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Agenda

1. Positioning

2. Anatomy of the papilla

3. Intubation of the bile duct

4. EPT / Needle knive / Precut

5. Diverticula

6. Postsurgical anatomy

7. No success – what to do?

8. Papillectomy
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Positioning
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Where is the papilla?



Short / long position
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1. ESGE suggests that difficult biliary cannulation is defined by the presence of one or more of the following: 
more than 5 contacts with the papilla whilst attempting to cannulate; more than 5 minutes spent attempting to 
cannulate following visualization of the papilla; more than one unintended pancreatic duct cannulation or 
opacification (lowquality evidence,weak recommendation).
2. ESGE recommends the guidewire-assisted technique for primary biliary cannulation, since it reduces the 
risk of post-ERCP pancreatitis (moderate quality evidence, strong recommendation).
3. ESGE recommends using pancreatic guidewire (PGW)-assisted biliary cannulation in patients where 
biliary cannulation is difficult and repeated unintentional access to the main pancreatic duct occurs 
(moderate quality evidence, strong recommendation). ESGE recommends attempting prophylactic 
pancreatic stenting in all patients with PGW-assisted attempts at biliary cannulation (moderate quality 
evidence, strong recommendation).
4. ESGE recommends needle-knife fistulotomy as the preferred technique for precutting (moderate quality 
evidence, strong recommendation). ESGE suggests that precutting should be used only by endoscopists 
who achieve selective biliary cannulation in more than 80% of cases using standard cannulation techniques 
(low quality evidence, weak recommendation). When access to the pancreatic duct is easy to obtain, ESGE 
suggests placement of a pancreatic stent prior to precutting (moderate quality evidence, weak 
recommendation).
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5. ESGE recommends that in patients with a small papilla that is difficult to cannulate, 

transpancreatic biliary sphincterotomy should be considered if unintentional insertion of a 

guidewire into the pancreatic duct occurs (moderate quality evidence, strong recommendation). 

In patients who have had transpancreatic sphincterotomy, ESGE suggests prophylactic 

pancreatic stenting (moderate quality evidence, strong recommendation).

6. ESGE recommends that mixed current is used for sphincterotomy rather than pure cut current 

alone, as there is a decreased risk of mild bleeding with the former (moderate quality evidence, 

strong recommendation).

7. ESGE suggests endoscopic papillary balloon dilation (EPBD) as an alternative to endoscopic 

sphincterotomy (EST) for extracting CBD stones <8mm in patients without anatomical or clinical 

contraindications, especially in the presence of coagulopathy or altered anatomy (moderate 

quality evidence, strong recommendation).

8. ESGE does not recommend routine biliary sphincterotomy for patients undergoing pancreatic 

sphincterotomy, and suggests that it is reserved for patients in whom there is evidence of 

coexisting bile duct obstruction or biliary sphincter of Oddi dysfunction (moderate quality 

evidence, weak recommendation).

9. In patients with periampullary diverticulum (PAD) and difficult cannulation, ESGE suggests 

that pancreatic duct stent placement followed by precut sphincterotomy or needle-knife 

fistulotomy are suitable options to achieve cannulation (low quality evidence, weak 

recommendation). 



In cases of difficult biliary cannulation, early precut is associated with a lower PEP

incidence than persistent attempts using the standard approach but the overall

success and complication rates are similar with both approaches.

Conventional precut and transpancreatic sphincterotomy present similar success and

complication rates; if conventional precut is elected and pancreatic cannulation is

easily obtained, ESGE suggests attempting to place a small-diameter (3-Fr or 5-Fr)

pancreatic stent to guide the cut and leaving the pancreatic stent in place at the end

of ERCP for a minimum of 12–24 hours (Recommendation grade B).
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Intubation of the biliary tract
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Intubation of the biliary tract
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Video Röntgen kurze / lange Position
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Spincterotomy biliary  duct
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Albert JG et al. Endoskopisch-retrograde 

Cholangiopankreatografie (ERCP)… Z Gastroenterol 2010; 
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Angiolipom nach Papillektomie; „Mini-Stent“ im Pankreasgang


