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An 83-year-old man attended the emergency room complaining of abdominal
pain for 1 month. He had a history of
having undergone cholecystectomy and
had ongoing chronic kidney disease. His
appearance was suggestive of chronic illness and there was tenderness on palpation of the right upper quadrant of his
abdomen. On admission, the results of
his liver function tests and blood chemistry were as follows: aspartate aminotransferase 31 IU/L, alanine aminotransferase 13 IU/L, total bilirubin 1.0 mg/dL,
alkaline phosphatase 59 IU/L, γ-glutamyl
transferase 12 IU/L, white blood cell
count 4600 /mm3 (reference 3000 –
9000 /mm3), hemoglobin 8.2 g/dL, creatinine 3.42 mg/dL (reference 0.6 – 1.5
mg/dL), and albumin 2.5 g/dL. A non-enhanced abdominal computed tomography (CT) scan demonstrated a round

calcified lesion of about 15 mm in size in
the distal common bile duct (CBD)
(▶ Fig. 1).
Endoscopic retrograde cholangiopancreatography (ERCP) was performed
with a side-viewing endoscope (TGF240; Olympus Optical Corporation, Tokyo, Japan). A huge periampullary diverticulum was visualized; however, the ampulla of Vater was hidden inside the diverticulum (▶ Fig. 2 a). A prominent
round lesion, presumed to be the ampulla of Vater, was noted at the 5-o’clock
position. We failed to identify the ampullary orifice despite multiple attempts to
expose it using suction, torque, or papillotome manipulation [1, 2].
A small-caliber endobiliary biopsy forceps (Olympus, Aomori Olympus Co.,
Japan) was inserted through the working channel of the endoscope. By grasp-

Video 1 A periampullary diverticulum was seen, but the ampullary orifice was not visible. An endobiliary biopsy forceps was inserted through the endoscope to grasp the mucosa and pull it out of the diverticulum, thereby exposing the ampullary orifice. A conventional cannula was advanced through the same channel and the bile duct was successfully
cannulated, with a plastic stent then being inserted over the guidewire.
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▶ Fig. 1 A non-enhanced abdominal
computed tomography (CT) scan image
showing a round calcified lesion of about
15 mm in size (arrow) in the distal common bile duct.

ing the mucosa with the forceps, we
were able to pull the mucosa back out
of the diverticulum and the ampullary
orifice was eventually turned outward
(▶ Fig. 2 b; ▶ Video 1). After the orifice
had been identified, the mucosa was secured with the forceps and a conventional cannula (Cook, Winston-Salem,
North Carolina, USA) was then inserted
through the same working channel, before being smoothly and successfully
advanced into the bile duct (▶ Fig. 2c).
Following deep cannulation, a cholangiogram demonstrated a movable filling
defect in the distal CBD ( ▶ Fig. 3). The
ductal stone was left intact and a 7-Fr
plastic stent was placed into the bile
duct over the guidewire ( ▶ Fig. 4).
In the present case, we describe a simple
but useful technique using a grasp-andpull method as a rescue technique in a
patient with an ampullary orifice that
was facing inward from the rim of a diverticulum.
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▶ Fig. 2 Endoscopic images showing: a a huge periampullary diverticulum with a prominent round lesion, thought to be the ampulla of Vater,
at the 5-o’clock position, but the ampullary orifice not visible; b the mucosa being grasped with the endobiliary biopsy forceps and pulled out
of the diverticulum to expose the ampullary orifice; c a conventional cannula smoothly cannulating the bile duct, having been advanced
through the same working channel in parallel with the biopsy forceps.
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▶ Fig. 3 A cholangiogram showing a
movable filling defect in the distal
common bile duct and the biopsy forceps
in position.
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▶ Fig. 4 Endoscopic imaging showing
a 7-Fr plastic stent that was placed into
the bile duct over the guidewire.
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