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INTRODUCTION 

The small intestine accounts for 75% of the length and 

90% of the mucosal surface of the alimentary tract; however, 

because of certain unique physiological features (rapid transit, 

alkaline content, IgA secretion and lymphoid tissue) it is the 

site of only about 2% of malignant gastrointestinal (GI) 

neoplasms. (Curado et al., 2007) 

 Small intestinal neoplasms may occur sporadically, or in 

association with genetic diseases such as familial adenomatous 

polyposis coli or Peutz-Jeghers syndrome, or in association 

with chronic intestinal inflammatory disorders such as 

Crohn's disease or celiac sprue. (Neugut et al., 1998)  

Benign small intestinal tumors such as leiomyoma, 

lipoma, hamartoma or desmoid tumor, are usually 

asymptomatic but may present with intussception. The most 

common primary malignancies of the small intestine are 

adenocarcinoma, carcinoid, mesenchymal tumors and 

lymphoma. Extraintestinal neoplasms may involve the 

intestine via contiguous spread or peritoneal metastasis. 

Hematogenous metastases to the intestine from an 

extraintestinal primary are unusual and are most typical of 

melanoma. (Delaunoit et al., 2005)  
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Apart from obscure GI bleeding which is the most 

common presentation, patients may present with non-specific 

complaints such as abdominal pain (60%), anaemia (50%), 

nausea and vomiting (50%), weight loss (40%), diarrhea 

(30%) and intestinal obstruction (30%). However, many 

patients may remain asymptomatic until the late stages of 

disease. (Yamagami et al., 2008)  

Because the small intestine tumors are rare and relatively 

inaccessible to routine endoscopy and difficult to identify at 

diagnostic imaging, diagnosis of small intestinal neoplasms is 

often delayed for months after onset of symptoms. An 

unfortunate consequence of late diagnosis is poor prognosis 

with low 5 year survival. (Moon et al., 2010)  

When the diagnosis is suspected, enteroclysis is the most 

useful imaging study. Small bowel endoscopy (enteroscopy) 

and capsule endoscopy are increasingly widely available and 

may permit earlier, non-operative diagnosis. (Overman et al., 

2010) 

Surgical resection is the definitive treatment for most 

small intestinal malignancies either therapeutic or palliative. 

(Overman et al., 2010) 
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Aim of the work 

The aim of the work is to spot light on the different types 

of small bowel neoplasms and the proper way of 

management. 
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A- Anatomy: 

The small intestine (small bowel) lies between the 

stomach and the large intestine (large bowel) and includes the 

duodenum, jejunum, and ileum. The small intestine is so 

called because its lumen diameter is smaller than that of the 

large intestine, although it is longer in length than the large 

intestine. (Agur et al., 2003) 

The duodenum continues into the jejunum at the 

duodenojejunal junction or flexure, which lies to the left of 

L2 vertebra and is fixed to the retroperitoneum by a 

suspensory ligament of Treitz. The inferior mesenteric vein 

(IMV) lies to its left. There are several peritoneal fossae 

around the flexure, which may be the sites of an internal 

herniation of the small bowel. The rest of the small intestine 

is a 4-6-m long convoluted tube occupying the center of the 

abdomen and the pelvis, surrounded on 2 sides and above by 

the colon. The ileum continues into the large intestine at the 

ileocecal junction. (Romanes, 2006) 

The small intestine is differentiated from the large 

intestine by the presence of a mesentery (exceptions being no 

mesentery in the duodenum, and mesentery in the transverse 

and sigmoid colons) and the absence of tenia coli and 
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appendices epiploicae. The demarcation between the jejunum 

(proximal) and the ileum (distal) is not very clear. 

(Sinnatamby, 1999) 

Embryology 

Embryologically, the small intestine develops mainly from 

the midgut, with the superior mesenteric artery (SMA) as its 

artery. The midgut also gives rise to the proximal large 

intestine (up to the proximal two thirds of the transverse 

colon). The proximal part of the duodenum (between the 

pylorus and major duodenal papilla) develops from the caudal 

foregut. The site of the major duodenal papilla on the medial 

wall of the second part of the duodenum marks the junction 

of embryological foregut and midgut. At an early stage of 

development, the midgut communicates with the yolk sac via 

a vitellointestinal (omphalomesenteric) duct, which 

disappears later. (Agur et al., 2003) 

Duodenum 

Duodenum is the widest and shortest (25 cm) part of 

small intestine.  The duodenum is a C-shaped or horseshoe-

shaped structure that lies in the upper abdomen near the 

midline. (Romanes 2006) 


