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Gastric Adenocarcinoma of Fundic Gland Type Treated by Endoscopic Submucosal
Dissection
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Gastric adenocarcinoma of fundic gland type is known to originate from the gastric mucosa of the fundic gland region without intestinal
metaplasia. It is difficult to detect during endoscopy and diagnose histopathologically. The development of immunohistochemistry
has enabled the diagnosis of gastric adenocarcinoma of fundic gland type by gastric phenotype. A 34-year-old man visited us for treat-
ment of a 5 cm-sized low-grade dysplasia in the gastric fundus which was incidentally found during a health check-up endoscopy.
Endoscopic submucosal dissection was performed successfully, and the final histopathology showed gastric adenocarcinoma of fundic
gland type. Herein, we report a rare case of gastric adenocarcinoma of fundic gland type and its endoscopic and histopathologic
findings. (Korean J Helicobacter Up Gastrointest Res 2021;21:82-85)
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Fig. 1. Endoscopic submucosal dissection procedure. (A) An approximately 5 cm-sized, slightly discolored, elevated lesion is seen at the anterior
wall of the gastric fundus. (B) Chromoendoscopy with indigo carmine reveals a clearer lesion. (C, D) Circumferential mucosal incision and submucosal
dissection are performed. (E) The lesion is completely removed. (F) The resected specimen.

Fig. 2. Histopathologic findings. (A) Carcinoma invasion into the lamina propria mucosae (H&E, %20). (B) The tumor is composed of
well-differentiated columnar cells mimicking the fundic gland cells (mixed chief cells and parietal cells) with mild nuclear atypia (H&E, x100).
(C-F) Immunohistochemical staining: carcinoma cells reveal focal positivity for MUC5AC (C), diffuse positivity for MUC6 (D), and negative staining
for MUC2 (E) and CD10 (F) (immunohistochemical stain, x40).
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