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Confrontational Strategy Is Essential for Being Effective Precut Papillotomy
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Precut papillotomy (PP) is a useful technique for overcom-
ing a difficult biliary cannulation (DBC). Various techniques 
and devices have been introduced for successful PP.1-3 PP using 
needle-knife (NK) is the main modalities, and PP using pull-type 
papillotome, transpancreatic septotomy (TPS), was firstly intro-
duced by Goff in 1995.4 After then TPS with or without guide-
wire or/and pancreatic stent were compared with PP using NK.5-7

Even though TPS is useful in cases of unintended pancreatic 
cannulation in aspect of time and cost, TPS is not popular tech-
nique on the base of published articles until now. Recently Lee 
et al.8 reported affirmative results that contribute to raising the 
concern of TPS. They performed prospective study in which TPS 
was compared with NK infundibulotomy (NKI) in 86 patients 
in whom wire-guided cannulation had failed due to the DBC 
criteria. The initial total success rate of biliary cannulation was 
88.4% (86.6% for the TPS group and 94.7% for the NKI group, 
p=0.447). After crossover of the techniques, the final success 
rate was 95.3% and the complication rate was 20.9% in patients 
with TPS and 15.8% in patients with NKI (p=0.753).

The study by Lee et al.8 pointed out the importance of a con-
frontational strategy for being successful PP. The main goal of 
PP is to enhance the success rate of biliary cannulation. Pancre-
atic duct cannulation is relatively frequent during endoscopic 
retrograde cholangiopancreatography (ERCP), especially in cases 
of DBC.5 It means that it will be more practical or/and useful if 
easy technique to lead to successful biliary cannulation in cases 
of unintended pancreatic cannulation is proposed as step-wise 
method.9 A presented strategy by Lee et al.,8 was on base of the 
presence of unintended pancreatic cannulation. If pancreatic 
duct was cannulated over 3 times, TPS was initially applied. 
If both biliary and pancreatic duct were not selected, NKI was 

performed. The final success rate of selective biliary cannulation 
was 95.3%, relatively superior to those reported in other stud-
ies.5-8

Another big issue in PP is the safety in aspect of post-ERCP 
pancreatitis (PEP).1,10 PP is relatively risky so that TPS in previ-
ous reports was followed by placing pancreatic stent for mini-
mizing PEP.5-7 Even though pancreatic stent was not inserted 
after TPS in the study by Lee et al.,8 the overall incidence of 
PEP was no statistically significant difference between the two 
groups, 10.4% (7/67) in the TPS group and 5.3% (1/19) in the 
NKI group. This means that TPS may be safe as NKI which 
has been approved of the safe technique despite of pros and 
cons.1,2,8,10 TPS may be a risk factor for PEP if pancreatic juice 
passage is disturbed. As the authors mention, this study is small 
cohort study in low-risk group. More large scaled studies are 
warranted to confirm it.

 The proper timing of PP is another strategy. Both the NK 
precut procedure and ongoing repeated attempts at cannulation 
of the ampulla of Vater have been reported to be independent 
procedure-related risk factors for PEP, together with pancreatic 
duct cannulation and contrast injection. The advantage of early 
implementation of PP had been proposed constantly.1,3,9,10 Lee 
et al.8 applied stricter DBC criteria to prevent frequent papillary 
contacts causing PEP (5 minutes of attempted cannulation or 
more than three attempted unintended pancreatic cannulations) 
and added further evidence that the early PP is useful in aspect 
of minimizing PEP. In addition meaningful papillary contacts is 
also an important risk factor for PEP. If frequent papillary con-
tacts persist more than 10 to 15 cannulation attempts without 
unintentional pancreatic cannulation regardless of time, early 
NKI can be considered to reduce PEP.9,10
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PP is a critical procedure to become an expert in performing 
an ERCP. The strategy in PP introduced by Lee et al.8 may be 
helpful to reach that goal, especially for those who are inexpe-
rienced with ERCP. In addition, for the enhancing biliary access 
and decrease the incidence of PEP, more strict stepwise guide-
lines for cannulation and use of prophylactic pancreas duct 
stent; insertion time, type, and duration, are needed.
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