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Introduction

Introduction

Colorectal cancer is a major cause of morbidity and
mortality throughout the world. It accounts for over 9% of all
cancer incidences. It is the third most common cancer
worldwide and the fourth most common cause of death
(Haggar & Boushy, 2009).

There has been an explosion of information on genetic
basis of colorectal cancer. It is now accepted that virtually all
colorectal carcinomas arise within pre-existing adenomas in a
stepwise progression due to accumulation of genetic
abnormalities. However, it must be noted that it is not a simple
stepwise progression but a complicated array of multiple gene
changes (Mortonsen & Ashraf, 2008).

Right colon lesions may become large before symptoms
develop. Patients may complain of vague right abdominal pain
or occult bleeding which may lead to anemia. On the other
hand, left colon lesions can cause partial or complete intestinal
obstruction, bleeding or change in bowel habits (Chang et al.,
2006).

Digital rectal examination is essential and many rectal
tumours can be identified as a craggy ulcerated mass during this
procedure. More proximal tumours are identified at
sigmoidoscopy or colonoscopy. The rigid sigmoidoscope offers
only a limited examination up to 30 cm from anal verge but the
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flexible sigmoidoscope enables the distal 60 cm of bowel to be
examined, which should identify 70% of tumours. Access to the
remainder requires full colonoscopy or double-contrast barium
enema. Biopsy of any lesion visualized is essential (Cushiere &
Grace, 2003).

The commonly used imaging modalities include plain
radiograph of the abdomen(supine , upright & diaphragmatic
views), Double contrast barium enema, Computed Tomography
(CT), Virtual Colonoscopy (CTcolography), Magnetic
Resonance Imaging (MRI), Positron Emission
Tomography(PET), Angiography, Endorectal & Endoanal
Ultrasound (Bullard & Rothenberger, 2006).

At Laparotomy or laparoscopic resection, surgical
options include right hemicolectomy, right radical
hemicolectomy, transverse colectomy, Left hemicolectomy,
Low anterior resection, abdominoperineal resection or subtotal
colectomy (Midis & Feig, 2012).

5-Fluorouracil remains the backbone of chemotherapy
regimens for colon cancer, both in the adjuvant and metastatic
setting. In the past 10 years, it was established that combination
regimens provide improved efficacy and prolonged
progression-free survival in patients with metastatic colon
cancer. In addition to 5-fluorouracil, oral fluoropyrimidines
such as capecitabine (Xeloda) and tegafur are increasingly used
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as monotherapy or in combination with oxaliplatin (Eloxatin)
and irinotecan (Camptosar) (Dragovich, 2013).

Laparoscopy is currently utilized in nearly 45% of
elective colectomies for benign & malignant diseases. Overall,
laparoscopic colectomy results in shorter periods of hospital
stay, fewer complications & lower mortality as compared to
open colectomy. Also laparoscopic colectomy significantly
retires hospital costs. The majority of these advantages are
maintained regardless of patient severity of disease
classification (Pedraza et al., 2013).




Aim of the Work

Aim of the Essay

To discuss and review the recent modalities in diagnosis
and treatment of colorectal cancer.



Anatomy Of Colon & Rectum

Anatomy of Colon & Rectum
EMBRYOLOGY

The primitive gut is derived from endoderm and begins
to form during the 3™ to 4" weeks of gestation. It is divided
into three segments: foregut, midgut, and hindgut. The midgut
gives rise to the small intestine distal to the ampulla of Vater,
the cecum and appendix, the ascending colon, and the right half
to two thirds of the transverse colon, all of which receive blood
supply from the superior mesenteric artery (Wick, 2011).

During the 6™ gestational week, the midgut herniates
from the abdominal cavity into the extra-embryonic coelom,
undergoes a 270 degree counter clockwise rotation around the
superior mesenteric artery, and then returns to the abdominal
cavity at 10 weeks gestation. The hindgut gives rise to the
distal one third of the transverse colon, descending and sigmoid
colon, rectum, and upper portion of the anal canal, all of which
receive blood from the inferior mesenteric artery (Wick, 2011).

The terminal end of the hindgut is the endoderm-lined
pouch termed the cloaca. During development, the cloaca is
partitioned by the urorectal septum into the rectum and upper
anal canal and urogenital sinus. Ultimately, the distal anal canal
arises from canalization of the ectoderm. The pectineal or
dentate line marks the junction between tissues derived from
endoderm and ectoderm in the anal canal (Wick, 2011).
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