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INTRODUCTION 

Colorectal carcinoma is the commonest 

malignancy among the gastrointestinal cancers 

and is the second commonest in order of 

frequency of all malignant neoplasm1. Colorectal 

cancer ranks second after breast cancer in women 

and third after lung and prostate cancer in men  
 

 
 

and is one of the leading causes of cancer-related 

death in the United States2. It is reported rather 

infrequently in this part of the world. According to 

Pakistan Medical Research Council’s report of 

multicenter study on malignant tumors, 

malignancies of large intestine and rectum were 

the sixth commonest malignancies in 1973-

74whereas it moved to ninth position in 1977-803.  

Patients with carcinoma of large intestine may 

have three different modes of presentations. 

Patients may present with insidious onset of 

chronic symptoms, acute intestinal obstruction or 

peritonitis due to perforation of large gut. 

Depending on the location of tumor in the bowel, 
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Abstract 

Introduction: Colorectal carcinoma is the third 

commonest malignancy all over the world. In 

countries like Pakistan, mostly patients present 

first time in emergency department with fecal 

peritonitis or acute intestinal obstruction. These 

patients got worst prognosis and stormy post-

operative time with high percentage of 

complications. Otherwise prognosis is excellent 

if diagnosed at stage I or II and treated properly. 

Objectives: To compare the common post-

operative complications in large bowel 

malignancy in elective and emergency 

presentation. Material & Methods: It is a cross 

sectional retrospective study. Patients with 

histological proof of carcinoma were included 

in the study. Data over the period of two year 

was collected and analyzed. Results: This study 

included one hundred patients. Mean age was 

49.56 years and 56 % of the patients were 

males. 40 % of the patients present between the 

ages of 40 to 60 years.  

  

Mean time of start of symptoms and the time of 

presentation in the hospital was 6.5 months 

ranges from 1 to 24 months. 76 %of the patients 

had history of altered bowel habits and 60% had 

anorexia and weight loss. 44 out 100 patients 

presented in the emergency. Rate of post-

operative complications was much higher in 

those patients who admitted through emergency 

including leak from anastomotic site and wound 

dehiscence. Conclusions: All the patients of 50 

years or more should be seen by surgeon for 

exclusion of large bowel carcinoma if they had 

symptoms of altered bowel habits associated 

with weight loss and anorexia. If the colonic 

carcinoma is diagnosed at an early stage, 

chances of life threatening post-operative 

complications are far less as compare to those 

who presented with advance stage. Key 

Words: Adenocarcinoma, colorectal 

carcinoma, bleeding per rectum. 

  

 

Original Article 

Objective   

The study was carried out to 

assess the frequency of pain and 

withdrawal movements after 

injection of rocuronium and 

effects of pre-treatment with 

lignocaine.  

Design  

It was a double blind study.  

Place and Duration of Study  

This study was of six months 

duration and was carried out 

from March 2004 to September 

2004 at Combined Military 

Hospital Kharian.  

Patients and Methods  

One hundred and twenty 

unpremedicated patients with 

ASA grade I and II, aged 

between 18-60 years and of both 

sexes were enrolled in the study. 

Patients were randomly divided 

into two groups of 60 patients 

each. After induction of 

anaesthesia with thiopentone,  

patients in group A, received 3 

ml of lignocaine plain while 

those inArticle 
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one or other of the following symptoms may 

predominate, e.g. bleeding per rectum, change in 

bowel habit, mucin discharge, pain, anorexia, 

weight loss, obstructive symptoms or palpable 

mass4. 

Obstruction of colon by carcinoma implies a more 

advanced tumor and has usually been identified as 

a poor prognostic variable. The mortality rate can 

be twice as that of the non-obstructed group and 

the ability to perform a potentially curative 

resection is also low. Perforation is the most fatal 

complication; the perforated tumor is associated 

with higher morbidity and mortality. The 

incidence of perforation associated with 

carcinoma of colon is 6-12%5. 

Overall, colorectal cancer affects men and women 

approximately equally. In recent years, also there 

is an increase in colorectal carcinoma in younger 

people6. Also, there is a huge amount of literature 

proved strong association of dietary habits with 

colorectal carcinoma. It is less common in 

vegetarians7. One interesting meta-analysis 

provides good evidence for an association 

between alcohol drinking of more than one drink 

per day and colorectal cancer risk8. Surgical 

intervention remains the mainstay of therapy for 

carcinoma of colon. Resections of the involved 

segments of colon should be performed whenever 

possible. The surgeon should characterize clearly 

whether the section has been considered curative, 

(in which case all of the obvious disease has been 

resected along with involved lymph nodes and any 

contagious structures), or palliative, (in which 

case the residual local, regional, or distant disease 

is present at the end of the operative procedure). 

The importance of this distinction cannot be 

overestimated because of the need for 

postoperative adjuvant therapies. Palliative 

resection is of high value in preventing 

obstruction, blood loss, and to improve the quality 

of life. We try to discuss the different clinical 

patterns of presentation of colorectal carcinoma in 

 

 

our study. Differences are also highlighted in the 

management plan of emergency and elective cases 

of colorectal carcinoma. 

 

MATERIAL AND METHOD 

It is a cross sectional retrospective study. Patients 

with histological proof of carcinoma were 

included in the study. Data over the period of two 

year was collected and analyzed. 

This multicenter study was conducted in the 

Department of Surgery, Shalimar Hospital Lahore, 

Social Security Hospital Lahore and the 

Department of Surgery, King Edward Medical 

University Lahore from 1st January 2007 to 31st 

December 2008.  Written permission was obtained 

from the ethical committee of hospital. Informed 

consent was taken from all the patients or their 

attendants. All patients admitted in the surgical 

wards of Social Security Hospital, Shalimar 

Hospital and Mayo Hospital with colonic 

carcinoma were included in the study. Basic 

demographic details including age, gender, area of 

residence, marital status and duration of 

symptoms were taken. Data was analyzed on 

SPSS 17. 

 

RESULTS 

Total 100 patients who were operated at Shalimar 

Hospital, Social security Hospital and Mayo 

Hospital Lahore were included in the study. Out 

of these, 56 (56%) were males while 44 (44%) 

were females with a male to female ratio of 1.27:1. 

Age at the time of presentation was ranging from 

11 to 90 with a mean age of 49.56.   

 

Table-1 

Showing Age Groups 

 

Less than 40 years 28 (28%) 

41 to 60 years 40 (40%) 

More than 60 years 32 (32%) 
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Mean time of start of symptoms and the time of 

presentation in the hospital was 6.5 months ranges 

from 1 to 24 months. It was noted that rectal ca 

presented earlier with a mean duration of 5 

months, range 1 to 18 months as compare to 

colonic carcinoma where mean time of 

presentation was 8 months, ranges from 3 to 24 

months. Among colonic group right sided masses 

presented late as compare to left colonic tumors. 

Mean time was 9.5 month as compare to left side 

where mean time was 6.5 months. 

Now we will discuss the mode of presentation in 

our patients. 44 out 100 patients presented in the 

emergency while 56 attended the OPD for 

different symptoms. Out of 44 patients who 

presented in emergency, 30 (68.18%) had partial 

or complete obstruction. 4 (9.09%) had 

perforation and peritonitis. 56 patients who 

presented in OPD, only 6 had complaint of 

obstructive symptoms. 
 

Table-2 

Presenting Complaints in Total 100 Patients 

No. Symptoms % 

1 Altered bowel habits 76 (76%) 

2 Anorexia and weight  loss 60 (60%) 

3 Pain abdomen 56 (56%) 

4 Bleeding P/R 40 (40%) 

5 Abdominal distension 32 (32%) 

6 Mass abdomen 24 (24%) 

7 Vomiting, tenesmus, etc. 16 (16%) 

 

Incidence of all the postoperative complications 

was much higher as compare to those who 

presented in outpatient department. Chance of 

chest infection is three times more in those who 

operated in emergency. The most lethal 

complications are intra-abdominal leak and 

collection with or without wound dehiscence are 

also higher in the emergency group. Anastomotic 

leak occurs in 6 patients and 4 of them operated in 

emergency.  Similarly wound dehiscence was 

noticed in 13.66% patients and all operated in 

emergency. 

 

Table-3  

Post op Complications 
Complications Total Emergency Elective 

Chest infections 32 54%(24) 14%(8) 

Wound infection 24 44%(20) 7.14%(4) 

Intra-abdominal 

collection 

12 18%(8) 7.14%(4) 

Wound dehiscence 6 13.66%(6) 0% (0) 

Leak  4 9%(4) 3.57%(2) 

 

DISCUSSION 

The relationship of age of patient and the 

diagnosis of colorectal carcinoma has been a point 

of discussion in many studies. In our study, male 

to female ratio was 1.27:1 which is comparable 

with Mahmood et al, Wasim Jafri et al, Kenda 

JFN et al, and Muhammad Sarfraz et al5,. As 

compare to these studies, recently Gwen Murphy 

proved that male rates were higher than female 

rates at all sub sites for all racial and ethnic 

groups9. 

It was also noted that patients below the age of 40 

have worst prognosis than patients above that age. 

Also patients above the age of 70 present at an 

earlier stage10. Horn JW et al estimated that less 

than 5% of colorectal carcinoma occurs in patients 

who are less than 40 years of age but in our study 

28% are younger to that age. The mean age of 

presentation in our study was 49.56 years. There 

are other studies from Pakistan5 which shows the 

same age distribution. The result of age 

distribution is comparable with other studies 

carried out in Pakistan9,11. In contrast to this, 

Nawa T et al mentioned that colorectal carcinoma 

is much more common in older individuals. More 

than 91% of patients are diagnosed with colorectal 

cancer over the age of 5012. 

Mean time of start of symptoms and the time of 

presentation in the hospital was 6.5 months ranges 

from 1 to 24 months. Kingsley found that 

symptom duration shortened with advanced tumor 

stage (P <0.0006) and was also shorter for patients 
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presenting with bowel obstruction. Altered bowel 

habit is the commonest presenting symptoms of 

colorectal carcinoma. In our study the most 

common presenting symptoms were altered bowel 

habit which is comparable with Cormanet. et. al.13 

and Wasim Jafri et al9.  In contrast to this, another 

study claim that only 51% present with altered 

bowel habit and according to them, it is not the 

commonest symptoms14.(second commonest) 

As in our study no patient is presented in Duke A 

stage therefore bleeding per rectum, as presenting 

symptoms was present in less 20(40%) patients. 

Anorexia and weight loss of more than 5 kg are 

associated with advance cancer15.  The American 

Cancer Society lists the bleeding in the rectum 

and change in bowel habits as the two commonest 

symptoms of this disease.  As most of the patients 

in the present study were in advance stage, next 

common symptoms of presentation were anorexia, 

weight loss (60%) and pain abdomen (56%) which 

is comparable with the reported presenting 

symptoms 10.  

In our study 28(56%) patients presented in 

outpatient department whereas 22(44%) presented 

in emergency. This is higher incidence as 

compared with Colin S Mc Ardle, Gordar D 

Murray and David Hole which reported 65% and 

35% respectively16.  

The higher incidence of presentation of patients in 

emergency explains higher incidence of 

obstruction i.e. 30% in our study. As right sided 

carcinoma do not often have obstructed symptoms 

they are likely to be discovered at a later stage, 

whereas distal carcinoma presents earlier as it 

causes symptoms to appear at an early 

stage17.This is evident in our study where the 

mean time of presentation of right sided tumor 

was 9.5 months and that of left sided tumor 6.5 

months. Rectal carcinoma presented even earlier 

i.e. 5 months. The mean time duration of 

presentation in our study is comparable with other 

studies carried out in Pakistan9,10. Thirty (30%) of 

the total patients had complete or partial intestinal 

obstruction which is on the higher side. Literature 

shows the incidence of obstruction is 7 to 29 %. 

Since the presentation in emergency was higher in 

this study as compared to other studies it explains 

the higher incidence of colonic obstruction5 

The incidence of perforation associated with 

carcinoma of colon is, in the range of 6-12%6. In a 

review of 2004 patients with colorectal carcinoma, 

Welch and Donaldson17, found 118 cases (5.9%) 

with perforation which is comparable  with our 

study in which 4% of all patients and 9% of 

emergency patients presented with perforation. 

It is a well-documented fact that postoperative 

complications were high in patients who were 

treated in emergency with higher morbidity and 

mortality, longer hospital stay, advanced 

pathologic stage, poor long-term survival, and 

higher health care costs18.  

Chest infection was the commonest complication 

(32%) more so in emergency patients i.e. 54% 

versus 14% elective cases. This is in accordance 

with Mahmood et al and others5. An increased 

incidence of wound infection (54%) and 

abdominal collection (7.14%) in emergency group 

(as compared to elective group 18% and 2%), 

emphasize the importance of preoperative bowel 

preparation. Anatomic leak was seen in 3 (6%) 

cases which is comparable with literature18. 

The overall morbidity in our study was 32% 

which is higher than reported by Mahmood et al 

28%5 but is comparable with Vignati PV et al19 

who reported morbidity to be 35-40%. Thirty days 

mortality of our study was 8% higher (13.66%) in 

emergency group as compared to 3.57% in the 

elective group. 

The overall mortality rate is high as compared to 

overall mortality rate of 5% reported by K.K. 

SINGH17 but their reported 13% mortality rate of 

emergency patients is comparable with our study. 

Recently, fifty-three prospective cohort studies 

and 45 randomized controlled studies with 36,315 

patients were published with very impressive 

results. The anastomotic leak rate, reported in 84 

studies, was 11%. The pelvic sepsis rate, in 29 

studies, was 12%; the postoperative death rate, in 
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75 studies, was 2%; and the wound infection rate, 

in 50 studies, was 7% 20. 
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