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Needle-knife papillotomy of a choledochocele: a safe solution for
a technically challenging dilemma
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When present, a type III choledochal cyst or choledo-
chocele can obscure the papillary orifice, making biliary
cannulation during ERCP exceedingly difficult. We present
a novel needle-knife papillotomy technique to achieve
biliary access in the presence of a choledochocele.
CASE PRESENTATION

A 79-year-old woman was transferred to our hospital
with choledocholithiasis and abnormal liver tests (total bili-
rubin 4.5 mg/dL, aspartate aminotransferase 223 units/L,
alanine aminotransferase 251 units/L, and alkaline phos-
phatase of 115 units/L). The initial attempt at ERCP was un-
successful because of a large, obstructing subepithelial
mass at the major papilla obscuring visualization of the
papillary orifice (Fig. 1). This procedure was aborted, and
the patient was referred for an MRCP, which revealed a
cystic mass (21 � 27 mm) extending from the common
bile duct in the duodenal lumen, consistent with a type
A choledochocele (Fig. 2). She subsequently underwent
EUS and a second attempt at ERCP.

The initial attempt at traditional biliary cannulation with
a sphincterotome (Boston Scientific, Marlborough, Mass,
ndoscopic view of the major papilla with a large choledocho-
ng the papillary orifice.
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USA) was unsuccessful. Using a needle knife (Boston Sci-
entific; ERBE USA, Marietta, Ga, USA) with the free-hand
technique (ERBE ENDO CUT I Effect 2, Cut duration 2,
Cut interval 3; ERBE USA), we performed fenestration of
the cyst measuring approximately 25 mm in length with
immediate release of bile and decompression of the cyst.
Successful biliary cannulation was achieved via the fenes-
trated choledochocele. Contrast was noted as filling the
biliary cyst and bile ducts (Fig. 3). Balloon sweeps of the
main bile duct expressed stones and debris, and a plastic
transpapillary stent (10F � 7 cm) was placed. The patient
later underwent cholecystectomy and returned for follow-
up ERCP; cholangioscopy and intracystic biopsy samples
were negative for dysplasia or neoplasm.
DISCUSSION

Choledochal cysts are characterized by anomalous dila-
tations of the extrahepatic or intrahepatic biliary system
and are classified based on site, shape, and extent of biliary
tree involvement.1-3 Although rare, these cysts are clinically
Figure 2. T2-weighted MRI sequence displaying a large choledochocele
protruding into the duodenal lumen.
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Figure 3. Cholangiogram displaying filling of the choledochocele in the
distal common bile duct.
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significant because they carry an appreciable lifetime risk
for malignancy, and surgical excision is generally recom-
mended.3-5

A type III choledochal cyst is a cystic dilatation of the
distal common bile duct that is confined to the wall of
the duodenum (intraduodenal) and protrudes into the
duodenal lumen.3,6 Termed “choledochocele” by Wheeler
in 1940,7 this subtype is considered the least common of
choledochal cysts and represents less than 5% of all
reported cysts.6,7

Choledochoceles are often discovered incidentally. Howev-
er, when symptomatic, themost common clinical presentation
is acute pancreatitis, comprising 38% to 70% of presenta-
tions.3,6 Primary choledocholithiasis or cystolithiasis is also
commonly described as resulting from the accumulation of
stones and debris within the cyst or intracystic biliary stasis,
which contributes to stone formation in approximately 20%
of cases.6 Compared with other types of choledochal cysts,
choledochoceles are less commonly associated with jaundice
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or cholangitis.6 Choledochoceles have an extremely low risk
of malignancy, but neoplasms within these lesions have been
reported, with an approximate risk of 2% to 2.5%.
Concurrent ampullary carcinoma, periampullary carcinoma,
or cholangiocarcinoma have also been reported.5,6 The
necessity and duration of endoscopic surveillance are
unknown.8

Because of the exceedingly low risk for malignancy,
endoscopic sphincterotomy and surveillance is an accept-
able treatment strategy and is generally recommended
over formal excision.5 Novel endoscopic therapies have
been described, and, in cases in which the biliary orifice
is obscured, needle-knife papillotomy provides a safe and
effective therapy for the drainage of choledochoceles and
access to the bile duct.
DISCLOSURE

All authors disclosed no financial relationships.

REFERENCES

1. Alonso-Lej F, Rever WB, Pessagno DJ. Congenital choledochal cyst, with
a report of 2, and an analysis of 94, cases. Int Abstr Surg 1959;108:1-30.

2. Todani T, Watanabe Y, Narusue M, et al. Congenital bile duct cysts: clas-
sification, operative procedures, and review of thirty-seven cases
including cancer arising from choledochal cyst. Am J Surg 1977;134:
263-9.

3. Zyromski NJ. Handbook of Hepato-Pancreato-Biliary Surgery. Available
at: https://ebookcentral.proquest.com/lib/vand/detail.action?docIDZ
2035696. Accessed December 18, 2019.

4. Søreide K, Søreide JA. Bile duct cyst as precursor to biliary tract cancer.
Ann Surg Oncol 2007;14:1200-11.

5. Haisley KR, Hunter JG. Gallbladder and the extrahepatic biliary system.
In: Brunicardi F, Andersen DK, Billiar TR, et al, editors. Schwartz’s princi-
ples of surgery, 11th edition. New York, NY: McGraw-Hill; 2019.

6. Law R, Topazian M. Diagnosis and treatment of choledochoceles. Clin
Gastroenterol Hepatol 2014;12:196-203.

7. Wheeler W. An unusual case of obstruction of the common bile duct
(choledochocele?). Br J Surg 1940;27:446-8.

8. El Hajj II, Lehman GA, Tirkes T, et al. Endoscopic unroofing of a choledo-
chocele. ACG Case Rep J 2017;4:e127.
Vanderbilt University Medical Center, Division of Gastroenterology,
Hepatology & Nutrition, Nashville, Tennessee.

Copyright ª 2020 American Society for Gastrointestinal Endoscopy.
Published by Elsevier Inc. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

https://doi.org/10.1016/j.vgie.2020.04.019
Volume 5, No. 8 : 2020 VIDEOGIE 363

http://refhub.elsevier.com/S2468-4481(20)30129-6/sref1
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref1
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref2
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref2
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref2
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref2
https://ebookcentral.proquest.com/lib/vand/detail.action?docID=2035696
https://ebookcentral.proquest.com/lib/vand/detail.action?docID=2035696
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref4
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref4
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref5
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref5
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref5
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref6
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref6
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref7
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref7
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref8
http://refhub.elsevier.com/S2468-4481(20)30129-6/sref8
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.vgie.2020.04.019
http://www.VideoGIE.org

	Needle-knife papillotomy of a choledochocele: a safe solution for a technically challenging dilemma
	Case presentation
	Discussion
	Disclosure
	References


