this issue. Although flexible sigmoidoscopy only visualizes the distal
half of the large bowel, leading to the assumption that colonoscopy
represents a more informative approach, colonoscopy has been
reported as being less accurate for screening the proximal rather than
the distal colon, perhaps due to technical considerations but also
possibly because of a greater frequency of serrated (i.e., “flat”) polyps
in the right colon, which are more difficult to identify. At present,
colonoscopy performed every 10 years has been offered as an alternative to annual fecal occult blood testing with periodic (every 5 years)
flexible sigmoidoscopy. Colonoscopy has been shown to be superior to
double-contract barium enema and also to have a higher sensitivity for
detecting villous or dysplastic adenomas or cancers than the strategy
using occult fecal blood testing and flexible sigmoidoscopy. Whether
colonoscopy performed every 10 years beginning at age 50 is medically superior and economically equivalent to flexible sigmoidoscopy
remains to be determined.

Staging, Prognostic Factors, and Patterns of Spread The prognosis for
individuals having colorectal cancer is related to the depth of tumor
penetration into the bowel wall and the presence of both regional lymph
node involvement and distant metastases. These variables are incorporated into the staging system introduced by Dukes and subsequently
applied to a TNM classification method, in which T represents the
depth of tumor penetration, N the presence of lymph node involvement, and M the presence or absence of distant metastases (Fig. 110-3).
Superficial lesions that do not involve regional lymph nodes and do
not penetrate through the submucosa (T1) or the muscularis (T2)
are designated as stage I (T1–2N0M0) disease; tumors that penetrate
through the muscularis but have not spread to lymph nodes are stage
II disease (T3-4N0M0); regional lymph node involvement defines
stage III (TXN1-2M0) disease; and metastatic spread to sites such as
liver, lung, or bone indicates stage IV (TXNXM1) disease. Unless gross
evidence of metastatic disease is present, disease stage cannot be determined accurately before surgical resection and pathologic analysis of
the operative specimens. It is not clear whether the detection of nodal
metastases by special immunohistochemical molecular techniques has
the same prognostic implications as disease detected by routine light
microscopy.
Most recurrences after a surgical resection of a large-bowel cancer
occur within the first 4 years, making 5-year survival a fairly reliable
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Figure 110-1 Double-contrast air-barium enema revealing a sessile tumor of the cecum in a patient with iron-deficiency anemia and
guaiac-positive stool. The lesion at surgery was a stage II adenocarcinoma.
indicator of cure. The likelihood for 5-year survival in patients with
colorectal cancer is stage-related (Fig. 110-3). That likelihood has
improved during the past several decades when similar surgical stages
have been compared. The most plausible explanation for this improvement is more thorough intraoperative and pathologic staging. In
particular, more exacting attention to pathologic detail has revealed
that the prognosis following the resection of a colorectal cancer is
not related merely to the presence or absence of regional lymph node
involvement; rather, prognosis may be more precisely gauged by the
number of involved lymph nodes (one to three lymph nodes [“N1”]
vs four or more lymph nodes [“N2”]) and the number of nodes examined. A minimum of 12 sampled lymph nodes is thought necessary to

Chapter 110 Lower Gastrointestinal Cancers

CLINICAL FEATURES
Presenting Symptoms Symptoms vary with the anatomic location
of the tumor. Because stool is relatively liquid as it passes through
the ileocecal valve into the right colon, cancers arising in the cecum
and ascending colon may become quite large without resulting in
any obstructive symptoms or noticeable alterations in bowel habits.
Lesions of the right colon commonly ulcerate, leading to chronic,
insidious blood loss without a change in the appearance of the stool.
Consequently, patients with tumors of the ascending colon often
present with symptoms such as fatigue, palpitations, and even angina
pectoris and are found to have a hypochromic, microcytic anemia
indicative of iron deficiency. Because the cancers may bleed intermittently, a random fecal occult blood test may be negative. As a result,
the unexplained presence of iron-deficiency anemia in any adult (with
the possible exception of a premenopausal, multiparous woman)
mandates a thorough endoscopic and/or radiographic visualization of
the entire large bowel (Fig. 110-1).
Because stool becomes more formed as it passes into the transverse
and descending colon, tumors arising there tend to impede the passage
of stool, resulting in the development of abdominal cramping, occasional obstruction, and even perforation. Radiographs of the abdomen
often reveal characteristic annular, constricting lesions (“apple-core”
or “napkin-ring”) (Fig. 110-2).
Cancers arising in the rectosigmoid are often associated with hematochezia, tenesmus, and narrowing of the caliber of stool; anemia is an
infrequent finding. While these symptoms may lead patients and their
physicians to suspect the presence of hemorrhoids, the development of
rectal bleeding and/or altered bowel habits demands a prompt digital
rectal examination and proctosigmoidoscopy.
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Figure 110-2 Annular, constricting adenocarcinoma of the
descending colon. This radiographic appearance is referred to as an
“apple-core” lesion and is always highly suggestive of malignancy.
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