
Successful selective biliary cannulation is an undisputable pre-
requisite for offering successful therapy during endoscopic
retrograde pancreatography (ERCP) [1]. Numerous potential
determinants for successful native papilla cannulation have
been identified, including endoscopist experience, anatomy of
the papilla (size, morphology, or orientation), and anatomical
variants, such as presence of a large diverticulum or surgically
altered anatomy [2]. The European Society of Gastrointestinal
Endoscopy suggests that difficult biliary cannulation is defined
by the presence of one or more of the following: more than five
contacts with the papilla while attempting to cannulate; more
than 5 minutes spent attempting to cannulate following visua-
lization of the papilla; and more than one unintended pancreat-
ic duct cannulation or opacification [2]. Difficult cannulation is
widely accepted as being a risk factor for post-ERCP acute pan-
creatitis (PEP) [2]. Both rates of successful biliary cannulation
and PEP are considered performance measures with respective
thresholds of > 90% (target > 95%) and <10% (target < 5%) [1].

In case of failure of standard cannulation methods, alterna-
tive techniques have been described, such as the pancreatic
guidewire-assisted technique (PGW), needle-knife precut or
fistulotomy, and transpancreatic biliary sphincterotomy (TPS)
[2]. Choosing from the above methods depends on many fac-
tors, such as the presence or not of an unintentional pancreatic
guidewire insertion, anatomy of the papilla (small vs bulging)
and the expertise of the operator. In any case, prevention of
PEP is strongly recommended with rectal nonsteroidal anti-in-
flammatory drugs (NSAIDS) in all patients without contraindi-
cations, as well as with insertion of a prophylactic pancreatic
stent in high-risk patients, after inadvertent guidewire inser-
tion/opacification of the pancreatic duct or use of the PGW or
TPS techniques [3].

In this issue of Endoscopy International Open, Guzman-Cal-
deron et al describe a systemic review and meta-analysis com-
paring two techniques used during difficult cannulation, PGW
and TPS [4]. They identified four randomized controlled trials
(RCTs) including 260 patients [5–8]. In 134 patients (51.5%)
TPS was performed, and in 126 (48.5%) PGW. The authors con-
cluded that whereas there was no significant difference in suc-
cessful cannulation rate, overall adverse event (AE) rate, and
mean of cannulation time, the PEP rate was lower in patients
who underwent TPS than in patients who underwent PGW
(TPS: 8.9% vs PGW: 22.2%, P=0.020, RR=0.47, 95% CI [0.25–
0.89]) [4]. Regarding the quality of the studies included, al-
though heterogeneity was low, the overall risk of bias was con-
siderable, especially for measurements of outcome. Finally, the
authors concluded that although both techniques can be used,
if performed by operators with the required experience, TPS
seems to have a lower rate of PEP.

Both TPS and PWG require insertion of a guidewire in the
pancreatic duct. During PWG, the guidewire helps in straigh-
tening the anatomy and facilitating navigation of the second
guidewire within the S-shape of the distal common bile duct.
On the other hand, TPS consists of passing a sphincterotome
over the guidewire previously inserted in the main pancreatic
duct and performing a septotomy in the direction of the bile
duct (11–12 o’clock) to obtain a septotomy. Whereas the for-
mer respects the anatomical landmarks, the latter involves
blindly cutting through the septum. Therefore, it would be ex-
pected that TPS would have a higher AE rate. The current study
shows reassuring data regarding the safety of TPS and poten-
tially moving it a step up as a one of the methods of choice in
case of difficult cannulation.
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Moreover, the authors concluded that TPS had a lower rate
of PEP than PWG. As regards this specific outcome measure in
the included RCTs, the lack of systematic use of PEP preventive
measures represents a major caveat. This could explain the re-
latively high overall rate of AE. There is no reference to rectal
NSAIDS, and only one study reports prophylactic pancreatic
stent insertion in all patients [7]. Interestingly, PEP rates were
very low in the aforementioned study (2.9% in both groups)
[7]. Therefore, both techniques probably have the same safety
profile if the required preventive measures are taken to avoid
PEP.

In conclusion, the current work offers additional data pro-
moting the use of both TPS and PWG for difficult cannulation.
TPS could be considered at the same timepoint during biliary
cannulation as PWG, when there is an unintentional pancreatic
duct guidewire insertion. Nevertheless, similar to needle-knife
precut, expertise is still a prerequisite for TPS [2], as a poorly
performed septotomy can increase the risk of AEs and impede
future cannulation maneuvers. Finally, all endoscopists per-
forming ERCP should strive to improve by keeping track of ma-
jor performance measures, notably cannulation rate and PEP
rate [1]. All roads may lead to Rome, but they should provide a
safe journey.
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