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Achieving successful ileal intubation during retro-
grade double balloon enteroscopy: description of

a novel, alternative technique (with video)

* ‘leocolic’ angle

Fig. 1 Retroflexion of the enteroscope in the cecum with the overtube balloon inflated to stabilize the

position of the enteroscope.

In double-balloon enteroscopy (DBE), the
retrograde approach is considered techni-
cally more challenging, with published
failure rates for ileal intubation as high as
30% [1]. The technique for ileal intubation
described by Yamamoto et al. involves
visualizing the ileocecal valve (ICV) while
the overtube balloon is inflated in the as-
cending colon, followed by pull-back of
the balloon to reduce the ileocolic angle
(thus exposing the ICV) and then intuba-
tion of the ileum with the enteroscope,
all in the forward view [2]. In our experi-
ence, and as evidenced by other published
series, ileal intubation can still fail despite
this maneuver [1,3].

We describe an alternative method for
ileal intubation when the standard tech-
nique is unsuccessful. This is particularly
useful when the ileocolic angle cannot be
reduced sufficiently by pull-back of the
overtube balloon in the usual fashion or
when the ICV is very backward facing.
Step 1: Both the enteroscope and the over-
tube are passed into the cecum, the over-
tube balloon is inflated, and the ICV is vis-
ualized by the enteroscope in the retro-
flexed view; the enteroscope balloon re-
mains deflated (© Fig. 1, © Video 1).

Demontration of the alternative technique of
ileal intubation at retrograde double-balloon
enteroscopy.
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Fig.2 The enteroscope is advanced into the
terminal ileum; the enteroscope balloon is then
inflated.

Fig.3 With the enteroscope balloon inflated
in the terminal ileum, the enteroscope and
overtube are pulled back to straighten the ileo-
colic angle.

Step 2: The enteroscope is advanced into
the terminal ileum while in the retro-
flexed position. The enteroscope balloon
is then inflated, allowing the enteroscope
balloon to grip the terminal ileum in pre-
paration for step 3 (© Fig. 2).

Step 3: While the enteroscope balloon is
inflated in the terminal ileum, the over-
tube balloon is deflated and the entero-
scope and overtube are pulled back to-
gether, straightening the enteroscope in

Fig.4 The overtube is advanced into the
terminal ileum; the overtube balloon is then
inflated.

preparation for advancement of the over-
tube into the terminal ileum (© Fig. 3).
Step 4: The overtube is advanced across
the ICV into the terminal ileum and the
overtube balloon is inflated (© Fig. 4).
Step 5: With the enteroscope balloon de-
flated, the enteroscope is advanced deep-
er into the ileum while the overtube bal-
loon remains inflated. The DBE insertion
cycle [2] can then be resumed (© Fig. 5).
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Fig.5 The enteroscope balloon is deflated and the enteroscope is advanced deeper into the ileum

allowing the DBE insertion cycle to resume.
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