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The effectiveness of intraductal ultrasonography for cystic
duct cannulation
re 1. A, Intraductal US was performed before sphincterotomy. B, C, In the intraductal US image, the cystic duct was 11 to 12 o’clock side from the
. At the same time, fluoroscopic image showed the cystic duct orifice (arrow) in the middle part of the CBD. D, E, F, Cannulation to the cystic duct
asily achieved, because the cystic duct orifice had already been detected. Endoscopic gallbladder stenting and endoscopic biliary stenting were suc-
ully performed. CD, cystic duct; CBD, common bile duct; PV, portal vein.
A 55-year-old man with angina pectoris and arterioscle-
rotic obliterans who was receiving dual antiplatelet therapy
(aspirin plus cilostazol) was referred to our department
because of acute cholecystitis. Because of the risk of
bleeding, we first performed ERCP and endoscopic gall-
bladder stenting instead of an interventional EUS.

ERCP was performed by using a 0.025-inch guidewire
and a 30-mm pull-type sphincterotome. First, a 5F, 4-cm
prophylactic single-pigtail plastic stent (Advanix; Boston
en transcript of the video audio is available online at www.VideoGIE.org.
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Scientific, Natick, Mass) was placed in the pancreatic
duct. Subsequently, we performed intraductal US (IDUS)
to detect the orifice of the cystic duct (CD) (Fig. 1A;
Video 1, available online at www.VideoGIE.org). An
observation of the IDUS was performed from the hilar to
the inferior aspects of the bile duct. The portal vein in
the IDUS image was rotated to the 3 o’clock position of
the common bile duct (CBD). The orifice of the CD was
observed on the middle part and the 11 to 12 o’clock
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position of the CBD, and then was identified in the
fluoroscopic image (Fig. 1B and C).

IDUS also revealed a small stone in the inferior bile
duct, which was not detected by CT and fluoroscopic
imaging. A small incision was made by endoscopic sphinc-
terotomy to place the multiple biliary stents before
cannulating to the CD. There was slight oozing from the
papilla, which stopped spontaneously without endo-
scopic hemostasis.

The CD cannulation was easily performed by use of the
guidewire technique because of the detected position.
Cannulation of the gallbladder was successful. Subse-
quently, a 5F, 10-cm pigtail stent (CX-T; Gadelius, Tokyo,
Japan) was placed in the gallbladder. We also placed a
7F, 7-cm straight stent (Flexima; Boston Scientific) in the
CBD to prevent obstruction by choledocholithiasis
(Fig. 1D, E, F).

The serum amylase level, which was routinely checked
after 2 hours and 24 hours from ERCP, was less than 3 times
the normal level. There were no adverse events. IDUS
www.VideoGIE.org
procedure time was approximately 4 minutes, and CD
cannulation was easily performed using the IDUS tech-
nique. The IDUS technique may save time in seeking the
CD orifice.
DISCLOSURE

All authors disclosed no financial relationships rele-
vant to this publication.

Kenji Hayasaka, MD, Hideaki Harada, MD, Takanori
Shimizu, MD, Satoshi Suehiro, MD, Yasushi Katsuyama,
MD, Department of Gastroenterology, New Tokyo Hospital,
Chiba, Japan

Copyright ª 2017 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/).

http://dx.doi.org/10.1016/j.vgie.2017.02.002
Volume 2, No. 5 : 2017 VIDEOGIE 103

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://dx.doi.org/10.1016/j.vgie.2017.02.002
http://www.VideoGIE.org

	The effectiveness of intraductal ultrasonography for cystic ductnbspcannulation
	Disclosure


