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Figure 1. Landmarks of adenomas (Fenoglio-Preiser CM. Gas-
trointestinal Pathology-an atlas and text p964).
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(J of Gastroenterology 2004;39).
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Figure 5. Diagram of handling of a polypectomy specimen in the laboratory. (A) The base of the polyp is indicated by the endoscopists
who places a needle into the cut portion of the stalk. (B) The polyp is pinned to a corkboardand allowed to fix inverted in formalin
(C). (D) The polyp is serially sectioned and processed for histologic evaluation (E) (Fenoglio-Preiser CM. Gastrointestinal Pathology-an

atlas and text p964).
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Stomach, endoscopic mucosal resection (endoscopic submucosal dissection)

1. Location :

2. Gross type : EGC type 1, Ila, IIb, Ilc, III,

3. Histologic type : papillary adenocarcinoma, tubular adenocarcinoma, (well, moderately, poorly) differentiated, mucinous

adenocarcinoma, signet-ring cell carcinoma, small cell carcinoma, undifferentiated carcinoma, other

. Histologic type by Lauren : (intestinal, diffuse, mixed, indeterminate)
Size: ____X___X___cm

. Depth of invasion : mucosa (lamina propria, muscularis mucosa), submucosa [depth of sm ivasion : cm]

=N o wos

. Resection margin: (involved by carcinoma, free from carcinoma)

[: distal cm, proximal cm, anterior cm, posterior cm, deep (sm only)]

e

. Lymphatic invasion : present or not identified
9. Venous invasion : present or not identified

10. Perineural invasion : present or not identified



