3.12: Bowel Cancer

· Recognise the possibility of colonic cancer in patients with disturbed bowel habit, rectal bleeding or anaemia.

All of these symptoms and many others may indicate colorectal carcinoma – the symptoms may help identify the site of the tumour. 

	
	Site of Cancer

	Symptom
	Right
	Left
	Rectum

	Weight Loss
	+
	+ / -
	-

	Anaemia
	+
	-
	-

	Rectal bleeding
	-
	+
	+

	Mass
	+
	-
	-

	Obstruction
	-
	+
	+

	Tympany
	-
	-
	+

	Blumers shelf
	+
	+
	-

	Virchows node
	+
	-
	-


· initiate appropriate investigations to confirm diagnosis and extent of disease.

· Baseline tumour markers may be useful – they may help with assessment of management later: Carcinoembryonic antigen (CEA), alpha-fetoprotein (AFP).

· For disease that is likely left colon or rectal a flexible sigmoidoscopy and barium enema should be requested. Biopsies should be taken if a potential tumour is found.

· For disease that is likely right colon, or where a tumour has been found elsewhere a colonoscopy should be requested (In 5% of cases a metachronous tumour is present – this means another tumour in a different place). Biopsies should be taken if a potential tumour is found.

· Ultrasound is useful for the investigation of liver metastases.

· CT is useful for staging generally.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


· Suggest a prognosis based upon staging and other factors

· Outline to patients the possible management strategies for bowel cancer

	Dukes
	T
	N
	M
	5 yr survival
	Treatment

	A
	Tis, T1, 2, 3
	N0
	M0
	85-90%
	S

	B
	T4
	N0
	M0
	60-75%
	S, ?C, ?R

	C1
	T1, T2, T3
	N1, 2, 3
	M0
	30-35%
	S, C, ?R

	C2
	T4
	N1, 2, 3
	M0
	25%
	S, C, ?R

	D
	Any
	Any
	M1
	<5%
	S, C, ?R


S = Surgery, C = chemotherapy, R = radiotherapy

There are many treatment options for bowel cancer but most of them involve surgery at some stage – the option of ‘no treatment’ is also possible but the consequences of this need to be explained clearly to the patient.

Neo adjuvant therapy – this is either chemotherapy or radio therapy given before surgery. The intent is to decrease the size of the tumour to make surgery more likely to succeed.

Surgery is the mainstay of bowel cancer treatment – in this procedure the tumour and a section of large bowel are removed together with the blood supply and lymph nodes related to that section.

· Surgery with no stoma formation

· Surgery with a temporary stoma formation

· Surgery with a permanent stoma formation

The operation is done under general anaesthetic. The patient will be in hospital for 7-10 days and off work for 6 weeks.

· Analgesics should be given carefully in the post-colectomy period, since excessive amounts cause colonic spasm and possibly an increased anastomotic disruption rate.

· An ileus may be present for 3-4 days.

· Once flatus has passed, oral fluids can be increased.

· Diarrhoea is common in the first few days and may be treated with suitable agents such as loperamide or diphenoxylate hydrochloride.

Adjuvant therapy this is either chemotherapy or radio therapy given after surgery. The intent is to eliminate tumour cells that surgery may have missed.

Non-surgical therapy: Colorectal carcinomas are relatively unresponsive to chemotherapy but liver metastases may occasionally be controlled by 5-fluorouracil (5 FU). At the time of the operation and for a week postoperatively, the portal vein is infused with heparin and 5 FU. This approach seems to be particularly beneficial for Dukes' C tumours.

5 FU is usually given in combination with Leucovirin. Recently other agents e.g. irinotecan, oxaliplatin have been found to also have a beneficial effect.

The response to radiotherapy is limited by the difficulty of directing the radiation beam at the tumour without damaging surrounding bowel. Also, if radiotherapy is to be useful, there must be only local invasion - sterilization of local lymph nodes will have no effect on prognosis, for example, if there is already hepatic involvement.

Rectal cancer: management of this problem is subtly different from that of colonic cancer but remains primarily surgical.

The choice of operation depends on the height of the lesion above the anal verge, it's configuration, gross extent and degree of differentiation, and the patient's general condition. A colostomy may be required and this should be discussed with the patient.

Four principal operations are used:

local resection: if the patient is too old or frail to withstand a major operation. A transanal resectoscope is placed in the anal canal and the lesion excised with diathermy. Lymph nodes are not excised. Malignant lesions recur quite quickly but palliation may be achieved for a while.
anterior resection of rectum: for growths more than 10 cm from the anal verge but below the recto-sigmoid junction. It is an extensive operation since the rectum must be mobilised within the pelvic musculature. The tumour is resected with a satisfactory distal margin - typically 5 centimetres - and the anastomosis performed between the rectal stump and the left side of the colon. A protective transverse loop colostomy may be also be carried out.
abdomino-perineal resection of rectum: for growths less than 10 cm from the anal verge. Clearance is not possible without removing the anus so that a permanent colostomy is unavoidable. The same resection is also used during panproctocolectomy for ulcerative colitis.

The rectum is mobilised within the pelvic musculature and the lower rectum and anus excised through a perineal incision. The anus is closed and the rectum removed. The subcutaneous fat and skin are closed and a drain left in the pelvis.
Hartmann's procedure: if the tumour is unresectable either due to local invasion or because the patient is unfit for a major resection. The lower end of the rectum is closed with sutures or staples and left in situ. The upper end of the bowel is bought out as a descending colostomy.

The residual rectum is thus completely defunctioning. However, its secretions still pass through the anus.

· Outline to a patient the management of a colostomy. 
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 More than 90% of colostomy cases are successful. There is considerable pain after surgery as the anus tightens and relaxes, but medications are available to relieve this. To avoid straining, stool softeners are used. Avoid any straining during bowel movement or urination. Soaking in a warm bath also brings additional comfort. Depending on the disease process being treated, colostomies can be "taken down," and the colon is reconnected in a second operation within weeks to months after the first operation.
The patient's management of a stoma begins a few days after it has been formed: they observe the initial care and are gradually encouraged to take over. The skin around the stoma should be cleaned with water and dried thoroughly. If the stoma is of irregular shape, the patient must be shown how to cut the pouch flange to size.

To prevent a troublesome odour, specific foods, e.g. eggs and cheese, may need to be avoided. Alternatively, masking may be attempted by placing deodorant sprays and powders into the pouch. Flatus can be averted by avoiding specific foods and fizzy drinks, and using pouches with flatus filters.

Skin problems are commonly due to an ill-fitting pouch and these are correctable by teaching the patient correct application. This can be supplemented by minimal barrier cream massaged into the site. Leakage is frequently the result of a poorly-sited stoma, and local scars and skin folds may need to be filled with methyl cellulose bland paste.

Parastomal herniae, ileostomies that are flush with the skin and stomal prolapse, may all be managed by simple measures such as supporting belts and manual reduction, but ultimately, surgical correction is required.

Drainable pouches have their contents released directly into the toilet. Closed pouches are cut with scissors, their contents drained, and the residual pouch wrapped in newspaper, sealed in a plastic bag, and placed in the dustbin.

Background box: differentiating a colonoscopy from an ileostomy

· Colostomy is on the LEFT and is a flattish ‘doughnut’.

· An ileostomy is on the RIGHT and will be a ‘hosepipe’ 3-10 cm long. This is needed as ileostomy outflow is more watery and acidic – if the stoma design was as colostomy the fluid would not enter the bag properly and would irritate the skin and prevent adherence of the bag.
