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Pancreatic Sphincter of Oddi Dysfunction
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Fig. 1. Contrast-enhanced CT finding of the patient. Pancreas was
normal looking without edema, peripancreatic infiltration, or fluid
collection.
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Fig. 3. Sphincter of Oddi manometry finding. Basal pressure of
pancreatic sphincter was higher than 40 mmHg, which was diag-
nostic of sphincter of Oddi dysfunction. Frequent tonic con-
tractions were seen. The highest altitude was 502 mmHg.
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Fig. 2. Endoscopic retrograde cho-
langiopancreatography findings. (A)
Major duodenal papilla looked
normal. (B) Pancreatogram showed
unremarkable finding. (C) Sphinc-
ter of Oddi manometry was per-
formed with a catheter placed in-
side the main pancreatic duct. (D)
After withdrawal of the manome-
try device, pancreatic stent (SFr 3
cm) was placed.
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Fig. 4. Endoscopic treatment with
pancreatic sphincterotomy. (A) Using
a pull-type papillotome, pancreatic
sphincter was cut. (B) Pancreatic
duct orifice was exposed after
pancreatic sphincterotomy.
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