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CIntroduction &

INTRODUCTION

Colorectal cancer (CRC) is the third commonest cancer
worldwide with nearly 1.4 million new cases diagnosed
annually (Chiu et al., 2018).

Colonoscopy is considered the most effective tool for the
diagnosis of CRC because it can be used to localize and biopsy
lesions throughout the large intestine, detect synchronous
neoplasms, and remove polyps simultaneously. The most
widely accepted staging system of CRC remains the TNM
staging system proposed by the American Joint Committee on
Cancer, which was updated in 2010 (Agarwal et al., 2014).

Determination of tumour type is critical because different
tumour types vary regarding the radio-sensitivity, local
behavior, and propensity for regional and systemic metastasis.
The histological grade of tumours is an important indicator of
the potential for local invasion or systemic metastases. Tumour
staging as determined by clinical evaluation, imaging studies
and histological evaluation are necessary to establish the extent
of the tumour, both locally and systemically (Nabi et al., 2010).

Microscopically 98% of all CRC are adenocarcinoma.
The major subtypes are non-mucinous adenocarcinomas,
mucinous or colloid adenocarcinoma and signet ring cell
carcinoma. Adenocarcinomas of colon and rectum are graded
predominantly on the basis of the extent of glandular




