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SYMPOSIUMGASTROENTEROLOGY
COLORECTAL CANCER

Table 1
Summary of common surgical procedures
Operative procedure

Location of tumour

Segments of bowel removed

Right hemicolectomy

Caecum/ascending colon

Only if not fit to join
Terminal ileum, caecum,
ascending colon, hepatic flexure

Extended right hemicolectomy Transverse colon/splenic flexure

Stoma

Terminal ileum, caecum,
ascending colon, part of
transverse colon

Only if not fit to join

Left hemicolectomy

Splenic flexure/descending colon

Part of transverse colon,
descending colon, part of
sigmoid colon

None

Sigmoid colectomy

Sigmoid

Sigmoid colon

None

Hartmann’s procedure

Sigmoid

Sigmoid colon

Colostomy - may be temporary

Anterior resection

Rectal

Sigmoid colon, part of rectum

Temporary ileostomy in some
patients

Abdomino-perineal resection Low rectal tumours not suitable for anastomosis Sigmoid colon, rectum, anus

Permanent colostomy

Subtotal colectomy

Synchronous tumours, in emergency situations Caecum, ascending colon,
transverse colon, descending
colon, sigmoid colon

Ileostomy - may be temporary

Panproctocolectomy

Synchronous tumours, familial adenomatous
polyposis

Permanent ileostomy

adenomatous polyposis (FAP).6
Lynch syndrome is an autosomal
dominant condition that accounts for
3% of colorectal cancers.6 It presents
with early colorectal cancer typically
diagnosed in the fifth decade and is
associated with a number of other
cancers including endometrial, stomach,
small bowel, urothelial (renal pelvis,
ureter, bladder) and ovarian cancer.6
Recent NICE guidance (DG27)
recommends that all patients diagnosed
with colorectal cancer should have
immunohistochemical testing of their
cancer for evidence of Lynch
syndrome.7 If positive the patient and
their family can be offered genetic
counselling and screening. The
Amsterdam II criteria (see box 1, below)
can aid in identification of patients at risk
of Lynch syndrome based on family

Box 1
The Amsterdam II criteria
• A minimum of three relatives with a Lynch syndrome
associated cancer, one of whom should be a first-degree
relative of the other two
• At least two successive generations affected
• At least one cancer diagnosed before age 50
• Familial adenomatous polyposis should be excluded
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Entire colon, rectum and anus

history alone who can subsequently be
referred for genetic testing.
FAP is inherited in an autosomal
dominant fashion due to a mutation in
the adenomatous polyposis coli (APC)
tumour suppressor gene on
chromosome 5q although 20% of cases
are caused by new mutations. FAP
accounts for < 1% of colorectal cancers.8
The condition presents with hundreds of
adenomatous polyps of the colon in the
second and third decades of life.
Those affected also develop duodenal
adenomas along with well characterised
extra-colonic manifestations of the
disease.
Dietary and lifestyle risk factors
There is strong evidence that high
consumption of red meat (beef, pork
and lamb) and processed meat
increases the risk of developing
colorectal cancers.9 There is also an
increased risk in those with a high fat
diet. In contrast diets rich in wholegrains,
dietary fibre and dairy products are
considered to be protective.9
Being physically active is associated
with a reduction in the risk of colorectal
cancer, whereas being overweight or
obese is associated with an increased
risk.9 A large meta-analysis found the

risk to be increased by 5% for every
5 kg/m2 the patient is above normal
BMI.7 Smoking is associated with an
increased risk of developing colorectal
cancer7 as is high alcohol consumption
(more than 30 g per day).9
Predisposing conditions
Inflammatory bowel disease (Crohn’s
disease and ulcerative colitis) is
associated with an increase in the risk of
developing colorectal cancer. The risk to
these patients remains the same as the
general population in the first few years
following their diagnosis but rises to 2%
at ten years.10 All colitis patients should
be offered surveillance colonoscopy ten
years after the onset of symptoms.10,11
The frequency of subsequent
surveillance is determined by initial
surveillance colonoscopy findings.10,11

CONFIRMING DIAGNOSIS
Endoscopy
Colonoscopy is the gold standard
investigation for suspected colorectal
cancer.12 It visualises the entire large
bowel, is very sensitive for colorectal
cancer and allows for both tissue
diagnoses and polypectomy.13
A complete colonoscopy, whereby the
caecum is intubated, is reliant on

