
Successful ERCP through an endoscopic ultrasound-guided gastrojejunostomy

A 68-year-old man with a history of pri-
mary sclerosing cholangitis and hilar
cholangiocarcinoma had presented with
biliary obstruction and had undergone
endoscopic retrograde cholangiopan-
creatography (ERCP) with stricture dila-
tion and main right/left intrahepatic
duct stent placement (7-Fr ×12-cm).
Some months after diagnosis, the pa-
tient had developed gastric outlet ob-
struction due to proximal duodenal infil-
tration by the primary tumor, and a gas-
trojejunostomy with a 15×10-mm lu-
men-apposing metal stent (LAMS) had
been successfully created using endo-
scopic ultrasound (EUS) guidance.
The patient was monitored clinically and
3 months after the gastrojejunostomy
elevation of liver function test (LFT) lev-
els was noted. It was decided to perform
an ERCP, using a diagnostic esophago-
gastroduodenoscopy (EGD) scope
through the gastrojejunostomy (▶Video
1, ▶Fig. 1).
The EGD scope was advanced into the
gastric body. The previously placed
LAMS was seen (▶Fig. 2 a), and the gas-
troscope was advanced through the
LAMS into the afferent limb of the gas-
trojejunostomy. After a short distance,
the previously placed stents and the ma-
jor papilla were identified (▶Fig. 2b). A
snare was used to retrieve the stents.
Then a sphincterotome preloaded with a
0.025-inch guidewire was advanced. Giv-
en the approach to the papilla, the bile
duct orifice was inverted, approximately
at 5-o’clock. The common bile duct was
successfully cannulated using the EGD
scope (with no elevator, therefore). The
guidewire was then advanced proximally
into the right intrahepatic duct. Contrast
was injected and the cholangiogram
showed the hilar stricture (▶Fig. 2 c).
Then the sphincterotome was carefully
exchanged with the guidewire, keeping
the position stable, and a 7-Fr ×15-cm
plastic stent was deployed across the
stricture (▶Fig. 2d). The sphinctero-
tome, preloaded with the 0.025-inch

E-Videos

Video 1 Endoscopic retrograde cholangiopancreatography (ERCP) via the afferent limb
of an endoscopic ultrasound-guided gastrojejunostomy.
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▶ Fig. 1 Endoscopic retrograde cholangiopancreatography (ERCP) through a gastrojejun-
ostomy, using a standard scope: route through the gastrojejunostomy into the afferent
limb and towards the papilla.
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guidewire, was used again to cannulate
the common bile duct alongside the
placed stent. The guidewire was then ad-
vanced into the left intrahepatic duct
and exchanged with the sphincterotome
(▶Fig. 2 e). A second 7-Fr ×15-cm plastic
stent was deployed successfully. Mainte-
nance of a stable position and adequate
distance from the papilla were crucial to
accomplish the procedure.
The procedure was well tolerated and the
LFT results normalized. The patient has
not developed signs of gastric outlet ob-
struction or of obstructive jaundice after
3 months of follow-up.
Malignant gastric outlet obstruction can
be successfully treated with EUS-guided
gastrojejunostomy, which is less invasive
than surgery and is feasible [1]. However,
when gastric outlet obstruction is treat-
ed with a duodenal self-expandable met-
al stent that covers the papilla, this
makes ERCP challenging with only a 34%
chance of success [2].
ERCP through the afferent limb of an
EUS-guided gastrojejunostomy in pa-
tients with gastric outlet obstruction has

not been previously reported. This ap-
proach is feasible, though possible only
in patients with a proximal duodenal ob-
struction. The distance from the gastro-
jejunostomy through the afferent limb
to the major papilla is short, allowing
ERCP with a diagnostic EGD scope. Al-
though performing ERCP with a gastro-
scope can be challenging due to the lack
of an elevator, the procedure can be ac-
complished successfully.
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▶ Fig. 2 Endoscopic retrograde cholangiopancreatography (ERCP) through an EUS-guided gastrojejunostomy. a Endoscopic view of lumen-
apposing metal stent (LAMS) in the posterior wall of the gastric body before advancement through the gastrojejunostomy. b The major papilla
and stents previously placed because of biliary obstruction. c Endoscopic and fluoroscopic view of common bile duct cannulation, using a
sphincterotome preloaded with a 0.025-inch guidewire. The right intrahepatic duct was selectively cannulated. d After exchange of the
guidewire with the sphincterotome, a 7-Fr × 15-cm plastic stent was deployed into the right intrahepatic duct. e The sphincterotome pre-
loaded with the 0.025-inch guidewire was advanced again and the left intrahepatic duct was selectively cannulated, and a second 7-Fr ×15-cm
plastic stent was placed.
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