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Abstract
AIM: To investigate the clinical value of miniature ultrasonic
probes (MUPs) for the diagnosis and treatment of digestive
tract diseases.

METHODS: Endoscopic ultrasonography (EUS) was
performed for patients with its indications with 7.5-20 MHz
MUPs and double-cavity electronic endoscope. According to
the diagnosis of MUPs, patients who had indications of
treatment received endoscopic resection or surgical excision.
Postoperative histological results were compared with the
preoperative diagnosis of MUPs. A few patients without
endoscopic resection or surgical excision were periodically
followed up with MUPs.

RESULTS: A total of 537 patients were examined by
MUPs, of them, 256 were diagnosed with gastrointestinal
submucosal lesions, 146 with pseudo-submucosal lesions,
50 with digestive tract cancers, 17 with peptic ulcer, 11
with cholecystolithiasis, 8 with chronic pancreatitis, and 2
with achalasia and 47 were diagnosed as normal. After MUPs
examinations, 220 patients received endoscopic resection
or surgical excision, and the postoperative histological results
of 211 patients were completely consistent with the
preoperative diagnosis of MUPs. The diagnostic accuracy
of MUPs was 95.9%. The result of follow-up with MUPs
indicated that gastrointestinal leiomyoma, lipoma,
phlebangioma and cyst were unchanged within 1-2 years.
The patients who received endoscopic resection or centesis
did not have any complications.

CONCLUSION: MUPs are of value in diagnosing gastrointestinal
submucosal lesions, staging of digestive tract cancers and
biliary-pancreatic diseases. They play a very important role
in making therapeutic plans.
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INTRODUCTION
With the development of endoscopic ultrasonography (EUS)
in clinical application, great progress has been made in
diagnostic specificity and sensitivity of digestive tract diseases.
EUS has usually been performed with a standard ultrasonic
endoscope since the introduction of EUS with miniature
ultrasonic probes (MUPs) in clinical diagnosis in the 1990s[1].
In August 2000, MUPs series were adopted in the First
Affiliated Hospital of Zhejiang University and since then EUS
with MUPs have been performed in 537 patients with digestive
tract diseases. In the present article, the clinical values of MUPs
in the diagnosis of gastrointestinal submucosal lesions,
digestive tract cancers, and biliary-pancreatic diseases were
analyzed and reported.

MATERIALS AND METHODS

Patients
A total of 537 patients presenting EUS indications were
examined by MUPs. Their mean age was 54 years, ranging
from 16 to 89 years. There were 280 men and 257 women.

Instruments
Instruments of EUS with MUPs included Fujino EG-410D
double-cavity electronic gastroscope, Olympus-100 electronic
colonoscope and Fujino SP-70 high-frequency echoprobe
system. The frequency spectrum of the probes is between
7.5-20 MHz.

Methods
The preparation before MUPs examinations was the same as
that before gastroscopy and colonoscopy examinations.
Intramuscular injection of atropine or scopolamine could also
be made. According to the information of the location and
size of the lesion in gastrointestine gained by conventional
endoscope examinations, microprobes of different frequencies
were used. Patients who presented the indications of treatment
accepted endoscopic resection or surgical excision according
to the diagnosis by MUPs. Postoperative histological examination
results of resected lesions were checked with the preoperative
diagnosis by MUPs, and for patients with biliary-pancreatic
diseases, diagnosis by MUPs was checked with that by ERCP
and spiral CT examination. A few patients who did not receive
endoscopic resection or surgical excision were periodically
followed up with MUPs. The tolerance to EUS with MUPs
and complications related to the examination in all these
patients were investigated as well.

RESULTS
The results of MUPs examinations of the 537 suspected patients
and the histopathologic diagnoses of some cases are
summarized in Table 1. After examinations by MUPs, 256
patients were diagnosed with gastrointestinal submucosal
lesions, 146 with pseudo-submucosal lesions, 50 with digestive
tract cancer, with peptic ulcer, 11 with cholecystolithiasis, 8 with
chronic pancreatitis, and 2 with achalasia and 47 were



diagnosed as normal. Among the 256 patients with
gastrointestinal submucosal lesions, 162 (64.3%) were
diagnosed with leiomyoma. Among the 162 patients with
leiomyoma, 96 had esophageal leiomyoma. Of the 96 esophageal
leiomyoma cases, 62 had lesions originating from muscularis
mucosae and 34 had lesions originating from muscularis
propria. Of the 57 gastric leiomyoma cases, 5 had lesions
originating from muscularis mucosae and 52 had lesions
originating from muscularis propria. Of the 5 duodenal
leiomyoma cases, 1 was derived from muscularis mucosae and
4 from muscularis propria. All the 4 cases of colonic leiomyomas
were derived from muscularis propria. After MUPs examinations,
122 patients with gastrointestinal true submucosal lesions
accepted further treatment of endoscopic resection, surgical
excision or puncture. The postoperative pathological diagnosis
agreed with the preoperative MUPs diagnosis in 113 cases,
thus the accuracy rate of the diagnosis by MUPs was 92.6%.
Of the 162 patients with leiomyoma, 86 received either
endoscopic resection or surgical excision. In 80 cases, the
preoperative MUPs examination results were identical to the
postoperative pathological diagnosis. However, the histological
results of only 6 patients suffering from leiomyosarcoma
(2 cases), gastric neurofibroma, esophageal tuberculosis
granuloma, esophageal cyst gland retention, and colonic
carcinoid were not consistent with the preoperative diagnoses
by MUPs. The accuracy rate of the diagnosis by MUPs was
93%. Among the 146 patients with pseudo-submucosal lesions,
56 were diagnosed with polypus, 37 with inflammatory
protruding and thickening of gastrointestinal mucosae, and
53 with extrinsic compression. The polypus and inflammatory
protruding were confirmed by pathological biopsy, and the
organs of extrinsic compression included spleen (15 cases),
gallbladder (9 cases), aorta (8 cases), liver (6 cases), pancreas
(4 cases), splenic vein (2 cases), lymph node (3 cases), thoracic
vertebrae (2 cases) and mass with unknown nature (4 cases).
Of the 11 patients with cholelithiasis, 7 were diagnosed with
cholecystolithiasis, and 4 with choledocholith, which was not
detected by surface type-B ultrasonogaphy but was confirmed
by surgical operation or ERCP. Among the 8 patients with
chronic pancreatitis, 4 were diagnosed with pseudocyst of

pancreas, 1 with abscess of pancreas, 1 with distension of main
pancreatic duct and 2 with pancreatic echo enhancement. Of
the 8 patients, 4 were further confirmed by surgical operation
or ERCP. The depth and healing of ulcer were verified by
examination of EUS in 17 patients with peptic ulcer. According
to the MUPs examination, 47 patients had normal stratification
and structure of digestive tract. Of them, 5 patients were
diagnosed with duodenal accessory papilla. In addition, some
patients with gastrointestinal leiomyoma, lipoma, phlebangioma,
cyst, inflammatory protruding or thickening were periodically
followed up by MUPs, and the results of examinations showed
no changes of these lesions in 1-2 years, but some lesions
occurred such as inflammatory protruding, thickening and cyst
shrank. All the patients could well tolerate this examination
without serious complications such as bleeding, perforation
and cardiac or pulmonary accident. No complications occurred
in patients who received endoscopic resection or puncture.

DISCUSSION
The diameter of MUPs is small, so it can pass through the
biopsy tube of a conventional endoscope and be placed
anywhere inside the digestive tract to perform EUS. MUPs
can reach or pass any small tubule or narrow space where the
standard ultrasonic endoscope can not reach. MUPs do not
cause compression on organ structures such as esophagus.
MUPs can be easily operated. The frequency range of the
probes was broad[1]. The significance and experiences in using
EUS with MUPs for the diagnosis and treatment of digestive
tract diseases are as the following.

Value of MUPs in diagnosing gastrointestinal submucosal
lesions
Studies have shown that EUS is the best diagnostic method of
gastrointestinal submucosal lesions. EUS could not only
confirm if the lesion is a true submucosal lesion, but also
ascertain accurately the size, location, origin and nature of the
lesion[2-6]. We performed EUS with MUPs, and found 7.5-20 MHz
MUPs was very important for the diagnosis of gastrointestinal
true submucosal lesions. By this examination, we could

Table 1  MUPs diagnosis of 537 patients and histopathological diagnosis of 211 cases

Diseases                                                             Esophagus    Stomach     Duodenum         Colon    Biliary Pancreas Total               Confirmation
                                                                                                                                                                    tract                                          by pathological
                                                                                                                                                                                                                examination/operation

Leiomyoma   96       57   5   4 162   80/86

Leiomyosarcoma     3         4   1     8    8/8

Varicosis, Phlebangioma   27       13   2   42    3/3

Lipoma     1         4   1   2     8    3/3

Cyst     1         3   1   3     8    4/5

Brunner adenoma   5     5    4/4

Submucosal hematoma of esophagus     2     2    1/1

Ectopic pancreas       18   18    7/9

Lymphoma         3     3    3/3

Polyp   14       32   3   7   56   26/26

Inflammatory protruding and thickening     4       31   2   37   37/37

Pressure protruding lesions   10       38   3   2   53    8/8

Cancer   13       23   8 6   50   42/42

Cholecystolithiasis 11   11   11/11

Chronic pancreatitis 8     8     4/4

Peptic ulcer       16   1   17

Achalasia     2     2

Normal   47

Total 173     242 24 26 11 14 537   211/220
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determine the size, location, number and origin of the lesion.
According to the ultrasonic characteristics of lesions, we could
also distinguish the nature of different lesions[7-11]. For example,
scanned by MUPs, gastrointestinal leiomyoma presented
homogeneous and hypoechoic lesions with a clear margin
around the hyperechoic wrapping area, which was derived from
muscularis mucosae or muscularis propria (Figure1A).
Gastrointestinal lipoma presented homogeneous and
hyperechoic lesions with a distinct margin. The lesion often
originated from submucosa (Figure 1B). Gastrointestinal cyst
presented echoic lesions with a clear margin and enhancement
behind. The lesion was often derived from submucosa (Figure 1C).
Ectopic pancreas that often appeared in stomach or duodenum
revealed non-homogeneous, middle-hyperechoic or patchy
echoic lesions with a tubular structure and thickening of
muscular layer. The lesions often originated from submucosa
or muscularis propria (Figure 1D). Hemangioma and varicosis
often appeared in gastric fundus and esophagus as echoic
honeycomb-like lesions, and were easy to be deformed by
compression. They mostly originated from mucosae or
submucosae (Figure 1E). Our clinical research included not
only these common submucosal lesions, but also leiomyosarcoma,
lymphoma, carcinoid, neurofibroma, abscess, Brunner’s
adenoma and hematoma, etc. Leiomyoma was the most
common benign tumor in gastrointestinal submucosal lesions,
accounting for 64.3% of the total gastrointestinal submucosal
lesions. According to our clinical and pathological study on
gastrointestinal leiomyoma, leiomyoma mainly occurred in
esophagus and stomach, and the incidence in small intestine
and colon was much lower than that in esophagus and stomach.
The size and layer of the origin of esophageal leiomyoma were
obviously different from those of gastric leiomyoma. The
majority of esophageal leiomyomas originated from muscularis
mucosae, and the size was <1.0 cm. Whereas most of the gastric
leiomyomas originated from muscularis propria, and the size
was 1-2 cm. Almost all the patients with gastrointestinal
leiomyoma only had a single lesion, which often progressed
slowly or had no change[12-14]. Among the 256 patients with
gastrointestinal true submucosal lesions, 122 patients accepted
further treatment of endoscopic resection, surgical excision,
or puncture. The results showed that the size, layer, origin and
number of the resected lesions were completely consistent with
the diagnoses by MUPs. The nature of lesions was in agreement
with preoperative diagnosis in 113 patients, and the diagnostic
accuracy rate was 92.6%. Current studies with MUPs revealed
its significant value in diagnosing gastrointestinal true
submucosal lesions[15-19]. In patients who were periodically
followed, gastrointestinal leiomyoma, lipoma, ectopic
pancrease, cyst and hemangioma remained unchanged within
1-2 years, and no obvious clinical symptoms were observed.
This observation indicates that those who are old and can not
or do not want to accept further treatment, with lesions located
at unusual sites, should be regularly followed up.

Value of MUPs in diagnosing gastrointestinal pseudo-
submucosal lesions
Scanning MUPs can display clearly the layer structure and
adjacent organs of gastrointestinal tract, so that peudo-
submucosal or true submucosal protruding lesions could be
accurately identified. According to our clinical experience,
pseudo-submucosal lesions mainly included polypus,
inflammatory protruding and pressure protruding lesions. Most
gastrointestinal tract polypi and inflammatory protruding
lesions could usually be diagnosed by conventional endoscopy.
In a few patients, the color and structure of polypus or
inflammatory prominence were similar to those of the
surrounding normal mucosae, so we could not differentiate
these lesions from submucosal lesions by conventional

endoscopy. By MUPs, according to the origin, layer structure,
and changes of the lesion echoes, we could diagnose the lesions
easily. As to some superficial and small lesions, we could not
only locate them, but also show the layer structure and
relationship of the lesions and gastrointestinal wall more clearly
by changing probes with different frequencies. Gastrointestinal
tract polypus and inflammatory prominences all originated
from epithelia and mucosae. Polypus presented homogeneous
or non-homogeneous, middle-hyperechoic lesions without
envelope (Figure 1F). The latter manifested thickening or loss
of epithelia and mucosae, but the layer, structure and echo of
the lesions were all normal (Figure 1G). Our diagnostic
accuracy rate of extrinsic compression by MUPs was 100%,
the same as that reported by Cletti (1993) and Pfau (2002)[20-21].
According to the complete layer and structure of gastrointestinal
tract, the curved compression adventitia and the cross section
images of surrounding tissues and structures, we could diagnose
extrinsic compression easily by MUPs, just as by conventional
ultrasonic endoscopy. At the same time, we could precisely
distinguish most of the tissues and organs that caused the
compression. Of the 537 patients, 53 were diagnosed with
extrinsic compression, and the major organs that caused the
compression were spleen (Figure 1H), gallbladder, aorta (Figure
1I), liver, pancreas, splenic vein, lymph node and thoracic
vertebrae, etc. Furthermore, in most patients the compression
was caused by the swelling and lesion of organs and tissues.
So our clinical research confirmed the incomparable superiority
of MUPs in diagnosing polypus, inflammatory protruding and
extrinsic compression of gastrointestinal tract that are often
difficult to be found out by conventional endoscopy.

Value of MUPs in diagnosing biliary-pancreatic diseases
When we performed EUS, we placed the ultrasonic probes in
the gastrointestinal tract. Compared with surface ultrasonogaphy,
the probe closer to biliary tract and pancreas could avoid
interference of duodenum and gas, so the images of biliary-
pancreatic diseases (especially lesions of the lower middle part
of common bile duct and ampulla) taken by EUS were clearer
than those taken by surface ultrasonography. According to the
literature, the diagnostic sensibility and specificity of EUS for
choledocholith were 91% and 100% respectively, which were
much higher than those of surface ultrasonography and
common CT examination, and similar to those of ERCP, but
the complications of EUS were much fewer than those of
ERCP[22,23]. In our study, 11 patients were diagnosed with
cholelithiasis by a 7.5 MHz microprobe scan (Figure 1J, K).
The calculi of the lower part of the common bile duct in 4 of
the 11 patients were not detected by surface type B
ultrasonography, but confirmed by ERCP or surgical
operations. So MUPs are superior to surface ultrasonography
and common CT for the diagnosis of calculus of the lower
part of the common bile duct, and can greatly improve the
diagnostic situations of common bile duct diseases. By MUPs,
we could distinguish calculus from tumors in biliary tract by
real-time observation and we could also observe the lesions of
ampulla directly. Compared with surface ultrasonography, CT,
and magnetic resonance cholangiopancreatography (MRCP),
MUPs were much superior. Pancreas is deeply located, and its
ultrasonic image may be influenced by abdominal gas, so
ultrasonography has difficulty to examine it. By examinations
with 7.5-12 MHz MUPs, 14 cases were diagnosed with
pancreatic diseases. Of them, 8 cases had chronic pancreatitis,
including 4 cases of pancreatic pseudocyst(Figure 1L), 1 case
of abscess, 1 case of dilation of main pancreatic duct, and
2 cases of pancreatic echo enhancement. The results were
consistent with those of spiral CT and ERCP. After examination
by MUPs, 9 patients accepted surgical operations and the
diagnoses were confirmed by pathologic examinations.
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Figure 1  Lesions in digestive tract. A: Gastric leiomyoma, B: Gastric lipoma, C: Gastric cyst, D: Gastric ectopic pancreas, E: Gastric
varicosis, F: Gastric polypi, G: Gastric inflammatory protruding, H: Gastric extrinsic compressiom (spleen), I: Esophageal extrin-
sic compression (aorta), J: Gallstone, K: Choledocholith, L: Pseudocyst of pancreas, M: Linitis plastica, N: Early gastric cancer, O:
Pancreatic cancer.
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      On the basis of these results, we can make the conclusion
that EUS with MUPs for pancreatic diseases is of diagnostic
value. It can not only detect pancreatic duct, but also observe
the changes of pancreatic parenchyma. Compared with ERCP,
it was disadvantageous in displaying the full view of pancreatic
duct, but it was advantageous in displaying the echo of
pancreas, pancreatic calculus, and cyst. Furthermore, there were
no ERCP-related complications in examinations by MUPs.  So
the diagnosis of pancreatic diseases by MUPs was effective,
safe and convenient. Recently, there were reports about
ultrasonography performed in biliary-pancreatic duct by
MUPs[1,24]. It can greatly improves the diagnostic situation of
common bile duct and pancreatic parenchymal micro-lesions
and has become the best diagnostic method for pancreatic
endocrine tumors.

Value of MUPs in diagnosing and TNM staging of digestive
tract cancer
TNM staging of digestive tract cancers by EUS is generally
accepted. The sensitivity and specificity of EUS for TNM
staging of digestive tract cancers were obviously higher than
those of surface ultrasonography, conventional endoscopy, CT
and MRI, etc, but EUS was inferior to CT and MRI in the diagnosis
of stage M cancers[25,26]. With 7.5-20 MHz microprobes, we
researched the diagnosis, infiltrating depth and metastasis of
surrounding lymph nodes in 50 patients with digestive tract
cancers. The results showed the very important value of EUS
with MUPs in diagnosing linitis plastica which could not be
detected by conventional endoscopy. The growth pattern of
this type of gastric cancer was unique. The cancer cells spread
and infiltrated into submucosa. So it was hard to be detected
by common biopsy. But it had special ultrasonic imaging
changes which manifested obviously in diffuse thickening of
gastric wall, lose of layer structure and hypoechoic lesion, etc.
(Figure 1M). According to these ultrasonographic changes, 8
patients who were diagnosed with linitis plastica were
confirmed by surgical operations. Investigations abroad have
shown that the diagnostic accuracy rate of EUS for early stage
gastrointestinal tract cancers was higher than that by any other
examination[24]. Our study also demonstrated that the depth of
infiltration and surrounding lymph node metastasis in digestive
tract cancers could be diagnosed by MUPs. 12-20 MHz
microprobes could display the infiltrating depth of tumors in
gastrointestinal wall clearly. A 7.5 MHz probe could show
infiltrations in adjacent tissues, organs and lymph nodes, then
we could judge whether the cancer lesion was in early stage
(Figure 1N) or advanced stage (Figure 1O). The diagnoses by
MUPs in 42 patients who received surgical operation or
endoscopic resection were consistent with the pathological
diagnoses. It is concluded that MUPs can be applied to TNM
staging of digestive tract cancers. MUPs are superior to standard
ultrasonic endoscopy because it can be inserted into the narrow
gastrointestinal tract tumor infiltration or into other small tubules.

Value of MUPs in guiding treatment of digestive tract diseases
Our clinical research demonstrated that MUPs could not only
diagnose digestive tract diseases, but also provide treatment
plans for these diseases[27-30]. MUPs had a very important diagnostic
value in deciding the size, location, layer origin and nature of
gastrointestinal submucosal lesions. By this examination,
leiomyoma, lipoma and ectopic pancreas originating from above
submucosae received endoscopic resection. Cysts derived from
submucosa were treated by endoscopic puncture and aspiration.
The procedure was effective, safe, economical and simple, and
resulted in microtraumas only. Submucosal lesions originating
from muscularis propria or adventitia were regarded as
contraindications for endoscopic resection. The patients received

surgical operation or thoracoscopy or laparoscopy. Patients who
did not undergo, or were unfavorable to undergo operations were
followed up periodically; therefore, complications such as
perforation were avoided. MUPs helped us in ascertaining the
indications of endoscopic resection in patients with early stage
gastrointestinal tract cancer. They also helped us in formulating
scientific, reasonable treatment plans for patients with median
or advanced stage of cancer. With the modality, hemangioma
and varicosis in gastrointestinal tract were diagnosed,
unnecessary biopsy and resection were avoided, and massive
hemorrage was prevented. The effective differentiation of
inflammatory protruding from pressure protruding lesions
helped formulate a correct treatment regimen and give up
explorative operation. In addition, difficult biliary-pancreatic
diseases could be diagnosed by MUPs; patients could be treated
promptly and effectively. In conclusion, MUPs can greatly
improve the accuracy rate of diagnosis and treatment of digestive
tract diseases.

REFERENCES
1 Menzel J, Domschke W. Gastrointestinal miniprobe sonography:

the current status. Am J Gastroenterol 2000; 58: 605-616
2 Varas Lorenzo MJ, Maluenda MD, Pou JM, Abad R, Turro J,

Espinos JC. The value of endoscopic ultrasonography in the study
of submucosal tumors of the digestive tract. Gastroenterol Hepatol
1998; 18: 121-124

3 Rosch T, Kaper B, Will U, Baronius W, Strobel M, Lorenz R, Ulm
K. Accuracy of endoscopic ultrasonography in upper gastrointes-
tinal submucosal lesions: a prospective multicenter study. Scand
J Gastroenterol 2002; 37: 856-862

4 Shen EF, Arnott ID, Plevris J, Penman ID. Endoscopic ultrasonog-
raphy in the diagnosis and management of suspected gastrointes-
tinal submucosal tumors. Br J Surg 2002; 89: 231-235

5 Gress F, Schmitt C, Savides T, Faigel DO, Catalano M, Wassef
W, Roubein L, Nickl N, Ciaccia D, Bhutani M, Hoffman B, Affronti
J. Interobserver agreement for EUS in the evaluation and diag-
nosis of submucosal masses. Gastrointest Endosc 2001; 53: 71-76

6 Kameyama H, Niwa Y, Arisawa T, Goto H, Hayakawa T. Endo-
scopic ultrasonography in the diagnosis of submucosal lesions
of the large intestine. Gstrointest Endosc 1997; 46: 406-411

7 Massari M, De Simone M, Cioffi U, Gabrielli F, Boccasanta P,
Bonavina L. Endoscopic ultrasonography in the evaluation of
leiomyoma and extramucosal cysts of the esophagus.
Hepatogastroenterology 1998; 45: 938-943

8 Araki K, Ohno S, Egashira A, Saeki H, Kawaguchi H, Ikeda K,
Kitamura K, Sugimachi K. Esophageal hemangioma: a case re-
port and review of the literature. Hepatogastroenterology 1999; 46:
3148-3154

9 Lu ZC, Jing ZD. Submucosal tumors of the esophagus. Modern
intralumen ultrasonics. Beijing: Science Press 2000: 174-182

10 Busarini E, Stasi MD, Rossi S, Silva M, Giangregorio F, Adriano
Z, Buscarini L. Endosonographic diagnosis of submucosal up-
per gastrointestinal tract lesions and large fold gastropathies by
catheter ultrasound probe. Gstrointest Endosc 1999; 49: 184-191

11 Hizawa K, Matsumoto T, kouzuki T, Suekane H, Esaki M,
Fujishima M. Cystic submucosal tumors in the gastrointestinal
tract: endosonographic findings and endoscopic removal. Endo-
scopy 2000; 32: 712-714

12 Xu GQ, Zhang BL, Li YM, Chen LH, Ji F, Chen WX, Cai SP. Di-
agnostic value of endoscopic ultrasonography for gastrointesti-
nal leiomyoma. World J Gastroenterol 2003; 9: 2088-2091

13 Wang Y, Sun Y, Liu Y, Wang Z. Transesophageal intraluminal
ultrasonography in diagnosis and differential diagnosis of esoph-
ageal leiomyoma. Zhonghua Yixue Zazhi 2002; 82: 456-458

14 Zou XP. Gastric leiomyoma. Modern Intralumen Ultrasonics.
Beijing: Science Press 2000: 202-205

15 Xu GQ, Li YM, Chen WX, Ji F, Huang HD. Diagnostic value of
transendoscopic miniature ultrasonic probes on esophageal and
gastric submucosal lesions. Zhonghua Chaosheng Yingxiangxue
Zazhi 2002; 11: 188-189

16 Koch J, Halvorsen RA Jr, Levenson SD, Cello JP. Prospective com-

1952                       ISSN 1007-9327     CN 14-1219/ R        World J Gastroenterol    July 1, 2004   Volume 10   Number 13



parison of catheter-based endoscopic sonography: evaluation of
gastrointestinal-wall abnormalities and staging of gastrointesti-
nal malignancies. Clin Ultrasound 2001; 29: 117-124

17 Catalano MF. Endoscopic ultrasonography for esophageal and
gastric mass lesions. Gastroenterologist 1997; 5: 3-9

18 Xu GQ. Benign tumors of the esophagus. Modern Esophagology.
Shanghai: Shanghai Science And Technique Press 1999: 268-273

19 Futagami K, Hata J, Haruma K, Yamashita N, Yoshida S, Tanaka
S, Chayama K. Extracorporeal ultrasound is an effective diag-
nostic alternative to endoscopic ultrasound for gastric submu-
cosal tumours. Scand J Gastroenterol 2001; 36: 1222–1226

20 Caletti G, Fusaroli P. Endoscopic ultrasonography. Endoscopy
1993; 31: 95-102

21 Pfau PR, Chak A. Endoscopic ultrasonography. Endoscopy 2002;
34: 21-28

22 Rosch T, Meining A, Fruhmorgen S, Zillinger C, Schusdziarra V,
Hellerhoff K, Classen M, Helmberger H. A prospective compari-
son of the diagnostic accuracy of ERCP, MRCP, CT and EUS in
biliary strictrures. Gastrointest Endosc 2002; 55: 870-876

23 Kohut M, Nowakowska E, Marek T, Kaczor R, Nowak A. Accu-
racy of linear endoscopic ultrasonography in the evaluation of
patients with suspected common bile duct stones. Endoscopy 2002;
34: 299-303

24 Nakazama S. Recent advances in endoscopic ultrasonography. J

Gastroenterol 2000; 35: 257-260
25 Wakelin SJ, Deans C, Crofts TJ, Allan PL, Plevris JN, Paterson-

Brown S. A comparison of computerized tomography,
laparoscopic ultrasound and endoscopic ultrasound in the pre-
operative staging of oesophagogastric carcinoma. Eur J Radiol
2002; 41: 161-167

26 Hunt GC, Faigel DO. Assessment of EUS for diagnosing, staging
and determining respectability of pancreatic cancer: a review.
Gastrointest Endosc 2002; 55: 232-237

27 Izumi Y, Inoue H, Kawano T, Tani M, Tada M, Okabe S, Takeshita
K, Endo M. Endosonography during endoscopic mucosal resec-
tion to enhance its safety: a new technique. Surg Endosc 1999; 13:
358-360

28 kada N, Higashino M, Osugi H, Tokuhara T, Kinoshita H. Util-
ity of endoscopic ultrasonography in assessing the indications
for endoscopic surgery of submucosal esophageal tumors. Surg
Endosc 1999; 13: 228-230

29 Giovannini M, Bernardini D, Moutardier V, Monges G,
Houvenaeghel G, Seitz JF, Derlpero JR. Endoscopic mucosal re-
section (EMR): results and prognostic factors in 21 patients. En-
doscopy 1999; 31: 698-701

30 Sun S, Wang M, Sun S. Use of endoscopic ultrasound-guided
injection in endoscopic resection of solid submucosal tumors. En-
doscopy 2002; 34: 82-85

                    Edited by Wang XL and Lei LM  Proofread by Xu FM

 Xu GQ et al. Miniature ultrasonic probes for digestive tract diseases          1953


