HRER

Y7 LF VEMYAF Iy 2 MRCPIC X 5 EEIHE WIS 02 W

ARFREE T

INBER RS

Secretin-stimulating MRCP:
The Diagnosis of Pancreaticobiliary Reflux

Utaroh Motosugi, Tomoaki Ichikawa
and Tsutomu Araki

Pancreaticobiliary maljunction is a clinically important con-
dition that may cause the occurrence of biliary malignan-
cies. It is widely accepted that continuous reflux of the
pancreatic juice into the common bile duct (CBD) and/or
gallbladder is essential as an etiology of biliary malignan-
cies. It has been also mentioned that reflux of the pancre-
atic juice into the CBD/gallbladder is observed regardless
of the presence of pancreaticobiliary maljunction. Secretin-
stimulating MRCP may demonstrate not only outflow of the
pancreatic juice to the duodenum but also the phenomenon
of reflux of the pancreatic juice into the CBD/gallbladder
as enlargement of the CBD/gallbladder. We investigated
whether secretin-stimulating MRCP can diagnose
pancreaticobiliary reflux.
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Fig. 1 This case was morphologically proved to be pancreaticobiliary maljunction. Secretin-stimulating MRCP was obtained 15 sec-
onds, 5 minutes, and 9 minutes after the injection of secretin. Enlargement of the gallbladder is clearly demonstrated.

Table 1 EC Group: findings of ERCP and
SMRCP vs. endoscopic criteria

ERCP* SMRCP*

i - + -
|
Endoscopic + 3 1 3 1

i Criteria* (n=14) 0 10 1 9

SMRCP: secretin-stimulating MRCP
#: "ERCP +" means morphologically proved pancreaticobiliary
maljunction. “SMRCP +” means that enlargement of GB or CBD was

observed. Endoscopic criteria was adopted as a gold standard of

pancreatobiliary maljunction.
**: This case was believed the functional pancreaticobiliary maljunction.
##%: This case had severe chronic cholecystiti, so that was considered

the reason of false negative on SMRCP.
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Table 2 ERCP Alone Group:
findings of ERCP and SMRCP

SMRCP ‘

[ N " |
| ERCP ’

BULRECH R & —H L7z745(Table 1, Fig. 1), ERCP& ®
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BMEFEEEZONT. £ 7 LF 2 MRCPEECEDA—E
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%) ELEETdH - 72 (Table 2).
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