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I read with great interest the paper by Tyberg et al.1 entitled, 
“Endoscopic Ultrasound (EUS)-Directed Transgastric Endo-
scopic Retrograde Cholangiopancreatography or EUS: Mid-
Term Analysis of an Emerging Procedure,” published in this 
issue of Clinical Endoscopy. The authors reported results of 
what appears to be an evaluation of the efficacy and safety of 
the EUS-directed transgastric endoscopic retrograde cholan-
giopancreatography (EDGE) technique. Technical success was 
achieved in all 16 patients, with the gastrogastric approach 
in 6 and the jejunogastric approach in 10. Moreover, 10 of 11 
cases achieved clinical success; the other 5 cases were awaiting 
fistula maturation. In terms of adverse events, stent dislodge-
ment occurred in 3 patients and jejunal perforation during 
sequential endoscopic retrograde cholangiopancreatography 
(ERCP) procedures occurred in 1 patient. The mean weight 
difference before and after the procedure, the authors’ greatest 
concern, was minimal. Finally, the authors concluded that 
the EDGE technique is an effective, minimally invasive, sin-
gle-team, and often single-session solution to the difficulties 
associated with ERCP in patients who have undergone Roux-

en-Y gastric bypass (RYGB).
This technique is similar to EUS-guided gastrojejunostomy, 

with an approach to the proximal jejunum from the stomach 
under endosonographic guidance, and placement of an ex-
clusive bi-flanged lumen-apposing metal stent (LAMS) along 
with the previously formed fistula tract.2 In the clinical setting, 
the major concern with this procedure is appropriate endo-
sonographic positioning of the proximal jejunum because it 
is unclear which portion of the jejunum is being scanned.2 
Similarly, identification of the safest point of the bypassed 
portion of the stomach (the excluded stomach in this article) 
is critical in the EDGE technique because this may not always 
maintain dilation sufficient for needle puncture. In addition 
to target identification, the choice of appropriate devices for 
the creation of the anastomosis (LAMS) appears to be anoth-
er critical concern throughout the EDGE procedure. In this 
study, stent (AXIOS™; Boston Scientific, Marlborough, MA, 
USA) dislodgement during the index procedure requiring 
second revision with additional stent placement occurred in 
three cases. To date, two representative LAMS implants, AX-
IOS and SPAXUS (TaeWoong Medical, Goyang, Korea), are 
commercially available for various EUS-guided transmural 
drainage and intervention such as necrosectomy.3 The flange 
of the AXIOS stent for prevention of stent migration and 
holding the tissue layers together is generally stronger than 
the SPAXUS stent. The AXIOS stent also has a larger flange 
diameter (21 or 24 mm) and lumen diameter (10 or 15 mm). 
Nevertheless, the SPAXUS stent has a considerable advantage 
because it is easier to deploy than the AXIOS stent. Further-
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more, the flare (flange; 23, 25, and 31 mm) and lumen (body; 8, 
10, and 16 mm) diameters are larger than those in the AXIOS. 
Larger luminal diameters enable the use in various indications 
for EUS-guided procedures. In addition, the retroflexed flang-
es in this stent prevent stent migration, and facilitate creation 
and maintenance of the stoma.3 To date, no evidence indicates 
which LAMS is better with regard to efficacy and safety for 
entero-enteric fistula formation through direct comparisons 
between AXIOS and SPAXUS. Thus, the choice of the appro-
priate LAMS for creation of the anastomosis should be made 
in accordance with the main purpose of fistula formation, 
type of sequential endoscopic procedure through the fistula, 
preference of the endoscopist, characteristics of the lesion, 
length and diameter of the stent, and type of flange for lu-
men-to-lumen anchoring and prevention of migration.

The authors also concluded that the EDGE technique is a 
single-session solution to the difficulties associated with ERCP 
in patients who have undergone RYGB. However, Itoi et al. 
demonstrated that the total duration to full stomal maturation 
without leakage at the anastomotic site in a pig model is ap-
proximately 1 month (27–28 days).3 This finding is similar to 
that of the present study, in which five patients were awaiting 
fistula tract maturation prior to ERCP or EUS at the time of 
publication. In general, metal stents partially expand imme-
diately after deployment and then gradually (generally 2 or 3 
days or more, depending on the lesion characteristics) expand 
to their full extent, even though the radial force may be high.4 
Thus, the advantages of the EDGE technique emphasized by 
the authors may have limitations in terms of a single-session 

procedure.
Although further studies are needed to compare the effi-

cacy and safety of direct methods such as percutaneous or 
EUS-guided transmural approaches with those of bridging 
methods such as EDGE for sequential endoscopic procedures, 
EDGE is a potentially valuable technique with efficacy and 
safety comparable with those of the current standard thera-
pies (transoral, percutaneous, or surgical approaches). EDGE 
should be considered a new minimally invasive treatment 
modality for patients with a surgically altered anatomy.
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