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One Case of Mucinous Ductal Ectasia Diagnosed with
Ultrathin Pancreatoscopy

Young Soo Moon, M.D, Jin Hong Kim, M.D., Sa Joon Hong, M.D.
Myung Ho Yoon, M.D., Han Keol Kang, M.D., Young Soo Kim, M.D.
Ki Baik Hahm, M.D. and Sung Won Cho, M.D.

Department of Gastroenterology, Ajou University School of Medicine, Suwon, Korea

Mucinous ductal ectasia(MDE) is a newly described entity of mucinous neoplasm
of pancreas with characteristic endoscopic and pancreatographic findings. It is
characterized by a patulous duodenal papilla extruding mucus and a pancreato-
gram showing dilatation with amorphous filling defects, communication of the
mass with the pancreatic duct. MDE is intraductal lesion consisting of dilated
“cystified” ducts lined by mucin-producing columnar cells. The lesion is usually lo-
cated in the head or uncinate process.

When the radiographic appearance of the ERCP cannot provide sufficient infor-
mation for definite diagnosis, additional endoscopic visualization is desirable. With
the advent of pancreatoscopy, an endoscopic procedure is now available that has
proven to enhance diagnostic accuracy. The 0.8-mm ultrathin pancreatoscope
allows macroscopic diagnosis under direct vision. Endoscopic sphincterotomy is not
required, and insertion into the pancreatic duct is feasible in most cases with the
aid of guidewires. Major indications are unclear filling defects on ERCP, strictures
of uncertain origin, and duct cut-offs. A limitation of this procedure are the lack
of angulation, insufficient illumination, fragility of endoscopic equipment, and
nonspecific findings. In addition, biopsy while directly viewing the lesion is impos-
sible at present.

We experienced one case of MDE who presented with the symptom of weight
loss. Ultrathin pancreatoscopy was useful for the direct visualization of pancreatic
duct in the differential diagnosis of filling defects of main pancreatic duct. (Kore-
an J Gastrointest Endosc 16;: 807 ~813, 1996)

Key Words: Pancreas, Mucinous ductal ectasia, Pancreatoscopy, Ultrathin pan-
creatoscopy
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A3 AAA AP ¥A4F(mucinous ductal
ectasia)® % FAE7 F2 LAYstn F
AR BA Y FaA Hol oste] wutez E
Hxlal 1~2cm =)0 A2 BEFE YEE
¥, dHe v|AY A9 AxE FAHY
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AAtsl GE3Eo, ArjTy #ede, W 29E,
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olatyE 4a: WY FA|o #Fxle HA Hekzt
3 ABE AL 3astgoyt BB FEop
TE 5 #EEHR Ak ojEy a4 Wt
< 120/70 mmHg, =¥t 643/8, &S
2031/%, A2 36.6°CE HFFE vlA ot
Aslo) Ak Ao AEtx) gk Foo
B flodon AR Fas wA=R g}
49 olshy HAAL TFLL Ao, AL
< FAANN e g FAHA g B
e Y=y #Hgsided Ee gz 7,
v 9 A E2) =% ggit

AN A I A A1 22 " i}
A W8T 5,000/mm®, 44 12.0gm/dl, 39
43 37.2%, 4% 209,000/mmiejgion] ¥
A A4s}s A4 total protein/albumin 7.0/
4.9gm/dL, total bilirubin 0.7 mg/dL, alka-
line phosphatase 57 U/L, AST/ALT 20/
12U/Leldle 8% amylase:= 123U/L4z,
F4xA2 2N24 AFP 2.29ng/ml, CEA
4.1 ng/mlgiem CA19-9¢ 42.3 U/dLoigic}.

YA W HAIY ZAL 4% BH 2 gvio B
¥ s g 294 AT FAole ol
27 gdiled, WAAH 289 A4 1.3x1.4
cme] M 2A Wirl A FHo A= 2
B 289 23 F AL AAFHe 44
AFEE FREA godth. WAAA 9894 A
Z29ed A F¥9 A% 9 Aeol deod
A A7 gasle] UF- He 2okg Bgow
Z4AE T A3 FUT Folx &9 A&
Ake}A] 2] ekskth(Fig. 1). OlympusAhAl 2174 0.8
mm<e] SojA HF W27 (Ultrathin pan-
creatoscope)}& ©|83t FHFY &4 A
F-Holl iy {FA] HAUo) HAo B Hole: F
HE T2 F3o] RYy AR 54 wHstE
debgick (Fig. 2). 2 39ellA MEA ZAe}
23 ARE AANFdod FAAEE HAEA
ket

R/ ZHLAU: FeAd WAAA 289 A
Abell Al FEEH A TR FAY o oY
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Fig. 1. ERP showed dilated branch ducts
with filling defects in the head por-
tion.

2R 229 fx=3 & A AW A&
Algstg ot o AT s A okt

& 2 B Aol Wi By W
A=A ¢kstod, WAAH 257 oA A F
Bo| eyl 1.3x1ldcm =719 34 wwlo]
A= Qgov) Wejsta AHAAMY AR AAde F
oo AR ¢kttt AL A FRNA A
P " 4~7Ae ¥yt Pylorus preserving
pancreaticoduodenectomy(f-F% RE A4
o] A& AAe)E AWsrt.

Z3 aA: FAFe] F419 2743 A4 AH
FAE AEe] Qlsiew, 54 F4
Sl A AiEet A4 A= A3 ¥
Mol ko] gl AHeo| AUt (Fig. 3).
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o] 438l Hxdln, guidewiredE M F F 5o
o4 AP HAAE A frEde gt
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b (Fig. 4-c). AT HAALS =] Ao
A efzl gte 2 & AR Fi= o] Fov,
S zod Ao o8 AAbr waube 497t sle
B2 Hrh b2 AolE 7] ¢3le] Qe|A SR
AR AR HAALE b (Fig. 4-d). AelxAA
& zasbAg AR AHE HBA)A LIS
235ty 714 F& AL dE XA BAZ
t} AR Gate] 715& VTR 35 mm ¥§F
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Fig. 4. Procedures for ultrathin pancreatoscopy.

b

a. Insert the guide catheter by passing it through the instrument channel of a duo-

denoscope.

b. Insert the guide catheter into the pancreatic duct using the same procedure as for

ERCP.

¢. Insert the ultrathin pancreatoscope into the pancreatic duct by passing it through the

guide catheter.

d. Following insertion into the pancreatic duct, use a syringe to rinse the opening of
the guide catheter with saline solution to confirm the field of view.
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ducing cystic tumors of the pancreas)®
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FA9 AYS RustHA Lo 2 /FE AA
sl HAA #Hid 4S5 (Mucinous Ductal
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cEAHe R, AW FAF L Ao I A
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Fig. 2. Ultrathin pancretoscopy revealed pale atrophic mucosa of the main pancreatic duct and
dilated orifice of branch duct with protein plugs.

Fig. 3. The microscopic findings showed hyperplasia of tall columnar epithelium and chronic
inflammatory changes in the duct which was markedly dilated and filled with mucin.
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