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Natural Course and Treatment Strategies for Gastric Adenoma
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Low-grade dysplastic gastric adenomas have a relatively low short-term risk of progression to gastric cancer, allowing
time for surveillance, whereas high-grade dysplastic adenomas carry a high risk of malignant transformation and
should prompt active consideration of endoscopic resection at the time of diagnosis. Given that the histological
discordance rate between forceps biopsy and final resection specimens reaches approximately 34%, treatment
strategies should not rely solely on biopsy results but must incorporate careful endoscopic assessment of gross
features, including lesion size, the presence of depression or erosion, and irregular microvascular or microsurface
patterns with demarcation lines.

A

P =
=i

410
=
=
oY
>
f_
N
1]
d0
rx
O
b
w0
H
|
«Q
=
D
<
>
oA
=
2
rE
=)
>
N
9
gl
i
nwn
X
-0
0ok
ol

Figure 1. Endoscopic finding of gastric adenoma
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Figure 2. Adenocarcinoma arising from tubular adenoma

The patient was referred with an outside forceps biopsy diagnosis of tubular adenoma with low-grade dysplasia. On repeat
endoscopy, the lesion appeared as an elevated lesion with central depression rather than a typical pale whitish flat adenoma.
Endoscopic examination revealed easy touch bleeding and a focal irregular microsurface pattern with a clear demarcation
line. Repeat biopsy demonstrated atypical glands in the background of adenoma. Endoscopic submucosal dissection was
subsequently performed, and the final histopathological diagnosis was well-differentiated adenocarcinoma confined to the
lamina propria without lymphovascular invasion. This case highlights that forceps biopsy specimens may not adequately
represent the entire lesion and that interobserver variability in pathological interpretation may exist. Careful assessment of
endoscopic features is therefore essential when determining the optimal treatment strategy.
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Differentiation Between Gastric Ulcer and Ulcerative Gastric Cancer
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+ Systematic endoscopic evaluation — including fold convergence pattern, regularity of the ulcer margin, and
homogeneity of the whitish coating — is essential for differentiating benign gastric ulcers from ulcerative gastric
cancer. When the lesion is located in the proximal stomach, where benign ulcers are uncommon, a higher index
of suspicion for malignancy is warranted, and repeated biopsy or diagnostic EMR should be actively considered.
Biopsy specimens should be targeted at the ulcer edge, with a minimum of three samples for suspected early
gastric cancer and six to eight samples when advanced gastric cancer is a possibility.
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Figure 1. A gastric ulcer suspicious for malignancy
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Figure 2. A representative case ultimately diagnosed as a benign gastric ulcer (GU) rather than ulcerative gastric cancer

The patient presented with hematemesis. The ulcer was located at the gastric angle, with a sharp ulcer edge and a smooth,
regular margin. Initial forceps biopsy revealed H. pylori-associated gastritis without evidence of malignancy (A, B). After H.
pylori eradication therapy, follow-up esophagogastroduodenoscopy (EGD) at 1 month demonstrated improvement to an active
benign gastric ulcer (BGU), stage H2 (C). At 6-month follow-up, the ulcer had healed to a scar stage (BGU S1) (D). Repeated
biopsy specimens obtained during follow-up consistently showed no malignant cells.
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Figure 3. A representative case ultimately diagnosed as advanced gastric cancer (AGC) rather than a benign gastric ulcer

The patient presented with melena. The initial forceps biopsy obtained during the first EGD after endoscopic hemostasis
showed necrotic debris only (A). Given the irregularly elevated margin of the lesion located in the upper body of the stomach,
ulcerative gastric cancer was suspected. Three days later, multiple targeted rebiopsies were performed at the ulcer edge,
which revealed poorly differentiated adenocarcinoma (B). The patient subsequently underwent surgical treatment, and the final
pathological diagnosis was AGC with lymphoid stroma (pT3N2) (C).
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Approach to Colonic Subepithelial Lesion
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+ Colonic SELs encompass a wide spectrum of diseases ranging from benign to malignant; therefore, a uniform
approach should be avoided. Benign lesions such as lipomas and lymphangiomas that can be diagnosed by
endoscopic appearance alone require neither removal nor follow-up. However, when lesions are firm, fixed,
accompanied by surface changes, =2 cm in size, or located in the rectum, the possibility of NET or GIST should
be considered, and further evaluation with EUS, CT, and referral to a tertiary center should be actively pursued.
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Figure 1. Endoscopic finding of subepithelial lesion on the distal ascending colon
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Figure 2. Lymphangioma
A 1 cm-sized round elevated lesion with normal overlying mucosa was noticed with positive cushion sign (A). On EUS, it was
observed as a homogeneous anechoic lesion with septations, originating from the submucosal layer (B).
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Table 1. Endoscopic and EUS findings of colorectal SELs

Type

Neuroendocrine tumor

Gastrointestinal stromal tumor

Lymphoma

Lipoma

Leiomyoma

Schwannoma (other neural origin

tumor)

Lymphangioma

Mucocele

Inflammatory fibrinoid polyp

Granular cell tumor

Endoscopic findings

- Yellowish or whitish color

- No specific findings

- Ulcer or erosion (if high risk)
- No specific findings

- Yellowish color
- Soft (pillow sign: positive)

- No specific findings

- No specific findings

- Whitish color

- Soft (pillow sign: positive)

- Soft or slightly hard

- Smooth, sessile polyp-like
appearance

- No specific findings

EUS findings

- Hypoechoic or isoechoic, homogeneous

- 2nd or 3rd layer

- Hypoechoic, homogeneous

- Anechoic, hyperechoic spot (if high risk)

- 4th layer (rarely 2nd or 3rd)
- Hypoechoic, homogeneous

- Hyperechoic, homogeneous
- 3rd layer

- Hypoechoic, homogeneous
- 2nd or 3rd, or 4th layer

- Hypoechoic, homogeneous
- 2nd or 3rd layer

- Anechoic with multiple internal septation

- 3rd layer

- Anechoic or hypoechoic with hyperechoic spot

- Hypoechoic or isoechoic, homogeneous

- 3rd or 4th layer

- Hypoechoic, heterogenous
- 2nd or 3rd layer
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Differential Diagnosis Between Behcet’s Disease and Ulcerative Colitis
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Intestinal Behcet's disease is characterized by a few large, deep, well-demarcated ulcers typically confined to
the ileocecal area, whereas ulcerative colitis presents with continuous mucosal inflammation involving the rectum
(erythema, loss of vascular pattern, and friability). These differences in lesion distribution and morphology on
endoscopy are key to differentiation. Family history or HLA-B51 positivity alone cannot establish a diagnosis of
Behcet's disease, and both conditions should be diagnosed and treated based on clinical presentation.

PN |
=

A0

23M| 0480| oK 53] Ofye| EHI HAE FAZ L
FEHOIRACH 2tX[| LT H
o7t SgHCt, ot Y

O] AlRliSh 2EUAIE AZULICKFigure 1), 2282 =
Y Y tEF LA

m
0%
njo
al
T
[
0
|
_||'>| ol
5
=)
=0
>
r
i}
=
Il
m o
0x
.
N T

Figure 1. Sigmoidoscopic finding of a patient with hematochezia and diarrhea
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Figure 2. Endoscopic findings of Behcet's disease

B) and ileum (C).

(

A typical giant oval-shaped deep punched-out ulcer in the ileocecal area (A). Aphthous ulcers on the esophagus
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Figure 3. Endoscopic findings of ulcerative colitis

Mild mucosal edema and loss of vascularity (A). Diffuse erythema, erosions, and friability (B). Spontaneous bleeding, ulcers, and

exudates (C).
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Approach to Biopsy Results of Atypical Gland or Regenerative Atypia
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THAHS, 281 0[&2| REEZOIMT Aty BESHK| 42 Z0ll= TITHA LIAIE HRI(ESD E= EMR)E 112401040} Bt
+ A biopsy result of "atypical gland" or "regenerative atypia" does not constitute a definitive diagnosis and requires
a stepwise approach integrating endoscopic assessment of malignant potential, close pathology consultation,
conservative treatment followed by re-evaluation, and early resection when necessary. When endoscopic findings
suggestive of malignancy — such as depressed morphology, irregular vascularity, spontaneous bleeding, fold
convergence, or ulcerative changes — are present, immediate repeat biopsy is warranted. If results remain
inconclusive after two or more repeat biopsies, diagnostic endoscopic resection (ESD or EMR) should be considered.
= A
a3s
N

AT Moz MEEH LIAIZS AlRSt Zut, REZ(pyloric ring, p-ring) FH0| ™ ZA7t 2&t6t
9F 3.5 cm 37(9] HHO| HATICOH, MUK X 5l 2ES FHIGHCIE A HHO| SRIZUSLICH UL
HHO= 2HA BEM(whitish patch) & X[KE8t MAES(dirty exudate)2] 20| AT S7XIGH St miE
(irregular vascularity)it ZXI0|3 20| MBHmosaic pattern mucosa)0| A= UAESLICKFigure 1) .

Figure 1. A suspicious circumferential lesion at the p-ring

The lesion shows shallow ulceration, surface nodularity, and surface
redness.
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Table 1. Comparison of atypical gland and regenerative atypia

Category

Pathologic findings

Clinical implication

Correlation with
endoscopic findings

Further management

Atypical gland

Cellular or glandular atypia is present,
but definitive diagnosis of dysplasia or
carcinoma is difficult

Possibility of dysplasia or early gastric
cancer

Malignant potential if associated with
depressed morphology, irregular vascularity,
ulceration, or fold convergence

Immediate repeat biopsy, or diagnostic
ESD/EMR if results remain inconclusive after
multiple biopsies

Regenerative atypia

Atypical features likely due to inflammatory cell
reaction or ulcer healing process

More likely to represent benign/reactive changes

Benign potential if associated with erythema,
edema, or ulcer healing changes

Perform H. pylori eradication, if present, and/
or acid suppression; repeat endoscopy/biopsy
within 1 =6 months to reassess lesion and
determine further treatment
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Approach to Esophageal Intramural Pseudodiverticulosis Found in
an Asymptomatic Patient

AX|E 4 | MBSO ASp (Lt

KEY CLINICAL MESSAGES k

N

+ EIPDS U] S2 A= FEOIRR!, 934 ol 28 UM S906| 124 4 2100, 0] 90 50l 25
40| gl Z20ls 271 At K20 ZnRAE SEsi TSt BHY BE0) ofst Alx BEOR StstElo]
Suiel7iLt Zicic A= SO 0fxt 20| Eolels 290l SMERR0IL SRR SOl Xzst X127} BRsic

« EIPD is a relatively rare esophageal condition that may be incidentally discovered during screening endoscopy in
asymptomatic patients; when no symptoms or surrounding inflammatory changes are present, observation alone
is sufficient without additional workup or treatment. However, when EIPD is complicated by esophageal stricture
causing dysphagia or secondary infection such as Candida esophagitis, appropriate intervention including balloon
dilation or antifungal therapy is indicated.

A XM R SHo 2 HEIHE LIAIZS Ao, R4 A= | A B3 0|M#HEKminimal change)
A0 e HAIEERIE(esophagogastric junction, EGJ) RIA-I0IA A=t L 7H97/AE(esophageal intramural

L

pseudodiverticulosis, EIPD)O| ZEC|RSLICKFigure 1), T7| FAEE Q|0f 71801 ZX7H HREie?

y
A

O A
ar
S

Figure 1. EIPD in the lower esophagus

Multiple small sized pit-like openings are shown in the lower
esophageal mucosa. The surrounding mucosa appears fibrotic
changes without ulceration or active bleeding.
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A Large Duodenal Mass that Crosses the Pylorus

KEY CLINICAL MESSAGES k

N

= o
40

+ AoIRIE0IN wAiste] R2RE HLEE Boale 9
B0/ Z42 AR AOIN 221N 50| oft r§A|£ariH$|5|E§$7reg_%OD IR =TNER ERE =S
d ot

SY HXIE HIESHK| Relth= AME =X[511 CHE HJulsiEYSnt 285K Z0I5H040¢ BiTt,

When a soft, pedunculated subepithelial tumor arising from the duodenum prolapses through the pylorus, Brunner's
gland hyperplasia should be the primary consideration. As larger tumors are more likely to yield non-representative
tissue on forceps biopsy, clinicians must recognize that biopsy results may not reflect the entire lesion and should
exercise caution to avoid confusion with other subepithelial tumors.

PN |
=2

MO

SOl bAM| OIM9| LHAIE AULICEH ZAL =5 FHEZS SlHA] ’e'OIIPé* St FE2 Sot] ¢ U2
%EIMﬁLIEL O|ZA 2 BV} NoIX [0l sl & HAo|LE £ 59 SAS REe A 224, S40] gtk
SHCH ZEAANO|ME= AR 25U (gastrointestinal stromal tumor, GIST) Ok
OIZ[FHSLICITE 0|2i5t Bt 7ISSK| ZZRILIC.

2

HOIXIEOIM 47 = oS S0l 21 S7 7H UL, REARIM £ R2RE FHES HEAI EY0| F2HM 1idd(Brunner's

gland hyperplasia)o|th, 2 A2 HORIH2| H2t 40| 2l=5= 2HE0f M F2LH0] 2=61H SAGIEM Zdsk=d|
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TE TR Eilichn =271 ofR0ilA LARITH T TR Ofr-dd(sp) 2oz HAZX( 2 ZU2 ¢ S REY
z )

(Ip) 2oz YA |E oIt} * REd 2YS of THE HOIX[E SYS2e| X0 |- T3 20K Table 1

Table 1. Ip-shaped duodenal tumors and differences with Brunner’s gland hyperplasia
=y F2U1M S| 2 ZoIE

Z0|=-0H B2
(Peutz-Jeghers syndrome)

AAH M BUAES
(gangliocytic paraganglioma)
=1 rwind =3

[= )

(lymphangioma)

B2 M EU2 AO[XIH0|A MG MTEEEYC R BHO| H7E, BN 0|2S S5 |= 6 | YRE MRto 2 RIsiSirt °
£56| Y| HHO| FSCHA SRR DIMFEAT} DN 2N0| TEE= ER0ils S ZEol7| ol ZRIZAE sHof
SITH* CH2 MOIRIE SUSH oty | YoMz REZAME SHR2 B2 M ZUR IH 245 B2 ufdMol ofd O
MNIZZT RS 2= 7T T2 | S22t 20| Eal 2ol M GIST e ECt 5t= ZRE oM | Mot dn|sii(gastric
foveolar—type hyperplasia)2t 20 == @%E? Tt ° LHAIE ZAIHALR ZHF S RA|0| S THIE PIHSHK| S2olth= AMdE

=Alolal, TS ScIEYS 2 250K =E F-2J6H0F SICKTable 2).

Table 2. Endoscopic findings of duodenal subepithelial lesions

UUHHA|ZO R B ZSOHIAZBLA

221M 1y Hoi2 dIetEYeR, HX|HM &7 17t ZE HMES(E)0M 7[Rek=
(Brunner’s gland hyperplasia) lp 2YO2 HofN M. Xol= B
A Hpi2 L2 ATsiEYeR HME HHO| A0  FEGIS(BS)MA 76k
(Lipoma) L+ O|2f0] Lrstx| o4, o= B
I [EEY IS ﬂl?%‘%‘%, FAR[EA EHO| 22 HO| MRS 0 (L 2SS4 3N
(gastrointestinal stromal tumor, GIST) MAAN Ao EEE QU 2 Q. 716k MolE B
AZLH2HIZ Y TESE L2t MTISIEUO R, AHXIHA HH| 2 HoEEnt Hak=o]| A3
(neuroendocrine tumor, NET) Lol M2 4~ oLt EE2 e == S2oilE B
OlAM FIzt HIwX St NIGIEUCR, HEME Y =0] Mololsn e300 2
(ectopic pancreas) HafoE, =gollm Y
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Follow-Up Strategy for Long-Segment Barrett’s Esophagus
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40| 2= HIZIAIEO| SEZA 21212 0] Z0[0f wtah D, B BEIAITE R HIRIALZOf B3} Meto=
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« The surveillance interval for Barrett's esophagus without dysplasia is determined by segment length; long-segment
Barrett's esophagus carries a higher risk of progression to adenocarcinoma compared to short-segment disease,
and Western guidelines recommend endoscopic surveillance every 2-3 years. In East Asia, where the prevalence
of Barrett's esophagus is relatively low and no specific surveillance guidelines exist, a practical strategy is to
incorporate esophageal evaluation during national cancer screening endoscopy. Accurate measurement of Barrett's
esophagus length using the Prague C & M criteria is essential.

A

ze
HrHO= X2 SO 67M GX7ELUIAIE ZEZA0I|M HIEIAIE(Barrett's esophagus) 2 S = AELICKFigure 1) .
Ha| A4 0[&M(dysplasia)0l IS A2, & 11 2M0il= 6700t LIAHOZ FHZNE A6} Sith= ofznt
14 7HH02 F861H SE6iCh= o UsLICH o= He 71402 FE5= 20| 227127

Figure 1. Endoscopy of Barrett's esophagus without dysplasia
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S} o

[—

AIF6 Sdil= Zafst 25(Prague C & M criteria)l Z5=20](circumferential length, C)7+1 cm, Z[&Z0l(maximal
length, M)7t 4 cm@! BEEIAI=2 ERILICKFigure 1).

Figure 1. How to measure Barrett's esophageal length

The esophageal palisade vessels are concealed by the columnar epithelium of long-segment Barrett's esophagus. Hence,
length is measured from the proximal ends of the gastric folds (yellow arrows), which denote the gastroesophageal junction.’

C, circumferential length; M, maximal length.

HEZIAE FHE0| YHiXez W2 SU0IM= XAl et B= XIR0| gle gz 20t =7t IATIS SITHA WA Ze=

AEE e 2Eotd 2 Bol=gILn HIIMET 2ot MUOIMZAL THgat 20| 2-31E 49| LAY FHZAE ot

27} HIIAIE0) ZIEb|E LHAIZ S512A 2128
e KIZAOIA ZLATISHIO0| R At xE g2,
o LG ke xE 9ig

0|80 RoH 114
ol= ZRAMNOIN ZATISHE0| H |t R < 3 cmo|H 54
>3 cmO|H 3

= H 54
R AN AATSH40]| H 0 EH FIEE LSSCCr:]OollDl*TS?':*_
< 38cmo[H3-54

oz ALO| QAL pxh XICt
o:'j-\' 1cm O‘ ‘ J‘V‘AJ—LPI'\_EEL_ il 230m0|E2_8|—j

IFE SEE HEIMEI HEE BIEIAE0) BloiM Mefo= Tt o] =7

LTt ® 9 Seilxz S| ZIHZ01713 om 042! 22 HEEIAI=0 M= A=9] palisade vessel0| #34Tl= EolM
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20| HEE HiSIAE0] ZO|E 2 = &2 SOI0tA L 37| o FHoll Al=ZteE ot ZHelLCKFigure 2).
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lal

Figure 2. A short-segment Barrett’s esophagus (C1M2) confirmed after biopsy at Konkuk University Medical Center
The distal ends of the esophageal palisade vessels (yellow arrows) indicate the gastroesophageal junction.
C, circumferential length; M, maximal length.

offl, JEE BEIMES] ZR0l= A= ete0| B0[X| penz | /50| 2lls AlHE PA=UER2 Fol ST

(Figure 3).

Figure 3. A long-segment Barrett’s esophagus (C1M3) confirmed after biopsy at Konkuk University Medical Center
The proximal ends of the gastric folds (yellow arrows) indicate the gastroesophageal junction.
C, circumferential length; M, maximal length.
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A Rare Case of MiNEN in Stomach Diagnosed after Endoscopic
Resection

KEY CLINICAL MESSAGES k

3 AlZUH|-BIAIZLEE| SUMNENIS 2{210] A50] 30% 01
| T} 52 20| MBS HES uf2| U2 oSt S| o

0|0t SEIEt= 71 &S 12{510{0F BiTt.

o Thol
ro =

+ MINEN are rare tumors with more than 30% of each component. They are known to have a poor prognosis
because they generally follow the biological behavior of the more malignant component of the two components.
Therefore, even if complete endoscopic resection is performed, additional surgery should be considered.

78M| 0| HZATI LIAIZOIM @ TEE SHZ0] 2 om 3710] elgs 1ot 8713 FUHHO| L0 XA AR =

<

T& 08N $X&(gastric high grade dysplasia), 2719124 25(rule out early gastric cancer, lla+lic)22 ZIEt]
E20f LiZoI¥CKFigure 1A). 222t 85 AFEHHSEH (computed tomography, CT) ZAE Alglsiin, ZAt Zot
Et 27| 0| A1 & 7|EF 50| A7z 2EE[X| 20 LIAEESIE 2 l&(endoscopic submucosal dissection, ESD

&SI n;
DEst MFUEHIE Y well-differentiated neuroendocrine tumor (NET) G3, 65%]22 & &Hafet & (pT1b,
2.2 mm) ¥, gt ER(lymphatic invasion) Y| =8t AlZUIEH|-HIMEUREH S(mixed neuroendocrine—

non—neuroendocrine neoplasms, MINEN)22Z ZIHZRICKFigure 2) .
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Figure 1. Endoscopic and gross findings of early gastric cancer

(A) Endoscopic findings show flat elevated with central depressed and erosive mucosal lesion in posterior side of mid antrum
suggesting early gastric cancer lla+lic.

(B) Endoscopically resected specimen shows 2.0 x 1.4 cm sized flat elevated lesion was completely resected.

Figure 2. Histopathological findings of gastric MiINEN

(A) Hematoxylin —eosin (H&E) stain (x40): This focus demonstrates a tubular adenocarcinoma, well-differentiated showing
anastomosing, irregularly fused glands.

(B) H&E stain (X100): This shows a well-differentiated NET with nested, trabecular, and solid growth patterns. The tumor
demonstrated high mitotic activity and an elevated Ki-67 proliferation index (not shown), consistent with Grade 3.

UHRL=HSEH(positron emission tomography, PET)-CTO|A T0[A742 ZHEE(X| 20t HRR HEns 3 =X
Xni&(distal gastrectomy with lymph node dissection)% ABHEIICE, =22 |dAIA 2170 ZZHE S 17H(0.2 mm)
OllA DIMPEO[7F 210 pTIBbNTMOZ EIE MEHZRID HATZSIAMUN CD56(+), synaptophysin(+), Ki—67

50%, INSM1(+)2= 2fQI=[UCt

o9k

UZ S8R0 2F Doz 271 IR Xz AltohK| ¢ 2AEE S0IH, 10718 FHGA0IM S0[ A0 LAIX] AT,
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e
MINEN 2019 A2 717 [7{World Health Organization, WHO) £& Hé* 0|2 7[EC| 2gf M- AIELIEH| 2 (mixed
adenoneuroendocrine carcinoma, MANEC)OM 29| 22 XSS BIH6IH MEA BHE =8 S0[Ct 2 Sdll=

T& Oy $IMECR 2 TH = ESDE Soll MINENS=Z £[E R E =2 Sa[o]ct,

MINENS AIALHEH| ME(Z=2 neuroendocrine carcinoma, NEC)2} HIAIALIEH| AR(Z=2 A2)0| 242t 30% 0AF A0
U= Aotz Afoz &= ME = 'H ANETL =2 HE(C7H NEC)' 2l MESH siss 27| 20| 671 £X| %t
2t LHAIER] &8 HX7t O|ROXICH oiciete, Aleto] 3440l Mat 20 £t a2 L 20X U™aS Noish= 20|

H&E X|=9| 2 S80It

0| TiE & dlidkl=s g=0| e +z0| Z=s| FilErt,

O

1. ABURH] H20| MEst Ypoorly differentiated NEC)2! 4% 2l 2/0(2t 4RHEI0| FIZH T0| 7ts540| =5
2. HaetS(submucosa, SM) &&0] Q= 8% 55| SM deep invasion
3. = 2R(lymphovascular invasion, LVI) &4

4, BNH Y £= 22
5

o
. BN tumor budding)0] Algt AL

CESFMINENS THEE0| 2282 FollM QU= 710[=21Q12 Glolt USRI AL} O X SEGAS Tletigt A HuIsit,
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A Case of Severe Gastroesophageal Reflux Disease
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+ In the case of severe reflux esophagitis classified as LA C or D, the risk of complications such as stricture,
bleeding, Barrett's esophagus, and esophageal cancer is higher than that of mild reflux esophagitis, so a different
treatment strategy is required compared to mild cases complaining of gastroesophageal reflux symptoms. It is
recommended to confirm improvement of the lesion through active early treatment and follow-up examinations,
and continuous maintenance therapy is more recommended than on-demand treatment based on symptoms.

L o
OIR|=|ACY, X f= NSO 2 O SZ S0IL, S olk| PUCH SH2 0HH 124 207 1259] 7[Z=0] AT, =H0A

27} UARIZIAIE, ARSI EGJON A2 SfEHo) H2zi2o0] Lol 3/47K0iN BHEIEIRm, RRRIA 20Tt Ol M=
x®)

ol OFMM|EE = EREIT|X| UUCHEZIAAL 21k squamocolumnar epithelium with intestinal metaplasia, but without

dysplasia) {Figure 1).
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Figure 1. Initial endoscopic findings

Endoscopy revealed shallow ulcerations with nodularity and erythema at the gastroesophageal junction, accompanied
by marked mucosal congestion and edema in the surrounding folds. These findings were consistent with LA grade C reflux
esophagitis. Barrett's esophagus or esophageal cancer should be considered.

ZE AR QMEH|HIK|(potassium competitive acid blocker, P-CAB)

S
=]
F S Ho| 2T, °fE =8 85 = £ UAZEAMS ARSI OFHof

Figure 2. Follow-up endoscopic findings after 2 months

Follow-up endoscopy revealed marked improvement of the reflux esophagitis. The previously noted mucosal breaks have
completely resolved with re-epithelialization.

0= 2tz EEet & et Sl Koz iz S = 22 7 =7t &% HAIES ARYSIALL, THAl LA-CO| ARy A=Y
A0 ZEO| Al FA AH0| ZEECKFigure 3). BAt= OS2 o70| AR Sd H M A= 29 &Y e
S0 2folA| 20t o2 58 & UAIE FHEE §l0| Xt Sttt

Xl SRS T 7isd R XA iz 58 2280 tis 2t = 0T 2 2X0(AUE P-CAB AZC| 2f=25 Aot
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Figure 3. Follow-up endoscopic findings after 2 years from initial endoscopy
Esophagogastroduodenoscopy (EGD) revealed multiple linear mucosal breaks with whitish exudates at the gastroesophageal
junction. The lesions are confluent and extend between the tops of two or more mucosal folds, involving less than 75% of the
esophageal circumference (consistent with LA grade C reflux esophagitis).

ol

LA grade C i D2 EREl= RN AlZHE A2ioh Az 2} ANS oljsict 0f2ist 55 SR Az2io| X2 Fere
25 oRA ATHOILL Z0jet AMRDE BENoR ZEl BTt 55 AR ATl 249 WiKoE 1B FHBI
672 OILY KHLZO| 80% OIM0LD Alw HOILH B3 BRIME AEet SO sli50| waB0| ZTo SR Amgl
Blat 57| 20 3% £7| |2 2 X401 57| 97| Q0| BRSN B KR 8123710 SLAFHION proton
pump inhibitor, PPIOIC, 0[5 £A 25 8202 x40l 97| 20| LRFIC 22 7 % U SN HAIE F
TH0I2iRl0f T2 B P-CABE O 221510 KISAQ! Q18| o4 ST Qs LA grade C i DO| 55 AR A=
PPISiCE 2 THE2) 4 Ik HIALELD QUL 8-12% 12 X125 LIAZIZIAIS S5 0| RIR OIS S015tn %7 ZAAIA
SAEIR] QAT HRIAZLI QMBS HiI5t= 20| 2215 RSt

¢

[2S
Z]

LHAIZA RIS7H2IQ1=|H T LR RI20| SHIFEICH, Fat &2 2K ol
9| 55 AN Aol ZR0l= LA 2¥(on—demand treatment)2 BEET(X| 2oH, 7 S
5% £&(continuous maintenance therapy)0| HEECH £3] P-CABL| 2= E44 PPIZ S RRIoHK| SZotALf

OFZ10]l ZA0] MEhsH= ZR0l= P-CABL| AIRE M2 ™oz st TQt et

o =A
L OO

J

£Q
=)
nE
=
]
C
£9
0
0
—
>
«Q
©
o
D
O
-~
O

>

\J

Z[XelHE o= XIR0|= S0t ARG A20] ST[X| 2L RESE= Aot 9%

o
PPI/P—-CABO]| thel fA(80(Lt 3% Aot 59| R0ils +2X X2 E 1ofsh = o Ut

REFEIEINCES ...ttt ettt h ettt
1. Jung HK, et al. J Neurogastroenterol Motil. 2021;27:453 -481.

2. Yadlapati R, et al. Clin Gastroenterol Hepatol. 2022;20:984 —-994.e981.

3. lwakiri K, et al. J Gastroenterol. 2022;57:267 -285.

4. Chen JW, et al. Clin Gastroenterol Hepatol. 2023;21:1414-1421.e1413.
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01 {ZICH0| S=hadot QAT A= RISHHIA
AFS Hiatus GradeE 0|3t QIAITCTSHEHO]
AU =X

Assessing Esophagogastric Junction Integrity with the AFS Hiatus
Grade in Inconclusive Gastroesophageal Reflux Disease

OJLZ = | M=2tARd Aty |t

KEY CLINICAL MESSAGES k

N
- EEISt GERDEIXIOIN H3liy Al=MEZAATHrue NERD, S5 ITIN | 7isd 7IEME Q| 20| 523t HatlE 6t
QICt, T2iL} RS BXISO| B3 AAEZIAS ST BTt 0f21 EOIA 1L AZI0| Al=EE % 20|
T4, AlE mat 7158 ESMo 2 WIIsH= AFS Hiatus GradeZt EXMOZ AZE 4 QlCt,
+ In patients with inconclusive GERD, ambulatory esophageal pH monitoring plays an important role in distinguishing
true NERD, reflux hypersensitivity, and functional heartburn. However, many patients find ambulatory pH testing

uncomfortable. From this perspective, the AFS Hiatus Grade — an integrated assessment of hiatal axis length,
hiatal aperture, and the gastroesophageal flap valve function — may serve as a useful adjunctive tool.

BOA| 0| 157t XI&E =2 ORo]| Eoizl= Aot AR 54, =2| 0|88 A= WHGEIRICH, I Ee2= 1t
Zof A LMXFHIAKM[KM[(proton pump inhibitor, PPI),
alginate, A&2sEL M((prokinetics) AlE0l= SM0| gl HA=SAZ A2 gastroesophageal reflux disease, GERD)

AONE T AZHTIONM EH2 AR LHAEBAOIME ARG A2 I, Y154 YIS0t HOIXIE EZ0( UUCH, 2=
AN Halld MEMEZANS BIRICH. AAL Z1F DeMeester B4 2.3 (<14.7), MeEAZHacid exposure time, AET;
pH < 4 percent time) 0.3 %= & A2= GIICH 2Lt E&(belching)dl| Cet S4X5(symptom index, SI) 80%,
SRS (symptom association probability, SAP) 100%2 & 221 (reflux hypersensitivity)22 ZIHE(QICt
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BIXIO| LIAEAA AiE S8Moz BEMG) 8 1 A=EaEE hiatal hernia)0l AR, AFS (American Foregut
Society) component L2D2F(-), AFS Grade 301l siZotICKFigure 1, 2). Ol= G157t 42 7t540] =11, SATC
HAM0| ICH= TS AAfol= A¢0]C

/\

Figure 1. Endoscopy of the EGJ

Grade 1 Grade 3 Grade 4

AFS Hiatus Grade Intact Moderate disruption Complete disruption

_-IGIR IS

AFS Hiatus Grade
Hiatal axial Length, cm (L) None (0 cm) 0-2cm 0-2cm
. Snug to scope Open Wide open
Hiatal aperture, cm (D) 1em 5-30m > 3cm
Flap valve (F) Present, full lip with Absent, thinning & Absent (F-) Absent (F-)

Omega shape (F+) flattening valve lip (F-)

LDF components LO, D1, F+ Lo, F- L0-2, D2-3, F- L>2,D>3, F-

Figure 2. The AFS endoscopic classification of EGJ integrity as depicted by the LDF components (L/D/F)

The arrow represents the relative level of the diaphragmatic hiatus starting with normal anatomy with a good segment of
intraabdominal esophagus and an intact hiatus and progressing to increasing degree of hiatal disruption (hiatal axial length and
widening of the crural defect) and loss of the flap valve.

LDF components: hiatal axial length, hiatal aperture measured in centimeters, and the present or absent of a functioning flap
valve,

Adapted from Nguyen N, et al. Foregut. 2022;2(4):339-348. © The Authors 2022.
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A Ad
ofl =

H|D|2HN HAE=AFZS non—erosive reflux disease, NERD)2 8 £M0| QIX|2H SF SANHIHAXQI A A=}

HE AOE FOBit, 7Isd Al ZoIE ERE= AF T2 HA it AR = IR HEXRI Al Z40| AR St

re oM
e
rn

N

ALE ojofeltt, 7IsA 7 (functional heartburn, FH)2 LMXFEZ N |K|(proton pump inhibitor, PP
CHSH S GIOTA LHAIE, SR AL 2 AZLIJZAADEEAR! MEfoM £50| Lalicts 2= HolE)

)

2S5 GERDE SIAERIR Z40| SEIRIBH 271, LA, AMEZAL SO BEIRH | oI5 AZi0] S0IEiX| o4
=

LHAIZZAL Al LA S5 2/0ll A=SSEES Halet EGJS 28 By =20| T, 2022H SH0ME AlEES = 20|
(hiatal axis length: L), A= @& T4 (hiatal aperture diameter; D), EH% 7 %(flap valve: F) & &8¢t AFS Hiatus

Grade 717t AAEHRRO| 2K FtgE 42 ERol0 J72| 74H 212 Hrisk= Ol RE88 2 1sIAC

-

T JIESI0R K HRE US| 02 EESt GERDO| tHEEP! oA
AET'= SA0IXISH AFS Hiatus Grade 301 SiZi510f, 4 AETOIE S5t Br=ol
2

AF7 e 4~ oI - 7 AN 232 FHECRE MAotl S| NS AMSlE HAMZ 2EE(]IC
REFEICINCES ... oottt

1. Nguyen N, et al. Foregut. 2022;2(4); 339-348.
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02 UWAIZES ol
_ll-_g_

o e

Tl OHUQ| ]

by Endoscopic Submucosal Dissection
ol

Al =4
=C!
Gastric Cavernous Hemangioma Definitively Diagnosed and Resected
& A9

I 240 Of2tS 4 QUCt, HElR LA TIE Sof & X KT
ele) Z2(0M KIctat X122 SA

S 4
2SIA| ZAfet offo|ct. ESD= et

KEY CLINICAL MESSAGES

10
|0

ih-)
ol

nlori Rl
0% oy

ZQIO S 5
Ab SRS E
% au:r.
Gastric cavernous hemangioma is a rare entity and can be difficult to differentiate from other subepithelial tumors

4
QU= EapsOl
Careful endoscopic evaluation is essential to consider a correct preoperative diagnosis
This case demonstrates that ESD can achieve safe and complete resection. ESD may serve as an effective

U=
diagnostic and therapeutic option in selected cases.
.=\

0| FHRAUAZBAMOIM 2717F S7fet ¥ EHHotEY2R Q=|EIR{Ct, 2020 E 295 ERL| T2t £2{of
: &7 | 2 HREULD 0 HAOIME= 27|71 7K HHE| M Bl FUAL|0f
S HFHHEES (computed tomography, CT)NIA 1.6 cm=7 12 MEsHEL0|
gastrointestinal stromal tumor, GIST)0|Lt B&Z&(leiomyoma)0| 2}l
9foholl etz LI ARtez
T [ICKFigure 3). Zatslol ek &Y
IR0, LhAIZ &5 2 [&(endoscopic
Ei0, Li=of
e

33M 40|
HHO | ZETACLKFigure 1), 37|71 20 &
|:| z -
S
F4AHendoscopic ultrasonography, EUS) 0lAl 2 cm 27|9] 35(H
Z 227t
1.3 cm37 |9 @ offHad

HHO | 2
Ol2|=[XICKFigure 2). 2/F0f|A AflRst
AT Schwannoma, &2 &
SIUCH LHAIE=3T
22t Tl= 2 MSF0 | T2F0] A1) Tt LR 582 Hol= EH0
7tsd0] ZXBE 277 SIHEI0] HAIZA MAQL Helefd &ils #Ro
N HtACKFigure 4A). ESDOIA HHE Hafsiof 220}
LHERACKFigure 4B). 215 ZAHR[AA0IM = 2.0 X
HR [0l 2HEIX| 24U

1oy

submucosal dissection, ESD)=

2 Mo| BE2{7 Ef2i0| Ql= Ea7}
0|, BU=

EH

& (cavernous hemangioma)Oo XA
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Figure 1. Initial endoscopy Figure 2. Follow-up endoscopy after 4 years

Figure 3. EUS finding

Figure 4. ESD findings
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01 RAEYFEEC| RAIRE

Maintenance Therapy of Gastroesophageal Reflux Disease

KEY CLINICAL MESSAGES k

|
+ GERDE 27| X|=0fl CHE22| BtXp7t 2 HEsIX|2, AME SHEY Z2 ML0| SSIEZ 0/o)] e Skt we H ofo]
SR5ICt.

THo] BH= = SXOIAE B4 2 BHE0] STHRl TS 2Is JHE SRl L KX QS MefE Te .

+ Although most patients with GERD respond well to initial therapy, recurrence is common after discontinuation of
medication, highlighting the importance of patient education on recurrence and preventive strategies.

In patients with recurrent relapse, an individualized maintenance strategy should be selected to effectively control
symptoms and prevent complications.

.

39M| IR BX 7R )= 7 S ME] (heartburn)S AR Q20| LIRSt SiRf= 2 MEE 9|2 BRlof| M QA= HE 115}
(gastroesophageal reflux disease, GERD)Z 2IHE 1 X|2E 2HOIZICOH | Zl2 M| BHEEl= 7HSMEO = Qo ~Hof|
O2E= A0 URUCH B2 HLEH UK 52| UE= SZot= sl ML A= 55 = 2-3Y 0[Lof ChEE2

0| EI=Xo= T 2HO= OJ2|=|ACt, E R0 ARS SFAHEE LHAIZZAAM & mm 0l&2] HaZE(mucosal
break)0| ZEEL, LR HHAZ M2 SBI|0f Al Lf40] of HHhs Rk UAUCKFigure 1),
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Figure 1. Upper gastrointestinal endoscopy revealing multiple mucosal breaks, some of which are confluent and involve
approximately half of the esophageal lumen

ol&

£ Sdl= HAIZ 27401 LA classification grade C2 R4 Al=H(reflux esophagitis)0| 2R1=RICH | 2iXP7t SAsH=
7 IEME SAMH RS X |20 eSS DS I 0| BiEEl= GERDR| S22 THHECH GERDE &7 | XI=20f BISS5IERt:
of= ST Al 670 O[Lifofl 2 60— 70%2] StXI0lA S&0] LS M= XHL0| SoF AS0|Ch &2 AIZA XIZLt

I'

stoi=
O TTT

Z&(anti-reflux surgery) S CI¥e X|IZEH0| EE/0 A7MOR2 245 X2 S17F BUE1 oLt 284 - HIZ -
HE SO 2XZ ZE SXf|A YEHo 2 MG |0fl= XSto] QICH, 0]0f| w2t =LHR| CHEEC| GERD UMRIZX R =
s BT T U2 Zok= SXI0IA Alddiet JHMt 7 QAXFEE AKX (proton pump inhibitor, PPI) = ZE4H4H

r>

F=2H |2 [K(potassium—competitive acid blocker, P-CAB)E 0|zt & 7X| SX| Xz FM2kz #Hostn Ict

40

2 Il 2A| X2 T2 24 QK| X|2(continuous GERD maintenance therapy)2, S4 S
(the lowest effective dose)2l At 24| AXH|(PPI Ei= P-CAB)S AIEEOR S0fsh= &IHOICt, o] U = S2fet
20| 55 A=H(LA grade C-D)OLt BHS tot SHXjolM Ao TAEICt, Cipt 2
SEOIL 8% KMot Pg 4 Ao, At Fets| HEEKI= UUALE 7R AMZH| KK ARZnt TEHE

HAER! SES PI0] M (=1 T,

mP*
S Of
rc

0

& By Meko 2= HIYAA 2| X|Z(hnon—continuous GERD maintenance herapy)% oeqgt oH, 070l
CI3it 22 YWHS0| mefErKFigure 2). 27, TRA| X|Z(on—demand therapy)= S40| LA T2t A=S E80t

0| AMEH BEE= HRolCH S, 712X X|=(intermittent therapy)= S40] XH et mofct 9 7 IZHES 1-25)
S0t o228 =25H= gH0|C AW, AAX| X|Z(threshold therapy)s Z40| HEGIX| Y= el Lo 2 22 8IS
Moz Zifot= ME0|CH HISEA RX| X Es Uz MEHS Y + Qs &F0| oLt HRA X|EL 7H-M X|=9
87 SHE YAHCR Fae 4 Ttz S UTE, M2t S UM XIS J6tK| i S 55 A=Y SiofM=
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Ciex| Q| X2 I UAR| K27 RS M| 2 4 it

2 Z20fMs BAE AZA RIZU 8018 4450 o2 X2 M55

S| S A& §lO] 2leh FMEE S0lct,

AR XzE A-sIRen,
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On-demand Therapy X Symptom Recurrence

c
2
=
[+
=
o
I}
=

0.0 25 510 75 10.0 12.5 15.0 17.5 20.0

Time (Days)
Intermittent Therapy
c
=]
S
[}
=
°
7}
=
—— " Jv L s e
0.0 25 5.0 7:5 10.0 125 15.0 17.5 20.0
Time (Days)
Threshold Therapy

c
2
=
3
S
o
=

0.0 25 5.0 7.5 10.0 12.5 15.0 17.5 20.0

Time (Days)

Figure 2. Schematic overview of non-continuous maintenance therapy strategies for GERD
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02 AN=UE 3 31t 22 a0R Y 2284
& 2

Two Cases of Duodenal Nodular Lesions with Different Clinical Courses

o 81 4 | SIS AAES A LT}

KEY CLINICAL MESSAGES k

20|

« AOIXIYo| 2RY EHS0| 2L 2

O —
SR5ICt.

ﬂF

5

rir
0t

A2, ZHGAE Soif =it 2IHS W olofl 278 XEet X|=E Al

« When nodular lesions are identified in the duodenum, histopathological examination via biopsy is essential to
establish an accurate diagnosis and to guide appropriate management.

B3t A7 |0 SENO| S AP 7i2iEl X0 Alsist ROTH LIAZIZIAIA AOIXF TR0 Ciry 2
10| ZIQ1E(0f 40! Olploz S| OJIEIRICt X I £HXI0] QI 8l LHAIZ AZOIAE AO0IXIA R SIsE] fS=7HK|

1 =2 mm 3719] C0] BHAY AT —HEH(whitish nodules)0 | MIHEI ZEEIRICKFigure 1A) . 5 S 2XIof M= A0 [X[E
HI2E2{0]| ot SIS i ZAP HE6HK| 242 TiEA A749] HESH RH0| 0|2t oZ THEEQICKFigure 1B).

Figure 1. Initial endoscopic findings
(A) Multiple whitish nodules scattered in the second portion of the duodenum in Case 1.
(B) Diffuse, flat, yellowish granular lesions with indistinct margins in the second portion of the duodenum in Case 2.
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Xy S2el EHE ZAZAOIA BT HIHME SISt PHY HIS0[A ES(chronic nonspecific inflammation with
lymphoid aggregates) A2 E0{ HOXIE ZEY ZY SAlS(duodenal nodular lymphoid hyperplasia)ol

OJMEIICY, 0l RHARI IR X1, el T 3o OfA 5 |mZR0| BISHOR FASH= 2 Hgto R Uaixy
O 74X

,_|
=2
|0
E
Il
2
u

0
0
i

- L-O 1L
QU LIAZEORE AOIRIE FRl0| Chatie] X2 2 Sz B, Walsto2E M (polyclonal) ZmAZ
FA0] SREOIC} 2 SEN0PIL YN ooy} IX| 40t St K= 30| ZniEEo| YAIC & B30 stk

FHUHAIZBAIME 0] Haf GI0[ (0], F7 KR FMPAE st 7H°| oo HHsIACKFigure 2).

V.

HiH & I Safe] g2 ZEIZAA 02k 2lZ7 ER(diffuse lymphoid cell infiltration) 4740] EQIZ|om
F71AQ1 HARZISISH HM gl ey WIS S5l 25802 MoK AR T E follicular lymphoma, MAEZ7 IR
(World Health Organization, WHO) grade 1122 ZIHE (It Ol= BMIE 7|22 XS 2 EEEC2  HIYAMRI gD
0= 1220t HIS24(monoclonal) BMIZE SAI0| He[&HA EX0|CH LHAERO 2= CHEH BIM A = &7y HHoZ

AT

= -
Q101 ZE B FABTL QAR AZIS BOIB, LIAIZ AziBloZE 2 Zico] o

'Tll_P_é'-Eel _J|K_ ==0 [ ) [y [eym = O
YIES o 24 7 (0IA oIS 8D YT YN IS 20|, ok Tl 015 s fmlele] BiKIS S5t )
M 2] 2Rl FHE UL T olof HARY x2S AIMSIA2H, EE

Wi M NS £ AR HRH, 25
(o2

Z0|CKFigure 3).
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Figure 3. Endoscopic findings after radiotherapy showing complete remission
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01 HIAHIZ0|EY SHSKH RE AstdA
HIZEHIA Fexuprazan2t Lansoprazole®]
Fadnordd Hlw

Comparing the Efficacy and Safety of Fexuprazan and Lansoprazole
for the Prevention of Nonsteroidal Anti-Inflammatory Drug-Induced
Peptic Ulcer

Hong S, et al. Gut and Liver. 2025;19(5):685-695.

A

)|

This multicenter, double-blind, randomized, active-controlled trial compared fexuprazan (20 mg/day) with lansoprazole
(15 mg/day) for the prevention of NSAIDs-induced peptic ulcers over 24 weeks in 423 patients with musculoskeletal
disease requiring long-term NSAIDs therapy. The incidence of endoscopically confirmed peptic ulcers at week 24 was
1.16% in the fexuprazan group versus 2.76% in the lansoprazole group, demonstrating non-inferiority (risk difference
-1.64%; 95% Cl -4.52%, 1.25%). No gastroduodenal bleeding occurred in either group, and no significant differences
were observed in PAGI-SYM scores or adverse drug reaction rates. These findings suggest that fexuprazan is a
promising alternative for the prevention of NSAIDs-induced peptic ulcers.

HIAHZ0|=d SIHSH H7| £ 2Kl LskduI

sty A2 F=2 Y = MOXIHIM Ldsi= Sot Astoz - bt 01510fM Hdl RYS(life—time prevalence)O]
OF 5-10%0|0, HZHEMES 0F (0 1-0.3%0|Ct. H|IAHZ0|=Y &S H(nonsteroidal anti-inflammatory drugs,
NSAIDs) 7| A& 2til= HY, &2, dSut 2= 2ES 8l0] =0F, o 710[=2[212 NSAIDs 27| =8 Al HY o=
ol LARFHIAXM|(proton pump inhibitor, PPI) E2= HISICH T2{Lt PPI= 2f8 Ya0| La|n, AN 4501 w2t
St EOX|H, OFE AH2H| K| SHAZE QU S HT| AIE Al 2F, Clostridioides difficile (C. difficile) 2%, 1Y
Y 2| BFAZ0| HuEct

0|2 E2ote MER AU=7101 ZEAHA 2|2 (potassium—competitive acid blocker, P—CAB)= o] 2fst
2hsh 10| EQotK| 020t A20| W=, ANRE £ S 2E LIERATH Fexuprazan2 et=0IM JHEE P-CABR=
ORI= St RAElE AC2 SRITRIOLE NSAIDs R Al o S0tE A Hotet ¢ivle £E3UCt, 0[0 NSAIDs
7| F07t ol FE SXIolA fexuprazan?] 2 - AOIXIE ASHYHY o} St YN lansoprazolet Hlw ASot |
S HIE, 015U, SHUIE USAES AAGIRAC

i}
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HTE =L 3270 =7 [0l celecoxib, naproxen, meloxicamzt Z2 NSAIDSS ZA 242 014 225t of *O_l 10K
O[&] M1 & Z|A 174 O[M 2| ASKYHY HRICIKIE 71 2iXIES TIYCE TIHE(ICH AshdH 2 ACUX= &
LiAlE(esophagogastroduodenoscopy, EGD)2 Salf 2Q1E AShIHIF 20| U= ZF, 604 0|49 1, H
(<825 mg/day) aspiring £&al= 4<, prednisone 10 mg/day (E£= A 20 mg/day)of aidot= A

0
o

[n 0
Ll

E286k= 42 MoZIRICt, 423H9| &Rt fexuprazan 20 mg (n = 212) &= lansoprazole 15 mg (n=211)2 14
13| 370 ERICH R|= 772 & 24502, AF2|d AEn 125 X}, 242 X0l EGDE Salf AstdHYd LM HEE
BIksIACt

YR} EI IR |H= 245 X EGDE &0Iot Ashe Y LUUS0|AUCH | HIESH SRl= 8.3%= SRt OXf B K| H=
245 X EGD= &0I5t 9| = HO|X[Y 2 LUS0(RUCH, MM HyIKHEE 125 XF AES Adky Y S £5 YME,

et 34 871 E=2X|(Patient Assessment of Upper Gastrointestinal Disorders Symptom Severity Index, PAGI-

SYM) B 2 718 B4 Baol #sh QIR B4 oia 3K 88, M2 B S LA SR HIgS Wi =3t

QA2 =3 (gastrointestinal bleeding of unknown origin)2 S8 T/ IX[HZM AsIZ=2E(hemoglobin)

7|MR[ tHH| 2.0 g/dL Ol g2, AsfofEa X (hematocrit) 10% 01 22, ASMHA = S S 51Ut 0l siZ6k= 392
(= [

HOLolRAtt. Of=2f AFelx 2N E= 230M)0fl ME Asky HI LUS0i| thet il 24

>~

St 2t
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Figure 1. Occurrence rate of EGD-confirmed peptic ulcer at week 24

Adapted from Hong S, et al. Gut and Liver, 2025;19(5):685-695. © Gut and Liver.

53



-

CASE REVIEWS in GASTROENTEROLOGY

OIXI E7IX|E - HHOIXKIY S WYE

OIX} E7IXIHQ! 245 Xt EGDZ 2210t YIM0IX[E 58 LUE R F = 2F 0%=, 0| Lot k= QIRict

B iR

EPANR] T IR |H 2A1 0t 123 R0l LIAIG ZIAIE 2R SR} 47t KIS0 (1o (fexuprazanit 469, lansoprazolem
399F), 0| KIS & ASKIH YO L MO IXIY 0| YHE = SRUCH PAGI-SYM 38 He2 125 X2t X2 8=
A&(end-of-treatment, EOT) 250IM & = 7F R2fet X0 7} §ACH, 7HE IE S T4 HalollME = 7F X0l=
HEC[X] 2UCKFigure 2). F o 25 AEF S50t SMZ/AR A0l SY He davt FE2ii, M2 S0
[e]
9]

LR BRI 71 S0] silad 2t H[E0| O ZUCH B2l =2F9

—@— Fexuprazan {7+ Lansoprazole
Nausea/vomiting Postprandial fullness/early satiety Bloating

0 12 24 (EOT) 0 12 24 [EQT) 0 12 24 (EOT)
9 0.1 | | 9 0.1 | | 9_) 0.1 | |
o o o
(5] (5] [$]
w w w
£ £ £
g o 0——0\. S S o o\._/*
Q. o Q. Q.
£ £ £ e
> p=0.92 > @ p=079 p=0.68
= = £
o 0.1 p=0.50 ® o 017
(=] (=] (=]
c c =
[ © [
= = <
[$] [$] o
§ 021 § 021 ! § 021
£ £ p=0.34 £
n n wn
- - —

Upper abdominal pain Lower abdominal pain Heartburn/regurgitation

0 12 24 (EOT) 0 12 24 (EOT) 0 12 24 (EOT)
® 0.1 | | ® 0.1 | | ® 0.1 | |
o [e] o
(5] (5] [
w w w
£ £ £
2 2 2 0
Q. Q. Q.
£ £ £
> > >
2 2] 2
= = =
) [0} o 017
[=] [=)] o
c c c .
© © © -
5 5 5 o

p=

c c c | _
» pes » p =057 »
— — —

Figure 2. Patient-reported symptoms based on the PAGI-SYM

EOT, End-of-treatment; LS, least square.
Adapted from Hong S, et al. Gut and Liver. 2025;19(5):685-695. © Gut and Liver.
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02 Fexuprazanit EsomeprazoleQ|
ORFQIATUTE S& I8 21HH|!

—/TT OO
 DEQ| MR

Comparison of Fexuprazan and Esomeprazole for the Control of
Nocturnal Gastroesophageal Reflux Symptoms
: A Randomized, Crossover Study

Oh DJ, et al. J Neurogastroenterol Motil. 2026;32(1):52-60.

N

)|

This randomized, crossover study compared the efficacy of fexuprazan and esomeprazole for controlling nocturnal
gastroesophageal reflux symptoms. Thirty-nine GERD patients with nocturnal reflux were randomized to receive
fexuprazan 40 mg (n = 20) or esomeprazole 40 mg (n = 19) for 4 weeks, followed by a washout and crossover to
the alternate medication. After the first treatment, fexuprazan reduced symptom severity by 81.3% (VAS 7.5 — 1.4)
versus 64.1% with esomeprazole (VAS 7.8 — 2.8; p = 0.012), with significantly greater improvement in patients with
severe symptoms (p = 0.008). Following crossover, fexuprazan demonstrated superior symptom control during both
the second treatment period (p = 0.001) and second washout (severity p = 0.005, frequency p = 0.019). Patients who
switched from esomeprazole to fexuprazan significantly preferred fexuprazan (p =0.018). These findings suggest that
fexuprazan may offer a therapeutic advantage over proton pump inhibitors for patients with severe and persistent
nocturnal reflux symptoms.
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n=
Esomeprazole Esomeprazole Fexuprazan Fexuprazan
40 mg qd for 4 weeks washout 4 weeks 10 mg qd for 4 weeks ashout 4 weeks
Excluded

n=>5
Evaluations at each 4-week visit

1. Nocturnal symptoms (severity, frequency, and sleep disturbance)
2. Safety and satisfaction

Figure 1. Study protocol for the crossover design
Adapted from Oh DJ, et al. J Neurogastroenterol Motil. 2026;32(1):52-60. © 2026 The Korean Society of Neurogastroenterology and Motility.
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Figure 2. Changes in nocturnal reflux symptoms across treatment periods for the fexuprazan and esomeprazole crossover treatments
Adapted from Oh DJ, et al. J Neurogastroenterol Motil. 2026;32(1):52-60. © 2026 The Korean Society of Neurogastroenterology and Motility.
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Figure 3. Changes in the severity of nocturnal reflux symptoms after the first and second 4-week treatment periods
Adapted from Oh DJ, et al. J Neurogastroenterol Motil. 2026;32(1):52-60. © 2026 The Korean Society of Neurogastroenterology and Motility.
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From GERD to Gastritis
Redefining Standards in Gastroenterology
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CHAPTER 1

Paradigm Shift of Anti-acid
Secretion Treatments
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CHAPTER 2
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CHAPTER 3

Beyond GERD, Positioning
FEXUCLUE in Gastroenterology
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