Colon Case Scenarios

COLORECTAL CASE #1

A 67 year old male presents with a history of rectal bleeding and leakage. He had a colonoscopy Jan 16, 2018 which revealed a circumferential mass. A biopsy was positive for poorly differentiated adenocarcinoma. CT scan of the pelvis showed thickening of the rectum with mild left periaortic and retroperitoneal lymph nodes. Rectal exam revealed a 5.5cm tumor on left side, mobile.

2/5/2018: Endoscopic ultrasound: 4.8cm mass with extension into perirectal fat, no positive lymph nodes seen.
Patient was advised to have neoadjuvant chemoradiation.

3/6/2018 patient began 5FU at Dr Chemo’s office.

RADIATION THERAPY TREATMENT SUMMARY:
	
Course: C1-pelvis		
Treatment Site: pelvis
Energy: 18X/6X
Dose/Fx (cGy): 180
#Fx: 25 / 25
Dose Correction (cGy): 0
Total Dose (cGy): 4,500
Start Date: 3/6/2018
End Date: 4/10/2018
Elapsed Days: 35

	Course: C1-pelvis
Treatment Site: pelvis
Energy: 18X/6X
Dose/Fx (cGy): 180
#Fx: 3 / 3
Dose Correction (cGy): 0
Total Dose (cGy): 540
Start Date: 4/13/2018
End Date: 4/15/2018
Elapsed Days: 2

	TREATMENT TECHNIQUE: 
3D conformal XRT, 6/18 MV photons.  

[bookmark: _GoBack]Pelvis (primary site + nodes) 4,500 cGy in 25 fractions followed by a boost (PET positive primary site + peri-rectal node) 540 cGy in 3 fractions.




5/21/2018:  OPERATION PERFORMED:  Exploratory laparotomy, total mesorectal excision, excision of segment of sigmoid colon.

PATH:
1)  RECTUM AND SEGMENT OF SIGMOID COLON, TOTAL MESORECTAL EXCISION AND SIGMOID COLON EXCISION: 
	-  Moderately differentiated adenocarcinoma
	-  Treatment effect present 
	-  Tubulovillous adenoma 
	-  Margins:  Negative for dysplasia, and carcinoma 
	-  Two of twenty-two lymph nodes positive for metastatic carcinoma (2/22)
	-  Two tumor deposits identified 	
2)  DISTAL SIGMOID AND ANASTOMOTIC RINGS: 
	-  Negative for dysplasia or carcinoma 

CAP Checklist Primary Carcinoma of the Colon and Rectum: 
· SPECIMEN:  Rectum and sigmoid colon 
· PROCEDURE:  Mesorectal excision and portion of sigmoid colon excision
· TUMOR SITE:  Rectum
· TUMOR SIZE:  Greatest dimension:  0.4 cm (microscopic measurement)
· MACROSCOPIC TUMOR PERFORATION:  Not identified 
· HISTOLOGIC TYPE:  Adenocarcinoma 
· HISTOLOGIC GRADE:  Low grade (moderately differentiated)
· MICROSCOPIC TUMOR EXTENSION:  Tumor invades through muscularis propria into the subserosal adipose tissue or the nonperitonealized pericolic or perirectal soft tissues but does not extend to the serosal surface 
· MARGINS:  
· Distance of invasive carcinoma from the closest margin:  Distal margin at 1.5 cm
· Proximal margin:  Uninvolved by invasive carcinoma 
· Distal margin:  Uninvolved by invasive carcinoma 
· Circumferential (radial) margin:  Uninvolved by invasive carcinoma 
· Mesenteric margin:  Not applicable 
· TREATMENT EFFECT:  Present; residual cancer with evident tumor regression, but more than single cells or rare small groups of cancer cells (partial response, score 2)
· LYMPH-VASCULAR INVASION:  Small vessel lymphovascular invasion present
· PERINEURAL INVASION:  Not identified 
· TUMOR DEPOSITS:  Present, 2 
· Number of lymph nodes examined:  22
· Number of lymph nodes involved:  2

ADDITIONAL PATHOLOGIC FINDINGS:  Tubulovillous adenoma

ANCILLARY STUDIES:  MSI, BRAF and K-RAS by molecular /polymerase chain reaction (PCR) are being obtained on block 1D.  These results will be reported separately as an addendum. 

Addendum:  Block 1A was sent and results are reported as follows:  
· K-RAS mutation analysis:  Negative, K-RAS mutation not detected 
· BRAF mutation analysis:  Negative, BRAF V600 mutation not detected.  
· Microsatellite instability analysis (MSI): Negative, microsatellite stable 
· NRAS mutation analysis: Negative, NRAS mutation not detected 

Patient saw Dr Chemo after recovery from surgery and began FOLFOX chemotherapy for two months when it was discontinued due to side effects.
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COLORECTAL CASE #2

Oct 16, 2018: Patient is admitted via direct admission for colonoscopy prep. She is to have a colonoscopy in the morning. She's had significant GI bleeds in the past. She lives alone and it was not felt safe to do prep on her own there. She's had issues with volume depletion and syncope in the past.
LABORATORY
CEA: 2.6 (normal < 3.0)

COLONOSCOPY IMPRESSION: Cecal polypoid mass, suspected to be malignant in nature, this was extensively biopsied and tattooed; it could not be endoscopically removed.  3 separate colon polyps, removed with cold snare.  Sigmoid diverticuli.  Small external hemorrhoids.  Suboptimal prep again secondary to stool throughout the colon.
COLONOSCOPY PATH:  
1) COLON, CECAL MASS BIOPSY: Adenocarcinoma, moderately differentiated 
2) ASCENDING COLON POLYPS BIOPSIES: Sessile serrated adenoma with low grade dysplasia 
· Tubular adenoma 
3) RECTAL POLYP BIOPSY:  Tubular adenoma 
Oct 18, 2018:   
OPERATION PERFORMED Laparoscopic hand-assisted right hemicolectomy, lysis of adhesions.
RIGHT COLON, RIGHT HEMICOLECTOMY PATH:  
	-  Moderately differentiated adenocarcinoma 
	-  Tumor size:   3.6 cm 
	-  Margins negative for carcinoma 
	-  Thirty five lymph nodes negative for carcinoma (0/35)

CAP checklist:   
· SPECIMEN TYPE:   Terminal ileum, cecum and proximal right colon 
· PROCEDURE:   Right hemicolectomy 
· TUMOR SITE:   Cecum 
· TUMOR SIZE:  3.6 cm
· Additional dimensions:   3 x 1.5 cm
· MACROSCOPIC TUMOR PERFORATION:   Not identified 
· HISTOLOGIC TYPE:    Adenocarcinoma 
· HISTOLOGIC GRADE:   Low grade (moderately differentiated)  
· MICROSCOPIC TUMOR EXTENSION:   Tumor invades through the muscularis propria into the subserosal adipose tissue or to the non-peritonealized pericolic soft tissues but does not extend to the serosal surface
· MARGINS:   
· Distance of invasive carcinoma from closest margin:  Mesenteric margin at 3 cm 
· Proximal margin:   Uninvolved by invasive carcinoma 
· Distal margin:  Uninvolved by invasive carcinoma 
· Circumferential (radial) margin:  Not applicable 
· Mesenteric margin:   Uninvolved by invasive carcinoma 
· TREATMENT EFFECT:   Not known 
· LYMPH-VASCULAR INVASION:   Not identified 
· PERINEURAL INVASION:   Not identified 
· TUMOR DEPOSITS:   Present, 1
· Number of lymph nodes examined:  35
· Number of lymph nodes involved:  0

ADDENDUM: 
· K-RAS mutation analysis:  Negative; K-RAS mutation not detected
· NRAS mutation analysis:  Negative; NRAS mutation not detected
· BRAF mutation analysis:  Negative; BRAF V600 mutation not detected
· Mismatch Repair Test (MMR):  
· MLH1 expressed
· MSH2 expressed
· MMR-Proficient if both MLH1 and MSH2 are expressed
Consultation with Dr HemOnc:  Conversation was held with patient about adjuvant chemotherapy.  NCCN guidelines would support chemo with the high-risk feature of MMR-Proficient, however patient’s other health issues (age over 75, atrial fibrillation, ischemic cardiomyopathy, and history of breast cancer approximately 5 years ago), patient was reluctant to pursue.  I can support patient’s decision to forego chemo at this time. 
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COLORECTAL CASE #3

1/12/18
PREOPERATIVE DIAGNOSIS: Irregular bowel habits, lower abdominal pain and rectal bleeding.
POSTOPERATIVE DIAGNOSIS: Large colon polyp removed.

PROCEDURE PERFORMED: Colonoscopy with snare polypectomy
INDICATIONS: This pleasant 40-year-old female presents with irregular bowel habits.  She can have up to 10 bowel movements in a day.  On normal days she will have 3-4 bowel movements a day.  Stools are generally formed.  She will have lower abdominal pain when she has more frequent bowel movements.  She had some rectal bleeding on one occasion.

DESCRIPTION OF PROCEDURE: The risks and limitations of colonoscopy were discussed with the patient and a permit form was obtained.  We discussed the fact that screening colonoscopy decreases the risk of colon cancer significantly.  A rectal exam was performed and was normal. With the patient in the left lateral decubitus position, the Olympus video colonoscope was passed to the cecum.  The ileocecal valve and appendiceal orifice were identified. The colonic mucosa had a normal appearance throughout.  There was a large 2 cm polyp with a narrow base removed with jumbo snare.  The polyp was located at 40 cm from the anus in the descending colon.  No diverticuli were noted.   On withdrawing the scope, careful circumferential inspection in a well-prepped colon was carried out.  Care was taken to expose and inspect the proximal sides of the ileocecal valve, haustral folds, flexures, and rectal valves.  The patient tolerated the procedure well. There were no immediate complications.

SPECIMEN REMOVED: Colon polyp

COMPLICATIONS: None.

COLONIC MUCOSA AND SUBMUCOSA PATH (ASCENDING COLON POLYP AT 40 CM): Well differentiated adenocarcinoma arising in tubulovillous adenoma
CAP checklist  
PROCEDURE:   Excisional biopsy (polypectomy) 
TUMOR SITE:   Ascending colon at 40 cm
SIZE OF INVASIVE CARCINOMA:   0.7 cm 
HISTOLOGIC TYPE:   Adenocarcinoma 
HISTOLOGIC GRADE:   Low grade 
MICROSCOPIC TUMOR EXTENSION:   Submucosa
MARGINS:   Cannot be assessed 
LYMPH-VASCULAR INVASION:   Not identified 
TYPE OF POLYP IN WHICH INVASIVE CARCINOMA AROSE:  Tubulovillous adenoma 

1/14/18 CEA: 12.7 (normal < 3.0)
TREATMENT SUMMARY
Patient had consultation with colorectal surgeon specialist who recommended repeat colonoscopy within 1 month. If any abnormal residual area seen, partial colectomy should be strongly considered.
Subsequent colonoscopy within six weeks showed normal tissue, no residual.  Patient made decision to refuse surgery at this time but to have close follow-up with frequent scopes.
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