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1 HASHAYEHWME. 32HgonpoTtes npegHasHayeH ANs 3HAOCKOMUMYECKOro U
OTKPbITOFO0 WUHTPaonepauroHHOr0 CTEHTUPOBaHNSA MaHKpeaTUYecknX MpPoTOKOB
MNOMKENYAOYHOW Kenesbl MNpU  NIEYEHUM XPOHUYECKOrO MNaHKpeatuta W
MCNONb3YEeTCA B 3HAOCKOMUYECKMX W XUPYPrUYECKUX OTAENEHUAX KIUHUK K
60MbHML,

2. OCHOBHbIE TEXHP1IYECKNE XAPAKTEPUNCTUKW.

3H,£|,0|'IpOTe3 n3rotTaBMBaeTCA PEHTTEHOKOHTPACTHbLIM.

SHAONPOTE3 U3roTaBMBAETCA U3 TEPMONIACTUYHOIO MOSIMMEPHOIO
mMartepviana B BUAE N30MHYTOro Tpy64aToro afniemeHTa. BapyaHTbl UCMOMHEHWIA: :
ACIMXK- 3F; 3CIMXK-5E; 3CIMK- 7F; 3CIMK-8F; 3CIMK- 9F; 3CIMK-10F;
ACIMXK- 11F (c Hapy>kHbIM AgrameTpoM Mo PpeHyy).

OCHOBHbIe pasmMmepbl npuBeaeHbl B Ta6n|/|u,e.

3MEKTPOHHAS KOMUS OGOPMAEHA LIEHTPOM WCTILITAHUF 1 PETHCTPALIMH METMLIMHCKUX U3REMM
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Summary

The role of endoscopic therapy in the
management of pancreatic diseases is
continuously evolving; at present, most
pathological conditions of the pancreas are
successfully treated by endoscopic retrograde
cholangiopancreatography (ERCP), endoscopic
ultrasound (EUS) or both. Endoscopic
placement of stents has played and still plays
a major role in the treatment of chronic
pancreatitis, pseudocysts, pancreas divisum,
main pancreatic duct injuries, pancreatic
fistulae, complications of acute pancreatitis,
recurrent idiopathic pancreatitis and in the
prevention of post-ERCP pancreatitis. These
stents are currently routinely placed to reduce
intraductal hypertension, bypass obstructing
stones, restore lumen patency in cases with
dominant, symptomatic strictures, seal main
pancreatic duct disruption, drain pseudocysts
or fluid collections, treat symptomatic major
or minor papilla sphincter stenosis, and
prevent procedure-induced acute pancreatitis.
The present review aims at updating and
discussing techniques, indications and results
of endoscopic pancreatic duct stent placement
in acute and chronic inflammatory diseases of
the pancreas.

The role of endoscopic therapy in the
management of pancreatic diseases is
continuously evolving; at present, most
pathological conditions of the pancreas are
successfully treated by endoscopic retrograde
cholangiopancreatography (ERCP), endoscopic

ultrasound (EUS) or both. On the assumption
that intraductal hypertension caused by
obstructive lesions of the main pancreatic
duct (MPD) is one cause of the pain often
present in either chronic or acute pancreatic
diseases, stent insertion beyond the
obstruction to decompress the hypertension
has a pivotal role in their therapeutic
management.

Endoscopic placement of stents has played
and still plays a major role in the treatment of
chronic pancreatitis, pseudocysts, pancreas
divisum, main pancreatic duct injuries,
pancreatic fistulae, complications of acute
pancreatitis, recurrent idiopathic pancreatitis,
and in the prevention of post-ERCP
pancreatitis. Stents are currently routinely
placed toreduce intraductal hypertension,
bypass obstructing stones, restore lumen
patency in cases with dominant, symptomatic
strictures, seal main pancreatic  duct
disruption, drain pseudocysts or fluid
collections, treat symptomatic major or minor
papilla sphincter stenosis, and prevent
procedure-induced acute pancreatitis.

The present review aims at updating and
discussing the role of endoscopic pancreatic
duct stent placement in benign acute and
chronic diseases of the pancreas.

Technique of Stent Placement and
Drainage

Pancreal/ic Ductal System

The techniqgue employed for placing
pancreatic stents is similar to that used to
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which do not create an obvious bulge and the
most favorable site of puncture, to accurately
define the characteristics of the intracystic
fluid and to minimize the risk of bleeding by
avoidance of wall varices and other vascular
structures. The echoendoscope can be used
only to localize the collection in relationship
to surrounding structures and endoscopic
landmarks or to directly drain the pseudocyst
[4].

Stents are left in place until there is
radiological evidence that the pseudocyst has
resolved, typically after 1to 4 months.

Stent Placement in Chronic Pancreatitis

In chronic pancreatitis the MPD may be
partially occluded by strictures or stones; the
rise of intraductal pressure in the ductal
segment above the obstruction causes dilation
and obstructive pain. Pancreatic intraductal
hypertension occurs regardless of the etiology
and whether or not the MPD is dilated; ductal
and interstitial hypertension, together with
reduced acinar blood flow, may further
contribute to the formation of fibrosis and
progression towards more severe damage [5].
Removing the barriers to the outflow of the
pancreatic juice may relieve chronic pain or
exacerbate  the chronic pancreatitis.
Obstruction-related reduced outflow of
pancreatic juice into the duodenum may also
cause maldigestion of nutrients even in cases
with still conserved pancreatic enzyme
secretion, or worsening of maldigestion
already present in advanced cases.

Although pancreatic ductal strictures can be
treated by catheter or balloon dilation alone, a
stent has usually has to be inserted because
stricture relapse is commonplace. The
insertion of a stent beyond the ductal
blockage achieves lasting relief of the
intraductal hypertension and subsequent pain
and possible maldigestion, also restoring the
lumen patency, by dilating the stricture. If a
IOF stent or larger is used, the patient
generally requires sphincterotomy of both the
pancreatic and the biliary segments of the
sphincter, followed by stricture dilation.

The presence of both obstruction and ductal
dilation is vital for predicting which patients
are most likely to benefit from stricture
therapy; the best candidates for stenting are
those with a distal stricture and upstream
dilation.

Most investigators consider endoscopic
management to be the preferred interventional
approach for chronic pancreatitis in patients
selected on the basis of anatomical changes
caused by the disease; endoscopic treatment is
generally safe, minimally invasive, can be
repeated and does not interfere with eventual
surgery [6]. Other investigators, however,
found surgery superior to endotherapy for
long-term pain reduction. Dite et al. [7], in a
prospective randomized trial comparing
endoscopic and surgical therapy for chronic,
painful, obstructive pancreatitis, reported
complete resolution of pain at the five-year
follow-up in 37% of patients after surgery and
in 14% of those after endotherapy; short-term
results were similar in the two groups.

The technical success of endoscopic stricture
manipulation can range from 80 to 100% of
patients with or without prior pancreatic
sphincterotomy. In  chronic  pancreatitis
patients with dominant stricture, pain relief
was obtained in 52-95% of cases over a
follow-up ranging from 8 to 72 months [8, 9,
10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21].
Stenting was also associated with weight gain
and fewer hospital visits. Good clinical
outcomes were related to cessation of alcohol
consumption and/or smoking [16]. Early
complications were reported in about 17% of
cases and were related mainly to pancreatic
and/or biliaiy sphincterotomy, stent clogging
(juice infection) and inward migration.

It is not clear how long stents should best be
left in place. On the average, although the
plastic IOF stents are thought to remain
clinically patent for a year, they are generally
removed and replaced every 6-9 months. In
fact, stent dysfunction leading to pancreatitis,
recurrent pain or infection can occur before
the scheduled exchange time in about half the
cases; therefore, repeated stent exchange is
required in the long term. This may make it
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