

1 ERCP 384 N AT I IB A H 54 R ; * ERCP 38 I IE PR 24E ) (9 85 22 Ik 408k, R4S s P {E

ERCP#EE(n=141)

1 ¥
R EIS+ 5Tk 0=126)| |KIn=15)|
I

v v
[ B (0=108) | [Fei(n=18)——»
|

Y Y
|RIIE 2RI T (0=106) | | K (0=2) PTCD(n=35)

1 ERCP I8 4N BT IRALEE i 52 AR ; PTCD 4848 Je i 28 il i1
ERIRA
2 BB ERARET ERCP AIHFFE SR ERK

4. ERCP JF AT e A= R K44 Be B . H I iE

HHE ARG ERCP W Jf & & & 4 14.2%
(20/141) (£ 3) . PEP YRR AURAR 48 | 28 XHE X
FRRIT RS I . FLk G L NLIIT 53 o, 5
DAV 1k il R s b, B 8 E# R 54T ERCP
PR B BT R (16.9+7.9) d,

5.PEP R EMEZH R/t HmiEHEAEARG
2 PEP 1) & A KB BN, 78 B K &R o b PEP
e P 2405 4 (P<0. 001) i (P<0.001) 35
YEIHE R T 30 min (P<0.001) , £ K &40 H7 B s 4
YERFIE] KT 30 min (P =0.024,0R =0.356,95%CI ;
0.152~1.278) A H I iE E A AT PEP Bh 37 fE K
HE(FK4.5),
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xR2 BHWHBEEEAREHBE ERCP IHITIRIENE

i H K I X H KA K H = H KA R\oux-en-Y Whipple A J& 21
YIR ARG 4 (n=33) YIGARSG 4 (n=74) W& ARG (n=32) (n=2)

T AR R (%) ]

EST 9(13.6) 8(6.4) 6(17.1) 0

EPBD 3(4.5) 16(12.8) 2(5.7) 0

EPLBD 0 1(0.8) 0 0

EST+EPBD 5(7.6) 12(9.6) 1(2.9) 0
JHENEAE B 1] (%) ]

WOt A 0 0 1(2.9) 0

B 10(15.2) 33(26.4) 9(25.7) 1(50.0)

ERBD 12(18.2) 11(8.8) 5(14.3) 0

EMBE 1(1.5) 0 1(2.9) 0

ERPD 3(4.5) 3(2.4) 2(5.7) 0

ENBD 15(22.7) 38(30.4) 13(37.1) 1(50.0)
B EAAR (%) ] 3(4.5) 0 0 0
SCHBUR AR B (%) ] 3(4.5) 2(1.6) 3(8.6) 0
MR REA B (%) ] 2(3.0) 1(0.8) 1(2.9) 0

1 ERCP 38 2 N AT RIBE i AR ; EST 38+ 3852 WLUIFFA ; EPBD 4588 FEREEY 5K A ; EPLBD 88 F+ 38l k Kk
#Y kAR ; ERBD 45U R SZ 251 HiAR ; EMBE #8045 4 )8 0205 | A ; ERPD #8045 228 8 AR ; ENBD 45 B S LA 51 AR

%3 EIBETRAS L ERCP IFERHBL (%) (EHHAAREIN , RTLUE RS £ T H AL
— AL £ 0 A B L€ I B 3 0 7

o R e e MR a3 B R St R T B P A
AR ABIRARA 33 7212) 0 0 0 R TE X RENT RN B AR,
ENAEKTUBRAREH 74 7(9.5) 0 2(2.7) 0 %’%ﬁﬁ@ﬁ}%i‘i?‘é%ﬂ%E’\Jﬁfﬂ%?’iﬁi%ﬁ
oux-enY W14 ARSE 4L . \ . B} o i e
;@m;i;i 32?”” 22 2 S5 1158 KRB AR ERCP B A

S T e TR S5 20 LI T 70 HEAT V0I5, 36 68 B A4 S0 2
BRI TIPS FE 20 LS RIERT S R W TT
Wi K E AR A H 2 W& T+ 48 a S

30~50 cm, ERCP IR 50% ~92% "*'"' . Ay,
BAE H AR BT AR S R AR AT A
J-25 B AN & (B Braun W)4) 3% IR T P9 B8
VERMERE , Cicek %5 7 HH S AL 29% , Wu
S VU HERRA T v RIE U R, B AR AT
i1 Braun W4 F1R [Fl ARE , iR AT 34 3] 90%
M Roux-en-Y W& KW & ) %5 A fE 60 ~ 70 ¢m,
ERCP RIJHREBAIR (33% ~67%) 1 o Akt brifi
Whipple i &4 B8 WA [T Whipple F A& | i A#E (£
TR S WA ) K 40~60 cm, B2 1Y) A 18

SN0 7 NN 7B S e N e
I H RETIBRAR B 1 2B KEBVIER AR | Roux-en-
Y W& AR Whipple FAR JEBEAE Roux-en-Y H 5% 4%
K (Roux-en-Y gastric bypass, RYGB) JF#4H Roux-
en-Y JIFE 25 W) 4 AR4AE 2010 B2 ERCP 45 45
O T 2 0 1 PR A 8 L Sk A A A T I R
T8 95% VA b, 5e 258 MRS (TH BRIB S 4501 G2 i
RBE M B ) (9 12 5 T 7 859% LA 11, JE st LA 1
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i T DT T I 174 Pk A A4 T A U B A RE WS
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WEAR R 45 Bl I AF oK 9 B i o S 1 1
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x4 BHEEEAREEE PEP 0 HE N Logistic [B1J5 8K /it
SiH K% PEP Kt PEP SR
(n=123) (n=18) PE OR 95%CI

AR B (%) ] <0.001

<60 % 43(82.7) 9(17.3) 1

>60 % 80(89.9) 9(10.1) 0.209 0.199~1. 455
PESI (%) ] <0.001

5 93(86.1) 15(13.9) 1

& 30(90.9) 3(9.1) 0. 161 0. 168~2.289
SR (%) ] <0. 001

<30 min 62(91.2) 6(8.8) 0.197 0.174~1. 394

>30 min 61(83.6) 12(16.4) 1
W& 5= (%) ] 0. 002

g 1ms 26(78.8) 7(21.2) 1

Enms 67(90.5) 7(9.5) 0.388 0.124~1.215

Roux-en-Y W& 28(87.5) 4(12.5) 0. 531 0.139~2.025

Whipple AR J& 2(100.0) 0 <0. 001

T : PEP 182 N0 AT IRAEE 3 S A TR 4%

x5 BhHETEAEEHE PEP 0 HEE M Logistic M7

EASEvinii
£ PE OR {8 95%CI

AR

<60 % 1

>60 % 0. 142 0. 465 0. 168~1.292
PEI

3 1

7 0. 452 0. 603 0.161~2.256
eI ]

<30 min 0. 024 0. 356 0.152~1.278

>30 min 1

1 : PEP 48 £ N BE A TR IL A 18 S AR5 TR AR 48
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[, JC R A A5 i) ], Tk 2> PEP (19 % /E . Shah
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12%(16/129) ,AUFE BRI % 5 4] (42780 4 f5], FEAY 1
i) R 1 B i8R 3 9 R 4 L ZEAL 2
) FET- 1 ], T Shimatani %522 {5 F %5 B/ g 45
BT RIE R A RN 3. 4% (32/945)

¥R ERCP BB T &, I &1 F 5
N BE BRI AR | 4% %48 ERCP 3E NiIE, FT 40
W ARATHER W A A B AN F RIS LB
GORHIBA T AR T % H i RS AR 45 4
KA AR DU T e B0l Y A s A2 (4 1,
Z8) BErNNEE S (B N S ET AL )
RAHRE B BC A BRI 7 2, AR v o B I i 2,
BT LW, Bk & AR FLE I
RAE , Wb BT 15 AR BE A A B B AR
AT A T, PN 5 B U 34 6 bR e B A RE RS
Hiicsk ERCP #/Eid /e, A i — DA R IR e/ M
BE AL S5 B AL N B A S A T AR DG HR
RIS T N B R TR 7 28 I ERCP #3447
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1E, $& 15 ERCP $8AE LN BRI AOhE A LR
FIZIRZE A8 7 R A2 25 o
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