
World Journal of 
Gastrointestinal Endoscopy
World J Gastrointest Endosc  2011 January 16; 3(1): 1-22

ISSN 1948-5190 (online)

www.wjgnet.com



PRESIDENT AND EDITOR-IN-
CHIEF
Lian-Sheng Ma, Beijing

STRATEGY ASSOCIATE 
EDITORS-IN-CHIEF
Kazuya Akahoshi, Iizuka
William Robert Brugge, Massachusetts
Qiang Cai, Georgia
Juan J Vila Costas, Pamplona
Atsushi Irisawa, Fukushima
Andreas Sieg, Heidelberg
Gaetana Ilaria Tarantino, Palermo
Tony CK Tham, Northern Ireland
Konstantinos Triantafyllou, Haidari

GUEST EDITORIAL BOARD 
MEMBERS
Zhong-Ming Bai, Taipei 
Wai-Keung Chow, Taichung
Wei-Hung Chan, Taipei
Yang-Yuan Chen, Changhua
Yen-Chang Chu, Taichung
Hwai-Jeng Lin, Changhua 
Mei-Yung Tsou, Taipei 
Bor-Shyang Sheu, Tainan
Ming-Yao Su, Taoyuan 
Deng-Chyang Wu, Kaohsiung
Hsiu-Po Wang, Taipei
Ming-Shiang Wu, Taipei  
Sheng-Lei Yan, Tainan

MEMBERS OF THE EDITORIAL 
BOARD

 Australia

Hong-Chun Bao, Victoria 

Michael J Bourke, Sydney
Ian C Lawrance, Western Australia
Rupert W Leong, Concord
Liang Qiao, Westmead
Michael Swan, Victoria
Rajvinder Singh, South Australia

 Austria

Christine Kapral, Linz

 Belgium

Giovanni Dapri, Brussels
Pierre Henri Deprez, Brussels
Christophe Moreno, Brussel
Tom G Moreels, Antwerp
Werner Van Steenbergen, Leuven
Daniel Urbain, Brussels

 Brazil

Everson LA Artifon, São Paulo
Fátima Figueiredo, Rio de Janeiro
Fauze Maluf-Filho, São Paulo
Fernando Fornari, Passo Fundo
Joaquim PPM Filho, São Paulo
José Luiz Sebba Souza, São Paulo
Claudio R Teixeira, Porto Alegre

 Canada

Majid A Al Madi, Montreal 

F Douglas Bair, Ontario 
André Roy, Québec
Alan A Weiss, Vancouver
Brian Michael Yan, Alberta

 Chile 
Paul Richard Harris, Marcoleta
Italo FB Miranda, Santiago

 China

Annie On On Chan, Hong Kong
Philip WY Chiu, Hong Kong
Jin Gu, Beijing
Simon Law, Hong Kong
Fu-Yu Li, Chengdu
Ka Ho Lok, Hong Kong
Tian-Le Ma, Shanghai
Si-Yu Sun, Shenyang
Anthony YB Teoh, Shatin
Kenneth KY Wong, Hong Kong
Jia-Ju Zheng, Suzhou
Jiang-Fan Zhu, Shanghai

 Croatia

Josip Bago, Zagreb
Nadan Rustemović, Zagreb 

 Cuba 
Damian C Rodriguez, Havana 

The World Journal of Gastrointestinal Endoscopy Editorial Board consists of 400 members, representing a team of 
worldwide experts in gastrointestinal endoscopy. They are from 45 countries, including Australia (7), Austria  (1), 
Belgium (6), Brazil (7), Canada (5), Chile (2), China (26), Croatia (2), Cuba (1), Czech Republic (3), Denmark (1), 
Ecuador (1), Egypt (1), Finland (2), France (10), Germany (27), Greece (11), Hungary (4), India (15), Iran (2), Ireland 
(2), Israel (6), Italy (37), Japan (62), Lebanon (1), Lithuania (1), Malaysia (2), Mexico (1), Netherlands (6), New 
Zealand (1), Norway (2), Pakistan (2), Poland (2), Portugal (5), Romania (2), Singapore (2), South Africa (1), South 
Korea (13), Spain (17), Sweden (3), Thailand (5), Turkey (8), United Arab Emirates (1), United Kingdom (15), and 
United States (69). 

Editorial Board
2009-2013

Ⅰ January 16, 2011WJGE|www.wjgnet.com



 Czech Republic

Marcela Kopacova, Hradec Kralove
Michal Procke, Prague
Miroslav Zavoral, Prague 

 Denmark 
Peter Bytzer, Koege

 Ecuador

Carlos Robles-Medranda, Portoviejo

 Egypt 
Nabil Ali Gad El-Hak, Mansoura

 Finland

Paulina Salminen, Turku
Lars Mikael Victorzon, Vaasa 

 France

Romain Coriat, Paris
Bernard G Dallemagne, Strasbourg
Gerard Jean Gay, Vandoeuvre les Nancy
Lesur Gilles, Boulogne
René Lambert, Lyon
Sylvain Manfredi, Rennes
Barthet Marc, Marseille Cedex
JF Rey, Saint Laurent Du Var Cedex
José Sahel, Marseille
Nathalie Salles, Pessac

 Germany
Marcel Binnebösel, Aachen
P Born, Munich
Stefan von Delius, München
Dirk Domagk, Muenster
Christoph Eisenbach, Heidelberg
Ines Gockel, Mainz 
Arthur Hoffman, Mainz
Georg FBA Kähler, Mannheim
Günter Kampf, Hamburg
Ralf Kiesslich, Mainz
Andreas Kirschniak, Tübingen
Oliver Pech, Wiesbaden
Michael Pietsch, Mainz
Andreas Probst, Augsburg
Andrea Riphaus, Bochum
Raphael Rosch, Aachen
Claus Schäfer, Munich
Hubert J Scheidbach, Magdeburg
Peter Schemmer, Heidelberg
Hans Scherübl, Berlin
Thomas W Spahn, Schwerte
Holger Sudhoff, Bielefeld

Jens Tischendorf, Aachen
Michael Vieth, Bayreuth
Jochen Wedemeyer, Hannover
Uwe Will, Gera

 Greece

Georgios K Anagnostopoulos, Athens
Anna Eleftheriadou, Rethymnon
Dimitris K Iakovidis, Lamia
Dimitrios Kapetanos, Thessaloniki
John A Karagiannis, Athens
Stefanos Karagiannis, Kifissia
Spiros D Ladas, Athens
Konstantinos A Papadakis, Heraklion
George H Sakorafas, Athens
Elias Xirouchakis, Areos

 
                 Hungary

Pal Demeter, Budapest
Lujber László, Pecs
Peter Lakatos, Budapest
István Rácz, Gyor  
 

 India

Ramanathan S Bharathi, Uttar Pradesh
Devendra C Desai, Mumbai
Evan L Fogel, Indianapolis
Uday Chand Ghoshal, Lucknow
Chittor M Habibullah, Andhra Pradesh
Rakesh Kochhar, Chandigarh
Rakesh Kumar, New Delhi
Sri Prakash Misra, Allahabad
Sandeep Nijhawan, Rajasthan
Kaushal Kishor Prasad, Chandigarh
Surinder Singh Rana, Chandigarh
Muthukumaran Rangarajan, Tamil Nadu
D Nageshwar Reddy, Hyderabad
Omar Javed Shah, Kashmir
Virendra Singh, Chandigarh

 Iran 

Tahereh Falsafi, Tehran
Mohammad Rahnavardi, Tehran

                   Ireland

Colm Ó’Moráin, Dublin 
Eamonn M Quigley, Cork

 

                   Israel

Simon Bar-Meir, Ramat Gan
Rami Eliakim, Haifa
Zvi Fireman, Hadea
Irina Hirsh, Haifa 

Tiberiu Hershcovici, Jerusalem
Jesse Lachter, Haifa 

 Italy

Paola De Angelis, Rome
Paolo G Arcidiacono, Milan
Alberto Arezzo, Torino
Gabrio Bassotti, San Sisto
Giampaolo Bresci, Pisa
Carlo Calabrese, Bologna
Salvatore MA Campo, Rome
Federico Carpi, Pisa
Livio Cipolletta, Torre del Greco
Sandro Contini, Parma
Salvatore Cucchiara, Rome
Gabriele Curcio, Palermo
Luigi Familiari, Cavalluccio
Lorenzo Fuccio, Bologna
Giuseppe Galloro, Napoli
Giovanni B Gasbarrini, Rome
Carlo M Girelli, Busto Arsizio
Mauro Manno, Baggiovara di Modena
Hugo Martines, Savona
Gabriele Masselli, Rome
Emanuele Meroni, Milan
Andrea Moglia, Pisa
Raffaele Pezzilli, Bologna
Venerino Poletti , Forlì
Salvatore Pucciarelli, Padova
Franco Radaelli, Como
Marmo Riccardo, Luigi Curto Polla
Maria Elena Riccioni, Rome
Stefania Romano, Naples
Emanuele Rondonotti, Milano
Gianluca Rotondano, Torre del Greco
Vittorio Terruzzi, Como
Cristina Trovato, Milano
Antonio Tucci, Bologna
Maurizio Vecchi, Milan
Maurizio Ventrucci, Bologna

 Japan

Mitsuhiro Asakuma, Osaka
Hiroki Endo, Kanagawa
Shotaro Enomoto, Wakayama
Kuang-I Fu, Kashiwa
Makoto Hashizume, Fukuoka
Toru Hiyama, Higashihiroshima
Akira Hokama, Okinawa
Akira Horiuchi, Komagane
Kinichi Hotta, Nagano
Atsushi Imagawa, Kagawa
Hiroo Imazu, Tokyo
Haruhiro Inoue, Yokohama
Ryu Ishihara, Osaka
Naoki Ishii, Tokyo
Hajime Isomoto, Nagasaki
Takao Itoi, Tokyo
Satoru Kakizaki, Gunma
Hiroshi Kakutani, Tokyo
Terumi Kamisawa, Tokyo
Yoshihide Kanno, Sendai
Mototsugu Kato, Sapporo 
Takashi Kawai, Tokyo

ⅡWJGE|www.wjgnet.com January 16, 2011



ⅢWJGE|www.wjgnet.com January 16, 2011

Hirofumi Kawamoto, Okayama
Hiroto Kita, Saitama
Koga Komatsu, Akita
Hitoshi Kondo, Sapporo
Hiroaki Kubo, Fukuoka
Keiichiro Kume, Kitakyusyu
Iruru Maetani, Tokyo
Hiroto Miwa, Hyogo
Akihiro Mori, Aichi
Akihiro Mori, Aichi
Yoshihiro Moriwaki, Yokohama 
Naoki Muguruma, Tokushima
Shinji Nishiwaki, Gifu
Ichiro Oda, Tokyo
Kazuichi Okazaki, Osaka
Yasuhiro Oono, Chiba 
Taro Osada, Tokyo
Yutaka Saito, Tokyo
Yuzo Sakai, Chiba
Naoto Sakamoto, Tokyo
Nobuyuki Sakurazawa, Tokyo
Yasushi Sano, Hyogo
Tomoyuki Shibata, Toyoake
Takashi Shida, Chiba
Atsushi Sofuni, Tokyo
Kazuki Sumiyama, Tokyo
Nobumi Tagaya, Tochigi
Hirokazu Takahashi, Yokohama
Kyosuke Tanaka, Mie
Shinji Tanaka, Hiroshima
Gen Tohda, Fukui
Tomoyuki Tsujikawa, Shiga
Noriya Uedo, Osaka
Shuji Yamamoto, Kyoto 
Takayuki Yamamoto, Yokkaichi
Hideo Yanai, Yamaguchi
Kenjiro Yasud, Kyoto
Naohisa Yoshida, Kyoto

 Lebanon 
Kassem A Barada, Beirut 

 Lithuania

Laimas Virginijus Jonaitis, Kaunas

 Malaysia

Sanjiv Mahadeva, Kuala Lumpur
Sreenivasan Sasidharan, Pulau Pinang

 Mexico

OT Teramoto-Matsubara, México

 Netherlands

Marco Bruno, Rotterdam
Dirk Joan Gouma, Amsterdam
Iris Lansdorp-Vogelaar, Rotterdam
Chris JJ Mulder, Amsterdam

Vasileios Panteris, Rotterdam
Harald Erwin Vonkeman, Enschede

 New Zealand

Michael PG Schultz, Dunedin

 Norway 
Magdy El-Salhy, Stord
Odd Helge Gilja, Bergen

 Pakistan 
Syed H Ali Shah, Karachi
Lubna Kamani, Karachi

                       Poland

Stanislaw A Hac, Gdansk
Maciej Michalik, Pomorskie

 Portugal 
Miguel T Coimbra, Porto
Marie I Cremers, Setúbal
Mário Dinis-Ribeiro, Porto
Pedro N Figueiredo, Coimbra
Rui MA da Silva, Porto

 Romania

Mihai Ciocirlan, Bucharest
Lucian Negreanu, Bucharest

 Singapore 
Zhiwei Huang, Singapore
Surendra K Mantoo, Singapore 

 South Africa

Roland N Ndip, Alice

 South Korea

Young-Tae Bak, Seoul
Dong Kyung Chang, Seoul
Youn-Seok Cho, Uijeongbu
Seong Woo Jeon, Daegu
Jong-Man Kang, Seoul
Yong Sung Kim, Gyeonggi-do
Hang Lak Lee, Sungdonggu
Suck-Ho Lee, Cheonan
Jong Ho Moon, Bucheon
Dong Kyun Park, Incheon
Dae Kyung Sohn, Gyeonggi

Jaekyu Sung, Daejeon
Si-Young Song, Seoul

 Spain

Jose FN Aguilar, Palma
Adolfo P Blanco, Asturias
Andres Cardenas, Barcelona
Gloria Fernández-Esparrach, Barcelona
Jesús García-Cano, Cuenca
Angels Gines, Barcelona
Angel Lanas, Zaragoza
G Payeras Llodrá, Madrid
Alfredo José Lucendo, Tomelloso
Enrique F Perez-Cuadrado Martinez, Murcia
Luis Rabago, Madrid
Eduardo Redondo-Cerezo, Cuenca
Luis Rodrigo, Oviedo
Jaume Boix Valverde, Badalona
Josep Llach Vila, Barcelona
Santiago Vivas, León

                       Sweden
George Dafnis, Eskilstuna
Per-Ola Park, Borås
Carlos A Rubio, Stockholm

 Thailand

Somchai Amornyotin, Bangkok
Thawatchai Akaraviputh, Bangkok
Udom Kachintorn, Bangkok 
Varut Lohsiriwat, Bangkok  
Rungsun Rerknimitr, Bangkok

 Turkey

Selcuk Disibeyaz, Nkara
Mehmet Eken, Istanbul
Muammer Kara, Ankara
Taylan Kav, Ankara
Nevin Oruc, İzmir
Burhan Ozdil, Adana
Nurdan Ozmeric, Emek Ankara
Sema Zer Toros, Istanbul

 United Arab Emirates

Margit Gabriele Muller, Abu Dhabi

 United Kingdom

Basil J Ammori, Manchester 
Simon HC Anderson, London
Adam D Farmer, London
Annette Fritscher-Ravens, Landon
Gianpiero Gravante, Bristol
Abdulzahra Hussain, London
United KV Kodogiannis, London
Seamus J Murphy, Newry
Perminder Phull, Aberdeen



ⅣWJGE|www.wjgnet.com January 16, 2011

Krish Ragunath, Nottingham
Jayesh Sagar, Wishaw
Reena Sidhu, Sheffield
Adrian J Stanley, Glasgow
Hu Zhang, Cambridge

 United States

Maher Aref Abbas, Los Angeles
Douglas G Adler, Utah
Deepak Agrawal, Dallas
Mohammad Al-Haddad, Indianapolis
Jamie S Barkin, Florida
Pedro W Baron, Loma Linda
James Stephen Barthel, Florida
Neil Bhattacharyya, Boston
Juliane Bingener-Casey, Rochester
Cheri Lee Canon, Birmingham
Sherman M Chamberlain, Georgia
Lawrence B Cohen, New York
Lawrence Bruce Cohen, New York
Paul G Curcillo II, Philadelphia
Kiron M Daskiron, New Brunswick
David J Desilets, Springfield

John C Deutsch, Duluth
Peter Draganov, Gainesville
Viktor Ernst Eysselein, Torrance
Daniel L Farkas, Los Angeles
Ronnie Fass, Southern Arizona
Georg Feldmann, Maryland
Raja M Flores, New York
Catherine T Frenette, San Francisco
David Friedel, New York
Ronnie Fass, Tucson
Seng-Ian Gan, Seattle
Denise W Gee, Massachusetts
Samuel A Giday, Maryland
George F Gowen, Pottstown
Sammy Ho, New York
Moises Jacobs, Florida
Robert Thomas Jensen, Bethesda
Michel Kahaleh, Virginia
Peter James Kahrilas, Suite
Sergey V Kantsevoy, Baltimore
Christopher Lawrence, Charleston
Felix W Leung, Sepulveda
Simon K Lo, California
Charles Maltz, New York
Jeffrey Michael Marks, Ohio
Hiroshi Mashimo, Massachusetts

Abraham Mathew, Hershey
James M Mullin, Wynnewood
Harvey J Murff, Nashville
Koichi Nagata, Boston
Ying-Tian Pan, Stony Brook
Jitesh A Patel, Pittsburgh
Massimo Raimondo, Jacksonville
Amit Rastogi, Kansas City
Robert J Richards, New York
Praveen Roy, New Mexico
David T Rubin, Chicago
Enrique Seoane-Vazquez, Columbus
Prateek Sharma, Kansas
Bo Shen, Ohio
Danny A Sherwinter, Brooklyn
Andrew Ukleja, Weston
Bennie Ray Upchurch, Ohio
Shyam Varadarajulu, Alabama
Marcelo F Vela, South Carolina
Wahid Wassef, Worcester
Irving Waxman, Illinois
C Mel Wilcox, Alabama
Field Farrar Willingham, Massachusetts
Timothy A Woodward, Jacksonville
Shuhei Yoshida, Massachusetts



1	   Endoscopic diagnosis of pancreaticobiliary maljunction 

Kamisawa T, Takuma K, Itokawa F, Itoi T

6	   Mini-laparoscopy in the endoscopy unit: Safety and outcomes in over one 

thousand patients

Hoffman A, Rahman F, Prengel S, Schuchmann M, Goetz M, Moehler M, Galle PR, Li Z, 

Kalloo AN, Kiesslich R

11	  Ultraslim endoscopy with flexible spectral imaging color enhancement for upper 

gastrointestinal neoplasms 

Tanioka Y, Yanai H, Sakaguchi E

16	   Duodenal tuberculosis presenting as gastric outlet obstruction: A case report

Flores HB, Zano F, Ang EL, Estanislao N

20	   Endoscopic retrieval of a gastric trichobezoar

Konuma H, Fu K, Morimoto T, Shimizu T, Izumi Y, Shiyanagi S, Urao M, Miyazaki A, 

Watanabe S

Contents

EDITORIAL

Monthly  Volume 3  Number 1  January 16, 2011

January 16, 2011|Volume 3|Issue 1|WJGE|www.wjgnet.com I

BRIEF ARTICLE

CASE REPORT



Contents
World Journal of Gastrointestinal Endoscopy
Volume 3  Number 1  January 16, 2011

FLYLEAF

ACKNOWLEDGMENTS

APPENDIX

EDITORS FOR 
THIS ISSUE

Responsible Assistant Editor: Na Liu                            Responsible Science Editor: Hai-Ning Zhang
Responsible Electronic Editor: Na Liu	         Proofing Editorial Office Director: Hai-Ning Zhang
Proofing Editor-in-Chief: Lian-Sheng Ma

NAME OF JOURNAL 
World Journal of  Gastrointestinal Endoscopy

LAUNCH DATE
October 15, 2009

SPONSOR 
Beijing Baishideng BioMed Scientific Co., Ltd., 
Room 903, Building D, Ocean International Center, 
No. 62 Dongsihuan Zhonglu, Chaoyang District, 
Beijing 100025, China 
Telephone: +86-10-8538-1892
Fax: +86-10-8538-1893
E-mail: baishideng@wjgnet.com
http://www.wjgnet.com

EDITING
Editorial Board of World Journal of  Gastrointestinal Endoscopy, 
Room 903, Building D, Ocean International Center, 
No. 62 Dongsihuan Zhonglu, Chaoyang District, 
Beijing 100025, China
Telephone: +86-10-5908-0038
Fax: +86-10-8538-1893
E-mail: wjge@wjgnet.com
http://www.wjgnet.com

PUBLISHING
Baishideng Publishing Group Co., Limited,
Room 1701, 17/F, Henan Building, 
No.90 Jaffe Road, Wanchai, 
Hong Kong, China
Fax: 00852-3115-8812
Telephone: 00852-5804-2046
E-mail: baishideng@wjgnet.com
http://www.wjgnet.com

SUBSCRIPTION
Beijing Baishideng BioMed Scientific Co., Ltd., 
Room 903, Building D, Ocean International Center, 
No. 62 Dongsihuan Zhonglu, Chaoyang District, 
Beijing 100025, China
Telephone: +86-10-8538-1892
Fax: +86-10-8538-1893
E-mail: baishideng@wjgnet.com
http://www.wjgnet.com

ONLINE SUBSCRIPTION 
One-Year Price: 216.00 USD

PUBLICATION DATE
January 16, 2011

CSSN
ISSN 1948-5190 (online)

PRESIDENT AND EDITOR-IN-CHIEF
Lian-Sheng Ma, Beijing

STRATEGY ASSOCIATE EDITORS-IN-CHIEF
Kazuya Akahoshi, Iizuka
William Robert Brugge, Massachusetts
Qiang Cai, Georgia
Juan J Vila Costas, Pamplona
Atsushi Irisawa, Fukushima
Andreas Sieg, Heidelberg
Gaetana Ilaria Tarantino, Palermo
Tony CK Tham, Northern Ireland
Konstantinos Triantafyllou, Haidari

EDITORIAL OFFICE
Hai-Ning Zhang, Director
World Journal of  Gastrointestinal Endoscopy
Room 903, Building D, Ocean International Center, 
No. 62 Dongsihuan Zhonglu, Chaoyang District, 
Beijing 100025, China
Telephone: +86-10-5908-0038
Fax: +86-10-8538-1893
E-mail: wjge@wjgnet.com
http://www.wjgnet.com

COPYRIGHT
© 2011 Baishideng. All rights reserved; no part of  this 
publication may be commercially reproduced, stored 
in a retrieval system, or transmitted in any form or 
by any means, electronic, mechanical, photocopying, 
recording, or otherwise without the prior permission 
of  Baishideng. Authors are required to grant World 
Journal of  Gastrointestinal Endoscopy an exclusive license 
to publish.

SPECIAL STATEMENT 
All articles published in this journal represent the 
viewpoints of  the authors except where indicated 
otherwise.

INSTRUCTIONS TO AUTHORS
Full instructions are available online at http://www.
wjgnet.com/1948-5190/g_info_20100316080002.
htm. If  you do not have web access please contact the 
editorial office.

ONLINE SUBMISSION 
http://www.wjgnet.com/1948-5190office/

ABOUT COVER

January 16, 2011|Volume 3|Issue 1|WJGE|www.wjgnet.com II

I	  Acknowledgments to reviewers of World Journal of Gastrointestinal Endoscopy

I	  Meetings

I-V	  Instructions to authors

Tanioka Y, Yanai H, Sakaguchi E. Ultraslim endoscopy with flexible spectral 

imaging color enhancement for upper gastrointestinal neoplasms

World J Gastrointest Endosc  2011; 3(1): 11-15  

http://www.wjgnet.com/1948-5190/full/v3/i1/11.htm 

World Journal of  Gastrointestinal Endoscopy (World J Gastrointest Endosc, WJGE, online ISSN 
1948-5190, DOI: 10.4253), is a monthly, open-access, peer-reviewed journal supported 
by an editorial board of  400 experts in gastrointestinal endoscopy from 45 countries.

The major task of  WJGE is to report rapidly the most recent results in basic 
and clinical research on gastrointestinal endoscopy including: gastroscopy, intestinal 
endoscopy, colonoscopy, capsule endoscopy, laparoscopy, interventional diagnosis and 
therapy, as well as advances in technology. Emphasis is placed on the clinical practice 
of  treating gastrointestinal diseases with or under endoscopy. Papers on advances and 
application of  endoscopy-associated techniques, such as endoscopic ultrasonography, 
endoscopic retrograde cholangiopancreatography, endoscopic submucosal dissection 
and endoscopic balloon dilation are also welcome.

I-IV	  Editorial Board

AIM AND SCOPE



EDITORIAL

Endoscopic diagnosis of pancreaticobiliary maljunction

Terumi Kamisawa, Kensuke Takuma, Fumihide Itokawa, Takao Itoi

Terumi Kamisawa, Kensuke Takuma, Department of Internal 
Medicine, Tokyo Metropolitan Komagome Hospital, Tokyo 113- 
8677, Japan
Fumihide Itokawa, Takao Itoi, Department of Gastroenterology, 
Tokyo Medical University, Tokyo 113-8677, Japan
Author contributions: Kamisawa T and Itoi T wrote the paper; 
and Kamisawa T, Takuma K, Itoi T and Itokawa F gathered the 
data.
Correspondence to: Terumi Kamisawa, MD, Department of 
Internal Medicine, Tokyo Metropolitan Komagome Hospital, 
3-18-22 Honkomagome, Bunkyo-ku, Tokyo 113-8677, 
Japan. kamisawa@cick.jp
Telephone: +81-3-38232101  Fax: +81-3-38241552
Received: October 15, 2010   Revised: December 10, 2010
Accepted: December 17, 2010
Published online: January 16, 2011

Abstract
Pancreaticobiliary maljunction (PBM) is a congenital ano­
maly defined as a junction of the pancreatic and bile 
ducts located outside the duodenal wall, usually forming 
a markedly long common channel. As the action of 
the sphincter of Oddi does not functionally affect the 
junction in PBM patients, continuous pancreatobiliary 
reflux occurs, resulting in a high incidence of biliary 
cancer. PBM can be divided into PBM with biliary dila­
tation (congenital choledochal cyst) and PBM without 
biliary dilatation (maximal diameter of the bile duct ≤ 
10 mm). The treatment of choice for PBM is prophy­
lactic surgery before malignant changes can take place. 
Endoscopic retrograde cholangiopancreatography 
(ER­CP) is the most effective examination method for 
close observation of the pattern of the junction site. 
When the communication between the pancreatic 
and bile ducts is maintained, despite contraction of 
the sphincter on ERCP, PBM is diagnosed. In these 
patients, levels of pancreatic enzymes in the bile are 
generally elevated, due to continuous pancreatobiliary 
reflux via  a long common channel. Magnetic resonance 
cholangiopancreatography and 3D-computed tomo­
graphy can diagnose PBM, based on findings of an 
anomalous union between the common bile duct and 

the pancreatic duct, in addition to a long common 
channel. Endoscopic ultrasonography and intraductal 
ultrasonography can demonstrate the junction outside 
the duodenal wall, and are useful for the diagnosis of 
associated biliary cancer. Gallbladder wall thickness on 
ultrasonography can be a screening test for PBM.

© 2011 Baishideng. All rights reserved.

Key words: Pancreaticobiliary maljunction; Pancreato­
biliary reflux; Congenital choledochal cyst; Endoscopic 
retrograde cholangiopancreatography; Endoscopic ultra­
sonography; Magnetic resonance cholangiopancreatog­
raphy
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MBBS, MRCP, CCST, MD, Associate Professor, Department 
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Kamisawa T, Takuma K, Itokawa F, Itoi T. Endoscopic diagnosis 
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com/1948-5190/full/v3/i1/1.htm  DOI: http://dx.doi.org/10.4253/
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INTRODUCTION
The main pancreatic duct and the common bile duct open 
into the duodenum, where they frequently form a com­
mon channel, the incidence of  which is reported to be 
from 55%[1] to 82%[2]. The length of  the common channel 
ranges from 1 mm to 12 mm, with an average length of  4.4 
mm[3]. The sphincter of  Oddi is located at the distal end 
of  the pancreatic and bile ducts; it regulates the outflow 
of  bile and pancreatic juice. A common channel can be 
so long that the sphincter action does not functionally 
affect the junction, resulting in two-way regurgitation 
(pancreatobiliary reflux: regurgitation of  pancreatic juice 
into the common bile duct, and biliopancreatic reflux: 

World J Gastrointest Endosc  2011 January 16; 3(1): 1-5
ISSN 1948-5190 (online)
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regurgitation of  bile juice into the pancreatic duct). Pan­
creaticobiliary maljunction (PBM) forms a markedly long 
common channel, and is divided into PBM with, and 
without, biliary dilatation[4-7]. Pancreatobiliary reflux has 
been shown to induce carcinogenesis in the biliary tract; 
similarly, biliopancreatic reflux can induce pancreatitis[4-6]. 

PANCREATICOBILIARY MALJUNCTION
PBM is a congenital anomaly defined as a junction of  the 
pancreatic and bile ducts located outside the duodenal 
wall, usually forming a markedly long common channel. 
PBM occurs predominantly in females, and is often found 
in Asian populations. PBM can be divided into PBM 
with biliary dilatation (congenital choledochal cyst (CCC) 
(Figure 1) and PBM without biliary dilatation (Figure 
2)[4-7]. CCC is an anomaly in which the extrapancreatic bile 
duct, or the extra and intrahepatic bile ducts, are dilated 
in various ways. The Alonso-Lej classification[8] , which 
is based on the shape of  the dilated bile duct, is notable, 
and includes a cystic type (Type Ⅰ), a diverticular type 
(Type Ⅱ), and a cyst in the duodenum (choledochal cyst, 
Type Ⅲ). Type Ⅰ is almost always associated with PBM, 
but Type Ⅱ and Ⅲ rarely have PBM. Bile duct diameter 
greater than 10 mm on a cholangiogram is the most 
commonly used definition of  dilatation[7]. 

In PBM patients, since the action of  the sphincter of  
Oddi does not functionally affect the junction, continuous 
reciprocal reflux between pancreatic juice and bile occurs, 
resulting in various pathological conditions in the biliary 
tract and pancreas. As the hydro pressure within the pan­
creatic duct is usually greater than that in the bile duct, 
pancreatic juice frequently refluxes into the biliary duct 
in PBM patients, which results in a high incidence of  
cancer in the biliary tract[4-7]. In our previous study, bile 
duct and gallbladder cancers were seen in 14% and 22% 
of  49 CCC patients, respectively, but, in 70% of  53 PBM 
patients without biliary dilatation, only gallbladder cancer 
was detected. 

Once PBM is diagnosed, prophylactic flow-diversion 
surgery (bile duct resection and bilioenteric anastomosis) 
is performed for CCC. On the other hand, any treatment 
of  PBM without biliary dilatation and without cancer is 
controversial. Prophylactic cholecystectomy is performed 
in many institutes, as most biliary cancers that develop 
in PBM patients without biliary dilatation are gallbladder 
cancers. However, some surgeons propose excision of  the 
extrahepatic bile duct, together with the gallbladder, for 
PBM patients without biliary dilatation, because of  the 
risk of  bile duct cancer[9,10].

ENDOSCOPIC RETROGRADE CHOLANGI
OPANCREATOGRAPHY 
Endoscopic retrograde cholangiopancreatography (ERCP) 
is the most effective examination method for close obser
vation of  the pattern of  the junction site. When the 
communication between the pancreatic and bile ducts is 

maintained despite contraction of  the sphincter on ERCP, 
PBM is diagnosed (Figure 3A and B). The finding can also 
be assessed with cholangiography, via the biliary drainage 
tube or during operation[4-7]. 

Pancreatography via the minor duodenal papilla can 
also demonstrate pancreatobiliary reflux in PBM patients. 
When injected endoscopically via the minor duodenal 
papilla, the contrast medium is refluxed into the bile duct 
through a long common channel without outflow into the 
duodenum[5].

Biliary levels of  pancreatic enzymes, especially amylase, 
are generally elevated due to continuous pancreatobiliary 
reflux via a long common channel in PBM patients. There 
are some cases with a relatively long common channel that 
are not classified as PBM because the sphincter of  Oddi 
includes the pancreaticobiliary ductal junction. We defined 
a high confluence of  pancreaticobiliary ducts (HCPBD) as 
a common channel length ≥ 6 mm, in which the commu­
nication was occluded when the sphincter was contracted 
(Figure 4A and B), and investigated the clinical signifi­
cance of  a relatively long common channel[5-7]. In HCPBD 
patients, the amylase level in the bile was frequently elevat­
ed, and hyperplastic change of  the gallbladder epithelium 
was frequently observed. Gallbladder cancer occurred in 
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Figure 1  Magnetic resonance cholangiopancreatography showing pan­
creaticobiliary maljunction with biliary dilatation (congenital choledochal 
cyst.

Figure 2  Endoscopic 
retrograde cholangiopa
ncreatographyshowing 
pancreaticobiliary mal­
junction without biliary 
dilatation.
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11% of  the 84 HCPBD patients. These findings suggest 
that pathophysiological changes similar to PBM occur 
in HCPBD. However, in HCPBD patients, there was no 
difference between the sexes, whereas in PBM there was 
(male:female ratio, 1 : 0.7 in HCPBD and 1 : 3.4 in PBM), 
and the average age at the time of  diagnosis was signifi­
cantly older in HCPBD patients than in PBM patients 
without biliary dilatation (average age, 62.0 years vs 56.7 
years, respectively). The elevated amylase level in the bile 
in HCPBD patients was lower than that of  PBM patients 
(average 48 665 IU/L vs 250 025 IU/L, respectively) and 
the rate of  associated gallbladder cancer was lower in 
HCPBD patients than in PBM patients. These differences 
in sex, age at diagnosis, bile amylase level, and rate of  as­
sociated gallbladder cancer between HCPBD and PBM 
patients appear to be related to whether pancreatobiliary 
reflux occurs consistently or intermittently[5-7]. 

MAGNETIC RESONANCE 
CHOLANGIOPANCREATOGRAPHY AND 
3D-COMPUTED TOMOGRAPHY
Magnetic resonance cholangiopancreatography (MRCP) 

has become a common non-invasive method for obtaining 
high quality images of  the pancreaticobiliary tree.

Reconstruction images on 3D-computed tomography 
(CT) can also show pancreaticobiliary images. MRCP 
and 3D-CT can diagnose PBM, based on findings of  an 
anomalous union between the common bile duct and 
the pancreatic duct, in addition to a long common chan- 
nel. However, in some cases in which a common chan­
nel is not so long and cannot be depicted on MRCP, 
the MRCP diagnosis of  PBM is not possible[11]. For a 
definite diagnosis of  PBM, ERCP is necessary in order 
to exclude various false positive or negative results on 
MRCP or 3D-CT. Diagnostic accuracy can be increased 
with dynamic MRCP with secretin stimulation or three-
dimensional MRCP. Although a large amount of  contrast 
must be injected to evaluate the whole image of  CCC on 
ERCP, it can be achieved with MRCP and 3D-CT.

Pancreaticobiliary reflux in PBM patients can be visu
alized radiologically using secretin-stimulated dynamic 
MRCP. In normal pancreaticobiliary dynamics, the ex
trahepatic and intrahepatic bile ducts show no change 
following secretin injection. On the other hand, in PBM 
patients, the volume of  the extrahepatic bile duct and 
the gallbladder increases, due to the regurgitation of  pan­
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A B
Figure 3  Endoscopic retrograde cholangiopancreatography 
of a pancreaticobiliary maljunction patient. A: Showing 
a long common channel; B: The communication between 
pancreatic and bile ducts was maintained despite contraction of 
the sphincter.

A B
Figure 4  Endoscopic retrograde cholangiopancreatography 
of a patient with high confluence of pancreaticobiliary 
ducts. A: A common channel of 9 mm in length; B: The 
communication between pancreatic and bile ducts was 
destroyed by sphincter contraction.
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creatic fluid secreted after the injection of  secretin into 
the bile duct[12]. 

ENDOSCOPIC ULTRASONOGRAPHY
In PBM, endoscopic ultrasonography (EUS) can detect 
the confluence of  pancreatic duct and bile duct in the pro- 
ximal portion of  the duodenal wall, the so-called com
mon channel (Figure 5A). Therefore, EUS allows definite 
diagnosis of  PBM. When PBM is known about in ad­
vance, it may be relatively easy to depict the confluence. 
PBM often shows a thickness of  the inner low echoic 
layer of  the gallbladder (Figure 5B), which means histo­
logically mucosal hyperplasia. Therefore, when we find 
that sonographic finding by means of  EUS, we have to 
keep the presence of  PBM in mind. In fact, several inves­
tigators have reported that EUS could confirm the PBM 
in 4 (2.9%) of  137 patients who underwent screening 
US[13].  

Bile duct and gallbladder cancers are often seen in 
PBM. The efficacy of  EUS for the diagnosis of  gallbla
dder cancer is well known[14]. However, it is often difficult, 
even when using EUS, to distinguish mucosal hyperplasia 
from early gallbladder cancer to indicate whether the 
depth of  invasion of  the cancer is mucosa or muscularis 
propria of  the gallbladder. 

EUS is also useful for the diagnosis of  bile duct can­
cer. Since, in particular, congenital bile duct dilation is 
well-known as a high risk condition for bile duct cancer 
in the dilated bile duct (Figure 6A), in these cases, EUS 
should be preoperatively performed for the diagnosis of  
tumor spreading and staging.

INTRADUCTAL ULTRASONOGRAPHY 
Intraductal ultrasonography (IDUS) is performed over-
the-guidewire during the ERCP, and is useful for the 
depiction of  the confluence of  pancreatic duct and bile 
duct. 

IDUS is also useful for the diagnosis of  bile duct can­
cer (Figure 6B)[15,16]. However, IDUS has limitations for 
the diagnosis of  bile duct and gallbladder lesions because 
of  shallow US penetration (< 2.0 cm) and maneuverability 
of  passage of  probe in case of  bile duct stricture or a nar­
row cystic duct. 

Direct choledochoscopy with or without biopsy is use
ful to confirm the diagnosis of  bile duct cancer.

ULTRASONOGRAPHY
Mark dilatation of  the common bile duct on ultrasono­
graphy (US) suggests CCC. The epithelium of  the gallbla­
dder frequently becomes hyperplastic due to exposure to 
refluxed pancreatic juice. Gallbladder wall thickness on 
US during medical checkups may serve as an indication of  
PBM without the need for biliary dilatation, and can serve 
as a screening test for PBM[17].

CONCLUSION
When the communication between the pancreatic and bile 
ducts is maintained despite contraction of  the sphincter 
on ERCP, PBM is diagnosed. MRCP and 3D-CT can be 
used to diagnose PBM, based on the discovery of  an ano- 
malous union between the common bile duct and the 
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Figure 6  Ultrasonography of 
a congenital choledochal cyst 
patient with bile duct cancer 
in the dilated bile duct. A: En­
doscopic ultrasonography; B: 
Intraductal ultrasonography.

H 000

C
BD

PD

Figure 5  Endoscopic ultrasonography of 
a pancreaticobiliary maljunction patient. A:
The con­fluence of pancreatic duct and bile duct 
in the proximal portion of the duodenal wall; B: 
thick­ness of inner low echoic layer of the gall­
bladder. BD: bile duct; PD: pancreatic duct; C: 
common channel.

A B
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pancreatic duct, in addition to a long common channel. 
EUS and IDUS can demonstrate the junction outside the 
duodenal wall, and they are useful for the diagnosis of  
associated biliary cancer. Gallbladder wall thickness on US 
can be a screening test for PBM.
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Abstract
AIM: To investigate the safety of consecutive mini-la- 
paroscopy guided liver biopsies for the diagnosis and 
staging of liver diseases. 

METHODS: In this study we retrospectively analyzed 
the safety of mini-laparoscopic liver biopsy performed in 
an endoscopy unit in 1071 patients. We measured the 
incidence of bleeding and evaluated the management 
and outcome of bleeding interventions. 

RESULTS: The most common etiologies of liver injury 

were viral hepatitis and autoimmune liver disease. 250 
patients had macroscopically and histologically proven 
cirrhosis. 13 patients had no pathological findings. 33% 
of all patients had bleeding that required argon plasma 
coagulation of the puncture site during laparoscopy. 
Significant bleeding occurred more often in patients with 
liver cirrhosis compared to non-cirrhotic liver diseases 
but was effectively treated with laparoscopic coagula
tion. 

CONCLUSION: In conclusion, mini-laparoscopy liver bio 
psy can be performed safely and effectively in high risk 
patients with advanced liver disease; mini-laparoscopy 
with liver biopsy can be done safely in an endoscopy 
unit.

© 2011 Baishideng. All rights reserved.
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coagulation
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staging of  liver disease have been developed in recent 
years, histological evaluation still remains the most accu­
rate method for the assessment of  severity and stage of  
liver diseases[1,2]. However, in patients with acute or ad- 
vanced liver disease, there may be an increased risk of  
bleeding complications with percutaneous liver biopsy, 
even when done under ultrasound guidance[3,4]. Fur­
thermore, recent studies have shown that liver histology 
obtained by blind biopsy underestimates the stage of  liver 
disease and misses the diagnosis of  cirrhosis in up to 25% 
of  patients, especially in early and incomplete cirrhosis 
or macronodular cirrhosis[5]. To overcome the limitations 
of  safety and diagnostic accuracy in percutaneous liver 
biopsy, laparoscopic liver biopsy has been touted as a 
safe and effective diagnostic tool in patients with liver 
disease[6,7]. The development of  the so-called mini-laparo­
scopy by using a small diameter laparoscope allows for a 
minimally invasive procedure for macroscopic evaluation 
of  the peritoneal cavity and safe biopsy of  the liver[8,9]. In 
this study, we retrospectively analyzed the safety of  1071 
consecutive mini-laparoscopy guided liver biopsies, all 
performed in an endoscopy unit.

MATERIAL AND METHODS
Patients
The medical records of  1071 consecutive patients un­
dergoing diagnostic mini-laparoscopy performed in 
our endoscopy unit at Johannes Gutenberg University 
Mainz, Germany from January 2000 until April 2006 were 
reviewed. All patients gave written informed consent 
before undergoing mini-laparoscopy. Patients with INR 
values above 1.5 and platelet counts below 50.000/µL 
received 2 to 4 units of  fresh frozen plasma or 1 to 2 
units of  platelet concentrate immediately before the inter­
vention respectively. Furthermore, every patient received 
an abdominal ultrasound prior to mini-laparoscopy to 
exclude ascites. All patients were treated as day cases 
with post interventional observation. Since this study 
represents a retrospective analysis, no IRB approval was 
required.

Technique of mini-laparoscopy
Mini-laparoscopy was performed using intravenous proce­
dural sedation, as described previously[6]. The abdominal 
wall was cleaned with Betadine solution and covered 
with sterile drapes. Puncture site of  the abdominal wall 
was performed at the point of  Kalk, located 2 cm left 
and cephalad of  the umbilicus. The puncture itself  was 
performed with a Veress needle with 2.3 mm diameter 
(Richard Wolf  GmbH, Knittlingen, Germany) through 
a trocar of  2.75 mm diameter (Richard Wolf  GmbH, 
Germany) after local anesthesia of  the puncture site with 
10 mL of  mepivacaine 1% (AstraZeneca, London, UK). 
After forming a pneumoperitoneum by insufflation of  
approximately 2 liters nitric oxide, the Veress needle was 
replaced by the optical instrument (Richard Wolf  GmbH, 
Germany). A xenon light source (Richard Wolf  GmbH, 
Germany) was used for illumination of  the abdominal 

cavity. For optimal visibility of  the liver, a rotating ope­
ration table (Maquet GmbH, Rastatt, Germany) was used 
and patients were slightly rotated to the left while the up­
per body was elevated. Besides macroscopic assessment 
of  the liver, the upper abdomen was systematically exa­
mined for signs of  portal hypertension such as spleno­
megaly, dilated intra abdominal vessels or peritoneal car­
cinosis. Liver biopsy was performed under direct laparo­
scopic visualization with an 18G biopsy needle (Bard Inc., 
Covington, USA) via a second 3 mm incision in the upper 
right quadrant of  the abdomen. If  vigorous bleeding 
was detected immediately after the liver biopsy or the 
bleeding did not stop after approximately two minutes, 
a small trocar with a diameter of  3 mm was inserted at 
the liver biopsy puncture site of  the abdominal wall and 
the bleeding puncture site was treated with argon plasma 
coagulation (APC) (Söring GmbH, Quickborn, Germany) 
under direct visualization. If  necessary, in patients with 
high risk of  bleeding, the second trocar was inserted in 
the right upper abdominal quadrant before performance 
of  the liver biopsy in order to rapidly apply APC imme­
diately after the biopsy. Coagulation was considered suc­
cessful when no further signs of  active bleeding could be 
observed after 2 min. 

Statistical analysis
Statistical significance levels were calculated by chi square 
test.

RESULTS
1071 patients had mini-laparoscopy with the intent of  
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Table 1  Etiology of liver disease in non-cirrhotic patients

Viral hepatitis Autoimmune liver 
disease 

Liver disease of other 
origins 

n  = 319 n  = 141 n  = 349

Chronic hepatitis 
C n = 263 (82%)

Autoimmune hepatitis 
n = 49 (35%)

Non-alcoholic fatty liver 
disease n = 99 (28%)

Chronic hepatitis B 
n = 56 (18%)

Primary biliary 
cirrhosis n = 48 (34%)

Alcoholic liver disease n = 
18 (5%)

Primary sclerosing 
cholangitis n = 32 (23%)

Primary/secondary 
hepatobiliary neoplasia n = 
53 (15%) 

Overlap syndrome n = 
13 (9%)

Toxic liver injury n = 59 
(17%)
Others n = 120 (34%)

Table 2  Etiology of liver disease in cirrhotic patients

Viral hepatitis Autoimmune liver disease Liver disease of other 
origins 

n  = 119 n  = 20 n  = 111 

Chronic hepatitis 
C n = 96 (85%) 

Autoimmune hepatitis n = 
8 (40%) 

Alcoholic liver disease 
n = 52 (47%) 

Chronic hepatitis 
B n = 23 (15%) 

Primary biliary cirrhosis n 
= 6 (30%) 

Others n = 59 (53%) 

Primary sclerosing 
cholangitis n = 6 (30%) 
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liver biopsy. Indication for mini-laparoscopy and liver 
biopsy was for diagnosis of  acute or chronic liver disease 
of  unknown origin and for staging of  cirrhosis. Patients 
with a history of  abdominal surgery were not considered 
for mini-laparoscopy due to potential intra abdominal 
adhesions. Gender distribution was 55% males versus 
45% females and the median age was 48 (± 14) years 
and 50 (± 14) years respectively. The etiology of  the 
underlying liver disease is shown in Tables 1 and 2. Five 
hundred and fifty seven (52%) patients displayed minor 
self-limiting bleeding after the puncture of  the liver and 
161 (15%) showed no bleeding at all. In 353 cases (33%) 
of  all mini-laparoscopic liver biopsies, prolonged bleeding 
occurred that required APC of  the puncture site (Figure 1). 

In order to determine whether the underlying liver 
injury influenced the risk and severity of  bleeding, pa­
tients were stratified into four groups by type of  liver 
disease: viral and autoimmune hepatitis, the most frequent 
disease entities; liver cirrhosis, the category with the 
highest expected risk of  bleeding; and liver diseases of  
other origins. There were no significant differences in the 
severity of  the bleeding between patients with viral and 
autoimmune hepatitis. Both groups displayed either no 
bleeding in 14% or self-limiting bleeding in 69% and 62% 
respectively. APC was used to treat bleeding in 17% of  
patients with viral hepatitis and in 24% of  patients with 
autoimmune mediated liver disease (Figure 2A and B). In 
patients with liver cirrhosis, 5% of  cases showed no signs 
of  bleeding and 35% had only minor bleeding after liver 
biopsy (Figure 2C); APC was used in 60% of  all cases. 
Patients with liver diseases of  different origins than the 
ones mentioned above had no or mild bleeding in 17% 
and 51% respectively. APC was required in 32% of  all 
cases (Figure 2D). Significant bleeding with the need for 
APC occurred with greater frequency in patients with liver 
cirrhosis compared to patients without advanced liver 
disease (P ≤ 0.001, Figure 4). 

DISCUSSION
Diagnostic laparoscopy is a valuable tool in the diagnosis 
of  a variety of  gastrointestinal illnesses. It is useful in the 
staging of  upper GI-tract malignancies such as gastric 
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33%

Figure 1  Overall occurrence of bleeding in mini-laparoscopic liver biopsies. 
APC: argon plasma coagulation.
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Figure 2  Occurrence of bleeding in mini-laparoscopic liver biopsies in re
gard to the underlying disease. A: Viral hepatitis; B: Autoimmune hepatitis; C: 
Cirrhosis; D: Other; APC: argon plasma coagulation.
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Figure 3  Occurrence of bleeding requiring argon plasma coagulation in 
regard to underlying disease.
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and pancreatic cancer and sensitive for the diagnosis of  
peritoneal carcinosis[10-13]. When used for the evaluation 
of  liver disease, it allows for a macroscopic inspection of  
the liver and the ability to perform targeted biopsies of  
focal lesions on the liver surface. Splenic biopsies can also 
be performed via a diagnostic laparoscopy[14]. For these 
diagnostic non-surgical procedures, the minimally invasive 
technique of  mini-laparoscopy which requires smaller 
insertions to the abdominal wall than conventional lapa­
roscopy has been shown to be useful[15].

In our study, we evaluated the occurrence and imme­
diate management of  bleeding after liver biopsy during 
mini-laparoscopy performed in an endoscopy unit. The 
primary reason for choosing mini-laparoscopy over per­
cutaneous biopsy was to have the ability to treat potential 
bleeding complications and perform macroscopic evalu­
ation of  the liver since the severity of  liver injury can be 
underestimated if  based only on the histological result of  
the biopsy material[16]. Besides the additional macroscopic 
information, mini-laparoscopic liver biopsy enables the 
histological assessment of  liver injury in patients with 
advanced cirrhosis where percutaneous biopsy would be 
contraindicated due to the high risk of  a bleeding com­
plication[17]. In this study, we demonstrate that bleeding 
from liver biopsy occurred significantly more frequently 
in patients with cirrhosis than non-cirrhotic patients, re­
sulting in an increased need for APC of  the biopsy site. 
Presumably as a result of  APC, there were no major post-
interventional bleeding complications in any patients. 
Liver biopsy was performed safely even in patients with 
decompensated Child C cirrhosis with portal hypertension 
and marked coagulopathy after administration of  fresh 
frozen plasma and/or platelets. 

Some recently published studies describe a lower risk 
than that of  previous reports, indicating that the safety of  
this procedure has improved[18,19].

These findings confirm previously published data[20,21] 
where mini-laparoscopy showed similar safety data com­
pared to percutaneous biopsy but mini-laparoscopy was 
more sensitive in assessing the severity of  the liver disease.  

In conclusion, mini-laparoscopy guided liver biopsy 
performed in an endoscopy unit is a safe and effective 
technique for the evaluation of  patients with liver diseases. 
It enables the macroscopic assessment of  the liver and the 
ability to perform liver biopsy in patients with high risk of  
bleeding, allowing for the management of  complications 
and enabling histological diagnosis in patients with advan­
ced liver disease or cirrhosis. 

COMMENTS
Background
Histological assessment of liver injury still represents the most important dia­
gnostic tool in the evaluation of liver diseases. However, percutaneous liver 
biopsy may be associated with bleeding complications in patients with advanced 
liver disease. Thus, a safe method for obtaining liver histology in this high risk 
patient population is crucial.
Research frontiers
Due to non-invasive assessment of liver fibrosis with fibroscan® technology or 
radiographic imaging, liver histology may not be necessary in some patients. 
However, to date, liver biopsy seems crucial in most cases. Whether non-invasive 
techniques will replace liver biopsy in the future remains to be determined by 
further research. 
Innovations and breakthroughs
The authors demonstrated that the assessment of liver histology is possible 
even in critically ill patients with compromised liver function.
Applications 
Mini-laparoscopy, not only a valuable tool for liver biopsy in patients with ad­
vanced liver disease, can also be used for tumor staging in patients with intra 
abdominal malignancies. Especially, peritoneal carcinosis can be detected in an 
early stage before visualization with radiological techniques is possible.
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Figure 4  Laparoscopc 
images of different sta
ges of liver disease. A: 
Healthy liver; B: Fibrotic 
liver; C: Macronodular 
cirrhosis; D: Micronodular 
cirrhosis. 
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Peer reviews
Overall, this is an interesting and well written retrospective study about mini-
laparoscopy and liver biopsy in a large series of 1071 consecutive patients. A 
prospective randomized control study of mini-laparoscopy versus percutaneous 
biopsy was recommended. However, patients with advanced liver disease or 
compromised liver function or blood coagulation should not be included in such 
a study as it is known that these patients have a higher risk of bleeding com­
plications after percutaneous biopsy. 
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Abstract
AIM: To conduct a preliminary study on the effect of 
flexible spectral imaging color enhancement (FICE) used 
in combination with ultraslim endoscopy by focusing on 
the enhanced contrast between tumor and non-tumor 
lesions.

METHODS: We examined 50 lesions of 40 patients 
with epithelial tumors of the upper gastrointestinal tract 
before endoscopic submucosal dissection using ultraslim 
endoscopy with conventional natural color imaging and 
with FICE imaging. We retrospectively investigated the 
effect of the use of FICE on endoscopic diagnosis in 
comparison with normal light.

RESULTS: Visibility of the epithelial tumors of the upper 
gastrointestinal tract with FICE was superior to normal 
light in 54% of the observations and comparable to 
normal light in 46% of the observations. There was no 
lesion for which visibility with FICE was inferior to that 
with normal light. FICE visualized 69.6% of hyperemic 
lesions and 58.8% of discolored lesions better than con
ventional endoscopy with natural color imaging. FICE 

significantly improved the visibility of lesions with hype­
remia or discoloration compared with normocolored le
sions.

CONCLUSION: This study suggests that the use of 
FICE would improve the ability of ultraslim endoscopy 
to detect epithelial tumors of the upper gastrointestinal 
tract.

© 2011 Baishideng. All rights reserved.
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INTRODUCTION
Recent practical application of  ultraslim endoscopy has 
led to the rapid spread of  transnasal endoscopy as a 
screening method that causes less pain than peroral en-
doscopy for the patient during esophago-gastro-duode-
noscopy (EGD)[1,2]. Garcia et al[3] reported that ultraslim 
transnasal endoscopy required a significantly shorter 
re­covery time with significantly lower costs for recovery 
rooms, personnel expenses, intravenous access devices 
and oxygen monitors compared to conventional peroral 
endoscopy with a sedated patient. In addition, transna-
sal ultraslim endoscopy is appropriate for patients with 
trismus, those who cannot accept insertion for peroral 
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endoscopy without sedation, and patients with stenosis 
of  the upper gastrointestinal tract in the pharynx or lower 
regions[4].

However, there are some disadvantages caused by 
the downsizing of  scopes. Compared with conventional 
endoscopy, ultraslim endoscopy provides less resolution 
due to the smaller number of  pixels and less illumination. 
Lower power for supplying air and water necessitates 
a longer time for yielding good images and the smaller 
diameters of  forceps channels limit the usable instru
ments, resulting in smaller specimens and less information 
from tissues from a biopsy. For these reasons, ultraslim en
doscopy is mainly used for screening purposes rather than 
detailed close examination. Thus, the ability of  ultraslim 
endoscopy for detection and early diagnosis of  gastric 
cancer should be studied in detail.

Flexible spectral imaging color enhancement (FICE) 
is one of  the diagnostic methods using specific light spec­
tra based on spectral image processing technology (Fuji
non Corporation, Saitama, Japan). Currently, it is main- 
ly employed for detailed diagnostic workups for super
ficial lesions in the gastrointestinal tract using high-reso- 
lution magnifying endoscopy and is gradually spreading. 
Visible light consists of  wavelengths from red to purple. 
A spectral image, the image captured by each waveleng- 
th, of  a specific wavelength is electrically amplified and 
reconstructed to create a FICE image. FICE provides 
comparison of  spectral images of  diseased and surroun
ding normal areas for enhancement of  the contrast by 
combining wavelengths with greater differences in sig
nals[5,6].

In the present study, we focused on the enhanced 
color contrast between tumor and non-tumor areas in 
FICE images and conducted a preliminary retrospective 
study on the effect of  FICE used in combination with 
ultraslim endoscopy for observation of  superficial epithe­
lial tumors of  the upper gastrointestinal tract.

MATERIAL AND METHODS
Our institution introduced the ultraslim endoscopy sys- 
tem for EGD in April 2007 and had examined 380 
patients, mainly for screening, by February 2008. During 
this period, we examined 53 lesions in 42 patients with 
epithelial tumors of  the upper gastrointestinal tract who 
underwent endoscopic submucosal dissection (ESD). The 
examination was conducted using ultraslim endoscopy 
with conventional natural color imaging and with FICE 
imaging before ESD, after obtaining the consent of  the 
patient. Based on the observation of  these 53 lesions, 
we retrospectively investigated the effect of  the use of  
FICE on the visibility of  upper gastrointestinal tumorous 
lesions. The lesions consisted of  3 superficial carcinomas 
of  the esophagus, 3 gastric non neoplastic polyps, 19 gas
tric adenomas and 28 early gastric cancers.

We used the EG-530N2 (tip diameter 5.9 mm, forceps 
channel diameter 2.0 mm, four-way bending; Fujinon 
Corporation, Saitama, Japan) for ultraslim endoscopy of  
the upper gastrointestinal tract. For FICE imaging, we 

selected a wavelength set of  525 nm (4), 495 nm (5) and 
495 nm (4) for R, G and B respectively, which provides 
optimal illumination and highlights hyperemic changes 
commonly seen in epithelial tumors.

We used a five-point scale (Table 1) to evaluate the 
visibility of  lesions which is related to the ability of  scr
eening to detect lesions, based on comparison of  con
ventional images and FICE images mainly in long- and 
middle-distance views.

In addition, the lesions were classified as discolored, 
hyperemic or normocolored (no color differences from 
surrounding mucosa) for comparison of  visibility in the 
observation with FICE. Fisher’s exact probability test was 
used for statistical analysis. 

RESULTS
No lesions were graded 1 or 2, inferior to conventional 
images, for visibility with FICE. In 24 of  the 53 lesions 
(45.3%), visibility with FICE was graded 3, comparable 
to conventional images. In 29 of  the 53 lesions (54.7%), 
visibility with FICE was graded 4, superior to conven
tional images (Table 2, Figures 1-3).

Regarding color hue changes in the lesions, 17 of  25 
lesions (68.0%) with hyperemic changes were better vis
ualized with FICE than conventional images (FICE 4, 
Figures 1-3). Eleven of  18 discolored lesions (61.1%) were 
also better visualized with FICE. However, nine of  ten 
normocolored lesions (90%) detected with conventional 
images were similarly visualized with FICE (Table 3). In 
short, FICE significantly improved the visibility of  lesions 
with hyperemia (P = 0.0027) or discoloration (P = 0.0159) 
compared with normocolored lesions.
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Table 1  Five-point scale for evaluation of observation with 
flexible spectral imaging color enhancement

Point    Evaluation of observation with FICE

1 FICE fails to visualize lesions detectable with conventional 
images

2 FICE is slightly inferior to conventional images
3 FICE is comparable to conventional images
4 FICE is superior to conventional images
5 FICE allows detection of lesions not easily detected with 

conventional images or clearer visualization of areas poorly 
defined with conventional images

FICE: flexible spectral imaging color enhancement.

Table 2  Results of evaluation of visibility during observation 
with flexible spectral imaging color enhancement

Evaluation of FICE 1 2 3 4 5 Subtotal

Superficial carcinoma of the esophagus 0 0   2   1 0  3
Gastric non neoplastic polyp 0 0   3   0 0  3
Gastric adenoma 0 0   8 11 0 19
Early gastric cancer 0 0 11 17 0 28

0 0 24 29 0 53

FICE: flexible spectral imaging color enhancement.
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DISCUSSION
To aid examination and diagnosis using conventional 
endoscopy, conventional chromoendoscopy with the 
spraying of  a dye such as indigo carmine highlights the 
surface irregularities of  lesions and is a common and very 
useful method for defining lesions. However, there are 
problems: additional costs for spraying the dye, the time 

involved and the inability to highlight the capillary patterns 
which is important for the early diagnosis of  cancer[7].

Virtual chromoendoscopy systems were developed to 
correct these problems[5]. FICE uses spectral estimation 
technology to pick up different given wavelengths from 
all wavelength components from the CCD and produces 
images using arithmetical processing. FICE provides 
real-time switching at the flick of  a switch. In addition, 
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Figure 1  A slightly depressed lesion with 
hyperemia was found on the surface of the 
posterior wall of the lower body of the sto­
mach. The hyperemia of the lesion is highlighted 
and the boundary is more clearly visualized with 
flexible spectral imaging color enhancement 
(FICE). The visibility with FICE was graded 
4. Endoscopic submucosal dissection (ESD) 
was performed for local complete resection of 
the moderately differentiated adenocarcinoma 
limited to within the mucosa. A: Conventional 
image with ultraslim endoscopy; B: Image with 
FICE: The hyperemia of the lesion is highlighted 
and the boundary is more clearly visualized 
with FICE (FICE 4); C: Conventional image with 
conventional esophagogastroduodenoscopy; D: 
Dissected section after ESD.
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Figure 2   A discolored ch­
ange was found in the an­
terior wall and surrounding 
areas of the gastric antrum. 
Color contrast between the 
lesion and surrounding mu­
cosa with atrophic changes is 
highlighted and the boundary 
is more clearly visualized with 
flexible spectral imag­ing color 
enhancement (FICE). The visi­
bility with FICE was graded 4. 
Endoscopic submucosal dis­
section (ESD) was performed 
for local complete resection of 
the well-differentiated ade­
nocarcinoma limited to within 
the mucosa. A: Conventional 
image with ultraslim endos­
copy; B: Image with FICE: 
Color contrast between the le­
sion and surrounding mucosa 
is highlighted and the boun­
dary is more clearly visualized 
(FICE 4); C: Conventional ima­
ge with conventional esophag
ogastroduodenoscopy; D: Dis­
sected section after ESD.
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as FICE electrically amplifies spectral images of  given 
wavelengths and reconstructs the images, it offers brighter 
images with subtle highlighted color changes and hype
remic areas on the surface of  the mucosa[8]. Therefore, we 
obtained sufficient illumination for long-distance obser
vation with FICE in all cases in this study.

FICE observation of  superficial epithelial tumors of  
the gastrointestinal tract resulted in superior visibility for 
54.7% and comparable visibility for 45.3% compared with 
conventional images. These results suggested that FICE 
would be useful as a diagnostic aid for ultraslim endoscopy 
which is becoming more common. FICE significantly 
improved the visibility of  lesions with hyperemia (68.0%) 
and discoloration (61.1%) compared with conventional 
images. The results showed that, due to the characteristics 
of  FICE, observation by ultraslim endoscopy with FICE 
more clearly visualized the color contrast between dis
eased and normal lesions than observation with conven
tional images. FICE was also expected to improve the 
visibility of  lesions with color contrast in the mucosa in 

long-distance observation by lower-resolution ultraslim 
endoscopy.

Yoshida reported that a review of  endoscopic obser
vation of  gastritis-like early gastric cancer diagnosed as 
benign by conventional endoscopy revealed discolored 
lesions in 29 of  132 cases (22.0%), hyperemic lesions in 
83 cases (62.9%) and normocolored lesions in 20 cases 
(15.2%)[7]. These lesions, not easily diagnosed by con
ventional endoscopy, may be overlooked in observations 
with conventional ultraslim endoscopy. Of  these lesions, 
discolored and hyperemic lesions accounted for 84.9%. 
FICE was considered to prevent overlooking lesions with 
such color changes.

This study suggests that the use of  FICE would im
prove the ability of  ultraslim endoscopy to detect epithe
lial tumors of  the upper gastrointestinal tract under con
ditions without the spraying of  a dye or a biopsy.
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COMMENTS
Background
The reduction in the endoscope diameter would improve the acceptance of 
unsedated endoscopy. However, ultraslim endoscopy provides less resolution 
due to smaller number of pixels and less illumination. Flexible spectral imaging 
color enhancement (FICE) is one of the diagnostic methods using specific light 
spectra based on spectral image processing technology (Fujinon Corporation, 
Saitama, Japan). We focused on the effect of FICE used in combination with 
ultraslim endoscopy for observation of superficial epithelial tumors of the upper 
gastrointestinal tract.

Tanioka Y et al . Ultraslim endoscopy with FICE

BA

C D

Figure 3  A rough, slightly elevated squa­
mous lesion with hyperemia in a semicircle 
is found 25 cm distal from the superior inci­
sor line. The hyperemia of the lesion is high­
lighted and the boundary is more clearly 
visualized with flexible spectral imaging color 
enwhancement (FICE). The visibility was 
graded 4. Endoscopic submucosal dissection 
(ESD) was performed for local complete 
resection of the squamous cell carcinoma 
inc luding the muscular is  mucosae.  A: 
Conventional image with ultraslim endoscopy: A 
rough, elevated squamous lesion with 
hyperemia in a semicircle is found; B: Image 
with FICE: The hyperemia of the lesion is 
highlighted and the boundary is more clearly 
visualized with FICE (FICE 4); C: Conventional 
i m a g e  w i t h  c o n v e n t i o n a l  e s o p h a ­
gogastroduodenoscopy; D: Dissected section 
sprayed with Iodin after ESD.

 COMMENTS

Table 3  Evaluation of color hue changes and visibility of 
lesions with flexible spectral imaging color enhancement 
observation

Evaluation of FICE  1 2 3 4 5 Subtotal

Hyperemicb 0 0   8 17 0 25
Discoloreda 0 0   7 11 0 18
Normocolored 0 0   9   1 0 10

0 0 24 29 0 53

aP = 0.0159 vs Normocolored; bP = 0.0027 vs Normocolored; FICE: flexible 
spectral imaging color enhancement.
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Research frontiers
The analysis and enhancement of diagnostic accuracy of ultraslim endoscopy is a 
new frontier for upper gastrointestinal cancer surveillance.  
Innovations and breakthroughs
FICE provides comparison of spectral images of diseased and surrounding 
normal areas for enhancement of the contrast by combining wavelengths with 
greater differences in signals.
Applications
Our study suggests that the use of FICE would improve the ability of ultraslim 
endoscopy to detect epithelial tumors of the upper gastrointestinal tract under 
conditions without the spraying of a dye or a biopsy.
Terminology
Ultraslim endoscopes: a shaft diameter of 6 mm or less which allows them to be 
passed through the nose or mouth. Flexible spectral Imaging Color Enhancement 
(FICE): Visible light consists of wavelengths from red to purple. A spectral image, 
the image captured by each wavelength, of a specific wavelength is electrically 
amplified and reconstructed to create a FICE image.
Peer review
Overall, the manuscript is good. The authors show flexible spectral imaging 
color enhancement could improve ultraslim endoscopy in detection of epithelial 
tumors of the upper gastrointestinal tract. Therefore I could recommend 
publication if several points were discussed.
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Abstract
Gastric outlet obstruction is commonly associated wi­
th malignancies and peptic ulcer disease. However, 
when no malignancy is seen and the patient is non-
responsive to conventional peptic ulcer treatment, other 
etiologies need to be explored. We report a case of 
gastric outlet obstruction due to duodenal tuberculosis. 
The patient is a 31 year old male who presented with 
1 year history of recurrent epigastric pain and an a 
cute episode of vomiting. Endoscopy revealed duode 
nal stricture. Computed tomography scan showed pyloro 
antral thickening. The patient was referred to the 
surgery service and underwent an exploratory laparo­
tomy and gastrojejunostomy. A duodenal mass and 
calcified lymph nodes were noted on exploration and 
biopsy revealed a tuberculous origin. The patient was 
started on anti-tuberculosis medications and had impro 
ved on discharge. Gastroduodenal tuberculosis is rare  
and pyloric stenosis resulting from tuberculosis is  
even rarer. This, however, should be considered in patien 
ts who come from areas where the disease is endemic. 

 2011 Baishideng. All rights reserved.
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INTRODUCTION
Tuberculosis is a major health problem worldwide. In the 
Philippines, it is endemic. The most common manifesta-
tion is a pulmonary disease but involvement of  the gastro-
intestinal tract is not uncommon. Gastrointestinal tuber-
culosis often involves the ileocecal region. The stomach 
as well as the duodenum are rare sites for tuberculosis and 
are usually a result of  secondary spread from a primary 
pulmonary disease. An autopsy series reported an inci-
dence of  only 0.5%[1]. A primary case of  gastroduodenal 
tuberculosis is an even rarer disease and only a few cases 
are reported in the literature[1-5].

CASE REPORT
A 31 year old male was admitted to our institution with 
a 1 year history of  recurrent epigastric pain and an acute 
episode of  vomiting. Epigastric pain was characterized 
as intermittent, mild and gnawing in character. The pa
tient also reported a slight undocumented weight loss. 
No other associated signs and symptoms were noted. No 
medications had been taken and he had not consulted 
medical staff. The patient had an acute episode of  vomi
ting, prompting a consultation and subsequent admission. 
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The patient had no known co-morbidities and no history 
of  hospitalization. He had no history of  tuberculosis and 
no known exposure to the disease. The patient’s family 
history was also unremarkable.

Physical examination only revealed direct tenderness in 
the epigastrium. There was no note of  lymphadenopathies 
and the rest of  the physical exam was unremarkable.  
Body mass index was 21. Complete blood count was 
within normal limits. Chest x-ray was normal. Esophago
gastroduodenoscopy revealed duodenal stricture at the 1st 
part of  the duodenum (Figure 1). Computed tomography 
of  the whole abdomen showed pyloroantral thickening 
and a distended stomach (Figure 2). The impression then 
was gastric outlet obstruction secondary to duodenal stric
ture, probably secondary to peptic ulcer cicatrization to 
rule out duodenal malignancy.  

The patient was referred to the surgical service. He 
underwent exploratory laparotomy and gastrojejunostomy. 
A duodenal mass and calcified lymph nodes were noted 
intraoperatively. Excision of  the mass was done as well 
as biopsy of  the calcified lymph nodes. Post-operative re
covery was uneventful. On histopathological examination, 
a chronic granulomatous inflammation with Langhans-

type giant cell in the duodenal wall and the calcified lymph 
node showed caseation necrosis and multi-loculated giant 
cells were noted (Figure 3A and B). The patient was then 
diagnosed as having duodenal stricture secondary to pri
mary duodenal tuberculosis.  

The patient was started on quadruple anti-tuberculous 
medication and had improved on discharge. The patient 
was symptom free 3 mo later.
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A

Figure 1  Endoscopic view of the 2nd part of the duodenal of the patient showing narrowing of lumen/stricture (white arrow). The gastroscope was unable to 
pass beyond this point.  

B

Figure 2  Abdominal computed tomography scan showing pyloroantral 
thickening and distended stomach.

Figure 3  Histopathological examination image. A: Duodenal mass showing 
chronic granulomatous inflammation (white arrow) with Langhans-type giant 
cell (black arrow); B: Calcified lymph node showing caseation necrosis (black 
arrow) and a multinucleated giant cell (inset, white arrow).

A

B
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DISCUSSION
Gastric outlet obstruction is commonly associated with 
malignancies and peptic ulcer disease. However, when 
no malignancy is seen and a patient is non-responsive 
to conventional peptic ulcer treatment, other etiologies 
need to be explored. In this case, our patient presented 
with gastric outlet obstruction and a diagnosis of  ulcer 
cicatrization was first made since it is one of  the more 
common causes of  duodenal strictures. Also, his young 
age made the diagnosis of  malignancy less likely.  Since the 
patient already presented with gastric outlet obstruction, 
surgery was deemed necessary for the patient and the 
diagnosis of  gastroduodenal tuberculosis was made post-
operatively. In other reported cases of  gastroduodenal 
tuberculosis, medical management was a sufficient treat
ment modality[2]. However, for those presenting with 
obstruction, surgery may be necessary to relieve the obs
truction and make the diagnosis.   

The diagnosis of  this disease is difficult and is often 
made post-operatively. There are no pathognomonic 
clinical features. A review of  23 consecutive cases of  
gastroduodenal tuberculosis (15 year span) in India noted 
that vomiting (60.8%) and epigastric pain (56.5%) are the 
most common presenting symptoms. Other symptoms 
noted are weight loss, upper GI bleeding and fever. The 
mean age at presentation in this series was 34.4 years with 
the duration of  symptoms varying from 2 d to 15 years[1]. 
Most reported cases of  duodenal tuberculosis come from 
areas with high prevalence of  tuberculosis such as India 
and Africa. Hence, a high index of  suspicion is needed 
when a patient is from a place endemic for tuberculosis. 
Another emerging concern is the increasing prevalence 
of  Human Immunodeficiency Virus (HIV) infection. 
The annual risk of  developing active tuberculosis when 
co-infected with HIV is 20-30 times the risk in non-HIV 
infected individual[6]. In the Philippines there is a low 
prevalence of  HIV infection[7]. Thus, the HIV test was 
not done for this case since the patient had no high risk 
behavior. However, for those patients with risk factors (e.g. 
multiple sexual partners, men who have sex with men, 
intravenous drug users) and those from areas with high 
prevalence of  HIV infection, testing for HIV co-infection 
may be beneficial. However, there is a lack of  data on 
changes in the frequency or clinical manifestations of  
abdominal tuberculosis[6].

The radiological features of  duodenal tuberculosis 
are also non-specific. On barium studies, patients were 
found to have either one or a combination of  mucosal 
ulcerations, luminal narrowing, extrinsic compression and 
proximal dilatations[2]. Endoscopy may not be diagnostic 
and biopsies may only show nonspecific inflammation[8]. 
In our case, biopsy was not performed during endoscopy 
since the patient was already deemed to require surgery 
due to the obstruction. Most case reports also diagnosed 
duodenal tuberculosis post-operatively. Diagnosis is made 
through histopathological findings of  caseation necrosis 
and Langhans type giant cell. 

Management of  duodenal tuberculosis is still primarily 
medical. Studies have shown that if  the diagnosis is made 
prior to surgery, most lesions improve with appropriate 
treatment[9]. Even in patients with strictures, balloon 
dilatation has been shown to work together with medica
tion[10]. In this case, no trial of  medication was done since 
biopsy was not performed pre-operatively. Performing 
biopsy pre-operatively may have changed the management 
if  the biopsy proved to be diagnostic. Also, performing 
a tuberculosis polymerase chain reaction test may have 
helped in the diagnosis if  tuberculosis was made as part 
of  the differentials. However, the cost-effectiveness of  
this study may need to be assessed.   

In conclusion, gastroduodenal tuberculosis is rare and 
pyloric stenosis resulting from tuberculosis is even rarer. 
There are no specific signs or symptoms and no char
acteristic endoscopic findings. It is our recommendation 
that among patients with a similar presentation who come 
from areas endemic for tuberculosis, every effort should 
be made to confirm the diagnosis to avoid unnecessary 
surgeries.
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Abstract
A 9-year-old girl presented with a chief complaint of 
abdominal pain. Esophagogastroduodenal endoscopy 
(EGD) identified a long and large gastric trichobezoar 
extending into the duodenum. We attempted endoscopic 
retrieval after informed consent was obtained from the 
patient’s mother. Initially, a gasper with 5-prolongs, 
commonly used for retrieval of endoscopically excised 
polyps, failed to remove the whole trichobezoar. When 
a net was used instead, it proved impossible to remove 
the trichobezoar completely. Therefore, we withdrew 
the scope from the mouth, leaving the net grasping the 
tricobezoar firmly in the stomach. Subsequently, we 
were able to retrieve about 70% of the trichobezoar 
manually by grasping the snare part of the net directly. 
A second pass found no deep laceration or perforation 
endoscopically. The remaining trichobezoar was com
pletely retrieved with the net. The procedure was com
pleted within 15 min. The retrieved specimens were 

34 cm in length and 100 g in weight. The patient was 
discharged uneventfully 5 d thereafter. She was advised 
to visit a psychiatrist to avoid suffering from a relapse. 
Follow-up EGD showed no trichobezoar, and the patient’
s frontal hair grew back.

© 2010 Baishideng. All rights reserved.
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INTRODUCTION
Bezoars are collections of  indigestible materials that ac-
cumulate to form a mass in the gastrointestinal tract. Most 
are commonly found in the stomach, and they can be 
categorized into five major groups: (1) phytobezoars; (2) 
pharmacobezoars; (3) trichobezoars; (4) lactobezoars; and 
(5) foreign body bezoars, according to their composition. 
Trichobezoars, composed of  hair, usually occur in young 
women and cases which extend throughout the small 
bowel into the cecum, are known as the Rapunzel syn-
drome[1]. Gastric trichobezoars are generally more difficult 
to remove endoscopically and, thus, most reported cases 
require surgery[2]. Herein we report a case of  a gastric 
trichobezoar successfully retrieved with endoscopy. 
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CASE REPORT
A 9-year-old girl presented with a chief  complaint of  
abdominal pain. She had experienced bullying at her ele
mentary school for two years. Over the same period, her 
mother noticed her habit of  trichotillomania (hair pulling) 
and trichophagia (hair eating). The girl was unconscious 
of  this habit but had tried to vomit the eaten hair when it 
was noticed or she was warned. She had no prior history 
of  medical problems or mental disturbance. At first, she 
visited a nearby hospital because of  abdominal pain. Phy
sical examination showed a healthy 9-year-old girl with a 
body weight of  33 Kg and a height of  1.33 m. There was 
frontal balding and mild tenderness without defense or 
rigidity in the epigastric region, although no abdominal 
mass was palpable. An abdominal computed tomography 
(CT) revealed an inhomogenous mass in the stomach. 
Therefore, she was sent to our hospital for further in
vestigation and treatment. Laboratory data were within 
normal limits except for a slight elevation of  C-reactive 
protein (CRP; 1.3 g/dL). 

Endoscopic technique
A transnasal esophagogastroduodenal endoscopy (EGD) 
identified a long and large gastric trichobezoar extending 
into the duodenum (Figure 1). We attempted endoscopic 
retrieval after informed consent had been obtained from 

the patient’s mother. A standard gastroscope (GIFQ260; 
Olympus, Tokyo, Japan) was used after intravenous 
administration of  midazolam (7 mg). To avoid bowel 
movement and to relax the lower esophageal sphincter, 
scopolamine butylbromide (20 mg) was administered 
intravenously before endoscopic removal. Carbon dioxide 
(CO2) was administered using a CO2 regulator (Olympus 
UCR; Olympus, Tokyo, Japan) connected to the endo
scope supply tube for insufflation during the endoscopic 
procedure.

Initially, we used a gasper with 5-prolongs, commonly 
used for retrieval of  endoscopically excised polyps, (Oly
mpus, Tokyo, Japan). However we could only remove 
completely the portion of  the trichobezoar present in the 
stomach as passage of  esophagogastric junction (EGJ) 
was impossible (Figure 2). We then attemted retrieval 
using a net, also commonly used for retrieval of  excised 
colorectal polyps (Figure 3). The trichobezoar did pass 
EGJ in part but we could not retrieve the whole of  it with 
the endoscope. Therefore, we withdrew the scope from 
the mouth leaving the net grasping the trichobezoar firmly 
in the stomach. Subsequently, we were able to retrieve 
about 70% of  the trichobezoar manually by grasping 
the snare part of  the net directly. A second pass found 
mild erosion at the EGJ, although no deep laceration or 
perforation was detected endoscopically. The remaining 
trichobezoar was completely retrieved with the net. The 
whole procedure was electronically recorded and was 
completed within 15 min. The retrieved specimens were 1.8 
cm × 3.2 cm × 34 cm in length and 100 g in weight (Figure 
4). The patient was discharged uneventfully 5 d after 
endoscopic retrieval. She was advised to visit a psychiatrist 
to avoid suffering from a relapse. Follow-up EGD showed 
no trichobezoar, and her frontal hair grew back.

DISCUSSION
Endoscopic retrieval or surgical removal are chosen for  
bezoar removal based on the size and composition. 
As gastric trichobezoars are generally more difficult to 
remove endoscopically, most of  the reported cases re
quired surgery[2]. Laparoscopic removal is cosmetically 
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Figure 1  A trans­nasal 
eso­phagogas­tro­duo­
denal endoscopy iden­
tified a long and large 
gastric trichobezoar ex­­ 
tending into the duo­de­
num.

Figure 2  A standard gastroscope (GIFQ260; Olympus, Tokyo, Japan) was 
used for retrieval. A gasper with 5-prolongs (Olympus, Tokyo, Japan), commonly 
used for retrieval of polyps excised endoscopically, was used to retrieve the 
gastric trichobezoar.

Figure 3  A net for collecting the removed colorectal polyps was used 
instead of a grasper for endoscopic retrieval.
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superior to open laparotomy[3,4]. However, if  possible, 
endoscopic removal is less invasive and can save time, cost 
and abdominal damage. To the best of  our knowledge, 
however, there are only two successful cases reported 
in the English literature[5,6]. Soehendra used a Nd: YAG 
laser to disrupt the bezoar followed by the retrieval of  
its fragments, requiring more than 100 passages of  the 
endoscope in three sessions of  2 to 3 h[5]. This procedure 
is, therefore, troublesome and needs special equipment. 
Meanwhile, Saeed carried out successful retrieval using 
a two-channel endoscope, an overtube, and a grasping 
forceps with the patient under intubation[6].

In our case, we used a single channel endoscope, a 
grasper, and a net to remove the trichobezoar completely 
in one session (two passages of  endoscope) with the 
patient under sedation and without intubation. We con
ducted the endoscopic procedure under sedation instead 
of  general anesthesia after discussion with the anesthetists 
and pediatric surgeons in our hospital. We would have 
performed the procedure under general anesthesia if  
we could not have completed the endoscopic retrieval 
safely within 30 min. The shape of  the trichobezoar in 
our case was most important for successful endoscopic 
retrieval. If  the maximal diameter had been too large to 

pass the esophagogastric junction, we would not have 
been able to retrieve it endoscopically. Considering the 
whole procedure retrospectively, the grasping power of  a 
grasper with 5-prolongs was not as great as that of  a net, 
although the trichobezoar could not be removed with the 
endoscope even used together with a net. If  we had used 
a two channel endoscope backloaded with an overtube 
according to Saeed’s suggestion, the bezoar would have 
been grasped more firmly, enabling the passage of  the 
EGJ more easily. However, holding the snare part of  the 
net directly following withdrawing the endoscope from 
the mouth, eventually enabled us to retrieve the grasped 
trichobezoar successfully. Furthermore, we used CO2 in
sufflation to avoid esophageal perforation associated with 
laceration caused by endoscopic retrieval.

In conclusion, we have reported a case of  a gastric 
trichobezoar successfully retrieved endoscopically using 
a net made for polyp retrieval. Endoscopic removal of  a 
gastric trichobezoar is less invasive and cost effective than 
surgical removal and this procedure should, therefore, 
be considered as an option for treatment with various 
endoscopic accessories.
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Figure 4  The retrieved specimens were 1.8 cm × 3.2 cm × 34 cm in length 
and 100 g in weight.
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Westin Bayshore, Vancouver
British Columbia, Canada

March 03-05, 2011
42nd Annual Topics in Internal 
Medicine
Gainesville, FL 32614, 
United States

March 14-17, 2011
British Society of Gastroenterology 
Annual Meeting 2011
Birmingham, England, United 
Kingdom

March 17-19, 2011
41. Kongress der Deutschen 
Gesellschaft für Endoskopie und 
Bildgebende Verfahren e.V.
Munich, Germany

March 17-20, 2011
Mayo Clinic Gastroenterology & 
Hepatology 2011
Jacksonville, FL 34234, United States

March 25-27, 2011
MedicReS IC 2011 Good Medical 
Research
Istanbul, Turkey

April 07-09, 2011
International and Interdisciplinary 
Conference Excellence in Female 
Surgery
Florence, Italy

April 15-16, 2011
Falk Symposium 177, Endoscopy 
Live Berlin 2011 Intestinal Disease 
Meeting, Stauffenbergstr. 26
Berlin 10785, Germany

April 18-22, 2011
Pediatric Emergency Medicine: 
Detection, Diagnosis and Developing 
Treatment Plans
Sarasota, FL 34234, United States

April 20-23, 2011
9th International Gastric Cancer 
Congress, COEX, World Trade 
Center, Samseong-dong
Seoul 135-731, South Korea

April 25-27, 2011
The Second International Conference 
of the Saudi Society of Pediatric 
Gastroenterology, Hepatology & 
Nutrition
Riyadh, Saudi Arabia

April 28-30, 2011
4th Central European Congress of 
Surgery
Budapest, Hungary

May 07-10, 2011
Digestive Disease Week
Chicago, IL  60446, United States

May 12-13, 2011
2nd National Conference Clinical 
Advances in Cystic Fibrosis
London, England, United Kingdom

May 21-24, 2011
22nd European Society of 
Gastrointestinal and Abdominal 
Radiology Annual Meeting and 
Postgraduate Course
Venise, Italy

May 25-28, 2011
4th Congress of the Gastroenterology 
Association of Bosnia and 

Herzegovina with international 
participation, Hotel Holiday Inn 
Sarajevo, Bosnia and Herzegovina

June 11-12, 2011
The International Digestive Disease 
Forum 2011
Hong Kong, China

June 13-16, 2011
Surgery and Disillusion XXIV Spigc 
II ESYS, Napoli, Italy

June 22-25, 2011
ESMO Conference: 13th World 
Congress on Gastrointestinal Cancer
Barcelona, Spain

September 10-11, 2011
New Advances in Inflammatory 
Bowel Disease
La Jolla, CA 92093, United States

September 10-14, 2011
ICE 2011-International Congress of 
Endoscopy, Los Angeles Convention 
Center, 1201 South Figueroa Street
Los Angeles, CA 90015, United 
States

September 30-October 1, 2011
Falk Symposium 179, Revisiting 
IBD Management: Dogmas to be 
Challenged, Sheraton Brussels Hotel
Brussels 1210, Belgium

October 19-29, 2011
Cardiology & Gastroenterology
Tahiti 10 night CME Cruise
Papeete, French Polynesia

October 22-26, 2011
19th United European 
Gastroenterology Week
Stockholm, Sweden

October 28-November 02, 2011
ACG Annual Scientific Meeting & 
Postgraduate Course
Washington, DC 20001, United 
States

November 11-12, 2011
Falk Symposium 180, IBD 2011: 
Progress and Future for Lifelong 
Management, ANA Interconti Hotel, 
1-12-33 Akasaka, Minato-ku
Tokyo 107-0052, Japan

December 01-04, 2011
2011 Advances in Inflammatory 
Bowel Diseases/Crohn's & Colitis 
Foundation's Clinical & Research 
Conference
Hollywood, FL 34234, United States
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GENERAL INFORMATION
World Journal of  Gastrointestinal Endoscopy (World J Gastrointest Endosc, 
WJGE, online ISSN 1948-5190, DOI: 10.4253), is a monthly, 
open-access (OA), peer-reviewed online journal supported by an 
editorial board of  400 experts in gastrointestinal endoscopy from 
45 countries.

The biggest advantage of  the OA model is that it provides free, 
full-text articles in PDF and other formats for experts and the public 
without registration, which eliminates the obstacle that traditional 
journals possess and usually delays the speed of  the propagation and 
communication of  scientific research results. 

Maximization of personal benefits
The role of  academic journals is to exhibit the scientific levels of  a 
country, a university, a center, a department, and even a scientist, and 
build an important bridge for communication between scientists and 
the public. As we all know, the significance of  the publication of  
scientific articles lies not only in disseminating and communicating 
innovative scientific achievements and academic views, as well as 
promoting the application of  scientific achievements, but also in 
formally recognizing the “priority” and “copyright” of  innovative 
achievements published, as well as evaluating research performance 
and academic levels. So, to realize these desired attributes of  WJGE 
and create a well-recognized journal, the following four types of  
personal benefits should be maximized. The maximization of  perso­
nal benefits refers to the pursuit of  the maximum personal benefits 
in a well-considered optimal manner without violation of  the laws, 
ethical rules and the benefits of  others. (1) Maximization of  the 
benefits of  editorial board members: The primary task of  editorial 
board members is to give a peer review of  an unpublished scientific 
article via online office system to evaluate its innovativeness, scien­
tific and practical values and determine whether it should be publi­
shed or not. During peer review, editorial board members can also 
obtain cutting-edge information in that field at first hand. As leaders 
in their field, they have priority to be invited to write articles and 
publish commentary articles. We will put peer reviewers’ names 
and affiliations along with the article they reviewed in the journal to 
acknowledge their contribution; (2) Maximization of  the benefits 
of  authors: Since WJGE is an open-access journal, readers around 
the world can immediately download and read, free of  charge, high-
quality, peer-reviewed articles from WJGE official website, thereby 
realizing the goals and significance of  the communication between 
authors and peers as well as public reading; (3) Maximization of  
the benefits of  readers: Readers can read or use, free of  charge, 
high-quality peer-reviewed articles without any limits, and cite 
the arguments, viewpoints, concepts, theories, methods, results, 
conclusion or facts and data of  pertinent literature so as to validate 
the innovativeness, scientific and practical values of  their own re­
search achievements, thus ensuring that their articles have novel 
arguments or viewpoints, solid evidence and correct conclusion; 
and (4) Maximization of  the benefits of  employees: It is an iron law 
that a first-class journal is unable to exist without first-class editors, 
and only first-class editors can create a first-class academic journal. 
We insist on strengthening our team cultivation and construction so 
that every employee, in an open, fair and transparent environment, 
could contribute their wisdom to edit and publish high-quality 
articles, thereby realizing the maximization of  the personal benefits 
of  editorial board members, authors and readers, and yielding the 
greatest social and economic benefits.

Aims and scope
The major task of  WJGE is to report rapidly the most recent re
sults in basic and clinical research on gastrointestinal endoscopy 
including: gastroscopy, intestinal endoscopy, colonoscopy, capsule 
endoscopy, laparoscopy, interventional diagnosis and therapy, as 
well as advances in technology. Emphasis is placed on the clini
cal practice of  treating gastrointestinal diseases with or under 
endoscopy. Papers on advances and application of  endoscopy-asso
ciated techniques, such as endoscopic ultrasonography, endoscopic 
retrograde cholangiopancreatography, endoscopic submucosal 
dissection and endoscopic balloon dilation are also welcome.

Columns
The columns in the issues of  WJGE will include: (1) Editorial: To 
introduce and comment on major advances and developments 
in the field; (2) Frontier: To review representative achievements, 
comment on the state of  current research, and propose directions 
for future research; (3) Topic Highlight: This column consists of  
three formats, including (A) 10 invited review articles on a hot 
topic, (B) a commentary on common issues of  this hot topic, and 
(C) a commentary on the 10 individual articles; (4) Observation: 
To update the development of  old and new questions, highlight 
unsolved problems, and provide strategies on how to solve the 
questions; (5) Guidelines for Basic Research: To provide guidelines 
for basic research; (6) Guidelines for Clinical Practice: To provide 
guidelines for clinical diagnosis and treatment; (7) Review: To 
review systemically progress and unresolved problems in the field, 
comment on the state of  current research, and make suggestions 
for future work; (8) Original Article: To report innovative and 
original findings in gastrointestinal endoscopy; (9) Brief  Article: To 
briefly report the novel and innovative findings in gastrointestinal 
endoscopy; (10) Case Report: To report a rare or typical case; 
(11) Letters to the Editor: To discuss and make reply to the con
tributions published in WJGE, or to introduce and comment on 
a controversial issue of  general interest; (12) Book Reviews: To 
introduce and comment on quality monographs of  gastrointestinal 
endoscopy; and (13) Guidelines: To introduce consensuses and 
guidelines reached by international and national academic authorities 
worldwide on basic research and clinical practice in gastrointestinal 
endoscopy.

Name of journal
World Journal of  Gastrointestinal Endoscopy

CSSN
ISSN 1948-5190 (online)

Indexed and Abstracted in
PubMed Central, PubMed 

Published by
Baishideng Publishing Group Co., Limited

SPECIAL STATEMENT
All articles published in this journal represent the viewpoints of  the 
authors except where indicated otherwise.

Biostatistical editing
Statisital review is performed after peer review. We invite an expert 
in Biomedical Statistics from to evaluate the statistical method used 
in the paper, including t-test (group or paired comparisons), chi-
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squared test, Ridit, probit, logit, regression (linear, curvilinear, or 
stepwise), correlation, analysis of  variance, analysis of  covariance, 
etc. The reviewing points include: (1) Statistical methods should be 
described when they are used to verify the results; (2) Whether the 
statistical techniques are suitable or correct; (3) Only homogeneous 
data can be averaged. Standard deviations are preferred to standard 
errors. Give the number of  observations and subjects (n). Losses 
in observations, such as drop-outs from the study should be re
ported; (4) Values such as ED50, LD50, IC50 should have their 
95% confidence limits calculated and compared by weighted probit 
analysis (Bliss and Finney); and (5) The word ‘significantly’ should 
be replaced by its synonyms (if  it indicates extent) or the P value (if  
it indicates statistical significance). 

Conflict-of-interest statement
In the interests of  transparency and to help reviewers assess any 
potential bias, WJGE requires authors of  all papers to declare any 
competing commercial, personal, political, intellectual, or religious 
interests in relation to the submitted work. Referees are also asked to 
indicate any potential conflict they might have reviewing a particular 
paper. Before submitting, authors are suggested to read “Uniform 
Requirements for Manuscripts Submitted to Biomedical Journals: 
Ethical Considerations in the Conduct and Reporting of  Research: 
Conflicts of  Interest” from International Committee of  Medical 
Journal Editors (ICMJE), which is available at: http://www.icmje.
org/ethical_4conflicts.html. 

Sample wording: [Name of  individual] has received fees for 
serving as a speaker, a consultant and an advisory board member for 
[names of  organizations], and has received research funding from 
[names of  organization]. [Name of  individual] is an employee of  
[name of  organization]. [Name of  individual] owns stocks and shares 
in [name of  organization]. [Name of  individual] owns patent [patent 
identification and brief  description]. 

Statement of informed consent
Manuscripts should contain a statement to the effect that all human 
studies have been reviewed by the appropriate ethics committee 
or it should be stated clearly in the text that all persons gave their 
informed consent prior to their inclusion in the study. Details that 
might disclose the identity of  the subjects under study should be 
omitted. Authors should also draw attention to the Code of  Ethics 
of  the World Medical Association (Declaration of  Helsinki, 1964, 
as revised in 2004).

Statement of human and animal rights
When reporting the results from experiments, authors should 
follow the highest standards and the trial should comform to Good 
Clinical Practice (for example, US Food and Drug Administration 
Good Clinical Practice in FDA-Regulated Clinical Trials; UK 
Medicines Research Council Guidelines for Good Clinical Practice 
in Clinical Trials) and/or the World Medical Association Declaration 
of  Helsinki. Generally, we suggest authors follow the lead 
investigator’s national standard. If  doubt exists whether the research 
was conducted in accordance with the above standards, the authors 
must explain the rationale for their approach and demonstrate 
that the institutional review body explicitly approved the doubtful 
aspects of  the study. 

Before submitting, authors should make their study approved 
by the relevant research ethics committee or institutional review 
board. If  human participants were involved, manuscripts must be 
accompanied by a statement that the experiments were undertaken 
with the understanding and appropriate informed consent of  each. 
Any personal item or information will not be published without 
explicit consents from the involved patients. If  experimental animals 
were used, the materials and methods (experimental procedures) 
section must clearly indicate that appropriate measures were taken to 
minimize pain or discomfort, and details of  animal care should be 
provided.

SUBMISSION OF MANUSCRIPTS
Manuscripts should be typed in 1.5 line spacing and 12 pt. Book 

Antiqua with ample margins. Number all pages consecutively, and 
start each of  the following sections on a new page: Title Page, Ab 
stract, Introduction, Materials and Methods, Results, Discussion, 
Acknowledgements, References, Tables, Figures, and Figure Le
gends. Neither the editors nor the publisher are responsible for the 
opinions expressed by contributors. Manuscripts formally accepted 
for publication become the permanent property of  Baishideng 
Publishing Group Co., Limited, and may not be reproduced by any 
means, in whole or in part, without the written permission of  both 
the authors and the publisher. We reserve the right to copy-edit and 
put onto our website accepted manuscripts. Authors should follow 
the relevant guidelines for the care and use of  laboratory animals 
of  their institution or national animal welfare committee. For the 
sake of  transparency in regard to the performance and reporting 
of  clinical trials, we endorse the policy of  the International Com
mittee of  Medical Journal Editors to refuse to publish papers on 
clinical trial results if  the trial was not recorded in a publicly-acces 
sible registry at its outset. The only register now available, to our 
knowledge, is http://www. clinicaltrials.gov sponsored by the Uni 
ted States National Library of  Medicine and we encourage all po
tential contributors to register with it. However, in the case that 
other registers become available you will be duly notified. A letter 
of  recommendation from each author’s organization should be 
provided with the contributed article to ensure the privacy and 
secrecy of  research is protected.

Authors should retain one copy of  the text, tables, photographs 
and illustrations because rejected manuscripts will not be returned 
to the author(s) and the editors will not be responsible for loss or 
damage to photographs and illustrations sustained during mailing.

Online submissions
Manuscripts should be submitted through the Online Submission 
System at: wjge@wjgnet.com. Authors are highly recommended 
to consult the ONLINE INSTRUCTIONS TO AUTHORS 
(http://www.wjgnet.com/1948-5190/g_info_20100316080002.
htm) before attempting to submit online. For assistance, authors 
encountering problems with the Online Submission System may 
send an email describing the problem to http://www.wjgnet.com/
1948-5190office/, or by telephone: +86-10-59080038. If  you 
submit your manuscript online, do not make a postal contribution. 
Repeated online submission for the same manuscript is strictly 
prohibited.

MANUSCRIPT PREPARATION
All contributions should be written in English. All articles must be 
submitted using word-processing software. All submissions must 
be typed in 1.5 line spacing and 12 pt. Book Antiqua with ample 
margins. Style should conform to our house format. Required 
information for each of  the manuscript sections is as follows:

Title page
Title: Title should be less than 12 words.

Running title: A short running title of  less than 6 words should 
be provided.

Authorship: Authorship credit should be in accordance with the 
standard proposed by International Committee of  Medical Journal 
Editors, based on (1) substantial contributions to conception and 
design, acquisition of  data, or analysis and interpretation of  data; 
(2) drafting the article or revising it critically for important intel
lectual content; and (3) final approval of  the version to be pub­
lished. Authors should meet conditions 1, 2, and 3.

Institution: Author names should be given first, then the com
plete name of  institution, city, province and postcode. For exam
ple, Xu-Chen Zhang, Li-Xin Mei, Department of  Pathology, 
Chengde Medical College, Chengde 067000, Hebei Province, 
China. One author may be represented from two institutions, for 
example, George Sgourakis, Department of  General, Visceral, and 
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Transplantation Surgery, Essen 45122, Germany; George Sgourakis, 
2nd Surgical Department, Korgialenio-Benakio Red Cross Hospital, 
Athens 15451, Greece

Author contributions: The format of  this section should be: Au
thor contributions: Wang CL and Liang L contributed equally to 
this work; Wang CL, Liang L, Fu JF, Zou CC, Hong F and Wu XM 
designed the research; Wang CL, Zou CC, Hong F and Wu XM 
performed the research; Xue JZ and Lu JR contributed new rea
gents/analytic tools; Wang CL, Liang L and Fu JF analyzed the data; 
and Wang CL, Liang L and Fu JF wrote the paper.

Supportive foundations: The complete name and number of  
supportive foundations should be provided, e.g., Supported by 
National Natural Science Foundation of  China, No. 30224801

Correspondence to: Only one corresponding address should 
be provided. Author names should be given first, then author 
title, affiliation, the complete name of  institution, city, postcode, 
province, country, and email. All the letters in the email should be 
in lower case. A space interval should be inserted between country 
name and email address. For example, Montgomery Bissell, MD, 
Professor of  Medicine, Chief, Liver Center, Gastroenterology 
Division, University of  California, Box 0538, San Francisco, CA 
94143, United States. montgomery.bissell@ucsf.edu

Telephone and fax: Telephone and fax should consist of  +, 
country number, district number and telephone or fax number, e.g., 
Telephone: +86-10-59080039  Fax: +86-10-85381893

Peer reviewers: All articles received are subject to peer review. 
Normally, three experts are invited for each article. Decision for 
acceptance is made only when at least two experts recommend 
an article for publication. Reviewers for accepted manuscripts are 
acknowledged in each manuscript, and reviewers of  articles which 
were not accepted will be acknowledged at the end of  each issue. 
To ensure the quality of  the articles published in WJGE, reviewers 
of  accepted manuscripts will be announced by publishing the 
name, title/position and institution of  the reviewer in the footnote 
accompanying the printed article. For example, reviewers: Professor 
Jing-Yuan Fang, Shanghai Institute of  Digestive Disease, Shanghai, 
Affiliated Renji Hospital, Medical Faculty, Shanghai Jiaotong 
University, Shanghai, China; Professor Xin-Wei Han, Department 
of  Radiology, The First Affiliated Hospital, Zhengzhou University, 
Zhengzhou, Henan Province, China; and Professor Anren Kuang, 
Department of  Nuclear Medicine, Huaxi Hospital, Sichuan 
University, Chengdu, Sichuan Province, China.

Abstract
There are unstructured abstracts (no more than 256 words) and 
structured abstracts (no more than 480). The specific requirements 
for structured abstracts are as follows: 

An informative, structured abstracts of  no more than 480 
words should accompany each manuscript. Abstracts for original 
contributions should be structured into the following sections. AIM 
(no more than 20 words): Only the purpose should be included. 
Please write the aim as the form of  “To investigate/study/…; 
MATERIALS AND METHODS (no more than 140 words); 
RESULTS (no more than 294 words): You should present P values 
where appropriate and must provide relevant data to illustrate 
how they were obtained, e.g. 6.92 ± 3.86 vs 3.61 ± 1.67, P < 0.001; 
CONCLUSION (no more than 26 words).

Key words
Please list 5-10 key words, selected mainly from Index Medicus, 
which reflect the content of  the study.

Text
For articles of  these sections, original articles, rapid communica
tion and case reports, the main text should be structured into the 

following sections: INTRODUCTION, MATERIALS AND 
METHODS, RESULTS and DISCUSSION, and should include 
appropriate Figures and Tables. Data should be presented in the 
main text or in Figures and Tables, but not in both. The main 
text format of  these sections, editorial, topic highlight, case 
report, letters to the editors, can be found at: http://www.wjgnet.
com/1948-5190/g_info_20100316080002.htm. 

Illustrations
Figures should be numbered as 1, 2, 3, etc., and mentioned clearly 
in the main text. Provide a brief  title for each figure on a separate 
page. Detailed legends should not be provided under the figures. 
This part should be added into the text where the figures are 
applicable. Figures should be either Photoshop or Illustrator 
files (in tiff, eps, jpeg formats) at high-resolution. Examples can 
be found at: http://www.wjgnet.com/1007-9327/13/4520.
pdf; http://www.wjgnet.com/1007-9327/13/4554.pdf; http://
www.wjgnet.com/1007-9327/13/4891.pdf; http://www.
wjgnet.com/1007-9327/13/4986.pdf; http://www.wjgnet.
com/1007-9327/13/4498.pdf. Keeping all elements compiled is 
necessary in line-art image. Scale bars should be used rather than  
magnification factors, with the length of  the bar defined in the 
legend rather than on the bar itself. File names should identify 
the figure and panel. Avoid layering type directly over shaded or 
textured areas. Please use uniform legends for the same subjects. 
For example: Figure 1 Pathological changes in atrophic gastritis 
after treatment. A: ...; B: ...; C: ...; D: ...; E: ...; F: ...; G: …etc. It is 
our principle to publish high resolution-figures for the printed and 
E-versions.

Tables
Three-line tables should be numbered 1, 2, 3, etc., and mentioned 
clearly in the main text. Provide a brief  title for each table. Detailed 
legends should not be included under tables, but rather added into 
the text where applicable. The information should complement, 
but not duplicate the text. Use one horizontal line under the title, a 
second under column heads, and a third below the Table, above any 
footnotes. Vertical and italic lines should be omitted.

Notes in tables and illustrations
Data that are not statistically significant should not be noted. aP < 
0.05, bP < 0.01 should be noted (P > 0.05 should not be noted). If  
there are other series of  P values, cP < 0.05 and dP < 0.01 are used. 
A third series of  P values can be expressed as eP < 0.05 and fP < 0.01. 
Other notes in tables or under illustrations should be expressed as 
1F, 2F, 3F; or sometimes as other symbols with a superscript (Arabic 
numerals) in the upper left corner. In a multi-curve illustration, each 
curve should be labeled with ●, ○, ■, □, ▲, △, etc., in a certain 
sequence.

Acknowledgments
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illustrations.
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ensure the spelling accuracy of  the first author’s name. Do not list 
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Style for journal references
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faced letters. The family name of  all authors should be typed with 
the initial letter capitalized, followed by their abbreviated first 
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initials. (For example, Lian-Sheng Ma is abbreviated as Ma LS, Bo-
Rong Pan as Pan BR) Book title. Publication number. Publication 
place: Publication press, Year: start page and end page.
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