
A 67-year-old man with no history of
chronic disease was referred to our hospi-
tal because of progressive abdominal dis-
tention and poor appetite in September
2009. He had undergone endoscopic sub-
mucosal dissection (ESD) at our endosco-
py center for a large, flat lesion in the gas-
tric incisure 2 months previously. The
lesion had been a type IIb with a diameter
of 10 cm. It had been resected in one piece
and was shown histologically to be an
early gastric cancer with tumor-free later-
al and vertical margins. Following his dis-
charge, after 1 week the patient had be-
gun to experience abdominal bloating
and early fullness after only a few bites of
food associated with reflux. The symp-
toms had deteriorated progressively over
the subsequent 2 months, accompanied
by weight loss of about 2.5 kg.
At endoscopy hewas found to have gastric
retention and a large ulcer at the site of the
previous resection, but there was no evi-
dence of gastric outlet obstruction. A bar-
ium radiographic study showed poor gas-
tric peristalsis. Hewas treatedwith enteral
feeding and gastrointestinal decompres-
sion, with oral administration of erythro-
mycin, prokinetic agents, and anti anxiety
medications all used to improve stomach
emptying. About 6 weeks later, a normal
eating pattern had been restored and re-
peat radiographic examination demon-
strated near-normal motility. The patient
was successfully discharged in November
2009. Repeat endoscopy 2 months after
this discharge revealed a scar at the origi-
nal wound location and he remained
symptom-free.
In this case, considering that there was no
medical history of other diseases such as
diabetes, we hypothesized that the possi-
ble mechanisms of gastroparesis were as
follows. First, the size of the lesion was as
large as 10 cm, so the vagal nerves that
regulate fundal relaxation and antral con-
traction may have been damaged during
the ESD procedure. Second, local edema

and adhesions close to the wound may
have affected the gastric motor function.
Third, the patient was very anxious about
the ESD procedure, so the gastrointestinal
reflex inhibition may have been pro-
longed and gastric empting reduced. A
combination of these three causes led
ultimately to the delayed gastric empty-
ing.
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Gastroparesis following endoscopic submucosal
dissection for early gastric cancer

Fig. 1 Endoscopic view at the time the pa-
tient was admitted with gastric stasis showing
the unhealed ulcer at the site of the previous
resection.

Fig. 2 Endoscopic view 2 months after his
final discharge showing the presence of a scar
at the original resection site.
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