
Patients with choledocholithiasis present with a variety of
symptoms ranging from biliary colic to severe acute pancreati-
tis and cholangitis. Endoscopic retrograde cholangiopancreato-
graphy (ERCP) is considered the gold standard to treat them
[1]. Simple ERCP cannulas or bendable papillotomes have been
developed to facilitate access to the common bile duct (CBD),
followed by incision of the sphincter allowing stone extraction
using balloon extractor catheters or basket wires.

In approximately 20% of patients undergoing ERCP, CBD
cannulation may fail due to difficult cannulation [2], defined as
more than five cannulation attempts, or attempts lasting more
than 5 minutes, or two or more unintentional pancreatic guide-
wire passages. If the pancreatic duct is repeatedly cannulated
or injected, the pancreatic guidewire (PGW)-assisted technique
is recommended [3]. However, the pancreatic duct is not al-
ways easily accessible, and in those cases, experienced endos-
copists resort to one of the precutting techniques (precut fistu-
lotomy and conventional precut technique) based on a pa-
tient’s characteristics (e. g. papilla’s size and morphology) and
endoscopist expertise [4, 5].

Precut fistulotomy (PF) aims to avoid injuring the distal part
of the sphincter (including the pancreatic duct) by using a nee-
dle-knife to perform a stepwise incision of the mucosa. The in-
cision starts approximately 3mm over the roof of the papilla,
followed by an upward or downward cut until the biliary sphinc-
ter or the bile duct is visualized. On the other hand, the conven-
tional precut technique consists of a stepwise incision of the
mucosa starting at the upper end of the orifice in the expected
direction of the bile duct until visualization of the whitish onion
skin-appearing sphincter muscle. Both techniques increase the
rate of success with selective biliary cannulation, but they have

also been identified as risk factors for post-ERCP pancreatitis
(PEP) [6].

Choledocholithiasis recurrence after ERCP is not rare [7].
Risk factors include, among others, the CBD diameter; pres-
ence of biliary stricture, gallstones or peri-ampullary diverticu-
lum; and sphincterotomy itself [8]. Whether precut fistulot-
omy, by retaining integrity of the distal papillary sphincter,
could also act as a potential risk factor for CBD stones recur-
rence remains unknown. This question is being elucidated in
the current issue of Endoscopy International Open by Archibugi
et al. [9].

In their retrospective study the authors included 85 patients
with a diagnosis of choledocholithiasis treated by CBD clear-
ance after PF. These cases were age and sex matched with re-
spective patients fulfilling inclusion criteria but undergoing
conventional endoscopic biliary sphincterotomy (BS). Primary
and secondary endpoints consisted of stone recurrence rate
(defined as the need to repeat ERCP or new admission for biliary
event) and complication rate, respectively. Two experienced
endoscopists performed all examinations.

No difference was shown in long-term disease recurrence
(14.1% vs. 12.9% for PF and BS groups, respectively) and ERCP
repetition probability between the two groups. However, mean
time to recurrence was significantly shorter in the PF group (ap-
proximately 2.5months compared to 2 years in the BS group)!
As already mentioned, different risk factors for post-ERCP CBD
stone recurrence have been identified. The difference shown by
the authors in the time of recurrence between the groups could
be explained by the fact that the narrower intact distal sphinc-
ter after PF may hinder spontaneous clearance of fragments
during the physical history of the disease. It is noteworthy that
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the majority of patients underwent cholecystectomy before or
after ERCP, and that there was no significant difference be-
tween the two groups (98.1% vs. 87.7% [P=0.06] for the PF
and BS groups, respectively). Another hypothesis could be that
earlier recurrence rate occurs not due to new stones that fail to
go through the intact sphincter but due to residual accumulat-
ing fragments. Indeed, the only factor acting protectively
against ERCP repetition for stone recurrence was the confirmed
CBD clearance. The authors used occlusion cholangiogram to
assess CBD clearance. In patients undergoing PF, the combina-
tion of flow alteration together with contractility of the distal
part of the sphincter may obscure residual fragments or small
stones during occlusion cholangiogram. Whether it is the ideal
method to evaluate CBD clearance in this subgroup of patients
has not been proven. Irrigation of the bile duct with normal sal-
ine at the end of the procedure could be helpful to reduce the
rate of residual CBD stones without adding significant burden
to the procedure, as shown in both a prospective and a retro-
spective study [10, 11]. In addition, wider extension of cut site
after fistulotomy, if feasible, should also be applied to facilitate
passage of residual fragments. Finally, post-procedural imaging
and laboratory follow-up could be proposed to confirm defini-
tive stone clearance, and advanced techniques such as peroral
cholangioscopy could be used [12].

Applying precut techniques demands a high level of exper-
tise and even when performed by a skilled and experienced
endoscopist, it has been associated with an increased risk of
PEP. This has been mainly attributed to the fact that precut
was applied after a number of previous cannulation attempts
that caused trauma and edema at the level of the pancreatic or-
ifice. In fact, “moving” the precut technique earlier during a dif-
ficult cannulation has been associated with a decreased risk of
PEP [13]. Moreover, PF compared to conventional precut tech-
nique significantly decreased the PEP rate in a systematic meta-
analysis [14]. The most reasonable explanation is that during
conventional precut, the pancreatic orifice is not protected
and injuries may occur. In the current study, the authors ap-
plied a mix of early and delayed precut based on operator’s
choice and protocols running during the study. A slightly in-
creased number of perforations and cases of post-ERCP pan-
creatitis were reported in the PF group compared to the BS
group (3.6% vs. 1.2% and 12.9% vs. 7.1%, respectively), but
these differences were not statistically significant. It is worth
noting that the only factor independently associated with PEP
was cannulation of the main pancreatic duct. Of interest, in
the current study, the main pancreatic duct was cannulated in
49 of 170 patients (28.8%) but a prophylactic pancreatic stent
was placed in only 28 of them. On the contrary, rectal indome-
thacin was administered in all patients with no contraindica-
tions during almost the whole study period.

Finally, in the study’s referral center, precut fistulotomy was
applied in 12.8% of the ERCPs over a decade. However, among
them, 49 patients (31 vs. 18 for the PF and BS groups, respec-
tively) experienced at least one unintentional pancreatic duct
cannulation. Based on current recommendations, we may spec-
ulate that using the PGW-assisted technique for these patients
before proceeding to precut could further decrease both the

need to perform a precut fistulotomy and the PEP rate, espe-
cially if combined with prophylactic pancreatic stent placement
whenever indicated.
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