5531 3% 45 9 ) FERERE Vol. 31 No. 9
2025 49 A China Journal of Endoscopy Sep. 2025

DOI: 10.12235/E20240676
XERES : 1007-1989 (2025) 09-0048-07

FFPRTE PR 4 AE X MR A TTIRIE B IE R A
| B E RS R =2 I

AR, BRAS, AT, EAS, Fae

[1.8XTFEARER (MILAFEFKRWES —ER LESK) LT@BAE, #T 4% 3123005
QAXTLEEANRER (I AF¥EFRMEEF _ER LELSK) ZEEFA, #iT F2% 312300;
BHEZHETE-ARER FFREBENF, Lh =% 2220005
4, AR AFWERFER BEERFL, i 200120]

TEZE: BN T ITMR MEAFAEA BT AT IR AR R R (ERCP) BAEfLE G E W Hra, ik =M
PESHT 2023 4 6 A —2024 5 4 A TiZ 5247 ERCP 8 47 69 800 4] & & o 6 JRFHE, ST I NAL T E LA fe it
ok 1) AREE (n=544); 2) B (n=120); 3) BT, FREAE (n=96); 4) ¥, B REA
(n=40), PTHMANBEFTERCPBAEN, YMAFEIEIGE 7 kT 46, AREIREREE R R LA B
WHE . PR BRI ROATHAGEEHAR [FLHEAR (DGT) I kELMAMAR (PST) ], 32
FHEE RN R F AR L EFHN., ER RSP IES X PREARERTEE 7 &, 4ARADEH
B A 79.96% (435/544) . 69.17% (83/120) . 72.92% (70/96) #= 65.00% (26/40), %7 H %t F & L
(¥ =10.90, P=0.012); 4B XHEEF E 55 F: 18.01% (98/544), 27.50% (33/120)., 27.08% (26/96) Fa
30.00% (12/40), EZFA LT FENL (¥ =1041, P=0.015), 5P, 4404 A DCTHEE N5 H
11.95% (65/544) . 15.83% (19/120). 12.50% (12/96) #220.00% (8/40), DGT ¥ M ¥ R ks, 2%
ARG FEL (=696, P=0.073), BH@EF, 4204 APSTHEEHH A 6.07% (33/544) . 11.67%
(14/120) . 14.58% (14/96) #=10.00% (4/40), PSTHEE R Famix, ZF LA FEL (¥ =5.54,
P=0.136). 1690 £H4E R T HBIEERR, DCTAAPSTAERAFESH H: 94.23% (98/104) F289.23%
(58/65), BmHEMAE, 2FA%TFEL (¥ =1950, P=0.021), BXEREHEF 2 ERCP KGRIk
% (PEP) ZAZRWR G TARMERETIHEM, £2F AT FEL [1834% (31/169) F22.61% (16/614),
X =58.64, P=0.000], DGT 85 PST 2864 PEP X £ 5 A 4. 21.15% (22/104) #213.85% (9/65), £F %
HtFEL (¥ =117, P=0279), &t WREMBAEY AT HE R E, REHEAMS AR EREGE
BAEY, BEAEEESEADGT A PSTH, &% PEP K4,

KR . ABEEATRIEERYAR (ERCP) ; BAEIREEE ; XFLHEK (DGT) ; SLAFELYMIAITR
(PST) 5 FFMe BLAF4E

FESTES : R657.4

Impact of hepatopancreatic ampulla features on difficult bile duct
catheterization during endoscopic retrograde
cholangiopancreatography

Cai Xiaoni', Shao Jinhai’, Liu Fei’, Yang Yulong®, Zhang Luting'
[1.Department of General Surgery, Shangyu People’ s Hospital of Shaoxing (The Second Affiliated

Wik H 39T 2024-11-09
[ WlEEH Iiﬁnﬁ'ﬁﬁ, E-mail: surgeonzhang1016@outlook.com

e 48 -



HUNJE, A IR A X BT THRIEAS S 5 A PRI RS ) 52 )

Hospital of Zhejiang University Medical College Hospital), Shaoxing, Zhejiang 312300, China,
2.Department of Intensive Care Unit, Shangyu People’ s Hospital of Shaoxing (The Second Affiliated
Hospital of Zhejiang University Medical College Hospital), Shaoxing, Zhejiang 312300, China;
3.Department of Hepatobiliary and Pancreatic Surgery, the First People’ s Hospital of Lianyungang,

Lianyungang, Jiangsu 222000, China, 4.Cholelithiasis Center, Tongji University
Affiliated Shanghai East Hospital, Shanghai 200120, China]

Abstract: Objective To investigate the impact of hepatopancreatic ampulla features on difficult biliary

cannulation during endoscopic retrograde cholangiopancreatography (ERCP). Methods A retrospective analysis

was conducted on 800 patients who underwent ERCP from June 2023 to April 2024. Hepatopancreatic ampullary

features were categorized endoscopically into four types: 1) Non-protruding (n = 544); 2) Protruding (n = 120); 3)

Diverticula or mucosal folds (n = 96); 4) Tortuosity or tumor involvement (n = 40). Standard biliary cannulation was

initiated in all cases, with failure defined as difficult cannulation. Advanced cannulation techniques were employed

for all difficult cannulation cases [double-guidewire technique (DGT) or precutsphincterotomy (PST)]. Success rates

and procedural complications were recorded. Results Standard biliary cannulation outcomes, success rates 79.96%
(435/544) in non-protruding vs. 69.17% (83/120) in protruding, 72.92% (70/96) in diverticula or mucosal folds, and
65.00% (26/40) in tortuosity or tumor groups (y° = 10.90, P = 0.012); Difficult cannulation rates 18.01% (98/544) in
non-protruding vs. 27.50% (33/120) in protruding, 27.08% (26/96) in diverticula or mucosal folds, and 30.00% (12/
40) in tortuosity or tumor groups (x° = 10.41, P=0.015). In the subgroups, the rates of DGT intubation in the four
groups were 11.95% (65/544), 15.83% (19/120), 12.50% (12/96), and 20.00% (8/40), respectively. There was no
statistically significant difference in the success rate of DGT intubation between the groups (x* = 6.96, P =0.073).
In the subgroups, the PST intubation rates were 6.07% (33/544), 11.67% (14/120), 14.58% (14/96), and 10.00%

(4/40), respectively. There was no statistically significant difference in the success rate of PST intubation between

the groups (x> = 5.54, P =0.136). Advanced cannulation techniques were used in 169 patients, DGT success rates of
94.23% (98/104) vs. PST at 89.23% (58/65) (> =19.50, P=0.021) ; PEP incidence 18.34% (31/169) in difficult
cannulation vs. 2.61% (16/614) in standard group (i = 58.64, P = 0.000) ; No significant difference in PEP between
DGT (21.25%) and PST (13.85%) groups (x*=1.17, P=0.279). Conclusion Hepatopancreatic ampulla features

influences biliary cannulation success. Non-protruding ampullae demonstrate optimal outcomes with standard

techniques. Notably, DGT and PST are associated with elevated PEP risks in difficult cannulation.

Keywords: endoscopic retrograde cholangiopancreatography (ERCP); bile duct intubation; double-guidewire

technique; precutsphincterotomy; hepatopancreatic ampulla features
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Table 2 Comparison of admission diagnosis in four groups n (%)
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Table 3 Comparison of biliary intubation conditions in four groups n (%)
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