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DIFFUSE SUBMUCOSAL CYSTS AND CARCINOMA
OF THE STOMACH

TAkEesH1 IWANAGA, MD,* HirOKI KOovaMmA, MD,* YOsHIkAzU TAKAHASHI, MD,*
Harvo TaAmiGucHI, Mp,' AND AKIRA WADA, mD!

1

Gastric

1 cysts, carci

and atypical hyperplasia have been ob-

served in the superficial mucosa of 12 stomachs. It is thought that gastritis may

give rise to these heterotapic glands, that the de

of heterotapic cysts

in the submucosa may make the surface mucosa prone to erosion, and that
repeated erosion and regeneration may cause carcinoma or ntyplcal hyperplasia.
Cancer 36:606-614, 1975.

Tam HAVE BEEN MANY REPORTS OF CASES
of diffuse heterotopic cysts situated in the
submucosal layer of the stomach.:10.21-24,27.28,31
More recently, cases of heterotopic cysts ac-
companied by gastric carcinoma have ap-
peared.®-811.12 However, in these papers the
relationship between gastric carcinoma and
cysts does not seem to have been fully de-
scribed. In the present paper we discuss the
relationship of these lesions and report on 12
cases,

MATERIALS AND METHODS

From July, 1961 to December, 1970, there
were 362 cases of surface carcinoma of the
stomach operated on at the Center for Adult
Diseases, Osaka. Diffuse multiple glands or
cysts in the gastric submucosal layer were
found in 11 cases (3.0%,). Out of 71 cases hav-
ing mesenchymal tumor, ulcer, or other non-
cancerous lesions, only 1 (1.4%,) had cysts. A
detailed histologic study was made of the re-
sected stomachs of these 12 cases with multiple
heterotopic cysts. The stomachs of the 351
cases of gastric carcinoma and 70 noncan-
cerous cases without such multiple heterotopic
cysts were studied as controls. Furthermore,
the autopsy material of 21 patients under 20
years of age who died of causes other than
gastric disease was examined. Almost all of the
resected stomachs were step-sectioned at 5-mm
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intervals and stained with hematoxylin-eosin,
Masson-trichrome, PAS, and silver impregna-
tion.

RESULTS

Table 1 describes our 12 cases. They were
all males; 4 cases in the 4th decade, 2 in the
5th decade, 5 in the 6th decade, and 1 in the
8th decade, with an average age of 57.6 years.
In the control cases, there were 316 males and
105 females; their ages ranged from 19 to 75
years, with an average age of 54.2 years.

The heterotopic cysts were found in the sub-
mucosal layer only. Most of them occupied the
upper layer, some penetrating the muscularis
mucosae and connecting with the gastric
glands in the deep layer of tunica propria
mucosae, or directly with the proliferating
cells in the neck zone of the mucosa (Fig. 1).
Enlarged cysts were observed often in the
deeper layer of the tunica propria mucosae.
Most of the heterotopic glands and cysts con-
sisted of a single layer of mucous cells with a
clear cytoplasm and with the nucleus located
near the basement membrane (Fig. 2). A few
heterotopic glands containing chief and pari-
etal cells were present. Even when severe in-
testinal metaplasia existed in the epithelial
cells of the tunica propria mucosae, it was
only rarely found in the heterotopic glands of
the submucosa. Of about 4000 heterotopic
glands examined, only 1 was of an intestinal
type. No aberrant pancreatic tissue was found
near the cysts. The heterotopic cysts were
enveloped in muscle fibers; these were seen
frequently in those cases with heterotopic
glands, and were usually connected to the
muscularis mucosae.
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An Endoscopic Recognition of the Atrophic
Border and its Significance in Chronic

Gastritis

K. Kimura,* T. Takemoto **

Summary

The endoscopic atrophic border is a boundary
between the pyloric and fundic gland territories,
which is endoscopically recognized by discrimi-
nating differences in color and height of the
gastric mucosa. The existence of superficial gas-
tritis might exaggerate the color and niveau dif-
ferences, thus making it much easier to recognize
the atrophic border. And also, according to the
results of precise biopsy taken perpendicularly
across the endoscopic atrophic border, it might be
the boundary of histological atrophy and non-
atrophy. In other words, the endoscopic atrophic
border might be the boundary both of gland type
and of atrophy. As a supplemental approach, a
selective application of congo red method was
endoscopically performed, which suggests that
this might be a physiological border as well.
Additionally, a classification of the atrophic pat-
tern was attempted according to the location of
the endoscopic atrophic border in the stomach,
which revealed a closc relationship with gastric
analysis.

Endoscopy 3 (1969) 87-97

Key-Words: Atrophic border, pyloric and fundic
gland area, congo red method, endoscopic biopsy,
gastric analysis.

Since the advent of the fibergastroscope
with its sharp image and excellent ability
for accurate biopsy under direct vision, the
morphological approach to chronic gastritis
has been considerably improved. A diagnosis
of chronic gastritis has become a positive
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diagnosis instead of a diagnosis per ex-
clusionem as was true previously, With the
highly developed techniques of endoscopy,
it has become possible to make a strict histo-
logical analysis of a spot anywhere in the
stomach with successful comparisons of endo-
scopic and histological findings topograph-
ically, which is surely of great significance,
but this is still not enough for a comprehen-
sive understanding of the various states of
the stomach even from the histopathological
point of view. It would be almost improper.
in the diagnosis of chronic gastritis, to de-
scribe the complicated features of the stomach
by mean of a single desultory pathological
diagnosis such as superficial gastritis or
atrophic gastritis as is customary at present.
That is to say, it must be said that much has
still remained unsettled in this field in spite
of steady progress. An endoscopic recogni-
tion of a boundary between the pyloric and
fundic gland territories would be significant
for integrating a topographical analysis with
a comprehensive description of the stomach,
not only in chronic gastritis but also in other
gastric diseases (4).

Endoscopic atrophic border

One of the typical pictures of the so called
endoscopic atrophic border is shown in
Fig. 1. In this case, the endoscopic atrophic
border is located just between the lesser cur-
vature and the anterior wall slightly above
the angulus. The atrophic finding of a capil-
lary network is visible on the one side of the
border, bul on the other side no atrophic
findings are present. Such typical cases of an
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