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Although adenocarcinoma of the 
colorectum is a commonly encountered vis-
ceral malignancy in adults, it is extremely 
rare in children. Only about 400 cases in-
volving subjects less than 20 years were re-
ported in the literature till 1988(1). The 
quoted incidence in the first two decades of 
life is close to 1 case per million children(2). 
The vast majority of the cases in the pediat-
ric age group have been over 10 years of 
age and for all practical purposes, carcino-
ma of colon in childhood is a disease of ad-
olescents(3). We report a case of the entity 
in a female pre-adolescent and highlight 
the striking differences between adults and 
children harboring this disease. 
Case Report 

An 111/2 year old girl presented with 10 
days history of fever, abdominal disten-
sion, constipation and vomiting. On exami-
nation, she was cachectic, severely dehy-
drated, anemic and had gross abdominal 
distension. No mass could be felt and bow-
el sounds were exaggerated. The rectum 
was empty. X-ray abdomen revealed multi- 
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pie air-fluid level and massively distended 
colon just beyond the splenic flexure 
(Fig. 1). A possibility of sigmoid volvulus 
was kept in mind and after adequate fluid 
and electrolyte resuscitation, she was taken 
up for laparotomy. Operative findings in-
cluded grossly distended small bowel and 
large bowel upto the middle of descending 
colon. Beyond this, there was a circumfer-
ential colonic growth measuring 15 cm in 
length occluding the entire bowel lumen. 
There were few enlarged lymph nodes lo-
cally; liver and other viscera including ova-
ries were normal. Left hemicolectomy and 
divided colostomy were done. On retro-
spective questioning, the child did not have 
any history suggestive of colonic malignan-
cy prior to this acute episode. 

Histopathologic study revealed it to be 
mucinous (signet ring) adenocardcinoma of 
colon (Fig. I). The tumor had infiltrated the 
entire thickness of the wall. The proximal 
surgical margin and mesenteric lymph 
nodes showed infiltration by the tumor. 

Laboratory studies performed subse-
quently revealed total protein-3.1 g/dl, al-
bumin-2.9 g/dl, alkaline phosphatase-81 
U/L, asparatate transminase-65 U/L, alka-
line transaminase-17 U/L and carcinoe-
mbryonic antigen-6.7 ng/m (normal 2.5 
ng/ml). Chest X-ray and abdominal 
sonography ruled out any lung or liver 
metastasis. 

A second surgery was undertaken after 
a week and total colectomy with ileorectal 
anastomosis was performed. On histopa-
thological examination, foci of malignant 
cells were noted in the ascending colon; 
surgical margins this time were free of tu-
mor. The child had unremarkable recovery 
and was discharged after 3 weeks of ad-
mission. We plan to administer 6 cycles of 
chemotherapy comprising of 5FU and 
folinic acid. 
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Fig. 1. Abdominal X-ray suggestive of left sided co-
Ionic obstruction. 

Discussion 

Carcinoma of the colorectum has been 
reported in patients of all age groups; the 
youngest known living patient was nine 
months old at the time of diagnosis(3). Al-
though       ulcerative       colitis,       familial 

 
Fig. 2. Photomicrograph showing groups of iieoplas-

lic cells and abundant pools of mucin 
(H&Ex40). 

polyposis, Gardner's syndrome, Crohn's 
disease, Peutz Jegher's syndrome and 
Turcot's syndrome have been known to be 
predisposing causes in colonic cancer(4), 
carcinoma of the colon arising de novo is the 
most common cancer in the lower gastro-
intestinal tract(5,6). 

The differences in duration of symp-
toms, primary site, pathologic findings, 
stage and prognosis between adults and 
children are striking (Table I). The clinical 

TABLE I-Adenocarcinoma Colorectum: Differences Between Adults and Children 

Parameter Adults Children 
 

1. Incidences (2) 
2. Presentation (7) 
3. M:F ratio(8) 
4. Stage at presentation (9) 
5. Primary site (8,10) 

 

6. Histopathology (10) 
7. Surgical resectability (10) 
8. Ovarian metastasis (11) 
9. Prognosis 

10. CEA levels (6) 

Common 
Intestinal obstruction in 16-35% 
1:1 
50-60% in Duke Stage C & D 
70-75% in rectosigmoid region 

5% signet ring variant 
90-95% 
4% 
Better 
Important tumor marker 

Rare 
Intestinal obstruction in 70% 
2:1 
60-80% in Duke Stage C & D 
30-35% in rectosigmoid region 
40-60% in Rt. colon 
40-50% signet ring variant 
40% 
22% 
Poor (5 year survival < 20%) 
Not reliable. 
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features in childhood colorectal carcinoma 
are nonspecific and therefore tend be ig-
nored or misinterpreted early. They in-
clude vague abdominal discomfort, mild 
changes in bowel habits and anemia. These 
vague symptoms and decreased awareness 
among clinicians contribute to a delay in 
diagnosis(12). This coupled with increased 
frequency of the mucinous (signet ring) his-
tologic variant known for poorer prognosis 
and the preponderance of right sided le-
sions contribute to the advanced stage of 
disease at diagnosis(12). Another reason 
for concern is that surgery is the only mo-
dality known to be effective in producing 
cures. Adjuvant chemotherapy has not 
been reported to result in cure in metastatic 
disease. Similarly, radiation has little to of-
fer except when the tumor involves the 
rectosigmoid and anal area(9). Another dis-
tressing fact is the absence of any reliable 
tumor marker for colorectal carcinoma in 
the pediatric age group. Carcino-embryon-
ic antigen (CEA) level does not correlate 
with the presence of either residual disease 
or progression of disease in as many as 
40% of the patients(10). 

We conclude that cancer of the colon 
should not be excluded as a clinical diagno-
sis only on the basis of age. Early identifica-
tion using colonoscopy and other diagnos-
tic modalities is important as this may re-
sult in more successful surgical therapy. 
Surgery should be radical, as non surgical 
modalities are not very useful. 
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