
Case Number One:  
Using a High Performance Guidewire to  
Successfully Gain Access to a Difficult  
Duct After Previous Failed Attempts

Introduction
ERCP can be a complex and demanding procedure, and passing a difficult stricture can be one of the trickiest 
moments during ERCP procedures. Thanks to improvements in coating materials –especially hydrophilic ones- 
and metals forming the core of guidewires, as well as cannulae and dilators, only a few strictures still resist the 
efforts of the expert endoscopist. However, the slim remaining fraction of untractable obstacles means that 
those patients’ condition will worsen or that more invasive interventions may be necessary. The NovaGold™ 
High Performance Guidewire is a recently launched guidewire, .018 inches in diameter with a stiff body and a 
6cm long gold tip providing high flexibility and alpha-loop forming capacity with adequate shape memory. 

Patient History
A 60-year-old man presented with a history of alcohol and tobacco abuse, professional asbestos exposure and 
esophageal carcinoma. The patient previously had an esophagectomy with eso-gastric anastomosis. He then 
presented in August of 2015 with degraded general condition, severe weight loss and large volume ascites. The 
ascites was rich in amylase, suggesting a ruptured main pancreatic duct.

Procedure
A CT scan and pancreatic MRI showed no sign of chronic pancreatitis, but revealed a 2cm-large cystic formation 
in the head of the pancreas. After recovery from septic shock resulting from the ascites infection, the patient page 1 of 6 >
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was referred to Cochin Hospital for further investigation. An Endoscopic Ulatrasound (EUS) found a hypoechogenic 
2cm-large cephalic nodule, and fine needle aspiration (FNA) yielded inflammatory and dystrophic acinar cells 
suggestive of focal pancreatitis. The same day, a first attempt at ERCP was unsuccessful because the papilla was 
difficult to cannulate as a consequence of previous esogastric surgery. A biliary sphincterotomy was performed to 
facilitate further attempts. 

Three weeks later, another ERCP enabled finding the pancreatic duct in the anterior rim of the sphincterotomy. 
Contrast injection showed a short hook-shaped, tight and angulated stricture in the right part of the pancreatic 
body, with some contrast runoff above the stricture corresponding to the ductal rupture (Figure 1). Despite 
using a slim 0.025’’ guidewire and fully hydrophilic straight and angulated 0.035’’ wires, the stricture remained 
impassable. A NovaGold™ High Performance Guidewire was tried after more than one hour of unsuccessful 
attempts, and it almost immediately found the path through the stricture by forming an alpha-loop (Figure 2). 
Since the stricture was short, it wasn’t necessary to change for a thicker wire before inserting a 7Fr, 12cm-long 
stent (Figure 3). The patient has done well following the procedure. A scheduled stent exchange performed four 
months later, and showed  no residual stricture or leak. A CT scan showed no residual peri-pancreatic collection. 
The present stent will be definitively removed.

Conclusion
In this case, the NovaGold™ High Performance Guidewire represented a significant breakthrough in wire-guided 
pathfinding during ERCP, in which repeat attempts by an expert endoscopist with all the previously available tools 
had remained unsuccessful.

Case Study Disclaimer: Results from case studies are not necessarily predictive of results in other cases. Results 
in other cases may vary.
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Case Number Two:  
Successfully Gains Access After Previous  
Failed Attempts 

Patient History
A 74-year-old-man with a previous history of hepatitis B and rheumatoid arthritis treated by anti-aTNF, presented 
in the summer of 2015 with pruritus and cholestasis. An MRI showed an obstructive stricture in the left hepatic 
duct with high contrast uptake, suggestive of localized intraductal neoplasia. 

Procedure
Making a diagnosis was difficult, requiring two retrograde cholangioscopies, using the SpyGlass™ DS System 
before the decision to make a resection was made. Eighteen days after an extended left hepatectomy, biliary 
peritonitis developed, which triggered surgical drainage, and a first post-op ERCP a couple of days later. 
Contrast injection showed a massive bile leak due to an ischemic necrosis of the anterior and posterior right 
hepatic ducts. An 8.5Fr, straight plastic stent was inserted into the anterior sectorial duct, but the posterior 
sector was not visible on ERCP. External bile outflow was reduced by less than 50% over the following two 
weeks, which resulted in having to perform another ERCP. This second post-op ERCP showed discrete contrast 
injection in the posterior ducts, but guidewires systematically passed into the leak. During the following weeks, 
the patient underwent a surgical procedure for abdominal hemorrhage combined with persistent biloma. The 
patient recovered after four weeks in the ICU, but the bile outflow remained unchanged, and it was determined 
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to make a third attempt at endoscopic closure. Despite using straight and angulated guidewires, as well as 
fully hydrophilic guidewires and a variety of straight and steerable cannulae, yet the inflammatory-cum bile leak 
stricture remained impassable (Fig 1). 

Outcome
The anterior duct was finally accessed using a combination of a NovaGoldHigh Performance Guidewire with 
a steerable cannula (Fig 2). After exchanging the NovaGold High Performance Guidewire for a stiff .035’’ wire, 
dilation using a 4mm hydrostatic balloon was performed before inserting a 10Fr, 15cm long straight stent. Both 
stents were exchanged four months later (Fig 3). The patient has been doing well since then, with complete 
normalization of LFTs. 

Conclusion
The combination of a Novagold™ High Performance Guidewire with a steerable cannula allowed passage in  
the anterior duct (Fig 2). After exchanging the Novagold™ High Performance Guidewire for a stiff .035’’ wire,  
4mm hydrostatic dilation was performed before inserting a 10Fr, 15cm long straight stent. Both stents were 
exchanged four months later, in April 2016 (Fig 3). The patient has been doing well since then, with complete 
normalization of LFTs.

Case Study Disclaimer: Results from case studies are not necessarily predictive of results in other cases. Results 
in other cases may vary.

By using a Novagold ™ wire and a steerable 
cannula, the right posterior liver sector has 
been successfully cannulated (arrow shows tip 
of cannula).

3 months later, 2 10F stents have been 
exchanged to ensure sustained ductal patency
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Case Number Three:  
Using a High-performance Guidewire to Facilitate  
Access through a Difficult Hilar Stricture

Patient History
A 52-year-old-man with a history of primary sclerosing cholangitis had previously undergone an orthotopic 
liver transplant in 2007, and had been successfully treated between 2009 and 2010 for an anastomotic 
stenosis by placing plastic stents. One year post-stent removal, the patient had a near-normal MR-
cholangiogram. Then, four years later, in 2015, the patient developed recurrent cholestasis progressively 
followed by severe jaundice and pruritu.

Procedure
An MRI and liver biopsy showed evidence of recurrent PSC on the site of the liver transplant, with a 
dominant hilar stricture and mildly dilated intra-hepatic ducts. Brush cytology during an ERCP found no 
atypical cells. A second transplant was necessary, but before being registered in the liver transplant waiting 
list, biliary drainage needed to be attempted to improve the patient’s nutritional status and to control the 
pruritus. A second ERCP was performed, showing an extremely tight and tortuous dominant hilar stricture 
(Figure 2), which only allowed for the insertion of an 8.5Fr plastic stent in segment IV (Figure 3). This partial 
drainage was not complicated, but bilirubinemia decreased by less than 30% within one month of the ERCP, 
the pruritus was not completely relieved, and nutritional status did not improve significantly. 
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A complex and tortuous hilar stricture resulting 
from recurrent PSC on a liver transplant.

Segment IV was the only part of the liver that 
could be stented after the first ERCP.
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Therefore, an additional ERCP was subsequently performed in order to try to improve the biliary drainage. 
After spending nearly one hour trying to gain access using various wires, a NovaGold™ High Performance 
Guidewire was finally used and successfully found a path to the right posterior duct. The wire helped 
facilitate the passage of a hydrostatic dilator and the insertion of a 10Fr, 15cm long plastic stent, which 
caused a relatively rapid decrease in bilirubin (Figure 3). 

Outcome
The patient now has a non-icteric, moderate cholestasis and is completely relieved of his pruritus. He is 
still waiting for a new liver transplant and is in generally good condition.

Conclusion
The NovaGold™ High Performance Guidewire enabled wire-guided pathfinding during ERCP, as 
demonstrated by this case, in which previous attempts were unsuccessful. 
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IMPORTANT INFORMATION: These materials are intended to describe common clinical considerations and procedural steps for the 
use of referenced technologies but may not be appro-priate for every patient or case.  Decisions surrounding patient care depend on 
the physician’s professional judgment in light of all available information for the case at hand.

Boston Scientific (BSC) does not promote or encourage the use of its devices outside their approved labeling.  Case studies are not 
necessarily representative of clinical outcomes in all cases as individual rresults may vary
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Indications, Contraindications, Warnings and Instructions for Use can be found in the product labeling supplied with each device.

CAUTION: Federal (USA) law restricts this device to sale by or on the order of a physician.
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After unsuccessful attempts with other wires, 
the NovaGold™ High Performance Guidewire 
enabled passage into the right liver lobe, 
with subsequent stenting and rapid jaundice 
resolution.
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