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the cannulation time of endoscopic retrograde  
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Abstract: Objective: Endoscopic retrograde cholangiopancreatography (ERCP) is widely used for the diagnosis and 
treatment of pancreatobiliary disease but requires a high level of endoscopic techniques, especially cannulation 
of the common bile duct (CBD). Peppermint oil has been reported to inhibit the contraction of smooth muscle. We 
hypothesized that spray of peppermint oil on papilla can shorten the cannulation time of ERCP. Methods: 160 pa-
tients suspected of pancreatobiliary disease were randomly assigned to Peppermint oil group (group PO, n = 80) 
and Normal saline group (group NS, n = 80). After insertion of the duodenoscope and find the duodenal papilla, 20 
mL of 1.6% peppermint oil solution (group PO) or Normal saline (group NS) was sprayed on the papilla by syringe 
via the working channel. The Deep CBD cannulation time, success rate of biliary cannulation and the incidence rate 
of adverse events were assessed. Results: The average cannulation time for the first 5 minutes was 189.7 (2-300) 
seconds in group PO and 237.8 (2-300) seconds in group NS (P = 0.03). The final success rate of biliary cannulation 
was 98.8% in group PO and 100.0% in group NS. The incidence rate of post-ERCP pancreatitis was 2.5% (2/80) in 
group PO and 6.3% (5/80) in group NS (P = 0.44). The mean amylase concentration was 177.4 (range 36-1067) 
IU/L in group PO and 267.5 (range 42-1733) IU/L in group NS (P = 0.04). Conclusion: Peppermint oil helps us to 
cannulate the papilla, shorten the time of cannulation, and reduce the incidence of hyperamylasemia after ERCP.
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Introduction

Endoscopic retrograde cholangiopancreatogra-
phy (ERCP) is widely used for the diagnosis and 
treatment of pancreatobiliary disease, but it 
requires experienced endoscopic techniques, 
especially cannulation of the common bile duct 
(CBD). Even experienced endoscopists do not 
always achieve deep cannulation of CBD quick-
ly and easily. In addition, ERCP has some com-
plications, especially post-ERCP pancreatitis 
(PEP). PEP is the most common adverse event 
following the ERCP, ranging from 3% to 15% 
according to most literature reports, and it can 
cause substantial morbidity, mortality, or high 
medical costs [1, 2]. One of the most important 
risk factor for PEP is exactly difficult biliary can-
nulation, especially multiple attempts (greater 
than 10 attempts) at cannulation [1, 3, 4]. The 
cannulation time has been reported as a more 

accurate measure of cannulation difficulty in 
ERCP than the number of attempts and repre-
sents the operator’s ERCP experience [5, 6]. 

Peppermint oil, which has always been used as 
a herbal medicine, food additive and cosmetics 
ingredient, has been reported to have the func-
tion of inhibiting the contraction of smooth 
muscle of the gastrointestinal tract [7-9]. The- 
refore, peppermint oil has been used as an 
antispasmodic for endoscopic and radiological 
examinations [10-15]. It is an effective drug for 
the treatment of abdominal pain, especially irri-
table bowel syndrome (IBS) and functional dys-
pepsia (FD) [16-19]. It has also been shown to 
be a harmless and effective antispasmodic in 
ERCP [20]. 

Thus, we hypothesized that peppermint oil can 
relax both gastrointestinal smooth muscle and 
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Oddi sphincter, which can shorten the cannula-
tion time of the papilla. The purpose of this 
study was to evaluate the efficacy and safety of 
peppermint oil for the cannulation during ERCP.

Patients and methods

Patients

160 consecutive patients undergone ERCP for 
suspected of pancreatobiliary disease by exam-
inations (abdominal ultrasonography, comput-
ed tomography (CT) scan, or magnetic reso-
nance cholangiopancreatography) were eva- 
luated in this study from June 2016 to April 
2017. Exclusion criteria including: less than 18 
years of age, the clinical evidence of serious 
diseases such as acute pancreatitis, taking 
Anticholinergic drugs or glucagon, peppermint 
oil allergy, duration of pregnancy and lactation. 
Patients with the history of ERCP, prior surgery 
of Billroth II or Roux-en-Y gastric bypass were 
also excluded.

All enrolled patients were randomly assigned to 
Peppermint oil group (group PO) and Normal 
saline group (group NS).

Study design

It is a single-center, prospective, open-label- 
ed, randomized, controlled trial. The study was 
approved by the ethics committee of YUEYANG 
Hospital and an informed consent document 
was obtained from all enrolled patients.

Preparation of peppermint oil solution

Peppermint oil was prepared as a 1.6% solu- 
tion (8 mL peppermint oil [Xuesong natural 

to perform intravenous conscious sedation. 
After insertion of the duodenoscope and find-
ing the duodenal papilla, 20 mL of prepared 
peppermint oil solution (group PO) or Normal 
saline (group NS) was sprayed on the papilla by 
syringe via the working channel.

Cannulation was performed using triple-lumen 
sphincterotome preloaded with a 0.035 guide 
wire (Boston Scientific Corporation, Natick, MA, 
USA). The cannulation time was defined as the 
time from starting cannulate the papilla to the 
time when the guide wire had been cannulated 
deeply into the CBD, so that therapeutic proce-
dures could be followed as we need. During the 
selective CBD cannulation process, if the pan-
creatic duct was cannulated, the endoscopist 
would quickly pull back the guide wire from the 
pancreatic duct and continue deep CBD cannu-
lation. In such a situation, the deep CBD can-
nulation time count was continued [5]. If the 
time of selective deep CBD cannulation pro-
cess exceeds 5 minutes, the endoscopist 
would change to double-guide-wire technique 
in patients who achieved unintentional main 
pancreatic duct insertion or pre-cut with needle 
knife in patients who failed to cannulate the 
pancreatic duct.

Outcomes

The primary outcome of the present study was 
the deep CBD cannulation time. Secondary out-
come was success rate of CBD cannulation 
includes the patients whose CBD were suc-
cessful cannulated in 5 minutes or exceed 5 
minutes by double-guide-wire technique and 
pre-cut with needle knife. Incidence rate of 

Table 1. Patient characteristics

Characteristic Group PO Group NS p 
value

Number of patients 80 80
Median age (range) (years) 70.9 (23-97) 72.0 (32-95) 0.71
Sex: male/female 39/41 45/35 0.34
Periampullary diverticulum 23 28 0.40
Bile duct stone
    Pancreatic cancer 2 3 1
    Bile duct cancer 1 1 0.48
    Gallbladder cancer 1 0 1
    Cholecystitis 5 8 0.39
    Others (benign bile duct stricture) 3 1 0.61
    Others (malignant bile duct stricture) 1 2 1

medicinal oil Co., Ltd, Jiangxi, 
China] diluted in 500 mL of 
Normal saline emulsified by  
1 g Sorbitan stearate [Xibao 
Bio Technologies Inc, Shanghai, 
China]) and kept at 4°C.

Procedure of ERCP

All ERCP procedures were per-
formed by the same one skill- 
ed endoscopist using Olym- 
pus JF-260 duodenoscopes 
(Olympus Corporation, Tokyo, 
Japan). Before the operation, 5 
mg diazepam and 50 mg pethi-
dine hydrochloride were used 
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Table 2. Cannulation time, cannulation success and complication rates
Variable Group PO Group NS p value
Number of patients 80 80
Success rate for the first 5 minutes (%) 61 (76.0) 52 (65.0) 0.12
Cannulation time for the first 5 minutes, seconds (range) 189.7 (2-300) 237.8 (2-300) 0.03
Success rate of the second method (%) 18 (94.7) 28 (100.0) 0.90
Final success rate (%) 79 (98.8) 80 (100.0) 1.0
Complication rate (%)
    Mild pancreatitis 2 (2.5) 5 (6.3) 0.44
    Mean amylase level, IU/L (range) 177.4 (36-1067) 267.5 (42-1733) 0.04

hyperamylasemia and PEP were recorded. 
Other adverse events related to ERCP including 
bleeding, perforation, abdominal pain, fever, 
cholecystitis, or cholangitis were also recorded 
in detail. 

PEP was defined as an emerging pancreatic-
type abdominal pain of more than 24 hours, 
associated with serum amylase elevation to 
more than 3 times upper limit of normal within 
24 hours after ERCP. Abdominal CT images 
were performed to identify patients with PEP 
who had severe abdominal pain with elevation 
of amylase or lipase levels, or leukocytosis. 
Definition of Asymptomatic hyperamylasemia 
was at least a 3-fold rise in serum amylase 
without epigastric pain at 24 hours after the 
procedure. 

Statistical analysis

The data in each patient group are expressed 
as medians (range) and frequencies. Fischer’s 
exact statistical tests or Student’s t-test were 
used by SPSS v19.0. p value of less than 0.05 
was set as statistically significant.

Results

Patient characteristics are shown in Table 1.  
A total of 160 patients requiring selective bili-
ary cannulation were enrolled in the study. They 
were randomly assigned to the group PO (n = 
80) and the group NS (n = 80). Baseline cha- 
racteristics between the two groups were well 
balanced. The incidence of periampullary di- 
verticula, which is believed as a main risk fac-
tors for difficult cannulation, showed no statis-
tically significant difference between the two 
groups (group PO: 28.8%, group NS: 35.0%, P = 
0.40). 

Table 2 shows the average cannulation time, 
the cannulation success rates, and complica-
tion rates. The success rate of biliary cannula-
tion the first 5 min was 76% (61/80) in group 
PO and 65.0% (52/80) in group NS (P = 0.12). 
The average cannulation time for the first 5 
minutes was 189.7 (2-300) seconds in group 
PO and 237.8 (2-300) seconds in group NS (P = 
0.03). Of 19 patients who failed to cannulate 
the CBD in group PO, 18 were successfully can-
nulated into CBD after switching to double-
guide-wire technique or pre-cut with needle 
knife, and the remaining one had cannulation 
failure despite a variety cannulation methods 
had been used because of malignant ampulla-
ry tumor. In group NS, 28 patients who failed to 
cannulate the CBD were switched to double-
guide-wire technique or pre-cut with needle 
knife and all patients were successfully treat-
ed. The final success rate of CBD cannulation 
was 98.8% in group PO and 100.0% in group 
NS (P = 1.0). PEP (all mild pancreatitis) was 
observed in 7 patients (4.4%), 2 (2.5%) in group 
PO and 5 (6.3%) in group NS respectively (P = 
0.44). The mean amylase concentration was 
177.4 (range 36-1067) IU/L in group PO and 
267.5 (range 42-1733) IU/L in group NS (P = 
0.04). 

Discussion

For many novice endoscopists, deep cannula-
tion of the CBD during ERCP was seen as a 
huge barrier. It also represents a technical chal-
lenge even to skilled endoscopists [21-23]. In 
fact, the most common cause of a failed ERCP 
is the failure of CBD cannulation [22, 23]. 
Previous studies have reported that difficult 
cannulation is an important risk factor for 
ERCP-related complications, such as PEP [1, 4, 
22]. To some extent the degree of cannulation 
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difficulty during ERCP procedure is positively 
related to PEP [22]. There are many studies 
which evaluated the degree of cannulation dif-
ficulty during ERCP [24-31]. Many endoscopists 
use the number of cannulation attempts or 
cannulation time as the evaluation of cannula-
tion difficulty. Recently cannulation time is con-
sidered to be a more objective and accurate 
evaluating indicator for grading cannulation dif-
ficulty than the number of cannulation attempts 
[5].

ERCP is a time-consuming procedure. It is 
important to inhibit the duodenal peristalsis to 
guarantee a successful performance. Antispas- 
modics such as scopolamine or glucagon are 
used to get the duodenum relaxation for this 
reason [32]. But these pharmaceutical agents 
are often associated with some adverse event, 
such as tachycardia, urinary retention or tremor 
after scopolamine administration, and delayed 
hypoglycemia after glucagon administration. In 
addition to possibly causing nausea and vomit-
ing, glucagon is an expensive drug and still not 
available in China. 

As far as we know, this is the first RCT assess-
ing the effectiveness of Peppermint oil on can-
nulation time of ERCP. Peppermint oil is a vola-
tile oil extracted from the Mentha piperita and 
has been used as a food additive, cosmetic and 
herbal medicine for many years [33]. Studies 
have shown that it can reduce the contractions 
of smooth muscle in frequency and intensity 
and provides gastrointestinal relaxation by in- 
traluminal or oral administration [7]. Thus, it 
has been used as an antispasmodic in the 
examination of gastrointestinal endoscopy and 
barium enema [10, 11, 15, 34], and in the tre- 
atment of FD and IBS [16-18]. Peppermint oil 
has also been reported as a harmless antispas-
modic for ERCP [20]. Our study focuses on the 
effectiveness of applying Peppermint oil in can-
nulation during ERCP. 

Data from this study shows that Spray of 
Peppermint oil on papilla can shorten the can-
nulation time of ERCP and reduce the post-
ERCP mean amylase level, but not significantly 
reduce the occurrence rate of acute pancreati-
tis, which may be due to the small sample size. 
We speculate that the Peppermint oil not only 
has antispasmodic effect on gastrointestinal 
smooth muscle, also has a similar effect on 
sphincter of Oddi, which makes the cannulation 

easier. At the same time, it may also have relax-
ation effect on the outflow of the pancreatic 
duct, thereby reducing the hyperamylasemia 
and pancreatitis after operation.

To prevent the operator-dependent bias, all  
the ERCP procedures were performed by one 
endoscopist. Thereby we can distinguish the 
results due to techniques performed by the  
different endoscopist from the other factors. 
But the present study still has some limitations. 
First, since the sample size is relatively small, 
the results of this study are limited and large-
scaled prospective randomized multicenter stu- 
dies should be performed in the future. Second, 
as an independent risk factor for PEP, sphincter 
of Oddi dysfunction (SOD) was not evaluated in 
the present study. We do not know whether 
peppermint oil has the similar relaxation effect 
on Oddi sphincter dysfunction. Third, to prevent 
the confounding factor in our study, indome- 
thacin was not used in any patients, despite 
the preventive effect of rectal indomethacin on 
the development of PEP has been proved in 
previous studies [35, 36]. However, it is what 
we also want to know whether the effect is  
better in combination with peppermint oil and 
indomethacin suppository. 

Conclusion

Peppermint oil helps us to cannulate the papil-
la, shorten the time of cannulation, reduce the 
incidence of hyperamylasemia after ERCP, or 
probably even prevent the post-ERCP pancre-
atitis. Peppermint oil is cheap, easily obtained 
and convenient to use. It may be feasible as  
the regular drug for ERCP. Of course, a large-
scaled prospective randomized multicenter stu- 
dy is needed to validate the outcomes of our 
preliminary study. 

Disclosure of conflict of interest

None.

Abbreviations

ERCP, endoscopic retrograde cholangiopancre-
atography; PEP, post-ERCP pancreatitis; CBD, 
common bile duct; CT, computed tomography; 
NS, Normal saline.

Address correspondence to: Dr. Guangsu Xiong, 
Department of Gastroenterology, Yueyang Hospital 



Peppermint oil shortens the cannulation time of ERCP

2817 Int J Clin Exp Med 2019;12(3):2813-2818

of Integrated Traditional Chinese Medicine and 
Western Medicine, Shanghai University of Traditional 
Chinese Medicine, No. 110, Ganhe Road, Shanghai, 
China. Tel: 86-13817551800; E-mail: xgs2002@
hotmail.com

References

[1] Elmunzer BJ. Reducing the risk of post-endo-
scopic retrograde cholangiopancreatography 
pancreatitis. Dig Endosc 2017; 29: 749-757.

[2] Healthcare cost and utilization project. Avail-
able at: http://hcupnet.ahrq.gov. 2012. 

[3] Mine T, Morizane T, Kawaguchi Y, Akashi R, Ha-
nada K, Ito T, Kanno A, Kida M, Miyagawa H, 
Yamaguchi T, Mayumi T, Takeyama Y and Shi-
mosegawa T. Clinical practice guideline for 
post-ERCP pancreatitis. J Gastroenterol 2017; 
52: 1013-1022.

[4] Donnellan F and Byrne MF. Prevention of post-
ERCP pancreatitis. Gastroenterol Res Pract 
2012; 2012: 796751.

[5] Tian C, Gamboa A, Chaudhury B, Willingham 
FF, Keilin S and Cai Q. Cannulation time is a 
more accurate measure of cannulation diffi-
culty in endoscopic retrograde cholangiopan-
creatography than the number of attempts. 
Gastroenterol Rep (Oxf) 2013; 1: 193-197.

[6] Mandai K, Uno K, Fujii Y, Kawamura T and Ya-
suda K. Number of endoscopic retrograde 
cholangiopancreatography procedures requir- 
ed for short biliary cannulation time. Gastroen-
terol Res Pract 2017; 2017: 1515260.

[7] Hills JM and Aaronson PI. The mechanism of 
action of peppermint oil on gastrointestinal 
smooth muscle. An analysis using patch clamp 
electrophysiology and isolated tissue pharma-
cology in rabbit and guinea pig. Gastroenterol-
ogy 1991; 101: 55-65.

[8] Micklefield G, Jung O, Greving I and May B. Ef-
fects of intraduodenal application of pepper-
mint oil (WS(R) 1340) and caraway oil (WS(R) 
1520) on gastroduodenal motility in healthy 
volunteers. Phytother Res 2003; 17: 135-140.

[9] Bell GD. Premedication, preparation, and sur-
veillance. Endoscopy 2002; 34: 2-12.

[10] Hiki N, Kurosaka H, Tatsutomi Y, Shimoyama S, 
Tsuji E, Kojima J, Shimizu N, Ono H, Hirooka T, 
Noguchi C, Mafune K and Kaminishi M. Pep-
permint oil reduces gastric spasm during up-
per endoscopy: a randomized, double-blind, 
double-dummy controlled trial. Gastrointest 
Endosc 2003; 57: 475-482.

[11] Asao T, Mochiki E, Suzuki H, Nakamura J, Hi-
rayama I, Morinaga N, Shoji H, Shitara Y and 
Kuwano H. An easy method for the intralumi-
nal administration of peppermint oil before 
colonoscopy and its effectiveness in reducing 
colonic spasm. Gastrointest Endosc 2001; 53: 
172-177.

[12] Leicester RJ and Hunt RH. Peppermint oil to 
reduce colonic spasm during endoscopy. Lan-
cet 1982; 2: 989.

[13] Kingham JG. Peppermint oil and colon spasm. 
Lancet 1995; 346: 986.

[14] Kikuchi H, Hikichi T, Takagi T, Suzuki R, Wata-
nabe KO, Nakamura J, Sugimoto M, Waragai Y, 
Konno N, Asama H, Takasumi M, Watanabe H, 
Obara K and Ohira H. Clinical application of L-
menthol in the upper gastrointestinal endo-
scopic procedure. Fukushima J Med Sci 2015; 
61: 160-166.

[15] Sanagapalli S, Agnihotri K, Leong R and Corte 
CJ. Antispasmodic drugs in colonoscopy: a re-
view of their pharmacology, safety and efficacy 
in improving polyp detection and related out-
comes. Therap Adv Gastroenterol 2017; 10: 
101-113.

[16] Dimidi E, Rossi M and Whelan K. Irritable bow-
el syndrome and diet: where are we in 2018? 
Curr Opin Clin Nutr Metab Care 2017; 20: 456-
463.

[17] Cash BD, Epstein MS and Shah SM. A novel 
delivery system of peppermint oil is an effec-
tive therapy for irritable bowel syndrome symp-
toms. Dig Dis Sci 2016; 61: 560-571.

[18] Rich G, Shah A, Koloski N, Funk P, Stracke B, 
Kohler S and Holtmann G. A randomized place-
bo-controlled trial on the effects of Menthaca-
rin, a proprietary peppermint- and caraway-oil-
preparation, on symptoms and quality of life in 
patients with functional dyspepsia. Neurogas-
troenterol Motil 2017; 29.

[19] Korterink JJ, Rutten JM, Venmans L, Benninga 
MA and Tabbers MM. Pharmacologic treat-
ment in pediatric functional abdominal pain 
disorders: a systematic review. J Pediatr 2015; 
166: 424-431, e426.

[20] Yamamoto N, Nakai Y, Sasahira N, Hirano K, 
Tsujino T, Isayama H, Komatsu Y, Tada M, Yo-
shida H, Kawabe T, Hiki N, Kaminishi M, Kuro-
saka H and Omata M. Efficacy of peppermint 
oil as an antispasmodic during endoscopic ret-
rograde cholangiopancreatography. J Gastro-
enterol Hepatol 2006; 21: 1394-1398.

[21] Leung JW and Chung RS. Training in ERCP. 
Gastrointest Endosc 1992; 38: 517-518.

[22] Freeman ML, DiSario JA, Nelson DB, Fennerty 
MB, Lee JG, Bjorkman DJ, Overby CS, Aas J, 
Ryan ME, Bochna GS, Shaw MJ, Snady HW, Er-
ickson RV, Moore JP and Roel JP. Risk factors 
for post-ERCP pancreatitis: a prospective, mul-
ticenter study. Gastrointest Endosc 2001; 54: 
425-434.

[23] Kumar S, Sherman S, Hawes RH and Lehman 
GA. Success and yield of second attempt ERCP. 
Gastrointest Endosc 1995; 41: 445-447.

[24] Williams EJ, Taylor S, Fairclough P, Hamlyn A, 
Logan RF, Martin D, Riley SA, Veitch P, Wilkin-
son ML, Williamson PR and Lombard M. Risk 

mailto:xgs2002@hotmail.com
mailto:xgs2002@hotmail.com


Peppermint oil shortens the cannulation time of ERCP

2818 Int J Clin Exp Med 2019;12(3):2813-2818

factors for complication following ERCP; re-
sults of a large-scale, prospective multicenter 
study. Endoscopy 2007; 39: 793-801.

[25] Cennamo V, Fuccio L, Repici A, Fabbri C, Grilli 
D, Conio M, D’Imperio N and Bazzoli F. Timing 
of precut procedure does not influence suc-
cess rate and complications of ERCP proce-
dure: a prospective randomized comparative 
study. Gastrointest Endosc 2009; 69: 473-
479.

[26] Vandervoort J, Soetikno RM, Tham TC, Wong 
RC, Ferrari AP Jr, Montes H, Roston AD, Slivka 
A, Lichtenstein DR, Ruymann FW, Van Dam J, 
Hughes M and Carr-Locke DL. Risk factors for 
complications after performance of ERCP. Gas-
trointest Endosc 2002; 56: 652-656.

[27] Friedland S, Soetikno RM, Vandervoort J, Mon-
tes H, Tham T and Carr-Locke DL. Bedside 
scoring system to predict the risk of developing 
pancreatitis following ERCP. Endoscopy 2002; 
34: 483-488.

[28] Freeman ML, Overby C and Qi D. Pancreatic 
stent insertion: consequences of failure and 
results of a modified technique to maximize 
success. Gastrointest Endosc 2004; 59: 8-14.

[29] Herreros de Tejada A, Calleja JL, Diaz G, Perte-
jo V, Espinel J, Cacho G, Jimenez J, Millan I, 
Garcia F, Abreu L; UDOGUIA-04 Group. Double-
guidewire technique for difficult bile duct can-
nulation: a multicenter randomized, controlled 
trial. Gastrointest Endosc 2009; 70: 700-709.

[30] Tang SJ, Haber GB, Kortan P, Zanati S, Cirocco 
M, Ennis M, Elfant A, Scheider D, Ter H and Do-
rais J. Precut papillotomy versus persistence in 
difficult biliary cannulation: a prospective ran-
domized trial. Endoscopy 2005; 37: 58-65.

[31] Halttunen J, Keranen I, Udd M and Kylanpaa L. 
Pancreatic sphincterotomy versus needle knife 
precut in difficult biliary cannulation. Surg En-
dosc 2009; 23: 745-749.

[32] Allescher HD, Neuhaus H, Hagenmuller F and 
Classen M. Effect of N-butylscopolamine on 
sphincter of Oddi motility in patients during 
routine ERCP--a manometric study. Endoscopy 
1990; 22: 160-163.

[33] Nair B. Final report on the safety assessment 
of mentha piperita (peppermint) oil, mentha 
piperita (peppermint) leaf extract, mentha 
piperita (peppermint) leaf, and mentha piperi-
ta (peppermint) leaf water. Int J Toxicol 2001; 
20 Suppl 3: 61-73.

[34] Asao T, Kuwano H, Ide M, Hirayama I, Naka-
mura JI, Fujita KI and Horiuti R. Spasmolytic 
effect of peppermint oil in barium during dou-
ble-contrast barium enema compared with 
Buscopan. Clin Radiol 2003; 58: 301-305.

[35] Luo H, Zhao L, Leung J, Zhang R, Liu Z, Wang X, 
Wang B, Nie Z, Lei T, Li X, Zhou W, Zhang L, 
Wang Q, Li M, Zhou Y, Liu Q, Sun H, Wang Z, 
Liang S, Guo X, Tao Q, Wu K, Pan Y and Fan D. 
Routine pre-procedural rectal indometacin ver-
sus selective post-procedural rectal indometa-
cin to prevent pancreatitis in patients undergo-
ing endoscopic retrograde cholangiopancrea- 
tography: a multicentre, single-blinded, ran-
domised controlled trial. Lancet 2016; 387: 
2293-2301.

[36] Barkin JA, Souto EO and Barkin JS. Rectal indo-
methacin should be used routinely in all pa-
tients for prevention of post-ERCP pancreatitis. 
Gastrointest Endosc 2017; 85: 687-688.


