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Secretary General Report
Rikiya Fujita MD

On an occasion of termination of the president, Prof. Hirohumi Niwa, 2002-2005, three
years and half, I would like to summarize activities during the term.
OMED was established as an International Endoscopy Society independent from Gas-
troenterology in 1962 and changed a name as OMED in 1976.
Aims of OMED were as follows：
⒈ Promotion of gastrointestinal endoscopy worldwidely
⒉ Establishment of standarads of practice and the training
⒊ To support and stimulate progress of endoscopy research
⒋ Promotion for education for trainers and trainees
⒌ Standardization of terminology and database
⒍ Consultation with industries and new instrumental development
⒎ Responsibilities for other organization, OMGE and other international societies
The organization is composed of Endoscopy Societies of the three zones：
European（ESGE）, Inter-American（SIED） and Asian-Pacific（APSDE）.
OMED is currently composed of 80 countries or more.
The Genaral Assembly for every four years; Governing Council for the President,
Vice Presidents, Secretary General, Chairmen and the committee members;Executive
Council for the meeting of the President, Vice Presidents, Secretary General and
Treasurer rotate every four years between the three zones.
We succeeded the council meeting since 2002, in San Francisco, after the meeting in
2001 at Amsterdam meeting. Unfortunately I could not attend the meeting in San
Francisco of private reason, Dr. Chao was acting as Secretary General. Activities of
the committees; Education committee, Terminology and Standardization committee,
Colorectal Cancer committee and other businesses were reported, and also started
the planning committee
for the World Congress in Montreal. The activities of them were conducted under
the poor financial condition. Transfers were nothing from the former Secreatary
Genaral, Prof. Abrao Netto.
The meeting in Geneva, 2002, included the executive committee and the meeting with
members of OMGE. The future plan “Fundamental Operations Strategic Schedule”



- 7 -

from OMED were discussed, congratulated by the participants, however could not
reach the agreement with members of OMGE. Proposal of OMED Fourth Zone was
discussed again, but could not reach the agreement, because of infrastructures among
the countries and of cooperation from European Zone being available. At the financial
subcommittee, travel and accommodation reimbursement was fixed as reported in
detail.
At the meeting in Orlando, January, 2003, “ OMED short-term operations strategic
decision meeting” was discussed again and congratulated. Financial matters were im-
proved a little by report of the President Niwa, a contribution by Olympus.
The first meeting of IDCA（ International Digestive Cancer Alliance） was held  at
the theological school of the Vatican, February, 2003. According to request of IDCA,
the First Spring Meeting , President of Prof. Montori, was held in Rome together with
International Gastric Cancer Congress 2003.
The Governing Council meeting in Orlando, 2003, decided Dr. Bjorkman as a new
chair of Guideline Committee. Proposals from Prof. Tytgat for the training course of
colonoscopy, from Dr.Chao for the screening committee of Upper GI malignancies
were accepted. Secretary General, Prof. Fujita reported International（Paris）New
Classification of Superficial Cancer of the esophagus, the stomach and the colon which
was organized by Prof Lambert in Paris, December,2002.
Dr. Bailey, President of Endoscopy at OMED at the World Congress in Montreal re-
ported the preparing situations.
The meeting in Madrid,2003, Executive Committee, was held by members,
Publication of the New（Paris） Classification of Superficial Neoplastic Lesions of the
esophagus, the stomach and the colon was announced at that occasion.
The meeting in New Orleans, 2004, Dr. Bailey  reported the status of World Congress
of Gastroenterological Endoscopy as follows;
Three OMED Honorary Lectures; Moutier lecture by Dr. Axon, Schindler lecture by
Dr. Chopita,  Tasaka lecture by Prof. Fujita. The proposal was accepted to upgrade
the Terminology Committee as the standard committee.
The reports by the President of the Zones were activated and congratulated;
Asian-Pacific zone by Dr. Chao, European zone by Dr.Nowak, Inter-American zone
by Dr. Taullard. Archives and History Committee and Endoscopy Museum became
under chairmanship of Prof. Niwa because of inactive condition by Dr. Nagy thereafter
passed away.
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At the meeting in Prague, 2004, the Executive Committee could not be good cooper-
ated accidentally therefore the minutes was not published.
At the meeting in Chicago, 2005, the Governing Council meeting was held the presi-
dent Prof. Niwa expressed many thanks to the members of OMED for the termination
of the presidency.
Securetary General Prof. Fujita reported many activities during the term, in addition,
the abstract of 2nd Spring Meeting in Yokohama, 2005, cooperated with Prof. Kitajima,
the president of International Gastric Cancer Congress attached on the appendix.
I would like to express sincere appreciations for assisting secretary works, Prof.
Crespi as a Technical Secretariat and Dr. Grassi as a Webmaster who contributed to
complete OMED home page.
Dr. Schpiro and Dr. Waye always encouraged our activities as adviser and exagger-
ator. Thank you very much for all members.
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Lists of the meeting（OMED）2002-2005

（2001, Oct. Amsterdam GC）

2002, May, San Francisco GC, GA
Annex report
CRC report

Oct. Geneva  EC
Balance sheet

2003, Jan. Orlando EC

May, Rome OMED 1st Spring Meeting（ 5th IGCC）

May, Orlando GC

Nov. Madrid EC（-）

2004, May, New Orleans GC

Sep. Prague, EC（-）

2005, May, Yokohama 2nd Spring Meeting（6th IGCC）（-）

May, Chicago GC（-）

Sep. Montreal  GC （GA）

GC：Governing Council
GA：General Assembly
EC：Executive Committee
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History of duodenoscopy and bilio-pancreatic disease

Rikiya Fujita MD,MDSc,FACG
Prof.Emeritus of ShowaUniversity, Consultant of Cancer Institute Hospital Ariake

1. ERCP

Digestive endoscopy for bilio-pancreatic disease started with the development of
cholangiopancreatography with a fiberscope. According to the report by McCune ⑴,
pancreatography was successful via cannulation into the ampulla of Vater. This suc-
cess was a cornerstone to connect bilio-pancreatic disease and endoscopy. He was a
surgeon of George Washington University and succeeded under markedly difficult
conditions with an Eder fiberscope under general anesthesia. He succeeded in obser-
vations of the ampulla of Vater in 50% and cannulation in 50% of such cases. There-
fore, pancreatography was successful in about 25%, while there was no description
about cholangiography. 
At that time, there existed no endoscope that allowed smooth insertion to the de-

scending limb of the duodenum via the pyloric ring of the stomach and observations
of the ampulla of Vater squarely without general anesthesia. The struggle of McCune
was described. It was necessary to keep a distance in the duodenum for cannulation
into the ampulla of Vater and he used a balloon for assistance to keep a distance in
the duodenum. 

a. Development of a duodenoscope

At that time, it was almost impossible to insert a gastrofiberscope into the descending
limb of the duodenum without general anesthesia. Therefore, development of a duo-
denoscope was imperative and a duodenoscope was constructed in Japan ⑵ ⑶.
At first, a duodenoscope FDS was constructed by Machida Factory, and then a

duodenoscope JF-B by Olympus Co. A panning system with two-direction angulation
was adopted in FDS, while four-direction angulation in JF-B. Competitions of devel-
opment were repeated at academic meetings in Japan ⑵ ⑶. A catheter for injecting
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a contrast medium was directed from the right forceps channel to the center of the
image, and the basic design has been unchanged to date. Since insertion of a gastro-
scope into the duodenal bulb via the pyloric ring of the stomach was troublesome, a
flexible structure and three grades of rigidity were adopted for the tip of the duo-
denoscope. To reach this stage, tremendous efforts of endoscopists and technicians
were required ⑵ ⑶.
A duodenoscope JFB2 （Olympus） was constructed and its clinical application

was extended worldwide. Development of a duodenoscope was the main theme at
the World Congress of Gastroenterology in Rome and Copenhagen and World Con-
gress of Gastroenterology and Endoscopy in 1970.
Fujinon and Pentax constructed duodenoscpes afterwards. Specifications of the

scopes are shown in Figure 1.

b. Introduction of pioneers

Oi et al ⑷ ⑸ reported that they succeeded in pancreatography in more than 80%
and they were applauded at the world meeting in 1970. His first pancreatography
was carried out on April 18, 1969. It was confirmed that pancreatography was easier
than cholangiography. Takagi et al ⑹ carried out the first case in June 6, 1969 in
which cholangiography was obtained simultaneously as well as pancreatography . A
number of clinical ERCP cases were reported at International Congress of Gastroen-
terology and Endoscopy （Paris） in 1972. Main themes included diagnosis of pan-
creatic cancer, selective cannulation into the bile duct, and diagnosis of chronic
pancreatitis etc. 
Japanese endoscopists who were at the frontier at that time are as follows： Tak-

agi and Ikeda from Cancer Institute Hospital, Hara and Ogoshi from Niigata Cancer
Center, Kasugai from Aichi Cancer Center, Kawai and Nakajima from Kyoto Prefec-
tural Medical College, Ashizawa and Shindo from Tokyo Medical College, Fujino and
Niwa from University of Tokyo, Sohma and Fujita from University of Tokyo Branch
Hospital, among others. Demling, Classen （West Germany）, Cotton （UK）, Salmon
（UK）, Liguory （France）, Silvis （USA）, Venes （USA） ,Geenen（USA）,
Siegel（USA） and others were the Western counterparts. Some of them were in-
troduced in the book entitled Digestive Endoscopy in the Second Millennium edited
by Francisco Vilardell ⑺.
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c. History of insertion techniques

History of insertion techniques started with pushing and angulation and later the
pulling back method became the mainstream. The reason why the right angle of the
duodenoscope is larger than the left angle is that insertion started with the pushing
and angulation method and the modification was aimed at facilitating cannulation.  
With regard to the patient posture during the examination, the left lateral position

or supine position, as for gastroscopy, was employed at first, but the prone position
has mostly been selected recently.  

d. EPCG or ERCP

As for the term of the technique, endoscopic pancreatocholangiography （EPCG）
was mostly used in Japan ⑵ ⑶ ⑷ ⑸（&）, but terms for the technique were unified
as endoscopic retrograde cholangiopancreatography （ERCP） at the consensus
meeting of the World Congress of Gastroenterology in Mexico in 1974 and it has been
used to date. At that time, few papers were submitted to English journals and price-
less papers were mostly published in not only Gastroenterological Endoscopy, an offi-
cial journal of the society（JGES）, but also Stomach and Intestine etc, a commercial
journal in Japanese,
with or without English abstract. The reason why the technique was not widely
known as EPCG in Western countries may be attributable to such facts. It was heard
that there was a discussion as follows： “The word retrograde should be included in
the term. Pancreatocholangiography is not appropriate alphabetically. Cholangiopan-
creatography is accurate.”

e. Indicated diseases 

As ERCP developed, it became possible to diagnose chronic pancreatitis, pancreatic
cancer, intraductal papillary mucinous neoplasm （IPMN）, biliary duct cancer, gall-
bladder cancer, bile duct calculi, cholecystolithiasis, sclerosing cholangitis, and anomaly
of fusion of the bilio-pancreatic duct, autoimmune pancreatitis and their diagnostic
criteria were established. The diagnostic criteria for chronic pancreatitis, established
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by Kasugai et al ⑻ and Banks et al ⑼ have been used to date. 
Although diagnostic criteria for pancreatic cancer were reported, few of them are

being used currently. Pancreatography is successful in more than 95%, while cholan-
giography in only more than 85% and the cause of the gap has been studied. However,
as ERCP techniques have changed from the pushing and angulation method to the
pulling method, successful rates of selective cholangiography have improved. 

f. ERCP or MRCP

According to MRCP developed, diagnosis by ERCP with a high risk shifted to that
by MRCP. As to adverse events by ERCP, the cause of severe acute pancreatitis has
not been clarified and pancreas stenting has been tried, but there is no reliable pre-
ventive method. In terms of diagnosis, techniques have shifted to MRCP, CT, US and
EUS. At least in obstructive jaundice cases, MRCP has become the first choice. In ad-
dition, dilatation of the proximal pancreatic duct, observed in cases with pancreatic
head cancer, is often difficult to diagnose by ERCP but it is easily visualized by MRCP
⑽.

2. EST

Classen et al on June 6, 1973, Kawai et al on August 10, 1973, and Sohma et al on
June 11, 1974 succeeded in the incision of the ampulla of Vater. The papillotome that
Kawai et al used for the first time was in a shape of an arrowhead ⑿. The push
model papillotome, which was generally used later ⒀, was originally devised by
Sohma et al ⑾.Classen et al ⒁ constructed a knife by themselves and it was a pull
model papillotome. A description of a Sohma type papillotome is found in the literature
⑺. A symposium on endoscopic papillotomy was held at the World Congress of Gas-
troenterology in Mexico in 1974, and the preliminary results were reported.  
Duodenoscopes by Olympus Co. have been mostly used. A metal part was exposed

at the forceps channel at the tip of the duodenoscope,  therefore the wire of the pa-
pillotome was broken due to the contact with the metal part when electricity was
applied. In addition, there was a leak at the eye piece because duodenoscopes were
fiberscopes at that time, and skin burn was caused. Gradually, mechanical setting and
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devices were improved and the position of the forceps channel was lowered. The tip
of the duodenoscope was replaced with an isolation material. 

a. EPT or ES （EST）

Sphictero-plasty of the ampulla of Vater, conventionally done surgically, was a tech-
nique to completely incise the sphincter and suture the incised surface carefully,
whereas hemostasis and knotting were impossible by endoscopy. Surgeon Sohma ex-
plored this surgical technique. 
As to the term of the technique, endoscopic duodenal papillotomy, endoscopic

sphincteropapillotomy of Vater, endoscopic papillotomy （EPT）, and endoscopic
sphincterotomy （ES/EST） were reported. They were gradually unified into ES
（EST）. In Europe, there is a group that has adhered to the term EPT. The aim
was removal of common bile duct stones. It was clinically applied earlier and became
prevalent in Europe and later in Japan and U.S.

b. Lithotripsy

Only an incision was made at the first session. Delivery of a stone was expected and
excretion in the stool was confirmed. Later, basket extraction was employed. It was
possible to incise by ES （EST） but neither hemostasis nor knotting was available
and avoidance of postoperative hemorrhage was sought. The technique failed to sat-
isfy the three principles of surgery, i.e., “incision, hemostasis, and knotting” and it was
criticized by surgeons. With this topic set aside, filtration of the stool used to be car-
ried out to confirm the elimination of stones. 
In 1974 and later, techniques to extract stones with a basket catheter immediately

after an incision became prevalent. As complications at that time, cholangitis, obstruc-
tive jaundice due to stone impaction, acute pancreatitis, and hemorrhage accounted
for 5 ‒ 10%. On the other hand, Starlitz, et al. devised and reported in 1983 a technique
to dilate the ampulla of Vater with a balloon catheter and extract stones. Recently
balloon catheters were improved and this method was revived, but the technique
was indicated only for small stones. 
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c. Endoscopic drainage

Nagai, et al. first reported that they endoscopically inserted a catheter into the bile
duct for drainage. The aim was to obtain samples for cytology, but this is the origin
of naso-biliary drainage. Soehendra, et al. succeeded in biliary drainage with a pig tail
stent and dramatically advanced treatment for cholangitis and obstructive jaundice,
but incidence rates reached 30 ‒ 50%. Huibregtse, et al. reported a technique to use
a large-bore straight stent and it has been updated until today. 
In 1980s, a metallic stent replaced a plastic stent that had been employed so far.

However, compared with a plastic stent, a metallic stent was too expensive and the
stent patency period was superior, but it was found that survival rates were compa-
rable. 
Drainage for a Klatsukin tumor or hilar biliary cancer has become possible. How-

ever, replacement of a stent is unavoidable because of clogging and the duration of a
plastic stent is thought to be about three months. It is generally considered that a
metallic stent is for malignant biliary stenosis and a plastic stent for pancreatic steno-
sis. 
The method to carry out only drainage and leave biliary stones untouched in the

elderly patients with a high risk has been reported. Stenting is an indispensable treat-
ment technique for obstructive jaundice due to a malignant lesion. 

d. Application of interventional EUS

Endoscopic ultrasonography, developed in 1975 or later, was employed at first to ex-
amine pancreatic cancer and biliary cancer. Since the introduction of EUS-fine needle
aspiration cytology （EUS-FNA）, EUS has been used for treatment of bilio-pancre-
atic disease. EUS-biliary drainage （EUS-BD） and EUS-choledocho-duodenostomy
（EUS-CDS） have been reported. This field is expected to advance further. Details
of EUS are left to other sections. 
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Figure 1
Specifications of the duodenoscopes

Company Machida Olympus Fujinon Pentax
Scope FDSL JFB FDQB FD32A
Length（mm） 1465 1250 1500 1600
View system lateral lateral lateral lateral

panning60 retrofx10

Width of view 52 70 64 83
Length of the tip 28.5 20 17 21.4
Angulation u：120 rl：90 rl：120 rl：100

d：90 ud：120 ud：90 ud：135

Date of sale 1970 1970 1975 1981
Scope at present none TJF260 ED-530XT8 ED3490TK

fc：4.2 fc：4.2 fc：4.2
JF260
fc：3.7

u：up, d：down, rl：right and left, fc： forceps channel
retrofx： retroflex
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The Paris endoscopic classification of superficial neoplastic 
lesions : esophagus, stomach, and colon.
November 30 to December 1, 2002
VOLUME 58, NO.6（SUPPL）,2003  GASTROINTESTINAL ENDOSCOPY
Participants in the Paris Workshop
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