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Abstract

Background: Colorectal carcinomais one of the most common and leading causes of cancer-related death in the
United States. Fecal occult blood test used as a screening test followed by sigmoidoscopy or colonoscopy to early
detection of colorectal carcinoma. Objective: To assess the fecal occult blood by fecal occult blood test of the
patients who fulfill the criteria as a screening for colorectal carcinoma and evaluation of those patients who are
positive for fecal occult blood test for early detection of colorectal carcinoma by fiber optic full colonoscopy.
Materials and Methods: This hospital based observational study was carried out in Dhaka Medical College
Hospital, Dhaka, Bangladesh for a period of 6 month from July 2009 to December 2009. A total of 50 cases were
selected by convenient sampling fulfilling the inclusion and exclusion criteria. Those who hadpositivefecal occult
blood test were further advised for fiber optic full colonoscopy and biopsies were taken where necessary as a
screening for colorectal carcinoma. Reported results and relevant data were recorded in the data sheet and then
analyzed by standard statistical method. Results: Total number of cases was 50. Adequate samples were obtained
in 46 (92%) cases, among the adequate samples 18 (36%) were malignant and 28 (56%,) were benign or
nonmalignant lesions. Among the benign lesions, nonspecific colitis (13;26%) was the most common followed by
rectal polyp (1,2%), proctocolitis (1,2%) and Normal tissue (1:2%). Adenocarcinoma (18;36%) was the most
common type of colorectal carcinoma. In male, colorectal carcinoma (15;30%) was the more common than female
(3,6%). Conclusion: Guaiac based FOBT is a simple and less expensive test for identification of occult blood in
stool. Itis easily done with minimum cost and suitable test as a screening for early diagnosis of colorectal cancer.
FOBT positivepatient’s fiber optic colonoscopy is a wonderful investigation for further diagnosing the colonic
lesion.
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Introduction
Colorectal cancer (CRC) is aleadingcauseof cancer colonoscopy or sigmoidoscopy if the FOBT resultis
death in the western world!. The estimated lifetime positive*. Colorectal cancer screening is a high
risk of colorectal is 5-6%. The incidence rate public health priority in all industrialized countries.
increases sharply after the age of 50 years. The Fecaloccultbloodtestisanoninvasivetest. This test
incidence rate has remained relatively unchanged detects hidden blood in the stool. Such blood may
during the past30 years, while the mortality rate has come from anywhere along the digestive tract’.
decreased, particularly in female. Colorectal cancer Hidden blood in stool is often the first and many
is preventable in up to 90% cases'. cases the only, warning sign that a person has
colorectal disease including colon cancer. Fecal
Colorectal cancer is the third most common cancer occult blood testis recommended as a screening test
inthe world?. Withaboutonemillionnew casesand for colorectal cancer’.
more than 500,000 deaths per year. Because most
cases of CRC are sporadic and develop from Annual fecal occult blood test screening is endorsed
removable precancerous lesions (adenomas) and by major medical organizations as a viable
curable early stage cancer?. Screening for CRC has colorectal cancer screening. Large randomized
high potential for reducing morbidity and mortality. controlled trials have shown that screening test for
Randomized controlled trials have been colorectal cancer by FOBT can significantly lower
demonstrated reduced mortality with guaiac—based incidence and mortality®. In that study patients with
fecal occult blood testing (FOBT) followed by positive FOBT results will undergo a complete
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diagnostic evaluation (CDE) which  consists of
colonoscopy or double contrast barium enema plus
flexible sigmoidoscopy.

A colorectal cancer screening test should identify
persons with early-stage cancer thatis an immediate
medical threat and persons with advanced adenomas
that could be a future threat as well as having high
sensitivity; the screening test should have high
specificity for detecting clinically significant
neoplasia, cancer and advanced adenomas to
minimize follow up colonoscopy examination’.

Stool tests are an important component of the
options recommended for CRC screening. They are
particularly relevant for patients who would not be
willingto have screening colonoscopy or in a setting
in which colonoscopy is not offered as a primary
screening tool®.

Materials and Methods

The study was carried outin Dhaka Medical College
Hospital, Dhaka, Bangladesh fora period of 6 month
from July 2009 to December 2009. A total of 50
cases were selected by convenient sampling
fulfilling the inclusion and exclusion criteria.
Selected patients were advised for traditional
guaiac-based fecal occult blood test. Before the test
patients were advised to avoid iron supplements, red
meat, cabbage, cauliflower, citrus fruits, and
vitamin-C for three days. Those who had positive
fecal occult blood test were further advised for fiber
optic full colonoscopy as a screening for colorectal
carcinoma. Before colonoscopy, colon was prepared
mechanically; colonoscopy was carried out under
sedation. Most of the patient’s bowel was prepared
with oral mannitol and enema simplex. The
maximum number of cases (46) was given pethidine
as premedication. Colonoscopy was carried out
following visualization endoscopically the colon,
biopsies were taken where necessary. Patient’s
detailed particulars, such as patients name, age, sex,
occupation, address were entries in the protocol,
symptomatic presentations, physical findings and
detailed colonoscopic finding were also recorded.
Reported results and relevant data were recorded in
the data sheet and then analyzed by standard
statistical method.

Results

Different information of 50 patients presented with
change in bowel habit, anemia, abdominal pain,
weight loss has been plotted in different tables and
charts.

In this study, 50 patients with FOBT positive
underwent fiber optic colonoscopy but in 4 cases
could not be done successfully due to poor bowel
preparation. Out of 50 patients, 38 patients (76%)
were male and 12 (24%) were female (figure-1).
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Studied patients were 50 to 70 years (table-I).
Changes in bowel habit, abdominal pain and weight
loss were in 50%, 30% and 20% cases respectively
(table-II). Maximum number of patients (38%)
presented with symptoms of 1-3 months duration.
The next number of cases (24%) with less than 1
month duration. The longest duration was 12
months, and the shortest duration was 20 days
(figure-2). Anemia was found in all patients and 5
patients presented with severe anemia and the
maximum were moderately anemic (table-III).
Rectal mass could be palpated in 4 cases and in 2
cases colonic mass could be palpated per abdomen
(table-1V).

Normal colonoscopic findings were found that 12
patients and 11 patients were found to have
congestion with edematous changes in the left colon
more on the sigmoid colon and histopathological
report revealed non-specific colitis (table-V). 22
patients were suspected colonoscopically to have
malignant lesions in the colon or rectum. After
histopathology, 7 cases were diagnosed as
carcinoma rectum, 11 cases were diagnosed as
carcinoma colon. Nonspecific inflammation was
found in 2 cases. Normal colonic mucosa was found
in 1 case and 1 patient having feature of proctocolitis
(table-VI).

Female
24%

= Male = Female

Figure-1: Distribution of Gender in the study
cases (n=50)
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Figure-2: Duration of the symptoms of the cases
(n-50)
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Figure-3: Incidence of carcinoma at different
sites of the large gut (histologically confirmed)

Carcinoma of rectum was found in 7 cases where 6
were male and 1 was female. 11 cases were
diagnosed as carcinoma of colon where 9 were
male and 2 were female. On the other hand, the most
common type of colorectal carcinomain this study
was adenocarcinoma. The age limit was between 50-
70 years, but incidence of colorectal carcinoma is
more common in the age of 50-60 years (table-VII,
VIII). Figure-3 shows the incidence of large gut
carcinoma at the different sites. 7 (14%) cases were
involved in the rectum, 6 (12%) in the sigmoid
colon, 1 (2%) inthe descending colon, 1 (2%) in the
transverse colon and 3 (6%) cases were found in the
caecum and ascending colon.

Table-1: Distribution of age in the study (n=50)
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Table-111: Category of anemia in the study cases
(n-50)

Category of Cases Percentage
Anemia (n=50) (%)
Mild 20 40
Moderate 25 50
Severe 5 10

Table-1V: Abdominal and digital rectal
examination findings of the study cases (n-50)

A Cases Percentage
Findings (n=50) (%)
Normal 44 88
Colonic mass 2 4
Rectal mass
(DRE) 4 8

Table-V: Colonoscopic findings of the study cases
(n-50)

Cases | Percentage

Findings (n=50) (%)
Normal 12 24
Rectal polyp 1 2
Non-specific colitis 11 22
e rectumorcolon | 22| #
Not possible due to 4 ]

poor bowel preparation

Age Cases Percentage . . Lo
(year) (n=50) (%) Table-VI: Histopathological findings of the
50-60 78 56 suspectedcases of carcinoma of colonandrectum
61-70 22 44 after colonoscopy (n-22)
Table-IL: S . ion of th Histopathological Cases Percentage
able-11: Symptomatic presentation of the cases report (n=22) (%)
(n-50)
Cases Percentage Carcinoma rectum 7 14
Symptoms _ o -
: (n=50) (%) Carcinoma colon 11 22
I(E:l? irzge in bowel 25 50 Non-specific colitis 2 4
Abdominal pain 15 30 Proctocolitis 1 2
Weight loss 10 20 Normal tissue 1 2
Table-VII: Colonoscopic and Histopathological findings of rectal masses (n-7)
SI No Age (year) Gender Colonoscopic findings Histopathological report
1 60 Male Ulcerative growth in the rectum Moderately differentiated
adenocarcinoma
Ulceroproliferative growth in the Poorly differentiated
2 55 Male . . . .
rectosigmoid junction adenocarcinoma
3 57 Male Cauliflower like growth in the rectum | Well differentiated adenocarcinoma
4 69 Male Ulcerative growth in the rectum Well differentiated adenocarcinoma
5 58 Male Cauliflower like growth in the rectum Poorly dlfferentlated
adenocarcinoma
Proliferative growth in the Moderately differentiated
6 65 Male : 2 . g
rectosigmoid junction adenocarcinoma
7 52 Female | Ulcerative growth in the rectum Mucin secreting adenocarcinoma
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Table-VIII: Colonoscopic and Histopathological findings of colon masses (n-11)

SI. No Age Gender Colonoscopic findings Histopathological report

1 50 Male Qlcerqprohferatlve growth in the Mucinous Adenocarcinoma
sigmoid colon
Ulceroproliferative growth in the Moderately differentiated

2 52 Female . . .
descending colon (splenic flexure) Adenocarcinoma

3 60 Female Ulceroprollferatlve growth in the Adenocarcinoma
ascending colon

4 52 Male Sorl(z) zth in the caccum & ascending Mucinous Adenocarcinoma
Growth in the caecum & ascending Moderately differentiated

5 50 Male .
colon Adenocarcinoma

6 70 Male Cauliflower like gr OWth. in the Mucinous Adenocarcinoma
transverse colon (hepatic flexure)

7 62 Male Growth in the sigmoid colon Adenocarcinoma

8 65 Male Growth in the sigmoid colon Mucinous Adenocarcinoma
Cauliflower like growth in the sigmoid | Moderately differentiated

9 63 Male .
colon Adenocarcinoma

10 57 Male Growth in the sigmoid colon Adenocarcinoma
Ulcerative growth in the sigmoid Moderately differentiated

11 53 Male .
colon Adenocarcinoma

Discussion cases colonic mass was palpated per abdomen in our

Colorectal cancer is the second leading cause of
cancer death in the world. In women, it ranks third
after lungand breast cancerand in men, it ranks third
after lung and prostate cancer. Incidence and
mortality from colorectal cancer are similar in both
men and women® but we found more in male (76%)
than female (24%) due to lack of exposure of female
patients. Death from colorectal cancer can be
prevented by thedetectionofearly-stage disease that
has not metastasized. Symptoms of individuals
beginning at aboutthe age of 50 years, but different
study showed incidence was more in 50-70
years!®!l, Similar to that study our study also
showed the incidence was more in 50-70 years.

Most of the patients in this study had changes in
bowel habit (50%), abdominal pain (30%), and
weight loss (20%). Several studies showed changes
in bowel habit (40%), abdominal pain (40%), and
weight loss (40%) that were nearly similar with this
study!%13. Maximum number of our patients (38%)
presented with symptoms of 1-3 months duration.
But other studies showed maximum number of
patients presented with symptoms of 6 months
(42%) duration. This may be due to food habits and
racial variations!4!3,

In this study anemia was found in all patients in
which 10% of patients were presented with severe
anemia. But most of the patients (50%) were
moderately anemic. In a study by Konishi F, et al
showed that anemia was found in 98% cases in
which mostly were moderately anemic (60%)'®.
Rectal mass was palpated in 8% cases and in 4%
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study. But multiple studies showed that colonic
mass (10%) was more common than rectal mass
(7%)17-18,

Out of 50 patients, 44% were suspected
colonoscopically to have malignant lesions in the
colon or rectum. After histopathology, 7 (14%)
cases were diagnosed as carcinoma rectum, 11
(22%) cases were diagnosed as colonic carcinoma,
nonspecific inflammation found in 4% cases, normal
colonic mucosa was found in 2% cases and 2%
patienthaving feature of proctocolitis. Celestino A,
etal in their study showed colorectal cancer in 35%
cases'®. Out of 7 carcinoma rectum cases, 6 (12%)
were male and 1 (2%) was female. 11 cases were
diagnosed as carcinoma of colon where 9 (18%)
were male and 2 (4%) were female. The age limit
was 50-70 years. It was noticeable that incidence of
colorectal carcinoma is more in 50-60 years.
Different studies showed colorectal carcinoma were
more common in 50-60 years and male were
predominant. Similar to the study, one study showed
colorectal carcinoma in 31.25% cases?°.

The incidence rate of large gut carcinoma at the
differentsites were 7 (14%) in the rectum, 6 (12%)
in the sigmoid colon, 1 (2%) in the descending
colon, 1 (2%) in the transverse colon, 3 (6%) in the
caecum and ascending colon and that were more in
rectum & sigmoid colon (26%). Other studies
showed the incidence rate of colorectal carcinoma
was more in rectum and sigmoid colon (22-28%)?!
24 So, it is established that the most common sites of
colorectal carcinoma are rectum and sigmoid colon.
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On histopathological examination adenocarcinoma
was the commonest type (100%) as was found in all
studies  (87.5%) dealing with colorectal
malignancies®?%. On histological grading found
well differentiated (25%), moderately differentiated
(25%), poorly differentiated (20%)and others (10%)
from distal part to proximal part of the colon.
Researchers found well differentiated
adenocarcinoma was the most frequent (50-55%)
case from distal to proximal colon?’%. So
adenocarcinoma was the most common colorectal
cancer in this study as well as other studies.

Conclusion

Guaiac based FOBT is a simple and less expensive
test for identification of occult blood in stool. It is
easily done with minimum cost and suitable test as
a screening for early diagnosis of colorectal cancer.
FOBT positive patient’s fiber optic colonoscopy is a
wonderful investigation for diagnosing the colonic
lesion. Therapeutic procedures have already made a
significant contribution to the management of a
varied group of disorders like colonic polyp,
angiodysplasia. Besides this, early diagnosis can
also help us to treat the disease in the very early
stage and in colonic cancer ifit is treated early-stage
prognosis is excellent.

In our country colonoscopic facilities are very
limited, which are very much inadequate for the
growingneed of our people. Itis hoped that facilities
will be expanded to extend the services of both
diagnostic, therapeutic and if possible, for screening
the high-risk groups to all parts of the country.
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