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50.1 Introduction

There are 2 different histological types of
esophageal carcinoma (squamous cell- and
adenocarcinoma) with different characteristics
such as location (primarily upper esophagus for
SCC and lower for adenocarcinoma) and risk
factors (alcohol and smoking for SCC vs. gas-
troesophageal reflux and Barretts esophagus for
adenocarcinoma) [1]. As adenocarcinoma is the
commonest, discussion is referring mainly to
this particular histological type [2].

Esophageal adenocarcinoma presents with
solid food dysphagia and weight loss and is
diagnosed with upper gastrointestinal endoscopy
and biopsies.

Both prognosis, which unfortunately remains
poor [3] and therapeutic algorithm (neoadjuvant
therapy before surgery, endoscopic resection vs.
surgery) depends on staging.

With regards to gastric cancer, the majority
of patients has limited symptoms (weight loss
and abdominal pain) or is completely asymp-
tomatic and present with advanced, metastatic
and thus incurable disease.

The diagnosis is made with upper gastroin-
testinal endoscopy and biopsies where at least 7
biopsies are thought to be needed to increase
diagnostic accuracy [4]. In a particular type of
diffuse-gastric cancer (linitis plastica) apart
from sufficient number, a specific endoscopic
biopsy technique is advocated to ensure ade-
quate tissue sample (strip and bite biopsy tech-
nique). In these cases, Barium study is a useful
diagnostic tool with the characteristic 00leather
flask‘‘ appearance of the stomach due to poor
distensibility.

MALT is one of the most common histologic
types of gastric lymphoma which is diagnosed
with endoscopy and biopsies.

Staging investigations include CT chest,
abdomen and pelvis (distant disease-M stage)
and EUS (depth of invasion-perigastric lymph
nodes-T and N stage).

GISTs are stromal or mesenchymal tumors
that can present as subepithelial masses any-
where in the gastrointestinal tract (more often in
the stomach rather than the esophagus where
leiomyomas are the commonest) including rarely
mesentery, omentum and peritoneum. The
majority are sporadic with a mutation in the KIT
or much less frequently in the PDGFRA gene [5].

They affect predominantly middle-aged or
older individuals and typically present with no
or nonspecific symptoms (bloating, early satiety)
unless they are complicated by ulceration,
bleeding or intestinal obstruction.
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