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Cholangioscopy

Direct endoscopic visualization of the bile ducts

Cholangiography: radiological visualization

Cholangioscopy: endoscopic visualization
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History of cholangioscopy

Rösch W. Endoscopy 1976;8:172-175 Page 6
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History of cholangioscopy
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Technical aspects

Komanduri S. GIE 2016;84:209-221 Page 9

 Access Routes

 Percutaneoustranshepaticcholangioscopy(PTCS)

 Peroral transpapillary cholangioscopy (POCS)

Direct vs indirect peroral cholangioscopy

 Cholangioscopy Types

 POCS

Indirect: Mother-baby endoscopes (dual operator)

Single-use cholangioscopy (single operator SOCS)

Direct: Ultraslim upper GI endoscope

Single-Balloon Enteroscope(altered anatomy)

 Imaging

 Fiberoptic or Digital Video (Chip-based)
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Technical aspects
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Indications

Ghersi S. World J Gastrointest Endosc 2015;7:510-517. Page 12

Intraductal US Intraductal 

photodynamic therapy
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Indications
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Indications: indeterminate strictures
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malignant postoperative inflammatory
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Indications: indeterminate strictures
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 Benign

• Post-operative: cholecystectomy; partial liver resection; liver transplantation

• Post-traumatic

• Ischemic: secondary sclerosing cholangitis

• Inflammatory:

- primary sclerosing cholangitis

- autoimmune cholangiopathy

- vasculitis

• Infectious

- recurrent cholangitis

- abscesses

- HIV-cholangiopathy



Indications: indeterminate strictures
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 Malignant

• Cholangiocarcinoma

• Hepatocellular carcinoma

• Malginant compression by lymphnodes

Cholangioscopy: guidewire cannulation + biopsy



Indications: indeterminate strictures
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Indications: indeterminate strictures
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Stricture morphology (MRCP/ERCP)

Adenoma 

Cholangiocellular carcinoma 

Chronic pancreatitis

Cholangiocellular carcinoma 

Autoimmune cholangitis

Postoperative stricture

PSC / SSC

Autoimmune cholangitis

Post-transplant strictures



Indications: indeterminate strictures
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Indications: complex biliary stones
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Safety

Page 26

Overall rates of adverse events are higher with POCS than ERCP alone (7% vs 2.9%)

Most serious adverse events of POCs are air embolism and bile duct perforation

– In efforts to prevent air embolism, CO2, or water and/or saline solution insufflation is 

recommended when direct cholangioscopy is performed

– POCS with and without intraductal lithotripsy has been associated with:

– cholangitis rates of 0% to 14%

– hemobilia rates of 0% to 3%

– bile leak rate of 1% (attributable to intraductal lithotripsy)



How do I do it ?
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1. CO2 insufflation

2. Conventional ERCP with large size spincterotomy

3. Insertion of cholangioscope over the guidewire

4. Single-operator vs dual-operator

5. Waterjet + aspiration

6. Also feasible in the pancreatic duct (pancreatoscopy)

7. Also feasible in patients with altered anatomy (direct POCs using SBE)



How do I do it ?
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Conclusions
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1. Cholangioscopy is opening up the biliairy tree to endoscopic access / therapy

2. Undetermined biliary strictures and difficult biliary stones

3. Many other useful indications (also pancreas)

4. Single-operator vs dual-operator

5. Cholangioscopy is still under evolution (improvement is needed)

6. Add-on to MRCP – EUS – ERCP 


