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Department of Medicine, Samsung Medical Center,
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Figure 8. Room set-up and patient positioning for endoscopy.

Stance

Problems of Standing too Close




How to handle the
scope

Three finger method is better than two finger
method for Korean gastroenterologists.

Bad Good

Two finger method:
Endoscope is unstable
and the forearm is painful.

Three finger method:
Endoscope is quite stable
and there is no forearm pain.

Tooth protecting mouthpiece

Min and Rhee, et al. Endoscopy (in press)

Jun Haeng Lee, M.D.

Department of Medicine, Samsung Medical Center,
Sunkyunkwan University School of Medicine, Seoul, Korea
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Perforation during EGD
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Jun Haeng Lee, M.D.

Department of Medicine, Samsung Medical Center,
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Normal esophagogastric junction Endoscopic anatomy of EGJ

Diaph
pnragm Esophagus

Phrenossophageal igarment / o Esophagogastric junction (EGJ)
Ascending limb ~_ ol Infradiaphragmatic fascia T\ \\ \ \\ | = Proximal margin of gastric folds

Descending limb . .

o~ = Distal end of palisade zone
= Pinchcock action (PCA)
Squamocolumnar junction = Squamocolumnar junction

Stomach




Dynamic nature of EGJ (1)

Dynamic nature of EGJ (2)

Anatomy of sliding hiatal hernia

A-ring = muscular ring
Ampulla
«—— B-ring = mucosal ring = Schatzki ring
Hiatal hernia

\

NN

Anatomy of sliding hiatal hernia

Al @3 6l 2 L0t (sliding hernia)




Paraesophageal Hernia

Jun Haeng Lee, M.D.

Department of Medicine, Samsung Medical Center,
Sunkyunkwan University School of Medicine, Seoul, Korea

Anatomy of Stomach
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Stomach CT : transverse section

http://www.cid.ch/DAVID/UACT /uactsl07.html

Sequential examination of the stomach

Sequential examination of the stomach

Retroflection
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Cardia ???

Clipping for gastric lesions AGC mimicking EGC

"

O

. . " - AGC, mimicking early gastric carcinoma llc+lll, posterior wall and lesser
9| = B A O o
2949l clipE Y42l proximal edge 2C+ 1 cm proximalOil #X| curvature of mid body to antrum, Signet ring cell carcinoma, diffuse type,

20HE StAZI0 E0A (HOUIA HHE & UET) 8.2x6.8cm, extension to inner proper muscle layer, 0/42




GC side of the fundus — a blind spot
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Entering into the Duodenum




Shortening

Deep into the duodenum
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