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adenocarcinoma; both tumors are most often detected during the sixth
decade of life; present with epigastric pain, early satiety, and generalized fatigue; and are usually characterized by ulcerations with a ragged,
thickened mucosal pattern demonstrated by contrast radiographs or
endoscopic appearance. The diagnosis of lymphoma of the stomach may
occasionally be made through cytologic brushings of the gastric mucosa
but usually requires a biopsy at gastroscopy or laparotomy. Failure of
gastroscopic biopsies to detect lymphoma in a given case should not be
interpreted as being conclusive, because superficial biopsies may miss
the deeper lymphoid infiltrate. The macroscopic pathology of gastric
lymphoma may also mimic adenocarcinoma, consisting of either a bulky
ulcerated lesion localized in the corpus or antrum or a diffuse process
spreading throughout the entire gastric submucosa and even extending
into the duodenum. Microscopically, the vast majority of gastric lymphoid
tumors are lymphomas of B-cell origin. Histologically, these tumors may
range from well-differentiated, superficial processes (mucosa-associated
lymphoid tissue [MALT]) to high-grade, large-cell lymphomas. Like
gastric adenocarcinoma, infection with H. pylori increases the risk for
gastric lymphoma in general and MALT lymphomas in particular. Largecell lymphomas of the stomach spread initially to regional lymph nodes
(often to Waldeyer’s ring) and may then disseminate.
TREATMENT	

Primary Gastric Lymphoma

Oncology and Hematology

Primary gastric lymphoma is a far more treatable disease than
adenocarcinoma of the stomach, a fact that underscores the need
for making the correct diagnosis. Antibiotic treatment to eradicate
H. pylori infection has led to regression of about 75% of gastric MALT
lymphomas and should be considered before surgery, radiation
therapy, or chemotherapy is undertaken in patients having such
tumors. A lack of response to such antimicrobial treatment has
been linked to a specific chromosomal abnormality, i.e., t(11;18).
Responding patients should undergo periodic endoscopic surveillance because it remains unclear whether the neoplastic clone is
eliminated or merely suppressed, although the response to antimicrobial treatment is quite durable. Subtotal gastrectomy, usually
followed by combination chemotherapy, has led to 5-year survival
rates of 40–60% in patients with localized high-grade lymphomas.
The need for a major surgical procedure has been questioned,
particularly in patients with preoperative radiographic evidence of
nodal involvement, for whom chemotherapy (CHOP [cyclophosphamide, doxorubicin, vincristine, and prednisone]) plus rituximab is
highly effective therapy. A role for radiation therapy is not defined
because most recurrences develop at distant sites.

GASTRIC (NONLYMPHOID) SARCOMA
Leiomyosarcomas and GISTs make up 1–3% of gastric neoplasms.
They most frequently involve the anterior and posterior walls of the
gastric fundus and often ulcerate and bleed. Even those lesions that
appear benign on histologic examination may behave in a malignant
fashion. These tumors rarely invade adjacent viscera and characteristically do not metastasize to lymph nodes, but they may spread
to the liver and lungs. The treatment of choice is surgical resection.
Combination chemotherapy should be reserved for patients with metastatic disease. All such tumors should be analyzed for a mutation in
the c-kit receptor. GISTs are unresponsive to conventional chemotherapy; yet ∼50% of patients experience objective response and prolonged
survival when treated with imatinib mesylate (Gleevec) (400–800
mg PO daily), a selective inhibitor of the c-kit tyrosine kinase. Many
patients with GIST whose tumors have become refractory to imatinib
subsequently benefit from sunitinib (Sutent) or regorafenib (Stivarga),
other inhibitors of the c-kit tyrosine kinase.

TUMORS OF THE SMALL INTESTINE
Small-bowel tumors comprise <3% of gastrointestinal neoplasms.
Because of their rarity and inaccessibility, a correct diagnosis is often
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delayed. Abdominal symptoms are usually vague and poorly defined,
and conventional radiographic studies of the upper and lower intestinal
tract often appear normal. Small-bowel tumors should be considered
in the differential diagnosis in the following situations: (1) recurrent,
unexplained episodes of crampy abdominal pain; (2) intermittent
bouts of intestinal obstruction, especially in the absence of inflammatory bowel disease (IBD) or prior abdominal surgery; (3) intussusception in the adult; and (4) evidence of chronic intestinal bleeding in
the presence of negative conventional and endoscopic examination.
A careful small-bowel barium study should be considered in such a
circumstance; the diagnostic accuracy may be improved by infusing
barium through a nasogastric tube placed into the duodenum (enteroclysis). Alternatively, capsule endoscopic procedures have been used.
BENIGN TUMORS
The histology of benign small-bowel tumors is difficult to predict on
clinical and radiologic grounds alone. The symptomatology of benign
tumors is not distinctive, with pain, obstruction, and hemorrhage
being the most frequent symptoms. These tumors are usually discovered during the fifth and sixth decades of life, more often in the distal
rather than the proximal small intestine. The most common benign
tumors are adenomas, leiomyomas, lipomas, and angiomas.
Adenomas These tumors include those of the islet cells and Brunner’s
glands as well as polypoid adenomas. Islet cell adenomas are occasionally located outside the pancreas; the associated syndromes are discussed in Chap. 113. Brunner’s gland adenomas are not truly neoplastic
but represent a hypertrophy or hyperplasia of submucosal duodenal
glands. These appear as small nodules in the duodenal mucosa that
secrete a highly viscous alkaline mucus. Most often, this is an incidental
radiographic finding not associated with any specific clinical disorder.
Polypoid Adenomas About 25% of benign small-bowel tumors are
polypoid adenomas (see Table 110-2). They may present as single
polypoid lesions or, less commonly, as papillary villous adenomas. As
in the colon, the sessile or papillary form of the tumor is sometimes
associated with a coexisting carcinoma. Occasionally, patients with
Gardner’s syndrome develop premalignant adenomas in the small
bowel; such lesions are generally in the duodenum. Multiple polypoid
tumors may occur throughout the small bowel (and occasionally the
stomach and colorectum) in the Peutz-Jeghers syndrome. The polyps
are usually hamartomas (juvenile polyps) having a low potential for
malignant degeneration. Mucocutaneous melanin deposits as well as
tumors of the ovary, breast, pancreas, and endometrium are also associated with this autosomal dominant condition.
Leiomyomas These neoplasms arise from smooth-muscle components of the intestine and are usually intramural, affecting the overlying mucosa. Ulceration of the mucosa may cause gastrointestinal
hemorrhage of varying severity. Cramping or intermittent abdominal
pain is frequently encountered.
Lipomas These tumors occur with greatest frequency in the distal
ileum and at the ileocecal valve. They have a characteristic radiolucent
appearance and are usually intramural and asymptomatic, but on
occasion cause bleeding.
Angiomas While not true neoplasms, these lesions are important
because they frequently cause intestinal bleeding. They may take the
form of telangiectasia or hemangiomas. Multiple intestinal telangiectasias occur in a nonhereditary form confined to the gastrointestinal
tract or as part of the hereditary Osler-Rendu-Weber syndrome.
Vascular tumors may also take the form of isolated hemangiomas,
most commonly in the jejunum. Angiography, especially during bleeding, is the best procedure for evaluating these lesions.

MALIGNANT TUMORS
While rare, small-bowel malignancies occur in patients with longstanding regional enteritis and celiac sprue as well as in individuals with AIDS. Malignant tumors of the small bowel are frequently
associated with fever, weight loss, anorexia, bleeding, and a palpable
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