Disorders of the colon and rectum
Tumor of the colon and rectum

Polyps and polyposis syndrome:

Types of polyps:

1. adenomatous-Neoplastic

2. Hamartomas

3. Metaplastic

4. inflammatory

The later three are non Neoplastic.

They might be

1. Single

2. Multiple

Incidence:

The incidence increase with age

50% of the people more than 60 years have polyps.

They are more common in the left colon(rectum and distal colon) than the right one, sessile or pedunculated.
Transformation of polyps to malignant one occurs within 5-10 years.

Risk factors for transformation;
1.    Large size <2 cm
2.    Multiple polyps

3.    Villous architecture 

4.    Dysplasia

Clinical picture:
Asymptomatic and discovered accidentally

Bleeding per rectum

Diarrhea 

Hypokaleamia

Mucus secretion.

Treatment

When any polyp discovered, removal of the polyp, histopathological biopsy and total colonoscopy must be performed.

Segmental colonic resection is recommended when:

1. 2mm  invasion  of the mucosal 
2. poorly differentiated 

3. lymphatic invasion

Otherwise only follow up is enough by colonoscopy.

Follow up:

3- 5 years colonoscopy must be done unless the patient was more than 75 years.

Familial adenomatous polyposis:

Autosomal dominant disorder, account for more than 1% of all colorectal cancer. 20% occur as new mutations
80% of the patients will develop adenomas at age 15 years, 

After 10-15 years cancer will develop.

90% will get cancer by age 50.

Extra intestinal features of familial adenomatous polyposis:

 Subcutaneous epidermoid cyst.
Benign osteoma of the mandible and skull.
Dental abnormalities

Congenital hypertrophy of the retinal pigment epithelium.

Desmoid tumor in the mesentery of abdominal wall.
Lipomas

Desmoid tumor:
It may be very large that may lead to compression of the adjacent organs or intestinal obstruction or vascular compression that may be difficult to be removed. 
Diagnosis of the familial polyposis:

1. Sigmoidoscopy. If normal it will exclude the dis. Used for known cases of FAP.

2. DNA linkage analysis to detect direct mutation. For screening unknown cases.

Treatment: total proctocolectomy and ileal pouch- anal anastomosis. 

And periodic upper OGD.

Peutz-Jegher’s syndrome:

Multiple Hamartomatous polyps in the small intestine with melanin pigmentation of the lips, mouth and digit
It is caused by truncated mutation of chromosome 19p.

It may be present as asymptomatic, bleeding, anemia, intussusceptions, and concomitant small bowel or colonic adenocarcinoma, CA lung, breast, ovary and endometrium.
Colorectal cancer:

It is more common in the developed countries; it is the second common cancer and the second leading cause of death.

 Aetiology:
Sporadic colorectal cancer 80%.

Hereditary non polyposis colonic cancer (HNPCC) 10%

FAP 1%

Family history 10%

Inflammatory bowel disease
Environmental and genetic causes:

1. Environmental factors:
 dietary factors and studies in the immigrant families from highly affected to the lower incidence.
Dietary risk factors:

Increase risk with red cocked meat and saturated animal fat

Decrease risk with dietary fibers, fruit and vegetable, calcium, folic acid.

Non dietary risk factors:
1.     Colorectal adenoma

2.     Long standing ulcerative colitis and Crohn’s disease.

3.     Uretrosigmoidostomy
4.     Acromegaly.

5.     Pelvic radiotherapy.

6.     Obesity

7.     Smoking
8.     Alcohol
9.    Regular aspirin use

2. Genetic factors: 

a. chromosomal instability:  mutation or deletion of portion of chromosomes and inactivation of specific tumor suppressor genes 

b. Micro satellite instability: involves germ line mutations in one of six genes encoding enzymes involved in repairing errors that occur normally during DNA replication.
Replication errors accumulate in DNA sequences and important regulatory genes lead to unstable phenotype and somatic mutation that lead to cancer formation.
     Hereditary non-polyposis colonic cancer: it accounts for 10% of cancers, it occur in :
1. pt with family history of CA

2. CA in young

3. Pedigree with Autosomal dominant pattern.

4. criteria for diagnosis( modified Amsterdam 11 criteria)  

a. three or more relatives with colonic cancer(at least one first degree)

b. colorectal cancer in two or more generations

c. at least one member affected under 50 years of age(colorectal or endometrial cancer under 45 years age)

d. FAP excluded.

The life time risk is 80%
The mean age of CA is 45 years

2\3 of CA occur proximally

There is increase incidence of CA endometrium, ovary, urinary system, stomach, pancreas, small intestine, and CNS.
Any pt with these criteria he must:

1. Genetic testing.

2. pedigree assessment

3. colonoscopy around 25 years of age or 5-10 years earlier than youngest discovered case 

Pathology:
     2\3 of the cases occur in the left side of the colon.

The majority of CA are polyploid and fungating, or annular and constricting.

It invade locally, lymphatically to the liver or less commonly to the lung, or by portal circulation and distally.

 Duke’s stage:
A. Tumor confined within the bowel wall.

B. Extension though bowel wall.

C. Tumor involving lymph nodes

D. Distant metastasis.

Clinical features:

In left sided tumor, usual presentation is rectal bleeding or intestinal obstruction 

In right sided tumor, occult bleeding or alteration of bowel habit.

Colicky lower abdominal pain with in 70%

Rectal bleeding in 50 %

Intestinal obstruction or perforation that leads to fistula, abscess, or peritonitis.

CA rectum with incomplete defecation, bleeding and mucus discharge.

Examination reveals signs of palpable mass or distant metastasis.

Investigations:

Rigid Sigmoidoscopy

Colonoscopy

Barium enema – less specific

Endoanal ultra sound

MRI

CT colography.

Tumor marker- serum carcinoembryonic antigen. (CEA).used for follow up and recurrence detection.

Management:
Surgery:

Tumor resection, with lymph node removal pericolic is required with end to end anastomosis.

Carcinoma within 2 cm from the anal verge needs Abdomenoperineal resection. 

Stoma colostomy.

Total mesorectal excision

Solitary hepatic or lung excision

Colonoscopy after 6-12 months.

Adjuvant therapy:

2\3 of patient have Duke’s C at presentation which is beyond surgery.
Adjuvant chemotherapy with 5 FU and folinic acid( to reduce toxicity) for Duke’s C for 6 months.

Pre operative or post operative radiotherapy for large, fixed rectal tumor.

Palliation:

Surgical resection for metastatic tumor is used to treat obstruction, bleeding, or pain.

Palliative chemotherapy with 5-FU and folinic acid as first line therapy or irinotecan as 2nd line therapy is used to improve survival. 

Pelvic radiation to decrease rectal symptoms as bleeding, pain, or obstruction.
Endoscopic laser therapy is useful to relief obstruction.

Prevention and screening;

Promising agents are aspirin, Ca, folic acid,
2nd prevention in premalignant stage:

1. Regular fecal occult blood testing annually after 50 years.

2. colonoscopy 

3. flexible Sigmoidoscopy every 5 years in all pt over 50 years

4. Molecular genetic analysis.
