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Endoscopic submucosal dissection in the West: difficult
but not impossible
Stefanos P. Bassioukas, Dimitrios Xinopoulos
Saint Savvas Oncological Hospital of Athens, Athens, Greece
The detection rate of early gastric cancer (EGC) in the West
constitutes 10% of endoscopically diagnosed gastric carcinoma
cases. In contrast, Japanese endoscopists recognize 50% of
gastric cancer at an early stage [1]. In these cases, endoscopic
submucosal dissection (ESD) technique is considered as the
first option for accurate histopathological assessment and
alternative therapy to surgery if certain criteria are fulfilled
[2]. However, in the West the technically demanding nature
of ESD and the relatively low frequency of diagnosed EGC
have limited the use of this technique in a few tertiary centers.
In our hospital, a 64-year-old man was referred with a
diagnosis of a 0-IIa 4.5 cm intramucosal cancer at the posterior
wall of the lower part of the gastric body (Fig. 1A). CT-scan
and EUS staging revealed no lymph node involvement. Unfortunately, the patient presented a heart attack episode a few
days later. He successfully underwent urgent placement of 5
drug-eluting coronary stents with concomitant clopidogrel
and aspirin anticoagulant medication. Six months later, he
discontinued clopidogrel and underwent ESD of the lesion, as
an expanded criteria case, under aspirin use [3]. The procedure
was deemed as technically demanding due to the impossibility of an endoscopic retroflexed approach and the size of the
lesion. In addition, diffuse fibrosis of the submucosal layer
hampered the ease of dissection. IT-2 Knife and Hook-Knife
(Olympus, Tokyo, Japan) were mainly used (Fig. 1B). Procedural time exceeded 6 h. The histology of the en bloc dissected
specimen revealed a well differentiated intramucosal-type
cancer with negative vertical and horizontal margins with
no lymphovascular infiltration (Fig. 1C).
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Figure 1 (A) Marking of the lesion after Indigo Carmine chromo
endoscopy. (B) Dissection of the submucosal layer with the aid of IT-2
knife. (C) The dissected specimen, orange needles indicate the oral side
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