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Fig. 1 Preoperative computed tomography. (A) Short axial, and (B)
Curved-linear multi-planner images. Maximal AAA diameter was
50 mm in the horizontal section (A), while 60 mm trans-axially
(B). ARA in (B) indicates the ostium of accessory renal artery.
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Fig. 2 Preoperative endoscopy. lIc type le-
sion in the antrum (A) was clearly vi-
sualized by dye-contrast method (B).
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Postoperative computed tomography. A (volume rendering image; VR)
and B (multiplaner reconstruction image; MPR) were reconstructed
from the computer tomography performed at the 7 postoperative day,
while C (VR) and D (MPR) the 21 postoperative day. Type |l endoleak
(A and B) was disappeared in 3 weeks after the operation (C and D).

41

Fig. 4 Endoscopic mucosal resection. A. Im-
mediately after the resection. B. Linear
scar after without a sign of recurrent
gastric lesion observed by the endos-
copy &t the 28 postoperative day.
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Endosurgical Treatment of Synchronous Gastric Cancer
and Abdominal Aortic Aneurysm

Hiroshi Mitsuoka, Naoki Unno, Hiroyuki Konno, Tatsuro Tanaka,
Takaaki Saito, Kei Ishimaru and Satoshi Nakamura

Second Department of Surgery, Hamamatsu University School of Medicine
K ey words: Abdominal aortic aneurysm, Interventional radiology, Endoscopic mucosal resection,
Endovascular aneurysm repair

A case of abdominal aortic aneurysm (AAA) and synchronous gastric cancer successfully treated by transluminally
placed endovascular grafting (TPEG) and endoscopic mucosal resection (EMR) was reported. The patient was an 82-year-
old man, and had surgical histories due to bladder carcinoma, permanent vesical diversion, choldlithiasis, aswell as post-
operative ileus. Furthermore, the preoperative spirogram revealed severe respiratory dysfunction. The patient preferred
TPEG to the conventional open repair, and was implanted with the stent-graft in an aorto-uni-iliac configuration. A
femoro-femoral bypass was placed to restore the blood flow supply to the lower extremity, and EMR of the gastric lesion
was performed 3 weeks after the TPEG. The postoperative courses of both procedures were uneventful. The combination
of treatments for this patient cannot be reproduced in al cases, but seemed to be afeasible aternative for patients under
similar circumstances.
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