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Learning objectives
You will learn:

• The risk factors for and symptoms of colorectal, and head and neck cancers

• The course of disease of these cancers and factors affecting their prognosis

• Monitoring that is required after surgery or when the patient has been cured.

Introduction

Dr Waldemar Szpak shares his extensive clinical oncology experience in a review 
of colorectal cancers and those of the head and neck; he considers the signs and 
symptoms of each, progression of disease and factors that affect prognosis as well as 
monitoring of the patient after treatment. 
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Presenter:
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More than half 
of patients who 
undergo curative 
resection may 
experience 
tumour 
recurrence 
either locally or 
as metastatic 
disease

Colorectal cancer 
In South Africa, colorectal cancer is the 
fourth most common cancer among both 
men and women and ranks sixth for cancer-
related mortality. At the time of diagnosis, 
20-25% of patients will have metastatic 

disease, with the liver being the most common 
site (85%), and more than half  of patients 
who undergo curative resection may experi-
ence tumour recurrence either locally or as 
metastatic disease.1 

What are the risk factors for colorectal cancer?
The majority of colorectal cancers are 
sporadic (70%) and most likely linked to 
environmental factors, with the average age 
at diagnosis being above 50 years. Aetiology 
may also be due to an inherited syndrome 
(10%) that carries a higher risk at a younger 
age (<50 years), or familial clustering (20%) 
in the absence of an identifiable inherited 
syndrome. Approximately 5% of all colorec-
tal cancers are attributed to two inherited 
syndromes, familial adenomatous polyposis 
(FAP) and Lynch syndrome (Table 1).

Risk factors for the development of colo-
rectal cancer include a personal or family 

history; adenomatous polyps and polyps with 
villous or tubulovillous dysplasia; and inflam-
matory bowel disease, mainly ulcerative coli-
tis. Childhood cancer survivors who received 
abdominal radiation are also at increased risk 
of colon cancers, as are those with diabetes 
or insulin resistance and uncontrolled acro-
megaly. Long-term immunosuppressed renal 
transplant patients are similarly at risk. A 
modest, weak increased risk of colorectal 
cancers is seen with obesity, consumption 
of red/processed meat, tobacco and alco-
hol use, androgen deprivation therapy and 
cholecystectomy.

Table 1. Amsterdam II criteria for Lynch syndrome2

• There should be at least three relatives with any Lynch syndrome-associated cancer (colorectal, 
endometrium, small bowel, ureter or renal pelvis) 

• One should be a first-degree relative of the other two
• At least two successive generations should be affected
• At least one individual should be diagnosed before the age of 50 years
• FAP should be excluded in the colorectal cancer case(s), if any
• Tumours should be verified by pathological examination.

Colon cancer protective factors
There is evidence of variable strength sup-
porting certain factors that may be protective 
for colon cancer, including physical activity; a 
diet rich in fruit and vegetables, fibre, resist-
ant starch foods (Table 2) and fish; garlic; 
coffee; and vitamin supplementation with 
folate, folic acid, pyridoxine B6, vitamin D 
and magnesium. Drugs that may be protec-
tive include aspirin and other non-steroidal 
anti-inflammatory drugs, hormone replace-
ment therapy in menopausal women, statins, 
bisphosphonates and angiotensin-converting 
enzyme inhibitors.

Table 2. Resistant starch foods

• Beans
• Legumes
• White potato
• Sweet potato
• Whole grains
• Rice
• Green bananas
• Cassava
• Seeds
• Green peas.
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Differences in 
clinical factors, 
molecular 
markers and 
gene expression 
profile of right- 
versus left-
sided colorectal 
cancers affect 
pathology, 
progression and 
prognosis

Symptoms of colorectal cancer

Of patients with colorectal cancer, 37% 
have rectal bleeding, 34% experience 
abdominal pain and 23% have anaemia. 
Adenocarcinoma may have a variety of 
appearances on endoscopy, presenting as a 

typical exophytic mass, a friable polypoid 
mass or a circumferential mass. The five-year 
survival rates for colorectal cancers relative 
to SEER stage (Table 3) are summarised in 
Table 4.

Table 3. SEER stages – colorectal cancer

Stage 0: This is the earliest stage, also known as carcinoma in situ, when the cancer is present only in the inner 
layer of the colon or rectum.

Stage 1: The cancer has grown through the inner layer of the colon or rectum but has not 
spread beyond the wall of the rectum or colon.

Stage 2: The cancer has grown through or into the wall of the colon or rectum but has 
not yet reached nearby lymph nodes.

Stage 3: The cancer has reached nearby lymph nodes but not other parts of the body.

Stage 4: The cancer is present in other parts of the body, such as the liver or lungs.

Table 4. Five-year relative survival rates for colorectal cancers

SEER stage Colon cancer Rectal cancer

Localised (stage 1 and 2) 91% 89%

Regional (stage 3) 72% 72%

Distant (stage 4) 14% 16%

All SEER stages combined 63% 67%

Course of disease and prognosis

Differences in clinical factors, molecular 
markers and gene expression profile of right- 
versus left-sided colorectal cancers affect 
pathology, progression and prognosis (Figure 
1). Selective internal radiotherapy is used for 
eradication of liver metastases that cannot be 
resected due to their localisation; percutane-
ous/direct radiofrequency ablation is also an 
effective treatment, although not as good as 
resection. Immunotherapy options include 
cetuximab and panitumumab. 

The European Society for Medical 
Oncology (ESMO) guidelines for monitor-
ing of the patient are described in Figure 

2. Post-treatment follow-up should include 
surveillance for disease recurrences and 
second primary cancers, surveillance for late 
effects of treatment on quality of life and 
symptoms, psychosocial issues, psychological 
distress and depression, social relationships 
and economic burden. Also be alert to bowel 
and anorectal problems, urinary dysfunc-
tion, sexual dysfunction and fatigue. There 
may be side effects related to chemotherapy, 
oxaliplatin-induced peripheral neuropathy, 
complications due to radiation therapy, 
chronic radiation proctitis, pelvic fractures 
and second malignancies. 

http://www.denovomedica.com
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Cancers of the 
head and neck 
present as a 
broad spectrum 
of tumours 
with differing 
morphologies, 
molecular 
alterations, 
risk factors 
and treatment 
approaches

Head and neck cancers 
Due to the conglomeration of numerous 
organs within a very confined space, cancers 
of the head and neck present as a broad spec-
trum of tumours with differing morpholo-
gies, molecular alterations, risk factors and 
treatment approaches. Head and neck cancers 
are generally divided into those of the nasal 

cavity (nasopharynx, oropharynx, hypophar-
ynx) and the oral cavity, with some overlap 
between these parts of the head and neck; 
there are also cancers of the parotid and 
other salivary glands, maxilla, sinuses and 
paranasal sinuses, as well as of the thyroid 
gland.  

Figure 1. Right- versus left-sided colorectal cancers

Figure 2. ESMO guidelines – monitoring of colorectal cancer patients after surgery

Right-sided
Caecum to hepatic flexure

Clinical
• Older age
• Mucinous histology
• Worse prognosis

Gene expression profile:
• CMS-1 (immune)
• CMS-3 (metabolic)
• Serrated pathway signature

Molecular markers:
• dMMR/MSI-H
• CIMP-high
• BRAF mutations
• EREG, AREG-low

Left-sided
Rectum to splenic flexure

Clinical
• Younger age
• Better prognosis

Gene expression profile:
• CMS-2 (canonical)
• CMS-4 (mesenchymal)

Molecular markers:
• Classic chromosomal instability
• CIMP-low
• EREG, AREG-high

Up to 3 years after surgery
• Clinical and CEA assessment every 3 to 6 months
• Chest-abdominal-pelvic CT scan every 6 to 12 months
• Colonoscopy every 3 to 5 years starting 1 year after surgery

3 to 5 years after surgery
• Clinical and CEA assessment every 6 to 12 months
• Chest-abdominal-pelvic CT scan every 12 months
• Colonoscopy every 3 to 5 years if no findings

End of follow-up
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Squamous cell carcinoma precursors

It is important to pay attention to squamous 
cell carcinoma precursors that can occur 
in the mouth (Table 5); there is substantial 
evidence that these features develop into 
squamous cell carcinoma over time and 

early biopsy allows for preventive surgery 
and improved outcomes. Patients with these 
features are often incorrectly treated with 
antibiotics and painkillers in the hopes that 
the condition will resolve in a few weeks.

Table 5. Precursors of squamous cell carcinoma

Leukoplakia Erythroplakia Leukoerythroplakia 

Squamous hyperplasia Squamous dysplasia Proliferative verrucous leukoplakia

 Squamous cell carcinoma

The oral examination
Assess the lymph nodes, the inside and 
outside of the lips, the mucous and gingiva, 
and the tongue. Pull the tongue to look at 
the base thereof for nodules and abnormali-
ties, as this is a very common site of cancer 

development. Assess the tonsils, the hard pal-
ate and the floor of the mouth for any lesions 
that may have developed there. If  any suspi-
cious lesions are present, send the patient for 
biopsy.  
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Nasopharynx

The nasopharynx is hidden by the soft palate 
and because a visual examination is not pos-

sible, very often the only presenting symptom 
will be the swollen lymph nodes in the neck. 

What are the risk factors for nasopharyngeal carcinomas?
• Tobacco use and second-hand smoke
• Alcohol use
• Geography/ancestry – most common in 

China and Hong Kong (dietary habits and 
inherited risk)

• Epstein-Barr virus
• Gender – twice as common in men
• Age – usually younger than 55 years, but a 

person of any age can be diagnosed
• Eating habits – regular consumption of 

large amounts of salt-cured fish and meats

• Environmental exposure – extensive expo-
sure to dust and smoke

• Marijuana use.

The use of tobacco and alcohol together 
further increases the risk of nasopharyngeal 
carcinomas because the alcohol dilutes the 
toxins, enabling deeper penetration into the 
mucosa. These patients are at risk of develop-
ing cancer in the oral cavity, larynx, the gullet 
and the bronchus.

Symptoms and signs of nasopharyngeal carcinomas
Common symptoms and signs are swol-
len lymph nodes, a blocked nose, hearing 
loss, fullness or pain in the ear, ringing in 
the ear and frequent nose bleeds. Further 
features include a sore throat that does not 
go away, trouble speaking, nasal speech, 

pain, numbness, partial paralysis of the face, 
frequent headaches, difficulty opening the 
mouth, and vision disturbances. Eventually 
the patient will experience fatigue and have 
unexplained weight loss, which could be sec-
ondary to the cancer.

Oral cavity/oropharynx

What are the risk factors for oropharyngeal cancers? 

• Tobacco use and second-hand smoke
• Alcohol use
• High exposure to the sun - lip
• Human papillomavirus (HPV) – tonsils, 

base of the tongue
• Gender – men are more likely to develop 

oral and oropharyngeal cancer
• Fair skin – lip
• Age – older than 45 years, although they 

can occur in people of any age
• Poor oral hygiene
• Poor nutrition/diet
• Betel quid use – seven-fold increased 

risk, 15-fold increased risk if mixed with 
tobacco; more commonly seen in women

• Weakened immune system – high risk in 
HIV patients

• Marijuana use.

Symptoms and signs of oropharyngeal cancers
Be alert to red or white patches on the gums, 
tongue, tonsils or lining of the mouth; lumps 
on the lip, mouth, neck or throat, and a 
feeling of thickening in the cheek; as well as 
loosening of the teeth/toothache or dentures 
that no longer fit. 

The most common symptom of oropharyn-
geal cancers is a sore in the mouth or on 
the lip that does not heal. Other typical 

symptoms include a persistent sore throat 
or a feeling that something is caught in the 
throat, hoarseness or a change in voice/
speech, numbness of the mouth or tongue, 
pain or bleeding in the mouth, difficulties in 
chewing and swallowing or moving the jaws 
or tongue, ear and/or jaw pain, and chronic 
halitosis. During the later stages of disease, 
patients may experience fatigue, unexplained 
weight loss and a loss of appetite.

Paranasal sinuses

What are the risk factors for cancers of the paranasal sinuses? 

• Tobacco use and second-hand smoke
• Alcohol use
• Gender – twice as common in men

• Age – most commonly between the ages of 
45 and 85 years

• HPV

The use of 
tobacco and 
alcohol together 
further increases 
the risk of 
nasopharyngeal 
carcinomas

The most 
common 
symptom of 
oropharyngeal 
cancers is a sore 
in the mouth or 
on the lip that 
does not heal
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Lifelong 
monitoring is 
necessary once 
the patient 
has been cured 
because of the 
risk of late 
complications 
and the risk of 
late recurrence 
or secondary 
malignancies

• Specific inhalants – including dust from 
wood, textiles, leather industries, flour, 
nickel and chromium, and fumes from rub-
bing alcohol, radium, glue, formaldehyde 

and solvents used in furniture and shoe 
production

• Air pollution
• Marijuana use.

Signs and symptoms of cancers of the paranasal sinuses
Symptoms vary depending on which organ is 
involved. Congestion, stuffiness, chronic sinus 
infections that do not resolve with antibiotic 
treatment, frequent headaches, pain or swell-
ing in the face, eyes or ears, and bulging of 
the eyes or loss of vision are signs and symp-
toms of maxillary sinus cancer. Sense of smell 
may also be affected.

Other symptoms of paranasal sinus can-
cers include pain or numbness in the teeth, 
loosening of teeth, a lump on the face, nose 
or inside the mouth, frequent runny nose or 
nosebleeds, difficulty opening the mouth, a 
lump/sore inside the nose that does not heal, 
and eventual fatigue and unexplained weight 
loss.

Thyroid

What are the risk factors for thyroid cancers? 

• Gender – three-quarters of all diagnoses 
are in women

• Age – two-thirds of all cases are between 20 
and 55 years of age; anaplastic thyroid can-
cer is usually diagnosed after age 60 years; 
older infants and adolescents, especially if 
RET gene mutation is present

• Genetics – family history, MEN2 syn-
drome, family history of precancerous 
polyps in the colon

• Radiation exposure – X-ray treatments 
used before 1950, radiation therapy for 

different types of lymphoma in the head and 
neck, radioactive iodine (especially in child-
hood), ionising radiation and nuclear power 
plant fallout

• Diet low in iodine
• Ethnicity – more likely in white and Asian 

people, but can affect people of any race or 
ethnicity

• Breast cancer – particularly in the first five 
years after diagnosis and in those diagnosed 
at a younger age.

Symptoms of thyroid cancers
Symptoms of thyroid cancers include a lump 
in the front of the neck, hoarseness, swol-
len glands in the neck, difficulty swallowing, 

difficulty breathing, pain in the throat or the 
neck, and a cough that persists and is not 
caused by a cold. 

Prognosis – head and neck cancers
The prognosis of head and neck squamous 
cell cancers depends on the stage of the 
cancer at presentation and the site of involve-
ment; five-year survival in patients with stage 
I or II disease is 70-90%, whereas prognosis is 
poorer for those with more advanced disease 
(stages III and IV). The prognosis for HPV-
associated tumours is better than squamous 
cell cancers because the tumours are easier to 
control, although recurrence throughout life 
is likely, especially within the first 2-4 years 
after primary treatment (80-90% of recur-
rences) and especially if  the patient continues 
smoking, drinking alcohol or chewing betel.

A multidisciplinary head and neck cancer 
care team (Table 6) is required for success-
ful treatment, and an evaluation should be 
performed by each doctor before any treat-
ment begins. Lifelong monitoring is necessary 

once the patient has been cured because of 
the risk of late complications and the risk of 
late recurrence or secondary malignancies, 
especially in those who have been exposed to 
alcohol and tobacco.

Table 6. Head and neck cancer care team

• Ear, nose and throat surgeon specialising in 
oncology

• Reconstructive/plastic surgeon
• Maxillofacial prosthodontist
• Oncologic dentist or oral oncologist
• Oncology nurse
• Physiotherapist 
• Speech-language therapist
• Audiologist 
• Psychologist/psychiatrist
• Social worker
• Registered dietitian/nutritionist.

http://www.denovomedica.com
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Key learnings

• The liver is the most common site of metastasis in the patient with colorectal cancer

• Most colorectal cancers are probably linked to environmental factors

• Certain factors may be protective against the development of colon cancer

• Many factors affect the pathology, progression and prognosis of colorectal cancers

• Head and neck cancers include those of the nasal cavity and the oral cavity, as well as the salivary glands, 
maxilla, sinuses and paranasal sinuses, and the thyroid

• Head and neck cancers present as a broad spectrum of tumours with differing morphologies, molecular 
alterations, risk factors and treatment approaches

• The physician needs to be alert to squamous cell carcinoma precursors that can occur in the mouth

• A multidisciplinary head and neck cancer team is required for successful treatment and lifelong 
monitoring.
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