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Abstract
The rendezvous procedure combines an endoscopic 
technique with percutaneous transhepatic biliary drain-
age (PTBD). When a selective common bile duct can-
nulation fails, PTBD allows successful drainage and ret-
rograde access for subsequent rendezvous techniques. 
Traditionally, rendezvous procedures such as the PTBD-
assisted over-the-wire cannulation method, or the paral-
lel cannulation technique, may be available when a bile 
duct cannot be selectively cannulated. When selective 
intrahepatic bile duct (IHD) cannulation fails, this modi-
fied rendezvous technique may be a feasible alternative. 
We report the case of a modified rendezvous technique, 
in which the guidewire was retrogradely passed into the 
IHD through the C2 catheter after end-to-end contact 
between the tips of the sphincterotome and the C2 
catheter at the ampulla’s orifice, in a 39-year-old man 
who had been diagnosed with gallbladder carcinoma 
with a metastatic right IHD obstruction. Clinically this 
procedure may be a feasible and timesaving technique.
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INTRODUCTION
Selective deep cannulation of  the bile duct is essential for 
the successful treatment of  biliary obstructions. However, 
even the most experienced endoscopists fail to cannulate 
the biliary tract in 5%-10% of  cases[1-4]. When a selec-
tive biliary cannulation fails, percutaneous transhepatic 
biliary drainage (PTBD) allows successful drainage and 
retrograde access for subsequent rendezvous techniques. 
Traditionally, rendezvous procedures such as the PTBD-
assisted over-the-wire cannulation method, the parallel 
cannulation technique, or others may be available when 
a bile duct cannot be selectively cannulated[5-9]. When a 
selective intrahepatic bile duct (IHD) cannulation fails, a 
rendezvous technique may be an alternative.

We describe a modified rendezvous technique in a case 
of  right IHD obstruction caused by metastatic gallbladder 
malignancy. After end-to-end contact between the tips of  
the sphincterotome and the C2 catheter at the ampulla’s  
orifice, the guidewire was retrogradely passed into the 
IHD through the C2 catheter. Clinically this procedure 
is feasible and timesaving. To the best of  our knowledge, 
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this technique has not yet appeared in the English lan-
guage literature.

CASE REPORT
A 39-year-old man with no specific medical history present-
ed with right upper quadrant abdominal pain and weight 
loss that had started to worsen a month before presenta-
tion. Laboratory tests revealed the following: total bilirubin, 
28 mg/L (normal 2-12 mg/L); aspartate transaminase/ala-
nine transaminase, 132/331 IU/L (normal 0-40 IU/L); 
alkaline phosphatase, 497 IU/L (normal 39-117 IU/L); 
γ-glutamyltransferase, 571 IU/L (normal 0-52 IU/L); and 
CA19-9, 56.3 U/mL (normal 0-34 U/mL). Abdominal 
computed tomography revealed diffuse low-attenuated wall 
thickening of  the gallbladder with multiple metastatic nod-
ules on the subhepatic and right-lower abdomen. Magnetic 
resonance cholangiopancreatography images showed severe 
segmental stricture of  the right IHD with mild peripheral 
ductal dilatation (Figure 1).

Subsequent endoscopic retrograde cholangiopan-
creatography (ERCP) showed that the contrast did not 
pass through. Selective cannulation of  the right IHD was 
impossible even using various sized guidewires and papil-
lotomes such as Autotome (Boston Scientific, Microva-
sive, Marlboro, MA, USA) because of  severe obstruction 
(Figure 2). Access to the strictured IHD was obtained by 
PTBD using a 5 F, 75 cm C2 catheter (Cook Endoscopy, 
Winston-Salem, NC, USA). After PTBD, a C2 catheter 
was placed into the duodenum through the stricture site 
and CBD (Figure 3). In the second ERCP, a rendezvous 
procedure was planned to selectively access the right IHD. 
A guidewire-preloaded sphincterotome was positioned 
onto the ampulla and the C2 catheter was then slowly 
pulled out near the ampulla’s orifice. After end-to-end 
contact between the tips of  the sphincterotome and the 
C2 catheter at the ampulla’s orifice, the guidewire was 
passed into the IHD through the C2 catheter, while si-
multaneously, the sphincterotome was pushed and the C2 
catheter was pulled out (Figures 3 and 4). The guidewire 
was then selectively placed into the IHD. Finally, following 
balloon dilatation (Hurricane balloon, 4 mm, 60 s; Bos-
ton Scientific, MA, USA), a 7 F Amsterdam stent (Cook 
Endoscopy) was successfully inserted into the IHD. How-
ever, endoscopic biopsy or cytology on the stricture site 
was not performed. A ultrasonography-guided biopsy of  
the metastatic mass in the right-lower abdomen diagnosed 
it as an adenocarcinoma (immunohistochemical stains; 
CK7+, CK20-, and CDX2-). The patient was placed on 
concurrent systemic chemotherapy and radiotherapy.

DISCUSSION
When a selective CBD cannulation cannot be performed 
at ERCP despite trying various endoscopic techniques, 
PTBD followed by a combined rendezvous technique is 
often successful[5-13]. This combined technique increases 
the success rate of  biliary tract cannulation and facili-
tates the diagnosis and treatment of  biliary tract diseases. 
Initially, a PTBD-placed guidewire is grasped at the tip 

of  the duodenoscope; then the duodenoscope and wire 
are withdrawn[8]. This technique has some limitations, 
such as the two sessions required for the endoscopic 
procedure, difficulty grasping the wire with forceps, and 
kinking of  the guidewire. Mönkemüller et al[9] recom-
mend advancing the guidewire into the catheter’s tip so 
that it can guide cannulation of  the ampulla, but this can 
be difficult and requires that the wire be passed carefully. 
Dickey suggested a parallel cannulation technique using 
a sphincterotome retrogradely, alongside a biliary drain-
age catheter[7]. This technique can be performed in one 
session if  CBD cannulation is difficult.

 However, even if  selective CBD cannulation is suc-
cessful, when a selective IHD cannulation fails, this modi-
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Figure 1  Abdominal computed tomography. A: Diffuse low-attenuated wall 
thickening of the gallbladder; B: Magnetic resonance cholangiopancreatography 
reveals a severe segmental stricture of the right intrahepatic bile duct with mild 
upstream duct dilatation.

Figure 2  Endoscopic retrograde cholangiopancreatography shows severe 
narrowing of the right proximal intrahepatic bile duct and slight narrowing 
of the common hepatic duct.
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fied rendezvous technique may be useful. In our case, the 
right IHD was almost totally obstructed due to direct inva-
sion of  a gallbladder carcinoma, which prevented selective 
IHD cannulation despite various attempts at cannulation. 
Moreover, even though PTBD was successful, a 5 F C2 
catheter, rather than a 7-10 F catheter which is commonly 
used, was placed because of  severe stricture and abdomi-
nal pain during the procedure. The modified rendezvous 
procedure described above was then performed suc-
cessfully. In cases of  tight bile duct obstruction without 
marked ductal dilatation, it is difficult to place a metal stent 
via a PTBD route. In addition, plastic stent insertion is 
not possible via PTBD. The size of  the transhepatic track 
necessary to insert a plastic stent percutaneously is related 
to the high complication rates of  percutaneous stenting[14]. 
Endoscopic retrograde access was also impossible because 
of  the inserted PTBD catheter. In such cases, this rendez-
vous technique can be a viable alternative.

In conclusion, this modified rendezvous technique 
for selective IHD cannulation appears to be a safe and 
feasible procedure. This technique is useful in selected 
cases such as the one presented here and in cases of  failed 
selective CBD cannulation.
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Figure 3  Endoscopic images. A: A C2 catheter in the duo-
denum; B: A view of end-to-end contact between the tips of the 
guidewire-preloaded sphincterotome and C2 catheter (arrows) 
at the ampulla’s orifice.
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Figure 4  Fluoroscopic views. A: The guide-
wire passed into the right intrahepatic bile 
duct through the C2 catheter after end-to-
end contact (arrows); B: Simultaneously, the 
sphincterotome was pushed into the common 
bile duct and the C2 catheter was pulled out 
(arrows); C: Finally, the C2 catheter was re-
moved.
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