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Abstract: Background: Despite numerous advances that have aimed to increase the safety of endo-
scopic retrograde cholangiopancreatography (ERCP), post-ERCP pancreatitis (PEP) still remains a
major issue. We aimed to assess the rate of PEP as well as the relation to the cannulation techniques
in our unit, a high-volume center in north-eastern Romania. Methods: ERCPs performed in our
unit from March to August 2022 were retrospectively included. Data concerning demographic infor-
mation, presence of difficult cannulation, the technique used for cannulation, as well as immediate
complications, were gathered from the electronic database. Results: 233 ERCPs were included. PEP
was diagnosed in 23 (9.9%) of cases. Precut sphincterotomy (PS), transpancreatic sphincterotomy
(TPBS), and a combination of TPBS and PS were performed in 6.4%, 10.3%, and 1.7% of cases, re-
spectively, while an Erlangen precut papillotomy was performed in one case. Both in patients with
PS and TPBS the rate of PEP was 20%. When the two techniques were associated, the rate of PEP
was 25%. TPBS and PS represented risk factors for PEP (OR 1.211 for a CI of 0.946–1.551, p = 0.041,
and OR 1.124 for a CI of 0.928–1.361, p = 0.088, respectively). No PEP-associated deaths were found.
Conclusions: Both PS and TPBS presented a similar risk of PEP.

Keywords: ERCP; post-ERCP pancreatitis; cannulation techniques

1. Introduction

Post-endoscopic retrograde cholangiopancreatography (ERCP) pancreatitis (PEP) is
the most frequent complication of ERCP, accounting for high morbidity, prolonged hos-
pitalization, and great financial costs [1,2]. The pathophysiology of PEP is not entirely
elucidated, but it comprises several factors that ultimately lead to the intracellular activation
of the pancreatic enzymes, followed by autodigestion and the involvement of a cascade of
cytokines, responsible for local as well as systemic inflammation [3]. Trauma to the papilla
caused by a guidewire and/or sphincterotome during cannulation plays a central role, as
it can produce papillary edema. Consequently, a transient obstruction of the pancreatic
juice outflow may lead to the increase in ductal pressure and to the development of PEP [4].
Unintentional contrast injection into the pancreatic duct, which can occur especially in the
setting of difficult cannulation, may also induce PEP via hydrostatic damage [1,5].

Cannulation of the papilla represents the first step in ERCP, but easy access to the
common bile duct (CBD) is not always possible. Difficult cannulation has been defined by
the European Society of Gastrointestinal Endoscopy (ESGE) as more than five contacts with
the papilla or cannulation attempts over 5 min or more than one unintended pancreatic duct
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cannulation, and these have been associated with a high risk of PEP [1]. If easy cannulation
of the papilla is not possible, different cannulation techniques, such as needle-knife precut
sphincterotomy (PS), the double-guidewire technique, or transpancreatic sphincterotomy
(TPBS), can be used [1,6]. The first occurrences of biliary sphincterotomy were documented
by researchers in Erlangen, Germany, and Kawai [7] in Japan, who were independently
working on therapeutic uses of ERCP. The “Demling-Classen” probe made it possible to
successfully perform a sphincterotomy and administer contrast dye while the catheter was
still in place. However, each of these techniques has been associated with an additional risk
of PEP development. Controversy still exists regarding the optimal choice of cannulation,
but also regarding the ideal moment when it should be used [8]. Endoscopists can employ
a rendezvous approach to accomplish selective biliary cannulation (SBC) when precut
procedures fail or if the anatomy of the papilla prevents the use of precut techniques.
Any method of biliary or pancreatic ductal cannulation that involves inserting a wire
anterogradely through the papilla and into the duodenum, followed by SBC either over
the wire itself or in parallel to the wire, is known as a rendezvous technique. A well-
known salvage approach called endoscopic ultrasound (EUS)-guided rendezvous (EUS-RV)
involves directly puncturing the biliary ducts from the gastric or duodenal lumen under
real-time EUS guidance. The wire is then advanced anterogradely through the needle,
into the duct, and out the papilla. The sphincterotome can then be directed over the
guidewire or parallel to the wire to accomplish SBC [9]. A significantly higher success
rate (98.3% versus 90.3%, p = 0.03) was observed in the EUS-RV group in a retrospective
study of 58 patients who underwent EUS-RV and 144 who received the Erlangen precut
cannulation technique [10]. There were no differences in the complication rates (3.4% versus
6.9%, p = 0.27) or episodes of pancreatitis in the EUS-RV group. The increased technique
time, equipment, and training needed to perform EUS-RV, as several authors have noted,
may represent a limitation in the general implementation of this procedure [11,12]. Most
typically, strictures, masses, or edema can prevent a guidewire from passing anterogradely
through the papilla, leading to EUS-RV failure. Additionally, the procedure raises the
possibility of perforation and biliary peritonitis. When an EUS-RV fails, salvage procedures
include direct ampulla puncture under EUS supervision, rendezvous re-attempts after EUS-
cholangiography, and hybrid rendezvous, which entails employing a dilator to widen the
needle tract while managing the wire [13,14]. There are several other cannulation techniques
in which either a guidewire or a stent is placed in the pancreatic duct, aiming to facilitate the
achievement of SBC. A guidewire in the main pancreatic duct (MPD) lowers the possibility
of unintentional cannulation of the MPD by helping to straighten the intramural section of
the bile duct and guiding the sphincterotome or other catheter into the bile duct. The double-
guidewire technique (DGT) is the name given when the pancreatic guidewire approach is
used in conjunction with wire-guide cannulation. There was no difference in the success
rate of cannulation or the rate of PEP between a retrospective analysis with 363 participants
and a prospective multicenter RCT with 274 patients comparing the pancreatic guidewire
technique to early DGT [15,16]. The use of DGT, however, increased the incidence of PEP
when compared to other approaches, such as standard wire-guided cannulation, MPD, and
early precut (RR = 1.98, 95% CI). This was stated by Tse et al., in a recent meta-analysis of
7 RCTs involving 577 patients [17]. As all retrograde cannulation techniques have been
associated to some degree with PEP, over time, a high number of drugs, such as antibiotics,
heparins, corticosteroids, nifedipine, octreotide, and somatostatin derivatives, trinitrin,
lidocaine spray, gabexate, secretin, topical epinephrine, and cytokine inhibitors have been
tested experimentally and in clinical trials for potential efficacy in the prevention of this
complication. However, only nonsteroidal anti-inflammatory drugs (NSAIDs) gathered
adequate evidence of their effectiveness [3]. In all patients who have no contraindications,
the ESGE proposes routine rectal administration of 100 mg of indomethacin or diclofenac
either immediately before or after ERCP. If NSAIDs are contraindicated, it is optional to
deliver sublingual glyceryl trinitrate in high-risk situations [5]. Moreover, current clinical
practice guidelines, based on observational studies, recommend aggressive hydration to
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prevent PEP, as it has been shown to present a protective role [18–20]. Since its inception
50 years ago, ERCP’s therapeutic potential has significantly increased. One thing that
has remained unchanged is that successful ERCP depends on having the right training,
applying rigor in performing the procedure in patients with a clear indication for ERCP,
positioning the duodenoscope before the papilla in the right position before attempting
cannulation, and choosing the adequate initial cannulation techniques. When employing
the traditional methods of contrast-assisted or wire-guide cannulation, even in the case of
the ideal patient, SBC was not achieved in up to 20% of cases; these cases were classified as
difficult cannulations and required additional techniques [9].

We aimed to perform an analysis of the risk of PEP regarding the use of different
cannulation techniques in our center.

2. Materials and Methods
2.1. Study Design

The study, a retrospective service evaluation, included ERCPs performed in the “St.
Spiridon” Emergency Hospital, Institute of Gastroenterology and Hepatology, Iasi, Roma-
nia, a tertiary high-volume center [21]. ERCPs performed in our unit from March to August
2022 were retrospectively included. Data concerning demographic information, difficult
cannulation, the technique used for cannulation, as well as immediate complications were
obtained from the electronic database in a confidential manner. The indication, endoscopic
diagnosis, procedures performed, and success rates were also noted. Incomplete records
were excluded from the study.

2.2. Definitions and Outcomes

The morphology of the papilla of Vater was noted according to the classification
proposed by Haraldsson et al., as follows: Type 1, regular, unremarkable aspect of the
papilla; Type 2, a flat papilla less than 3 mm diameter; Type 3, a protruding, pendulous
papilla; Type 4, ridged or creased papilla [22].

Difficult cannulation was defined as more than five contacts with the papilla or cannu-
lation attempts over 5 min or more than one unintended pancreatic duct cannulation [1].
The cannulation was considered successful if deep biliary cannulation with the guidewire
or sphincterotome was obtained.

PEP was defined as new or worsened abdominal pain combined with >3 times the
normal value of amylase or lipase at more than 24 h after ERCP and the requirement of
admission or prolongation of a planned admission [1].

The main aim of the study was the analysis of the risk of developing PEP in regard
to the type of cannulation. Secondary outcomes included the rate of PEP, as well as the
presence of other significant post-ERCP complications, namely bleeding and perforation.

2.3. PEP Prevention and Procedure Description

The procedures were performed according to ESGE recommendations, with patients
under general anesthesia, supervised by the intensive care unit (ICU) team. Immediately,
before the procedure, all patients without contraindications received nonsteroidal anti-
inflammatory drugs (NSAIDs). In patients with contraindications to NSAIDs as well as in
those with difficult cannulation but with low risk of fluid overload, aggressive hydration
with Ringer solution was started during the procedure and continued as recommended by
the intensivist. The procedures were performed by endoscopists with high expertise.

The duodenoscope was inserted into the second part of the duodenum, at the level
of the papilla under direct visualization. The ERCPs were mostly carried out with the
duodenoscope in the “short” position, but the “long” position was occasionally used, at
the discretion of the endoscopist. The major duodenal papilla was initially cannulated with
the aid of a standard pull-type sphincterotome pre-loaded with a hydrophilic guidewire.
The wire-guided technique was used in all cases. In the case of difficult cannulation but
with easy access to the PD, TPBS was performed; subsequently, further CBD cannulation
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with the guidewire-loaded sphincterotome was attempted. If access to the PD with the
guidewire was not possible or if TPBS was not followed by deep cannulation of the CBD,
PS was carried out. Erlangen precut papillotomy was performed in one case. Prophylactic
pancreatic stents were placed at the discretion of the endoscopist. The techniques used are
illustrated in Figure 1.

Life 2023, 13, x FOR PEER REVIEW 4 of 12 
 

 

discretion of the endoscopist. The major duodenal papilla was initially cannulated with 
the aid of a standard pull-type sphincterotome pre-loaded with a hydrophilic guidewire. 
The wire-guided technique was used in all cases. In the case of difficult cannulation but 
with easy access to the PD, TPBS was performed; subsequently, further CBD cannulation 
with the guidewire-loaded sphincterotome was attempted. If access to the PD with the 
guidewire was not possible or if TPBS was not followed by deep cannulation of the CBD, 
PS was carried out. Erlangen precut papillotomy was performed in one case. Prophylactic 
pancreatic stents were placed at the discretion of the endoscopist. The techniques used are 
illustrated in Figure 1. 

  
(a) (b) 

  
(c) (d) 

Figure 1. Illustrations of the techniques used to access the common bile duct. (a) Standard cannula-
tion technique; (b) precut sphincterotomy; (c) transpancreatic sphincterotomy; (d) Erlangen precut 
papillotomy. 

2.4. Statistical Analysis 
The statistical analysis was performed using IBM Statistical Package for Social Sci-

ences (SPSS) version 22.0. The continuous variables were assessed using the Kolmogorov–
Smirnoff test and the distribution was nonparametric. Thus, the variables were expressed 
as median (interquartile range, IQR). Categorical variables were expressed as frequency 
as well as percentage; subsequently, the Chi-square or Fischer�s test were used for their 
analysis. Statistical significance was considered for a p value of less than 0.05.  

  

Figure 1. Illustrations of the techniques used to access the common bile duct. (a) Standard cannulation
technique; (b) precut sphincterotomy; (c) transpancreatic sphincterotomy; (d) Erlangen precut papillotomy.

2.4. Statistical Analysis

The statistical analysis was performed using IBM Statistical Package for Social Sci-
ences (SPSS) version 22.0. The continuous variables were assessed using the Kolmogorov–
Smirnoff test and the distribution was nonparametric. Thus, the variables were expressed
as median (interquartile range, IQR). Categorical variables were expressed as frequency
as well as percentage; subsequently, the Chi-square or Fischer’s test were used for their
analysis. Statistical significance was considered for a p value of less than 0.05.

3. Results
3.1. Patients

A total of 243 ERCPs were performed on distinct patients during the six-month period.
After the exclusion of incomplete records, 233 ERCPs were included in the study. The
median age of the subjects was 68 years old (57–76), and there were 119 (51.1%) women.
The median body mass index (BMI) was 23 kg/m2 (21–24). Periampullary diverticula (PAD)
were present in 27 (11.5%) of the cases. Most patients presented unremarkable, Type 1
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papillary anatomy (64.8%). Concerning the indication for ERCP, the majority of procedures
were performed for benign conditions (75.1%), among which the main indication was CBD
stones (64.4%). The general characteristics of the patients are presented in Table 1.

Table 1. General characteristics of the patients.

Characteristic Value

Age, median (IQR) 68 (57–76)
Sex, women/men, n (%) 119/114 (51.1/48.9)

BMI, median (IQR)
Periampullary diverticula, n (%) 27 (11.5)

Major papilla morphology
Type 1 151 (64.8)
Type 2 31 (13.3)
Type 3 34 (14.6)
Type 4 17 (7.3)

Indication, n (%)
Benign conditions

CBD stones 150 (64,4)
Biliary stricture 21 (9)

Postoperative bile duct injury 4 (1.7)
Cholangitis of unknown etiology 5 (2.1)

Malignant conditions
Pancreatic neoplasm 23 (9.9)
Cholangiocarcinoma 22 (9.4)
Ampullary neoplasm 5 (2.1)

Malignant biliary obstruction secondary to metastatic cancer 3 (1.3)
IQR: interquartile range, BMI: body mass index, CBD: common bile duct.

3.2. ERCP Characteristics

General cannulation success was obtained in over 90% of cases. Most frequently, deep
cannulation of the CBD was achieved using the wire-guided standard technique (81.1%).
In 30% of cases, CBD cannulation was deemed difficult; therefore, advanced techniques
were performed. Most frequently, when access to the CBD was difficult but there was
unintentional PD cannulation, TPBS was performed (10.3% of cases). In 6.4% of cases,
neither the CBD nor the PD could be easily accessed; thus, PS was carried out. In 1.7% of
cases, after an initial TPBS, wire-guided attempts to cannulate the CBD were not successful.
Therefore, TPBS was followed by PS during the same procedure. Pancreatic stents were
placed in 12% of patients, as indicated by the endoscopist, in the case of repeated pancreatic
duct cannulation as well as in the case of TPBS.

The cannulation of CBD was deemed difficult in 30% of the cases. All of the patients
that had Erlangen precut papillotomy, PS, TPBS, and the association of these techniques
performed as well as 26 of the cases from the standard wire-guided cannulation group
presented initial difficult cannulation.

The general rate of PEP was 9.9%. One patient developed severe PEP and required
admission to the intensive care unit. There were no PEP-associated deaths. Concerning
other significant adverse effects, the most frequent one was early bleeding, which occurred
in 1.7% of patients and was treated by submucosal dilute injection of epinephrine followed
by thermal coagulation in cases of failure. One patient presented periampullary perforation,
which was managed conservatively with a good outcome. The general characteristics of
the ERCPs are presented in Table 2.

3.3. Analysis of the Risk Factors for PEP and Other Major Post-ERCP Complications

In our analysis, several patient-related as well as procedure-related factors were
associated with PEP. Concerning patient-related factors, young age, female gender, and
non-standard major papilla morphology increased the rate of PEP, as shown in Table 3.
However, a statistically significant risk was found only in the case of high BMI.
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Table 2. ERCP procedural characteristics.

Characteristic Value

Difficult cannulation, n (%) 70 (30)
Cannulation success, n (%) 215 (92)

Cannulation technique, n (%)
Standard wire-guided cannulation 189 (81.1)

PS 15 (6.4)
TPBS 24 (10.3)

TPBS and PS 4 (1.7)
Erlangen precut papillotomy 1 (0.4)

Periampullary diverticula, n (%) 27 (11.5)
Complications, n (%)

PEP 23 (9.9)
Hyperlipasemia 54 (23.2)

Bleeding 7 (3)
Periampullary perforation 1 (0.4)

PS: precut sphincterotomy, TPBS: transpancreatic biliary sphincterotomy.

Table 3. Analysis of patient-related risk factors for PEP.

Risk Factor No PEP
210 Cases

PEP
23 Cases p

Age < 60 years old, n (%) 58 (27.6) 9 (39.1) 0.247
Female gender, n (%) 105 (50) 14 (60.9) 0.322

BMI > 24 36 (17.1) 8 (34.8) 0.044
Major papilla morphology, n (%)

Type 1 140 (66.7) 11 (47.8) 0.072
Type 2 25 (11.9) 6 (26.1) 0.065
Type 3 30 (14.3) 4 (17.4) 0.755
Type 4 15 (7.1) 2 (8.7) 0.678

Periampullary diverticula, n (%) 26 (12.4) 1 (4.3) 0.489
PEP: Post-endoscopic retrograde cholangiopancreatography pancreatitis, BMI: Body mass index.

The analysis of procedure-related complications showed that 7.4% of the patients that
underwent standard wire-guided cannulation developed PEP. When analyzing only the
26 cases of difficult cannulation from the standard wire-guided cannulation group, we
found that PEP was diagnosed in 3 (11.5%) of the cases from this subgroup. Furthermore,
20% and 20.8% of the patients that underwent PS or TPBS, respectively, developed PEP.
One of the four patients (25%) that had the two techniques performed during the same
procedure also developed PEP. Although there was one severe case of PEP, there were no
PEP-related deaths. Regarding the risk of bleeding, four patients that underwent wire-
guided standard cannulation presented intraprocedural bleeding. PS was followed by
bleeding in one patient, while TPBS was associated with bleeding in one patient. One
patient that had the association of the two procedures developed bleeding. The only
case where an Erlangen precut papillotomy was performed did not develop bleeding. In
all of the cases, the bleeding was controlled endoscopically. There was only one case of
perforation, and that developed secondarily to PS and TPBS (Table 4).

Univariate risk analysis identified BMI > 24 and TPBS as risk factors for PEP, with an
odds ratio (OR) of 2.578 for a 95% confidence interval (CI) between 1.017 and 6.534 and OR
1.211 for a CI of 0.946–1.551, p = 0.041, respectively. PS was associated with an OR of 1.124
for a CI of 0.928–1.361, p = 0.088, for PEP. Standard wire-guided cannulation was protective
for the risk of PEP, OR 0.311, for a 95% CI between 0.125 and 0.775.
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Table 4. Analysis of the relation between the types of canulation and the risk of post-ERCP complications.

Complication
Standard Wire-guided Cannulation

189 Cases
n (%)

PS
15 Cases

n (%)

TPBS
23 Cases

n (%)

Erlangen Precut Papillotomy
1 Case
n (%)

PS and TPBS
4 Cases
n (%)

PEP
23 cases 14 (7.4) 3 (20) 5 (20.8) 0 1 (25)

Bleeding
7 cases 4 (2.1) 1 (6.6) 1 (4.3) 0 1 (25)

Perforation 0 0 0 0 1 (25)

PEP: Post-endoscopic retrograde cholangiopancreatography pancreatitis, PS: precut sphincterotomy, TPBS: transpan-
creatic biliary sphincterotomy.

4. Discussion

Surgical advancements, such as laparoscopic cholecystectomy, but also developments
in the field of endoscopy, specifically EUS, and radiologic advancements, namely magnetic
resonance cholangiopancreatography, have had a significant impact on the evolution
of ERCP, as they have improved pre-procedural diagnostic, thus, establishing correct
indications and allowing for ERCP to be performed in appropriate settings. The list of
current ERCP indications is extensive and includes, but is not limited to, biliary obstruction
due to stones, cancer, infection, type 1 and 2 sphincter of Oddi dysfunction (SOD), palliative
and therapeutic ductal stenting, and many more. ERCP has always been an intrusive
operation, regardless of the indication; thus, successful completion of this procedure safely
calls for extensive expertise and skill [9].

This study aimed to assess the risk of PEP associated with different canulation tech-
niques. We found the general rate of PEP in our institution to be 9.9%, which was within
the previously reported range [1–4,23–25].

4.1. Patient-Related Risk Factors

There are numerous patient-related risk factors for PEP, such as previous history
of PEP or pancreatitis caused by other factors, female gender, younger age, presence
of SOD, obesity, and comorbidities, such as congestive heart failure or end-stage renal
disease [23]. A multivariate analysis of PEP risk factors revealed their independence; they
are also known to work synergistically to raise the rate of PEP, suggesting that they may
have an additional effect. Using data prospectively gathered from roughly 2000 ERCPs,
Freeman et al., calculated the adjusted OR for various combinations of risk factors. The
authors discovered that female patients with a normal serum bilirubin level, SOD, and
challenging biliary cannulation had the highest risk of PEP, accounting for 42% of cases [24].
Similarly, a retrospective cohort research by Cheng et al., which examined 1115 patients,
showed that age under 60, a history of post-ERCP pancreatitis, and SOD were all risk factors
for PEP [25]. In our analysis, we found that a higher percentage of patients under 60 years of
age as well as of women developed PEP; however, there was no statistical significance.

Because not all potential risk factors have been examined, the list of identified risk
factors is not all-inclusive. Based on limited prospective trials, it was reported that the un-
derlying existence of cirrhosis, primary sclerosing cholangitis (PSC), chronic (autoimmune)
hepatitis, Crohn’s disease, and obesity were independent predictors of post-ERCP com-
plications, including PEP [26,27]. Pre-ERCP blood urine nitrogen (BUN) and hematocrit
(HCT) levels have been proven to have some value as potential predictors of PEP. A higher
incidence of PEP was found to be linked to higher pre-procedure BUN and HCT levels [28].
Smoking, past drinking, and diabetes were all independent risk factors, according to an-
other case-control research including 6505 participants conducted by DiMagno et al., in
2013 [29]. Furthermore, according to a study by Freeman et al., from more than 20 years ago,
the likelihood of overall complications, including PEP, was significantly increased when at
least one of the independent risk variables (SOD, cirrhosis, difficult bile duct cannulation,
PS, or a combination of percutaneous and endoscopic procedures) was present. As a result,
overnight stays for post-ERCP patients who displayed one of the listed risk factors have
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been justified [30]. Nevertheless, it has been shown that chronic pancreatitis protected
against PEP, probably as a result of pancreatic atrophy and diminished enzymatic exocrine
activity [24]. Pancreas divisum was not found to be a risk factor in and of itself for PEP;
however, sphincterotomy of the papilla minor and dorsal duct manipulation enhanced the
incidence of PEP [31]. A recent study conducted in the United States of America found that
alcohol and cocaine use, chronic kidney disease, and heart failure, as well as obesity, were
patient-related risk factors for developing PEP [32]. Similarly, in our analysis, we found
that a higher BMI was associated with an increased risk of PEP.

4.2. Procedure-Related Risk Factors

Trauma to the papilla is the main physiopathological driver for the development of
PEP. This can induce Oddi sphincter spasm, papillary edema, obstruction of the pancreatic
juice flow, and a cascade of events that eventually leads to pancreatic injury [3]. Repeated
attempts to cannulate the papilla have been shown to be associated with a higher risk
of PEP; moreover, each attempt further increases this risk [33]. Thus, measures should
be taken in order to avoid this situation. Endoscopists have a range of early precut or
rendezvous procedures at their disposal when the anatomy of the papilla is unfavorable or
difficult cannulation is predicted. The choice of technique depends on the endoscopist’s
experience, the condition being treated, and the anatomy of the patient. When deciding
which technique to use during a difficult cannulation, these factors should all be taken
into account [9].

In the case of difficult cannulation, current recommendations state that both PS and
TPBS can be performed in order to facilitate access to the common bile duct [6]. PS is
an established technique that involves using a needle-knife sphincterotome. A cut is
performed, either freehand or over a previously placed pancreatic stent, starting from the
papillary orifice in a stepwise fashion, towards the direction of the bile duct. Alternatively,
a fistulotomy can be carried out, when an incision is performed at the roof of the papilla
in an attempt to intercept the CBD [6]. TPBS is a cannulation technique that involves
inserting the sphincterotome over a guidewire into the PD and making an incision towards
the CBD in an attempt to intercept the bile duct by cutting the septum between the PD
and the CBD [34]. However, these procedures carry a supplementary risk of PEP. The risk
of developing PEP is deemed similar between TPBS and PS, with an odds ratio between
2.11–3.1 for PS and 1.23–3.07 according to ESGE guidelines [1]. However, there are reports
of an increased incidence of PEP when TPBS is performed rather than PS (29.8% versus
12.7% of cases, respectively) [24]. A more recent retrospective 5-year analysis of 1082 cases
reported a low rate of 2.8% of cases of PEP following TPBS, with a RR of 0.015, 95%CI
between 0.23–5.05 for a p < 0.001, compared to a RR of 3.104, 95%CI between 1.03–9.36 for a
p = 0.04 in the case of PS [34].

As these techniques usually follow repeated cannulation attempts, the risk of PEP
could actually be related to the prolonged instrumentation of the papilla rather than to the
technique used. Supporting this theory are a series of studies that analyzed the impact
of early PS on the rate of PEP; the findings are consistent with a lower risk of develop-
ing PEP following early PS in contrast with repeated attempts of cannulation followed
by late PS [35]. Several studies indicated a considerable reduction in the risk of PEP in
patients having early PS versus usual procedures. Prior to randomizing to PS versus persis-
tence with standard cannulation techniques, these studies used a heterogeneous definition
for difficult biliary cannulation, specifying a duration of attempted cannulation of >5 to
12 min or >2 to 4 unintentional pancreatic duct cannulations [36,37]. We found that in the
setting of difficult cannulation, as defined by ESGE criteria, the rates of PEP were higher
in patients that required PS or TPBS. The highest rates of PEP were found when both PS
and TPBS were associated. These findings should, however, be interpreted with caution,
as the total procedure time and the length of cannulation could not be analyzed because
of lack of documentation. Thus, the higher rates of PEP could be related to prolonged
instrumentation, especially in complex cases that required both PS and TPBS.
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Another option in the setting of difficult cannulation is the use of an Erlangen precut
papillotomy. This procedure traditionally involves the use of a dedicated sphincterotome.
The instrument is insinuated into the papillary orifice and a cut towards the biliary orifice
is performed without the prior use of guidewire or contrast medium injection. Thus,
the unroofing of the papilla provides access to the CBD with reduced risk of PEP [8,9].
In our study, an Erlangen precut papillotomy was performed in only one case, and no
complication was noted.

Endoscopic papillary large-balloon dilation (EPLBD) of an intact biliary sphincter for
the extraction of large choledocholithiasis was found to have considerably greater rates of
PEP than biliary sphincterotomy in 15 randomized clinical trials involving
1768 patients [38]. According to a prospective randomized study, a 1 min EPLBD with an
intact biliary sphincter was linked with a greater incidence of PEP than a 5 min dilatation
(15.1% versus 4.8%; p = 0.038) [39]. A further meta-analysis published by Liao et al., in
2012 found that EPLBDs lasting less than one minute had greater rates of pancreatitis than
EPLBDs lasting more than one minute [40]. On the other hand, balloon dilation follow-
ing biliary sphincterotomy, or adjunct balloon sphincteroplasty, did not raise the risk of
PEP [41,42]. PEP rates have also been linked to pancreatic duct cannulation and/or injection
and pancreatic sphincterotomy, two other procedure-related parameters (including minor
papillotomy). Pancreatic duct stenting appears to lower the risk of pancreatitis, which is
increased by endoscopic papillectomy [3,43].

SBC should be attempted at referral facilities by endoscopists who are familiar with
the complex post-surgical anatomy seen in patients who have undergone Roux-en-Y or
Billroth II gastrectomy procedures. Patients who undergo these procedures often have
papilla retrograde from the gastrojejunostomy site in a section of the duodenum. Push or
balloon enteroscopy retrograde from the jejunum to the duodenum is frequently required
because of this additional distance in order to reach the papilla [44]. In a meta-analysis of
43 studies, success rates for biliary cannulation using spiral enteroscopy and single balloon
techniques were 83% and 95%, respectively, while adverse events ranged from 0% to 3%.
The studies examined single balloon, double-balloon, spiral enteroscopy, and short scope
double-balloon techniques [45].

Other debated risks for PEP were related to the expertise of the operator, such as prior
experience, case volume, and trainee participation; however, an accurate evaluation was
proven challenging because of confounding factors including the complexity of ERCPs
at high-volume facilities versus low-volume centers [46]. Only one study showed an
independent rise in PEP risk with trainee involvement; however, the results were not
confirmed by other authors [25,26,47]. In our institution, all of the endoscopists performing
ERCP had ample expertise and a high case volume.

Some data suggest that ERCP performed in the setting of asymptomatic CBD stones
is associated with a higher risk of PEP [48]. However, practice guidelines recommend
ERCP to be performed regardless of symptoms, as leaving stones in place subjects the
patient to a risk of often severe complications [49]. In our emergency hospital, all cases
were symptomatic. Thus, a separate analysis of asymptomatic patients was not possible.

An alternative to performing ERCP and, thus, avoiding the complications associated
with this procedure would be performing both laparoscopic cholecystectomy and CBD
exploration in a single procedure. Although, currently, the two-stage procedure including
ERCP and stone extraction followed by laparoscopic cholecystectomy is the preferred
approach to CBD stones [49], recent data suggests that single-stage laparoscopic CBD
exploration and cholecystectomy could represent a potentially safer and cost-efficient
alternative [50]. However, ERCP presents some advantages, such as being minimally
invasive, addressing small stones, being located distally in the CBD, and replacing the need
for surgery in the case of residual CBD stones. In our institution, the preferred approach
in the case of CBD stones is to perform ERCP followed by laparoscopic cholecystectomy
during the same hospitalization.
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Our study had some limitations that were mostly related to the information available
in our database. First, there was no information regarding the general cannulation time;
second, the analysis did not include the time intervals of each cannulation techniques
used. Moreover, information concerning late complications, such as late bleeding, was not
available and was not included.

5. Conclusions

PEP has been associated with the use of PS and TPBS in our institution. The highest
rate of PEP was found in patients that required both of the procedures. The rate of PEP
should be analyzed in each center that provides ERCP and patients should be informed of
the local rate of complications prior to the procedure.

Author Contributions: Conceptualization, S.C. and A.T.; methodology, C.S. and C.V.S.; software,
C.V.S. and S.Z.; validation, S.Z. and R.N.; formal analysis, C.C. and A.T.; investigation, S.Z. and R.N.;
data curation, A.T.; writing—original draft preparation, S.C. and R.N.; writing—review and editing,
S.C. and C.V.S.; visualization, C.C.; supervision, A.T. and C.S. All authors have read and agreed to
the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: There was no requirement for ethical approval as the study
performed was a service evaluation.

Informed Consent Statement: There was no requirement for informed consent.

Data Availability Statement: Data is available on demand.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Dumonceau, J.M.; Kapral, C.; Aabakken, L.; Papanikolaou, I.S.; Tringali, A.; Vanbiervliet, G.; Beyna, T.; Dinis-Ribeiro, M.; Hritz, I.;

Mariani, A.; et al. ERCP-Related Adverse Events: European Society of Gastrointestinal Endoscopy (ESGE) Guideline. Endoscopy
2020, 52, 127–149. [CrossRef]

2. Chandrasekhara, V.; Khashab, M.A.; Muthusamy, V.R.; Acosta, R.D.; Agrawal, D.; Bruining, D.H.; Eloubeidi, M.A.; Fanelli, R.D.;
Faulx, A.L.; Gurudu, S.R.; et al. Adverse Events Associated with ERCP. Gastrointest. Endosc. 2017, 85, 32–47. [CrossRef] [PubMed]

3. Tryliskyy, Y.; Bryce, G.J. Post-ERCP Pancreatitis: Pathophysiology, Early Identification and Risk Stratification. Adv. Clin. Exp. Med.
2018, 27, 143–148. [CrossRef]

4. Matsushita, M.; Takakuwa, H.; Shimeno, N.; Uchida, K.; Nishio, A.; Okazaki, K. Epinephrine Sprayed on the Papilla for Prevention
of Post-ERCP Pancreatitis. J. Gastroenterol. 2009, 44, 71–75. [CrossRef] [PubMed]

5. Dumonceau, J.M.; Andriulli, A.; Elmunzer, B.J.; Mariani, A.; Meister, T.; Deviere, J.; Marek, T.; Baron, T.H.; Hassan, C.;
Testoni, P.A.; et al. Prophylaxis of Post-ERCP Pancreatitis: European Society of Gastrointestinal Endoscopy (ESGE) Guideline-
Updated June 2014. Endoscopy 2014, 46, 799–815. [CrossRef]

6. Testoni, P.A.; Mariani, A.; Aabakken, L.; Arvanitakis, M.; Bories, E.; Costamagna, G.; Devière, J.; Dinis-Ribeiro, M.; Dumonceau,
J.M.; Giovannini, M.; et al. Papillary Cannulation and Sphincterotomy Techniques at ERCP: European Society of Gastrointestinal
Endoscopy (ESGE) Clinical Guideline. Endoscopy 2016, 48, 657–683. [CrossRef]

7. Kawai, K. Preliminary report on endoscopical papillotomy. J. Kyoto Pref. Univ. Med. 1973, 82, 353–355.
8. Palm, J.; Saarela, A.; Mäkelä, J. Safety of Erlangen precut papillotomy: An analysis of 1044 consecutive ERCP examinations in a

single institution. J. Clin. Gastroenterol. 2007, 5, 528–533. [CrossRef] [PubMed]
9. Berry, R.; Han, J.Y.; Tabibian, J.H. Difficult biliary cannulation: Historical perspective, practical updates, and guide for the

endoscopist. World J. Gastrointest. Endosc. 2019, 1, 5–21. [CrossRef]
10. Dhir, V.; Bhandari, S.; Bapat, M.; Maydeo, A. Comparison of EUS-guided rendezvous and precut papillotomy techniques for

biliary access (with videos). Gastrointest. Endosc. 2012, 75, 354–359. [CrossRef] [PubMed]
11. Ustundag, Y.; Alper, E.; Parlak, E. EUS-guided rendezvous instead of precut techniques as a rescue measure when selective biliary

cannulation fails: Is it replacement or misplacement? Gastrointest. Endosc. 2012, 76, 466–467. [CrossRef] [PubMed]
12. Yoon, W.J.; Brugge, W.R. EUS-guided biliary rendezvous: EUS to the rescue. Gastrointest. Endosc. 2012, 75, 360–361. [CrossRef]
13. Kawakubo, K.; Kuwatani, M.; Kato, S.; Sugiura, R.; Sano, I.; Sakamoto, N. Direct puncture of the ampulla as a modified Endoscopic

ultrasound-guided rendezvous technique. Endosc. Ultrasound. 2018, 7, 133–134.
14. Cimavilla, M.; García-Alonso, J.; Torres, R.; Carbajo, A.; De Benito, M.; Peñas, I.; Sevilla, S.; Mora, N.; GIlSimon, P.; De la Serna, C.; et al.

Predictors of Success and Rescue Options of EUSGuided Rendezvous (EUS-RV) for Biliary Access after Failed ERCP Cannulation.
Endoscopy 2018, 50, S95–S96.

https://doi.org/10.1055/a-1075-4080
https://doi.org/10.1016/j.gie.2016.06.051
https://www.ncbi.nlm.nih.gov/pubmed/27546389
https://doi.org/10.17219/acem/66773
https://doi.org/10.1007/s00535-008-2272-8
https://www.ncbi.nlm.nih.gov/pubmed/19159075
https://doi.org/10.1055/s-0034-1377875
https://doi.org/10.1055/s-0042-108641
https://doi.org/10.1097/MCG.0b013e31802b8728
https://www.ncbi.nlm.nih.gov/pubmed/17450039
https://doi.org/10.4253/wjge.v11.i1.5
https://doi.org/10.1016/j.gie.2011.07.075
https://www.ncbi.nlm.nih.gov/pubmed/22248603
https://doi.org/10.1016/j.gie.2012.02.013
https://www.ncbi.nlm.nih.gov/pubmed/22817802
https://doi.org/10.1016/j.gie.2011.09.024


Life 2023, 13, 1410 11 of 12

15. Sasahira, N.; Kawakami, H.; Isayama, H.; Uchino, R.; Nakai, Y.; Ito, Y.; Matsubara, S.; Ishiwatari, H.; Uebayashi, M.; Yagioka, H.; et al.
Early use of doubleguidewire technique to facilitate selective bile duct cannulation: The multicenter randomized controlled
EDUCATION trial. Endoscopy 2015, 47, 421–429.

16. Tanaka, R.; Itoi, T.; Sofuni, A.; Itokawa, F.; Kurihara, T.; Tsuchiya, T.; Tsuji, S.; Ishii, K.; Ikeuchi, N.; Umeda, J.; et al. Is the
double-guidewire technique superior to the pancreatic duct guidewire technique in cases of pancreatic duct opacification?
J. Gastroenterol. Hepatol. 2013, 28, 1787–1793. [CrossRef] [PubMed]

17. Tse, F.; Yuan, Y.; Moayyedi, P.; Leontiadis, G.I.; Barkun, A.N. Double-guidewire technique in difficult biliary cannulation for the
prevention of post-ERCP pancreatitis: A systematic review and metaanalysis. Endoscopy 2017, 49, 15–26. [CrossRef]

18. Buxbaum, J.; Yan, A.; Yeh, K.; Lane, C.; Nguyen, N.; Laine, L. Aggressive hydration with lactated ringer’s solution reduces
pancreatitis after endoscopic retrograde cholangiopancreatography. Clin. Gastroenterol. Hepatol. 2014, 12, 303–307. [CrossRef]

19. Sagi, S.V.; Schmidt, S.; Fogel, E.; Lehman, G.A.; McHenry, L.; Sherman, S.; Watkins, J.; Coté, G.A. Association of greater
intravenous volume infusionwith shorterhospitalization for patients with postERCP pancreatitis. J. Gastroenterol. Hepatol. 2014,
29, 1316–2130. [CrossRef]

20. DiMagno, M.J.; Wamsteker, E.J.; Rai, J.; Rivera, M.A.; Spaete, J.P.; Ballard, D.D.; Elmunzer, B.J.; Saini, S.D. Do larger periproce-
dural fluid volumes reduce the severity of post-endoscopic retrograde cholangiopancreatography pancreatitis? Pancreas 2014,
43, 642–664. [CrossRef] [PubMed]

21. Chiriac, S.; Stanciu, C.; Cojocariu, C.; Sfarti, C.; Singeap, A.M.; Girleanu, I.; Cuciureanu, T.; Huiban, L.; David, D.; Zenovia, S.; et al. The
Impact of the COVID-19 Pandemic on Gastrointestinal Endoscopy Activity in a Tertiary Care Center from Northeastern Romania.
Healthcare 2021, 9, 100. [CrossRef] [PubMed]

22. Haraldsson, E.; Lundell, L.; Swahn, F.; Enochsson, L.; Löhr, J.M.; Arnelo, U.; Aabakken, L.; Grönroos, J.; Halttunen, J.;
Hauge, T.; et al. Endoscopic Classification of the Papilla of Vater. Results of an Inter- and Intraobserver Agreement Study.
United Eur. Gastroenterol. J. 2017, 5, 504–510. [CrossRef]

23. Cahyadi, O.; Tehami, N.; de-Madaria, E.; Siau, K. Post-ERCP Pancreatitis: Prevention, Diagnosis and Management. Medicina 2022,
58, 1261. [CrossRef] [PubMed]

24. Freeman, M.L.; DiSario, J.A.; Nelson, D.B.; Fennerty, M.; Lee, J.G.; Bjorkman, D.J.; Overby, C.S.; Aas, J.; Ryan, M.E.; Bochna, G.S.; et al.
Risk factors for post-ERCP pancreatitis: A prospective, multicenter study. Gastrointest. Endosc. 2001, 54, 425–434. [CrossRef]
[PubMed]

25. Cheng, C.-L.; Sherman, S.; Watkins, J.L.; Barnett, J.; Freeman, M.; Geenen, J.; Ryan, M.; Parker, H.; Frakes, J.T.; Fogel, E.L.; et al.
Risk factors for post-ERCP pancreatitis: A prospective multicenter study. Am. J. Gastroenterol. 2006, 101, 139–147. [CrossRef]
[PubMed]

26. Fujisawa, T.; Kagawa, K.; Hisatomi, K.; Kubota, K.; Sato, H.; Nakajima, A.; Matsuhashi, N. Obesity with abundant subcutaneous
adipose tissue increases the risk of post-ERCP pancreatitis. J. Gastroenterol. 2016, 9, 931–938. [CrossRef]

27. Leerhøy, B.; Nordholm-Carstensen, A.; Novovic, S.; Hansen, M.B.; Jørgensen, L.N. Effect of body weight on fixed dose of
diclofenac for the prevention of post-endoscopic retrograde cholangiopancreatography pancreatitis. Scand. J. Gastroenterol. 2016,
8, 1007–1012. [CrossRef] [PubMed]

28. Coté, G.A.; Schmidt, S.E.; Imperiale, T.F.; Fogel, E.L.; Lehman, G.A.; McHenry, L.; Watkins, J.L.; Sherman, S. Pre-procedure BUN
and Hct as predictors of post-ERCP pancreatitis (PEP) among patients with suspected sphincter of oddi dysfunction undergoing
manometry. Gastroenterology 2011, 5, 382. [CrossRef]

29. DiMagno, M.J.; Spaete, J.P.; Ballard, D.D.; Wamsteker, E.J.; Saini, S.D. Risk models for post-endoscopic retrograde cholangiopan-
creatography pancreatitis (PEP): Smoking and chronic liver disease are predictors of protection against PEP. Pancreas 2013,
6, 996–1003. [CrossRef] [PubMed]

30. Freeman, M.L.; Nelson, D.B.; Sherman, S.; Haber, G.B.; Fennerty, M.; DiSario, J.A.; Ryan, M.E.; Kortan, P.P.; Dorsher, P.J.; Shaw, M.J.; et al.
Same-day discharge after endoscopic biliary sphincterotomy: Observations from a prospective multicenter complication study.
The Multicenter Endoscopic Sphincterotomy (MESH) Study Group. Gastrointest. Endosc. 1999, 5, 580–586. [CrossRef]

31. Moffatt, D.C.; Coté, G.A.; Avula, H.; Watkins, J.L.; McHenry, L.; Sherman, S.; Lehman, G.A.; Fogel, E.L. Risk factors for ERCP-
related complications in patients with pancreas divisum: A retrospective study. Gastrointest. Endosc. 2011, 73, 963–970. [CrossRef]
[PubMed]

32. Mutneja, H.R.; Vohra, I.; Go, A.; Bhurwal, A.; Katiyar, V.; Palomera Tejeda, E.; Thapa Chhetri, K.; Baig, M.A.; Arora, S.; Attar, B.
Temporal trends and mortality of post-ERCP pancreatitis in the United States: A nationwide analysis. Endoscopy 2021, 4, 357–366.
[CrossRef] [PubMed]

33. Bailey, A.A.; Bourke, M.J.; Williams, S.J.; Walsh, P.R.; Murray, M.A.; Lee, E.Y.T.; Kwan, V.; Lynch, P.M. A Prospective Randomized
Trial of Cannulation Technique in ERCP: Effects on Technical Success and Post-ERCP Pancreatitis. Endoscopy 2008, 40, 296–301.
[CrossRef] [PubMed]

34. Papaefthymiou, A.; Florou, T.; Koffas, A.; Kateri, C.; Pateras, K.; Fytsilis, F.; Chougias, D.; Bektsis, T.; Manolakis, A.;
Kapsoritakis, A.; et al. Efficacy and Safety of Transpancreatic Sphincterotomy in Endoscopic Retrograde Cholangiopancreatogra-
phy: A Retrospective Cohort Study. Ann. Gastroenterol. 2022, 35, 648–653. [CrossRef]

35. Mariani, A.; di Leo, M.; Giardullo, N.; Giussani, A.; Marini, M.; Buffoli, F.; Cipolletta, L.; Radaelli, F.; Ravelli, P.; Lombardi, G.; et al.
Early Precut Sphincterotomy for Difficult Biliary Access to Reduce Post-ERCP Pancreatitis: A Randomized Trial. Endoscopy 2016,
48, 530–535. [CrossRef] [PubMed]

https://doi.org/10.1111/jgh.12303
https://www.ncbi.nlm.nih.gov/pubmed/23800118
https://doi.org/10.1055/s-0042-119035
https://doi.org/10.1016/j.cgh.2013.07.026
https://doi.org/10.1111/jgh.12511
https://doi.org/10.1097/MPA.0000000000000101
https://www.ncbi.nlm.nih.gov/pubmed/24713841
https://doi.org/10.3390/healthcare9010100
https://www.ncbi.nlm.nih.gov/pubmed/33477942
https://doi.org/10.1177/2050640616674837
https://doi.org/10.3390/medicina58091261
https://www.ncbi.nlm.nih.gov/pubmed/36143938
https://doi.org/10.1067/mge.2001.117550
https://www.ncbi.nlm.nih.gov/pubmed/11577302
https://doi.org/10.1111/j.1572-0241.2006.00380.x
https://www.ncbi.nlm.nih.gov/pubmed/16405547
https://doi.org/10.1007/s00535-016-1160-x
https://doi.org/10.3109/00365521.2016.1172338
https://www.ncbi.nlm.nih.gov/pubmed/27160512
https://doi.org/10.1016/S0016-5085(11)61565-5
https://doi.org/10.1097/MPA.0b013e31827e95e9
https://www.ncbi.nlm.nih.gov/pubmed/23532001
https://doi.org/10.1016/S0016-5107(99)70385-8
https://doi.org/10.1016/j.gie.2010.12.035
https://www.ncbi.nlm.nih.gov/pubmed/21392753
https://doi.org/10.1055/a-1220-2242
https://www.ncbi.nlm.nih.gov/pubmed/32668463
https://doi.org/10.1055/s-2007-995566
https://www.ncbi.nlm.nih.gov/pubmed/18389448
https://doi.org/10.20524/aog.2022.0750
https://doi.org/10.1055/s-0042-102250
https://www.ncbi.nlm.nih.gov/pubmed/26990509


Life 2023, 13, 1410 12 of 12

36. Lopes, L.; Dinis-Ribeiro, M.; Rolanda, C. Early precut fistulotomy for biliary access: Time to change the paradigm of “the later,
the better”? Gastrointest. Endosc. 2014, 80, 634–641. [CrossRef] [PubMed]

37. Sundaralingam, P.; Masson, P.; Bourke, M.J. Early precut sphincterotomy does not increase risk during endoscopic retrograde
cholangiopancreatography in patients with difficult biliary access: A meta-analysis of randomized controlled trials. Clin.
Gastroenterol. Hepatol. 2015, 13, 1722–1729.e2. [CrossRef]

38. Weinberg, B.M.; Shindy, W.; Lo, S. Endoscopic balloon sphincter dilation (sphincteroplasty) versus sphincterotomy for common
bile duct stones. Cochrane Database Syst. Rev. 2006, 18, CD004890. [CrossRef]

39. Liao, W.C.; Lee, C.T.; Chang, C.Y.; Leung, J.W.; Chen, J.-H.; Tsai, M.-C.; Lin, J.-T.; Wu, M.-S.; Wang, H.-P. Randomized trial of
1-minute versus 5-minute endoscopic balloon dilation for extraction of bile duct stones. Gastrointest. Endosc. 2010, 72, 1154–1162.
[CrossRef]

40. Liao, W.C.; Tu, Y.K.; Wu, M.S.; Wang, H.P.; Lin, J.T.; Leung, J.W.; Chien, K.L. Balloon dilation with adequate duration is safer
than sphincterotomy for extracting bile duct stones: A systematic review and meta-analyses. Clin. Gastroenterol. Hepatol. 2012,
10, 1101–1109. [CrossRef]

41. Heo, J.H.; Kang, D.H.; Jung, H.J.; Kwon, D.S.; An, J.K.; Kim, B.S.; Suh, K.D.; Lee, S.Y.; Kim, G.H.; Kim, T.O.; et al. Endoscopic
sphincterotomy plus large-balloon dilation versus endoscopic sphincterotomy for removal of bile-duct stones. Gastrointest. Endosc.
2007, 66, 720–726. [CrossRef]

42. Feng, Y.; Zhu, H.; Chen, X.; Xu, S.; Cheng, W.; Ni, J.; Shi, R. Comparison of endoscopic papillary large balloon dilation and
endoscopic sphincterotomy for retrieval of choledocholithiasis: A meta-analysis of randomized controlled trials. J. Gastroenterol.
2012, 47, 655–663. [CrossRef]

43. Harewood, G.C.; Pochron, N.L.; Gostout, C.J. Prospective, randomized, controlled trial of prophylactic pancreatic stent placement
for endoscopic snare excision of the duodenal ampulla. Gastrointest. Endosc. 2005, 62, 367–370. [CrossRef] [PubMed]

44. Hochberger, J.; Maubach, J.; Menke, D. Difficult Cannulation and Sphincterotomy. In Clinical Gastrointestinal Endoscopy; Elsevier:
Amsterdam, The Netherlands, 2012; pp. 521–527.

45. Martin, G.; Lasa, J.S.; Matanó, R.F. Sa1364 Biliary cannulation rate and adverse rate and adverse events in a cohort of patients
with surgicially-altered gastrointestinal anatomy referred for endoscopic retrograde cholangiopancreatography. Gastrointest.
Endosc. 2018, 87, AB231–AB232. [CrossRef]

46. Testoni, P.A.; Mariani, A.; Giussani, A.; Vailati, C.; Masci, E.; Macarri, G.; Ghezzo, L.; Familiari, L.; Giardullo, N.;
Mutignani, M.; et al. Risk factors for post-ERCP pancreatitis in high- and low-volume centers and among expert and
non-expert operators: A prospective multicenter study. Am. J. Gastroenterol. 2010, 105, 1753–1761. [CrossRef] [PubMed]

47. Vandervoort, J.; Soetikno, R.M.; Tham, T.C.; Wong, R.C.; Ferrari, A.P., Jr.; Montes, H.; Roston, A.D.; Slivka, A.; Lichtenstein, D.R.;
Ruymann, F.W.; et al. Risk factors for complications after performance of ERCP. Gastrointest. Endosc. 2002, 56, 652–656. [CrossRef]

48. Kadokura, M.; Takenaka, Y.; Yoda, H.; Yasumura, T.; Okuwaki, T.; Tanaka, K.; Almemiya, F. Asymptomatic Common Bile Duct
Stones Are Associated with Increased Risk of Post-Endoscopic Retrograde Cholangiopancreatography Pancreatitis. JMA J. 2021,
2, 141–147.

49. Manes, G.; Paspatis, G.; Aabakken, L.; Anderloni, A.; Arvanitakis, M.; Ah-Soune, P.; Barthet, M.; Domagk, D.; Dumonceau, J.-M.;
Gigot, J.-F.; et al. Endoscopic management of common bile duct stones: European Society of Gastrointestinal Endoscopy (ESGE)
guideline. Endoscopy 2019, 5, 472–491. [CrossRef]

50. De Silva, H.M.; Howard, T.; Bird, D.; Hodgson, R. Outcomes following common bile duct exploration versus endoscopic
stone extraction before, during and after laparoscopic cholecystectomy for patients with common bile duct stones. HPB 2022,
12, 2125–2133. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.gie.2014.03.014
https://www.ncbi.nlm.nih.gov/pubmed/24814775
https://doi.org/10.1016/j.cgh.2015.06.035
https://doi.org/10.1002/14651858.CD004890.pub2
https://doi.org/10.1016/j.gie.2010.07.009
https://doi.org/10.1016/j.cgh.2012.05.017
https://doi.org/10.1016/j.gie.2007.02.033
https://doi.org/10.1007/s00535-012-0528-9
https://doi.org/10.1016/j.gie.2005.04.020
https://www.ncbi.nlm.nih.gov/pubmed/16111953
https://doi.org/10.1016/j.gie.2018.04.1515
https://doi.org/10.1038/ajg.2010.136
https://www.ncbi.nlm.nih.gov/pubmed/20372116
https://doi.org/10.1016/S0016-5107(02)70112-0
https://doi.org/10.1055/a-0862-0346
https://doi.org/10.1016/j.hpb.2022.08.014

	Introduction 
	Materials and Methods 
	Study Design 
	Definitions and Outcomes 
	PEP Prevention and Procedure Description 
	Statistical Analysis 

	Results 
	Patients 
	ERCP Characteristics 
	Analysis of the Risk Factors for PEP and Other Major Post-ERCP Complications 

	Discussion 
	Patient-Related Risk Factors 
	Procedure-Related Risk Factors 

	Conclusions 
	References

