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Table 1 Patients characteristics

Case Irregular MPD y-Globulin 1gG 1gG4 Auto Clinical
narrowing (g/dl) (mg/dl) (mg/dl) antibodies diagnosis

1 72IM Diffuse 1.6 1,823 366 -) AlP
2 76/M Diffuse 1.8 1,604 227 ) AIP
3 58/M Segmental 14 1,355 201 ) AIP
4 76/M Diffuse 1.7 1,652 495 -) AIP
5 70M Diffuse 30 3,180 223 =) AIP
6 S59/M Diffuse 35 3,650 1,550 - AIP
7 75M Diffuse 3.9 4,091 1,070 G AIP
8 41/F Diffuse 13 1,545 414 ++) AIP
9 68/M N/A? 24 2,346 640 -) Other
10 66/M Focal 2.1 2,060 342 =) Other
11 55/F Diffuse 1.5 1,404 127 () Other
12 62/M Segmental 1.2 1,449 93 ) Other

* Placement of metal stent due 13 68/M Diffuse 0.9 1,156 65 -) Other

to misdiagnosis of pancreatic 62M Diffuse 12 1318 19 “) Other

cancer at the previous hospital

Table 2 Histological features obtained by EUS-FNA

Case Clinical Histological LP 1gG4 (+)ve Neutrophils GEL Storiform Obliterative

diagnosis diagnosis infiltrate plasmacytes fibrosis phlebitis

1 AlP Normal + - - - - -

2 AlIP Inconclusive IN IN - IN IN IN

3 AIP Probable LPSP ++ + - - -+ -

4 AIP Inconclusive IN IN IN IN IN IN

5 AIP Inconclusive IN IN IN IN IN IN

6 AIP Inconclusive IN IN IN IN IN IN

7 AIP Probable LPSP ++ - - - + -

8 AIP Probable LPSP + - - IN + -

9 Other Probable LPSP + + - - + -

10 Other Inconclusive + IN IN IN + IN

11 Other Inconclusive + - - IN + -

12 Other Inconclusive IN IN IN IN IN IN

13 Other Inconclusive IN IN IN IN IN IN

14 Other ICp + - + - + -

LP lymphoplasmacytes, GEL granulocytic epithelial lesion, ICP idiopathic chronic pancreatitis, /N inconclusive

of 14 cases. Among 12 patients with PC, EUS-FNA
showed cancer cells in eight patients and atypical cells in
four patients. By contrast, EUS-TCB specimens were
adequate for histological evaluation in 11 patients, while
the TCB specimens did not yield an adequate tissue core
for histological diagnosis in the remaining three patients.
Among 11 patients, 10 had cancer cells, and one had
atypical cells. Table 5 summarizes diagnostic performance
of EUS-FNA and TCB for differential diagnosis of focal
pancreatic mass. Overall diagnostic accuracy was not dif-
ferent between EUS-FNA and TCB (P = 0.3683). How-
ever, for diagnosis of pancreatitis, the sensitivity of
EUS-TCB (100%) tended to be higher than that of EUS-
FNA (33%; P = 0.0833). By contrast, the specificity of
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EUS-FNA (100%) was higher than that of EUS-TCB
(71%; P = 0.0308).

Complications

No complications such as gastrointestinal bleeding, perfo-
ration or acute pancreatitis were encountered with either
EUS-FNA or EUS-TCB.

Discussion

With recent advances and the proposal of several diag-
nostic criteria for AIP in various countries, most cases of
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Table 3 Histological features obtained by EUS-TCB

Case Clinical Histological Lp I1gG4 (+)ve Neutrophils GEL Storiform Obliterative
diagnosis diagnosis infiltrate plasmacytes fibrosis phlebitis

1 AIP Definite LPSP ++ + - - ++ +

2 AlP Definite LPSP ++ + + - ++ +

3 AIP Definite LPSP ++ + - - ++ +

4 AlIP Definite LPSP ++ -+ - - EE +

5 AIP Probable LPSP ++ + - - ++ -

6 AIP Probable LPSP ++ - - - + ~

7 AlIP Probable LPSP ++ + - - ++ _

8 AIP Probable LPSP ++ + - - ++ -

9 Other Definite LPSP ++ + - - ++ +

10 Other Probable LPSP ++ o+ - - + -

11 Other Probable LPSP ++ - - - ++ —

12 Other Icp ++ - - + -

13 Other ICP + - + - + ~

14 Other Icp + - + ~ + -

LP lymphoplasmacytes, GEL granulocytic epithelial lesion, /CP idiopathic chronic pancreatitis

Table 4 Comp an'soq (?f EUS- Case Imaging Serology Imaging/ FNA histological TCB histological Final

FNA and -TCB to clinical _ ; . > : .

features Serology diagnosis diagnosis diagnosis
1 ) (+) G Normal d-LPSP AIP
2 + +) +) Inconclusive d-LPSP AIP
3 D) + + p-LPSP d-LPSP AlP
4 +) +) +) Inconclusive d-LPSP AIP
5 ) €] +) Inconclusive p-LPSP AIP
6 +) Q) +) Inconclusive p-LPSP ATP
7 ) ) ++ p-LPSP p-LPSP AIP
8 ) + ) p-LPSP p-LPSP AIP
9 -r ) - p-LPSP d-LPSP AIP
10 - +) - Inconclusive p-LPSP AIP
11 +) ) -) Inconclusive p-LPSP AIP

* Placement of metal stent at 12 +) ) © Inconclusive Icp Icp

the previous hospital; d-LPSP, 13 ) - ) Inconclusive ICcP ICP

definite LPSP; p-LPSP, 14 - e ) ICP IcP ICP

probable LPSP

AIP are diagnosed based on a combination of pancreatic
imaging and laboratory data [11, 12]. However, with
increasing experience, it has been seen that some patients
with AIP do not fulfill both the typical imaging and labo-
ratory features [20]. In these patients, the biggest problem
is how to distinguish AIP from PC and achieve a conclu-
sive diagnosis of AIP, as has been emphasized by the
revised Japanese criteria. AIP can be defined as chronic
inflammatory changes of the pancreas due to autoimmune
mechanisms [2, 3]. AIP occasionally mimics PC, both
clinically and radiologically. Therefore many patients with
AIP have undergone pancreatectomy based on a misdiag-
nosis of PC [18, 19].

EUS-FNA is an established and widely used technique
to evaluate pancreatic masses. EUS-FNA safely provides
high diagnostic accuracy, ranging from 60% to 90% for
pancreatic neoplasms. EUS-FNA is a sensitive method for
diagnosing PC, but, lymphoma, mesenchymal tumors,
well-differentiated or highly desmoplastic pancreatic neo-
plasms are difficult to diagnose by using cytology alone
[21, 22]. Deshpande et al. reported that FNA cytology can
suggest a diagnosis of AIP in addition to excluding the
possibility of carcinoma {9]. However, the presence of
abundant IgG4-positive plasmacytes in the pancreas is not
a specific finding for AIP [23], despite the high sensitivity
of serum IgG4 in diagnosing AIP. Tissue samples collected
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Table 5 Comparison of diagnostic performance of EUS-FNA and
-TCB in focal pancreatic mass

EUS-FNA EUS-TCB P value

Final diagnosis

Pancreatitis (n = 3) 1/3 3/3

LPSP (n = 2) 112 212

ICP(n=1) 0/1 71

PC(n=14) 14/14 10/14
Sensitivity® 33% 100% 0.0833
Specificity® 100% 71% 0.0308
Accuracy® 88% 76% 0.3683

ICP idiopathic chronic pancreatitis, PC pancreatic cancer
® Sensitivity, specificity and accuracy for diagnosis of pancreatitis

via FNA do not have a preserved tissue architecture, which
most pathologists consider as necessary for the diagnosis of
AIP. The small tissue sample obtained by EUS-FNA is
usually insufficient for a conclusive diagnosis of AIP.

TCB of solid lesions arising in soft tissue, breast, lung,
lymph node, liver, kidney, adrenal, spleen, prostate and
other sites is a safe, accurate, and established method [15].
EUS-TCB needle is a 19-gauge needle with a tissue tray
and a sliding sheath that permits collection of a histological
core. Levy et al. studied a small number of patients with
AIP and reported that EUS-TCB is safe, and may provide a
sufficient tissue sample for a histological diagnosis of AIP
[15]. In our study, the sample obtained by EUS-FNA was
inadequate for a histological evaluation in more than half
of the cases (8 of 14), whereas all tissue samples obtained
by TCB were sufficient for histological review. Of the six
cases diagnosed as non-autoimmune pancreatitis, three
showed LPSP (one definite, two probable). Our results thus
confirmed that EUS-TCB is superior to FNA for diagnos-
ing AIP.

According to the HISORt criteria, the characteristic
histological finding, (1) full spectrum of changes of LPSP
or (2) lymphoplasmacytic infiltrate with storiform fibrosis
showing abundant (>10 cells/hpf) IgG4 positive cells, is
solely diagnostic for AIP [13]. Our results showed that
EUS-TCB, not FNA, can provide the histological diagnosis
of AIP regardless of imaging or serological findings.

Bang et al. [24] reported that transabdominal ultra-
sound-guided core biopsy may not provide enough tissue to
evaluate the characteristic histopathological features of
AIP. In their study, although all surgically resected speci-
mens (4/4) of AIP patients showed a full spectrum of
LPSP, histological examination with transabdominal
ultrasound-guided core biopsy specimens found LPSP
(equivalent to definite LPSP in our study) in only 5 of 19
AIP patients (26%). They also reported that nine of the
other 16 patients lacking full-spectrum LPSP showed both
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lymphoplasmacytic infiltration and loose fibrosis without
obliterative phlebitits (equivalent to probable LPSP in our
study). By contrast, five (45%) of 11 patients in our study
who were finally diagnosed with AIP showed full-spectrum
LPSP, and the other six patients showed probable LPSP.

EUS-TCB is technically difficult when the lesion is
located in the pancreatic head, as the scope angulation
while imaging the pancreatic head does not allow easy
passage of the TCB needle. All EUS-TCB samples were
obtained from the pancreatic body in this study. Con-
versely, EUS offers superior resolution and can improve
the accuracy of lesion targeting. Furthermore, EUS showed
the diffuse hypoechoic lesion in most cases of AIP even CT
or transabdominal US had only demonstrated focal or
segmental lesion [25]. For example in patients 3, 10 and
12, in whom ERCP and CT showed only focal or segmental
lesions, EUS revealed diffuse pancreatic lesions. In these
cases, transgastric EUS-TCB was performed after exclu-
sion of pancreatic head cancer by transduodenal EUS-
FNA. The complication rate associated with US-guided
transabdominal pancreatic biopsy is comparable to that for
EUS-ENA, at 0-5%, although Matsubara et al. [26]
recently reported a complication rate of 21.4% for US-
guided biopsy. By contrast, several authors have mentioned
that the safety of EUS-TCB is comparable to that of EUS-
FNA [27-29]. No complications such as bleeding or acute
pancreatitis were encountered in our series. Moreover,
EUS-TCB as well as EUS-FNA offer the advantage of a
shorter needle tract and might result in a lower frequency
of peritoneal seeding, as compared to percutaneous image
guided biopsies. Micames et al. [30] reported that the risk
of peritoneal seeding was significantly lower with EUS-
FNA (2.2%) than with ultrasound-guided transabdominal
FNA (16.3%), and concluded that EUS-FNA should be the
preferred method for obtaining tissue diagnosis in PC,
particularly in patients with potentially resectable disease.
The complication rate of EUS-TCB is comparable to that
of EUS-FNA. The actual frequency of peritoneal dissemi-
nation by EUS-TCB in patients with PC has not been
established. According to our data, although EUS-FNA
alone could provide accurate diagnosis of PC, EUS-TCB is
essential for the histological assessment of LPSP. These
results indicate that the sequential sampling strategy,
involving EUS-FNA first, followed by EUS-TCB when on-
site cytologic examination is negative for PC in case of
suspected AIP, is a reasonable diagnostic algorithm. This
sequential sampling strategy results in fewer needle passes,
and may reduce the incidence of peritoneal dissemination
in patients with PC,

IDCP is frequently complicated with ulcerative colitis or
Crohn’s disease in younger patients. However, the true
incidence of IDCP is still unclear in Japanese patients.
Cases 12, 13 and 14 were compatible with criterion 1
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without fulfill of criterion 2. In these cases who did not
have concomitant ulcerative colitis or Crohn’s disease,
typical findings of not only LPSP but also IDCP such as
GEL [4, 7] were not observed in the tissue samples
obtained by EUS-TCB. As GEL is patchy lesion, one
possibility in these cases is sampling error.” Another pos-
sibility is the existence of as yet undefined idiopathic
chronic pancreatitis, other than LPSP or IDCP, with typical
imaging findings of AIP.

In conclusion, despite the technical limitations of
existing EUS-TCB needles in the duodenum, EUS-TCB is
an accurate and safe procedure for the diagnosis of AIP.
EUS-TCB can serve as a rescue technique in cases of AIP
lacking typical imaging or serological findings. Further-
more, EUS-TCB can provide histological diagnosis of AIP
regardless imaging or serological findings. Considering the
risk of peritoneal dissemination, a sequential. strategy,
involving EUS-FNA first, followed by EUS-TCB, is a
rational diagnostic algorithm.
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Table 1 Characteristics

Gender

Male 14

Female 11
Age 68 y.0. (36~86)
Tumor size (median) 20 mm ( 6~43)
Tumor size

20 mm or less 13

21 mm or more 12
Ulcer

(+) 8

(=) 17
Observation period 54 months (31~98)
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Fig. 1 Overall survival after gastric ESD.

Fig. 3 (Case1] Endoscopy showed a tiny flat white
lesion.
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Fig. 2 (Case 13 Endoscopy revealed a flat white
lesion at the lesser curvature of the antrum.

4 i TR

Fig. 4 (Case 1] Endoscopy after indigo carmine
staining showed a flat protuberant lesion with a
slightly irregular surface. However, the lateral ex-
tension was still unclear.

Ri3Rid ) AHETH o 72 (Fig. 4). NBI (narrow
band imaging) CIZFRE MM 7 villi BHaErE %32
BO7=H, corkscrew & FE 6N REIME XD
57, FOBEFETBHETH -7 (Fig. 5). BD
5 BB & MR R T 5 720, #BBE
WO 1 cm Sl & 4 KAEME T, JEREEY:
HBTHLZ L 2HRL, ESDICT—EEK%
#ifT L7z (Fig. 6).

PR AR CIE, PREBICRERE RS 2R
D 5 DRERFHIAHE TH - 7= (Fig. 7a). HE
RO D 2 oh &0 505, FERIdAR
B —B U ARRERE L5 L7z, EEEARORR
BOLFEKTH Y, WEERIRE ) TIHECTH-
7> (Fig.7b).
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Fig. 5(Case 1) NBI magnified endoscopy showed
villi pattern, but micro vessels were not observed
and the margin of the lesion was unclear.

e LEEREE

Fig. 6 (Case 1)  En bloc resection was performed
by ESD for this lesion.

a p Fig.7ab (Case 1] The resected specimen had a flat white lesion in the center. However, the margin was unclear.

AN SN L - BEROBSERZ /51
ERET LHBRMRETH Y, RRGHEEEEOR
HERTEbLIL T (Fig. 8a,b). TOXHITE
EPD L BPRBICER L CwRWEER,
KAREZ W CH A ERSHEZINIEEL <,
ERICLDHBBHPLELEZONRL, BOK
BB~y ¥ 7% Fig 9 IIRT. BRSWE
adenocarcinoma, sig, T1 (M), LM (=), VM (=),
UL (-),10 X 7mm Tdh o7z

PEXY, ROCELEISILARE & 5FMm L8
BIEH2D, WHRIFIPAERREFPTH

5.

GEMI2) BEE 4% B &S5 F
et

MBS/ NEOBREREEIE, O OERIZT, R
HIRSE & W S bk MiA- S iz, MESDE
DOPHRSECITRIES/ NS IR EIRE RO, £
OERIAHBETEBICSHOERBR R0
(Fig. 10, 11). IS ICERTHEHE CH o 1272
B, O, piEEEDS 3 MAEREMITL, Zh?
TR 2 HA L. T RBERERICIIS R
PR % B 72720 (Rig. 12), + B ® ESD

BLly B4% %15 200041A
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Fig. 8 a,b (Case 1] Microscopic view showed signet ring cell carcinoma in the neck zone of the gastric mucosa.
The invasion depth was the mucosal layer and there was no lymph duct involvement.

Fig. 10 (Case 2] Endoscopy showed a flat lesion
in the antrum. There were some depressed parts
caused by biopsy.

— mucosal cancer

Fig. 9 (Case 1) The lateral extension of this cancer was
drawn on the resected specimen (yellow lines) .

Fig. 11 (Case 2]  The lateral extension of this le- Fig. 12 {Case 2] The patient also had duodenal
sion was unclear after indigo carmine dye staining. ulcer scars.

Bel BU45%E1SY 200941A8
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SAKU1

Fig. 13 (Case 2] ESD was performed for this pa-
tient. The mucosal incision of the anal part was per-
formed close to the pyloric ring.

Fig. 15a,b (Case 2)  Pathological diagnosis was
signet ring cell carcinoma. The invasion depth

il

Fig. 14 (Case 2]  The resected specimen had a flat lesion
and the lateral extension was unclear.

was the mucosal layer and there was no lymph
duct involvement.

BATEELHIRTL, ILMYENE pring ¥U XY &4
% X 92 ESD % 11T L7z (Fig. 13). YIBAERD
ARG THREEREIAHTH Y, REHFHIZY)
DL 2B R R U CRISFEIICER L
(Fig. 14).

R 2N L - B PR O BRSEER % ol
EL-ENRMECH ), RBIIBRELETED
Tz, WESRROEEMIIRES 4 %
HEBMMIRE A LT, HERBIHoE
BRI & E i % b o BB L ENBRME <
Hy, BROGILGEN % D7 (Fig. 15a,b).
O EBEBE~ v € 7% Fig 16 (RS, JR#

%z #iF LIRS TH - 72 (Fig. 16). &
EREEN20mm 22 TWwWiz/2%, ESD2 7 H
BICHPIR B B 2 BT L& 25, 2
TR ERERCEIIRMIIME 0@ % 529, & 512 No.
4d, 6 ~D) ¥ EifERE & B 7z (Fig. 17).

AT B IBABENETICRER 2 A ER
L, BOBKVhholzizd, WHREICL LN
ERGSHZHSEETH L Bbiu, WiE7
E102R, EEREFRTHS.

BLlB $£4% £15 200418
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- mucosal cancer

Fig. 16 (Case 2}  The range of lateral extension was drawn
on the picture of the resected specimen. The cut margin of
the anal side was positive.

E A -

1. RMEBYEICHT 3 ESD ORITRIRIRES
R LB 25 PIICH$ % B ESD T,
FILE 0%, W% ETHIEE 0% L BRBEIRR
<, LB KT 5 ESD & HS0ReMd
RN, BEBEAHOLOSERE %o
THEG % 1 PIRRD 7208, ARRIEE SRS LEE
I3 ESD DBEBHNTH Y, EEEHEI~OIFIEIE
BISHER EOMBICE 255w, LidsT, &
HA IR AL~ ESD IS IEA I aT ik &

iz s,

2. RMEBEORIAERHRED

IEEREN 20 mm LT T 2 BB KRET
F—HEEEWBRAT 100% & BIFTh 7275, 1B
BREN21mm 28825 & 10 B4 46T IIb #
REBOHMEZHILRY, —HELUBREIZ60%
FTET L7z ROCEYELERHED v BIERHE
BWARET L EBAHRLRMMKREL2ET S
A, EREESSBHEEOBEI L 2, Bk
ERREWEDOEZL LTERZZHT5Z L3R
Wi,

AR, ROCBIRLENE LI 2 BE mE )
BOOLND Z LD L PITEN, Nakayoshi 5
13 ORI IME % corkscrew & EEH L7z, &

P
e

5
5

B
IS

Tt o,
; o o ) g
Fig. 17 (Case 2) Distal gastrectomy with lymph node
dissection was performed and lymph node metastasis

was shown in No. 4d and 6.

AP {53544.1.
e

DFTRIIRTILEE (CRBINEAS, BRI DR
EMERRDPH N L, Fig 4IZRT LIS,
BREIER D D I EN BRI DS AE - 2 FERI TI
corkscrew M XD LN, 2D X ) LiER
T b WO F LR H 2 WG BHr§
5ZEIIREETHY, BOBEDSERE R
L, REON T EREHDH & MR T 5
ZLHEETH L.

3. ERIRADOR M

Gotoda f 3L T, FbEBENRE, HER
P, 20 mm LT O 145 Blaiz Y v 3 Eilsi8 it
Blid <, Z0 95 BEEXEIL 0~2.6% & ik
LTwW5, AETRIOBICET 2 820ERE
AEBIC ESD % AT L, BIEHIMhEs4 AT
BATER, ERERER L, 1FFEREY > E
TR LADBURRI b o 7. BB
B—if CORETIED 5705, FHRIBEBX100%
Th Y BICHEROZLTIIFMTELEEZ LN
7.

4. &5k 5EHHEX

ESD % HifT U 72 £ 2L BURGEPE 25 41 GRS
PR T B, BB 18 B1) Hh, SEISHRZ 4 Bl
NERRISEIRT SN, F0HH 1Y o8
R 2RO GEF 2). RENGEEFRAHT,
il g 2 B AR % BER % 1Ib BENBM
BESITH D, RMMEBEEICT 5 & 5% 586
WRIZEE L Bbhi:.
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ROALEETL Y VBB O R WESIIZS
{, ESD CHIAWRLZEMNILTHET S, £
D5 % AR T 5 729121 Gotoda B %
THEHBIONFIBRIEGI 2T L, U >/ Hils
BOBMEIZHET S 95 % EEEKHEREL 1%
PTCT5502RETLIEVEETH L.

Lirl, BN TEATDTHY, BEAI
IIERMMEEE 2 SR & L 72 prospective study %
7w, RIAFPERELBINTHZENUETHS. L
ML, TOFRERLINIEZI0FILETD
%. AHF%Eid retrospective CEIEHIEIE 54 2 H
VD, RGCEENOBISILRKOF B AEF
liSNBEREEDLZLATE.

X

1) Gotoda T, Yanagisawa A, Sasako M, et al. Incidence
of lymph node metastasis from early gastric cancer.
estimation with a large number of cases at two large
centers. Gastric Cancer 3 :219-225, 2000

2) BARBEESGE). BBEBRTAFI4 VY, 2R
SEIE, 2004

3) Nakayoshi T, Tajiri H, Matsuda K, et al. Magnifing
endoscopy combined with narrow band imaging
system for early gastric cancer : correlation of vas-
cular pattern with hitopathology. Endoscopy 36 :
1080-1084, 2004

Summary

Long Term Prognosis of Poorly Diffentiated Gastric
Adenocarcinoma Treated by Endoscopic
Submucosal Dissection

Tsuneo Oyama Y, Akihisa Tomori,
Akiko Takahashi, Yoko Kitamura,
Kin-ichi Hotta, Yoshinori Miyata

Intramucosal poorly differentiated gastric adenocarci-
noma treated by ESD from Jan. 2000 to March 2005 was
investigated in this study. The median observation period
was 54 months. Extended indication group was defined
as follow ; 20 mm or less in size, invasion depth was
mucosal layer without ulcer. 8 patients were classified as
belonging to the extended indication group 17 patients
were classified as the extra-indicated group.

There were no cases of perforation and bleeding. RO
resection rate (En bloc and lateral margin was negative)
was 80 %. Especially, RO resection rate in the extended
group was 100 % . 4 patients in the extra-indication group
were treated by gastrectomy and one patient had lymph
node metastasis.

The local recurrence rate was 0% and no patients in
the extended group died of gastric cancer. The possibility
to extend the indication for poorly differentiated adeno-
carcinoma was shown from our data.

1) Department of Gastroenterology, Saku Central
Hospital, Saku, Japan

Stomach and Intestine (Tokyo) Vol. 44 No. 1 2009
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o REIERE 2000 €

6. FHIEE DB

F &

ANl B OBY ® OE
x M # & W H

H ¥
ik — B

3 ) ESDIC & % BB DR

t & B F
o i

EE ESD LB, B, KESZr2rboT—EURATELELH
BGRMFHTH 2%, BEISHEKHEICH T 2 ESD oRael, EHFHRIEIR
HTHo7:. AFTRE IS BHARBILLEARESZESRE S VEY Y LTRY
BR BN RIREICH % ESD OBRKEBES I TESF S, FHRILE
YL EEZT2 12 MiiEOF— & 20BN AIRE I 5 % ESD OB#E
FERE L7z, BISWEE 9,033 #, BISILRSEEIEE 4207 4, BSHLAES
LBIFE 256 BT, —HBREVHBRERZIZN PN 945%, 864%, 909%, BLFE
FE1% 0.01 % (179,033 F1), 0.02% (1/4,207 B1), 0.4% (1/256) TH Y, LEM
WENERE P72, ShOEWTRL L FOARY F 4 TR, Fi
IR WB U LEOLZHRILOF— S E£FTHY, BRATEBRIINTS

ESD DBInLREEIIR Y L Bbh:,

Keywords: RH#i5#E ESD ESD#&& ESDEIGHA EHFE

LU ®IC

ESD (endoscopic submucosal dissection) @ B
FCLY, REBEOREIIRE (BLL &K
WTIZ R B BSD @IS, EEIA, FHRIC
L CH3id 5.

ESD DOBiR

ESD ORISR 5V )%5% L7 ERHSE (en-
doscopic resection ultilizing local injection of
hypertonic saline-epinephrine solution) T 5.
ERHSE \3HBE T BRI L 2B R ER B 2 &
KRR L, AR 72 HWCHRT 248
Thole, BRHIBEBEELT /N1 ADKHKT
Ml P OBRIE L, £, HRIIE
BLGhodz,

1990 4812 13 B MRS G H O £ 12 EMR

(endoscopic mucosal resection) T & - 72 25,

1) EAREHEEER
(@ 384-0301 EATWFIH 197)

BLl H4% $45 2009 £ BHE

EMR IIZ— BB S R APy, B
Ik g, SERED X CRIIERRAE
EWIELH o ZOFEERRT A0
&, RELSPOERL—HEUBRISULETHY, #H
L NRBEREROBBFEI T 22
T, 1990 SERBLIIT/NE H255IT 4 72 %,
FEEOIDVT v T4 7%, RIESYETILY S
A+ 47 %% L, Yamamoto HYiZkv 7 v
B b U ARBIERICHV S & CREeEMR
LEE7 FFARICEREEERED SHICHEL
L, kiughv, i) v 7k EOBRET#%
DVEGEICHEAE L. S oER REEAROLER
WCHIREIBIL, MR TR 2 EEMET -2 LT,
AR BRI OHERIC—FEYRT 5 ESD L)
WHIRFBOHEL L7z,

ESD OFH

RS LT 228D, BETOEED LD,
EEMGFREUTOTELL TH 5.

0536-2180/09/¥500/ & /JCLS
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1. ¥v—%27

BEBROAL ST, GEMmCIABES
7o THROM A ERBEBN 2T, BOSMILC
SO~ —% Y 7R IHTT 5.

2. BE

RIS R D BN B St BB A8
$, BMDEGI L ThD, — R
K% Glyceol®, 7T YEEF +Y w7 AHH
bh5.

3. EEELIRS
HIEGERICRS ) ) 2 BRI 2T
HD. LidoT, HImRezila sk 5ie
WEFICOT B AESDH L. FFRETMCREL
T, EETEEHEORICH SRR TR
BLENH D, RIS, BETEF/NA ALHRSD
LW AR ZBIRT 22 LKW TH A, IT
FA 7B XG0 AEAITH Y, ERED S
BI~HE SIS 5. —F, $HRF A 7IcRES
NBIIERF A 7 % TR B & SR ~Y)
BT 5L, BB LM ERECEILE KTk
DB D, LNoT, KR FA 72V
B AR B & AR~ ORI R AR R T
5.

4. HETEYE

WICHEIE T B ORUAE % S8 L OS2 — 1500
5, BT IEE IRE, mESEEIC
TEEL, SRS X o CHBEOBS B E <
Bhs. RS HEREIET B oS ) B
T, BHOSEL, WERLMGD, HEEE
5THB, INCHLT, HHORETRBIMmEE
BhK», T, KEHORETREICEE»S
{, MBEOREHEMR S EHEV. ZOBHED
FEIE T TR RS O 7\ B 2 A T A
T B720, WETIBIEIC - 72 ARG % 225
L, W TRBESOBHLEAY AL L2 E
ETh5.

B7E ESD O

BRIEHEST 4 F 54 91213 ESD O#IE & v
IEEIR L, WHRSENREEDERE S WIEHBIC
FLHOLNTWE, ZOHEISE Y V3RO
WEEEANI L AR, EELS—FEYBRTE LK

EILEMICHHZ L Esh, BN EIESE
e LT2em UTOWRMHER BRSNS
TRET, MBE R, PIRENIR D s,
FEMB T UL (=) ICBRS” (UTF, #RRE)
EREE SN TWA, F/, IAMELT YK
Bivi, RIEBMOBOEE L EMICBET 57201
B FERIE 447 LB IN TV S,

PEHK D EMR THRAEIC—HEUKRTE B RN
2em ThofzZ b, BEANLENSESE L
THEEER “2em LT ICHIR S 225, XK
& L —HEYIBRAS R % ESD 2SR I Niz720,
ZDBIDIERPBET ST/,

B ESD BEIEARE

1. ERNEE

BRIBETA P94 NS REVIE
I TR, a2 PELT'ME
TOHBUL(-), @ LB UL(+), 3cm
PTF, ® K5 EEIUL(-), 2cm BT OREMIZ
) RS B WA T TY —ICAL I E LY,
EMR OXNH LR DHL” LEBSh, —&II
IS DOIRENESD OBINIEKRELEZON
TWwAh,

—%, BHEBFMAO 5 EAEERIIHBEARE
TIE99%, HIETRREEETIZ6S LHESL
TV 57227, FEEARETIEY ¥ il
95 % DEEXMOLRT1%LT, HETREE
FTIZ 4B YT ORI T THBRNBEEERDE
WEARTEZF LD S, LBOBRILAIHFED
26, @, @IXZO&MLHT5, @ ORME
BMUL(-), 2cm WTFHTIR 95 % EEEHO L
BRAa26% L%y, LEFHEZHZLTVE
W, L7285 C, BB CIIRMUEYE IS T
% ESD EISERICIIEELRBER DL V.

—%, BEEESA N7 4 29Tk UL &6
WZxHg 2B B L C B BRI iR R UL %
) B ERFILOERAE {, BEEONENH
D TEMR OBIGHE L7 LEBEI T
%, L»L, UL &BHBITHMMER]L, RPN,
3em LT CTHhNITOSBEEXBO LR 08% &
FREBEHLZLTVWARD, RO, @l
A @ B, FEBEPE, UL 690F 3om BLTHRE

Bels H4% F45 2000F HHF5
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PRSI ARRELEZ L ELH S,

BEBEBETREERLETOI VL RARRELN
TBELT, SHBORFAIVLETH L. WThilE
L, ESD OIS % Hatd 2720 IH&E, UL

LUETHD, i, ThOoORTRZIEMRICH
ET AL, —HEBREEAIC X % 5 A
FHPHENLETH 5.

2. FERRIE

ESD OM#Ib 2 KT 5720123, B4 LEal
BIN—FVERDBRHLERDH 7.

1) 75 A R S BRES WT

BRPRLRE CH SR ER R IES
7208, —RIEEEIRE kb L, HRTENIH
BTS2 5 2N E0, COREFEA VY
TH NI VA, BEERA vV TV I VA,
NBI (narrow band imaging) % #ff L 723K
SRR R BEAE L CIERE R E RTINS
B, FRTHLERDUHEELGESERZ R
L CHERBHET) LDEVD S,

F72, ROMEEETIIILRPIREE HWTY,
FOHABHHPEBETH D I LHE L, HPRHET
S LSRR OSSO B R FRILL, RO
2RI RS T A S LU ETH B,

2) 7 7u—FoRlES

B, ATEH/NE, MMmLFEIBRTHD
BB~ B IRE R LN T 5. BEMIER
PHREETHY, FTEERCIEAHRBICEAT
Mehnln, HEFrRETHL. KT
HBoORIC Lo TS REECH ), WPIERE Rk
DBZCHHRB AP BRERT 70— HE
L., BRDESZEFITA, RETPLRTA
LBV E LS, IVFARY FRI—TF~E
HYh, REODTRVENTH 5.

3) i) A

REREROME FIIRESERL D kv, 2
BEHAEOMBETRBICIECIREE Y S, IR
AOMEREIXREETH 5720, FIEERICHML
23, JRER L BADE ORISR R HER
HEETRAFAET 20T, HEBERIHET
BoRBE L, WHREHRRTR
HETHIENTVTHA.

4) WHR A BB

ESD 28T 2, BAOEEER T ILMRHEIL =18
ERETH S, ULIls ThHRhIE, HETEOMR
M EEHBRICERLZBIFAETS20T, BF
HRELEAHET 5 L TEE% ESD S HET
H5. LaL, UL-IL~ IVs TIEHE TR OMH
e EA R R (%) LTVwa 720, Ml
FTRICEHZBII R L, HiCEdbz CEAHEA
BT X2 BT, BERBNEET 5.

YT, EfERRT 5.

(GER 1) BSILRAER. bR, BEHEEH
FEBAE, 21 mm BLE,

RN G E L, BB, OHBREICEDIR
#HiFIHEREARE TH S, BEBIS CTIIREEM
OBEFIZBAREEDS, AEERSEFUIAHR Th o 72
(Fig. 1), 4 Y VTANI P EBAHTHEZDHE
R E o278, BEREVPKEWLD, —
BHICHE T2 L IdRHEETH - 72 (Fig. 1b ~
d). b X Hic, AEORET IR
Y, TrRk0IENS HILOBREFE. X
F, BRI OMBLEZICED Y 217, BAEG
BELOEWZELZ TECHET L LPERT
» 5 (Fig. 1e). JEBE 72 ¥ 63 mm KOEHIFHE
B, SCEEERETH Y, BRILAIRE &R
2R (Rig. 119).

GESI2) BSILIGES. LR, BEAH
FEEPRE, 30 mm LLT.

FRrER R BE S BB ORI b 2 48 5 SRR 2
BobH, WO ULEEREEDRVD, —R
HEERAHICRASL. Lo L, FBlo L) ICEH
HBREMES BEZOEZI R0, BELEH
LTWTh OFERIRD O, HREEANCE
RAABERIERGEM DY, ZOhREIRaE
23D 5 (Fig. 2a). ERA P SBIET 5 & Hal
WIFETHL I P b b, ZOBEREIN
HiBE T 5 (Fig.2b). A Y VTANI VR AT
5L, 0llc OERIGHBHHBRE 2575, Eo
X0 & LU EREED SR (Fig.2¢).

NN OBERIEEZ AL T 5 LI
L7723, BLPIR, KB SRR 2 BAsG L
72, FEROMET BICIIEHELIZRD b, @&
FEOHBRIES TR TH o /2 (Fig. 2d). LA L,

Bl $4% $45 2004 HAT
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GER 1)

Fig.1a Endoscopic
view revealed a large
flat protuberant le-
sion in the upper
body.

b ~d The lateral
extension of the le-
sion became clearer
after indigo carmine
dye spreading.

e ESD was per-
formed for this pati-
ent. Endoscopic view
showed a huge ESD
ulcer.

f The fresh resect-
ed specimen showed
a flat protuberant le-
sion 72 mm in size.
The lesion was diag-
nosed as a mucosal
well  differentiated
adenocarcinoma
without ulcer. There-
fore, this lesion was
diagnosed as an ex-
panding indication
case.

ANE A O B R OLER O RS IE T RT3 R B DM
L2, HETRBLEEHBOENFEET
Holz. UL OEFEHBEEHGITHD, LIS
EELODEEICHBEL M5 L7 (Fig.2¢, ).
ESD # TEONRE CREBEED/NEH S
TEERLERICT T, EWHERSERILL, EE
R LB o2 EHE Cbd b (Fig. 3a). #
EEYIBREAR CIESER AR R RMMERETH ),

QAT TR AR (T ||u||\1|}lu\||x|9¢|bn||inpm|un 1
| 2 ) Py 3 ¥ 7 g

B & M O 7RIS S le o 72 (Fig. 3b).
UL, YIBRAEARORE TR IZEEDOMKEL
D7z (Fig. 3¢). HAEZHIZ12XImm KD
BEAUFTLEMBENETH . TDLIHIT,
B/ NETROZER LD R VIBERENS 5
THHENDHY, FEEVPLETHS.

UERI3)  RoALEL, BEFEEDE WENE,
20 mm LLF.

Bels BH45 45 2000F HEHF
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T HRE RN ORERMBMERE Z R
2. BEHBICIBREOEHLZAD LD, WM
RIZHETH o7 (Fig. 4a). 1 I THIVI VI
HIZT, ZOEFITSSICHBLL D, DRICE
Hifz @D/ (Fig. 4b). FOCERILBE IR
ZHAERL, B CRERENIFHEEE LK
TEDLNED, HRKARELRELTH20H
FZHIRETH S, RBITITHRERAM»S 4 1

¢ d
e {
Sl 2)

Fig.2 a,b Endo-
scopic view showed
a red area in the
middle body of the
stomach, and the
center area was
slightly  depressed.
This indicates an ul-
cer scar.

¢ The lateral ex-
tension of the lesion
was still unclear af-
ter indigo carmine
dye spreading.

d ~f ESD was per-
formed for this pa-
tient, The fibrosis in
the submucosal lay-
er was mild at the
outside of the lesion.
However, there was
severe fibrosis in the
center of the lesion
and submucosal dis-
section was difficult.
A hook knife was
controlled  paraliel
with the gastric wall
and the submucosal
fibers were dissect-
ed step by step.

A% AT L, RO % MR ICHER L T
Bk & Hed 7 (Rig. 4 ¢),
FEOBRERTIIERABRLZICHETD
D, BHRDWIZ 14 X 13 mm KOBEFREH, &
AR CH o /- (Fig. 4 d),

Belr B4 H45 20004 BT
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UES 2]
Fig.3a En bloc ESD was able to be performed. The
color of the ESD ulcer was white especially in the less-
er curvature side, because of severe fibrosis.

b, ¢ A resected specimen showed a shallow depressed
lesion 12 X 9 mm in size. Severe fibrosis was observed
in the submucosal layer of the resected specimen. The
lesion was diagnosed as a mucosal well differentiated
adenocarcinoma with ulcer. Therefore, this lesion was
diagnosed as an expanding indication case.

(R 3)

Fig.4a,b A shallow
: white depressed le-
sion was shown in
the lower body of the
stomach. The lateral
extension was still
unclear after iodine
carmine dye spread-
ing.

¢, d Enbloc ESD
was performed. A
shallow  depressed
lesion was shown in
the center of the re-
sected specimen. The
tumor was diagnosed
as a mucosal poorly
differentiated ade-
nocarcinoma, 14 X
13 mm in size. There
was no ulcer scar
Therefore, this lesion
was diagnosed as an
expanding indication
case.

OIS

"1
I

1!

Bels #4% 45 2009 4 BAS
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Table 1 Result of ESD for gastric cancer

Indication (%) Exp. Ind. well (%) Exp. Ind. Poor (%)

En bloc resection rate 97.0
RO resection rate 94.5
Local recurrence 0.4
Perforation 2.0

93.2 100

86.4 90.9
2.0 0
4.3 0

Exp : Expand, Ind : Indication, well : Well differentiated adenocarcinoma,

poor : Poorly differentiated adenocarcinoma.

B¥E ESD DAFAE
1. Hif

i 3 BFAEAL L, TERE T SRR
L, L72dso T, HEEHCIEHER I B
FIBL, hMTHETH5H. HMHEEIERER
BT L0 TOaY 5 5.

1) B s ol

HorULblEr2REL THSURATIHEIC
X, IO THETH 5. EEISHGEE
BEEBRZBHVWCHLSETICRATsI &R
TX LA, FHA—HMLLEED, BIlLERH 5
PLDFHNTE L0, YIBIKFERLF1 7%
TR BB T 5 2 LA EETH S,

2) i FEDALE

FFIIHMEZ ERICHERT AL PERETH
h, FOHIZE water jet AR TH A, Ml
HATFRICHB L%, EfdHncdhiidt
BTN A HWCER L, EHERThHT
kgt F 2= AWk y 5.

2. FH

LR LB EEIRTCTREZEETAZ L
PEECTHS. BILERICEHRENZHICE
T5Z LR, FTTREILPORE % EREICHE
BL, HEZ2Eo TWAEAIXIENT 5. RIZY
Yy PR HWCEILREZHST Y, 70y 7%
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