
Part 2 
Stomach 



Case 1 
 
 

Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A50-year-oldmanwithahistoryofadvanced-stagemalignantpancreaticneuroendocrineneoplasm

ofthepancreaspresentedwithhematemesisforoneday.Hedidnotcomplainofabdominalpain.Hisvital

signswerenormal.Esophagogastroscopywasdoneasshown.
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 Inthiscase,EGDshowedalargemasswithfriabilityprotrudingtroughtheposteriorwallandthe

greatercurvatureofthestomach.Thenormalgastricrugaepatternwasloss.Thiswascausedconfirmedby

histologyaslocal invasion of malignant pancreatic neuroendocrine tumor.  



Differential diagnoses:  
 Gastricadenocarcinoma,gastriclymphoma,andothermetastaticcancer.



Discussion: 
 Pancreatic neuroendocrine tumors are rare and represent only 1-2 percents of all pancreatic

tumors1. TheWorldHealthOrganization (WHO) classifies this tumor into three types includingwell

differentiatedneuroendocrine tumor,well differentiatedneuroendocrine cancer andpoorlydifferentiated

neuroendocrine carcinoma2. In addition, the tumor is defined as functioningor non-functioning tumor

accordingtohormonalproduction.Generallythefunctioningtumoraswellaswelldifferentiatedtumorhas

betterprognosis3.Surgeryisstillthemaintreatmentforthesepatients.



References 
1. DixonE,Pasieka JL. Functioning andnonfunctioningneuroendocrine tumorsof thepancreas.

Currentopinioninoncology2007;19:30-5.

2. PapottiM,VolanteM,BongiovanniM,PecchioniC,BussolatiG. [Diagnosisof (neuro)endocrine

tumors:abriefpracticalreviewofnewclassificationsandnewmarkers].Pathologica2000;92:562-8.

3. KouvarakiMA,ShapiroSE,CoteGJ,etal.Managementofpancreaticendocrinetumorsinmultiple

endocrineneoplasiatype1.Worldjournalofsurgery2006;30:643-53.
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Case 2 




Phonthep Angsuwatcharakon, MD. 

Rungsun Rerknimitr, MD. 


 A69-year-oldmanpresentedwithchronicdyspepsia.

 EGDwasdoneasshown.

 The EGD showed a 0.3 cm. nodule with

smooth surface and salmon-pink mucosa in the

secondpartofduodenum.Biopsywastaken.

 Histology revealed gastricmucosa

 The diagnosis is duodenal gastric me-

taplasia  



Disscussion:  
 Duodenalgastricmetaplasia is thepresence

ofgastricepithelium in the theduodenum. It repre-

sentsmucosal response to excessive injurymainly

acid.Helicobacter pyloricancolonize in thisareaand

causeduodenalulcer.Riskofulcer increasesaround

5-foldwiththepresenceofgastricmetaplasiaorH. pyloriandincreasesupto50-fold inthepresenceof

both1.



Reference 
1. PeuraDA.Ulcerogenesis:integratingtherolesofHelicobacterpyloriandacidsecretioninduodenal

ulcer.AmJGastroenterol.1997Apr;92(4Suppl):8S-13S;discussionS-6S.
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Case 3




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A 59-year-old female patient, presentedwith hematemesis for 2 hours. Esophagogastro-

duodenoscopywasdoneasshown. 

 

Endoscopic findings:  
 a largemasswith friablemucosaoccupiedhalfof theduodenal lumenandextended frompost-

duodenalbulbto2ndpartoftheduodenum



Diagnosis:  
	 Invasion of extrinsic cancer of the duodenum 



Differential diagnoses:  
 Pancreatic cancer invasion, hepatocellular carcinoma invasion, cholangiocarcinoma invasion,

gallbladdercarcinomainvasion,andgastrointestinaltumor(GIST).
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Discussion/comment:  
 Duetothecharacteristicofthismasswhich isfriableandeasytodevelopcontactbleeding,the

mostlikelyetiologyofthislesionismalignancy.Differentialdiagnosesareperiampullarycancer,carcinoma

ofthepancreaswithduodenalinvasionandothermetastatictumors.Duodenumisonethemostcommon

locationsofmetastaticlesionsingastrointestinaltract,whichcanbefoundupto44.2%.1Primarytumors

arecoloncancer, lungcancer,gastriccancer,hepatocellularcarcinoma,gallbladdercancer,sarcoma, renal

cellcarcinoma,choriocarcinoma,adrenalcorticalcancer,andcancerofunknownprimary.

 Biopsyfromthisduodenalmasswasdone.Presenceofnon-keratinizedsquamouscellcarcinoma

wasfound,whichisconsistentwithmetastaticcancerofthecervix.

 
Reference 

1. WeiSC,SuWC,ChangMC,ChangYT,WangCY,WongJM.Incidence,endoscopicmorphology

and distribution ofmetastatic lesions in the gastrointestinal tract. J gastroenterol Hepatol

2007;22:827-31.
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Case 4




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A54-year-oldmalepatient,presentedwithanemiawithouthistoryofmelena.Hehadaprevious

diagnosisofalcoholiccirrhosis,Child-PughC.

 Esophagogastroduodenoscopywasdoneandshownasfigures.



Endoscopic findings:  
• Duodenalmucosa:diffuselyswellingwithmosaicpattern

• Twolargeclean-basedduodenalulcersinthesecondpartofduodenum,size3x5cm.



Diagnosis: 
 Duodenal ulcers with portal hypertensive duodenopathy. 



Discussion:  
 Causesofanemiainthispatientcanbeexplainedbytheendoscopicfindings,duodenalulcerswith

portalhypertensiveduodenopathy.These lesionsarenotuncommon findings incirrhoticpatients.Portal
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hypertensiveduodenopathycanbe found in51.4%ofportal hypertensivepatients.1 This conditionhas

variableendoscopic findings.Patchyerythema is themostcommon lesions found in46.3%.Othersare

erosions,diffuseerythema,ulcers,telangiectasia,andexaggeratedvillouspattern.Mixedlesionsarefound

in16.7%ofthecases.

 Previousendoscopicband ligationandcoexistenceofseveregastropathyweresignificantlymore

frequentinpatientswithportalhypertensiveduodenopathythaninpatientswithoutthiscondition.2

 Portalhypertensiveduodenopathywasasourceofovertbleedingin6.7%andoccultbleedingin

2.9%of cirrhotic patients.Histopathologically, vascular changes includeeither capillary congestion or

capillaryangiogenesis.



References 
1. BarakatM,MostafaM,Mahran Z, SolimanAG. Portal hypertensive duodenopathy: clinical,

endoscopic,andhistopathologicprofiles.AmJGastroenterol2007;102:2793-802.

2. MenchenL,RipollC,Marin-Jimenez I,ColonA,Gomez-CamareroJ,Gonzalez-AsanzaC,et al.

Prevalenceofportalhypertensiveduodenopathy incirrhosis:clinicalandhaemodynamic features.

EurJGastroenterolHepatol2006;18:649-53.
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Case 5




Sunthorn Treesaranuwattana, MD. 

Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A53-year-old femalepatient,presentedwithdyspepsia for2weeks.She reportednoassociated

symptoms.

 Esophagogastroduodenoscopywasdoneandshownasfigures.

Endoscopic findings:  
• AnenlargedampullaofVaterwithcontact

bleedingmucosa.



Diagnosis:  
 Ampullary tumor 



Pathology report: 
• Ampullary tumorbiopsy:welldifferentiated

adenocarcinoma
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Discussion: 
 This patient presented with iron deficiency anemia without other alarming symptoms.

Esophagoduodenoscopywas done to evaluate the cause of anemia despite no history of overt

gastrointestinalbleeding.Theampullarymasswithcontactbleedingwas identifiedas thesite foroccult

bleeding. Since this ampullarymass is quite largewith friable tissue then ampullary carcinomawas

suspected. Biopsywas done and confirmed as ampullary adenocarcinoma. Typically, patientswith

ampullarymasspresentwith jaundice,abdominalpainandfever.Jaundice isreportedtobeobserved in

72-90%of thesepatients,but it ischaracterizedbyoccasional fluctuation.Fever ispresent in44%and

abdominalpainoccursin45%ofpatients.1

 Standard treatment of ampullary adenocarcinoma isWhipple’s resection but it contains high

morbidity.Alternative treatmentwithendoscopicpapillectomy isprobablypreferred in aselectedcase

without local invasion.Hence, an accuratepreoperative staging for ampullary neoplasm ismandatory

beforemaking therapeuticdecisions.Theuseofendoscopicultrasonography (EUS)and/or transpapillary

intraductalultrasonography(IDUS)aspreoperativestagingtoolshasbeenreported.AccuracybyEUSand

IDUSinTstagingwas63%and78%respectively(P=.14)2.



References 
1. KamisawaT,TuY,EgawaN,NakajimaH,HoriguchiS,TsurutaK,etal.Clinicopathologicfeatures

ofampullarycarcinomawithoutjaundice.JClinGastroenterol2006;40:162-6.

2. ItoK,FujitaN,NodaY,KobayashiG,HoraguchiJ,TakasawaO,etal.Preoperativeevaluationof

ampul lary neoplasm with EUS and transpapi l lary intraductal US: a prospect ive and

histopathologicallycontrolledstudy.GastrointestEndosc2007;66:740-7.
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Case 6


 

Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A 90-year-old female patient, presented with shock from passing melena for 1 day.

Esophagogastroduodenoscopywasdoneandshownasfigures.

Endoscopic findings:  
• Duodenalulcerwithnon-bleedingvisiblevessel (bluearrowhead)atposterioraspectof junction

betweenduodenalbulbandsecondpart,size1cm.indiameter.Anargonplasmacoagulator(APC)

wasappliedatthatnon-bleedingvisiblevesselwithoutimmediatecomplication.



Diagnosis:  
 Duodenal ulcer with non-bleeding visible vessel 

 Later,she received intravenousprotonpump inhibitordripcontinuouslyandwaskeptNPOfor1

day.Afterthenmelenadevelopedagainandherhemoglobindropped1g/dlfromthebaseline.Thistime,

the limitation of the scope view occurred, this precluded further endoscopic therapy. Then the 2nd

esophagogastroduodenoscopywithatransparentcapwasdoneforabetterview.Hemoclipsweredeployed

overthebleedingsitewithoutcomplication.
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 Afterendoscopywithhemoclippedwasdone,shereportednorecurrentbleedingandshecouldbe

dischargedfromthehospitalwithin4daysafterthelastendoscopy.



Discussion:  
 Endoscopichemocliphemostasisisamechanicalhemostaticmethodwithinitialhemostasisrates

of84.3-100%,rebleedingratesof4.2-10%,andpermanenthemostasis ratesof92.3-100%.Thesuccess

rate ishigher incases inwhichendoscopicmanipulationallows theclip tobeplacedatamorenearly

perpendicularangletothelesion.Whenobtainingafullviewofalesionisdifficult,forexample,thelesion

ontheposteriorwallofthebodyorduodenalbulb,thereissignificanttechnicaldifficulty.1Anonrandomized

prospectivestudycomparedbleedingcontrolwiththehemoclipwithandwithouttheaidofatransparent

capwasdone.2 In thisstudy thecapwasonlyused incases inwhichconventional clippinghad failed.
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Therewasnostatistically significantdifferencesbetween thepatients treatedwith the capand those

treatedwithout thecapwith regard to the initialhemostasis rate (94.4%vs.91.1%), the rebleeding rate

(11.7%vs.11.8%),or thepermanenthemostasis rate (94.4%vs.96.4%).Despite thenon-significance

finding, in authors’ opinion, hemoclippingwith theaidof thecapmade it possible to clip a lesion too

tangentialtobeapplied.



References 
1. FukeH, SatoH, Saito K, et al. Benefits and limitations of endoscopic hemostasis for upper

gastrointestinalbleedingwithclippingandgelfoam.GastroenterolEndosc1996;38:1993-8.

2. Kim JI, Kim SS, Park S, Han J, Kim JK, Han SW, et al. Endoscopic hemoclipping using a

transparentcapintechnicallydifficultcases.Endoscopy2003;35:659-62.
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Case 7




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A70year-old-malepatient,presentedwith leakagearoundpercutaneousendoscopicgastrostomy

(PEG) site after feeding.Skinunder theexternal bumperofPEGappearederythematous andswelling

withoutdischarge.

 Esophagogastroduodenoscopywasdoneandshownasfigure.

Endoscopic findings:  
 Submucosal swelling caused by the internal

bumperofPEGatgastricbody.Theinternalopeningof

PEGwasobscured.



Diagnosis:  
	 Buried bumper syndrome 



Discussion:  
 Buried bumper syndrome is defined as the

migration of the internal bumper into the gastric or

abdominalwall.1 It is thewell known as a long term

complicationpostPEGthatoccursin2-6.1%.2Excessive

tension to the skin between external and internal

bumpersleadstoischemiaandulcerationatthebumper

site.3 Subsequent healing causesmucosal overgrowth

andburyingthebumpersofeedingcannotbepossible.

 Manyendoscopicmethodswereused to treat

thissyndrome.Needleknifetechniqueandthepush-pull

T-technique are themethods that required advanced

endoscopicskills.Bothtechniqueshadhigh failure rate.

Other endoscopicmethodwhich used balloon dilator
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wasdescribedbyStrockPandWeberJ.4ThistechniquecanusediftheinternalopeningofPEGwasseen.

Balloondilatorwas inserted into the internal opening and impacted in thePEG.Tractionwasdone to

dislodgetheinternalbumperofPEG.

 Newendoscopicmethodwhichtheuseofuretericcatheterhasbeendescribed.3Externaltubeof

PEGwasshortenedanduretericcatheterwasinsertedfromtheexternalopeningofPEGintogastriccavity.

Bothuretericcatheterandexternaltubeweretiedtogether.Snarewasusedtotraptheinternaltipofthe

uretericcatheterandtractionwasdonetodislodgetheinternalbumperofPEG.

 In thiscase,wecouldnotsee the internalopeningof thePEG.Weused thebiopsy forceps to

maketheholefrominsideofthestomachthroughexternalopeningoftheoldgastrostomytube.Theold

gastrostomytubewasremovedbypulltechnique.Thetipofbiopsyforcepswasprotrudedfromabdominal

wallandtiedwithplasticthread.Thenthebiopsyforcepswithplastictreadwaspulledbackinsidegastric

cavityandthestandardprocedureforPEGinsertionwascontinued.



50

A
tla

s o
f G

I. E
n
d
o
s
co

p
y T

h
e S

e
c
o
n
d o

f In
te

re
s
t 

S
tom

ach 



References 
1. Schapiro GD, Edmundowicz SA. Complications of percutaneous endoscopic gastrostomy.

GastrointestEndoscClinNAm1996;6:409-22.

2. MaMM,SemlacherEA,FedorakRN,LalorEA,DuerksenDR,SherbaniukRW,etal.Theburied

gastrostomybumpersyndrome:preventionandendoscopicapproaches to removal.Gastrointest

Endosc1995;41:505-8.

3. LeungE,ChungL,HamoudaA,NassarAH.Anewendoscopic techniquefor theburiedbumper

syndrome.SurgEndosc2007;21:1671-3.

4. StrockP,Weber J.Buriedbumper syndrome:endoscopicmanagementusingaballoondilator.

Endoscopy2005;37:279.
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Case 8




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A51-year-oldmalepatient,presentedwithhematemesis for2hours.Hisunderlyingdiseasewas

alcoholic cirrhosisandhehadprevioushematemesis fromgastric varicealbleeding1monthago.Upper

endoscopywithglueinjectionforgastricvariceswassuccessfullydoneatthattime.

 Esophagogastroduodenoscopywasdoneandshownasfigures.

Endoscopic findings:  
 Gastricvaricesatfundus,length2cm.withulcer

on top from thepreviousglue injection,noevidenceof

recentbleeding



Diagnosis:  
 Gastric varices with post glue injection 

ulcer 



Intervention:  
 Glue injection was done to further obliterate

gastricvarices.Noimmediatecomplicationoccurred.



Discussion:  
 This patient presented with recurrent hema-

temesis resulted from an incomplete gastric variceal

obliteration.Fromtheendoscopic findings,gastricvarices

werestilldetectedafter1timeofglue injection.Another

findingwaspostglue injectionulcerwhichunlikely tobe

thecauseofbleeding for thisevent.From theprevious

report from theKingChulalongkornMemorialHospital,

primarysuccess rateofglue injection forgastricvariceal
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bleedingwas58%.1Secondarysuccessafter repeatendoscopicglue injectionwas12% (70% in total).

Complications fromglue injectionwere found in 54.2%, including epigastric discomfort (46%), post

injectionulcer(38%),pulmonaryemboli(8%)andmesentericemboli(8%).TheotherrecenttrialfromChina

reported thatemergencyhemostasiswasachieved in95.2%.2Complicationsoccurred in5.2%, including

hemorrhageduetoearlyexpulsionoftissueglue(3.1%),septicemia(1%)andectopicthrombosis(0.5%),

suchassplenicinfarction.



References 
1. NoophunP,KongkamP,Gonlachanvit S andRerknimitrR.Bleedinggastric varices: results of

endoscopic injectionwith cyanoacrylate at King ChulalongkornMemorial Hospital.World J

Gastroenterol2005;11:7531-5.

2. Liu-fangC,Zhi-qiangW,Chang-zhengLi,Feng-chunC,Qi-yangH,En-qiangL,etal.Treatmentof

gastricvaricesbyendoscopicsclerotherapyusingbutylcyanoacrylate:10years’experienceof635

cases.ChinMedJ2007;120:2081-5.
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Case 9




Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A67-year-oldmalepresentedwithmelenaandweight loss.Hehadaprevioushistoryofgastric

surgery50yearsagowithunidentifiedindicationandtechnique.Furtherinvestigationrevealedmultipleliver

masses.Agastroscopywasperformedasshownbelow.



 GastroscopicfindingsdemonstratedapartialgastrectomywithBillrothIIanastomosisanatomy.The

remainingstomachshowed thickeningof rugaeand friablegastricmucosa.Noobviousmassandulcer

weredetected.Randombiopsywasdoneandhistologicfindingdemonstratedonlygastritis.Hecontinued

to havemelena, then repeated gastroscopywith biopsywas done and finally disclosedmoderately

differentiateddenocarcinomaofthestomach.Additionalimmunohistochemicalstainshowedpositivestained

forCK7+/CK20+.Liverbiopsywasalsoperformedand revealedmetastaticgastric carcinoma.The final

diagnosiswasgastric stump carcinoma with liver metastasis.He later underwent a palliative

gastrectomytocontrolGIbleeding.Thispatientdiedshortlyafteroperationduetoinfection.
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Discussion: 
 Gastricstumpcarcinoma(GSC)definedasacarcinomadevelopedfromgastricremnantatleast5

yearsaftergastricsurgeryforbenigndisease1,2.RiskofdevelopingGSCisincreased4-7foldafteratime

interval at least 20 years2. The presumed etiologywas chronic duodenogastric reflux1,2. Clinical and

experimental studies emphasized the important role of bile, but theprecisemechanism isunknown1.

Possible explanationswere carcinogenic effect of bile acid, alteration of gastric pH and presence of

bacterial floraplusunconjugatedbileacid ingastric juice1.Typeof reconstructionalso influences riskof

GSC,BillrothIIprocedureincreasesriskmorethanBillrothIprocedure2.Treatmentofchoiceissurgeryif

possible1,2.GSChasapoorprognosis,5yearssurvivalrangesfrom7-20%withlowrespectabilityrate(38-

40%)duetolymphnodesmetastasisandlocalinvasion2.



References 
1. KondoK.Duodenogastricrefluxandgastricstumpcarcinoma.GastricCancer2002;5:16-22.

2. SinningC,SchaeferN,StandopJ,HirnerA,WolffM.Gastricstumpcarcinoma-Epodemiologyand

currentconceptsinpathogenesisandtreatment.EurJSurgOncol2007;33:133-9.
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Case 10




Sunthorn Treesaranuwattana, MD. 

Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A 56-year-oldman presentedwith abdominal pain for twoweeks. Physical examinationwas

unremarkable.Ultrasonographyof theupperabdomenwasunremarkableaswell.Agastroscopyshowed

largesubmucosalmassatanteriorgreatercurvatureofthestomach.Mucosalulcerationattopofmasswas

depicted(whitearrow).Widewedgeexcisionwaslaterperformed.
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Pathological diagnosis: 
 Gastrointestinal tumor (GIST) of the stomach.Degreeofmitosis;<5/50HPF

 Immunohistochemicalstudy;PositiveCD117,CD34.NegativeS-100,SMA



Discussion: 
 GISTsare rare, accounting foronly0.1-3%of allGImalignancies1but they represent80%of

gastrointestinalmesenchymal tumor2. PrimaryGISTs arisemost commonly in the stomach (50-70%),

followedby small intestine (25-35%), colon and rectum (5-10%),mesentery or omentum (7%), and

esophagus(<5%)3.Patientsgenerallypresentwithnon-specificsymptomsincludingearlysatiety,bloating,

gastrointestinalbleeding, fatiguefromanemia,orobstruction.Small,clinically insignificant lesionsmaybe

foundincidentallyatendoscopyoratthetimeofsurgeryforothercancers.

 Thediagnosticstudiesaremainlyradiographicstudieswhich includeCTscanthatusedfor initial

evaluationandsurveillance for recurrence4orPETscan ([18F]fluoro-2-deoxy-D-glucosepositronemission

tomography.FDG-PET isa functional imaging technique thatcomplementsCTscan fordetectingGISTs.

PETscancancharacterizeambiguousmassesandmonitoring response to therapy.Histologically,GISTs

tend to fall into threecategoriesofmorphology,epithelioid, spindlecell,ormixed. Immunohistochemical

analysis forKIT (CD117), expresses in95%ofGISTs. It shouldbeperformed toconfirmasuspected

diagnosisofGIST5.FivepercentofGISTs,however,areKIT-negative.Suchcasesshouldbereferredtoan

expertpathologistandmayrequireKITandPDGFRAmutationanalysis.Prognosticfactorsareimportantly

dependingon2charactersthatincludestumorsizesandmitoticindex5.



Risk Tumor size (cm.) Mitotic rate (per 50 HPF)  
Verylow <2 <5
Low 2-5 <5
Intermediate <5 6-10

5-10 <5
High >5 >5

>10 Anymitoticrate
Anysize >10



 Treatmentshavebeen targetedby the three traditional cancer therapeuticmodalities: surgery,

chemotherapy,andradiotherapy.Surgeryiseffectiveforpatientswithresectabledisease,butdiseasemay

recur in asmany as 50%of individuals.Chemotherapy and radiotherapyhave shown little efficacy6.
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IdentificationofKITmutations led to thedevelopmentofspecific targeted therapieswith tyrosinekinase

inhibitors(TKIs).TherapywiththeTKIsimatinibmesylate(STI571,Glevec;NovartisPharmaceuticals,Basel,

Switzerland)orsunitinibmalate(SU11248,Sutent;Pfizer,Inc.,NewYork,USA)iseffectiveforunresectable,

metastatic,andrecurrentdisease.
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Case 11




Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A40-year-oldmalewithahistoryofchronichepatitisBandchildCcirrhosis,presentedwithupper

GIbleeding.Anemergencyuppergastroduodenoscopyshowedbleedinggastricvariceswithsevereportal

hypertensivegastropathy.Cyanoacrylateinjectionwasinjectedintothevarices,bleedingstopped.

 Afollow-upupperGIendoscopy3dayslaterwasdoneasshown.

Diagnosis:  
 Pulurent material exploding from gastric varices. 

 Endoscopic procedures have become an essential tool for the diagnosis and treatment of

gastrointestinal diseases, andevery patient has the right to beexamined and treatedwithout risk of
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transmission of infectious agents or complications thatmay result from inadequate reprocessing of

endoscopesandendoscopicaccessories.Bacterialinfectionshavebeenacquiredduringendoscopy,caused

forexamplebySalmonellasp.,Helicobacter pylori1andPseudomonassp2.Viraldiseasessuchashepatitis

B3andC4havealsobeentransmittedduringendoscopy.Themajorityofdocumentedcaseswerecaused

bynoncompliancewithnationalandinternationalreprocessingguideline.Gastricvaricealabscessisoneof

thepostprocedureinfectionthatmightbeoneoftheincidence.



References 
1. LangenbergW,RauwsEA,Oudbier JH,etal.Patient topatient transmissionofCampylobacter

pyloribyfiberopticgastroduodenoscopyandbiopsy.JInfectDis1990;161:507-11.

2. MoayyadiP,LynchD,AxonA.Pseudomonasandendoscopy.Endoscopy1994;26:554-8.

3. BirnieGG,QuigleyEM,ClementsGB,et al.Endoscopic transmissionofhepatitisBvirus.Gut

1983;24:171-4.

4. BronowickiJP,VernardV,BotteC,etal.Patient-to-patienttransmissionofhepatisCvirusduring

colonoscopy.NEnglJMed1997;337:237-40.
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Case 12




Pradermchai Kongkam, MD. 

Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A71-year-old female, presented to thehospitalwith acuteepigastric pain.Herpasthistory is

unremarkableexceptforhereasilyforgetfulnessthatwastoldbyherfamily.

 EGDwasdoneasshown.



 EGDshowedaforeignbody(sealedtablet)atthegastricoutlet.Theforeignbodywassuccessfully

removedwithagraspingforceps.



Diagnosis:  
 A foreign body (sealed tablet) in the stomach. 
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Discussion: 
 Most of the foreign body in stomach

passes spontaneously, but 10-20%has to be

removedendoscopically1,andabout1%requires

surgery2. E ighty percent of fore ign body

ingestionsoccurinpediatricagegroup3,followed

by toothless adults, prisoners and psychiatric

patients.Childrenmostofteningestcoins,toys,

crayonsandballpointspencaps,whereasadults

commonlytendtohaveproblemswithmeatand

bones. The most common locations of the

obstruction are mid and distal esophagus

followed by cervical esophagus and stomach

respectively4.Once foreign body reaches the

stomach, it has an 80-90% chance of spon-

taneous passage. The pylorus and duodenal

lumen,however,maylimitapassageofforeign

bodyifitexceedsacertainsize.Objectsgreater

than2cm. indiametermaynotpassspontan-

eouslythroughthepylorus.

 Although less than 1% of ingested

foreignbodiescauseperforationoftheGItract.

However,aspecialshapeobjectsuchassharp

or po in ted ob jects may cause in test ina l

perforation; hencemanagement of thegastric

foreignbodydependsonthesizeandcharacters

oftheforeignbodies.Sharpforeignbodiessuch

as pins, razor blades, toothpicks, and chicken

bones should be endoscopical ly removed

immediately4. Inertobjectscanbeobservedthe

progression with serial radiographs. If no

movementisdetectedin7daysafteringestion,

removal by endoscopist is generally recom-

mended5.
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Case 13




Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A 53-year-old female, known case of alcoholic liver cirrhosis, came for an elective EGD for

surveillanceofesophagealvarices.Thefindingisshownaspictures.

Fundus:  
 Erythematousgastricmucosawithmosaicpatternanddiffusepetichialhemorrhagewasdeteted.



Diagnosis:  
 Portal hypertensive gastropathy (PHG). 



Discussion: 
 Portalhypertensivegastropathy isacommoncomplicationofportalhypertensioncharacterizedby

ectasia of the gastricmucosal capillaries and submucosal veins. The diagnostic of PHG ismade

endoscopicallynothistologically.Currentlythebest-describedandbest-validatedPHGclassificationhasbeen

developedby theNorthern ItalianEndoscopicClub1.Thekeyendoscopic feature isamosaic-likepattern

(snakeskinappearance)thatseenmainlyinthefundusandcardiawithlessfrequentlyseenintheantrum.

64

A
tla

s o
f G

I. E
n
d
o
s
co

p
y T

h
e S

e
co

n
d o

f In
te

re
s
t 

S
tom

ach 



Themosaic-likepattern isdescribedasmildwhentheareola isuniformlypink,moderate if thecenter is

red,andsevereiftheareolaisuniformlyred.

A2: Mild PHG B: Moderate PHG C: Severe PHG 

 Beta-blocker seems to be an important treatment for PHG, the combination of nadolol and

isosorbidemononitrateappearedsimilartonadololaloneinpreventingthefirstepisodeofPHGbleeding3.In

addition,propanololhasbeenshown to reduce the riskof recurrentbleeding fromPHG4.Furthermore,

somatostatin can also arrest acute bleeding from PHG. An uncontrolled studywith octreotide for

a treatment of acute PHG related bleeding showed that the resultwas better than vasopressin or

omeprazole5.Theuseof transjugular intrahepaticportosystemicshunts (TIPS)hasbeenstudied insome

smallserieswhichshowagoodresultintheresolutionofPHG.Nevertheless,livertransplantationreverses

portalhypertensionmosteffectively.
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Case 14




Nathawut Sirimontaporn, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A47-year-oldfemalepresentedtothehospitalwithdyspepsia,nauseaandvomitingthatincreasing

inseverity.Shealsocomplainedofdecreasinginherappetitewhichmadeherbodyweightdropdown7

kgsduringthepast3months.

 AnEGDwasdoneaspictures.



 Endoscopic f ind ings showed, d i f fuse

mucosal thickening, contact bleeding and poor

distensibilityofthegastricbody.Thisprocesscaused

narrowingofthegastriclumenasleatherbag(linitis

plastica).

 Biopsies from the body of stomachwas

done

 Diffuse infiltration of atypical glands lining

withcells(darkarrow)possessofpleomorphicnuclei

withvacuolatedcytoplasm,ulceration,necrosisand

mitosis.



Diagnosis: 
 Poorly differentiated adenocarcinoma 

of the stomach causing linitis plastica. Dif-

ferential diagnoses are; lymphoma,amyloidosis,

postcorrosiverestrictionofthestomach,Menetrier’s

disease,andradiationinducedgastricretraction.
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Discussion: 
 Linitisplasticaisaformofdiffuseinfiltrativegastricadenocarcinoma.Thisconditionismarkedby

thickening and fibrosis of gastricwall like a leather bottle by havingmalignant cells being scarcely

distributed in the fibrousstroma.Frequently,gastricmucosa issparedofmalignant invasion,makingan

endoscopicdiagnosisverydifficult.Themostcommonsiteofgastriclinitisistheantrumandpyloricregions

(withsomevariablespreadingproximallytowardsgastricbody).Thefundusisleastofteninvolved1.

 Sincemacroscopic featuresdonotoftenpermit thedistinctionbetweenbenignandmalignant

lesions,multipleendoscopicbiopsiesarerequired.TheCTscanandtheendoscopicultrasonographymay

beuseful foradiagnosisofgastric linitisandalsofortheevaluationofthe localextension2.SinceLinitis

plasticacontainsaverypoorprognosis.Distantnodemetastasisandperitonealseeding (carcinomatosis)

makesurgicalexcisionrarelybeneficial3.



References 
1. NegreanuL,AssorP,Bumsel F, et al.Anendoscopic view ingastric linitis.A case report. J

GastrointestinLiverDis2007;16:321-3.

2. CalettiG, Fusaroli P,BocusP. Endoscopic ultrasonography in large gastric folds. Endoscopy

1998;30:A72-75.

3. KoderaY,YamamuraY, ItoS. IsBorman type IVgastric carcinomaasurgicaldisease?Anold

problem revisitedwith reference to the result of peritonealwashing cytology. J SurgOncol

2001;78:175-8.
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Case 15


 

Phonthep Angsuwatcharakon, MD. 

Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A71-year-oldmanpresentedwithchronicdyspepticsymptoms.Esophagogastroduodenoscopywas

doneandshownasfigures.



 AnEGDrevealedanoutpouchingof theduodenalbulb.Mucosacovering theoutpouchingarea

wasnottypicalsmallvilli.Therewasastonefragmentresidedinthepouch.Therewasatunnelcontaining

bileatthetipofthepouchaswell.



Diagnosis:  
 Cholecystoduodenal fistula containing a stone. 

 

Discussion: 
 Cholecystoduodenal fistula in adults often presents as a complication of duodenal ulcers or

gallstoneserodingintotheduodenum.1Howeveritcanberarelyassociatedwithcongenitaldiseasesuchas

choledochalcyst2.Thegallstonescanentryintothebowelthroughabiliaryentericfistula.Sixtypercentof
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thefistulasarecholecystoduodenal fistulas.However,cholecystocolonicandcholecystogastric fistulascan

occur3.Pressurenecrosisbythegallstoneagainstthebiliarywallcauseserosionandfistulaformation.The

complicationsofthisfistulaincludegallstoneileus,gallbladdercarcinoma,weightlossandmalabsorption.



References: 
1. BennettLC,HewkoJ.Cholecystoduodenal fi stula; reportof a casecomplicatedby complete

obliterationofthegallbladder.AmJSurg1952;83:228-32.

2. BanerjeeJesudasonSR,RajuRS.Cholecystoduodenal fistulaassociatedwithcholedochalcyst:a

rareclinicalentity.JHepatobiliaryPancreatSurg2008;15:664-6.

3. VanHilloM,vanderVlietJA,WiggersT,etal.Gallstoneobstructionoftheintestine:ananalysisof

tenpatientsandareviewoftheliterature.Surgery1987;101:273-6.
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Case 16



Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A65-year-oldmancomplaineddyspepticsymptomformanyyears.Hehadnoalarmfeatures.He

hadnounderlyingdisease.Anesophagogastroduodenoscopywasdoneandshownasfigures.

 In this case,EGDshowedonly verysmall focaldepressedarea in theantrum.AfterNBIwith

magnificationwas applied, this area revealed a lossofnormal pit pattern andmicrovascular structure.

Targetedbiopsywasdoneandthepathologicaldiagnosiswasconsistentwithasmallfocusofsignetring

cell typeadenocarcinomaofstomach.Hisdiagnosiswasearlydepressed typegastric cancer.A repeat

targetedbiopsyalsorevealedasimilarresult.Electivesubtotalgastrectomywasdonelateraftercomplete

cancerstaging.



Discussion: 
 Narrowband imaging (NBI)withmagnificationpossesses the role todetectsmallgastric lesions

and isuseful for targetedbiopsy.Depressed-typeearlygastriccancer isdifficult todetectdue tosubtle

changes incolor andshape.NBIcanenhance thevisualizationof suchsmall and ill defined lesions. In

additionitcanidentifythedemarcationlineofdepressedlesions1.Theabnormalpitpatternfrommagnifying
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NBIincludingirregulararrangementandsizetogetherwithdestructivepatternstronglycorrelateswiththe

presenceofgastriccancer2,3.Howeverfurtherstudiesareneededtoshowthebenefitofaroutineuseof

NBIintheclinicalpracticeespeciallyinthecountrieswithlowincidenceofgastriccancer.



References 
1. OsawaH,YoshizawaM,YamamotoH,etal.Optimalbandimagingsystemcanfacilitatedetection

ofchangesindepressed-typeearlygastriccancer.GastrointestEndosc2008;67:226-34.

2. TanakaK,ToyodaH,KadowakiS,etal.Surfacepatternclassificationbyenhanced-magnification

endoscopyforidentifyingearlygastriccancers.GastrointestEndosc2008;67:430-7.

3. TanakaK,ToyodaH,KadowakiS,etal.Featuresofearlygastriccancerandgastricadenomaby

enhanced-magnificationendoscopy.JGastroenterol2006;41:332-8.
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Case 17




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A69-year-oldmanpresentedwithcongestiveheartfailureandmarkedanemia.Hedeniedahistory

ofmelena.Hehadpastmedicalhistoryofspontaneousand recurrentepistaxissincechildhood.Physical

examination revealed diffuse small telangiectasia at both palms and soles (Figures A, B). An

esophagogastroduodenoscopywasperformedandshoweddiffusesmalltelangiectasiainthegastricantrum

(FiguresC,D)andduodenum(FigureE).CToftheupperabdomenshowedananeurysmofrighthepatic

vein(FigureF).

Figure A Figure B Figure C 

Figure D Figure E Figure F 

Diagnosis:  
 Hereditary hemorrhagic telangiectasia (Osler-Weber Rendu syndrome)  
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Discussion: 
 This patientwas diagnosed as hereditary hemorrhagic telangiectasia (Osler-Weber Rendu

syndrome)accordingtoCuracaodiagnosticcriteria1.Clinicalmanifestationsofthissyndromeareepistaxis,

gastrointestinal bleeding, iron deficiency anemia,mucocutaneous telangiectasia and arteriovenous

malformationofinternalorgansuchaspulmonary,hepaticandcerebralcirculation.HHTisinheritedasan

autosomaldominantwiththetwomajorgenesmutationonchromosome9and122,3.

 Gastrointestinalbleedingoftenhasanonsetinthe5thto6thdecadeoflifeandoftenpresentsas

irondeficiencyanemiawhichismorecommonthanacutegastrointestinalbleeding.Abnormaltelangiectasia

canoccurredthroughoutGItractbutstomachandduodenumarethemostcommonsites.Mostofpatients

canhaveaconservativemanagementbyironsupplementandbloodtransfusion.Whileothermodalitiesare

estrogen-progesteronehormone4,anti-fibrinolyticdrug5andendoscopicablasion.



References 
1. ShovlinCL,GuttmacherAE,Buscarini E, et al.Diagnostic criteria for hereditary hemorrhagic

telangiectasia(Rendu-Osler-Webersyndrome).AmJMedGenet2000;91:66.

2. McAllister,KA,Grogg,KM,Johnson,DW,etal.Endoglin,aTGF-betabindingproteinofendothelial

cells,isthegeneforhereditaryhemorrhagictelangiectasiatype1.NatGenet1994;8:345.

3. Johnson,DW,Berg,JN,Baldwin,MA,etal.Mutationsintheactivinreceptor-likekinase1genein

hereditaryhaemorrhagictelangiectasiatype2.NatGenet1996;13:189.

4. VanCutsemE, Rutgeerts P, VantrappenG. Treatment of bleeding gastrointestinal vascular

malformationswithoestrogen-progesterone.Lancet1990;335:953.

5. SabaHI,MorelliGA,LogronoLA.Treatmentofbleeding inhereditaryhemorrhagic telangiectasia

withaminocaproicacid.NEnglJMed1994;330:1789.
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Case 18




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A61-year-oldmanpresentedtothehospitalwithsevereacuteepigastricpainfor15hoursfollowed

by freshbloodhematemesis.Hedenied anyunderlyingdisease.Onarrival, thepatienthadhighblood

pressure, tachypneaand tachycardia.Physicalexaminationshowedmildpallor.Bowelsoundwasabsent

withmildabdominaldistentionandnoperitonealsign.Nasogastriclavagerevealedfreshblood.HischestX-

raydemonstratedawidemediastinum(Figure1)andaplainfilmoftheabdomenshowedsmallbowelileus.

HewassentforanemergentEGD.Thefindingsareshownasfigures2A,B,C.Gastroduodenalinfarction

wassuspectedandhewastransferredforanemergentCTofthewholeabdomenincludingangiography.

Acute aortic dissection (Stanford type B) with hepatic and intestinal infarction was 

diagnosed(Figure3A-B).Afterpatienthadbeenstabilized,anexplorelaparotomywasdone.Gangrene

ofgallbladder,spleen,descendingandsigmoidcolonweredetected.Cholecystectomy,splenectomyandleft

halfcolectomywereperformed.Withinthesameday,fenestrationofinfrarenalabdominalaortatoprovide

blood flow to thegutwas also successfully done.After surgery, thepatient didwellwithout further

abdominalpainandnobleedingrecurred. 

Figure 1 : A.ChestX-rayshowingwideningofthemediastinum.
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Figures 2 : A.Demonstratingnormalesophagus,B. & C.showingdiffusemucosalinfarctioncontaining

necroticsloughofstomachandduodenum.



A. B. C. 

Figure 3 : A.AnabdominalCTscanshowedaortic

dissectionextendingfromdescendingthoracicaorta

toentire intra-abdominal aorta, occlusionof celiac

axisisnoted.

 B. Showinghepatic infarction (red arrows

indicatingafalselumen).



Discussion: 
 This patient presentedwith acute upper

gastrointestinal bleeding from gastroduodenal

ischemiawassufferedfromacuteaorticdissection.

Ingeneral, patientswithuncomplicateddissecting

aortic aneurysm type B are best treated with

conservative therapy1.However, thispatienthada

complicatedcourseofacuteaorticdissectiontypeB

with disruption of blood flow to allmajor intra-

abdominal aortic branches. Then emergent aortic

fenestration in acute abdominal dissectionwas

indicatedtoeffectivelyrelieveorganfromgangrene.

However,thisprocedurestillcarriesahighmortality

rate2. In contrast, endovascular stent-grafting is a

less invasivealternativeandhasa lowermorbidity
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rateespecially insubacuteandchronicdissection3.However, theoutcome isnotasgoodassurgery for

acutedissection4,5.
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3. NienaberCA,FattoriR,LundG,etal.Nonsurgical reconstructionof thoracicaorticdissectionby
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Case 19




Sunthorn Treesaranuwattana, MD. 

Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 67-year-oldmanunderwentBilrothIIgastrectomyfromduodenalperforationtwenty-fiveyearsago.

Heexperiencedasevereupperabdominalpainwhichrelievedwithvomitingofundigestedfoodforseven

days.Anesophagogastroduodenoscopywasdoneandshownasfigure.

 EGDshowed theupperpartof largebezoars seen justdistal toesophago-gastric junctionand

occupyingtheentirestomach.Hisdiagnosiswasgastricbezoars.Disruptionofbezoarsbytipcatheterand

mechanical lithotripter (shownas figuresbelow)weredone.Water irrigation and snare capturewere

performedtofacilitatetheremovalprocess.



Discussion: 
 Gastric bezoars characterize by the accumulation of foreign ingestedmaterial in the formof

masses or concretions and are classified by their composition into threemajor types including

phytobezoars,trichobezoarsandphamacobezoars.Themostcommonformisphytobezoarswhichcompose

ofvegetable.Thisusuallyoccursinpatientswithgastricdysfunctionsuchasdelayedgastricemptyingtime.
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The commonmanifestations include abdominal pain,

vomiting, early satiety, anorexia andweight loss. The

currentgoldstandard isuppergastrointestinal endoscopy.

In case of phytobezoars,mechanical fragmentation and

chemical dissolut ion with enzyme therapy can be

performed.Someagentsincludingcellulose,acetylcystiene,

coca-cola1,2andpapain3havebeenreportedtobeuseful.



References  
1. LadasSD,TriantafyllouK, TzathasC, TassiosP,

RokkasT,RaptisSA.Gastricphytobezoarsmaybe

treated by nasogastric Coca-Cola lavage. Eur J

GastroenterolHepatol2002;14:801-3.

2. LinCS,TungCF,PengYC,ChowWK,ChangCS,

HuWH.Successful treatmentwithacombination

of endoscopic injection and irrigationwith coca

cola for gastric bezoar-induced gastric outlet

obstruction.JChinMedAssoc2008;71:49-52.

3. Walker-Renard P. Update on the medicinal

managementofphytobezoars.AmJGastroenterol

1993;88:1663-6.
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Case 20




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A45-year-oldwomanpresentedwithchronicdyspepsiafor6months.Shehadnoalarmfeatures.

Shehadnounderlyingdisease.AnEGDwithFujinon intelligent colorenhancement (FICE)systemwas

doneandshownasfigures.

Figure A Figure B 

Figure C 



 Her diagnosiswasnodular gastritis 

from Hel icobacte r py lo r i infect ion. The

nodularity of gastricmucosawas seen under

white lightendoscopy.Afterswitching themode

toFICEsystemnodularityofmucosawithregular

pit patternwas described. Her result of rapid

ureasetestwaspositive.
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Discussion: 
 Nodular gastritis (NG) is a form of chronic gastritiswithmoderate inflammation. There are

significanteosinophilicinfiltrationsinsuperficiallaminapropriaandlymphoidhyperplasiaofgastricmucosa.It

isassociatedwiththepresenceofHelicobacter pylori infection1,2.Thisfindingismorefrequent inchildren

thaninadultsandusuallyregressesafterH. pylorieradication.Recentreportinadultsalsorepresentsthat

nodular gastritis regresses significantly after H. pylori therapywith a proton pump inhibitor and two

antibiotics3.



References 
1. MaghidmanS,CokJ,BussalleuA.Histopatholigal findings innodulargastritis.Experienceat the

CayetanoHerediaNationalHospital.RevGastroenterolPeru2001;21:261-70.

2. Rudelli A, Vialette G, Brazier F, Seurat PL, Capron D, Dupas JL. Helicobacter pylori and

gastroduodenallesionsin547symptomaticyoungadults.GastrointerolClinBiol1996;20:376-3.

3. ManishaDwivedi,SriPrakashMisraandVatsalaMisra.Nodulargastritisinadults:Clinicalfeatures,

endoscopicappearance,histopathologicalfeatures,andresponsetotherapy.JofGastroenteroland

Hepatol2008;23:943-7.
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Case 21




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 


 A67-year-oldwoman, presentedwith passing black stool for 4 days prior to admission.Her

underlyingdiseasewas transitional cell carcinomaof thekidney.Sheunderwent rightnephrectomyand

chemoradio-adjuvant therapy lately.She lookedmarkedlypalewithout jaundice.Rectalexaminationwas

doneandfoundmelena.NGlavagefoundcoffeeground.Hematocritdroppedfrom33%to17%within1

week.Patientreceived4unitofpackedredcelltransfusion.EGDwasdoneasshown.



Endoscopic findings:  
 Diffusevascularectasiaalonggastricfoldandupperpartofduodenumwithcontactbleeding.

 Shewasdiagnosedasvascular ectasia (watermelon stomach).Anargonplasmacoagulation

(APC)wasappliedfortherapy.



Discussion: 
 GastricAntral Vascular Ectasia (GAVE) accounts as 4%of non-variceal upperGI bleeding. It

sometimes is associatedwith cirrhosis, connective tissuedisorders, bonemarrow transplantation, and

chronic renal failure.Clinicalpresentationsarevaries fromchronic iron-deficiencyanemia toheavyacute

gastrointestinalbleeding.Thefirst-linetreatmentsarelaserorargonplasmacoagulationandtreatmentfor
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theunderlyingdisease.Other treatmentsareestrogenand/orprogesterone, tranexamicacid, thalidomide

andsurgicalantrectomyinunresponsivecases.1

 Vascularectasiaofthewholeintestineasacauseofrecurrentgastrointestinalbleedingafterhigh-

dose chemotherapyhasbeen reported in a17year-old patientwhowasdiagnosedwithearly relapse

Hodgkin’s disease and treatedwith salvage chemotherapy followed by high-dose chemotherapy and

autologousstemcell transplantation.Hepresentedwithgastrointestinalbleeding5months later.Vascular

ectasiswasdiagnosedbyendoscopywithhistologicalconfirmationofthegastricantrum,duodenum,ileum,

andentirecolon.2



References 
1. SelingerCP,AngYS.AnUpdateonClinicalPresentation,PathophysiologyandTreatment.Digestion

2008;77:131-7.

2. SchmidmaierR,BittmannI,G tzbergerM,StrakaC,MeinhardtG,EiglerA.Vascularectasiaofthe

whole intestineasacauseof recurrentgastrointestinal bleedingafterhigh-dosechemotherapy:

Endoscopy2006;38:940-2.
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Case 22




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 


 A38-year-oldfemalewithoutpreviousmedicalhistorycametohospitalbecauseofdyspepsiaand

weight loss in4months.Herexaminationshowedmildanemia,no jaundice,otherswereunremarkable.

EGDwasdoneasshown.



Endoscopic findings:  
 Diffuse erythrematous gastr ic mucosa

withoutnormalrugaepattern.Thereweresomelarge

mosaiccrackscontainingheme in thegastricbody.

Gastricbiopsy revealedmoderatechronicandacute

erosive gastritiswith atypical lymphoproliferative

infiltration. No H.pylor i was seen. An immuno-

histochemicalstainshowednegativeantibodystudy

forbothCD20andCD3(C-Kappa:C-Lambdaratio

was5:1).



Diagnosis:  
 GastricMALTomawithoutHelicobacterpylori

infection.



Discussion: 
 Gastric MALT lymphoma, an extranodal

marginal zone B cell lymphoma has an indolent

behavior. I t represents about 40% of gastr ic
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lymphomas.Themedianageatdiagnosis isapproximately60years,withawideagerange.Themale-to-

femaleratioisequal.Etiologyandpathogenesisareassociatedwith1H. pyloriinfection(90%ofcases)and

eradicationofinfectionleadstoregressionofthelymphomainmostofearlycases2.Therewasanevidence

forantigen-drivenBcellproliferation(H. pyloriantigensnon-H.pyloriantigens)3.Geneticstudies,foundthat

t(11;18) (q21;q21) translocation ismore frequent in cases regional lymph nodes spreading and also

associatedwithcases thatdonot respond toH. pylorieradication,evenwhendisease is localized.The

mostcommonpresentationsareepigastricorabdominalpain(53%),anddyspepsia(32%).Nausea,gastric

bleedingandBsymptoms(fever,nightsweats,weightloss)areunusual.SerumlevelsofLDHand 2-micro

globulinareusuallynormal.Low-gradegastricMALTlymphomasaremostcommonlylocatedintheantrum

(41%)butmaybemultifocalin33%ofthecases.Lesionsmayappearasulcersin47%,erosionsin23%,

or erythema in30%.GastricMALT lymphomacells usually expresspan-B antigens (CD19,CD20, and

CD79a).StagingandriskassessmentshouldbeevaluatedwithEGDplusmultiplebiopsies,completeblood

counts, LDH, 2-microglobulin, bonemarrow aspirate and biopsy andCTof the chest, abdomen and

pelvis. For localizedMALTomawith positive forHelicobacter infection, treatment can be onlywith

antibiotics. InH.pylori-negativecasesor failedantibiotic therapy,choicesfor treatmentare irradiationand

systemic chemotherapies (systemic chemotherapy and/or immunotherapywith anti-CD20monoclonal

antibodies)dependonstageofthedisease.However,surgeryisnotrecommended.Evaluationandfollow-

upaftertreatmentsareEGDwithmultiplebiopsiestaken2-3monthsafterH. pylori eradicationandatleast

twiceayearfor2yearstomonitorhistologicregressionofthelymphoma,thenendoscopicandsystemic

follow-up(bloodcountsandadequateradiologicalorultrasoundexaminations)canbedoneonceayear.1,2



References 
1. Zucca E, Dreyl ing M. Gastric marginal zone lymphoma of MALT type: ESMO Clinical

Recommendationsfordiagnosis,treatmentandfollow-up.AnnalsofOncology2008;19:70-1.

2. MorgnerA,SchmelzR, ThiedeC,StolteM,MiehlkeS. Therapyof gastricmucosa associated

lymphoidtissuelymphoma.WorldJGastroenterol2007;13:3554-66.
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Case 23




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 


 An91-year-oldmalecomplainedwithanorexiaandweight loss8kgswithin8month,and later

developedRUQabdominalpainwith jaundice.Recentlyhepassedmelenaandhishematocritdecreased

from31%to27%.AnEGDwasdoneasshown.

Endoscopic findings:  
 SevererefluxesophagitisLAclassD(FigureA).Intheduodenalblub,thelumenwascompromised

byan invading tumorwithcontactbleeding (FigureB).This tumor laterwasconfirmedasagallbladder

carcinoma.

 

Diagnosis:  
 Gallbladder cancer invading duodenal bulb with severe reflux esophagitis. 

Figure A Figure B 
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Discussion: 
 Malignanttumorsofthegallbladderfound1-2%ofresectedgallbladderand0.5%ofautopsies.Itis

the6thmostcommoncancerofGItractandisfoundin3%to4%ofallGItumors.Morethan80%of

patientswithgallbladdercarcinomahavegallstonesbutgallbladdercarcinomadevelopsinlessthan0.5%of

patientswithgallstones1.Theriskfactorsforgallbladdercarcinomaaregallstonessizemorethan3cm.(10-

foldhigherriskofcancerthansmallerstones),calcifiedgallbladder,alongcommonchannelformedbythe

unionofthepancreaticandcommonbileducts,chronictyphoidcarrierstate,chroniccholecystitis,age>50

yr,femalesex,gallbladderpolyps(>1cm.),smoking,familyhistory,andethnicity(MexicanAmericansand

NativeAmericans)2.Symptomsandsigns include rightupperquadrant pain (>80%), nausea, fatty food

intolerance, anorexia,weight loss, fever, and chills. In advancedisease, patientmayhave continuous

abdominalpain,obstructionofbileductwithjaundice(>30%),apalpablemass,hepatomegalyandascites.

Laboratory findingsareoftenunremarkableuntilobstructive jaundicedeveloped. Inaddition, there isno

reliabletumormarkerforearlydetectionofthisdisease3.Preoperativediagnosisofgallbladdercarcinomais

difficultbecause it isnonspecific inpresentation.ThesensitivityandspecificityofCTabdomenarenear

90%.CToftheabdomentypicallyshowsintenseirregularenhancementoccurattheperipheryofprimary

lesion.The locationsfor local tumor invasioncanbethefirstpartofduodenumorhepatic flexureof the

colon4.



References 
1. BartlettDL.Gallbladdercancer.SeminarsinSurgicalOncology2000;19:145-55.

2. Li vreA.44thCongressoftheASCO(AmericanSocietyofClinicalOncology).JChir (Paris)2008;

145:504-8.

3. JOnoT,KomatsuM,HoshinoT, IshiiT,FujiiT,OshimaS,etal.Alpha-fetoprotein,carcinoem-

bryonic antigen, and carbohydrate antigen 19-9-producing gallbladder cancer. JGastroenterol

1996;31:742-6.

4. Saito A, Noguchi Y, Doi C,Mukai K, Fukuzawa K, Yoshikawa T, et al. A case of primary

adenosquamous/squamous cel l carcinoma of gal lbladder directly invaded duodenum.

Hepatogastroenterology1999;46:204-7.
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Case 24




Apichart Suramethakul, MD. 

Rungsun Rerknimitr, MD. 


 A50-year-oldfemale,withahistoryofhypertensionanddyspepsiaunderwentagastroscopy.



 Gastroscopy revealed adiscrete, flat, small

dark brown spots (a pepper sprinkled appearance)

withintheduodenalmucosa.



Diagnosis:  
 Pseudomelanosis duodeni 



Discussion: 
 Duodenal pseudomelanosis is a very rare

and reversible condition. Thispigment corresponds

principallytotheaccumulationofferroussulfideand

calcium inside the lysosomes of macrophages,

located in the laminapropria1.Thisconditionoccurs

predominantly in elderly female patients and is

strongly l inked to chronic i l lnesses, including

systemichypertension, chronic renal failure, upper

gastrointestinal bleeding and diabetesmellitus2,3.

Moreover, it is related to the use of common

medications, including hydralazine, propranolol,

thiazide diuretics, furosemide and ferrous sulfate.
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From an etiological point of view, it is suggested that in cases of pseudomelanosis duodeni, iron

metabolismmaybe impairedand ironmaypoolwithin themacrophages.However, thisetiologyand its

detailedclinicalsignificanceremainobscure.



References 
1. Treeprasertsuk S, Thong-NgamD, Suwangool P, Kullavanijaya P. Pseudomelanosis duodeni:

associationwithhypertensionandchronicrenalfailure:casereport.JMedAssocThai2000;83:964-

8.

2. GiustoD, JakateS.Pseudomelanosis duodeni: associatedwithmultiple clinical conditions and

unpredictableironstainability-acaseseries.Endoscopy2008;40:165-7.

3. WestB.Pseudomelanosisduodeni.JClinGastroenterol1988;10127-9.
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Case 25




Apichart Suramethakul, MD. 

Rungsun Rerknimitr, MD. 


 A 14-year-oldmale patient with a history of chronic diarrhea for 6months underwent a

gastroduodenoscopy.

 Gastrodudenoscopyrevealedthe“mosaic”appearanceandlossofduodenalfoldsorscallopingfold

whichissignificantlyassociatedwithduodenalvillousatrophy.Thisiscompatiblewithceliac sprue. 



Discussion: 
 Celiacsprueisadisorderoftheimmunesystemwherebythenormalliningofthesmallbowelis

damagedbyanallergictypeofreactionfromaproteininwheat,barleyandryecalledgluten.Thenormal

frond-like tiny tubularprojectionswithin the jejunum,calledvilli, arebadlydamaged.With the resultof

glutenimmunereaction,nutrientsarenolongerabsorbedproperly,thusmalnutritionoccurs.Comparingto

the previous normal liningwith its numerous pinpoint projections of light, this lining is smooth and

reddened or inflamed1,2. This is a very abnormal appearance. The associated diseases are dermatitis

herpetiformis,DM,selectiveIgAdeficiencyandDownsyndrome3.
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Case 26




Phonthep Angsuwatcharakon, MD. 

Rungsun Rerknimitr, MD. 


 A52-year-oldwomanwithsystemicmucormycosisandsepticshockhaddevelopedduodenalulcer

perforationandbeen treatedwithasimpleclosure.Eightdaysafterasimpleclosure,shedevelopedan

activeuppergastrointestinalbleeding.

 EGD was done and showed as figure A-D 

Figure A Figure B 

Figure C Figure D 
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Endoscopic showed:  
 Figure A-B:A2cm-longduodenalulcerwithperforation.

 Figure C-D:Retroperitonalorgansvisiblyseenthroughtheperforation.



Diagnosis:  
 Perforated duodenal ulcer. 

 

Discussion: 
 EGD is an importantprocedure for post-gastrointestinal surgerypatientswhen theydeveloped

bleeding1.An immediateEGDaftergastrointestinal surgery isconcerned forsuturebreakdown,bleeding,

leakage, perforation, or abscess caused by endoscopic intubation, torque or insufflations1. Risk of

postoperativeEGDperforationdependsupongeneralmedicalstatus,typeofsurgeryandsurgicalrepairsite.

EGDshouldbeavoidduringthefirst2-4dayspostoperativelybecauseof thesuturedsite isweakest. In

addition,EGDshouldbepostponeduntil 1weekafter surgery topermitpostoperativepainandwound

edematobesubsided. Ithasbeenshownthatendoscopicbenefitsmayexceed the riskswhenEGD is

performedmorethan7daysaftersurgery1.



Reference 
1. CappellMS,HuhC.Astudyof thesafetyandclinicalefficacyofesophagogastroduodenoscopy

afteresophageal,gastric,orduodenalsurgeryin60patients.AmJGastroenterol1995;90:1268-72.
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Case 27




Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A79-year-old female,underlyingstrokepresentedwithmelena.Anesophagogastroduodenoscopy

(EGD)wasperformedandfindingsareshownsfigures.



 Ayellowishsubmucosalmassatthesecond

partofduodenumadjacent to theampullaofVater.

Duodenal lipomawasdiagnosed.



Discussion: 
 Lipomaisabenigntumorconsistsofmature

fat tissuesurroundedby fibrouscapsule1.GI lipoma

canbe found throughout theGI tract,but themost

common site is colon2. It is usually solitary, but

multiplelesionswerealsoreported1.Duodenallipoma

isconsiderablyrarewhencomparetogastriclipoma1.

Itisoftenasymptomaticandfoundincidentallyduring

endoscopicexamination.However,asizeofgreater

than4cm.cancauseGIbleeding, abdominalpain,

intussusceptionandpressureulceration1.Endoscopic

findingoflipomaisawelldefinedelevatedyellowish

submucosalmasscoveredwithnormalmucosaand

infrequently has ulceration on top1,2. Unnecessary

surgery or endoscopy can be withheld by the

findingsofCTscan.Awell-circumscribedmasswith

uniformfatattenuationissuggestivethediagnosisof
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lipoma1.Treatmentof choice in symptomatic case is surgical removal, but in small lipoma,endoscopic

snaringorenucleationcanalsobeperformed3.



References 
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tract.WorldJGastroenterol2007;13:3316-22.
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Case 28




Surachai Amornsawadwattana, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A54-year-oldwomanpresentedwithdyspepsia.Theinitialphysicalexaminationwasunremarkable.

ThenEGDwasperformed.



 Endoscopic finding disclosed a

0.3-cm., yellowish, granular mucosal

lesionwas seen at the prepyloric area

(white arrow). Biopsy was taken and

histologic examination was done. It

revealed numerous foamy histiocytes

infiltratewithinlaminapropriawithoutthe

presence of inflammatory cells. The

diagnosiswasgastric xanthelasma. 





Discussion: 
 Gastric xanthelasma,alsoknown

asgastricxanthomaorgastriclipidisland,

is anuncommonbenigncondition in the

stomach1,2,3. Itwas first reportedbyOrth

in 1887 as l ip id laden macrophage

de t ec t ed i n g a s t r i c mucosa 2. The

incidences fromendoscopicstudiesvary
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from0.018 to0.8%,on thecontrary toa

higherpercentage,58% fromanautopsy

case series2. They usually locate in the

antrumandpyloric region1,3,butbodyand

fundus are also seen1. The xanthelasmas

are rarely foundoutside thestomach,but

the lesions inesophagus, duodenumand

colonwere also reported1,3. Pathogenesis

is unknown, but the most accepted

hypothesis is the healing process after

mucosal damagewhich brings about the

accumulat ion of fat or cholesterol1,2.

Endoscopic appearances of xanthelasma

are yellow to white, well-demarcated

plaqueornodulewithsizevarying from1

to 10 mm1,2. Multiple lesions are also

observed1-4. Histopathology of gastric

xanthelasma is the numerous foamy

macrophagesexclusivelyinfiltrateinlamina

proprialayer1.Majordifferentialdiagnosisis

signet ring carcinomawhich stains
positive for cytokeratin andmucicarmine.Gastric xanthelasma stains negative for cytokeratin and

mucicarmine, but positive for Sudan black, oli redO andCD681.Other differential diagnoses are

whipple disease and Mycobacterium avium-intracellulareinfection1.



References 
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Case 29




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 


 AThaimale70year-oldmanpresentedwithhematemesis for1day.NG lavagewasdoneand

shownalotofbloodycontent.AnEGDwasdoneasshown

 EGDfindings:diffusesubmucosalmasswithulcerationandontopexudatevariesinsize1-3cm,

contactbleedingofthewholestomachespeciallyantrumwasobserved.



Pathological report:  
	 Diffuse large B-cell lymphoma (mixed positive and negative CD 20). 



Discussion:  
 PrimarydiffuselargeB-celllymphomaofthestomach(PGDLCL)showsanincidenceof1/100,000

inWesterncountries.Majorityof thecasesareaggressive lymphoma.No risk factorshavebeenclearly

identified in PGDLCL.However, there are someevidences that atrophic gastritis, immunodeficiency
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condition(especiallysolid-organtransplanttreatedwithcyclosporine)maypredisposepatientsforPGDLCL.

The roleofH. pylori infection iscontroversial.PGDLCLoccursmore frequently inmalewithmedianage

rangeof50-60years.Majorityofpatientsreportepigastricpain(70%),dyspepsia(30%),weightloss(40%),

epigastriummass (uncommon),bleedingandperforation (rare).Theefficacyofendoscopicbiopsy isvery

high,withdiagnosticaccuracyof70-90%.TreatmentofchoiceforPGDLCLirrespectiveofanatomicsiteof

thelesionisrituximabplusantracycline-basedcombinationchemotherapy.1,2Complicationsofchemotherapy

includegastricoutletobstruction,bleedingandgastricperforationare rare. Inone report3, thereweresix

patientsdevelopedgastricbleedingbeforeandduringchemotherapy treatment, all patientwere treated

conservativelywithblood transfusions.Twopatientsdidnot response to theconservative therapy,one

underwentangiographywithembolization,and theotherunderwentasubtotalgastrectomy.The roleof

consolidation radiotherapy isdebatable. Theadditionof radiotherapywasassociatedwith a lower local

relapse rate comparedwith chemotherapy alone.Surgicalmanagement is controversial. In addition to

chemotherapy,H.pylorishouldalwaysbeeradicated in localizedorextensivePG-DLBCLwithconcomitant

lowgradeMALTcomponent.
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