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BHNHEE B L O S NHLEERAE (endoscopic
ultrasonography : A, EUS & B&:EE) AR T /1
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L, EUSTIZE3BETHEESRLATE Y SM
massive DEEDEEH L (Fig. 1a,b).
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Fig. 1 a: Gastroscopy showed low elevated lesion with redness at anterior wall of lower

body of stomach. b : In EUS, low absorption level continued to the 3/ layer and it was diag-

nosed as SM massive invasion.

Fig. 2 Gastric wall perforation (arrow) was detected during procedure (a), b : and endo-

scopically treated with endoclips (b).
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CT : B2 FIZ 2cm KOER 25D & L7z (Fig.
5).
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Fig. 3 Macroscopic findings of resected specimen. Dissected line (arrow) was left around
typel tumor in about 1/2 circumference. Solid lines and wavy lines indicate depth of
cencer cell.

Fig. 4 Loupe image of an resected specimen. Type
1 tumor remained whole, and cancer cell existed in
muscularis propria layer (arrow), where submuco-
sal dissection reached (). Muscularis propria
layer lacerated at the part of perforation (arrow
head).
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Fig. 5 CT pointed out enhanced irregular mass of
abdominal wall in the left of navel (arrow).

O NES A LTz (Fig. 7).
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Fig. 6 a: Transverse mesocolon was shortened by tumor strongly where small intestine
and mesentery were rolled up. b : Small white nodules (arrow) were recognized in spots

by the surface of small intestine and mesentery, and it was diagnosed as peritoneal

dissemination.

Fig. 7 Macroscopic findings of resected specimen
which is a part of abdominal wall and greater
omentum. Along surgical suture (arrow head), the
tumor continued from greater omentum (arrow)
to subcutaneous tissue.
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Table 1 Guideline & expanded Indication of ESD

Guideline : differentiated M cancer without ulcer findings
=2Z2cm

Expanded indication: (@ differentiated M cancer without ul-
cer findings > 2 cm, @ differentiated M cancer with ul-
cer findings < 3 cm, 3 differentiated SM cancer (= 500
um) without ulcer findings < 3 cm, @ undifferentiated
M cancer without ulcer findings = 2 cm, (- @ must sat-
isfy no lymphatic venous invasion
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A Case of Stage IB Gastric Cancer caused Peritoneal Dissemination in 1 Year after
Perforation during Endoscopic Submucosal Dissection

Akihiko Morita, Kazuhisa Yabushita, Jun Kimura,
Katsunobu Oyama, Itsuro Terada, Seiichi Yamamoto,
Masahide Kaji, Kiichi Maeda and Koji Konishi
Department of Surgery, Toyama Prefectural Central Hospital

Though gastric wall perforation can happen as a complication of endoscopic submucosal dissection (ESD), but
no report exists, to our knowledge, of peritoneal dissemination caused by perforation during ESD. We report a
case of stage IB gastric cancer causing peritoneal dissemination 1 year after perforation during ESD. An 80-
year-old man with an abnormality found in a medical examination and diagnosed with gastric cancer was
found in endoscopic ultrasonography to have massive tumor invasion to submucosal layer of stomach. ESD
was conducted and gastric wall perforation was detected and endoscopically treated with endoclips, followed
1 month later by curative gastrectomy. One year after surgery, he noticed hard spot of abdominal wall diag-
nosed by computed tomography and biopsy as metastatic tumor. The tumor extended into the abdominal cav-
ity, which contained nodules of all sizes. The diagnosis was peritoneal dissemination of gastric cancer. Six
months later, he died of peritonitis carcinomatosis.
Key words : endoscopic submucosal dissection, peritoneal dissemination, perforation
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