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Opportunities for the early detection and treatment of
colon and rectal cancer in Hong Kong

MH Shiu

Colorectal cancer is the third most common cause of death due to cancer in Hong Kong. Most of these
cancers are diagnosed at a late stage, when they are not amenable to curative treatment. Clinical trials
have shown that screening for colorectal cancer using the faecal occult blood test can reduce death from
colorectal cancer, but this test misses many cancers due to its inherent limitations. Double-contrast barium
enema, flexible sigmoidoscopy and colonoscopy produce increasingly accurate results, at increasing cost.
Selected population screening by faecal occult blood test, and targeted screening of persons at high risk
using the more invasive tests, deserve consideration in Hong Kong. Amongst those at high risk are per-
sons who have had rectal bleeding or colorectal adenomas, and those with one or more first degree
relatives with colorectal cancer or adenoma. Early diagnosis would allow more effective treatment to be

given, without the need for a colostomy, and give better odds for survival and quality of life.
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Introduction

Malignant neoplasms have surpassed heart and
cerebrovascular diseases as the leading cause of death
in Hong Kong. Among malignant neoplasms, death
from colorectal cancer (CRC) ranks third, being less
common than lung and liver cancer.! When consid-
ered as a single entity, cancer of the colon and rectum
represent the second most common cancer for new
cases reported to the government Cancer Registry in
the year 1990.'

The survival rate after treatment of CRC depends
very much on the stage of the tumour when diag-
nosed. Diagnosis at an early stage enables effec-
tive, curative treatment, yielding a high survival
rate. Late diagnosis often leads to ineffective treat-
ment, morbidity and mortality, and with it a heavy
drain on the resources of the patient, the family, and
society.
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Over the past three decades, many advances have
come about in the early diagnosis and treatment of
CRC. This paper reviews some of the recent concepts
and techniques, and the possibility of applying these
in Hong Kong.

Early diagnosis of symptomatic colorectal
cancer

A high index of suspicion is the key to early diagno-
sis. Abdominal pain, rectal bleeding, anaemia, change
of bowel habit and defaecation difficulties are all symp-
toms of colorectal cancer. However, most cancers
present with only one of these symptoms, often in a
subtle manner. For instance, a cancer of the caecum or
ascending colon usually presents with occult anaemia,
and no pain; a cancer of the transverse colon typically
causes partial obstruction with intermittent central
abdominal discornfort, often treated as dyspepsia un-
til total obstruction sets in; a cancer of the rectum or
sigmoid colon can cause rectal bleeding, a change in
bowel habit or even tenesmus, but patients may at-
tribute the symptoms to haemorrhoids. Haemorrhoids
and cancer of the bowel often coexist. Many a patient
diagnosed with advanced CRC tells of such early
symptoms, sometimes for many months. It takes an
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educated patient and an astute clinician to arrive at the
correct diagnosis by means of rectal examination, a
barium enema or endoscopic examination.

Early diagnosis of asymptomatic colorectal
cancer

Mass screening is theoretically the ideal method of
finding all asymptomatic cancers in the population.
A tremendous amount of time, manpower and fi-
nancial resources are needed. Such population
screening for gastric cancer has been successfully
carried out in Japan where the high incidence of
this disease affords a high yield, and sufficient re-
sources are available to mount such a campaign.
Neither the incidence of CRC nor the available re-
sources can justify population screening in most
countries, including Hong Kong. However, targeted
screening can be effectively practised by all clini-
cians. By targeting the screening effort, the yield
of early CRC can be increased, and the cost of di-
agnostic tests reduced. Two questions arise: which
individuals are at most risk of developing CRC, and
how can they be identified by one or more simple
means? Once these individuals have been identi-
fied, follow-up tests are performed for surveillance
reasons. The conditions in which such targeted
screening or surveillance should be directed are dis-
cussed below.

Family history of celorectal cancer

A recent prospective study has shown that for indiv-
iduals younger than 45 years with one or more affected
first degree relatives, the relative risk of developing
CRC is 5.3 times that of individuals without such af-
fected relatives.” It is good ctinical practice to counsel
and screen the relatives of patients suffering from CRC.
A careful enquiry into the family history can reveal
the rare but very important hereditary types of CRC,
such as familial adenomatous polyposis (FAP) syn-
drome, hereditary non-polyposis colon cancer syn-
drome (HNPCC), Gardner’s syndrome (GS),
Peutz-Jeghers disease, and familial juvenile polyposis.
These are well-established heritable syndromes lead-
ing to CRC. There is now increasing evidence that
many “sporadic” CRCs also have a genetic predispo-
sition, and that screening efforts should be stratified
according to the family history.’

Inflammatory bowel disease

Ulcerative colitis and Crohn’s disease can predispose
to the development of CRC.** The risk of cancer
amounts to 5% after 20 years and 12% after 25 years
in patients with ulcerative colitis. The risk is less for
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Crohn’s disease. Endoscopic surveillance is needed
in these patients.

Adenomatous polyps

Adenomas of the colon and rectum are the most im-
portant precursors of large bowel cancer. A patient who
has had one or more colorectal adenomas removed is
at risk of developing large bowel cancer. The preva-
lence of colorectal adenomas and CRC correlate in
many countries.” It has long been suspected that these
adenomas are somehow related to the development of
cancer. We see a wide spectrum of adenomas, with
normal epithelium, low- to high-grade dysplastic
changes, carcinoma in situ, and frankly invasive car-
cinoma within the adenoma—sometimes all in the
same patient. Molecular genetic studies have shown
evidence of step-wise events involving gene mutations,
chromosomal deletions, and loss of tumour suppres-
sor genes in the adenoma-carcinoma sequence.* Co-
gent arguments can be made from this hypothesis that
most, if not all CRCs develop from adenomas, and
that if all adenomas can be removed, CRC cannot de-
velop. However, evidence for this hypothesis was lack-
ing until recently.

In a study published by the National Polyp Study
Workgroup in the United States,” 1418 patients un-
derwent multiple sequential colonoscopy proce-
dures, during which one or more adenomas were
removed and followed for an average of 5.9 years.
No symptomatic CRCs developed, but five early
cancers (malignant polyps) were found and treated
during the years of follow-up. All five patients were
alive after surgical treatment. By comparison, in
three control cohorts, 48, 43, and 21 patients de-
veloped invasive CRC, respectively. Control cohorts
comprised historical control patients at the Mayo
Clinic, Rochester, historical control patients at St.
Mark’s Hospital, London, and concurrent patients
registered in the Surveillance, Epidemiology, and
End Results (SEER) Program of the United States.'”
The authors concluded that the absence of sympto-
matic cancer and the finding of only a few ecarly
polypoid cancers in the polypectomy group, sup-
port the view that colorectal adenomas progress to
adenocarcinomas, and that removing them can pre-
vent cancer. More importantly, surveillance colon-
oscopy also led to the diagnosis and etfective treat-
ment of early, asymptomatic CRC.

Studies in Hong Kong have also shown a close as-
sociation between colorectal adenoma and cancer, as
evidenced by a spectrum of colorectal neoplasms rang-
ing from adenomas with mild to severe degrees of



dysplasia, carcinoma in situ, and invasive cancer.
Chung et al reported their experience of 130 colorectal
adenomas seen in the United Christian Hospital, Hong
Kong, between 1986 and 1990.!! Seventy-four patients
had adenoma only, while 56 had adenoma plus an as-
sociated CRC. The presence of invasive cancer within
an adenoma was frequently observed. The prevalence
of colorectal adenomas in Hong Kong has also been
confirmed by Cheung et al who studied the cause of
rectal bleeding in patients over the age of 40 who at-
tended the University of Hong Kong Proctology
Clinic."”? Of their patients, 9.1% and 10.3% had cancer
or adenoma(s}, respectively. These findings lend fur-
ther support to the usefulness of screening tests for the
early diagnosis of CRC and its precursor lesions. The
question that remains is which screening test or tests
should be used in a given setting?

Screening tests for colorectal cancer

Digital rectal examination

Digital rectal examination is regarded as part of a
standard physical examination, rather than a screen-
ing test. It deserves emphasis because it is not al-
ways performed. Many a patient suffering from
rectal cancer will confirm that their doctor did not
perform a rectal examination or proctoscopy even
though the patient’s symptoms were ascribed to
haemorrhoids.

Colorectal cancer detection and treatment

Faecal occult blood test

The faecal occult blood test (FOBT) offers a simple,
cheap, safe, and readily administered means of screen-
ing for colorectal neoplasms. The method has been
used in more than 200 screening programmes, with
favourable reports for the detection of adenomas and
early cancers. Test kits can be used in doctor’s clinics
for immediate interpretation, or at home for examina-
tion by mail. The guaiac method is commonly used. A
blue colour reaction due to phenolic oxidation of the
guaiac by the peroxidase-like enzymatic action of iron-
attached haeme indicates the presence of “occult
blood”. Several commercial kits are available, with
modifications of the basic test. The test cross-reacts
with meat myoglobulin and gives a positive reaction
to any peroxidase activity, including plant peroxidases.
It can be blocked by the ingestion of large amounts of
some raw vegetables or fruit, or by antioxidants such
as vitamin C at a dose of | gm or more daily. The
immunochemical method is not peroxidase-depend-
ent and is more selective; it detects human haemo-
globin, globin and the early degradation products of
globin.The heme-porphyrin test broadly detects heme-
derived porphyrins, including breakdown products
such as de-ironed free heme or haemoprotein of hu-
man and animal origin.

When interpreting a positive or a negative FOBT, the
clinician needs to consider the sensitivity and specificity

Table 1. Controlled trials of faecal occult blood screening for colorectal neoplasms

Trial  Cohort positivity Predictive Dukes’ A and B cancers
size rate value* screened control

(%) (%) (%) (%)
Goteborg, Sweden 27 000 1.9 22 65 33
Nottingham, England 150 000 2.1 53 90 40
New York,
United States 22 000 1.7 30 65 33
Minnesota,
United States 48 000 24 31 78 35
Fihnen, Denmark 62 000 1.0 58 81 55
* Predictive value for adenoma and cancer is the number of true-positives (neoplasms found) divided by the total

number of all positive results

Source: Winawer SJ, et al. Colorectal cancer. 1992.%
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of the test. A positive test will require further diagnostic
studies to rule out causes other than colorectal neoplasm.
The specificity of guaiac tests in screening trials has
ranged from 90% to 98%, meaning that 2% to 10% have
“false positive” tests, mostly due to non-neoplastic
causes.'* Anxiety and expense are necessarily caused by
the further diagnostic tests in these false-positive cases.
A negative test cannot rule out the possible presence of a
cancer because a CRC (or adenoma) does not always
bleed. If a lesion bleeds, it may do so only intermittently.
Prospective studies indicate that the sensitivity of guaiac-
based tests is at best 30%, so that there is a 70% false-
negative rate.'*"* In patients with CRC, less than one third
of the cancers bleed 1.5 ml or more daily.” This amount
of bleeding in the bowel is at the lower border of sensi-
tivity of some of the more sensitive guaiac test kits. It is
a recognised inherent limitation of the test and does not
detract from its value as a method of screening.

The usefulness of screening has been documented
by at least five large-scale controlled trials of
FOBT.'*® The trials showed test-positive rates of 1%
to 4% and predictive values for colorectal adenoma
and cancer of 22% to 58% (Table 1). Many more early-
stage cancers {Dukes’ A classification, 34% to 65%})
were detected in the screened group, compared with
only 8% of controls. An earlier trial showed a signifi-
cant reduction in mortality from CRC to 30% in pa-
tients found to have cancer in the screened group,
compared with a mortality of 50% in those in the con-
trol group."” The Minnesota Colon Cancer Control
Study?! recently published the results of screening
46 551 subjects in groups randomised to occult blood
testing once a year, every two years, or no testing. The
13-year cumulative mortality per 1300 from CRC was
5.88 in the annually screened group, 8.33 in the bien-
nially screened group, and 8.83 in the unscreened con-
trol group. A statistically significant reduction in
mortality in the annually screened group was achieved
compared with the control group. Useful and simple
as the FOBT is for screening purposes, it fails to de-
tect many cancers and adenomas. The simplicity of
the method argues strongly in favour of its use n the
screening of populations, but the method is not itself
sufficiently sensitive for “targeted screening” in the
doctor’s clinic. Radiological or endoscopic tests should
complement or replace the FOBT in this setting.

Barium enema

A properly performed double-contrast barium enema
examination can detect 98% of all colonic adenomas and
cancers greater than 15 mm in diameter, according to a
prospective study by Fork et al.”2 The sensitivity of polyp
detection with double-contrast enemas was found to be
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87%, compared with 53% for the single-contrast tech-
nique.” The error rate of single solid-column barium
examination is very high in the detection of neoplasms,
**and this technique is no longer used in most clinics.
Most of the errors in barium enema examination occur
in the sigmoid colon because of its redundancy and over-
lapping flexures. Barium-filled ileal loops, diverticular
disease, and sometimes retained faeces add to the diffi-
culties of obtaining optimal images. The caecum and
proximal colon are usually well shown, but cancers can
still be missed.” Barium enema examination is readily
available in hospitals and radiology clinics, and its asso-
ciated risk and cost are low. It represents one of the most
useful methods for the “targeted screening”™ of patients
in the clinic, provided double-contrast examinations of
good quality are obtained, and the clinician recognises
its limitations.

Sigmoidoscopy

The rigid sigmoidoscope has now been replaced by
the flexible fibreoptic sigmoidoscope which can reach
further into the bowel, and is much safer and more
comfortable for the patient. It examines only 25 ¢m to
50 ¢m of bowel. Because a major proportion of can-
cers and adenomas occur in the sigmoid colon and rec-
tum, the rigid sigmoid2oscope was regarded as a valu-
able screening tool. Uncontrolled screening trials of
rigid sigmoidoscopy in 21150 patients performed in
Minnesota suggested its use brought about a reduc-
tion in mortality.”® Two similar case-control studies also
suggested 4 reduction in mortality from CRC of 60%
to 70%.%*** No randomised clinical trial has been per-
formed to praove that screening by sigmoidoscopy im-
proves survival. Flexible fibreoptic sigmoidoscopy can
be used together with the FOBT as a complementary
screening method. Special equipment and experienced
personnel are required.

Both the American Cancer Society and the Ameri-
can College of Physicians recommend that asympto-
matic adults older than 50 years of age undergo
screening by sigmoidoscopy to detect adenomas and
early cancer, although the United States Preventive
Services Task Force and the Canadian Task Force on
the Periodic Health Examination do not support such
screening because there have been no data from con-
trolled studies that demonstrate a survival advantage.?
The high cost of sigmoidoscopy as applied to popula-
tion screening, and the lack of trained personnel are
major concerns. For targeted screening, it is conceiv-
able that primary care physicians and even nurse
endoscopists could be trained to perform the proce-
dure.” For the experienced endoscopist, the flexible
sigmoidoscope is a very convenient tool for “targeted



screening”, especially if it is combined with barium
enema examination. The strength of sigmoidoscopy is
in visualising the sigmoid colon which 1s the area most
difficult to see well by barium enema. Biopsy of any
lesions seen, and removal of polyps by endoscopic
cautery snare may also be performed at the time of
sigmoidoscopy.

Colonoscopy

The entire colon and rectum can be visualised by
colonoscopy in 95% of examinations performed by
experienced endoscopists. However, in approximately
5% of examinations patient discomfort, presence of

Colorectal cancer detection and treatment

convoluted curves and flexures, or pre-existing dis-
ease such as diverticulitis make it impossible to reach
the caecum or clearly see all segments of the bowel.
Barium enema examination is then used to comple-
ment an incomplete or unsatisfactory colonoscopy.
Colonoscopy is much more accurate in the detection
of small lesions (diameter 1.5 cm or smaller) than is
double-contrast barium enema.** Also, biopsy of le-
sions and therapeutic removal of polyps may be per-
formed at the time of colonoscopy. Perforation of the
bowel and major bleeding are potentially serious com-
plications, occurring in fewer than 0.1% of examina-
tions with experienced personnel.

Table 2. Guidelines for targeted screening of colorectal cancer

Condition

Recommended testing

Persistent vague central or low abdominal pain
and/or change in bowel habit

History of rectal bleeding or FOBT positive
Patient with known colorectal adenoma or
carcinoma

First degree relative with colorectal cancer at age
younger than 30 (or known FAP syndrome in

family)

Three or more first degree relatives with colerectal
cancer

One or two first degree relatives with colorectal
cancer

Inflammatory bowel disease

FOBT and double-contrast barium enema

Colonoscopy (preferred) or double-contrast barium
enema

Initial colonoscopy to remove all adenomas if present;
repeat every two to five years

FAP or one of the other hereditary syndromes must be
suspected;* flexible sigmoidoscopy and FOBT
beginning at age 10 to 12 years

HNPCC must be suspected; FOBT and colonoscopy
every two years beginning at age 25 or at age five
years younger than age at diagnosis of cancer,
whichever is earlier

FOBT starting at age 35 to 40 or at age five years
younger than age at diagnosis of cancer, whichever
is earlier; colonoscopy every three to five years

Colonoscopy yearly or every two vears beginning 8 to
10 years after onset of ulcerative colitis’

* Familial juvenile polyposis and Peutz-Jeghers syndrome can also cause colorectal cancer at a very young age

* Patients with Crohn’s disease are also at risk, although less so than those with ulcerative colitis

familial adenomatous polyposis syndromes, including Gardner’s syndrome, Turcot’s syndrome and

FAP
Oldfield’s syndrome
FOBT faecal occult biood test
HNPCC hereditary non-polyposis colorectal cancer syndrome
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Colonoscopy is not a tool for general popula-
tion screening because of its expense and the need
for considerable manpower and expertise. Rather,
it is an important tool for definitive diagnosis when
a screening test, such as FOBT, has yielded a posi-
tive result.

Targeted screening and surveillance

Colonoscopy is the most important method of targeted
screening and surveillance for persons at very high risk
of developing CRC. In these high-risk individuals, the
periodic use of a definitive diagnostic test such as
colonoscopy, rather than non-invasive screening, is
Justifiable because of a much higher likelihood of en-
countering cancer or adenomas which can be removed
at the same time. While most authorities perform
colonoscopy in these settings, there is less agreement
on the frequency of colonoscopic examination. Cost
and lack of endoscopic expertise may also curtail the
application of colonoscopy. As an alternative, flexible
sigmoidoscopy and double-contrast bartum enema can
be considered. Some guidelines are given below
(Table 2).

Colorectal adenoma

Patients found to have an adenoma on barium enema
or sigmoidoscopy examination should undergo
colonoscopy to remove the lesion found, and any other
adenomas not yet identified. A follow-up surveillance
examination is also needed. These patients are at risk
for the development of future adenomas, and of
colorectal cancer if new adenomas are not removed.
Morson’s studies® suggested that it takes an average
of two to three years to develop an adenoma larger
than 1 cm in diameter, and seven to 10 years to de-
velop a gross cancer. Observations from the United
States National Polyp Study also indicate that the se-
quence of changes from normal colonic mucosa
through adenoma formation and dysplasia to cancer
takes 10 years.” Repeat colonoscopy can therefore be
performed three years later, but individuals may re-
quire more frequent follow-up colonoscopy if they
have numerous adenomas, a carcinoma arising in an
adenoma, incomplete removal of adenoma, or incom-
plete examination of the colon. Surveillance
colonoscopy and polypectomy have proven to be
highly effective in the prevention and early detection
and treatment of CRC.?

Resected colorectal cancer

Patients who have had one CRC successfully resected
are at risk of having or developing a second primary
CRC (2% to 6%) and of adenomas (25% to 45%).%
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Hence, colonoscopy should be performed either be-
fore resection of the cancer, or, if this is not possible
due to obstruction, within a short time after the opera-
tion. Repeat colonoscopy should be performed every
two to five years to detect metachronous lesions, and
more frequently if many adenomas are found.

Hereditary risk of colorectal cancer

A person who is found to have 25 to 30 or more adenomas
of the colon must be suspected of having familial
adenomatous polyposis (FAP). The development of CRC
is a virtual certainty in individuals affected by this disor-
der. All known blood relatives should undergo surveil-
lance examination commencing at 12 years of age.
Sigmoidoscopy rather than colonoscopy is usually suffi-
cient for diagnosis, and if diagnosed to have FAP, all af-
fected subjects should undergo total colectomy at 17 to
18 years, or immediately if diagnosed at a later age. In
the genetics laboratory, white blood cell DNA markers
of the mutant gene of FAP on chromosome 5 can also be
examined to determine if family members are affected.

Surveillance colonoscopy is also indicated in a fam-
ily with hereditary non-polyposis colorectal cancer
(HNPCC). An individual is considered likely to be af-
fected if three or more first degree relatives suffer from
CRC, colorectal and female genital cancer, or colon
cancer diagnosed before age 40. A mutant gene on
chromosome 18 is thought to be responsible, but DNA
marker tests are as yet not available. Hereditary non-
polyposis colorectal cancer may account for as many
as 4% to 6% of colon cancers.® Although HNPCC is
termed “non-polyposis™ to distinguish it from FAP,
subjects with HNPCC do develop adenomas at a fre-
quency similar to patients who have “sporadic” CRCs.
Cancer of the colon or rectum develops at a mean age
of 41 years. Multiple cancers occur in 25%, and 60%
of colonic tumours develop in the right colon.* Sur-
veillance colonoscopy is begun at age 25, or at an age
five years earlier than when the earliest colon cancer
arose in the family before age 30. There is less agree-
ment on how best to conduct surveillance of individu-
als who have one or two first degree relatives with
CRC. The estimated life time risk for CRC is 12% to
18%" in these individuals. Annual FOBT should be-
gin at age 35 to 40 years. Colonoscopy is also recom-
mended every three to five years.*

' Inflammatory bowel disease

The risk of cancer in a patient suffering from ulcera-
tive colitis is 20 times that of the general population
after having had the disease for 20 years, and over 30
times after 30 years. Surveillance colonoscopy is per-
formed annually or every alternate year at eight to 10



years after the onset of disease. The objective of
colonoscopy is not only to detect cancer early, but also
to obtain multiple-level mucosal biopsies to look for
any dysplastic changes.*’-*® Biopsy-confirmed cancer,
or the detection of dysplasia with a mucosal mass may
prompt the performance of total colectomy.®

Treatment of early colorectal cancer

Detected early cancers of the colon and rectum present
greater opportunities for cure. Modern treatment also
allows better preservation of bowel function and qual-
ity of life, particularly for cancer of the rectum. A dis-
cussion of the management of specific types of early
colorectal cancer follows.

Malignant colorectal polyps

When a polyp has been found to have carcinoma on
microscopic examination after biopsy or snare
polypectomy, the need for a formal bowel resection must
be assessed. When only carcinoma-in-situ is found,
polypectomy alone is curative. For invasive carcinoma,
treatment depends on the gross and microscopic patho-
logical characteristics of the polyp, and whether the polyp
is pedunculated or sessile. For a pedunculated polyp,
when the carcinoma is confined to the head, neck, or
stalk of the polyp with no invasion of the base, and the
carcinoma 1s well differentiated, no further resection is
needed afier simple snare polypectomy. The risk of re-
sidual cancer in the bowel wall or mesentery is very small,
and recurrence or death due to cancer is very rare for
such polyps.**#' However, when the carcinoma has in-
vaded the base of the polyp, is poorly differentiated, or
shows lymphatic or vascular permeation, the risk of re-
sidual cancer in the bowel wall and adjacent lymph nodes
is significant; formal surgical resection is indicated for
these lesions.**!

Invasive carcinoma in a sessile polyp raises much
more concern because the malignant cells—being so
close to the bowel wall—may have already crossed the
muscularis mucosae and invaded the submucosa. Com-
plete endoscopic polypectomy of a sessile polyp, with
microscopically clear margins free of carcinoma, is much
more difficult to achieve for the same reason. Often, the
sessile polyp is removed in piecemeal fashion, making it
difficult if not impossible to determine whether the deep
margin of resection is free of cancer. Sessile malignant
polyps with favourable features probably behave just like
their pedunculated counterparts, and do not necessarily
require additional resection after complete removal by
endoscopic polypectomy.*? The indications for formal
bowel resection for a malignant sessile polyp are basi-
cally the same as for a pedunculated polyp, but valid ad-

Colorectal cancer detection and treatment

ditional indications include suspected deep margin in-
volvement by cancer after piecemeal removal, or exten-
sive carcinoma invasion of over one third of the polyp.

Early adenocarcinoma of the colon

Both early and more advanced cancers of the colon
receive standard surgical treatment. The affected seg-
ment of bowel is resected, such as by right or left
hemicolectomy, with mesenteric lymph node dissec-
tion and end-to-end anastomosis of the bowel. The
post-operative functional results and quality of life are
excellent. The five-year survival rate after resection
of a cancer invading only the mucosa and submucosa
exceeds 90%.° When tumour invades the muscularis
propria the survival rate is 60% to 80%. However, the
survival rate drops to below 40% when metastasis to
lymph nodes has occurred.’ ‘

Early adenocarcinoma of the rectum

Cancer of the upper rectum is treated by an abdominal
approach (anterior resection) to remove the upper rec-
tum and sigmoid colon with the mesentery and
mesenteric lymph nodes, and end-to-end anastomosis
of the bowel. Although minor changes in bowel habit
occur after the operation, patients adapt themselves
well over time.

Cancer of the lower rectum, being close to the anus
and pelvic floor, has traditionally been treated by wide
lateral and distal dissection with complete rectal and
anal extirpation and the creation of a permanent co-
lostomy. While large and advanced rectal cancers
may still need such radical treatment today, most early
cancers of the low rectum can be adequately resected
with preservation of the anal sphincter. Wide lateral
dissection is similarly performed, but the anal sphinc-
ter may be preserved provided a resection margin of
1.5 emto 2.0 cm below the rectal cancer is achieved.
The quality of life is obviously better with preserved
anal sphincter function. Five-year survival rates of 80%
to 90% can be achieved for cancers limited to the
mucosa and submucosa, and 70% to 80% if cancer
invades the muscularis propria, provided there is no
metastasis to the lymph nodes.*

Clinical trials in North America showed that after
sphincter-saving resection, the survival rate was simi-
lar to that after abdominoperineal resection, even
though local recurrences were more commaon, particu-
larly when the distal resection margin was less than 2
cm.* Anastomosis of the very limited anorectal stump
to the colon requires precise technique, using either
manual suturing or mechanical stapling. For very small
low-rectal cancer, trans-anal removal by wedge bowel-
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wall resection without formal bowel resection and
anastomosis is another treatment option. The results
are best if the tumour i1s well-differentiated and con-
fined to the mucosa and submucosa of the lowest 5 cm
of the rectum. Postoperative radiotherapy is usually
given. Excellent functional results with a five-year
survival rate of 90% and local recurrence rate of 8%
can be attained.*

In the past, many male patients have suffered im-
potence after resection of rectal cancer. This occurred
when wide lateral surgical dissection on the pelvic side
wall injured the hypogastric (sympathetic) nerves or
the sacral parasympathetic nerves. Familiarity with the
anatormnic location of these nerves during rectal resec-
tion is important if iatrogenic impotence is to be
avoided, but sacrifice of these nerves may be neces-
sary in advanced cancers infiltrating the pelvic side-
wall *" For early cancer of the rectum, lateral invasion
is rare, and careful dissection should completely avoid
such nerve injury.

Opportunities for early diagnosis and
treatment in Hong Kong

According to the Annual Department of Health Re-
port (1992-93) of Hong Kong, 2002 new cases of CRC
were reported to the cancer registry, and 8364 hospital
inpatients were treated for the disease.! While it is not
known how many were early and how many were ad-
vanced cancers at the time of diagnosis, the fact that
the number of treated inpatients was more than four
times greater than the number of new cases would sug-
gest that most of these cancers were advanced. The
8364 hospitalised patients represent considerable mor-
bidity as well as economic cost. For a population of
approximately six million, two million were over the
age of 40 and thus at risk for this disease. The 8364
inpatients translate into 4 of 1000 persons in this age
group being thus disabled. annually.

Primary prevention of CRC must await new
knowledge as to its cause. Meanwhile, only early
diagnosis will allow simple and effective treatment
with high cure rates and low morbidity. The FOBT
is a reasonable screening method for all persons over
the age of 45. The test kits are relatively simple to
use and are not unreasonably expensive. At least one
non-profit cancer-detection organisation in Hong
Kong offers the test to targeted civilian groups and
by mail. A small number of private clinics are also
offering the test to patients. However, given the low
sensitivity of FOBT and the currently low penetra-
tion of the target population by FOBT, the yield of
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diagnosed early colorectal cancer has been disap-
pointing. Only public education can improve this.
A substantial increase in the yield will only come
if many thousands more ask for the test. Such a
screening campaign should be considered by the
government and the medical profession.

Clinical targeted screening and surveillance can be
further pursued. Currently, patients found to have adeno-
mas or those already being treated for CRC are being
closely followed. Much greater vigilance is needed for
the many thousands of individuals who suffer from sup-
posed “haemorrhoids” or have one or more first degree
relatives who have been treated for colorectal adenoma
or cancer. Very few of these individuals are currently
being told or counselled about their risk of developing
CRC, and of the opportunity for early diagnosis and treat-
ment. Cost is an obvious concem, and resources may not
allow all of these individuals to undergo colonoscopy.
But at least an FOBT, if not barium enema or flexible
sigmoidoscopy, can be advised. Over time, the cost sav-
ings due to early diagnosis from such endeavours may
well exceed the expense of caring for 8364 hospitalised
patients annually.
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