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Figure 1. Engagement of sphincterotome with suspected biliary orifice in
descending duodenum without evident papillary morphology.
EUS-guided rendezvous is a safe and effective approach in
cases of failed biliary cannulation attributable to atypical papil-
lary morphology.1 Although a retracted papilla can be seen in
stricturingbiliary disease, a fully inverted papilla is rare.2Here,
we describe a case of an inverted papilla that was everted via
EUS-guided rendezvous to enable ERCP for choledocholithia-
sis (Video 1; available online at www.videogie.org).

CASE PRESENTATION

A 45-year-old patient presented with cholecystitis and
choledocholithiasis, and was started on antibiotics. They un-
derwent an attempted ERCP at an outside center, which was
unsuccessful. Because the patient had a prohibitively high
surgical risk, they underwent EUS-guided cholecystoduode-
nostomywith a lumen-apposingmetal stent andwere subse-
quently transferred for another attempt at ERCP. As with all
ERCPs we perform, we obtained informed consent for EUS-
guided rendezvous if needed. A duodenoscope was brought
to the second part of the duodenum. There was no clear
papillary orifice, but there was purulent material emanating
from the duodenal wall at the expected location of the
papilla (Fig. 1). Although we were able to engage this area
with the sphincterotome (Jagtome; Boston Scientific, Marl-
borough, Mass, USA), we could not advance a guidewire or
achieve deep biliary cannulation.

We intubated the gallbladder through the cholecystoduo-
denostomy toperform a rendezvous procedure via the cystic
duct (Fig. 2).3,4 However, multiple attempts at passing a
guidewire through the cystic duct orifice in the gallbladder
were unsuccessful. In addition, contrast injection into the
gallbladder showed no flow of contrast through the cystic
duct.

We then advanced an echoendoscope to the duodenal
bulb, where we could visualize the common bile duct. A
19-gauge FNA needle (EZ Shot 3; Olympus, Center Valley,
Pa, USA) was used to puncture the common bile duct
(Fig. 3) and advance a long, angled 0.025-inch guidewire
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(VisiGlide; Olympus) past the papilla and into the duo-
denum (Fig. 4).

The echoendoscope was removed, and the duodeno-
scope was advanced to the second portion of the duo-
denum. The papilla was now readily visible, having been
everted by antegrade guidewire passage (Fig. 5). The
sphincterotome was used to cannulate the bile duct along-
side the rendezvous guidewire. Sphincterotomy and stone
extraction with a biliary extraction balloon were then per-
formed (Fig. 6), which yielded sludge and several stones.
As the result of incomplete stone clearance, a 10F by
9-cm straight plastic stent was left in place (Fig. 7). The pa-
tient continued an additional 5 days of antibiotics and
continued to improve clinically with no immediate post-
procedure adverse events. They returned to the referring
hospital for a follow-up ERCP with complete stone clear-
ance achieved.
CONCLUSIONS

Aberrant papillary morphology can lead to challenging
biliary cannulation.5 In this case, the papilla was completely
www.VideoGIE.org
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Figure 3. Puncture of the common bile duct with a 19-gauge needle to enable rendezvous.

Figure 4. Advancement of a 450-cm, 0.025-inch angled guidewire through the 19-gauge needle, into the common bile duct, out through the papilla, and
into the small bowel.

Figure 2. Pre-existing cholecystoduodenostomy with a 10-mm � 10-mm lumen-apposing metal stent.
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Figure 5. Previous inverted papilla (A), and postrendezvous everted papilla (B).

Figure 6. Extracted common bile duct stones after sphincterotomy and
balloon sweep.

Figure 7. A 10F � 9-cm straight plastic biliary stent left in place as the
result of incomplete stone clearance.
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inverted without known pre-existing biliary disease. Ante-
grade wire passage resulted in eversion of the papilla and
enabled subsequent ERCP and management of choledo-
cholithiasis. In addition to providing a guidewire that can
be grasped and brought into the duodenoscope, rendez-
vous can lead to a more favorable papillary morphology.
Indeed, when traditional rendezvous with a guidewire is
not successful, the injection of methylene blue has also
led to successful ERCP.6,7 In summary, EUS-guided rendez-
vous remains an indispensable technique in cases of diffi-
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cult biliary cannulation due to challenging papillary
morphology.

PATIENT CONSENT

The patient in this article has given written informed
consent to publication of the case details.
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