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HAFeyiEFE I X o /£ EUS-PDD 7 & ° 48 # trans-papillary/trans- anastomosis » ¥4 transluminal
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RAfHEA | NIRIEAE R (Endoscopic ultrasound)
AR 1T I4EAERRE S, (Endoscopic retrograde cholangio-pancreatography)
fE&5(57% (Biliary duct drainage)
fEE 557 (Pancreatic duct drainage)
AEREESZ 28 (Biliary and Pancreatic duct stent)

B R BCEME MBI THZERIR A IR
BT B E 5% 52 (&% ERCP - endoscopic
retrograde cholangopancreatography) 3175 [ &r
BB SRR o piTER A5 90% DL E - AR
KREH 3-5% Hyim A & [RIIEE 2 28w - #2855
FEE - B b A R R S B T S
HELLERCP HETTH T » fEEMMIRA L K28
5 3% (percutaneous transhepatic biliary drainage,
PTBD) J Fiiji& 59 —IH ¥ - PTBD 1#jiiit %
HIRR I ke GF 2 HE » AHAI » WA 2 e S Mo e
%2 NI (EUS) 85 [ FrINEBEEs 1k

Ji Fy ERCP 3L Bl i s - BR T PTBD B¢ 1l
Sy —HEER - KB E RN R SRR T
(Rendezvous method) » EUS &5 [ FAYIEEGES [Tk
(R B SR ] 2 75-100% KB R 34« 3
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guided biliary drainage, EUS-BD)

73N

EUS-guided BD 44 fif DL~ = #8 £k A 77 5
R H R —TE s — - HEERIEBEE LR

WA FIAE WIUE BT ELEARE 5K EH R ARREA R T AIE T B &



W8 P9 AL 185

(transluminal BD) - 44%% choledocoduodenostomy
(EUS-CDS) and hepatico- gastrostomy (EUS-HGS)
— ~ Ry 5 = (Rendezvous method, EUS-RV)
=~ Wi E I (EUS) 5 [ FIET T2 (=
W) & B ) BINEHGE S 1R (CRERIEREGIHEE
%) (EUS-antegrade drainage, EUS-AG or EUS-
antegrade stenting) -

—  EREIBERESNR
1E EUS 5 [R - fEHHIEF (Fine needle » £

B— : RIBRBERESI NRESIR - EEichalkE
BHISIR - 1. ZIFEERBE”EISIR (EUS-
HGS)- 2. fRiEE R+ BB KK BRI SR

#% 19gauge) » gt JJ (needle knife) Y cystotome/
fistulotome #% | i B K ETTIEE 220 - #23%
T S R T A e o T A MBS Rl HE B s
T o IR1RER (Quidewire) FEZR RIS A BT -
R IR RIEER o &85 T i R
(bougie dilator) » $ 7] - $@ Bk stent retriever o
R AENEE e H e E R IR (fistula) B L
R(BEBSER) EITIEE SR - LAg TR
AR RERYEE - AR/ IEE B B AR 5 [ Ky
EUS-HGS - fE#EIEE K+ 3B IEEIREL RIS |
i HIIfE By EUS-CDS o [@/~AnpiE— ° -

~ - A5 (Rendezvous method)
EEUSEG[F » A[{EH &+ 515 #E
KRR IINEE - RRFE AT MEr - &1 T80
cystotome/fistulotome R HETT @S 22l - & TE
S ERRZ T - 35k (Quidewire) A% 22 I B E A B
B PH ZE i e HLZE A A HRIGHES - BBk
EUS JZ2 gt Rt T FR I8 & L Al B
EARE R FLZEAE - B Al B I EER (snare) Bt
+ (forcep) $IVE < BT E AV RAIG 7 A P 8 6
17—y ERCP B Bl B i 5 vk 22 i 7L 258
HRL BT — i AR NEE s G EUS-RV
A5 EFRIIEE B S s 2RI R - oM
B ZER S 53 Tyt (push, long position) k2417 (pull,
short position) FfEARSE A=t o AT RER—°

(EUS-CDS) o
IHBD EHBD

Scope position Straight Push (long) Pull (short)
Schema
Puncture sile Stomach D1 D2
Scope stability Stable Stable Unstable
Neadle maneuverability Easy Difficult Normal
Diameter of bile duct Small Large Large
Needle direction Ampulla Hepatic hilar Ampulla
Distance to papilla Long Shan Very shont

IHBD intra hepatic bile duct, EHBD extra hepatic bile duct, DJ duodenal bulbs, D2 2nd portion of the duodenum
B : ARREERES| NHIESIA - BEaYS5IN (Rendezvous method) BIELER o
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T8 K =l i OB Y - i R U (EUS) |
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(EUS -AG) 2 — & #Eny = - ARG EE
B [ (EUS-CDS or EUS-HGS) RIS mAImes Al

B NEE LB I I RE A - B 2%
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&— ! £ ERCP &L WiRiR
HUTIRETIZ
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IAccessib!e papilla?\

Yes Ej No
i Either g

EUS-RV e Failed --»e-—- Failed - EUS-AG

i
PTBD

or
Surgery e

Failed
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R TR I 5 [ M 2% B i 2 — 20 BRIk A YR AE
DFREE - AR —° -

EUS-BD YA S AL AR SEAAC & Al 85
WA ARG IEREEILDIRERG 5 B iR S
H R A AN R R AR TIEE S [ -

#5E (outcome)®

T Y — TR AR 53 BT (systemic review)
AR T P S R T [ Y N S | R A
B DIFfliakzh=R (technical success rate, TSR)
SERNHFRG [FiThiE (functional success rate, FSR)
AREHAL o REGHEAE 42 ST - 1192 R A - H
40 fERFSEHT2E] TSR & FSR » 2 {ERf5EEH
fEE] TSR -

— BIpEiER

TSR: 94.71% (1129/1192)

FSR: 91.66% (989/1079)

oy 5E kB 22 : TSR: 94.55% (555/587)
FSR: 92.49% (468/506) » ELIEfkZe : TSR: 95.77%
(68/71) » FSR: 82.26% (51/62) - BB 41 -
FSR: 98.24% » &J&~7%1 : FSR: 94.51%

- BEE#EBEES 5| (EUS-transluminal
drainage)
TSR: 95.68% (409/532)
FSR: 90.32% (401/444)

« B3R5 (Rendezvous method):
TSR: 89.66% (104/116) » FSR: 100% (18/18)

I« NiREEAE R (EUS) B5| FIEIT#AEFL3R (B
EFMMERE ) RORERRES|R (EUS-AG)
TSR: 91.3% (43/46) » FSR: 100% (10/10)

}381iE (Adverse events)®

HORE Y O 35 RE £ 23.32% (278/1192) -
Hh i LY BF 28 O HE 1T (4.03%) H?(Jr%{ﬂ
(4.03%) - fEEBTESR, (pneumoperitonum) (3.02%) -

A (%14(268%) IE & R (2.43%) - HE K
TR (1.519%) B¢ 7R 2% (1.26%) - HL Al 20 B B
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B LS ST 2N FE (1.09%) - BT 2E)E (biloma)
(0.59%) - Ji gk 2% (0.5%) - & K& (0.34%) - B I
JiE (0.17%) Jr HAh A FLE OF 8% 5E - i ik I fF
22 R0 27 L (0.5%) Je B I diE (0.34%) - &S
111 5 FH AR B AR B Y 26 1 3R KK By 0.5% - B
SIS - BEREEEE S TOFRIER 24.41%
(114/467) » H:r EUS-CDS 5 21.83% (43/197)
EUS-HGS Jy 25% (46/184) - Wi MR » [ He
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(BHREFMTWI AR ) BIIEBEES 3R (EUS-AG) Ky
33.33% (2/6) -

LR ZERF5|7% (PTBD) vs iR SR
BRES| TAIAEES] A (EUS-BD)
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(EUS-guided pancreatic duct drain-
age, EUS-PDD)
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(A) (B)

B gk 22 R /B B 1/ g W) & (trans-
papillary/trans-anastomosis) i & B s - HAH
o XHRAIEBRE B/ Tl &g o B
19 32 28R b B CAE /NG B AT 130T O 67 2 B
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) - hedelE (2 i1 ) SeHAth D ROFEIE
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Endoscopic Ultrasound-guided Biliary and
Pancreatic Duct Drainage

Mu-Hsien Lee, and Nai-Jen Liu

Dept. of Gastroenterology & Hepatology, Linkou Chang Gung Memorial Hospital

EUS-guided cholangio-pancreatic intervention is safe, efficacious, and a viable alternative to PTC or surgery in
failed ERCP. The overall technical and clinical success rates are around 90% for biliary tree and 70% for pancreatic
duct drainage. The overall EUS-CP complication rate was around 15%. Most of the complications are minor.
However, severe complications can be encountered during pancreatic drainage. EUS-BD and PTBD appear to
provide comparable efficacy, but EUS-BD may offer more safety and successful rate. In EUS-BD, there are diffident
methods and procedures according to surgically altered anatomy and endoscopically accessible ampulla. In EUS-
PDD, relative to trans-papillary or trans-anastomotic stents, trans- luminal stents are at a higher risk of stent migration
and resultant leakage of pancreatic fluids. EUS-guided cholangio-pancreatic intervention is technical challenge and
should be performed by an experienced endoscopist skilled in both EUS and ERCP. The indications and methods
are not standard yet and need more pro-specific study to improve the methods/procedures and instruments. (J Intern

Med Taiwan 2016; 27: 184-189)





