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Abstract:

Background: Colorectal adenocarcinoma is a major cause of cancer-related mortality worldwide, necessitating
detailed histopathological evaluation for accurate staging and management. This case series aims to elucidate
the clinicopathological features of colon adenocarcinoma in surgically resected specimens, highlighting
variations in tumour site, histopathology, and staging.

Methods: This prospective case series analysed eight adult patients who underwent surgical resection for
colorectal adenocarcinoma at Department of Pathology, ICARE Institute of Medical Sciences and Research,
Haldia. Data were collected on patient demographics, surgical procedure type, tumour location,
histopathological diagnosis, tumour grade, and TNM staging.

Results: The patients ranged from 31 to 87 years old, with a male predominance. Histopathological examination
revealed mostly moderately differentiated adenocarcinoma. Staging varied from Stage IIA to IVB.

Conclusions: The findings demonstrate the predominance of moderately differentiated adenocarcinoma in
various segments of the colon and rectum, often diagnosed at advanced stages. This underscores the importance
of early detection and comprehensive histopathological evaluation to improve prognostic outcomes. Future
studies with larger cohorts are needed to further explore the correlations between histopathological
characteristics and clinical outcomes in colorectal adenocarcinoma.
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Introduction

Colorectal adenocarcinoma is a prevalent form of
gastrointestinal ~malignancy that significantly
contributes to cancer-related morbidity and
mortality worldwide. It is the third most common
cancer and the second leading cause of cancer
death in adults, affecting millions each year [1].
The disease typically originates from the epithelial
cells lining the colon and rectum, and can vary
widely in both histological appearance and clinical
behaviour.

The risk factors for colorectal adenocarcinoma
include age, genetic predisposition, dietary habits,
lifestyle factors such as smoking and physical
inactivity, and certain underlying conditions like
inflammatory  bowel disease and familial
adenomatous polyposis [2]. The development of
colorectal adenocarcinoma is believed to follow a
progressive sequence of changes, known as the
adenoma-carcinoma sequence, where benign
polyps transform into malignant tumours over time

[3].

Diagnosis and staging of colorectal
adenocarcinoma are critically dependent on
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histopathological examination of resected tumour
specimens. Histopathology not only confirms the
presence of cancer but also determines the grade of
tumour differentiation, which is a key predictor of
prognosis. The tumour-node-metastasis (TNM)
staging system, developed by the American Joint
Committee on Cancer (AJCC), is the most widely
used staging system and plays a pivotal role in
guiding treatment decisions and predicting
outcomes [4].

Despite advances in surgical techniques and
adjuvant therapies, the prognosis for colon
adenocarcinoma  remains  variable, largely
influenced by the stage at diagnosis. Early-stage
tumours, confined to the mucosa, have a favourable
prognosis with high cure rates following surgical
resection alone. In contrast, advanced disease,
characterised by deeper invasion or metastasis,
requires more complex treatment strategies and
generally has a poorer outcome [5].

The following case series presents an analysis of
colorectal adenocarcinoma cases treated at our
institution,  highlighting  the diversity in
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presentation and histopathological features across
different segments of the colon and rectum. By
examining these cases, we aim to contribute to the
growing  body  of  literature on  the
pathophysiological characteristics and clinical
management of this challenging disease.

Materials and Methods

Study Design and Setting: This prospective case
seriecs was conducted at the Department of
Pathology, ICARE Institute of Medical Sciences
and Research, Haldia. The primary objective was to
analyse the clinical and pathological characteristics
of colorectal adenocarcinoma in adult patients
undergoing surgical resection.

Ethical Considerations: The study was conducted
in accordance with the principles outlined in the
Declaration of Helsinki, and applicable national
and institutional guidelines. Patient confidentiality
was strictly maintained, and data were anonymized
to protect privacy.

Participants: The study included a total of eight
adult patients diagnosed with  colorectal
adenocarcinoma. Inclusion criteria were adults
aged 18 years and older who underwent surgical
resection for colorectal adenocarcinoma.

Data Collection: Data collection covered various
aspects starting with patient demographics, which
included age and gender. Risk factors were noted
which included diet, smoking, alcohol
consumption, obesity, family history and
associated conditions. Surgical procedure type was
meticulously documented, detailing the specific
surgical interventions performed as reported in
surgical records. Tumour location was determined
based on the location of the tumour within the
colon, identified during surgical resection and later
confirmed through histopathological examination.

The histopathological diagnosis involved classify-
ing the tumour based on histopathological evalua-
tion, incorporating both morphological and cyto-
logical features.

Tumour grade was assessed to determine the level
of tumour differentiation, categorized as well,
moderately, or poorly differentiated. Lastly, TNM
Staging was conducted based on the TNM classifi-
cation system, which evaluates the extent of the
primary tumour (T), the involvement of regional
lymph nodes (N), and the presence of distant me-
tastasis (M).

Histopathological procedure: After surgical
resection, all specimens were handled according to
standardised protocols in the Department of
Pathology at the ICARE Institute of Medical
Sciences and Research, Haldia. The specimens
were immediately fixed in 10% buffered formalin
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to preserve tissue architecture and prevent
autolysis. Following fixation, the tissues were
embedded in paraffin, and sections of 4-5
micrometres thickness were cut using a microtome.

The tissue sections were stained with hematoxylin
and eosin (H&E) to examine the morphological
features of the tumour cells. The histopathological
evaluation focused on determining the degree of
differentiation of the adenocarcinoma (graded as
well, moderately, or poorly differentiated),
assessing the presence and extent of invasion into
adjacent tissues, and  identifying  any
lymphovascular or perineural invasion. Tumour
staging was carried out based on the TNM
classification system, which considers the depth of
invasion (T), the presence of regional lymph node
metastases (N), and the presence of distant
metastasis (M).

Statistical Analysis

Descriptive statistics were used to summarize
patient demographics, risk factors, surgical details,
histopathological findings, grading and staging.
Data are presented as mean + standard deviation for
continuous  variables and frequencies and
percentages for categorical variables. Using SPSS
software ver-26.0

Case 1: A patient 82 years/male, presented with
symptoms such as Diarrhoea and unintentional
weight loss. Colonoscopy biopsy and CT scan were
done. Adenomatous polyp was involved in malig-
nancy (villous adenoma). The surgical approach
involved anterior resection, targeting a tumour lo-
cated at rectosigmoid junction. This surgical choice
aimed at removing the affected segment while re-
storing bowel continuity. Histopathology showed
moderately differentiated adenocarcinoma, classi-
fied as Grade 2, Stage III B. Tumour size was 4 cm
x 4 cm x 1.2 cm. Margins were free from tumour.
Lymphovascular invasion (LVI) was present in
small vessel and perineural invasion (PNI) was also
present. 1 out of 4 regional lymph nodes were in-
volved.

Case 2: A patient in the 31 year/ male presented
with weakness, fatigue and abdominal pain. Patient
had history of inflammatory bowel disease (ulcera-
tive colitis) for 10 years. Colonoscopy biopsy and
CT scan were done. He underwent right
hemicolectomy with ileotransverse anastomosis
and the tumour was found to be in the ascending
colon. Specimen of gut contained part of ascending
colon with annular fungating growth and mesenter-
ic lymph nodes. On histopathological examination,
it was found to be moderately differentiated adeno-
carcinoma (30% mucinous area) classified as Grade
2 and Stage 11A. Tumour size was 5.5 cm x 5 cm X
1.5 cm. Margins were free from tumour. Lympho-
vascular invasion (LVI) was not seen but perineural
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invasion (PNI) was present. 0 out of 4 regional
lymph nodes were involved.

Case 3: A patient 87 years /female presented with
diarrhoea and unintentional weight loss. Colonos-
copy biopsy and CT scan were done. Adenomatous
polyp was involved in malignancy (tubular adeno-
ma). This patient underwent exploratory laparoto-
my with anterior resection. The tumour site was
sigmoid colon. Histopathology revealed a well dif-
ferentiated adenocarcinoma (Grade 1, Stage 11A).
Tumour size was 3 cm x 2.5 cm x 1 cm. Margins
were free from tumour. Lymphovascular invasion
(LVI) was not seen but perineural invasion (PNI)
was present. 0 out of 2 regional lymph nodes were
involved.

Case 4: A patient 55 years / female presented with
symptoms such as weakness, abdominal distension
and nausea. Colonoscopy biopsy and CT scan were
done. Adenomatous polyp (tubulovillous adenoma)
was involved in malignancy. She was managed
with anterior resection surgical procedure. Growth
was found to involve recto-sigmoid junction. The
histopathological examination showed moderately
differentiated adenocarcinoma (Grade 2, Stage III
B). Tumour size was 6 cm x 5 cm x 4.5 cm. Proxi-
mal and distal margins were uninvolved, while
circumferential radial margin (CRM) was involved.
Lymphovascular invasion (LVI) and perineural
invasion (PNI) were present. 3 out of 8 regional
lymph nodes were involved.

Case 5: A patient aged 33 years / male presented
with weakness, fatigue, unintentional weight loss,
rectal bleeding, and abdominal pain. Patient had
history of inflammatory bowel disease (ulcerative
colitis) for 11 years Colonoscopy biopsy and CT
scan were done.

The tumour was located in the descending colon.
He underwent left hemicolectomy. Histopathologi-
cal examination revealed poorly cohesive carcino-
ma (signet ring cell type), classified as Grade 3,
Stage I1I C.

This case underscores the aggressive nature of sig-
net ring cell carcinomas, which often present at
advanced stages. Tumour size was 5 cm x 4.5 cm x
3.5 cm. Margins were involved. Lymphovascular
invasion (LVI) and perineural invasion (PNI) were
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present. 4 out of 8 regional lymph nodes were in-
volved.

Case 6: A patient aged 54 years/ male presented
with diarrhoea, unintentional weight loss. Colonos-
copy biopsy and CT scan were done. Adenomatous
polyp was involved in malignancy (tubulovillous
adenoma). The patient was subjected to anterior
resection. Growth was located in portion of sig-
moid colon. HPE showed moderately differentiated
adenocarcinoma (Grade 2, Stage 11A), reflecting
the typical histopathological characteristic found in
most cases. Tumour size was 3 cm x 2. 5cm x 1.5
cm. Margins were free from tumour. Lymphovas-
cular invasion (LVI) and perineural invasion (PNI)
were present. 0 out of 1 regional lymph nodes were
involved.

Case 7 — A patient was a 56 years/ male presenting
with weakness, abdominal pain, constipation, ab-
dominal distension, vomiting. Patient had history
of inflammatory bowel disease (Crohn’s discase)
for 20 years. Colonoscopy biopsy and CT scan
were done. The patient underwent right
hemicolectomy with right transverse colectomy.
Tumour was found to involve ascending colon and
transverse colon. Histopathologically, the growth
was classified as moderately differentiated adeno-
carcinoma grade 2, stage 11B. Tumour size was 7.5
cm x 6.5 cm x 2.5 cm. Proximal and distal margins
were free from tumour, whereas serosal margin was
involved. Lymphovascular invasion (LVI) was not
identified but perineural invasion (PNI) was pre-
sent. 0 out of 3 regional lymph nodes were in-
volved.

Case 8: A patient was a 48 years/ female present-
ing with weakness, abdominal pain and vomiting.
Patient had history of inflammatory bowel disease
(ulcerative colitis) for 15 years.

Colonoscopy biopsy and CT scan were done. The
patient underwent mid transverse colectomy. Tu-
mour was found to involve mid part of transverse
colon. Histopathologically, the growth was classi-
fied as grade 2, stage 11A.

Tumour size was 5 cm x 4 cm x 1.5 cm. Margins
were free from tumour. Lymphovascular invasion
(LVI) was present but perineural invasion (PNI)
was not identified. 2 out of 10 regional lymph
nodes were involved.
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Age/Gender 82/M
diarrhoea,
unintentional
weight loss
Clinical
presentation
villous adenoma
History

recto-sigmoid

Tumour Site

anterior resection

Surgery

36/M 87/F 55/F 33/M
weakness, diarrhoea, weakness, weakness,
fatigue and unintentional ~ abdominal fatigue,

abdominal pain weight loss distension, unintentional
nausea weight loss,
rectal bleeding,
abdominal pain
UC-10 yrs tubular tubulovillou UC-11 yrs
adenoma s adenoma
ascending colon  sigmoid colon recto- descending
sigmoid colon
right anterior anterior left
hemicolectomy  resection resection hemicolectomy
with ITA

54/ M 56/ M 48 /F
diarrhoea, weakness, weakness,
unintentional ~ abdominal pain, abdominal
weight loss constipation, pain,
abdominal vomiting
distension,
vomiting
tubulovillous Crohn's disease — UC-11 yrs
adenoma 20 yrs
sigmoid colon ascending colon/  mid part
transverse colon of
transverse
colon
anterior right mid
resection hemicolectomy  transverse
with right colectomy
transverse
colectomy

2 2 1 2 3 2 2 2

Grade
IIIB
Stage
Tumour size 4 x4 x12
(cms)
free
Margins
MTP =
LVI small vessel
PNI present
1 out of 4
RLNM

IA IA I B Imc
55x5x1.5 3x25x1 6 x5 x4.5 5x45 x
3.5
free free p/d-x involved
CRM -
involved
X X yes yes
X X present present
present present present present
0 out of 4 0 out of 2 3outof 8 4 out of 8

IIA IB IA
3x25x15 7.5 X635 X 5x4 x1.5
2.5cm
free p/d-x free
serosal-
involved
X yes X
present X present

present present X
0 out of 1 0 out of 3 2 out of 10

MTP=Macroscopic tumour perforation, LVI = Lymphovascular invasion, PNI = Perineural invasion, RLNM = Regional lymph node metastasis

Results & Analysis:

Table 1: Age Distribution (n=8)

Age Group Number of Patients Percentage

30-40 years 2 25%

41-60 years 4 50%

>60 years 2 25%
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Age Distribution
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30-40 years 41-60 years >60 years

Figure 1: Age Distribution

The study included eight patients, divided across three age groups. Two patients (25%) were aged between 30-
40 years, making it the youngest group. The majority, four patients (50%), fell within the 41-60 years age
bracket. The remaining two patients (25%) were older than 60 years, highlighting a broad age range among the
cases studied.

Table 2: Gender Distribution (n=8)

Gender Number of Patients Percentage
Male 5 62.5%
Female 3 37.5%

Gender Distribution

B Female

Male

Figure 2: Gender Distribution

Out of the eight patients, five were male (62.5%), and three were female (37.5%). This distribution shows a
higher prevalence of colorectal adenocarcinoma among males in our study cohort.
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Table 3: Distribution of Religion (n=8)

Religion Number of Patients Percentage
Hindu 5 62.5%
Muslim 3 37.5%

Religion Distribution

M Hindu
i Muslim

62.5%

Figure 3: Distribution of Religion

In a case series analysing colorectal adenocarcinoma, the distribution of religion among the patients showed that
62.5% were Hindu and 37.5% were Muslim.

Table 4: Distribution of Dietary habits (n=8)

Dietary habits Number of Patients Percentage
Mixed 6 75.0%
Vegetarian 2 25.0%

Distribution of Dietary habits

H Mixed
Vegetarian
Figure 4: Distribution of Dietary habits
Bhattacharyya et al. International Journal of Pharmaceutical and Clinical Research
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Regarding dietary habits, 75% of the patients Alcohol consumption — 2 (25%)

followed a mixed diet while the remaining 25% e Family history positivity — 3 (37.5%)
were vegetarians. e Familial adenomatous polyposis coli syndrome
Risk Factors: 1 (12.5%) .
: e Inflammatory bowel disease -3 (UC) (37.5%)
o  Cigarette smoking - 5 (62.5%) o Inflammatory bowel disease -1 (CD) -12.5%
e Obesity — 3 (37.5%) e Adenomatous polyp —4 (50%)
Table 5:

Risk Factors Number of Cases Percentage (%)
Smoking 5 62.5%
Obesity 3 37.5%
Alcohol consumption 2 25%
Family history 3 37.5%
Polyp 4 50%
IBD 4 50%

6

5

=

Number of Patients
w

2

1

0

Risk Factors
B Smoking W Obesity mAlcohol comsumption M Family history mPolyp mIBD
Figure 5:
Table 6: Clinical Presentation in Colorectal Adenocarcinoma Case (n=8)

Clinical features Number of Cases Percentage (%)
Weakness 5 62.5
Fatigue 2 25
Abdominal Pain 4 50
Abdominal distension 2 25
Constipation 1 12.5
Diarrhoea 3 37.5
Rectal Bleeding 1 12.5
Unintentional Weight Loss 4 50
Nausea 1 12.5
Vomiting 2 25
Bhattacharyya et al. International Journal of Pharmaceutical and Clinical Research
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Clinical Presentation
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Figure 6: Clinical Presentation in Colorectal Adenocarcinoma

The clinical presentation varied, with weakness
being the most common symptom, reported by
62.5% of the cases. Abdominal pain and
unintentional weight loss were noted in 50% of
patients, while symptom such as diarrhoea was
reported in 37.5% of the cases.

Fatigue, abdominal distension and vomiting were
each reported in 25% of the cases. Less frequent
symptoms included constipation, nausea, and rectal
bleeding, each occurring in 12.5% of patients.

Investigations: Blood picture showed normocytic
and normochromic anaemia. Computed
tomography (CT) of the abdomen plays an

important role in both pr treatment staging of
disease, as well as assessing for response to
treatment. CT commonly revealed focal thickening
of the bowel wall and luminal narrowing / a diffuse
circumferential soft tissue thickening / a
heterogeneously enhancing soft tissue mass with
calcification. CT can be considered to be more
efficacious for nodal and metastases (N and M)
staging than for T staging. Colonoscopy revealed a
large stenotic mass which showed obstruction and
narrowing of the colonic lumen. Scope could not be
negotiated beyond growth. Biopsy is required for
the diagnosis of malignancy. In all our eight cases,
colonoscopy biopsy revealed adenocarcinoma.

Table 7: Surgical Procedures (n=8)

Surgical Procedure Number of Cases Percentage
Anterior resection 3 37.5

Right hemicolectomy 2 25

Left hemicolectomy 1 12.5

Right /mid transverse colectomy 2 25

Bhattacharyya et al.
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Surgical Procedures

3.5

0 II.I

Surgical Procedure

Number of Patients
- N
[ wn N wn

o
(%]

B Anterior resection B Right hemicolectomy m Left hemicolectomy m Right /Mid transverse colectomy

Figure 7: Surgical Procedures

A variety of surgical interventions were documented. Exploratory laparotomy alongwith anastomosis of healthy
gut was performed in all the cases associated with : anterior resection was done in 3 patients (37.5%), right
hemicolectomy and transverse colectomy in 2 patients ( 25%), while left hemicolectomy was done in 1 patient )
12.5%).

Table 8: Site of Tumors (n=8)

Site Number of Cases Percentage
Recto-sigmoid 2 22.2
Sigmoid colon 2 22.2
Ascending colon 2 22.2
Transverse colon 2 22.2
Descending colon 1 11.2

Site of Tumour

25
2
]
c
Q
£ 15
a
g
o
g1
€
>
4
0.5
0
Site
M Recto-sigmoid m Sigmoid colon m Ascending colon M Transverse colon B Descending colon
Figure 8: Site of Tumour
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The tumours were located in various parts of the
colon. Three patients (37.5%) each had a tumour in
the sigmoid colon and also three patients (37.5%)
each had a tumour in the ascending colon.

One patient (12.5%) each had a tumour in the
descending colon and mid-transverse colon.

Gross features:

On colonoscopy - Ulceroproliferative growth was
seen. Scope could not be negotiated beyond growth

Surgical resection — Ulcero-invasive nodular
circumferential constricting growth/annular
fungating growth / polypoidal growth were
reported.

Microscopy:

Colonoscopic biopsy — Sections studied showed
colonic mucosa displaying ulceration with
dysplasia. Granulation tissue formation and
necrosis along with malignant cells are seen
infiltrating into muscularis mucosa in vague acinar
pattern, solid nests and in singles.

Individual cells contain moderate cytoplasm, high
n:c ratio, pleomorphic hyperchromatic nuclei with
prominent nucleoli.

Brisk mitosis seen. Lamina propria and muscularis
mucosa is infiltrated by plenty of mixed chronic
inflammatory cells.

e-ISSN: 0975-1556, p-ISSN: 2820-2643

Resected specimen biopsy report — The
adenocarcinoma originating from epithelial cells of
the colorectal mucosa is characterised by large
neoplastic cells with nuclear pleomorphism and
hyperchromasia. The tumour cells attempt to make
glandular structures. Conventional adenocarcinoma
is characterized by glandular formation, which is
the basis for histologic tumour grading.

o Well differentiated: >95% of the tumour is
gland forming, well-formed glands or simple
tubules with uniform, basally oriented nuclei

e Moderately differentiated: 50-95% gland for-
mation is present, tubules may be simple,
complex or slightly irregular with loss of nu-
clear polarity.

o Poorly differentiated: is mostly solid with less
than 50% gland formation, majority of tumour
(excluding advancing edge) consists of sheets
of cells without gland formation.

Tumour invades through muscularis propria into
pericolonic tissue.

In our eight cases, adenoma involved in
malignancy: tubular adenoma -1, villous adenoma-
1, tubulovillous adenoma -2

In the signet ring cell type of adenocarcinoma —
malignant cell showed cytoplasmic vacuoles with
signet ring cell morphology.

Table 9: Histopathological Diagnosis (n=8)

Diagnosis Number of Cases Percentage
Moderately differentiated adenocarcinoma 6 75%

Well differentiated adenocarcinoma 1 12.5%
Poorly cohesive carcinoma (signet ring) 1 12.5%

Histopathological Diagnosis

= Moderately differentiated
adenocarcinoma

Well differentiated
adenocarcinoma

= Poorly cohesive carcinoma
(signet ring)

Figure 9: Histopathological Diagnosis
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The histopathological analysis showed that six patients (75%) had moderately differentiated adenocarcinoma,
one patient (12.5%) had well differentiated carcinoma and one patient (12.5%) had poorly cohesive carcinoma
(signet ring cell type), indicating a predominance of moderately differentiated tumours.

Table 10: Grade of Tumours (n=8)

Grade Number of Cases Percentage
Gl 1 12.5%
G2 6 75.0%
G3 1 12.5%

Grade of Tumours

mG1
mG2
G3
Figure 10: Grade of Tumours
Regarding tumour grading, most tumours were (Grade 1, Gl), and one patient (12.5%) had a
classified as Grade 2 (G2), found in six patients poorly cohesive signet ring cell carcinoma (Grade
(75%), indicating moderate differentiation. One 3, G3), showcasing the wvariability in tumour
patient (12.5%) had a well-differentiated carcinoma differentiation within the cohort.
Table 11: Stage of Tumours (n=8)
Stage Number of Cases Percentage
ITA 3 37.5%
1IB 1 12.5%
111 B 3 37.5%
I C 1 12.5%
Bhattacharyya et al. International Journal of Pharmaceutical and Clinical Research
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Stage of Tumours

= 2A
= 2B
3B
= 3C
Figure 11: Stage of Tumours
Regarding tumour staging, three (37.5%) tumors and Stage III C were noted in one (12.5%) patient
were classified as Stage II A and three (37.5%) each, showcasing the variability in tumour staging
tumours were classified as Stage III B. Stage II B within the cohort.
Table 12:
Findings No. of cases
Margin involvement 3 (37.5%)
Lymphovascular invasion ( LVI) 5 (62.5%)
Perineural invasion ( PNI) 7 (87.5%)
Macroscopic tumour perforation 3 (37.5%)
Findings
8
o
)
©
o
I
!
[}
E
32
2
0
B Margin involvement B Lymphovascular invasion ( LVI)
B Perineural invasion ( PNI) B Macroscopic tumour perforation
Figure 12: Findings
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Figure 13: Growth in colon
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Figure 14: Well differentiated adenocarcinoma ( H & E stain)
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Figure 15: Moderately differentiated adenocarcinoma (H & E stain)

Discussion

In this case series, the age distribution shows a
predominance of patients aged 41-60 years, which
mirrors findings in larger studies where colon
adenocarcinoma typically presents in older adults,
with incidence peaking in the sixth decade of life.
For instance, a large-scale epidemiological study
by Siegel et al (2020) [6] noted a similar age
distribution, reinforcing the observation that
colorectal cancer is primarily a disease of middle to
older age groups. Regarding gender distribution,
our study noted a higher prevalence among males
(62.5%), which is similar with general
epidemiological data where colon cancer is more
common in males.

Our findings suggest that 75% of patients followed
a mixed diet, and this aligns with broader
epidemiological data that imply a diet high in red
and processed meats is linked to increased colon
cancer risk. The variation in dietary habits may
influence the pathogenesis of  colorectal
adenocarcinoma due to differences in gut
microbiota and dietary carcinogens. The
distribution of religion reflects demographic
characteristics of the population studied and does
not directly correlate with disease incidence but
may influence dietary habits and thus indirect risk
factors. The clinical presentation observed,
predominantly ~ weakness, abdominal  pain,
unintentional weight loss and diarrhoea aligns with
symptoms reported in larger cohorts. For example,
a review by Atkin et al. (1992) highlights that these
symptoms are often indicative of later stages of
tumour progression, which necessitates early

Bhattacharyya ef al.

screening and diagnosis for better prognostic
outcomes.

The variety in surgical interventions and tumour
sites within our study reflects the personalised
approach to colon cancer treatment, which is
dependent on the tumour’s location and stage at
diagnosis. The preference for exploratory
laparotomy in our cases aligns with practices in
emergent cases where full access to the abdomen is
required, as noted by Wolf A et al (2023)[8] in
their study on surgical approaches to colon cancer.
The predominance of moderately differentiated
adenocarcinoma (87.5%) observed in our study is
consistent with global observations where
moderately  differentiated tumors are most
common. The presence of a signet ring cell
carcinoma, which is rare and more aggressive,
suggests heterogeneity in tumor biology among
patients. This aligns with findings from O'Brien et
al.(2008) [9], who reported varying prognoses
associated with histopathological variants of colon
adenocarcinoma.

The grading of tumours in our cohort, with most
classified as Grade 2, indicates a moderate level of
differentiation which is typical and associated with
a better prognosis than poorly differentiated
tumors. This grading is important for therapeutic
decision-making and prognostic evaluation, as
discussed in the clinical guidelines by the
American Cancer Society. Staging is very specific
for resected gut specimens and is important for
further management and prognosis assessment.
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Conclusion

Our study on “Adenocarcinoma of Colon and
Rectum in Adults— An Institutional Case Series"
highlighted several key findings about the
demographic, clinical, and pathological
characteristics of colorectal adenocarcinoma in a
small, diverse cohort. The age distribution
confirmed that colon adenocarcinoma
predominantly affects middle-aged to older adults,
with a significant representation of cases in
individuals aged 41-60 years.

The diversity in dietary habits, with a majority on a
mixed diet, underscores the potential influence of
diet on colon cancer risk. Clinical presentations
were in line with established symptoms of
colorectal adenocarcinoma, including weakness,
abdominal pain, unintentional weight loss and
diarrhoea, affirming the importance of these
symptoms in suspecting and diagnosing colon
cancer. Surgical management varied widely,
reflecting the tailored approach to treatment based
on tumour specifics like location and stage. The
majority of  tumours  were  moderately
differentiated, which is consistent with the general
prognosis outlook of colon adenocarcinoma. The
grading and the staging detailed histopathological
evaluation emphasise the necessity of meticulous
pathological assessment to guide treatment
planning and prognostic evaluation.

Our study adds to the understanding of colorectal
adenocarcinoma's  clinical and  pathological
spectrum and highlights the importance of a
comprehensive approach to diagnosis and
management. The findings also underscore the
need for further research into the regional and
gender-related differences in the epidemiology of
colorectal adenocarcinoma to better tailor
prevention and treatment strategies.
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