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Recently, endoscopic retrograde cholangiopancrea-
tography (ERCP) and endoscopic ultrasound (EUS) con-
nections are becoming much more intense, and now the 
two procedures are considered complementary, support-
ing the concept of biliopancreatic endoscopy. The intro-
duction of new technologies, instruments, and dedicated 
devices led us to face new indications and pose new ques-
tions.

In this issue of GE - Portuguese Journal of Gastroenter-
ology, 3 case reports are published reporting interesting 
solutions on different aspects of biliopancreatic diseases.

Firstly, Flor de Lima et al. [1] described a rescue EUS-
gallbladder drainage (EUS-GBD) as an alternative ap-
proach for biliary decompression due to cholangiocarci-
noma after failed ERCP.

As reported in the aforementioned case report, EUS-
GBD is currently one of the possibilities to obtain biliary 
drainage in malignant biliary obstruction, which is not 

suitable for other endoscopic treatments after failed 
ERCP [2]. Particularly, this approach can be very helpful 
when alternative interventions through the common bile 
duct (CBD), as EUS choledochoduodenostomy, are not 
feasible due to insufficient dilation of the CBD (<10 mm) 
or the distance between the duodenal wall and the CBD 
is greater than 10 mm [3].

EUS interventional procedures were implemented in 
clinical practice following the development and introduc-
tion of single-step lumen apposing metal stent (LAMS) 
delivery systems, making the procedure simpler and safer 
without using any ancillary devices [4]. In this regard, 
Imai et al. [5] published data of 12 patients with obstruc-
tive jaundice. The patients were regarded as non-surgical 
candidates due to the malignant distal biliary stricture 
and were treated with EUS-GBD after ERCP failure. The 
rates of technical success, clinical success, and adverse 
events (AEs) were 100, 91.7, and 16.7%, respectively; pa-
tients survived for a median time of 105 days after the 
index procedure [5]. Furthermore, Issa et al. [6] pub-
lished a multicenter retrospective study performed on 28 
patients with unresectable malignant distal bile duct ob-
struction who underwent EUS-GBD drainage. The tech-
nical success rate was 100%, whereas only 5 patients ex-
perienced AEs (3 food impaction and 2 delayed bleeding), 
all of which were graded as moderate and successfully 
managed endoscopically. Clinical success, defined as a 
decrease in serum bilirubin of >50% within 2 weeks com-
pared to the basal value, was achieved in 26 patients 
(93%). During follow-up, none of the other patients de-
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veloped AEs or jaundice recurrence [6]. EUS-GBD is con-
sidered a therapeutic alternative option not only in case 
of malignant conditions but also in  patients with acute 
cholecystitis deemed unfit for surgery [7]. In this particu-
lar setting, EUS-GBD performs as good as percutaneous 
drainage, providing fewer AEs, shorter hospital stay, and 
fewer re-interventions [8]. Likewise, Leal et al. [9] showed 
a biliary drainage after EUS-guided rendezvous proce-
dure after ERCP failure due to the presence of an indwell-
ing biliary uncovered self-expandable metallic stent.

ERCP is still regarded as the procedure of choice for the 
management of biliary diseases. However, to assess the bil-
iary tract, a trans-papillary approach is not always feasible 
and can be technically challenging. EUS-guided approach-
es should then be taken into account, and EUS-guided ren-
dezvous represents one option. In the present case report, 
one of the possible routes to access the biliary tree is de-
scribed: puncturing the left intrahepatic bile duct from the 
stomach. Furthermore, Matsubara et al. [10] proposed an 
algorithm for the selection of the most appropriate route 
when facing EUS-guided rendezvous technique. However, 
in the current literature, there are no conclusive data on 
this specific topic, but Shiomi Hideyuki et al. [11] pub-
lished a multicenter prospective study on patients with bil-
iary disorders treated with EUS-guided rendezvous tech-
nique as a salvage method after an unsuccessful biliary can-
nulation achieving a technical success rate of 85% with an 
overall AEs rate of 15%. The authors state that EUS-guided 
rendezvous technique might be considered a safe and fea-
sible salvage option after failed ERCP [11]. Moreover, in 
these patients with failed ERCP and malignant biliary stric-
ture without the possibility to access the CBD, another EUS 
procedure to achieve a complete biliary drainage away 
from the neoplastic stenosis can be considered the EUS 
hepaticogastrostomy (EUS-HGS). The EUS-HGS allows 
drainage of the left biliary tree through the hepatic segment 
II-III across the gastric wall.

Data on efficacy and safety of EUS-HGS from several 
studies are encouraging [12, 13]. However, as highlighted 
by experts, the procedure is still challenging at every tech-
nical step and could be burdened by serious intra-proce-
dural AEs [14].

The last case report by Kitagawa [15] showed an endo-
scopic restoration of a dehiscent pancreatojejunostomy by 
a transluminal entero-ERCP approach with plastic stent 
placement. A leakage at the site of a pancreatic anastomosis 
is one of the most common and feared major AEs that may 
occur after pancreatic surgery. Current management of this 
type of complication includes multiple options, ranging 
from conservative treatment to interventional approach 

with percutaneous or endoscopic drainage and even a sur-
gical second look [16]. There are no standardized treatment 
algorithms, and the evidence regarding the role of endos-
copy in this particular type of patients is scarce. The main 
options that endoscopy can offer for the management of 
patients with surgically altered anatomy are transluminal 
by entero-ERCP and transmural approach under EUS 
guidance [17, 18]. In the case report presented, whilst ac-
knowledging the planning executed and careful rational 
choice of equipment used (e.g., adding a transparent cap to 
the tip of the endoscope), the authors managed to obtain 
direct access of the pancreaticojejunal anastomosis and the 
successful placement of a pancreatic stent, thus achieving 
complete resolution of the pancreatic fistula.

Endoscopic therapeutic procedures carried out under 
EUS guidance represent one of the cornerstones in the 
management of different disorders of the bilio-pancreat-
ic tract, whether they are benign or malignant. With the 
development of high-performance echo-endoscopes and 
the marketing of dedicated devices such as LAMS, the 
range of options available for interventional endoscopists 
has certainly expanded. While praising the wide range of 
access points to the biliary tree available from the gastro-
intestinal tract, EUS-guided procedures might be tailored 
to match individual patient needs owing to the continu-
ous improvement of present technologies and the initia-
tive of a few pioneers to explore uncharted lands (e.g., 
EUS-guided gastro-enterostomy, EUS-guided tumor ab-
lation, and EUS-guided vascular intervention). Gastroin-
testinal scientific societies are also taking steps to be able 
to implement interventional EUS techniques into clinical 
practice, as demonstrated by the “White Paper” newly 
generated by the American Gastroenterological Associa-
tion [19]. As recently emphasized [20], one of the essen-
tial directives will be the training of tomorrow's opera-
tors. Certified training programs under the supervision of 
experienced tutors will guarantee the development of a 
comprehensive curriculum with hands-on sessions as an 
utmost requirement to advance the practice.
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