
histologically as having intestinal metaplasia (Fig. 2). Two of
the 8 cases were strongly positive for WOS, but LBC was not
detected (Fig. 2).

Therefore, in answer to Matsushita et al, WOS may be
another marker of intestinal metaplasia, and LBC can be
detected within gastric neoplasia.

Kenshi Yao, MD, PhD
Takashi Nagahama, MD, PhD

Akinori Iwashita, MD, PhD
Hiroshi Tanabe, MD

Yasuhiro Takaki, MD, PhD
Toshiyuki Matsui, MD, PhD

Department of Gastroenterology
Fukuoka University

Chikushi Hospital
Fukuoka, Japan
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Figure 1. ME with NBI findings of early gastric cancer, 3 mm in diameter.

Inside the demarcation line (arrows) between cancerous and noncancer-

ous mucosa, LBC is evident just at the edge of the neoplastic epithelium.

Figure 2. ME with NBI findings of early gastric cancer, 4 mm in diameter.

Outside the demarcation line (arrows) between cancerous and noncancer-

ous mucosa, a dense white opaque substance is visible within the epithelium

of the intervening part between the crypts. Accordingly, the subepithelial

capillaries are totally obscured. No light blue crests are evident.

TABLE 1. Prevalence of WOS and LBC within neoplasias

and the surrounding background mucosa in 40 cases of

early gastric epithelial neoplasia, examined by ME with

NBI

Neoplasias Background mucosa

WOS LBC n % WOS LBC n %

þ � 11 27.5 þ � 2 5

� þ 2 5.0 � þ 24 60

þ þ 3 7.5 þ þ 6 15

� � 24 60.0 � � 8 20

WOS, White opaque substance; LBC, light blue crest; NBI, narrow

band imaging.

Letters to the Editor

www.giejournal.org
Endoscopic or percutaneous approach for
advanced biliary stenoses at the hepatic
hilum?

To the Editor:

We read with interest the study by Paik et al1 that com-
pared the outcomes of percutaneous and endoscopic
approaches of biliary stenting in advanced hilar cholangio-
carcinoma (Bismuth type III and IV) in which the investiga-
tors concluded that percutaneous self-expanding metallic
stents may be preferable for initial biliary drainage in these
patients, given a higher initial success rate (92.7% vs 77.3%,
respectively, P ! .049) and low level of procedure-related
cholangitis (29.5% vs 22.0%, respectively, P Z not signifi-
cant). These conclusions are further supported by the
evidence that median survival of patients in whom biliary
drainage was initially successful was much longer than
that of those who had a failed drainage (8.7 months vs 1.8
months, respectively, P! .001). The outcomes of the pres-
ent study, however, are not consistent with previous reports
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Response:

De Palma et al raise issue with our conclusion that the
percutaneous approach may be preferable for initial biliary
drainage to the endoscopic approach in advanced hilar
cholangiocarcinoma (HC).1 Most of our patients received
unilateral drainage, because decompression of unilateral
lobe could be enough to relieve symptomatic cholestasis.2

However, some patients with HC needed dye overuse or
aggressive catheter manipulation to achieve successful bili-
ary palliation, especially with a high level of biliary obstruc-
tion (Bismuth III/IV). We excluded patients with HC and
with a low level of hilar obstruction (Bismuth I/II) that can
be easily managed by endoscopic self-expanding metallic
stents (SEMSs), with less frequency of procedure-related
cholangitis.3 This may explain why the rate of cholangitis
in endoscopic SEMSs was a little higher than in previous
reports.3-6 Besides patient enrollment, there are several
differences in study design between our study and previous
ones, such as patients with heterogenous cancer,5,6 prophy-
lactic antibiotics use,6 and the definition of cholangitis.3

Failure of biliary palliation by endoscopic SEMS should be
followed by immediate percutaneous drainage. In our
series, the rate of procedure-related cholangitis was signifi-
cantly higher in the failure group than in the success group
(70.0% vs 17.6%, P Z .001) (data not shown in the article).
Among the 13 patients who failed initial biliary drainage, 10
patients with endoscopic SEMSs underwent percutaneous
transhepatic tube insertion. Three patients with percutane-
ous SEMSs were medically treated with the percutaneous
tube kept. The patients who initially failed endoscopic inter-
vention had a poor prognosis, in spite of subsequent biliary
intervention, and their median survival time was only 5.6
weeks. Therefore, we would suggest that the percutaneous
approach could be preferable to the endoscopic approach
for initial biliary drainage of advanced HC.

Woo Hyun Paik, MD
Department of Internal Medicine and Liver Research

Institute
Seoul National University College of Medicine

Jin-Hyeok Hwang, MD, PhD
Department of Internal Medicine and Liver Research

Institute
Seoul National University College of Medicine

Department of Internal Medicine
Seoul National University Bundang Hospital

Seoul, Korea

Letters to the Editor
that show that initial complication rates after endoscopic
stent placement in malignant hilar stenoses are less than
those after percutaneous placement.2

To draw firm conclusions from the study by Paik et al1

we would like to ask the investigators to provide further
data about the following important points: (a) whether
the approach to these patients was aimed toward a unilateral
or a bilateral drainage and whether this was successfully
achieved and (b) how the patients with failed initial biliary
drainage were managed. Recent reports show that endo-
scopic stent insertion should be successfully achieved in
more than 90% of patients when the unilateral drainage is
used to drain a hilar obstruction, with a risk of procedure-
related cholangitis of 5% to 10%.3-5 The risk of cholangitis af-
ter the endoscopic approach mainly pertains to the failure to
insert a stent into an obstructed hepatic lobe that is filled
with contrast.6 Generally, if both lobes are imaged with con-
trast during cholangiography, bilateral stenting reduces the
potential sequelae of cholangitis in contaminated but un-
drained areas. If contrast does not contaminate both sides,
then unilateral stenting should be sufficient.6,7 If endoscopic
placement fails, then a promptly performed percutaneous
drainage can lower the risk of acute cholangitis. In conclu-
sion, we believe that endoscopic stent placement should
now be accepted as the first-line palliative treatment for pa-
tients with advanced malignant hilar strictures, whereas, the
percutaneous approach should be reserved for those pa-
tients who had a failed endoscopic stent insertion.

Giovanni D. De Palma, MD
Stefania Masone, MD, PhD

Dario Esposito, MD
Giovanni Persico, MD

Center for Technical Innovation in Surgery
Department of Surgery and Advanced Technologies

School of Medicine
University of Naples Federico II
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