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Case Report

COLON CARCINOMA: A CADVERIC CASE REPORT
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During routine dissection, of 70 year old donated embalmed male cadaver in the Department of Anatomy, at K.J.
Somaiya Medical College, Sion, Mumbai, India, a hard bulge was observed in the distal part of descending colon.
On incising, a mass was observed in its posterior wall. It measured 5cm x 5cm encircling nearly half the lumen
but not showing any signs of obstruction. Histopathology confirmed the diagnosis of adenocarcinoma.
Colorectal cancer (CRC) is the fourth most common malignant neoplasm in the world, and also the most frequent
in the digestive tract, presenting with high mortality rates. Cancers on the right side of the large intestine
(ascending colon and caecum) tend to be exophytic and rarely causes obstruction while left-sided tumors tend
to be circumferential and can obstruct the bowel lumen. 90% cancers are adenocarcinomas which is a malignant
epithelial tumor, originating from superficial glandular epithelial cells lining the colon and rectum. Likelihood
of cure is greater when disease is detected at early stage. Early detection and screening is of pivotal importance.
Colonoscopy detects some colon polyps and cancers early enough that they may be treated.
KEYWORDS: Hard Bulge, Descending Colon, Adenocarcinoma, Colorectal Cancer, Malignant Neoplasm,
Colonoscopy.
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left part of the abdomen where it is continues
as the sigmoid colon. It is retroperitoneal. The
arterial supply comes via the left colic artery The
function of the descending colon in the diges-
tive system is to store the remains of digested
food or waste that will be emptied into the
rectum. The stools gradually solidify as they
move along into the descending colon [1].
There are several diseases associated with the
descending colon. Among the most common are
the inflammatory bowel diseases (such as

The colon consists of four regions including the
ascending colon, transverse colon, descending
colon, and sigmoid colon. The descending
colon is that part of the large intestine which
extends from the splenic flexure to the begin-
ning of the sigmoid colon. It begins at the splenic
flexure at the upper left part of the abdomen. It
passes downward through the left hypoc
hondrium and lumbar regions, along the outer
border of the left kidney and end at the lower
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ulcerative colitis or Crohn’s disease) and colon
cancer.
Colorectal cancer (CRC) is the third most com-
mon cancer worldwide. Approximately 56% of
patients with CRC die from their cancer [2].

CASE REPORT

During routine dissection, of 70 year old donated
embalmed male cadaver in the Department of
Anatomy, at K.J. Somaiya Medical College, Sion,
Mumbai, India, a hard bulge was observed in
the distal part of descending colon. Meticulous
dissection was carried out to separate the
descending colon from the posterior abdominal
wall. The wall of the colon was then incised
carefully. On incising, a mass was observed in
its posterior wall. It measured 5cm x 5cm
encircling nearly half the lumen but not
showing any signs of obstruction. This was
indicated by the presence of fecal matter distal
to it. Histopathology confirmed the diagnosis of
adenocarcinoma. The rest of the colon was
normal. The photograph of the mass was taken
for proper documentation.
On obtaining a family history from the cadaver’s
next of kin, he was found to be suffering from
bleeding per rectum off and on, pain in abdo-
men and a change in bowel habits since the past
six months. He also exhibited around 5kg weight
loss, but had refused any sort of investigation.

DISCUSSION

Colorectal cancer (CRC) is the fourth most
common malignant neoplasm in the world, and
also the most frequent in the digestive tract,

presenting with high mortality rates – about half
a million deaths per year. It is a leading cause
of death in the elderly and about 20% of these
patients present metastasis at diagnosis, most
often in the liver. Young patients have more
aggressive disease. Environmental causes  in-
clude diet low in fiber and higher in fat. There is
also some amount of a genetic factor involved
[3]. Colorectal cancer originates in the lining of
the colon and rectum. Cancers on the right side
of the large intestine (ascending colon and
caecum) tend to be exophytic, that is, the tumor
grows outwards from one location in the bowel
wall. This very rarely causes obstruction of
feces, and presents with symptoms such as
anemia. Left-sided tumors tend to be circum-
ferential, and can obstruct the bowel lumen,
much like a napkin ring, and results in thinner
caliber stools. Colon cancers arise from
abnormal cell development usually in the form
of polyps. Polyps on the inner lining of the large
intestine or rectum start as benign and can
progress into 2 malignant tumors. These tumors
can metastases throughout the body into vital
organs inhibiting proper function [4].
According to Andrade and Pereira, adenocarci-
nomas are responsible for 90% of the CRC cases.
They arise from adenomas (villous adenoma has
higher malignant potential). Adenomatous
polyps are considered a precancerous condition.
When polyps become malignant they spread
from the lining of the colon through blood ves-
sels or lymph vessels, which can metastasize to
distal areas such as the liver and lungs [5].
Adenocarcinoma is a malignant epithelial tumor,
originating from superficial glandular epithelial
cells lining the colon and rectum. It invades the
wall, infiltrating the muscularis mucosae layer,
the submucosa, and then the muscularis
propria. Tumor cells describe irregular tubular
structures, harboring pluristratification, multiple
lumens, reduced stroma (“back to back” aspect).
Sometimes, tumor cells are discohesive and
secrete mucus, which invades the interstitium
producing large pools of mucus. This occurs in
mucinous adenocarcinoma, in which cells are
poorly differentiated. If the mucus remains
inside the tumor cell, it pushes the nucleus at
the periphery, this occurs in “signet-ring cell.”
Depending on glandular architecture, cellular
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pleomorphism, and mucosecretion of the
predominant pattern, adenocarcinoma may
present three degrees of differentiation: well,
moderately, and poorly differentiated [6,7].
Common metastatic sites other than liver
include: lung, bone and brain. Isolated splenic
metastases are rare, and they are usually a sign
of widespread disease.  There is a notable
difference between the proximal and distal
colon, in metastases, clearly demonstrating their
different biology. The proximal colon originates
from the midgut, whereas the distal colon stems
from the hindgut. The two entities vary in e.g.
epidemiology, biology, and genetics [8].
Colon cancer is said to be a “stem cell disease”
because neoplastic cells within a carcinoma have
regenerative growth capabilities and they pro-
duce additional abnormal cells. “Cancer stem
cells possess high levels of ATP-binding cassette
(ABC) transporters and antiapoptotic molecules,
active DNA repair, slow replication capacities
and they produce growth factors that confer
refractoriness to antineoplastic treatments. The
inefficiency of conventional therapies toward the
stem cell population might explain cancer
chemoresistance and the high frequency of
relapse shown by the majority of tumors.”
Cancerous tumors elude destructive signals
from therapeutic drugs because most drug
therapies, including chemo, target rapidly
differentiating cancer cells while overseeing the
slowly dividing ones. This oversight is due to
disruption in cellular pathways that control
proliferation, differentiation, and apoptosis
making cancer stem cells harder to pinpoint and
destroy [9].
Colonoscopy is one of the colorectal cancer
screening tests available. Colonoscopy screen-
ing prevents approximately two thirds of the
deaths due to colorectal cancers on the left side
of the colon, by detecting some colon polyps and
cancers early enough that they may be treated
[10].   Colorectal Cancer Survival (Dukes Stages,
5y): Stage A: limited to mucosa and submucosa
- 90% Stage B: extends into muscularis or
serosa - 60- 75% Stage C: one positive node -
69% six or more positive nodes - 27% Stage D:
metastasis. to liver, bone, lung - 5% [11].
Diagnosis and treatment vary depending on the
type and location of colorectal cancer. Surgical

resection is the only curative treatment. Likeli-
hood of cure is greater when disease is detected
at early stage. Early detection and screening is
of pivotal importance [12].

Colorectal cancer (CRC) is the third most
common cancer worldwide. Colorectal cancer
originates in the lining of the colon and rectum
from abnormal cell development usually in the
form of polyps. Adenocarcinomas are respon-
sible for 90% of the CRC cases. When polyps
become malignant they spread from the lining
of the colon through blood vessels or lymph
vessels, which can metastasize to distal areas
such as the liver and lungs. Colon cancer is said
to be a “stem cell disease”. Colonoscopy detects
some colon polyps and cancers early enough
that they may be treated.

CONCLUSION
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