APPENDIX 1: FISTULOTOMY STUDIES 
	
	Author (year)
	Sample size (groups)
	Results
	Adverse events
	Conclusion

	
1.
	Furuya C.K. et. Al.  (2018) 23

Prospective randomized trial
	N = 102
Papillary Fistulotomy (aka Needle knife fistulotomy) (F: n = 51) vs standard biliary cannulation (S: n = 51)
	Success rate
F: 100%
S: 76.5%
	Perforation and pancreatitis
F: N=1 (2%)
S: N=7 (13.7%)
	Papillary Fistulotomy is more effective than standard cannulation with similar complication rates. 

	
2.

	Jin Y-J et. Al. (2016)21 
Single arm prospective 
	N = 55
Needle knife fistulotomy (NKF), as initial procedure in high risk patients.
	Success rate
F: 96.3%
	Pancreatitis 
N=0 (0%)
Perforation
N= 1 (1.8%)
	NKF is feasible to be used as an initial procedure

	
3.

	Ayoubi M et. Al. (2012) 20

Retrospective cohort study 
	N = 173 
Standard cannulation (S: n=85) vs Fistulotomy (F: n=88)
If Standard failed, Rescue NKF attempted (R: n=25) 
	Success rate
S: 70.6%
F: 96.5%
R: 84% 
	Hyperamilasemia (F=7.9% vs S=8.2%)
Pancreatitis 
(F=1.1% vs S=5.8%)
Bleeding 
(F=3.4% vs S=3.5%)
	NKF should be used as a first approach for ERCP or as a rescue following failure of the standard procedure. 

	
4.

	Lopes L. et. Al.
(2014) 19

Retrospective case series
	N = 1087
Standard cannulation (S, n=883) vs Fistulotomy as rescue (R, n=204) vs needing second ERCP with NKF (n=25) 

	Success rate
S: 81%
R: 81%
2nd ERCP:
90%
	(No data for standard cannulation)  
For NKF (n=204):
Pancreatitis (n=13, 6.4%), Bleeding (n=2, 1%), Perforation (n=1, 0.5%). 
	NKF is safe and highly useful in cases of difficult biliary cannulation. Risk of fistulotomy complications higher if CBD < 4mm. 

	
5.

	Katsinelos P. et. Al. (2012) 15

Retrospective case series
	N = 274 (done as rescue)
Needle knife papillotomy (NKP) n=129 vs suprapapillary fistulotomy (SPF) n=78 vs transpancreatic sphincterotomy (TPS) n=67

Complications reported only for rescue techniques (not for standard procedure).
	Success rates (incl 2nd ERCP)
NKP: 97.7%
SPF: 98.7%
TPS: 100%
	Pancreatitis
NKP: n=27 (21%)
SPF: n=2 (2.6%)
TPS: n=15 (22.4%)
Bleeding 
NKP: n=5 (3.9%)
SPF: n=4 (5.1%)
TPS: n=0 (0%)
Perforation
NKP: 1 (0.8%) vs 0
Death (pancreatitis)
SPF: n=1 (1.3%) vs 0
	All three types of precut sphincterotomy have similar cannulation rates when used as a rescue. Risk of pancreatitis is lower with SPF. 

	6.
	Mavrogiannis C. et. Al. (1999) 24


Prospective randomised trial
	N = 153 (failed standard)
Group 1: Needle knife fistulotomy (F: n=74)
Group 2: Pre-cut papillotomy (P: n=78)
	Success rates:
F: 90.54%
P: 88.6%
	Bleeding 
F: 6.75% vs P: 5.06%
Perforation
F: 2.7% vs P: 2.53%
Cholangitis
F: 1.35% vs P: 0%
Pancreatitis
F: 0% vs P: 7.59%
Death
F: 0% vs P: 1.26%
	Needle knife fistulotomy is safer than pre-cut papillotomy with respect to pancreatic complications. 
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