Editorial

Is a Guidewire a Magic Wand? Is a Knife the Final Weapon?

Biliary cannulation is the first, but sometimes the most difficult
step in endoscopic retrograde cholangiopancreatography
(ERCP). The ideal cannulation method needs both to be
highly successful in a short period and to avoid post-ERCP
pancreatitis (PEP). Various techniques have been reported
for both initial and salvage attempts for difficult cannulation
in ERCP, but wire-guided cannulation (WGC) is currently
the standard method for biliary cannulation.

Several randomized controlled trials (RCTs) showed
that WGC is more effective and safer than conventional
contrast-guided cannulation (CGC).!"*" Al Hatlani et al.
also reported safety and efficacy of WGC in a large cohort
of pediatric ERCPP! However, comparison between different
biliary cannulation techniques is difficult because each
endoscopist has his or her own preference and even an RCT
can be biased by this preference. One of the problems in
most RCTs of WGC is the involvement of only one or two
endoscopists. On the contrary, our RCT, BIDMEN study,
included multiple endoscopists in 15 Japanese centers.
This study was conducted with a 2-by-2 factorial design
evaluating both WGC versus CGC and a conventional
catheter versus a sphincterotome,! which revealed no
significant differences in successful cannulation rate and the
incidence of PEP. WGC is superior to CGC only in terms of
time to cannulation and total procedure time. Therefore, we
believe that there is no “one-size-fits-all” method for biliary
cannulation and “guidewire is a magic wand” only for those
endoscopists who are good at WGC.I)

In another article in this issue of the Journal, Kim et al.
report a salvage technique for difficult biliary cannulation.™
They evaluated sequential biliary cannulation approach after
guidewire (GW) placement in the pancreatic duct. Their
approach is double guidewire technique (DGT), followed
by transpancreatic precut sphincterotomy (TPS) with a
conventional sphincterotome. In DGT, a sccond GW is
used for biliary cannulation, whereas the first GW is left in
the pancreatic duct, and this technique is widely used as a
salvage technique prior to precutting. There are some kinds
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of precutting techniques: Free hand, infundibulotomy, TPS,
precut over the pancreatic stent, and so on. In their study,
the success rate of biliary cannulation was acceptable (85%),
but the incidence of PEP was high (over 20%).

PEP is still an unsolved problem in ERCP despite numerous
studies to prevent or reduce PEP have been conducted,
using pharmacological prophylaxis and pancreatic stent
placement. The pathogenesis of PEP is various: Inadequate
pancreatic drainage due to the trauma from cannulation or
other interventions to the ampulla, or irritation by contrast
injection or GW insertion into the pancreatic duct. Contrast
injection to the pancreatic duct is a well-known risk factor of
PEP, but our recent analysis showed that even a GW insertion
alone can cause PEP, whereas PEP rate is quite low in cases
with successful direct biliary cannulation.”? We conducted
an RCT to evaluate DGT in cases with unexpected GW
insertion into the pancreatic duct.l”’ In this study, we
compared conversion to DGT with repeated WGC, and
there were no significant differences in the success rate
of biliary cannulation and the incidence of PEP. However,
PEP rate was significantly lower in cases with direct biliary
cannulation (4.5%) than that in DGT (20%) and repeated
WGC (17%). Thus, this study confirmed that even a
GW insertion without contrast injection can significantly
increase the rate of PEP. The limitation of this study is that
pancreatic stent placement was rarely performed even after
DGT. A Japanese RCT by lto et al. demonstrated that the
use of pancreatic stent was associated with a low rate of PEP
after DGT.'" Therefore, pancreatic stent placement should
always be considered in cases with pancreatic GW insertion
or contrast injection.

Needle—knife precut papillotomy (NK), which is a well-known
salvage technique for difficult biliary cannulation, showed a
lower incidence of PEP than DGT followed by TPS,®! but
its success rate of biliary cannulation was also lower. NK can
be technically demanding and only the experts can achieve
biliary cannulation without serious complications. This is
also true with TPS, and both NK and TPS cannot be the
standard technique in many centers. Therefore, other easier
and safer cannulation methods are still awaited to achieve
biliary cannulation without complications.

Recently, endosonography (EUS)-guided biliary access
after failed ERCP is increasingly reported: EUS-guided
biliary drainage (EUS-BD) and EUS-guided rendezvous
technique (EUS-RV). EUS-BD is mainly performed to relieve
obstructive jaundice due to unresectable malignancies,
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whereas EUS-RV is basically a salvage technique for failed
biliary cannulation. Initially, success rate can be low due to
difficult GW manipulation through the biliary stricture or
the ampulla,™ but Dhir et al. reported superiority of EUS-RV
over precut technique."? There are three approaches in
EUS-RV according to the puncture site and scope position;
transgastric, transduodenal long position and transduodenal
short position, which should be selected according to the
procedure purpose and patient’s conditions.!">!* Although
EUS-RV can be potentially the standard technique in cases
with difficult cannulation, EUS-guided procedure needs
both EUS and ERCP skills and devices and can be performed

only in limited institutions now.

In summary, there is no one-and-only cannulation technique
and salvage technique. Further, the best timing of conversion
to the salvage technique should be evaluated in a prospective
study because data are still lacking to establish the best
strategy both in achieving biliary cannulation and in reducing

PEP
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