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I. Benign Tumors

A. Gastric Polyps

1. Sessile > pedunculated

2. Low malignant potential

B. Colon polyps

1. Peduculated > sessile

2. High malignant potential

C. Hyperplastic polyp:  adenoma

D. Leiomyoma:  most common

II. Gastric Carcinoma

A. Antrum > cardia > body and fundus (lesser curvature)

B. Ulcera excavada, endoscopicamente nadie puede saber si es benigno o maligno

C. Histologic subtypes

1. Intestinal

2. Diffuse

3. Infiltrative

4. Signet ring cells present

5. Creates rigid thickened leather bottle like stomach

D. Clinical course

1. Asymptomatic until obstruccion o sangra

2. Symptoms weight loss, abdominal pain vomiting, anemia, dysphagia, hemorrhage

3. Regional and distant metastases

a. Frequently to supraclavicular nodes (Virchow syndrome)

b. Ovaries:  Kruckenberg tumor, ovaries pone blanco y duro, palpacion bilateral enlargement, stomach and breasts in women go to ovary

4. Local invasion duodenum, pancreas, retroperitoneum

E. Diagnostic methods

1. X-ray

2. Gastroscopy

3. Cytology/tissue biopsy

4. Scalene node biopsy:  Virchow syndrome

F. Prognosis

1. Depende de invasion

2. 90-95% survival in early gastric carcinoma treated with surgery

3. If lymph node mets are founds:  small decrease in survival

4. Advanced carcinoma below 15% 5 year survival

5. Invasion es importante (test)

III. Other gastric tumors

A. Lymphoma:  5% of all gastric malignancies, similar to intestinal lymphomas, may regress

B. Neuroendcrine cell tumors (carcinoid)

C. Stromal tumors

D. Inflammatory fibroid polyp

E. Metastases:  leuk/lymph, melanoma, breast and lung carcinomas

IV. Tumors of the Small and Large Intestines

A. Malignant:benign::1.5:1, so always beware when find tumor

B. Mass effect, overgrowth, tejido normal, endoscopy, hamartoma nodulo de grasa y linfatica dilatada

C. Clinical findings:  adenocarcinomas spread to mesentery, regional lymph nodes, and liver

V. Small Versus Large Intestinal Tumors

A. Malignant tumors in small int are rare, but more severe than large intestine

B. Molecular pathology and pathogenesis, mutations are all the same

VI. Tumors of colon and rectum:  non-neoplastic

A. Juvenile polyp

1. Focal hamartomatous malformation of small intestine and colonic mucosa, usually sporadic

2. Vast majority occur in children younger than 5 years

B. Peutz-Jeghers polyp

1. Hamartomatous mucosal polyps of small intestine and colon mucosa, usually sporadic

2. Rare Peutz-Jeghers syndrome exhibits autosomal dominance, melanotic pigmentation of mucosal and skin surfaces, and increased risk of carcinomas (pancreas, breast, lung, ovary, uteru)

3. These are large, pedunculated, lobulated polyps with arborizing smooth muscle surrounding normal abundant glands

C. Other polyps

1. Lymphoid aggregates (normal)

2. Inflammatory polyps in inflammatory bowel disease

3. Smaller isolated hamartomatous polyps (retention polyps) found in colon of adults

VII. Tumors of colon and rectum:  adenoma

A. Puede tener carcinoma

B. Dysplasia proliferativa, es lesion premaligna

C. Adenocarcinoma sale de adenomas

D. Si no resecta, va a desarrollar cancer en este sitio

E. Histologic

1. Tubular

2. Villous

3. Tubulovillous

F. Risk coexistent malignancy is correlated with three interdependent features

1. Polyp size

2. Histologic architecture

3. Severity of dysplasia

G. Larger villous adenomas more likely harbor severe dysplasia or carcinoma

H. Adenomas are slow growing, doubling time is 10 years

I. Resection is treatment

J. Invasive adenocarcinoma arising in adenoma must be resected

VIII. Tumors of colon and rectum:  familial syndromes

A. Familial adenomatous polyposis:  AD, DNA mismatch repair mutation

B. Gardner syndrome:  multiple polyp, osteoma, glyoma

C. Turcot syndrome

IX. Evidence for adenoma carcinoma progression

A. 10 years after adenoma

B. cancer risk related to number polyps

C. Screening with colonoscopy

X. Adenocarcinoma cancer de recto sensitive a terapia de recto, sigmoid y arriba es quimio porque radio no tan sensitive

XI. Carcinoid

A. Neuroendocrine cell proliferation

B. Malignant potential most common in intestine

C. Younger than cancer colon patients

D. Tumor intestino delgado tiende ser mas carcinoid que otro

E. Produces serotonin

F. Macroscopically, yellow nodules, can’t do diagnose with eye

G. In appendix and rectum, masses tend to be solitary, elsewhere there tend to be multiple nodules (test question)

H. Salt and pepper nuclei

I. Seen only with hepatic metastases or with carcinoids outside of the gut

J. Vasomotor disturbances:  flushing, cyanosis, intestinal hypermotility:  diarrhea, cramps, N/V

K. Asthmatic bronchoconstriction:  cough, wheezing, dyspnea

L. Hepatomegaly:  hepatic metastases, required fro intestinal tumors of bioactive amines are to reach the systemic circulation

M. Systemic fibrosis: pulmonic and tricuspid valve thickening and stenosis, endocardial fibrosis, retroperitoneal and pelvic fibrosis, collagenous pleural and intimal aortic plaques

XII. GI lymphoma

A. General concepts

B. The gut is the most common location of 40% of lymphomas arising in sites other than lymph nodes

C. Although they usually arise

D. Sporadic lymphoma

E. MALT

F. Sprue-associated lymphoma:  younger individuals 30-40, after long, duration of malabsorptive disorder, usually T cell lymphoma, prognosis is poor

G. Mediterranean lymphoma

1. B cell lymphoma in children and young adults of mediterraneal ancestry

2. background of chronic diffuse mucosal plasmacytosis

H. Morphology

1. Early lesions are plaquelike expansions of mucosa and submucosa

2. Advances lesions are full-thickness murallesions or polypoid, fungating masses protruding into lumen

3. Microscopically, atypical lymphocytes infiltrate mucosa and wall, replacing normal structures

I. Clinical

1. Sporadic lymphomas are amenable to surgical resection and are chemoresponsive

2. Outcome depends on size, grade, and invasiveness of tumor at time of resection

3. Lymphomas associated with H pylori infection may be treatable by eradication of H pylori

4. cryptosporidium:  oil immersion to see it, in HIV

