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Removal of Pancreatic Duct Stones
by Endoscopic Ultrasonography-Guided Rendezvous ERCP

Li-Chang Hsing, Jinyoung Kim, Ha Il Kim, Jae Cheol Park, Jisoo Han, Jae Hyuck Jun, and Myung-Hwan Kim

Department of Internal Medicine, Asan Medical Center, University of Ulsan College of Medicine, Seoul, Korea

Symptomatic pancreatic ductal stones can be removed nonsurgically by endoscopic retrograde cholangiopancreatography
(ERCP), either alone or in combination with extracorporeal shock-wave lithotripsy (ESWL). Here, we report a case of successful
endoscopic ultrasonography (EUS)-guided rendezvous ERCP for removal of radiolucent pancreatic stones after failed ERCP and
ESWL. A 79-year-old male with painful chronic pancreatitis associated with pancreatic stones and a dilated upstream duct under-
went transgastric antegrade pancreatography via EUS-guided pancreatic duct access followed by rendezvous ERCP. In this patient,
EUS-guided rendezvous ERCP was successful in salvaging pancreatic duct cannulation after unsuccessful ERCP due to a tight
stricture at the pancreatic duct orifice and removing radiolucent pancreatic stones after ESWL, which was unsuccessful because of
failure to localize the stones due to their radiolucency under x-ray fluoroscopy. (Korean J Med 2017;92:533-536)
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Figure 1. Pancreatic imaging findings. (A) Magnetic resonance

cholangiopancreatography shows pancreatic head stones
(arrows) and upstream duct dilatation, (B) whereas a coronal
view of pre-enhanced computed tomographic findings does not
reveal stones at the corresponding sites, indicating that the stones
are radiolucent.
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Figure 2. EUS-guided rendezvous ERCP for pancreatic stone removal. (A) Transgastric antegrade pancreatography via EUS-guided pan-

creatic duct access. (B) The guidewire was advanced across the papilla into the duodenum. (C) Balloon dilation of the narrowed pancre-
atic duct orifice. (D) Removal of a transpapillary pancreatic stone via rendezvous ERCP using a stone basket. EUS, endoscopic ultra-
sonography; ERCP, endoscopic retrograde cholangiopancreatography.
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