A New Device for Endoscopic Mucosal Resection

We have encountered a number of difficul-
ties when using the cap method for endo-
scopic muscosal resection (EMR) proce-
dures. First, we had to use a specially de-
signed crescent snare to perform the pre-
looping maneuver to place the snare
around the inner rim of the cap, which
sometimes proved awkward. Secondly,
suction of the bleb before closing the snare
blocked the view of the site and it was dif-
ficult to ensure that the snare wire was
closed around the middle part of the mu-
cosal bleb. Thirdly, the size of the resected
specimen was limited to the diameter of
the cap and if we had used a larger cap we
would have lost the advantages gained by
using a small-diameter endoscope. Finally,
when EMR is performed in the esophagus
or colon the cap lies parallel to the mucosa,
which makes suction difficult unless the

tip of the endoscope is bent by about 90°
[1-5]. Faced with these challenges, we de-
signed a new device which consists of a
transparent plastic capsule with an oval
slit. This is connected to the tip of the en-
doscope by a rubber sleeve, which allows
the capsule to slide over the tip while suc-
tion is maintained (Figure 1). When per-
forming EMR using this device, the endo-
scope is inserted with the capsule in the
backward position until the area of muco-
sa to be resected is reached. The capsule is
then pushed forward with the plastic in-
jection tube and the endoscope is rotated
until the slit faces the target area. Saline is
then injected and the bleb that has been
created will be visible inside the capsule.
A regular snare wire is then inserted and
after suction is applied the snare is closed
around the middle part of the bleb (Fig-

Figure1 Endo-
scopic mucosal
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Figure2 EMR using
the capsule tech-
nique.

ure 2). The whole of this process can be ob-
served because the bleb does not block the
endoscopist’s view during suction. To re-
sect larger specimens we increased the
length of the capsule and the slit without
increasing the cap diameter. We resected
29 specimens in animal models (pigs)
using this technique and when we used a
11 mm x 21 mm capsule the average diam-
eter of the resected specimens was 18 mm.
Another advantage of this technique is
that the capsule makes it easier to retrieve
the resected specimen.
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