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A 57−year−old man developed hematem−
esis and was referred to our institution.
Esophagogastroduodenoscopy showed
that he had an active gastric ulcer, 15 mm
in diameter, on the lesser curvature in the
upper third of the corpus (Figure 1). The
ulcer was generally elevated, as if it was
being pushed up by an extragastric mass,
and it had a pulse that was synchronous
with the heartbeat. As the endoscopic
findings suggested either the presence of
a large artery at the ulcer base or penetra−
tion to the heart, emergency surgery rath−
er than endoscopic therapy was planned
for hemostasis. However, the patient suf−
fered repeated massive hematemesis be−
fore surgery and went into hypovolemic
shock. Unfortunately, he died despite vig−
orous attempts at cardiopulmonary re−
suscitation. At autopsy, a benign peptic
ulcer, 15 mm � 15 mm in size, was found
on the lesser curvature in the upper third
of the corpus, and this had penetrated
through the pericardium and myocar−
dium into the cardiac lumen at the apex
of the heart (Figure 2). Histological exam−
ination revealed no evidence of malignan−
cy and Helicobacter pylori was not de−
tected.

Penetration of the pericardium and the
heart is a rare complication of benign
peptic ulcer, and was first described by
Oser in 1880 [1]. The site of cardiac invol−
vement determines the mode of presenta−
tion and the clinical course [2, 3]. The
cases that have been reported can be cate−
gorized into three groups according to the
site of cardiac involvement: perforation
into the pericardium, involvement of the
left ventricle, and perforation into the at−
ria. Generally, intra−abdominal gastric ul−
cers tend to perforate into the pericar−
dium or the left ventricle, and early surgi−
cal intervention offers the only hope of
survival. Although esophagogastroduode−
noscopy is not helpful in terms of treat−
ment, the endoscopic findings in the pres−
ent case suggested penetration to the
heart and might have aided early diagno−
sis if the patient had presented sooner.
Unfortunately, such patients have invari−

ably been reported to suffer massive and
fatal hemorrhage.
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Figure 2 At autopsy, a benign peptic ulcer,
15 mm � 15 mm in size, was found to have
penetrated through the pericardium and
myocardium into the cardiac lumen at the
apex of the heart.

Figure 1 Esophagogastroduodenoscopy re−
vealed an active gastric ulcer, 15 mm in diam−
eter, on the lesser curvature in the upper third
of the corpus.
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