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Epidemiology

In the United States, CRC incidence rates have
declined about 2 to 3 percent per year over the last 15
years

Death rates from CRC have declined progressively
since the mid-1980s in the United States

The lifetime incidence of CRC in patients at average
risk is about 5 percent, with 9o percent of cases
occurring after age 50



~Risk Factors that alter screening

recommendations

Hereditary CRC syndromes:
Familial adenomatous polyposis (FAP)

Lynch Syndrome: is an autosomal dominant syndrome,
which is more common than FAP, and accounts for
approximately 3 to 5 percent of all colonic
adenocarcinomas

Personal or family history of sporadic CRCs or
adenomatous polyps

Ulcerative colitis/Crohn’s disease
Abdominal radiation especially in childhood malignancies



~Risk factors that do not alter
screening recommendations

* Diabetes mellitus and insulin resistance
* Use of androgen deprivation

* Cholecystectomy

* Alcohol abuse

* Obesity
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Protective factors

Regular physical activity
Diet: Fiber, resistant starch, folic acid and folate,
calcium and dairy products,Pyridoxine, Vitamin D and

fish
Drugs: ASA, postmenopausal hormone therapy,
Statins, antioxidants, bisphosphonates,



Clinical Presentation
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Diagnosis

Colonoscopy

Flexible sigmoidoscopy(inadequate)
Barium enema

CT colonography

PiLLCAM: Capsule colonoscopy( when colonoscopy
not complete)



Staging studies

CT Abdomen and pelvis
Chest imaging
PET scans(does not add benefit)
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Major prognostic indicators

Extent of invasion

Lymph node involvement
Mesenteric nodules

Nodal micrometastatic disease
Vascular invasion

Residual tumor

Other factors are like microsatellite instability may
influence outcome, tumor grade,margins, focal
neuro-endocrine involvement
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Observed survival rates for 28,491 cases with
adenocarcinoma of the colon
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T2 —— 1000 B85.4 77.8 59.1 2.9 58.6
IIC —a— 100.0 56.0 52.5 45.3 41.5 327.2
IILA —— 100.0 8.3 88.0 B3.6 .1 F3.1
IIIE g 100.0 B83.4 FO.8 59.3 51.7 46,3
IIIC —M- 1000 71.9 50.3 39.0 32.9 28.0
IV —— 1000 39.9 19.7 11.3 7.6 5.7

Years from diagnosis

Data from the SEER 1973- 2005 Public Use File diagnosed in years 1998-2000.
Stage I includes 7417; Stage IIA, 9956; Stage IIB, 997; Stage IIC, 725; Stage
IIIA, 868; Stage IIIB, 1492; Stage IIIC, 2000; and Stage IV, S0356.

Used with the permission of the American Joint Committee aon Cancer (ANCC), Chicago,
Iinois. The original sowrce for this material is the ANCC Cancer Staging Manual, Seventh
Editicrn (201 0) published by Springer New York, Inc.
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Treatment

Surgical resection
Pathologic staging

Adjuvant treatment after curative resection: the goal of
postoperative (adjuvant) chemotherapy is to eradicate
micrometastases, thereby reducing the likelihood of
disease recurrence and increasing the cure rate.

The benetits of adjuvant chemotherapy have been most
clearly demonstrated in patients with stage III (node-
positive) disease, who have an approximately 30 percent
reduction in the risk of disease recurrence and a 22 to 32
percent reduction in mortality with modern chemotherapy.



/

Adjuvant treatment

Stage I: No further treatment is recommended after
complete surgical resection

Stage III: Node positive disease adjuvant treatment is
recommended

Chemotherapy recommended: Oxalipatin based
regimen(Folfox, Xelox), 5 FU and leucovorin,
Capcitabine
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Stage |l disease

Most trials have shown at least a disease-free survival (DFS)
benetfit for adjuvant chemotherapy in patients with stage II
disease.

Small change in Overall survival

Higher risk features: poorly differentiated histology,
lymphovascular invasion , perineural invasion ,bowel
obstruction or perforation,close indeterminate, or positive
margins; inadequately sampled lymph nodes (less than 13
in the surgical specimen) a high preoperative serum
carcinoembryonic antigen (CEA) level and occult nodal
metastasis

MSI testing



Stage |V disease

Chemotherapy backbone:

e FOLFOX or XELOX +/- Avastin

e FOLFIRI +/- panitumumab or cetuximab
oFU/LV +/- avastin

e FOLFOXIRI
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Toxicity
Nausea, vomiting, diarrhea and constipation
Myelosuppression
hand-foot syndrome
neuropathy

bleeding
Thromboembolic issues



Surveillance/Survicorship

Survivorship: person is a cancer survivor from the
moment of a cancer diagnosis, through the balance of
his or her life



 ASCO Guidelines

H&P: Every 3 to 6 months for 5 years
CEA: Every 3 to 6 months for 5 years

CT scan: Abdomen and chest annually for 3 years;
pelvis: rectal cancer only, annually for 3 to 5 years

Colonoscopy: Colonoscopy at one year; subsequent
studies dictated by prior findings. If negative, every
five years.
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NCCN Guidelines

H&P: Every 3 to 6 months for 2 years, then every 6 months
for 3 years

CEA: Every 3 to 6 months for 2 years for =T2 disease; then
every 6 months for 3 years

CT scanning: Abdomen/pelvis and chest annually for up to
5 years; for resected metastatic disease, abdomen/pelvis
and chest every 3 to 6 months for 2 years, then every 6
months up to total 5 years

Colonoscopy: Colonoscopy at 1 year; subsequent studies
dictated by prior findings. If no advanced adenoma, repeat
at 3 years, then every 5 years; if advanced adenoma at one
year, repeat at one year.



Psychosocial Issues

Psychological distress and depression
Social relationships and employment
Bowel and anorectal problems
Urinary dysfunction

Sexual dysfunction

Fatigue

Neuropathy
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