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 A57yearsold female,knowncaseofdiabetesmellitusandhypertension,presentedwith

recurrenthematemesis.

 EGD	was	done	and	showed	as	figure	1-4		

1.	

3.	 4.	

2.	

Case 1 
SukprasertJutaghokiat,MD.

RungsunRerknimitr,MD.

Part 2 
Stomach 
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 The	EGD	showeddiscrete, flat, or slightly raisedbright red lesions inbodyand

antrumofstomach,withoneinthefigure1showedsignofrecentbleeding.Thediagnosisof

gastricangiodysplasiawasmade.

 The	differential	diagnosis	areiatrogenicbleedingcausedbyinstrumentcontactat

theapexandGastricantralvascularectasia(GAVE)

 The	patient	was	treated	byargonplasmacoagulation (APC)atallangiodysplasia

asinfigure4.Therearenoimmediatecomplication.

Discussion 
 Gastricangiodysplasiaandgastricantralvascularectasiaarecommonformsofupper-

GIvascularectasia.TheselesionsareincreasinglyimportantsourcesofGIbleedingandmost

commonlyobservedinelderlypatients.1Theirpresentationiseitherchronic,minimalbleeding,

oftenpresentwithirondeficiencyanemia,oracutebleeding.

 Gastricantralvascularectasiahasendoscopic finding thatdiffer fromangiodysplasia.

Their typical findingsare linearpatternofvascularectasia thatbegin fromgastricantrumto

gastricbodythatresembledthestripesofawatermelon.2

 Endoscopicthermalablation,includinglaserphotoablationandAPCeffectivelycontrols

bleedingand reduce transfusionneed.Patientswithgastric antral vascularectasia require

moretreatmentsessionsthatpatientswithgastricangiodysplasia.3

References 
 1.BalasubramanianM,KiniS,NaikL,Kirtikumar,DeshpandeJ.Angiodysplasia of

cardiaofstomach-acasereport.IndianJPatholMicrobiol2004;47:18-20.

 2.BarnettJL.Vascularectasiaofthegastricantrum.NEnglJMed1998;339:166.

 3.PaveyDA,CraigPI.Endoscopictherapyforupper-GIvascularectasias.Gastrointest

Endosc2004;59:233-8.
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Case 2 
NopavutGeratikornsupuk,MD.

RungsunRerknimitr,MD.



 A64year-old-male,bedriddenfromoldCVAandonNGtubefeeding.Hehadhistoryofcoffee

ground content and aspiration pneumonia for 2 times in last admission. EGDwasdone. Finding

showedasfigured.







 Thearrowshowedtheparasitewhichtheposteriorpartofthewormiswiderandlookslike

thewhiphandle,andtheanteriorpartislongandthin.Trichuriasis(whipworm)wasdiagnosed.

Discussion 
 Trichuriasisiscausedbyinfectionwiththenematode,T. trichiura. Trichuriasisisacommon

intestinalhelminthic infectionworldwide,and it isestimated thatapproximatelyone-quarterof the

worldpopulationcarries thisparasite1.Ahighprevalenceof infection isseenparticularly inwarm,

moistclimates,soitismostcommonintropicalregions.
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 Transmissionof trichuriasisoccursvia fecal-oral spread.Eggsare ingested,

reach the intestine, andhatch to release larvae.Larvaedevelop intoadultworms

overaperiodofapproximatelytwotothreemonths.Themaleandfemalebothlive

inthehumanintestine,withthethinendembeddedinthebowelmucosa,andthe

thickendvisiblewithinthebowellumen.Theadultsmeasureapproximately4cm.in

length.Themalehasacurvedtail,whichdistinguishesitfromthefemale.Adultslive

foronetothreeyears.

 Most infectionswithT. trichiura areasymptomatic.Clinical symptomsare

more frequentwithmoderate toheavy infections.Themost characteristic clinical

finding in trichuriasis is rectal prolapsed. This occursmainly in heavily infected

individuals, andwormsmaybedirectly visible embedded in themucosa of the

prolapsed,inflamedrectum.Picaandfingerclubbingareotherpotentialcluestothe

diagnosis.Thediagnosisof trichuriasis ismadebystoolexamination foreggs.The

eggshaveacharacteristicbarrelshape.Theyare50x20µm,haveasmooththick

wall,andhaveahyalineplugateachend.Infectedindividualsmayhaveaperipheral

eosinophiliaofupto15percent.

 Treatmentwitheitheragentcanbeused.TheguidelinesintheUnitedStates

recommendmebendazole(500mg.asasingledose)oralbendazole(400mg.asa

singledose)2.However, inheavy infections, a three-day regimenofmebendazole

(100mgBID)oralbendazole(400mg.QD)shouldbeconsideredinstead.

References  
 1. Cooper, E. Trichuriasis. In: Tropical InfectiousDiseases: Principles,

PathogensandPractice,vol2,Guerrant,R,Walker,DH,Weller,PF,(Eds),Churchill

Livingstone,Philadelphia1999.p955.

 2.Drugs forParasitic Infections.Medical LettDrugsTher;August 2004.

online:www.medletter.com/freedocs/parasitic.pdf.
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 A 63 years oldmale presented

with weight loss and melena for 6

months.    

 Esophagogastroduodeno-	

scopy	was	done	 and	 showed	as	

picture.	

 Esophagogastroduodenoscopyshowedmultiple roundmassesvary insize1-4cm. in

diameterwithnecroticulcersontopatfundusandbodyofstomach.

 Thedifferentialdiagnosisareadenocarcinomaandhematologicmalignancy.

 Biopsywasdoneandpathological finding revealedplasmacytoid appearance tumor

cellswithlargepleomorphicnuclei.Thediagnosisisgastricplasmacytoma.

Case 3 
WiriyapornRidtitid,MD.

RungsunRerknimitr,MD.
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 Immunohistochemicalstudywasconfirmedasfigure;CD138andKappawerepositive.
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Discussion  
 Gastrointestinalplasmacytomasarea relatively rareentitycomprising less

than 5% of all extramedullary disease1. It usually presentwith non-specific

symptomsof anorexia,weight loss and abdominal discomfort rather than frank

bleeding. The small bowel is the most common site of GI involvement by

plasmacytoma (multiplemyeloma), reportedly followedby thestomach,colon,and

esophagus2,3.

References 
 1.RobinsonH,DamasiewicziM,NemannDH,etal.Gastricinvolvementof

plasmacytomaassociatedwith t(4:14) andchromosome13deletion.Leukemia&

Lymphoma2006;47:1973-5.

 2. Chim CS, Wong WM, Nicholls J, et al. Extramedullary sites of

involvementinhematologicmalignancies-Case3.Hemorrhagicgastricplasmacytoma

astheprimarypresentationinmultiplemyeloma.JClinOncol2002;20:344-7.

 3. Spedini P,Marchetti G,Morandi S. Gastric localisation ofmultiple

myeloma.Haematologica2001;86:223.
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	 A32year-oldmanpresentedwith

anemiaandfatigueforamonth.

	 Esophagogastroduodenoscopy	

was	showed	as	figure.	

 Theesophagogastroduodenoscopy revealedhookwormsalong firstandsecond

partofduodenum.

 Thediagnosisisintestinalhookworms.

 Treatmentis400mg.ofalbendazoleonce.

Case 4 
NathavutSirimontaporn,MD.

RungsunRerknimitr,MD.
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Case 6.   


 A44year-oldmanpresentedwithnauseaandvomitingwithweightlossforamonth.

	 Esophagogastroduodenoscopy	was	showed	as	figure.	

 Esophagogastroduodenoscopy revealed swelling anddeformity at pyloruswithminimal

openingofpylorusandcan’tpassscopethroughduodenum.

 Thediagnosisisbenignpyloricstenosis.

 Pneumatic	balloon	dilatation	was	performed	as	figure.	

Case 5 
WiriyapornRidtitid,MD.

RungsunRerknimitr,MD.
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Discussion  
 Causesofbenignpyloricstenosisarepepticulcer,anastomoticstricture,and

NSAIDs1.OutcomeofballoondilatationcanSymptomaticrelief70-80%.Mediantime

torecurrenceis9months.Theoverallsymptomatic-freeratesin12,24,36,and48

monthswere85.3%,78%,68.8%,and68.8%,respectively2.

References  
 1.KimJH,ShinJH,BaeJI,etal.Gastricoutletobstructioncausedbybenign

anastomoticstricture: treatmentby fluoroscopicallyguidedballoondilation. JVasc

IntervRadiol2005;16:699-70.

 2. Yusuf, Tony E, Brugge, et al. Endoscopic therapy of benign pyloric

stenosisandgastricoutletobstruction.CurrentOpinion inGastroenterology2006;

22:570-3.
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 A45yearsoldmalepatient,presentedwithhematemesisfor1hour.Hefeltdizziness

whenhewasstanding.Hehadpaleandorthostatichypotension.

 Esophagogastroduodenoscopy	was	done	and	shown	as	picture.	



Endoscopic	finding:duodenalvariceswithnipplesign.

Discussion  
 Duodenal varices are rare as comparedwith esophageal or gastric varices.Most

commoncausesaredue tohepatic causes (2/3of cases) and theothers areextrahepatic

causes(1/3ofcases)1.Cirrhosisisthemostcommonhepaticcause(30%ofallcases)2,3.The

extrahepaticcausesare result fromocclusionofoneof themajorvessels in thearea: the

splenic,portal,orsuperiormesentericvein.Thromboticdisordersareoneofthefirstcauses

thatshouldbeinvestigated1,2.Previoussurgicaltraumawithadhesions,obstructivetumorsand

severepancreatitishavealsobeennotedtocauseduodenalvarices1-4.

Case 6 
ChatpornKittitrakul,MD.

RungsunRerknimitr,MD.
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 Diagnosis of duodenal varices is almost always made during endoscopy

for investigation of GI bleeding. The diagnosis has also been made on barium

studies, splenoportography, angiography and laparotomy.When duodenal varices are

diagnosedbyendoscopy60%havevariceselsewhere intheGItract1.50%oftheseare

gastroesophagealvarices.40%ofpatientswithportalhypertensionhaveduodenalvarices

atangiography,buttheyarerarelyclinicallysignificantbecausetheyoftendonotpenetrate

thesubmucosa.

 Todate, therehasbeen limitedexperienceof treatment forbleedingduodenal

varices.Treatments forduodenalvaricealbleeding includeendoscopicprocedures5 (band

ligation, sclerotherapy, or clipping), surgery (variceal ligation, duodenal resection, and

extrahepaticportosystemicshunts),and interventional radiologicprocedures (transileocolic

veinobliteration,andballoon-occludedretrogradetransvenousobliteration).

References 
 1. LinderS,WiechelK.Duodenalvaricoseveins.SurgEndosc1991;5:31-5.

 2. AminR,AlexisR,Karzis J.Fatal rupturedduodenal varix:Acase report and

reviewoftheliterature.AmJGastroenterol1985;80:13-8.

 3. HashizumeM. Vascular anatomy of duodenal varices: Angiographic and

histopathologicalassessments.AmJGastroenterol1993;88:1942-5.

 4. CottamDR,ClarkR,HaynE,ShaftanG.Duodenalvarices:Anovel treatment

andliteraturereview.AmSurg2002;68:407-9.

 5. MachidaT,SatoK,KojimaA,TakezawaJ,SoharaN,KakizakiS,etal.Ruptured

duodenal varices after endoscopic ligation of esophageal varices: an autopsy case.

GastrointestEndosc2006;63:352-4.
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 A67yearsoldfemalepatient,presentedwithanemicsymptomsfor4days.Shealso

hadmelenafor3weeks.Herunderlyingdiseaseisendstagerenaldiseaseandshereceived

hemodialysis2times/week.

 Esophagogastroduodenoscopy	was	done	and	shown	as	figure	

Endoscopic	findings:	Manyredpatchesinlineararrayintheantrumofthestomach.

Diagnosis:Gastricantralvenousectasia(GAVE)syndrome

Discussion  
 GAVEsyndromereferstotheecstaticdilatationofvenousplexusesinthegastricantrum

due toportalhypertension (synonym:çwatermelonstomaché).Oozinghemorrhagesarenot

uncommon.Approximately30%ofpatientswithGAVEsyndromewill havecirrhosis1.GAVE

syndrome can be distinguished fromportal hypertensive gastropathy (PHG) in thatGAVE

generallyhasmoreantral involvement and theclassic featuresofGAVEsyndrome including

gastricectasia,gastricdilation, thrombi, increasedspindlecellproliferation,and fibrohyalinosis

maybeseenonbiopsy2.

Case 7 
RoongruedeeChaiteerakij,MD.

RungsunRerknimitr,MD.
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 The classic non-cirrhotic patient with GAVE is a middle aged female with

autoimmunedisease3.Morespecifically,inthisstudyof45consecutivepatientswithGAVE,

71%werewomen,meanagewas73years,mostpresentedwithoccultblood loss,and

62%were transfusiondependent3.Autoimmuneconnective tissuedisorderswerepresent

in 62%,with 31%havingRaynaud’s, 20%sclerodactyly, and100%atrophic gastritis.

Hypergastrinaemiawaspresentin76%3.GAVEsyndromehasbeenassociatedwithseveral

diseasestates,includingscleroderma,3,4variousotherautoimmunediseases,3,5bonemarrow

transplantation,6andchronicrenalfailure3,7.Non-cirrhoticpatientsaremorelikelytohavea

classicçwatermelonéstomachwith linear lesionswithin theantrumwhereas incirrhotics

thediseaseismoreoftendiffuse2,3.

References 
 1. Payen JL,CalesP.Gastricmodifications in cirrhosis.GastroenterolClinBiol

1991;15:285-95.

 2.PayenJL,CalesP,VoigtJJ,BarbeS,PiletteC,DubuissonL,etal.Severeportal

hypertensivegastropathyandantral vascularectasia aredistinctentities inpatientswith

cirrhosis.Gastroenterol1995;108:138-44.

 3.GostoutCJ,ViggianoTR,AhlquistDA,WangKK,LarsonMV,BalmR.Theclinical

andendoscopicspectrumofthewatermelonstomach.JClinGastroenterol1992;15:256-63.

 4.MurphyFT,EnzenauerRJ,CheneyCP.Watermelonstomach.ArthritisRheum

1999;42:573.

 5.SchoonbroodtD,HorsmansY,HoangP,Poncelet-MatonE,LakaA,GeubelA.

(Vasculargastricanomalies,CRESTsyndromeandprimarybiliarycirrhosis:efficacyofethinyl

estradiol-norethisteronecombination).GastroenterolClinBiol1994;18:649-51.

 6.TobinRW,HackmanRC,KimmeyMB,DurtschiMB,HayashiA,MalikR,etal.

Bleeding fromgastric antral vascularectasia inmarrow transplantpatients.Gastrointest

Endosc1996;44:223-9.

 7.HermanBE,VargoJJ,BaumS,SilvermanED,EisoldJ.Gastricantral vascular

ectasia:acasereportandreviewoftheliterature.JNuclMed1996;37:854-6.







At
la
s 

of
 G

I. 
En

do
sc

op
y 

Th
e 

Se
rie

s 
of

 I
nt
er

es
t 

39

Stom
ech

St
om
ac
h

   


 A60yearsoldmale,developedupperGIbleedingwithcoffeegroundcontents.He

hasno abdominal pain.His underlyingdisease is squamous cell lung cancerwithbrain

metastasis.

 In this case,pathology revealedmetastatic squamouscell cancer.Hewas treated

withpalliativechemotherapy.Norecurrentbleedingoccurred.

Case 8 
BoonlertImraporn,MD.

RungsunRerknimitr,MD.
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Discussion  
 Hematogenousmetastases to thestomacharea rareevent.Themost frequent

tumors involvedinsecondarygastricsitesaremelanoma,breast,andlungcancer.Most

patientswithgastrointestinalmetastasesareasymptomatic1.Abdominalpainisthemost

frequent (80%of thecases)symptom in thesymptomaticpatient.Differentialdiagnosis

are lymphoma,ectopicpancreasandcarcinoid tumor.These lesionsmaypresentwith

threedifferentappearances: (1)multiplenodulesofvariablesizewithacentralulcer; (2)

submucosal,raised,andulceratedatthetipanddefinedasçvolcano-likeé;and(3)raised

areaswithoutacentralulcer.Inthesepatients,theprognosisisverypoor.

References 
 1. Kadakia SC, ParkerA,Canales L.Metastatic tumors to the upper gastro-

intestinaltract:endoscopicexperience.AmJGastroenterol1992;87:1418-23.

 2.GreenLK.Hematogenousmetastasestothestomach.Areviewof67cases.

Cancer1990;65:1596-600.
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 A 44 years old female presentedwith early satiety and palpable abdominalmass at
epigastriumfor6months.

 EGD	was	done	and	showed	as	pictures.	

 Inthiscase,pathologyrevealedspindleshapedcellswithpositivestainingforCD117.
Hisdiagnosisisduodenalgastrointestinaltumors(GISTs).CTscanshowedlarge10cm.mass

withcentralnecrosisinvolvingsecondpartofduodenumwithoutdistantmetastasis.

Discussion  
 Gastrointestinalstromaltumorsarethemostcommonmesenchymalneoplasmofthe
gastrointestinaltractandarehighlyresistanttoconventionalchemotherapyandradiotherapy.
Suchtumorsusuallyhaveactivatingmutations ineitherKIT (75–80%)orPDGFRA(5–10%),
twoclosely related receptor tyrosinekinase.MostofGISTsoccurred instomachandsmall
intestines.DuodenalGISTs are rare conditions but possesspoorer prognosis.Aggressive
gastrointestinalstromaltumorshaveadefinedpatternofmetastasistotheliverorthroughout
the abdomen Tumor size andmitotic activity were two principal factors in the risk
stratification. Imatinibmesylate, asmall-moleculekinase inhibitor,hasprovenuseful in the
treatmentofrecurrentormetastaticgastrointestinalstromaltumors.

Reference 
 1. RubinBP,HeinrichMC,CorlessCL.Gastrointestinal stromal tumour. Lancet

2007;369:1731-41.

Case 9 
SukprasertJutaghokiat,MD.

RungsunRerknimitr,MD.
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 A 40 years oldmale developed upperGI bleedingwith coffee ground contents.His

underlyingdiseaseissymptomaticHIVinfectionwithCD4count=170cell/ml.



 In this case, pathology showed nonHodgkin lymphoma (NHL). Hewas referred to

hematologistforchemotherapy.



Case 10 
BoonlertImraporn,MD.

RungsunRerknimitr,MD.
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Discussion  
 Developmentof lymphomaisconsideredanAIDS-definingcondition1.HIVassociated

NHL typicallyhasanaggressivepresentationwith rapidlygrowingdiseaseandprominentB

symptoms2.Thegastrointestinaltractisacommonsiteincludingunusualsitessuchasanus

and rectum.Prognosis is generally poor,with2-year survival ratesof 10-20%.However,

survivalisimprovedwithHAARTregimen.

References 
 1.1993revisedclassificationsystemforHIVinfectionandexpandedsurveillancecase

definitionforAIDSamongadolescentsandadults.MMWRMorbMortalWklyRep41:1,1992.

 2.KaplanLD:Clinicalmanagementofhumanimmunodeficiencyvirus-associatednon-

Hodgkin’slymphoma.JNatlCancerInstMonogr1998;23:101.
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 A45year-oldmanpresentedwithacutehematemesisfor8hours.Hehadnounderlying

diseasebutheregularlytookNSAIDs.Hisvitalsignwasstable.

 EGD	was	done	and	showed	as	figure.	



 EGD finding showed largeduodenal ulcer atduodenal bulbwithnonbleeding visible

vesselandnearbyoneflatblackpigmentedspot.

 Combinedadrenalineinjectionandbipolarcoaptationweredone.

Discussion 
 PepticulcerdiseaseisthemostcommonspecificallyidentifiedcauseofacuteupperGI

bleeding. The incidence rate of bleeding fromduodenal ulcer is approximately twice that of

gastric ulcer. Theulcer onposteroinferiorwall of duodenal bulb aremost likely to bleedor

rebleed.Therebleedingratedependsonendoscopicstigmata.Theulcerwithnon-bleedingvisible

vesselandflatpigmentedspotcarryabout43%and10%rebleedingraterespectively.Eventually

thispatientrequiresendoscopicinterventionstopreventrecurrentbleeding.

Case 11 
SukprasertJutaghokiat,MD.

RungsunRerknimitr,MD.
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 A30year-oldmanwith knownhistoryof familial adenomatouspolyposiscame to the

hospitalforEGD.

 EGD	finding	was	shown	as	pictures.	

 EGD findings revealedmultiple small gastricpolyps located in fundus.Hisdiagnosis is

multiplefundicglandpolyps.

Discussion 
 Fundic gland polyps (FGPs) are themost common gastric polyps in both familial

adenomatouspolyposis(FAP)andsporadicpatients.FGPsarereportedtooccurin12.5to84%of

patientswith FAPwhereas sporadic FGPs are identified in 0.8 to 1.9%of non-FAPpatients

undergoinguppergastrointestinalendoscopy.FAPassociatedFGPs tend tobemorenumerous,

occuratayoungerage,andhaveamoreequalgenderdistribution.ThepathogenesisofFGPs

remains uncertain. FGPshavegenerally been regarded as non-neoplastic lesions.Neoplastic

progressionofFGPsinFAPpatientshasoccasionallybeenreported,includingthedevelopmentof

alargedysplasticgastricpolyporeveninfiltratinggastriccancer1-4.Despitethelackofmoreexact

Case 12 
BoonlertImraporn,MD.

RungsunRerknimitr,MD.
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estimatesoftheriskoftumorprogressioninpatientswithFAPandfundicglandpolyposis,

molecularevidenceindicatesthatFAPassociatedFGPsareneoplasticpolyps.Similartothe

presenceofotherneoplasticpolypsoftheuppergastrointestinaltractinpatientswithFAP,

thepresenceoffundicglandpolyposismaywarrantcloseendoscopicsurveillance5.

References 
 1. Zwick A,MunirM, Ryan CK, Gian J, Burt RW, LeppertM, et al. Gastric

adenocarcinoma and dysplasia in fundic gland polyps of a patientwith attenuated

adenomatouspolyposiscoli.Gastroenterol1997;113:659-63.

 2. OdzeRD,QuinnPS,TerraultNA,VivonaAA,WardMA,CohenZ,etal.

Advanced gastroduodenal polyposis with ras mutations in a patient with familial

adenomatouspolyposis.HumPathol.1993;24:442-8.

 3. CoffeyRJ Jr, KnightCDJr, vanHeerden JA,WeilandLH.Gastric adenocar-

cinoma complicatingGardner’s syndrome in aNorthAmericanwoman.Gastroenterol

1985;88:1263-6.

 4. Hofg rtnerWT, ThorpM, RamusMW,DeloreficeG, CheyWY, RyanCK,

et al. Gastric adenocarcinoma associatedwith fundic gland polyps in a patientwith

attenuatedfamilialadenomatouspolyposis.AmJGastroenterol1999;94:2275-81.

 5. AbrahamSC,NobukawaB,GiardielloFM,HamiltonSR,WuTT.Fundicgland

polyps in familialadenomatouspolyposis:neoplasmswith frequentsomaticadenomatous

polyposiscoligenealterations.AmJPathol2000;157:747-54.
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 AThai36yearsoldman,presentwithhematemesis10hrspriortoadmission.Itwasthe

first episodeofhematemesis.Hehadnopreviousmelena.HewasdiagnosedashavingHIV

positiveandonHAARTsince7yearsago,andhisHIVconditionwaswell-controlled.

	 Esophagogastroduodenoscopy	was	shown	as	pictures	

 EGD	Stomach:Gastricvaricesatfunduslength1.0cmwithactivebleedingfromvarices,

NoGU

 The cyanoacrylate gluewas injected

intravaricealviaendoscope,andtheresultswas

shown

Case 13 
NathavutSirimontaporn,MD.

RungsunRerknimitr,MD.
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 Diagnosis:Activegastricvaricealbleedingwithsuccessfullystoppedbleedingby

intravaricealinjectionofcyanoacrylateglue.

Discussion 
 Gastricvaricesareabnormallydilatedsubmucosalveins in thestomach thatcan

be a life-threatening causeof upperGI hemorrhage.Gastric varices are causedmost

commonly by cirrhosiswith associated portal hypertension.Gastric varices are less

prevalentthanesophagealvaricesandarepresentin5%-33%ofpatientswhohaveportal

hypertension,withanincidenceofbleedingrangingfrom3%-30%1Largervarices,those

with associatedwith redspots, and those found inpatientswhohaveadvanced liver

diseasearemorelikelytobleed2,riskfactorsforbleedinggastricvaricesincludevariceal

size,severityofcirrhosisbasedonChild-Pughscore,andredwhealsorcherryredspots

onthevaricealwall2.

 Gastric varices are sometimesdifficult to detect by endoscopy, small gastric

varicesoftenaremistakenforamucosalfold,gastricvaricesareidentifiedbasedontheir

shape (grapelike cluster) and color (bluish tinge), in difficult situation, endoscopic

ultrasoundhasbeendemonstratedtobesuperiortoendoscopyinthediagnosisofgastric

varicesbut theclinical roleofendoscopicultrasound in thediagnosisofgastricvarices

remains to be established3. Angiography also can identify gastric varices, however,

angiographyusually is performedwhensevereupperGI bleedingprecludes adequate

diagnosisexamination.

 Managementofgastricvaricesincludesseveralmodalities,preliminarytrialshave

shown that both endoscopic obturation using cyanoacrylate (Histoacryl)4 and gastric

variceal ligation5arepromisingtools inthemanagementofgastricvaricealbleeding.The

mechanismofarrestingvaricealbleedingisdifferentinbothmodalities.Cyanoacrylateglue

polymerized rapidlyandplugs the lumen if injected intoavarix4. Incontrast, ligationof

varicesresultsinstrangulationandnecrosisofvarices6.

 Therearetrialshowedthatcyanoacrylateinjectionwassuperiortogastricvariceal

ligationintermsofarrestingacutebleedingandpreventionofrebleeding7andfoundtobe

safe in termsof lower ulcer rates inducedbyglue injection than thegastric variceal

ligationgroup.
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