Photodynamic Association, a Board Certified
Specialist of the Japan Gastroenterological
Endoscopy Society and a Board Certified Specialist
or Board Certified Instructor of the Japan Society of
Laser Surgery and Medicine.

3. Adherence to the user’s manuals and
appendices and the safe keeping and

management thereof.

All medical and paramedical personnel associated with
the PDT procedure are required to have thoroughly
read the manual and user’s guide which come with the
laser hardware (excimer dye laser PDT EDL-1, PDT
EDL-2, YAG-OPO Laser 1000) and the medication
(photofrin). The facility must keep the manual and
user’s guide in a safe location, ensure that it is con-
stantly updated by the manufacturer, and have it avail-
able for reading at all times. The head of the medical
facility must require the Laser Safety Manager (LSM)
who is in charge of the manual and user’s guide to
ensure that all users adhere to the contents of the
material. In the case of malfunction of the hardware or
if any complications occur which are evidently due to
any such malfunction, the LSM is required to report the
event as an ‘adverse incident’ to the manufacturer and
distributor, the facility management, and to the appro-
priate government agencies if necessary using the cor-
rect forms.

4. Superficial esophageal cancers and early
stage superficial gastric cancers indicated
for PDT

The first choice of treatment for superficial esophageal
cancers where the tumor depth is limited to the
mucous membrane layer and where there are no signs
of lymph node metastasis, is endoscopic mucosal
resection (EMR). @ Since surgical removable of the
esophagus is extremely invasive and associated with
high morbidity, there may be cases where the patient
does not wish to be operated on, or where the
patient’s general condition does not allow surgery and
in these instances, EMR may be performed even
though the tumor has spread to the submucosal layer.
Also for esophageal squamous cell carcinoma,chemora-
diation therapy is known to be efficacious. Therefore
PDT for esophageal cancer is strictly limited to cases
where complete resection by EMR is impossible and
also where surgery andchemoradiation are contraindi-
cated.

The first choice of treatment for superficial early
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stage gastric cancers less than 2 cm in diameter, is
EMR. 45 For any superficial early stage gastric cancers
divergent from this type, surgery is indicated.
Therefore PDT is limited to cases where both EMR and
surgery is either contraindicated or difficult.

1) If and when complete resection by EMR is possible,
it should take precedence over PDT.

2) Superficial esophageal cancers suitable for treatment
with PDT are tumors which have spread to less than
1/3 to 1/2 of the circumference and whose size is
less than 2 cm x 2 cm and can be captured in a sin-
gle visual field of the endoscope. The tumor must
be diagnosed as non-resectable with EMR, its inva-
sion depth limited to the submucosal layer and
showing no evidence of lymph node metastasis.

3) Early stage superficial gastric cancers for which PDT
is appropriate are those listed below, which have
been diagnosed as non-resectable with EMR and
show no signs of lymph node metastasis.

a) Tumors without ulceration, the length of the
longer axis are 1 to 3 cm and whose invasion
depth is limited to the submucosal layer.

b) Tumors with ulceration the length of the longer
axis is less than 2cm and whose invasion depth
is limited to the submucosal layer.

4) The endoscopic diagnosis criteria and endoscopic
findings of superficial esophageal cancers and early
stage superficial gastric cancers are listed in detail in
the 9t edition of the Japanese Classification of
Esophageal Cancer ( revised February, 1999 ) ® and
in the 13th edition of the Japanese Classification of
Gastric Cancer ( revised September, 1999 ) (P
respectively.

5. Rules which should be observed to
ensure safe PDT procedures

The rules which should be observed to ensure safe
PDT procedures are listed below according following,
the chronicity of the procedure.

1) Pre-PDT examinations
Check and confirm that the indications listed in
the user’s manual are in concordance with the
endoscopic findings which were observed according
to the endoscopic diagnosis criteria for superficial
esophageal cancers and early stage superficial gas-
tric cancers, as previously mentioned. Histologic
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evaluation of the tumor type is mandatory while
ultrasonographic endoscope evaluation of the tumor
invasion depth is desirable.

Peripheral blood counts, blood chemistry, blood
coagulation and examination for any infectious dis-
eases should be performed as in all endoscopic pro-
cedures. Since drugs used in the PDT procedure are
excreted through the biliary system, close attention
must be paid to hepatic function.

Confirm that there are no signs of lymph node or
other metastasis by chest and abdominal X-ray
imagery, ultrasonography and/or CT imaging.

2) Examination of the hardware prior to PDT

Preoperative examination of the hardware ( visu-
al examination, full scale operational check ) includ-
ing power check of the laser output at the laser
emission tip and system calibration according to the
manufacturer’s instructions, must be performed prior
to the infusion of the photosensitizer. If the tests
reveal that the laser output at the emitting tip is
extremely low, check all connections between the
hardware, fiber and probe for poor connection and
for any staining. Perform the power check again and
if output is still low, check and contemplate gas or
dye exchange (in the case of the use of an excimer
dye laser).

A new probe should always use for the proce-
dure and since intraprocedural damage to the probe
resulting in decreased output of laser light is a pos-
sibility; a spare probe must be available at all times.

3) Preparation and infusion of the photosensitizer

In the case of Photofrin, 1 vial (75 mg) should be
dissolved in 30 ml of 5% glucose solution creating a
preparation of 2.5 mg/ml solution: of: Photofrin.
Caution is advised to not create any: bubbles or
foaming of the solution and to make: sure that the
solution is well mixed and:that no: solute is left
undissolved. Rty -

The preparation is infused sléWlﬁﬁﬁii@nously at
a dose of 2 mg/kg. Care must be taken so that no
extravasation occurs. The dosage of Photofrin must
be checked and re-checked by multiple medical
personnel. jrasrd
4) Management of the patient after infusion.(in order
to avoid side effects due to photosensitivity)

Since drugs used for PDT are photosensitizers,
the patient must avoid exposure to direct sunlight
and must be placed in a room with adequate shad-
ing curtains where the illumination of the room is
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well controlled. In the case of Photofrin, it is dictat-
ed that the illuminance be kept between 100 and
300 Lx.

Foods and supplements containing chlorella,
Houttuynia cordata and celery are known to
increase photosensitivity. The patient must be
informed through written materials of such precau-
tions and be given information and guidance con-
cerning activities outdoors. The patient must keep
these materials at hand at all times.

5) The PDT procedure

(1) Precautions concerning laser light emission
During the procedure the patient, doctor and
medical personnel are required to wear adequate
protective goggles. Laser irradiation must be per-
formed according to the user’s manual.
Movements such as peristalsis, respiration and
heartbeats should take into account, in order to
evenly distribute laser light to the lesion and care
should be taken to minimize laser irradiation of
normal tissue.
In regular cases, the amount of laser light indi-
cated is listed below
Superficial esophageal cancer: Energy Density
of 60-150 J/cm?
Early stage superficial gastric cancer: Energy
Density of 60-200 J/cm?
Equation to calculate irradiation time
Irradiation time(secs) =
Energy Density (J/cm?) x Irradiation area (cm?)
Laser tip output (mJ/pulse) x Repetition Rate (Hz) x 1/000
(2) In an event where something irregular occurs
adversely affecting patient’s condition, make
sure that the endoscope is removed from the
patient only after the laser irradiation is terminat-
ed by pressing the “stop” button (in such case,
the laser hardware has memory of the laser irra-
diation time and hence the procedure may be
resumed by pressing the “start” button, as origi-
nally planned, after the recovery of the patient).
(3) When, during the PDT procedure, a malfunction
of the laser hardware such as aberrant laser out-
put occurs, first abort the procedure by stopping
the emission of the laser. Record all pertinent
parameters, and than remove the probe from the
endoscope and inspect the laser hardware. After
inspection, the procedure is resumed by pressing
the “start” button if the pertinent parameters are
memorized by the hardware (if the parameters
are lost from memory, re-calculate the irradiation
time and total energy and re-start the proce-
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dure).

(4) If sedatives are required during the PDT proce-
dure, the patient should be monitored by a
pulse-oxymeter. If there is any concern on fluc-
tuation of the blood pressure of the patient,
monitoring with an automated sphygmo-
manometer is advised. One must be careful with

the pulse-oxymeter, since there are reports of
skin damage caused by prolonged application of
the device. When oxygen is administered to the
patient during the PDT procedure, the oxygen
level should be that of normal atmospheric level
and no higher.
(5) After the PDT procedure
After the PDT procedure, adequate measures
must be taken such as administration of anti-
ulcer agents to treat the ulcer created by laser
irradiation. Periodic endoscopic and histologic
examinations are required for the follow up of
the lesion.
(6) Management of photosensitivity and exposure to
sunlight
Immediately following the injection of
Photofrin, the patient must avoid all exposure to
sunlight for at least 30 days. After 30 days a chal-
lenge test for photosensitivity must be per-
formed. If the patient tests negative for photo-
sensitivity, than the patient may resume normal
daily activities, but the patient should be advised
to avoid direct exposure to sunlight exposure for
a further period of time. If the patient tests posi-
tive for photosensitivity, the patient must remain
under management until the patient tests nega-
tive. For those patients, who can manage shield-
ing themselves from exposure to light at home,
early discharge from the hospital, as early as 2
weeks, is possible. These patients must have a
full understanding of photosensitivity, and have
knowledge on what measures to take in case of
a deleterious incident.
(7) Informed consent
Written consent forms signed by the patient
and family members are required after they have
been fully informed regarding he therapeutic
effect, risks and complications associated with
the procedure.

6. Rules and stipulations for the distribu-

tors and manufacturers of the PDT relat-
ed drugs and laser hardware.

1) Obligation of the distributors to offer complete
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information of the products through user’s manuals
and appendices.

All distributors and manufacturers of drugs and
laser hardware associated with PDT must provide
ample and sufficient information to the institutions,
medical and paramedical personnel through the
user's manuals and appendices, for the proper and
safe usage of the drugs and devices. 8.9.10) They
must hold technical courses, such as showing actual
video footage of PDT procedures, at meetings and
congresses of relevant academic and medical soci-
eties with the cooperation of those societies. They
are required to disseminate information for the safe
and effective treatment with PDT.

The content and information that are required in
the user’s manual are dictated in the “ Instructions
for the use of laser surgical devices” appendix to “
Concerning laser surgical devices” , release no. 524
Notice from the Division Head of the Evaluation and
Licensing Division, Pharmaceutical Affairs Bureau of
the Japanese Ministry of Health and Welfare, dated
April 22nd | 1980. A1) The content concerning
checking and maintenance of laser devices must
include: (a) daily pre-operative checks involving
both visual and operational checks; (b) intra-proce-
dural checking ( checking while the device is actual-
ly being used ); and (c) postoperative checks at the
end of the day, including checks to be performed
on the day after the procedure, and cleaning up .

2) Items requiring written confirmation upon the deliv-

ery of the laser device.

Upon delivery of the laser device, the distributor
and the medical facility must sign and seal a written
confirmation concerning the items listed below,
abiding by Appendix 2 of “Rules and Regulations of
the Manufacturer and Distributor” from the business
communication of the Division of Medical Device
Development, Pharmaceutical Affairs Bureau of the
Japanese Ministry of Health and Welfare, dated
August 6 1199102 Two copies of this written con-
firmation must be made, each party keeping a single
copy.

Subjects requiring confirmation upon delivery of the

laser device

(1) That laser safety managers ((LSMs, chief and
deputy, at least 2 people) are assigned and pre-
sent.

(2) That a registered users’ list has been made.

(3) That the manager has the right to appoint the
user of the device.
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mined.

(6) That appropriate protective goggles for the
wavelength of the laser device are supplied.

(7) That a protective earth terminal is made avail-
able.

(4) That the user is technically qualified and has
attended courses for handling of the drug and
laser device, laser safety management, risk and
danger prevention.

(5) That the laser device is key controlled, and that
the safe keeping of the key has been deter-
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useful in delineating the circumference of the lesion
while for PDT for gastric cancer lesions, spraying of
indigocarmine makes the lesion more visible and
such marking of the lesion prior to laser irradiation
should be performed. 5 In general, the lesion and
the area 5 mm circumscribing the lesion are irradiat-
ed with the laser. 1) If the area of the lesion is
extensive or the lesion is deep in the submucosal
layer, repeated laser irradiation at 48 hours and 72
hours after the infusion of Photofrin is recommend-
ed. This is using the characteristics of Photofrin
where the difference in the tissue concentration
level of Photofrin between cancer cells and normal
tissue is at the greatest at this respective times. 17

1. Contrivances for laser irradiation during PDT

The images generated by generally used electron-
ic fiberscopes during laser irradiation tend to be dis-
rupted. In order to avoid this, an extracorporeal
video camera is attached to the: ﬁbersclppe and the
procedure is watched on a video monitor. If a safety
filter or film, with a major cut-off at t.he wavelength
of 630nm (3, is taped to the video lens, a much
sharper image can be gained: For ésophageal
lesions, oblique view endoscopes, and for gastric
lesions side view endoscopes best fit'thé purpose.
(3 In some cases of both esophageal ‘and gastric
lesions where direct view endoscopes are used for
lesions that are tangent relative to the visual field, a
transparent hood attached to the tip of the endo-
scope may be useful for laser irradiation. 3% For 2.
PDT of esophageal cancer lesions, iodine staining is

Extending the indications for superficial esophageal
cancers and early stage superficial gastric cancers,
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Recent advances and development surrounding
EMR has led to the expansion of indications for
EMR. Surgery has become safer than before, even
for the elderly. However there are still cases where
a gross deterioration of the quality of life (QOL) of
the patient can be anticipated following surgery,
and in cases where PDT may be curative, PDT may
be chosen and performed but only after the consent
of the patient and family members. PDT may be
chosen in cases for those who refuse surgery, even
after a thorough explanation, and at the same time
have lesions contraindicating EMR, such as submu-
cosal invasion of the lesion. For such cases PDT fol-
lowing chemotherapy, EMR or polypectomy is more
effective and recommended.

In general, it is thought that PDT is strongly indi-
cated for remnant tumors or local recurrences fol-
lowing EMR of esophageal and gastric cancers.
Efficacy of PDT of remnant esophageal cancer after
chemoradiation has also been reported. (14.18)

. Extending the indication of PDT beyond superficial
esophageal cancers and early stage superficial gas-
tric cancers.

There are reports depicting the efficacy of PDT
with Photofrin for treatment of digestive tract lesions
other than superficial esophageal cancers and early
stage superficial gastric cancers. However, from the
fact that PDT of such lesions have not yet been
approved by the Japanese Social Healthcare System
and that the number of patients in the reports are
still limited, one should take into account that such
indications of PDT are still in the clinical trial stage.
Only in cases where there are no other treatment
methods, and only when the patient strongly asserts
their desire to undergo PDT should the attending
physician thoroughly inform the patient of the bene-
fits and risks associated with the procedure, and
should refer the patient to physicians and to facili-
ties which have experience of the procedure. Before
any treatment commences, the issue should be dis-
cussed and approved by the Ethics Committee of
that facility.

(1) Prevention of cancer in Barrett's esophagus
In Western countries where the incidence of
esophageal adenocarcinoma is high due to high
incidence of reflux esophagitis and Barrett's
esophagus, PDT for Barrett’s esophagus is per-
formed from the standpoint of preventive medi-
cine. 19 Presently, in Japan the incidence of

Barrett’s esophagus-based adenocarcinomas is

low and hence there are no facilities which have
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clinically attempted PDT for the condition.
However this is a possibility for future considera-
tion.
(2) Advanced esophageal cancers
In Western countries, PDT procedures are per-
formed for inoperable, chemoradiotherapy-resis-
tant advanced esophageal cancers. Such treat-
ment is approved in these countries and PDT is
routinely performed as a palliative measure. 20
(3) Advanced gastric cancers
Treatment of advanced gastric cancers with
PDT alone is only performed as a palliative mea-
sure to alleviate stenosis, for hemostasis and for
debulking of tumor mass. For polypoid tumors
whose invasion is limited to the layer of muscu-
laris propria, polypectomy or EMR followed by
PDT, there are cases reported where local con-
trol of the tumor has been achieved. 17
(4) Advanced biliary tract cancers
There are reports that PDT and stent place-
ment for inoperable biliary tract cancers have
increased the longevity and prognosis in certain
patients @1, There are a number of institutions
that are contemplating performing the procedure
in Japan 22,
(5) Rectal cancer
There are reports that PDT is effective in cer-
tain cancers of the lower rectum, located at posi-
tions where no danger of perforation is present.
(23)
(6) Others
While clinical trials of PDT for pharyngeal,
duodenal, intestinal and colonic lesions are
being attempted, the safety and treatment effica-
cy remain to be established.

4. Complications of PDT other than photosensitivity

So far in Japan, only a single case has been reported
of post-operative hemorrhage following PDT for
early stage superficial gastric cancer. To date there
are no reports on any serious complications such as
perforation.

For PDT of esophageal lesions using a direct
view endoscope without using a transparent hood,
the lesion presents at a tangent angle relative to the
visual field. This and movements due to peristalsis
and cardiac movement causes laser irradiation of
large non-lesional areas. In cases of post- EMR or
post-chemoradiotherapy, such laser irradiation may
cause mediastinitis or stricture of the esophagus,
and care must be taken. One must keep in mind
that PDT for extended indications is more suscepti-
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ble to complications such as stenosis and perfora-
tion.

. Laser hardware used for PDT

When performing PDT using Photofrin as the
photosensitizer, a laser device emitting laser light at
the wavelength of 630 nm is required. The first laser
device approved by Japan’s social health care ser-
vice was the excimer-dye laser. Recently, PDT using
Photofrin and the YAG-OPO laser has also been
approved due to similar treatment efficacy. 2425) In
most Western countries, smaller and less expensive
diode lasers are used for PDT with Photofrin, but
such a combination has not yet been approved in

Japan. If photosensitizers other than Photofrin are to

be used, laser devices emitting laser light of the
wavelength appropriate for the respective agents are
required.

. PDT using agents other than Photofrin

There are other agents besides Photofrin that are
fit for PDT. For some agents the safety and efficacy
have already been proven. However, the use of
those agents in PDT for gastrointestinal lesions has
not been approved, and from the fact that the num-
bers of patients in the reports are still limited, one
should take into account that such sensitizers are
still in the clinical trial stage. Only in cases where
there are no other treatment methods, and only
when the patient strongly asserts their desire to
undergo PDT, should the attending physician thor-
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associated with the procedure, and stmuld refer the
patient to physicians and to facilities which have
experience of the procedure. Before any treatment
commences, the issue should be discussed and
approved by the Ethics Committee of that facility.
(1) Laserphyrin ( mono-L-aspartyl chlorine e6 )

PDT for early stage lung cancer using intra-
venous infusion of 100 mg of this agent in com-
bination with a specific diode laser ( PD laser )
has already been approved. (26} Comparable
treatment efficacy with PDT using Photofrin for
gastrointestinal lesions is anticipated and shorter
periods of irradiation with laser energy are
strongly awaited in the field of PDT for gastroin-
testinal lesions.

(2) 5-ALA (aminolevulinic acid)

This agent is used mostly in Western countries
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Summary

The aim of this study was to compare the diagnostic yield of esophageal
capsule endoscopy (ECE) and high-resolution magnifying endoscopy (HME)
in patients with known esophageal disease. Secondary aim was to assess
tolerability of both methods. In total 10 patients were indicated. Just after
ECE procedures, HME was performed one expert endoscopist. Evaluation of
tolerability for both examinations was obtained by means of questionnaires.
ECE images were interpreted by another trained endoscopist who was not
known all patients. We compared these findings with HME images. Interpre-
tations of ECE matched with diagnoses by HME, 9 as esophagitis, 10 as
Barrett’s esophagus and 9 as hiatus hernia. No adverse event was observed.
Nine of 10 patients preferred ECE. In conclusions, despite small number of
patients, ECE showed a high diagnostic yield and tolerability to the patients
suffering from esophageal diseases.

Introduction

Capsule endoscopy has become the first line investigation of the small
bowel since its introduction in 2000'. Because of its excellent tolerance, patients
requested to extend of its indication to other gastrointestinal tract such as
esophagus. Thus, esophageal capsule endoscopy (ECE: PillCam ESO, GIVEN
imaging Ltd, Yogneam, Israel) was developed and the first clinical trial of
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ECE was reported in 20042 The aim of this study was to compare the diag-
nostic yield of ECE and high-resolution magnifying endoscopy (HME: EG-
490, Fujinon, Saitama, Japan) in patients with known esophageal disease.
Secondary aim was to assess tolerability of both methods.

Materials and Methods

In total 10 patients (4 men, 6 women, mean age 63.6 years) who had
diagnosed esophageal disease such as gastroesophageal reflux disease (GERD),
Barrett’s esophagus and hiatus hernia were indicated. The study was ap-
proved by the institutional Review Boards at Dokkyo Medical University
School of Medicine. Written informed consent was obtained from all patients.
ECE was carried out according to the simplified ingestion procedure®. After
that, HME was performed for 20 minutes by one expert endoscopist under
conscious sedation using midazolam (0.05mg per kg) and capsule was re-
trieved endoscopically at the end of examination. At endoscopic observation
of HME, the investigator captured more than 100 pictures including not only
esophagus but also oral cavity, stomach and duodenum. The procedures were
recorded by digital filing system and digital video tapes. After awakening of
patients by injection of flumazenil (0.2 to 0.3mg per body), evaluation of
tolerability for both examinations were obtained by means of the original
questionnaires. ECE images were interpreted by another trained endoscopist
who was not known all patients. We compared interpretations of ECE find-
ings with diagnoses by HME. Concerning GERD, we divided into five grades
as M (minimal change), A, B, C, D according to modified LA classification
which was previously reported®. Barrett’s esophagus was divided into short

Table 1 Interpretations of ECE findings

No. Age Sex P-Time* GERD Barrett Hernia Other findings

1. 74 M 1300 M LSBE 4+ Twotumors

2. 64 F 004 NC SSBE + NC

3. 68 F 130" M SSBE 2 not significant

4. 63 M 1239" M SSBE + Cctopic mucosa
5, 40 M 1105 A SSBE — Caries

6. 48 F NP C LSBE -+ Caries

7. 18 M 003" \ SSBE — not significant

8. 76 F NP M SSBE  NC  Ectopic mucosa
9. 66 F NP A LSBE + not significant
10. 62 ¥ 18007 M SSBE -+ SMT**

*P-Time: Passing time through the esophagus, NP:not passed
NC: not clear, ** SMT: Submucosal tumor
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Figure 1 Upper esophagus (HME).

segment Barrett’s esophagus (SSBE, less than 3cm lengths) and long segment
Barrett’s esophagus (LSBE, over 3cm lengths). Hiatus hernia was divided
into two grades: negative (none to <2cm) and positive (more than 2cm).

Results

Interpretations of ECE findings matched with diagnoses by HME; 9 as
GERD, 10 as Barrett’s esophagus and 9 as hiatus hernia (Table 1). Quality of
HME images (Figure 1, 2) were superior to that of ECE (Figure 3); however,

Figure 2 Retrieval of capsule by HME.
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Figure 3 ECE images of No.4 patient in Table 1. Black arrows were indicated ectopic gastric
mucosa that was missed by HME.

an ectopic gastric mucosa was only found by ECE in one patient (Table 1,
No. 4, Figure 3). No adverse event was observed after either ECE or HME.
According to the original questionnaires, 9 of 10 patients preferred ECE for
the next endoscopic examination for esophagus.

Conclusions

The first generation of ECE (PillCam ESO) has dual-camera that acquires
video images from both ends of the capsule at 14 frames per second during
passage through the esophagus?. The quality of conventional endoscopies
included HME is superior to that of ECE; however, ECE has advantage of
dual side observations. It makes possible to observe the upper part of esophagus
from anal side. In our experienced case, ECE captured the clear images of
ectopic gastric mucosa that was missed by HME. Recently, second-generation
of ECE (PillCam ESO 2, GIVEN imaging Ltd, Yogneam, Israel) was devel-
oped and approved by the FDA (food and drug administration) of USA®. In
the future, introduction of new-generation of ECE might be able to replace
the conventional endoscopic examinations for the esophagus. In this study,
despite small number of patients, ECE (PillCam ESO) showed a high diag-
nostic yield and tolerability to the patients in the detection of esophageal
diseases.
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key words: NSAIDs, /BB, TE%E’JFEE
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JEAT 04 FHEH KHEHEHF (non-steroidal anti-
inflammatory drugs: NSAIDs) D &% 5-» B AE & 7
D, NEBICEREERERCREEREDLE L THILE
Ml EEEMEY 27272 & 1319808 L ) &
bhTBY, TOYRERADOANIRMLZESD S “dia-
phragm disease” & X ITh T & 712 (F1)Y,
TRERARE) T14EB\C BV 2B ERETTIX, 3E
64 B LLERT X ) NSAIDs % AR L T V272 249 fiE
Bk 21 1 (8.4%) \IZFERF R /B R BELRD,
L IFERT/NHRBEOZEILAFER & 72 - Tz,
—7, NSAIDs Z WAk L TV iz o 2 EEFIZ B W
T, #D L) 2/NBRELZBODIZ, 46451+ 361
06%)ickLEy, FRICO LD o7Y,
VryFRANBERREIC L AKRETTIZ, NSAIDs &
EHPARLTVWA2RMOH 218 v~ FEE 46
FEBIH 1961 (41.3%) i BT, HIMOEE L %2 5/
BREXEDY, FDIED, FWMICL o THERS

*1 B ERAEREE (ANESFT) *? FH AREHEEL
) [ HEBRAREL - - EREHREV -
(7321-0293 T#EEL4MT b/ 880)

* BREMHAFAXESREE I -

1 NSAIDs DEMIRE (L 3 BORBRE
“diaphragm disease”

(Martin K, Friedrich H, David EF: Atlas of Video

Capsule Endoscopy. 146, Springer Medizin Verlag,

Germany, 2006 & +) 5| 8)

7=/ D “diaphragm disease” DFEFIHRE b #R &
ns, L»L, MepoRELEY LENES ICBE
TA5ZENMRLEREN 2P o72720, MHIZEW
MR AR | L Sbh, NSAIDsB:E/NGHED
MIZFRHETH o7

200042 o TH T IVARE) L ¥ T VIS )v—
YAREDPHARCTHES N, T PERKRRY
IC¥RT AL L BIZ, NSAIDs i2 & 2/MNBRESTF
BLULICEHR 202 L) I TEL,
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AT, TTNBOBIHFEN, HlFIOREC
SWTHB L, NSAIDs E/NBREICOWT, B
ﬁﬁ?%%#u&ofwé%@ﬁﬂimﬁﬁ%,ﬁ
T VBRI X B ERE OISR L7,

I. M@ER

1. FEEIZE LG

ANEONBEE2I1CRTY, BEENZNGE I,
HtEDd bAE - BICHKE(HAT, +THEE, =
B, ERCETEN5,

‘Bz, FREOAFD £ CFRRICESH25cm
(12A5DEOE S ITHY) OBREFE T, WIS
¢+ 1ehe L ER (BRER) A b Treitz AR AN+
KIEZTEWT TTh b, TTREBTITRICIEATZ
FeRESLEE (Vater LB 2H 0, A L7-HBREE & £
EHEOLTWAY,

+iBcE 2B L EBIE, BEETHR) T
ENTWA-DBHENE L bSbh, ELBEHD
CAETHEDSOEERICHITTHEET 5. ZHRBLT
B EETIIEEHOIEO - OERImBEET
555, ABMICEBIETLFEH6sSmIZRb. E
FYEBIX, BXF£2:3THTLNE, MEDHEFIL
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WALE IO S b, LEB L UTHELENRER
ETHMBENAHEO S 0iF, ERAHHEILEHRT
(obscure gastrointestinal bleeding: 0GIB) & & i¥hT
V729, OGIB D ARSI/ NG, L OHMTH Y, 7
FRVHEEL ¥ TV — Y RAREOBVEIGE
hb, cNOOREFERL, SRONBRENSRE
BaENB X Icholzd, ZhETLE - THO
KB L7 Ao 7o E{LE IS, LTD3DICES
BHahi0,

1. & ke i (upper GI bleeding) : _E&E
(LERBETHRENTESR, &8 8§ T°EED
Vater L38 ¥ T Hi,

9. HEE{LEF KM (mid GI bleeding) : # 7V
g ¥ TV — ARSI L AREVRE R,
Vater 2L & BB FRE X TO/MBICBIT 5 HIM,

3. TERMALE M (lower GI bleeding) : KM
HEIC L VBENTLS, KEP oD/,

—% ., Helicobacter pylori DEHENB , BREHE
BT ICBEN-DAETIR, § - T2HB
CRAET AMREESARELHETH o7, BE
BEFCERERA Lo TERICER LD, #H
B e M L, NSAIDsic& 58 -+
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