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Clinical application of three precut techniques in difficult biliary cannulation
Dai Xin',Zhang Junwen?
(1. Department of Gastroenterology ,the First Division;2. Department of Gastroenterology Disease,
The First Affiliated Hospital of Chongqing Medical University)

[ Abstract|Objective : To evaluate the success and complication rates of three precut techniques: double guide—wire technique(DGT) ,
transpancreatic precut sphincterotomy (TPS) , needle—knife papillotomy (NKP) in difficult biliary cannulation. Methods ; Totally 273
cases of difficult bile duct cannulation in endoscopic retrograde cholangiopancreatography (ERCP) were chosen between August 2003
and March 2016. During the time,there are 2 830 cases received standard cannulation technique(SCT). Eighty—seven cases received
DGT and 92 cases were cannulated by TPS and 94 cases received NKP. The successful rate of selective bile duct cannulation and
complication was evaluated and compared with standard cannulation, respectively. Results . The successful rates in SCT,DGT, TPS,NKP
group were 91.20%,96.55%,96.74% ,97.87% ,respectively. The successful rate in three precut techniques was higher than that in
standard cannulation (P<0.05). The time of successful biliary cannulation in DGT,TPS and NKP group was (5.89 +2.03), (5.60 +
2.37),(5.76 £2.50) min,respectively,with statistically significant differences compared with that of (6.40 +2.91) min in standard
cannulation group(P<0.05). The hyperamylasemia(PEHA) rates in DGT,TPS,NKP group were 63.10%,41.56%,43.48% ,respectively.
The rate of PEHA in three precut techniques was higher than that in standard cannulation (P<0.05). Meanwhile , the rate of PEHA in
DGT group was higher than that in TPS and NKP group(P<0.05). The incidence of post—ercp pancreatitis(PEP) was not statistical
different in three groups(P>0.05). The incidences of perforation and bleeding in NKP were 2.17% and 6.52% ,respectively , which was
significantly higher than those of standard cannulation(0.11%,0.18% ,P<0.05) and the incidence of bleeding was significantly higher
than that in DGT(0%) and TPS(0%) group. There was no death in either group. Conclusion:All of the three precut techniques
could increase the success rate of biliary cannulation and shorten the operation time. Among them, DGT has higher rate of PEAP.
Meanwhile, NKP has higher rate of perforation and bleeding. But three precut techniques do not increase the rate of post—-ERCP pan-
creatitis. The use of different strategies may hélp increase the success rate for difficult biliary cannulation without increasing compli-
cation rates.

[Key words]endoscopic retrograde cholangiopancreatography;difficult biliary cannulation;double guide—wire technique;transpancreatic

precut sphincterotomy ; needle—knife papillotomy
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BIROT LB, KMEKHE «=0.05,
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BraTxtgadt 3 103 4, 365 273 B BUIEE R, RI)
# 91.20%, ¥R T DGT(96.55%) , TPS(96.74%) ,NKP(97.87% )-
3 40 ; HHh NKP 4182 58 B T SCT 41 (P<0.05), 3 4%
Bl L T B B8 00 FARERAERT TR (P<0.05) , W3 2,
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Tab.1 Clinical characteristics of patients undergoing ERCP
— PRI SCT41 (n=2830) DGTH (n=87) TPSZH (n=92) NKPZE (n=94) XIF {8 P
B (B 1228/1 602 52/35¢ 42/50 43/51 X¥=9.424 0.024
HER(F) 55.93 + 11.54 54.92 +11.35 55.15+11.28 5672+ 11.24 F=0.529 0.663
FARIBIE (n,%)
RS -¢=7a 1717(60.68 ) 41(47.13)" 39(42.39)° 42(44.68 )" X’=26.761 0.000
SOD 822(29.05) 28(32.18) 28(30.43) 32(34.04) X=0.513 0.679
TR 212(7.49) 10(11.49) 14(1522)" 10(10.64) X=9.899 0.019
e 79(2.79) 8(9.20)* 11(12.00)" 10(10.64)* X=46.468 0.000

¥ :a, 5 SCT K3, P<0.05: D B b #2 : SCT vs. DGT, P=0.003;SCT vs. TPS, P=0.671;SCT vs. NKP, P=0.673; @F RAE1E : JLEE 4 A :SCT vs.
DGT, P=0.014;SCT vs. TPS, P=0.001;SCT vs. NKP, P=0.003 ; % Ji§ #R %8 : SCT vs. DGT, P=0.154;SCT vs. TPS,P=0.015;SCT vs. NKP, P=0.237; iR

% :SCT vs DGT, P=0.004; SCT vs. TPS, P=0.000; SCT vs. NKP, P=0.000
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Tab.2 Success rate and operation time of standard cannulation and three techniques for difficult biliary cannulation

E it SCT(n=3103) DGT (n=87) TPS(n=92) NKP (n=94) YIFE P1E
BRI (n, %) 2830(91.20) 84(96.55) 89(96.74) 92(97.87)* X=11.444 0.010
BRAERTIA] ( min ) 6.40 %291 5.89 +2.03 560237 5.76 + 2.50¢ F=8.583 0.000

¥ :a, 5 SCT L3, P<0.05 : OEINZ 55 . SCT vs. DGT, P=0.083;SCT vs. TPS, P=0.060;SCT vs. NKP, P=0.023 ; @2k i} /8] 88 : SCT vs. DGT,

P=0.002;SCT vs. TPS, P=0.001; SCT vs. NKP, P=0.005
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Tab.3 Complication rates of standard cannulation and three techniques for difficult biliary cannulation ( z,% )

ARJGIHEAE SCT(n=2830) DGT (n=84) TPS (n=89) NKP (n=92) ¥ P&
PEHA 830(29.33) 53(63.10)* 37(41.56)* 40(43.48)* 55.479 0.000
PEP 128(4.50) 8(9.52) 5(5.62) 4(4.35) 4.608 0.186
ZFA 3(0.11) 1(1.19) 1(1.12) 2(2.17)* 16.258 0.001
. 5(0.18) 0(0.00)° 0(0.00)° 6(6.52)" 29.182 0.000
A 0(0.00) 0(0.00) 0(0.00) 0(0.00) - -

¥ :a,5 SCT L#, P<0.05;b, 5 DGT H#,P<0.05;¢, 5 NKP Ho#, P<0.05;—: TL¥#5 ; PEHA H# : SCT vs DGT, P=0.000;SCT vs. TPS, P=0.018;
SCT vs. NKP, P=0.005;DGT vs. TPS, P=0.006; DGT vs. NKP, P=0.010; ZF FL. th. 32 : SCT vs. NKP, P=0.009; H} Ifi. tt 3% : SCT vs. NKP, P=0.000; NKP vs.

DGT, P=0.030; NKP vs. TPS, P=0.029
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Tab.4 PEP rate of standard cannulation and three techniques for difficult biliary cannulation( n,% )

21 5] SCT (n=2830) DGT(n=84) TPS (n=89) NKP(n=92)
PEPR i 74(2.61) 5(5.95) 4(4.49) 2(2.17)
PEPHE 54(1.91) 3(3.57) 1(1.12) 2(217)
PEPE 0(0.00) 0(0.00) 0(0.00) 0(0.00)

It x=1.141,P=0.767
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