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FLccSC and CEU Certificate

You Must Take and Pass a 5 Question CEU Quiz to get a CEU Certificate – 2 CEUs
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2021 Colon & Rectum Outline

• Introduction to Neoplasms of the Colon & Rectum

• 2021 Statistics for Colorectal Cancers

• Risk Factors – Signs & Symptoms

• Anatomy of the Colon & Rectum

• Screening Guidelines, Diagnostic Workup, and Lab Tests

• Biological Tumor Markers, Single and Multi-Gene Testing

• 2021 Colon/Rectum ICD-O-3.2 – Review Histology

• 2021 Colon/Rectum Solid Tumor Rules – Histology

• 2021 Colon/Rectum/NEC/NET Grade Coding Rules

• 2021 Colon/Rectum/NEC/NET Site-Specific Data Items

• 2021 Staging for Colon/Rectum – SS2018 Focus 

• 2021 NCCN Treatment Guidelines for Colon/Rectum

• 2021 NCCN Treatment Guidelines for Neuroendocrine - NET/NEC

• Text Documentation for Colorectal Cancers

• Miscellaneous Notes – Impact of Covid-19

• Presentation References

• Questions
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Introduction to Neoplasms of the Colon & Rectum
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Introduction to 
Neoplasms of 
the Colon & 

Rectum

https://www.cancerresearchuk.org/health professional/cancer statistics/
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Statistics
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Statistics

ACS – Cancer Facts & Figures 2021
8

7

8



12/10/2021

5

Statistics
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Risk Factors – Signs & Symptoms

Common Symptoms

• Bleeding from the rectum
• Dark or black stools 
• Decreased appetite
• Unintentional weight loss
• Blood in the stool or in the toilet after a bowel movement
• A change in bowel habits or the shape of the stool 
• Cramping, pain, or discomfort in the lower abdomen
• Urge to have a bowel movement when bowel is empty
• Constipation or diarrhea that lasts for more than a few days
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Anatomy of the Colon & Rectum
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Anatomy of the Colon & Rectum

Hepatic 

Flexure
Splenic 

Flexure

Appendix

Ileum
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Anatomy of the Colon & Rectum
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Anatomy of the Colon & Rectum

14http://hopkinscoloncancercenter.org
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Anatomy of 
the Colon & 

Rectum

http://www.mannisjournals.com.au/images
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Anatomy of the 
Colon & Rectum

http://www.mannisjournals.com.au/images
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Anatomy of the Colon & Rectum
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• Invasion into "pericolonic/pericolorectal tissue" can be either Localized or Regional, depending on the primary site. Some sites 
are entirely peritonealized; some sites are only partially peritonealized or have no peritoneum. Localized may not be used for 
sites that are entirely peritonealized (cecum, transverse colon, sigmoid colon, rectosigmoid colon, upper third of rectum).

• Localized

• Invasion through muscularis propria or muscularis, NOS

• Non-peritonealized pericolic/perirectal tissues invaded [Ascending Colon/Descending Colon/Hepatic Flexure/Splenic 
Flexure/Upper two thirds of rectum:  Posterior surface; lower third of rectum]

• Subserosal tissue/(sub)serosal fat invaded – T3 – this is the fat that is layered just under or inside the serosa

• Extension through wall, NOS 

• Intramucosal, NOS 

• Lamina propria 

• Mucosa, NOS 

• Muscularis mucosae 

• Muscularis, NOS 

• Muscularis propria 

• Submucosa (superficial invasion) 

• Polyp (head, stalk, NOS)

If the pathologist does not further describe the 
“pericolic/perirectal tissues” as either “non-peritonealized 

pericolic/perirectal tissues” vs “peritonealized 
pericolic/perirectal tissues” fat and the gross description does 

not describe the tumor relation to the serosa/peritoneal 
surface, and it cannot be determined whether the tumor 

arises in a peritonealized portion of the colon, code Localized.

Anatomy of the Colon & Rectum

18

• Invasion into "pericolonic/pericolorectal tissue" can be either Localized or Regional, depending on the primary site. Some sites 
are entirely peritonealized; some sites are only partially peritonealized or have no peritoneum. Localized may not be used for 
sites that are entirely peritonealized (cecum, transverse colon, sigmoid colon, rectosigmoid colon, upper third of rectum).

• Regional

• Mesentery

• Peritonealized pericolic/perirectal tissues invaded [Ascending Colon/Descending Colon/Hepatic Flexure/Splenic 
Flexure/Upper third of rectum: anterior and lateral surfaces; Cecum; Sigmoid Colon; Transverse Colon; Rectosigmoid; 
Rectum: middle third anterior surface)

• Pericolic/Perirectal fat – T4 – this is the fat that surrounds the outside of the colon wall – outside the serosa – so once it is 
thru the serosa – it is regional direct extension – unless it is in a peritonelized site – a site that has no serosa – then once it 
is thru the muscularis mucosa it directly invades the parietal peritoneum – not the visceral peritoneum surrounding the 
colon but the parietal peritoneum of the body cavity.

• Abdominal wall 
• Adherent to other organs or structures clinically with no microscopic examination 
• Adjacent (connective) tissue(s), NOS 
• Fat, NOS 
• Mesentery (including mesenteric fat, mesocolon) 
• Mesothelium 
• Pericolic fat 
• Perirectal fat 
• Peritonealized pericolic/perirectal tissues invaded
• Retroperitoneum (excluding fat) 
• Serosa 
• Small intestine 
• Tumor found in adhesion(s) if microscopic examination performed 
• Tunica serosa 

Tumors characterized by involvement of the serosal surface 
(visceral peritoneum) by direct extension or perforation in 

which the tumor cells are continuous with the serosal surface 
through inflammation are coded to regional.
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Anatomy of the Colon & Rectum

http://www.uptodate.com
19

Anatomy of the 
Colon & Rectum

http://www.uptodate.com
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Anatomy of the 
Colon & Rectum

• The serosa acts as barrier for tumors that begin on inside 
surface of the colon and invade down into the mucosa and 
through the wall of the colon (the serosa).

• Some colon surfaces have no serosa at the exterior surface 
(around the hollow organ)

• When there is no serosa you lose a natural barrier that helps 
contain the colon cancer

• Non Peritonealized Surfaces in Colon Rectum:

• Rectum no serosa in rectum below peritoneal reflection

• Descending Colon no serosa covering posterior surfaces

• Ascending Colon no serosa covering posterior surfaces

Clinical Anatomy for Medical Students, 5th Edition, Richard S. Snell. Little, Brown and Company, 1995.

No Serosa Here

21

Anatomy of the Colon & Rectum
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Anatomy of the Colon & Rectum

23Modified AJCC Image - The regional lymph nodes of the colon and rectum are colored by anatomic location.

Anatomy of the Colon & Rectum

24NCCN Guidelines – Colorectal Cancer Screening
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Screening Guidelines, Diagnostic Workup, and Lab Tests
The 2018 American Cancer Society CRC 
screening guideline recommends that adults 
ages 45 years and older undergo regular 
screening with a high-sensitivity stool-based 
test or visual examination (described below), 
depending on patient preference and test 
availability.

As part of the screening process, all positive 
results on non-colonoscopy screening tests 
should be followed up with a timely 
colonoscopy because delays in follow-up of 
abnormal results increase the risk of advanced 
CRC and CRC death.

The age to initiate CRC screening was lowered 
from 50 to 45 years because incidence rates 
are increasing in younger populations, and 
modeling studies demonstrated that the 
balance of benefit to harm was more favorable 
for beginning screening at age 45 than at 50.

Screening Tests – FIT, gFOBT, Multi-Target Stool DNA (Cologuard)

26

25

26



12/10/2021

14

Cologuard vs Sigmoidoscopy vs Screening Colonoscopy
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Screening Colonoscopy – Diagnostic Workup
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Diagnostic Workup – Polyp – MMR/MSI Testing
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• Polyp with Invasive Cancer (pedunculated – not Tis)

• Colonoscopy - Mark Polyp Site

• Pathology Review

• Favorable histologic features

• Clear margins

• MMR/MSI Testing *

• Observe 

• Polyp with Invasive Cancer (sessile polyp – not Tis)

• Colonoscopy - Mark Polyp Site

• Pathology Review

• Unfavorable histologic features

• Margins cannot be assessed

• MMR/MSI Testing *

• Colectomy with en bloc removal of regional lymph nodes

*

Biological Tumor Markers, Single and Multi-Gene Testing

• Markers of Colorectal Cancer 

• CEA – carcinoembryonic antigen

• CA 19.9 – carbohydrate antigen

• TPS – tissue polypeptide specific antigen

• TAG-72 – tumor-associated glycoprotein-72

• HGFs – Hematopoietic Growth Factors – EGFR, HER2, ERBB2

• Enzymes

• ctDNA – Circulating Tumor Cells DNA analysis – liquid biopsy

• KRAS Mutations – molecular testing for targeted therapy

• Other Mutations - BRAF, NRAS, PIK3CA, TS, P21, PTEN, NTRK

Biochemical Markers for Colorectal Cancer – Present and Future - Published online 2020 Jun 22.
doi: 10.2147/CMAR.S253369; PMCID: PMC7319530; PMID: 32606968
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2021 Colon/Rectum/NEC/NET Site-Specific Data Items

31

• Colon and Rectum

• CEA Pretreatment Lab Value

• CEA Pretreatment Interpretation

• Circumferential Resection Margin (CRM)

• KRAS
• Microsatellite Instability (MSI)

• Perineural Invasion

• Tumor Deposits

• BRAF Mutational Analysis

• NRAS Mutational Analysis

• Colon and Rectum NET/NEC Neoplams

• Ki-67*

2021 Updates
Colon & Rectum

All Manuals

32
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2021 Colon/Rectum ICD-O-3.2 Updates
Typical Histologic Types in Colon & Rectum

DO code adenocarcinoma in 
familial adenomatous 

polyposis coli (FAP) 8220 
when clinical history says the 
patient has familial polyposis 

AND
• The final diagnosis on the 

pathology report from 
resection is 

adenocarcinoma in FAP OR
• There are greater than 100 

polyps identified in the 
resected specimen

33

• Code invasive mucinous adenocarcinoma 8480 
when the diagnosis is any of the following:

• Exactly “mucinous adenocarcinoma” (no 
modifiers)

• Mucinous carcinoma documented as 
greater than 50%

• Adenocarcinoma and mucinous carcinoma, 
where mucinous carcinoma is documented 
to be greater than 50% of the tumor

• Code invasive signet ring cell adenocarcinoma 
8490 when the diagnosis is any of the following:

• Exactly signet ring cell carcinoma (no 
modifiers)

• Signet ring cell carcinoma documented as 
greater than 50%

• Adenocarcinoma and signet ring cell 
carcinoma, where signet ring cell is 
documented to be greater than 50% of the 
tumor

2021 Colon/Rectum ICD-O-3.2 Updates
Typical Histologic Types in Colon & Rectum

➢ Code adenocarcinoma NOS 8140 when the final diagnosis is:
• Adenocarcinoma and mucinous carcinoma

• Percentage of mucinous unknown/not documented
• Mucinous documented as less than or equal to 50% of tumor

• Adenocarcinoma and signet ring cell carcinoma
• Percentage of signet ring unknown/not documented
• Signet ring cell documented as less than or equal to 50% of tumor

• Exactly adenocarcinoma
• Intestinal type adenocarcinoma OR adenocarcinoma intestinal type

34
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2021 Colon/Rectum ICD-O-3.2 Updates
Typical Histologic Types in Colon & Rectum

• Endocrine System Link to Nervous System: The endocrine system works alongside of the nervous 
system to form the control systems of the body. The nervous system provides a very fast and 
narrowly targeted system to turn on specific glands and muscles throughout the body. The endocrine 
system, on the other hand, is much slower acting, but has very widespread, long lasting, and 
powerful effects. Hormones are distributed by glands through the bloodstream to the entire body, 
affecting any cell with a receptor for a particular hormone. Most hormones affect cells in several 
organs or throughout the entire body, leading to many diverse and powerful responses.

• (Neuro) Endocrine System includes the Endocrine System PLUS the Diffuse Neuroendocrine System

• The Diffuse Neuroendocrine System or Diffuse NES is made up of scattered neuroendocrine cells 
distributed throughout the body each location serving different function no organ/gland

• Diffuse NES Examples:

• Digestive NES cells regulate release of digestive enzymes

• Digestive NES cells regulate intestinal movements

• Respiratory NES cells regulate respiratory function

• Adrenal Medulla and Paraganglia (organ) regulate blood pressure and heart rate produce both epinephrine 
and neuro epinephrine

• Neuroendocrine cells are also found in non neuroendocrine glands

• Neuroendocrine cells are also diffusely scattered in skin, thymus, prostate, and other glands and tissues
35

2021 Colon/Rectum ICD-O-3.2 Updates
Typical Histologic Types in Colon & Rectum

• NEC/NET in the GI Tract develop in the neuroendocrine cells of the connective tissues in and around the GI 
Tract and may grow inward or outward. 

• NEC/NET in the GI Tract stimulate hormone producing endocrine cells resulting in the overproduction of 
vasoactive peptide hormones [serotonin (5 HT), histamines and tachykinins ) causing a constellation of 
symptoms --“carcinoid syndrome” - flushing, fatty diarrhea, bronchospasms, and “dumping” syndrome.

• NEC/NET of GI Tract historical terminology is ‘carcinoid tumor’.  Some years were not even reportable.

• Carcinoid Tumor of Appendix was not reportable for many years as is usually low grade NEC/NET.

• Now ALL GI Tract NEC/NET are recognized as malignant – And, any grade NEC/NET in GI Tract is reportable

• Mitotic Index, Ki 67 Index, Hormone Functionality are NEC/NET Behavioral Indicators

36
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2021 Colon/Rectum ICD-O-3.2 Updates
Typical Histologic Types in Colon & Rectum

• Pseudomyxoma Peritonei is an accumulation of mucin-secreting tumor cells in the peritoneum – histology 8480
• Cells can be in the Abdominal Cavity, the Pelvic Cavity – or BOTH - BOTH are peritoneal cavity anatomic sites

• Pseudomyxoma Peritonei is most often associated with mucinous tumors of the appendix – sometimes ovarian

• 2018 Pseudomyxoma Peritonei - reportable tumor now based on 2-tiered system which is based on tumor grade
• This is not a perfect 2-tiered system – there are exceptions to the 2-tiers when looking only at tumor grade
• Patients can have low grade malignant pseudomyxoma peritonei with or without metastasis
• So, the reportable criteria can be confusing on a case-by-case basis

• If noted to be LAMN (low grade appendiceal mucinous neoplasm) – not reportable - UNLESS THEY GET TREATMENT

• Patient is treated with pseudomyxoma peritonei protocol (debulk surgery with chemo or HIPEC) = malignant & reportable

• High Grade Pseudomyxoma Peritonei is always malignant with behavior = /3 – reportable 

• Low Grade Pseudomyxoma Peritonei is generally not malignant with behavior = /1 – not reportable – LAMN 

• When there is ‘invasive’ pseudomyxoma peritonei – it is reportable regardless of grade – reportable 

• When there is ‘malignant’ pseudomyxoma peritonei – it is reportable regardless of grade – reportable 

• When there is ‘metastatic’ pseudomyxoma peritonei – it is reportable – reportable
• UNLESS the ‘implants’ are stated to be low grade implants or benign implants – not reportable – LAMN 

• Primary Site for Reportable Pseudomyxoma Peritonei will either be C18.1 or C80.9 with histology 8480/3 37

2021 Colon/Rectum/NEC/NET 
Grade Coding Rules

37
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2021 Staging Updates for Colon/Rectum – Summary Stage
https://www.memorangapp.com/flashcards/29623/Histology+week1/
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2021 Staging Updates for Colon/Rectum – Summary Stage
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Anatomy of the Colon & Rectum

41

• Invasion into "pericolonic/pericolorectal tissue" can be either Localized or Regional, depending on the primary site. Some sites 
are entirely peritonealized; some sites are only partially peritonealized or have no peritoneum. Localized may not be used for 
sites that are entirely peritonealized (cecum, transverse colon, sigmoid colon, rectosigmoid colon, upper third of rectum).

• Localized

• Invasion through muscularis propria or muscularis, NOS

• Non-peritonealized pericolic/perirectal tissues invaded [Ascending Colon/Descending Colon/Hepatic Flexure/Splenic 
Flexure/Upper two thirds of rectum:  Posterior surface; lower third of rectum]

• Subserosal tissue/(sub)serosal fat invaded – T3 – this is the fat that is layered just under or inside the serosa

• Extension through wall, NOS 

• Intramucosal, NOS 

• Lamina propria 

• Mucosa, NOS 

• Muscularis mucosae 

• Muscularis, NOS 

• Muscularis propria 

• Submucosa (superficial invasion) 

• Polyp (head, stalk, NOS)

If the pathologist does not further describe the 
“pericolic/perirectal tissues” as either “non-peritonealized 

pericolic/perirectal tissues” vs “peritonealized 
pericolic/perirectal tissues” fat and the gross description does 

not describe the tumor relation to the serosa/peritoneal 
surface, and it cannot be determined whether the tumor 

arises in a peritonealized portion of the colon, code Localized.

Anatomy of the Colon & Rectum

42

• Invasion into "pericolonic/pericolorectal tissue" can be either Localized or Regional, depending on the primary site. Some sites 
are entirely peritonealized; some sites are only partially peritonealized or have no peritoneum. Localized may not be used for 
sites that are entirely peritonealized (cecum, transverse colon, sigmoid colon, rectosigmoid colon, upper third of rectum).

• Regional

• Mesentery

• Peritonealized pericolic/perirectal tissues invaded [Ascending Colon/Descending Colon/Hepatic Flexure/Splenic 
Flexure/Upper third of rectum: anterior and lateral surfaces; Cecum; Sigmoid Colon; Transverse Colon; Rectosigmoid; 
Rectum: middle third anterior surface)

• Pericolic/Perirectal fat – T4 – this is the fat that surrounds the outside of the colon wall – outside the serosa – so once it is 
thru the serosa – it is regional direct extension – unless it is in a peritonelized site – a site that has no serosa – then once it 
is thru the muscularis mucosa it directly invades the parietal peritoneum – not the visceral peritoneum surrounding the 
colon but the parietal peritoneum of the body cavity.

• Abdominal wall 
• Adherent to other organs or structures clinically with no microscopic examination 
• Adjacent (connective) tissue(s), NOS 
• Fat, NOS 
• Mesentery (including mesenteric fat, mesocolon) 
• Mesothelium 
• Pericolic fat 
• Perirectal fat 
• Peritonealized pericolic/perirectal tissues invaded
• Retroperitoneum (excluding fat) 
• Serosa 
• Small intestine 
• Tumor found in adhesion(s) if microscopic examination performed 
• Tunica serosa 

Tumors characterized by involvement of the serosal surface 
(visceral peritoneum) by direct extension or perforation in 

which the tumor cells are continuous with the serosal surface 
through inflammation are coded to regional.
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Anatomy of the Colon & Rectum

43

2021 Staging Updates for Colon/Rectum – Summary Stage

44Modified AJCC Image - The regional lymph nodes of the colon and rectum are colored by anatomic location.
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2021 Staging Updates for Colon/Rectum – Summary Stage
Tumor Deposits – N1c

45

Definition
Separate tumor nodules or tumor deposits 
of malignant cells in perirectal or pericolic 
fat with no evidence of lymph node tissue

Found in primary lymphatic 
drainage area
Other names

Peri-tumoral deposits, satellite nodules, 
discontinuous extramural extension, or 
malignant tumor foci 

N1c = Specific TNM “N” Code for tumor 
nodule or deposit(s) in the subserosa, 
mesentery, or non-peritonealized
pericolic or perirectal tissues without 
regional nodal metastasis.

2021 Staging Updates for Colon/Rectum – AJCC TNM, 8th ed
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NCCN

Treatment

Guidelines

47

https://www.nccn.org/guidelines/category_1

2021 NCCN Treatment Guidelines for Colon

Surgery is the primary treatment for the vast majority of colon cancers.

48https://www.bcm.edu/healthcare/carecenters/general surgery/procedures/colon resection
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2021 NCCN Treatment Guidelines for Colon

Surgery is the primary treatment for the vast majority of colon cancers.

49NCCN Guidelines – Colorectal Cancer Screening

2021 NCCN Treatment Guidelines for Colon

• Surgery is the recommended initial and primary treatment for the majority of colorectal cancers.

• Neoadjuvant therapy with FOLFOX or CAPEOX is recommended when a patient presents with bulky 
nodal disease or locally advanced T4 primary tumors

• Neoadjuvant therapy with infusion 5FU PLUS Radiation or Capecitabine PLUS Radiation is 
recommended when a patient presents with locally unresectable or medically inoperable disease

50
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2021 NCCN Treatment Guidelines for Colon

51

2021 NCCN Post-Surgical Treatment Guidelines

52
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So, when does all the genetic testing occur?

53

• To evaluate options for adjuvant therapy – high-risk & Stage III disease

• To evaluate options for M1 disease – resectable liver/lung mets

• To evaluate options for M1 disease – unresectable liver/lung mets

2021 NCCN Gastro-Intestinal NEC/NET Guidelines

54
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2021 NCCN Gastro-Intestinal NEC/NET Guidelines
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2021 NCCN Gastro-Intestinal NEC/NET Guidelines
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2021 NCCN Gastro-Intestinal NEC/NET Guidelines

57

2021 NCCN Neoadjuvant Treatment Guidelines - Rectum
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2021 NCCN Neoadjuvant Treatment Guidelines - Rectum

59

2021 NCCN Neoadjuvant Treatment Guidelines - Rectum
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2021 NCCN Surgical Treatment Guidelines - Rectum

61Neoadjuvant

2021 NCCN Post-Surgical Treatment Guidelines - Rectum
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2021 NCCN Post-Surgical Treatment Guidelines - Rectum
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2021 NCCN Advanced/Metastatic Treatment Guidelines - Rectum
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TEXT DOCUMENTATION
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Miscellaneous Notes
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