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= Abstract =

Evaluation of Corticosteroid and Oectreotide in the
Prevention of Post-ERCP Pancreatitis

Sun Young Yi - Kyung Eun Lee*

Department of Internal Medicine and Pharmacology,* Ewha Womans University, College of Medicine

Objectives : Pancreatitis is the most common and serious complication of diagnostic and the-
rapeutic ERCP. On the basis of several reports, corticostroid or octreotide might be effective in
this regard. The aim of this study was to determine whether the pharmacologic agents(stroid and
octreotide) prevent post-ERCP pancreatitis.

Methods : Patients received an intravenous infusion of hydrcortisone(100mg) and octreotide
(0.2mg bolus) in treated group Tmmediately before endoscopy. A total of 140 patients(73men
and 67 women, with an average age of 61.5 yr) who were scheduled to undergo diagnostic or
therapeutic ERCP. Nine patients were excluded from the final evaluation for incomplete records.
The remaining 131 patients, 61 in the treated group and 70 in the control group, were analyzed.

Results : The overall frequency of hyperamylasmia and pancreatitis were 33.6%(44/131) and
7.6%(10/131), respectively. The all pancreatitis were mild. There was no difference between the
groups with the incidence and severity of pancreatitis. The procedure-induced pancreatitis oc-
cured in 5 of 61(8.2%) patients treated with hydrocortisone and octreotide and 5 of 70(7.2%)
patients in the control group(p=ns). the groups were similar with regard to desmographic cha-
racteristics, type of procedure performed(diagnostic or therapeutic), the presence of
diverticulum, visualization of pancreatic duct. The only risk factor of ERCP-pancreatitis is the
visualization of pancreatic duct in both groups. v

Conclusion : Prophylactic administered corticosteroid and octreotide did not prevent of post-
ERCP pancreatitis. Pancreatic injury may be only related to maneuver of pancreatic duct.

KEY WORDS : Corticosteroid * Octrotide - Post-ERCP pancreatitis.
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Table 1. Baseline characteristics of the 131 patients

Demographic Control  Treatment P
characteristics group group  vdlue
Number 70 61
Age(mean+SD) 62116 61 %15 ns
Gender(M/F) 38/32 30/31 ns
Main indication of ERCP
Stone disease 50(71.4%) 43(70%) ns
Benign disease 58(82.8%) 51(83.6%) ns
Malignant disease  12(17.2%) 10(16.4%)  ns

Collection @ ewha



Table 2. Risk factors of procedure (ERCP)

Factors Control group (n=70) Treatment group (n=61) P value

Type of ERCP

Diagnostic 25(35.7%) 30(49.2%) ns

Therapeutic 45(64.3%) 31(50.8%) ns
Presence of diverticulum 29(41.4%) 19(31.1%) ns
Visugdlization of PD 23(32.8%) 27 (44.2%) ns
EST+stone removal 26(37.1%) 22(36.1%) ns
ENBD or ERBD 10(14.2%) 10(16.4%) ns

PD : pancreatic duct, EST : Endoscopic sphincterotomy, ENBD : endoscopic nasobiliary drainage

ERBD : endoscopic retrograde biliary drainage

Table 3. Occurrence of hypermamylasemia and cli-
nical pancreatitis in both groups

Table 4. Risk factors for both hyperamylasemia and
clinical pancreatitis after ERCP in control

Confrol Treatment
Grou rou
(n=7§) (?1=6§)) value
Hyperamylasemia  21(30%) 23(37.7%) ns
Clinical
pancreatitis ns
Mild 5(7.2%) 5(8.2%)
Moderate
Severe
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Patients with Pafients with

Risk factors hyper(om_élcsemio p(;::}lgl:;i;lﬁ s
n=21) (n=5)
Visualization of PD
Yes 11(47.8%) 2( 9.1%)
No 10(21.3%) 3( 6.4%)
P value 0.023 ns
ERCP
Diagnostic 9(36.0%) 3(12.5%)
Therapeutic 12(26.7%) 2( 4.4%)
p value ns ns
ENBD
Yes 1(10%) 1(011.4%)
No 20(33.3%) 4( 6.7%)
p value ns ns
Diverticulum
Yes 10(34.5%) T( 3.6%)
No 11(26.8%) 4( 9.8%)
p value ns ns

PD : pancreatic duct
ENBD : endoscopic nasobiliary drainage

golxkg WeltH(Table 4 and 5).
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Table 5. Risk factors for both hyperamylasemia and
clinical pancreatitis after ERCP in treatment

group
Patients with ~ © afents wih
Risk factors Hyperamylasemia Cllnlccﬂ‘
(n=23) Poncr_echﬂs
(n=5)
Visualization of PD
Yes 15(565.6%) 2( 7.4%)
No 8(23.5%) 3( 8.8%)
p vaiue 0.01 ns
ERCP
diagnostic 14(46.2%) 3(10.0%)
therapeutic 9(29.9%) 2( 6.5%)
p value ns ns
ENBD
yes 3(30.0%) 2(20%)
no 20(39.2%) 3( 5.9%)
P value ns ns
Diverticulum
yes 4(21.1%) 1( 53%)
no 19(45.2%) 4( 9.5%)
p-vaiue ns ns
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PD : pancreatic duct
ENBD : endoscopic nasobiliary drainage
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