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The use of endoscopic ultrasound (EUS)-guided fine-needle 
aspiration or EUS-guided fine-needle biopsy to obtain tissue 
for histological examination from extraluminal lesions in 
close proximity to, or within, the walls of the gastrointestinal 
tract has long been well established. This has considerably in-
fluenced the staging of esophageal, gastric, rectal, pancreatic, 
and hepatobiliary cancers. In addition, EUS has become an 
indispensable diagnostic tool in distinguishing benign from 
malignant lesions in the aforementioned anatomical areas. 
Progress in this field has accelerated with interventional EUS, 
as exemplified by procedures such as celiac plexus neurolysis, 
pancreatic pseudocyst drainage, access to the biliary tree in 
failed endoscopic retrograde cholangiopancreatography, and 
implantation of fiducial markers and radioactive seeds in 
malignant tumors.1 In stark contrast, the application of this 
technique to fulfill even the most basic need of obtaining bi-
opsy specimens from lesions in the lower abdomen and pelvis 
by intubation of the colon has been sporadic at best. This has 
been attributed to the intrinsic difficulties in negotiating the 
oblique-viewing curvilinear array EUS (CLA-EUS) echoendo-

scope through the colon.
In this issue of Clinical Endoscopy, Thinrungroj et al.2 re-

ported their institutional experience of obtaining transcolonic 
endoscopic ultrasound-guided fine-needle aspiration speci-
mens of extracolonic lesions in the pelvis and lower abdomen, 
providing grounds for optimism that the technical difficulties 
that have discouraged many in the past are not insurmount-
able.

In this retrospective review of 13 consecutive patients cov-
ering a period of only >3 years, the diagnostic performance 
of transcolonic endoscopic ultrasound-guided fine-needle 
aspiration in detecting malignant lesions was shown to be 
highly impressive, with a sensitivity, specificity, and accuracy 
of 91%, 100%, and 92%, respectively. The authors attributed 
the favorable results to two key elements. The first was the use 
of a forward-viewing EUS (FV-EUS) scope that enabled easier 
intubation and navigation of the colon than with CLA-EUS, 
together with the lower attendant risk of perforation. The 
second was the use of fluoroscopy with a C-arm X-ray posi-
tion to determine whether the position of the tip of the scope 
was close to the site of the target lesion, as seen on imaging 
modalities such as computed tomography, positron emission 
tomography-computed tomography, or magnetic resonance 
imaging. The use of fluoroscopy mitigated, to some extent, the 
narrower ultrasonic scanning range (90°) afforded by FV-EUS.

Historically, only two other studies have used FV-EUS for 
pericolonic lesions, neither of which employed fluoroscopy. 
The first study by Nguyen-Tang et al. sampled subepithelial 
lesions within the colon.3 The second study by Uchida et al. 
described the feasibility of transcolonic endoscopic ultra-
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sound-guided fine-needle aspiration in only two patients.4 As 
the scanning range of FV-EUS is only half that of CLA-EUS 
(180°), fluoroscopy was used to help obtain the optimal posi-
tion for puncture.

As Thinrungroj et al. pointed out, this study had the lim-
itation of a small sample size.2 In addition, the preponderance 
of left-sided pericolonic lesions precludes extrapolating the 
success rates to lesions on the right. It is rather likely that this 
study was conducted in a center with a high level of technical 
expertise, which raises the question of whether the results are 
reproducible in most other centers. Prospective multicenter 
studies with a large number of cases are needed before this 
technique can become standard of care. Notwithstanding, 
Thinrungroj et al. have made the strongest case thus far that 
the design and execution of such studies are indeed justified.2
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