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WHAT IS COLON CANCER?

WHAT CAUSES COLORECTAL CANCER?
WHAT ARE THE RISK FACTORS
SYMPTOMS

- DIAGNOSIS AND SCREENING

PREVIEW OF PRESENTATION



HOW COMMON IS
COLORECTAL

CANCER?

3"d most common cause of
cancer in men and women of
the U.S. or 8.1% of all new

5 Melanoma of ;
' the Skin es In 2018
6. Bladder Cancer 81,190 17,240
7. Al RlelE 1 74,680 19,910
Lymphoma
Kidney and
8. Renal Pelvis 65,340 14,970
Cancer ///
9. Uterine Cancer 63,230 11,350
10. Leukemia 60,300 24,370

1 National Cancer Institute
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Rates of newly
diagnosed cases of
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Population Health Data from 2013 -2015

34.4/100,000 new cases diagnosed per year
14.5/100,000 number of deaths per year

of being diagnosed with colorectal cancer

“)()

1 National Cancer Institute
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DNA mutations

- mutations
the development of cancerous tu

o occurs in about 10% cases

a most common cause of CRC
where a person acquires a mutation during a lifetime
rather than inherited.



A change in bowel habits
Rectal bleeding or blood in your stool

Abdominal discomfort and/or fullness
that persists or recurs

Feelings of incomplete evacuation
Progressive weakness or fatigue

Unexplained weight loss

1?
Anemia on recent bloodwork ! , I @ i

Change in Blood Unexplained Persistent Abdominal

Bowel Habits in Stool Weight Loss Discomfort




STOOL-BASED TESTS SCREENING FOR
COLORECTAL CANCER

American Cancer Society (ACS)

recommends average risk screening

for CRC to start at age 45 through to
Multi -targeted stool C age 75 at 10 year intervals

every 3 years

eening is based

o Colonoscopy every 10 years

o CT colonoscopy (virtual colonoscopy) Wi
every 5 years /
o Flexible sigmoidoscopy (FSIG) every 5
years

2 American Cancer Society



Average risk patients DO NOT
have the following

@

Personal history of inflammatory bc WHAT IS AVERAGE RISK
disease CREENING?

o A confirmed hereditary colorectal cancer
syndrome

o Personal history of abdominal and/or pelvic
radiation to treat prior cancer
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African -American race
Personal history of colorectal cancer or polyps
Inflammatory intestinal conditions
Inherited syndromes

Family history of colon cancer
Low-fiber, high fat diet
Sedentary lifestyle
Diabetes

Obesity

Smoking

Alcohol ety
Radiation therapy for cancer

>84

WHAT ARE THE RISK
FACTORS FOR
COLORECTAL CANCER?
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Patients at increased risk for SCREENING FOR PEOPLE
colorectal cancer may need WHO ARE AT HIGHER RISK?

screening prior to age 45 and

screened at more frequent
intervals with colonoscopy

Start screening prior to age 45

Personal history o Consider more frequent
polyps screening, ie-every 3to 5 years

o Personal history of inflammatory bowel
disease

o Known family history of hereditary colorectal

cancer syndrome / /
o Personal history of abdominal and/or pelvic

radiation for treatment of prior cancer /



PROS SCREENING MODALITIES

Stool collection can done at home

No prep required

No need for sedation

A Check stool samples fophidden
(occult) blood. Test is'done



PROS

Does not require a bowel prep

You can eat, drink and take your
medications as usual before the test

ool collection done at home to avoid
ily routine

SCREENING MODALITIES

Stool sample is used to look for DNA
changes that would suggest the presengce
of colon cancer or precancerous

conditions. /




PROS

Sedation is not required

SCREENING MODALITIES

Less extensive bowel prep requirement

Biopsies and/or other therapies can be
performed through the scope

|
Dr§ oy oy

Tiny video camera that allows visdalization of the
rectum and lower part of the coton (sigmoid colon).



PROS

Test does not require sedation or insertion of SCREENING MODALITIES
a scope into the rectum

CONS

Requires a thorough bowel cleansing before
the test

May not detect small polyps or cancers

d/or medication changes would

CT scan produces initial cross -section images of
abdominal organs that can be re€onstructed in 3D
Images by a computer to dete€t abnormalities.



PROS

The most sensitive test currently available for
colon cancer screening.

Visualize the entire colon

Abnormal tissues can be biopsied and/or
emoved through the scope

SCREENING
MODALITIES

L The most common removal techrique:
o~ Shrre | eclary

Endoscopy

Flexible Sigmoidoscopy

Flexible tube with fibergptic video camera
IS inserted into the reetum to detect
abnormalities.
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are tissue growth from the inner lining of the colon that can be benign
(non -cancerous) or grow into cancers (precancerous).
feature is a description of a cell when viewed under a
microscope that is different from normal cell appearance.




DIFFERENTIATION

HISTOLOGY

INVASION

u YZA e
i LYMPHATIC
it LYMPHOVASCUALR

Is a type of cancer from cells that form mucous producing
glands lining the colonic wall.
Is a cell description suggesting spread beyond the inner lining of the
colon.



PREOP

0 < 5ng/mL STAGING TESTS
o Can be higher in

@ smokers

Carcinoembryonic
Antigen Test (CEA)

Pet Scan - Metastatic Cancer
L C \
N
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ENDOSCOPY AND
COLONIC STENTING



Open Segmental colon resection
Proximal diverting colostomy
Laparoscopic colon resection
Robotic colon resection

ickness excision

SURGERY

PRIMARY CURATIVE TREATMENT




o Enbloc resection for negative radial margin

o High ligation of mesenteric pedicle
o Minimum 13 lymph nodes in specimen

o Total mesorectal excision

o 5cm proximal and distal margins in colon
cancer

o 1cm for sphincter -saving resection in rectal
cancer

ONCOLOGIC GOALS
RESECTION




TREATMENT

The weed

Scan the lawn for other




WHEN IS CHEMOTHERAPY GIVEN? TREATMENTS

IS given after surgery. The goal

IS to target small cancer cells throughout the _
body and help reduce recurrent cancer rates 5-Fluorouracil (5 -FU)

is given before surgery, Capecitabine ( Xeloda )
usually in combination with radiation, to reduce Irinotecan ( Camptosar )
tumor size and improve resection

Oxaliplatin ( Eloxatin)

o Advanced cancers At has metastasized to
i Trifluridine and Tipiracil
- 3

o Systemic

o Regional



TREATMENT

Anti -angiogenesis therapy
(Avastin)

(Stivarga ) Treat ment on tspgedficcanc
molecular targets ( ie -genes and
proteins)

(Cyramza )

Blocks tumor cell growth and spread

) healthy cells

o Cetuximab

o Panitumumab

o Pembrolizumab



Hair loss

Mouth sores

Loss of appetite
Nausea and vomiting

Diarrhea

Immunosuppression




Before surgery given with
chemotherapy to improve efficacy
(usually for rectal cancer )

After surgery for cancer spread to
other organs and/or peritoneal lining

ORT to destroy tumor

TREATMENTS

decrease




TREATMENT

External -beam radiation therapy (ERBT)

Internal radiation therapy (brachytherapy)

Shrinktumors before surgery to
acilitate resection




a = Tumor

o = Lymph Node

o = Metastases(distant)




