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Gastrointestinal Malignancies



General Cancer Prevention

 Tobacco cessation

 Decreases risk

 Pancreatic cancer (3x risk)

 Esophageal cancer (squamous cell carcinoma)

 Stomach cancer

 Colon cancer

 Limit alcohol

 Moderation

 Decreases risk of pancreatic cancer, esophageal cancer (squamous cell 
carcinoma), liver cancer

American Cancer Society



 Weight loss

 Obesity increases risk all GI cancers

 Exercise

 Decreases colon cancer risk by 20%

 Needs to be atleast 3x/week with atleast HR > 100 bpm

 Diet

 Higher in fruits and vegetables is better

 Red meat considered a carcinogen by WHO

 Coffee decreases liver and colon cancer

 If too hot can increase risk of esophageal squamous cell carcinoma

 Mediterranean diet ideal

American Cancer Society



Cancer Incidence, 2024

American Cancer Society



Estimated Cancer Deaths

American Cancer Society



Red Flag Symptoms

 Unexplained weight loss

 Difficulty swallowing 

 Early Satiety

 Evidence of bleeding or unexplained iron deficiency anemia

 New or increasing abdominal pain

 Change in bowel habits

 Abnormal labs (eg liver enzymes)



Clinical Case 2/2024

35-year-old female who presented to clinic for progressive dysphagia 
for about 3 months. She had become increasingly intolerant to any 
oral intake and lost about 70 pounds over this time. She was actually 
seen by another office and found to have severe anemia requiring 
blood transfusion and was acutely referred to the ER where she was 
discharged after a blood transfusion. Endoscopy was scheduled.



 EGD revealed an obstructive, circumferentially infiltrative esophageal mass starting at the 
mid esophagus with inability to advance scope



Esophageal Cancer

 Squamous Cell Carcinoma

 Rare in the US – most often related to smoking, achalasia, ingestions

 Adenocarcinoma

 Increasing in the US, usually arises from Barrett’s esophagus

American Cancer Society



Barrett’s Esophagus

American College of Gastroenterology



Barrett’s Esophagus

The American Journal of Gastroenterology 117(4):p 559-587, April 2022.



Prague Barrett’s C&M Criteria



Screening for Barrett’s Esophagus

 Suggest a single screening for patients with chronic GERD symptoms and 3 or more 
additional risk factors for Barrett’s Esophagus

 Male sex

 Age >50 years

 White race

 Tobacco smoking

 Obesity

 Family history of Barrett’s Esophagus or Esophageal Adenocarcinoma in a first-degree relative

 Screening can be performed by endoscopy or swallowed device*

The American Journal of Gastroenterology 117(4):p 559-587, April 2022.



Clinical Case 7/2022

 72 yo AAF presenting to clinic with ongoing dull 

abdominal aching for the last several months. Pain is 

worsened with eating but always present. She has lost 

about 12 lbs over that time. Labwork unremarkable with 

normal Hgb. Endoscopy was scheduled



EGD revealed large, 6cm deep cratered ulcer in the mid body of the 

stomach, biopsies positive for gastric adenocarcinoma



Gastric Cancer

 Overall trends are decreasing in the United States

 Likely due to modifiable risk factors:

 More knowledge about H pylori and antibiotics

 Decrease in tobacco use

 Improvements in food refrigeration

 Second most common type of cancer death worldwide

American Cancer Society



Risk Factors for Gastric Cancer

Gastrointest Endosc . 2016 Jul;84(1):18-28. 



Proposed Screening for Gastric 

Cancer

Gastrointest Endosc . 2016 Jul;84(1):18-28. 



Screening for H pylori Infection:

Annu. Rev. Med. 2022. 73:183–95



Non-Invasive Testing for H pylori Infection



Clinical Case 4/2024

 57-year-old male in otherwise normal health who presented to his 
primary care with acute abdominal pain and jaundice. He had 
noticed a yellowing of his eyes over the last several preceding 
weeks. Lab work was concerning for a total bilirubin of 3.7. CT 
scan was performed.



 CT scan revealed a mass in the head of the pancreas



Pancreatic Cancer

 Overall increase in pancreatic cancer incidence 

 Especially pronounced increase of incidence in younger people

 Limited options for screening

American Cancer Society



JAMA. 2019; 322(5) 438-444



 Screening can be considered in high-risk patients

 First degree relatives with at least 2 affected genetically related relatives

 Genetic syndromes associated with increased risk

Gastroenterology. 2020 Jul;159(1):358-362.



How to Screen for Pancreatic Cancer

 Genetic testing and counseling suggested for possible high-risk individuals

 Screening

 Begin at age 50 or 10 years younger than first diagnosed relative

 Begin at age 40 CKDN2A and PRSS1 mutation carriers

 Begin at age 35 for patients with Peutz-Jeghers syndrome

 MRI and Endoscopic Ultrasound preferred methods of screening

 Repeat in 12 months if screening method negative

Gastroenterology. 2020 Jul;159(1):358-362.



Clinical Case 4/2024

 81-year-old female who initially presented to clinic with worsening 
constipation for about 2 months prior. Complained of taking 3 
stool softeners daily with only brief and incomplete evacuation of 
her bowels in the morning, with an urgency to go throughout the 
day. Patient had also noticed stools had become much thinner and 
difficult to pass. CT scan was performed which was normal and 
patient was thus referred for a colonoscopy



Colonoscopy was performed which showed an invasive adenocarcinoma in her sigmoid colon, partially obstructive



Colon Cancer

 Third highest cancer incidence among men and women

 Increasing trends in young people

 20% of all colon cancer diagnoses < 55 y/o

 Only 11% in 1995

CA Cancer J Clin. 2023; 73(3): 233-254



Screening Rates

Age 50-75

American Cancer Society



Incidence of colon cancer

CA Cancer J Clin. 2023; 73(3): 233-254



Screening Recommendations

 Begin screening at age 45, until age 75

 Above age 75

 Discussion of risks and benefits between provider and patient

 No further screening beyond age 85

 Family History

 Start age 40 or 10 years younger than first degree relative

 Risk with age largely comes from complications with prep(falls)

 The best test is the one the patient will do!

USPSTF Recommendations 2021



Colonoscopy remains gold standard

 Both sensitive and specific

 Allows for identification/prevention of colon cancer

 Has some drawbacks

 Invasive

 Requires bowel prep 

 Sedation

 Cost



Stool Based Screening Modalities 

 Guaiac FOBT test (heme-occult test)

 3 separate tests

 Tests based on peroxidase – like activity between heme and guaiac

 Dietary restrictions (can react with red meat, certain fruits/vegetables)

 Can detect clinically insignificant blood loss (nose bleeds, blood thinners)

 Fecal Immunochemical Test (FIT)

 Antibody to human blood in stool -tests hemoglobin from the lower intestine

 Multitarget Stool DNA testing (Cologuard)

 Combines FIT test with detection of abnormal DNA or epigenetic markers from 

colorectal lesions is based on natural exfoliation of cancerous or pre-cancerous cells 

into the colorectal tract

World J Gastrointest Oncol. 2016 Nov 15; 8(11): 793–800



N Engl J Med 2014;370:1287-1297



N Engl J Med 2014;370:1287-1297



Blood test

 None currently recommended by any GI guidelines 

 Serum DNA test for Septin-9

 Low sensitivity and specificity

 Guardiant blood test

 FDA endorsement on Thursday

 Awaiting more information

World J Gastrointest Oncol. 2016 Nov 15; 8(11): 793–800



CT Colonography

 Does require bowel prep

 CO2 pump after rectal tube insertion

 CT Scan and image reconstruction

 Drawbacks

 Radiation

 No intervention possible

 Small polyps not detected (<5mm)

World J Gastrointest Oncol. 2016 Nov 15; 8(11): 793–800



 Good at detection of colon 

cancer and large polyps

 Significant drop off for smaller 

polyps

 No ability to remove polyps, 

need another bowel 

prep/procedure

N Engl J Med 2007;357:1403-1412



Colon Capsule Endoscopy

 Double ended camera 

 Requires a bowel prep

 Drawbacks:

 No intervention

 Data unclear – interval is not fully established

World J Gastrointest Oncol. 2016 Nov 15; 8(11): 793–800



Data is unimpressive, even for 

detection of colon cancer

Haven't seen used in clinical 

practice widely

N Engl J Med 2009;361:264-270



USPSTF 2015



Gastrointest Endosc 2016; Volume 83, Issue 3; P489-498.E10



Modifiable Factors for Colon Cancer

 Factors that increase risk

 Heavy Alcohol use (>3 drinks/day)

 Obesity (BMI > 30)

 Red meat (100g/day)

 Processed meat (50g/day)

 Tobacco

 Factors that decrease risk

 Physical activity

 Dairy (400g/day) – Vitamin D

American Cancer Society



Liver Cancer

 Hepatocellular Carcinoma (HCC) 

 Most common liver cancer

 Most arise from liver cirrhosis

 Increasing incidence in HCC in non cirrhotic patients (13%)

 Hepatitis B

 Metabolic dysfunction - associated steatohepatitis (MASH)

 Fastest growing cause of cancer death in the US

Mayo Clinic



Who to Screen for HCC?

 Cirrhosis patients

 All classes

 Regardless of etiology

 Non cirrhotic hepatitis B

 Males from endemic country > 40 y/o

 Females  from endemic country > 50 y/o

 All people from Africa at earlier age

 Family history of HCC

 PAGE-B score > 10 – looks at multiple factors in patients with chronic hepatitis B 
to determine risk (age, viral load, eAg status, ALT level, sex)

Hepatology 78(6):p 1922-1965, December 2023



How to Screen?

 Recommend Ultrasound + AFP every 6 months

 Some experts recommend staggering the monitoring (every 3 months)

 Any suspicious findings needs multiphasic imaging:

 Suspicious lesions ≥1cm 

 AFP ≥ 20 ng/ml or rising

 Contrast enhanced CT or MRI

 Currently do not recommend screening without advanced fibrosis (MASH)

Hepatology 78(6):p 1922-1965, December 2023



Take Home: Whom to Screen?

 Esophageal Cancer:

 Think obese, Caucasian males with chronic GERD symptoms, especially if family 

history or tobacco use

 Gastric Cancer:

 Endemic areas (Russia, South America, Southeast Asia) or family history

 Low threshold to screen for H pylori (highest risk factor)

 Pancreatic Cancer

 Not much screening recommended - consider if family history or genetic 

syndromes

 Aggressively workup abnormal lab work (eg elevated liver function tests) on 

routine labwork



 Colon Cancer

 Everyone! Starting at age 45

 Younger screening if family history

 The best test is any test the patient will comply with

 Liver Cancer

 Highest risk in cirrhotic patients

 Increasing incidence in non cirrhotic Hepatitis B or MASH patients



Health Maintenance for patients with 

Inflammatory Bowel Disease



Inflammatory 

Bowel Disease

 Nearly 1 in 100 Americans diagnosed with IBD

 Men and Women are equally affected

 Most often diagnosed in 20s

 Increased risk with first degree relative

 Affects all ethnic backgrounds however most common 

in Caucasians



Cancer Screening in IBD

Clin Gastroenterol Hepatol. 2014 Feb; 12(2): 265–73.e1.

Increased risk in both GI 

and non-GI related Cancer

Decreasing over the last 30 

years in GI cancers through 

better treatments with 

biologic and 

immunosuppressant 

therapies 



Colorectal Cancer in IBD – 40-year study

American Journal of Gastroenterology 110(7):p 1022-1034, July 2015



Decreasing Colorectal Cancer

 Reduction via primary and secondary prevention of disease

 Control of underlying disease and therefore risk

 Prevention of inflammation decreases incidence

 Better treatments available with biologics and immunosuppressants

 Better overall screening tools and performance

 Increased risk at 8 years of disease – start annual screening

American Journal of Gastroenterology 110(7):p 1022-1034, July 2015



Skin Cancer and IBD

Gastroenterology. 2012 Aug;143(2):390-399.e1



Treatment related skin cancer risk

Gastroenterology. 2012 Aug;143(2):390-399.e1



Skin Cancer Prevention

 Recommendations:

 Education of patients with risk factors

 Fair skin, family history, overall UV exposure

 Primary Protection

 Sun avoidance

 Sun protection (sunscreen or sun protective clothing)

 Secondary Prevention

 Yearly skin screen with dermatologist

Curr Treat Options Gastroenterol. 2021; 19(4): 583–596



Lymphoma Risk in IBD

 Increased risk in Crohn's disease more so than Ulcerative Colitis

 Increased risk with both anti-TNF therapy or thiopurines

 Hepatosplenic T-Cell Lymphoma

 Universally fatal

 Extremely rare, almost exclusively in males < 35 years of age

 Occurs on thiopurine or in combination, rarely on anti-TNF monotherapy

Am J Gastroenterol . 2013 Dec;108(12):1869-76

Clin Gastroenterol Hepatol . 2015 May;13(5):847-58.e4



Risk Recommendations

 Understanding risks and informed discussion with patients

 Primarily thiopurine exposure

 No recommendation of routine EBV testing

 Consider dose de-escalation or non thiopurine options (methotrexate)



Cervical and Anal Cancer in IBD

 HPV causative agent (usually HPV 16 & 18)

 Cervical Cancer

 Recent studies suggest no increased risk in cervical cancer risk

 Anal Cancer

 Rare, usually squamous cell carcinoma

 Associated with receptive intercourse, immunosuppression or severe ano-rectal 

Crohns disease (structuring disease)

Clin Transl Gastroenterol. 2022 Jul 1;13(7):e00513

Inflamm Bowel Dis. 2021 Jan 1;27(1):34-39. 



Inflamm Bowel Dis. 2021 Jan 1;27(1):34-39. 



Prevention

 HPV Vaccine 

 Approved for women and men (age 9-45)

 Active against HPV types 6, 11, 16, 18

 No change in efficacy of biologic or immunosuppressive therapies

 Regular Pap Smears

 Starting at age 21 per ACOG guidelines

Inflamm Bowel Dis. 2013 Jun;19(7):1441-9.



Vaccine Preventable Illnesses

 Increased risk of infections in patients with IBD

 No association with between vaccines causing flares for IBD

 Age-appropriate vaccines ideally prior to initiation of immunosuppressive 

medications

 New mRNA vaccines (COVID) are approved for all IBD patients

 Common vaccinations:

 Influenza

 Pneumococcal

 Herpes Zoster

 HPV 

Clin Transl Gastroenterol. 2022 Jul 1;13(7):e00513



Vaccines 

 Live Vaccines are not recommended for patients on immunosuppressive 

therapies

 Common Live Vaccines:

 Varicella

 Measles, Mumps, Rubella (MMR)

 Live Influenza

 IDSA recommends live vaccines given at least 4 weeks prior to initiation of 

immunosuppressive and certainly not within 2 weeks

Clin Transl Gastroenterol. 2022 Jul 1;13(7):e00513



Bone Health in IBD

 Increased risk of osteoporosis and osteopenia

 Relative risk of fracture 40% higher in IBD patients compared to general population

 Prevalence in IBD

 Varies in studies

 Range from 22 – 77% and 17 – 41%

 Osteoporosis prevalence 5% at diagnosis

Am J Med. 2009 Jul; 122(7): 599–604.



Screening Recommendations

 American College of Gastroenterology

 Patients should undergo screening at diagnosis and periodically thereafter

 Pre-existing fragility fracture

 Women 65 y/o or Men 70 y/o

 Patients with chronic inflammation, treatment with steroids, malnutrition

 Crohns and Colitis Foundation and Cornerstones Checklist

 Low BMI Post-menopausal women

 Chronic steroid use > 3 months Hypogonadism

 Smokers Maternal history of osteoporosis

 Serial Vitamin D monitoring and repletion of Calcium and Vit D with 
courses of steroids

ACG. 2017;112(2):241-258.
https://www.cornerstoneshealth.org/wp-content/uploads/2020/08/NEW-IBD-Checklist-for-Monitoring-

Prevention-526a.pdf



Depression and Suicidal Ideation

 High incidence of anxiety and depression, similar to other patients of 

chronic illness

 With psychological treatment and relaxation techniques utilized

 Significant decrease in hospitalizations

 Decrease in sick leave days

Inflamm Bowel Dis. 2007 Jun;13(6):745-52..



Useful Resources

 Cornerstones Checklist:

 https://www.cornerstoneshealth.org/wp-content/uploads/2020/08/NEW-IBD-

Checklist-for-Monitoring-Prevention-526a.pdf

 Crohns and Colitis Foundation

 https://www.crohnscolitisfoundation.org/sites/default/files/2019-

09/Health%20Maintenance%20Checklist%202019-3.pdf

https://www.cornerstoneshealth.org/wp-content/uploads/2020/08/NEW-IBD-Checklist-for-Monitoring-Prevention-526a.pdf
https://www.crohnscolitisfoundation.org/sites/default/files/2019-09/Health%20Maintenance%20Checklist%202019-3.pdf


CME Question

 A 52 yo WM patient with a history of Crohns disease presents to your office for annual 
checkup. His Crohns disease is doing well, he is currently in disease remission, both 
clinically as well as endoscopically, his last colonoscopy was last year. He was briefly on 
steroids 5 years ago at the time of diagnosis for about 2 weeks, since then he has been 
treated with Infliximab infusions every 8 weeks. He was high risk at the time of diagnosis 
when he was found to have a blockage as his terminal ileum which responded well to 
medication treatment. He has no symptomatic complaints. His evaluation is significant for 
a mild hypertension of 134/82. Labwork is normal.

 Which of the following does patient need a referral to

 General Surgery

 Rheumatology

 Dermatology

 Endocrinology



Answer:

 Answer: Dermatology

 Patients with inflammatory bowel disease, in particular Crohns disease, are 

at increased risk of both melanoma and non melanoma skin cancer. 

Furthermore, treatment with biologic agents, in particular anti-TNF agents, 

increases risk of melanoma skin cancer while use of thiopurines increases 

risk of non melanoma skin cancers. Therefore yearly evaluation with a 

dermatologist is recommended for total body skin examination.

Gastroenterology. 2012 Aug;143(2):390-399.e1



Thank you

 Donny Kakati

 Birmingham Gastroenterology Associates

 dkakati@bgapc.com

 (205) 310 2596
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