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Abstract
We present a preliminary report of an observational retrospective study of clinical and pathological
features of emergency colorectal cancer (CCR) aiming to identify specific profiles of patients
according to gender, age and residence. This analysis would contribute to better understanding
surgical emergency presentation and for identification of those characteristics that are essential for
both reducing emergency CCR incidence and for improving the management of such cases. A
number of 159 patients that underwent surgery for obstructive, bleeding and perforated colorectal
cancer between January 2015 and September 2017 were selected to be included in the study. The
results obtained by analyzing available data collected from the observation charts, surgery
protocols, histopathological protocols were then compared with those in the literature.
Keywords: colorectal cancer, emergency, clinicopathological profiles

Introduction
Between 14% and 37% of colon cancer and
around 15% of rectal cancers are diagnosed
following the emergency presentation [1-3].
There is strong clinical evidence that late
diagnostic and emergency surgery for
complicated colorectal cancer are correlated with
poorer outcomes and a higher risk of short and
long-term mortality [4-6]. Some authors consider
undergoing
emergency
surgery
among
independent predictors of 30-day mortality [7].
Obstruction is reported as the most frequent
indication for emergency surgery (50-80% of
cases), perforation occurs in 10-18%, while
bleeding is less common (4-11% of patients) [810]. All these are often associated with
metabolic,
cardiovascular,
infectious
or
204

respiratory disorders that significantly contribute
to increased morbidity and mortality [11,12].
The main aim of our observational
retrospective study is to identify specific
profiles of CCR patients presented as surgical
emergencies according to gender, age and
residence. Better and in depth understanding of
patients’ characteristics would be a valuable
ground for improving targeted strategies for
identifying patients at risk and for reducing
emergency CCR incidence.

Materials and method
Our study is comprised of 159 patients with
colorectal cancer which were admitted and
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operated in an emergency setting in the General
Surgery Clinic of the Emergency Hospital of
Bucharest during January 2015 and September
2017. Patient data which included clinical and
paraclinical variables, pathology reports,
operative protocols and outpatient data from the
integrated data management system of the
hospital were analyzed. This study was
performed after acquiring the hospital’s Ethics
Committee approval. The multidisciplinary
clinical, paraclinical and pathological evaluation
was a joint effort amongst the General Surgery
Clinic, Gastroenterology Clinic, Laboratory,
Radiology and Pathology departments of our
hospital. The selection criteria of the patients
which were included in the study were based on
the type of emergency presentation to our clinic:
occlusive, perforated or bleeding tumors,
regardless of the time frame between admission
and operation. Also, we included only patients
in which the symptomatology had started a
week prior to surgery at most (Table 1).
Acute
complication

Obstruction

Perforation

Bleeding

Definitions
Complete
or
quasi-complete
obstruction of the bowel due to a
tumoral formation in the colorectal
segment with physiopathological
entities such as proximal bowel
dilatation,
fluid/electrolyte
imbalance and infection.
Local or diastatic/free or blockedoff perforation due to colorectal
cancer
Ano-rectal bleeding (hematochezia
/melena/rectal bleeding) in the first
24 hours after admission due to
colorectal cancer causing a drop of
hemoglobin levels above 2 g/dl
and/or requiring blood transfusion
of at least 2 units of red blood cell
mass with surgical treatment
indication

Table 1 - Acute colorectal cancer
complications definitions used in the present
study
Statistical analysis was performed using
Microsoft EXCEL 2010 (Analysis ToolPak),
Xlstat 2018, and SPSS 11.0 for Windows.
Pearson correlation coefficient r and
r2coefficient were calculated for assessing crude
correlations and interdependencies between

variables. P value was determined by using
ANOVA test – statistical significance was set at
p<0.05. For highlighting the results were used
descriptive statistics using number and
percentages.

Results
The present study included 159 patients –
53.46% (n=85) women and 46.54% (n=74)
males – between 28-89 years of age. The mean
age was 65.38(±10.72) years for males and
70.51(±9.11) years for women. 69.81% (n=111)
of the total cohort live in the urban areas and
30.19% (n=48) in the rural areas. Most
frequently, preliminary laboratory tests revealed
different degrees of anemia, leukocytosis,
hyperglycemia, and thrombocytosis; abnormal
values for the rest of blood tests showed in less
than 12% of the total study sample; 77.36%
(n=123) of patients presented a history of comorbid medical conditions and/or previous
surgical interventions (38.35%, n=57) (Table 2).
According to medical records, the indication for
emergency surgery was because of obstruction
in 62.89% (n=100) of cases, because of bleeding
in 27.04% (n=43) of cases, while 10.06%
(n=16) of patients presented perforation
associated to colorectal cancer. In 47 patients
(29.56%) multiple complications were identified
– the most frequent associated complication was
invasion to adjacent organs found in 17.61%
(n=28) patients (Table 3).
Synchronous co-existing cancers were
identified in 8 patients (5.03%) – one of them
presenting bilateral tumors. Most tumors were
on the left side (62.28% of the identified
tumors), more specifically on sigmoid colon
(34.73%); rectal cancer was present in 12 cases
(7.19%).
96.41% (n=161) of the tumors were poorly
and moderately differentiated, 91.02% (n=152)
had T-stage 3 and 4, 53.89% (n=90) had Nstage 1 and 2, and only 10.18% (n=17)
presented distant metastasis. The microscopic
histopathologic examination revealed venous
invasion for 40.12% (n=67) of the identified
tumors, peri- and intraneural invasion for
32.93% (n=55) and angiolymphatic invasion for
19.16% (n=32) (Table 4).
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Group; no (%)*
Total
159 (100)

Obstruction
100 (62.89)

Bleeding
43 (27.04)

Perforation
16 (10.06)

74 (46.54)
85 (53.46)

46 (46.00)
54 (54.00)

20 (46.51)
23 (53.49)

8 (50.00)
8 (50.00)

10 (6.29)
25 (15.72)
47 (29.56)
42 (26.42)
35 (22.01)

7 (7.00)
18 (18.00)
33 (33.00)
26 (26.00)
16 (16.00)

1 (2.33)
4 (9.30)
11 (25.58)
13 (30.23)
14 (32.56)

2 (12.50)
3 (18.75)
3 (18.75)
3 (18.75)
5 (31.25)

48 (30.19)
111 (69.81)

31 (31.00)
69 (69.00)

10 (23.26)
33 (76.74)

7 (43.75)
9 (56.25)

87 (54.72)
83 (52.20)
61 (38.36)
53 (33.33)
123 (77.36)
68 (42,77)
24 (15,09)
23 (14,47)
15 (9,53)
16 (10,06)
17 (10,69)
14 (8,81)
12 (7,55)
10 (6.29)
8 (5.03)
6 (3.77)
6 (3.77)
5 (5.14)
4 (2.52)
4 (2.52)
4 (2.52)
4 (2.52)
4 (2.52)
27 (16.98)
57 (38.35)
16 (10.06)
16 (10.06)
12 (7.55)
4 (2.52)
4 (2.52)
18 (11.32)

34 (34.00)
58 (58.00)
39 (39.00)
27 (27.00)
78 (78.00)
42 (42,00)
16 (16,00)
14 (14,00)
8 (8,00)
11 (11,00)
11 (11,00)
6 (6,00)
6 (6,00)
7 (7.00)
5 (5.00)
5 (5.00)
2 (2.00)
4 (4.00)
3 (3.00)
2 (2.00)
2 (2.00)

43 (100.00)
11 (25.58)
14 (32.56)
19 (44.19)
32 (74.42)
21 (48,84)
7 (16,28)
7 (16,28)
4 (9,30)
3 (6,98)
5 (11,63)
6 (13,95)
4 (9.30)
2 (4.65)
3 (6.98)
1 (2.33)
2 (4.65)
1 (2.33)
1 (2.33)
1 (2.33)
1 (2.33)
3 (6.98)
2 (4.65)
5 (11.63)
16 (37.21)
4 (9.30)
3 (6.98)
3 (6.98)
1 (2.33)
2 (4.65)

10 (62.50)
14 (87.50)
9 (56.25)
7 (43.75)
13 (81.25)
5 (31,25)
1 (6,25)
2 (12,50)
3 (18,75)
4 (25,00)
1 (6,25)
2 (12,50)
2 (12.50)
1 (6.25)

14 (32.56)
28 (65.12)
1 (2.33)
5 (11.63)

6 (37.50)
10 (62.50)

Gender

Male
Female
Age, yr

≤ 49
50-59
60-69
70-79
80-89
Residence
Rural
Urban
Preliminary laboratory tests’ results

Anemia
Leukocytosis
Hyperglycemia
Thrombocytosis
Co-morbid medical conditions
Cardiac Pathology
Renal Pathology
Diabetes
Benign esogastric pathology
Cysts (hepatic, renal, ovarian)
Vesicular lithiasis
Pulmonary pathology
Sequel vascular stroke
Hepatic pathology
Colonic diverticulosis
Abdominal parietal pathology
Osteoporosis
Ophthalmologic pathology
Hyperlipemia
Adrenal adenoma
Uterine fibromatosis
Vascular pathology
Thyroid pathology
Others
Previous surgery
Appendectomy
Cholecystectomy
Hysterectomy
Colon tumor
Breast cancer
Other
Tumor site (1)
Left colon
Right colon
Bilateral
Multiple tumors

18 (18.00)
38 (38.00)
10 (10.00)
12 (12.00)
8 (8.00)
3 (3.00)
2 (2.00)
11 (11.00)

99 (62.26)
79 (79.00)
59 (37.11)
21 (21.00)
1 (0.63)
8 (5.03%)
3 (3.00)
Table 2 - Clinical and pathological features of the study group
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2 (12.50)

1 (6.25)
1 (6.25)
1 (6.25)
2 (12.50)
4 (25.00)
3 (18.75)
2 (12.50)
1 (6.25)
1 (6.25)
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Complications

Group; no (%)*
a. Total
M
F

b. Rural residents
M
F

c. Urban residents
M
F

Obstruction

46 (62.16) 54 (63.53) 14 (60.87) 17 (68.00) 32 (62.75) 37 (61.67)

Bleeding

20 (27.03) 23 (27.06) 4 (17.39)

6 (24.00)

16 (31.37) 17 (28.33)

Perforation

8 (10.81)

2 (8.00)

3 (5.88)

Single complication

53 (71.62) 59 (69.41) 17 (73.91) 18 (72.00) 36 (70.59) 41 (68.33)

Multiple complications

21 (28.38) 26 (30.59) 6 (26.09)

Bleeding obstruction

1 (1.35)

3 (3.53)

Obstruction and invasion to
adjacent organs

5 (6.76)

11 (12.94) 2 (8.70)

Perforated obstruction

4 (5.41)

4 (4.71)

Bleeding and invasion to
adjacent organs

4 (5.41)

3 (3.53)

Obstructive bleeding

2 (2.70)

Perforated bleeding
Bleeding and rectosigmoidian
invagination

5 (21.74)

7 (28.00)

15 (29.41) 19 (31.67)
3 (6.67)

3 (5.88)

6 (10.00)

1 (4.35)

3 (5.88)

4 (6.67)

1 (4.35)

3 (5.88)

3 (5.00)

5 (20.00)

2 (3.92)
1 (4.00)

1 (1.35)

1 (1.67)
1 (1.96)

1 (1.18)
3 (4.05)

6 (10.00)

1 (1.96)

2 (2.35)

Bleeding perforation
Bleeding and invasion to
adjacent organs

8 (9.41)

2 (2.35)

1 (1.67)
1 (4.35)

1 (4.00)

2 (3.92)

1 (1.67)

Obstructive perforation
1 (1.35)
1 (4.35)
Table 3 - Colorectal cancer complications identified in the study group patients

Patients’ specific features and profiles
The demographic profile of the study sample
illustrates a higher incidence of emergency CCR
among women (53.46%), among those living in
urban areas (69.81%), and among older patients
(77.99% of the patients were over 60 years of
age) (Table 2). In men the complicated CCR
appeared earlier (the youngest patient was 28
years of age and 12.16% of male patients were
under 50 years of age), and the peak of
incidence showed between 60-69 years taking a
descending trend in the next two age groups.
Only one woman under 50 presented as
emergency and 83.53% (n=71) female patients
were over 60 years of age (Figure 1).
Discriminating the study sample according to
patients’ residence, we’ve found that even if in
urban areas the incidence of emergency CCR is
considerable higher, only 4.50% of urban
patients were under 50 years of age while in
rural areas the proportion of patients in this age

category was more than twice bigger (10.42%)
(Figure 2).

Figure 1 - The incidence of complicated colorectal
cancer according to patients’ gender and age (%
of the male and, respectively, female patients)

Figure 2 - The incidence of complicated colorectal
cancer according to patients’ residence (*% of
the rural and, respectively, urban resident
patients)
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Group; no (%)*
Total
167 (100)

Obstruction
Bleeding
Characteristic
103 (61.68)
48 (28.74)
Tumor site (2)
Right colon
63 (37.72)
22 (21.36)
31 (64.58)
Appendix
1 (0.60)
Cecum
11 (6.59)
1 (0.97)
9 (18.75)
Ileocecal valve
5 (2.99)
5 (4.85)
Ascending colon
16 (9.58)
2 (1.94)
12 (25.00)
Hepatic flexure
17 (10.18)
6 (5.83)
6 (12.50)
Transverse colon
13 (7.78)
8 (7.77)
4 (8.33)
Left colon
104 (62.28)
81 (78.64)
17 (35.42)
Transverse colon
2 (1.20)
1 (0.97)
1 (2.08)
Splenic flexure
19 (11.38)
19 (18.45)
Descending colon
13 (7.78)
10 (9.71)
2 (4.17)
Sigmoid
58 (34.73)
44 (42.72)
10 (20.83)
Rectum
12 (7.19)
7 (6.80)
4 (8.33)
Tumor histopathologic differentiation
G1
5 (2.99)
2 (1.94)
2 (4.17)
G2
113 (67.66)
79 (76.70)
26 (54.17)
G3
47 (28.14)
21 (20.39)
19 (39.58)
G2/G3
1 (0.60)
1 (2.08)
GX
1 (0.60)
1 (0.97)
T-stage
T1
2 (1.20)
1 (0.97)
1 (2.08)
T2
11 6.59)
2 (1.94)
8 (16.67)
T3
78 (46.71)
49 (47.57)
25 (52.08)
T4a
51 (30.54)
36 (34.95)
10 (20.83)
T4b
23 (13.77)
13 (12.62)
4 (8.33)
Tx
2 (1.20)
2 (1.94)
TNM stage
I
10 (5.99)
2 (1.94)
8 (16.67)
IIA
37 (22.16)
23 (22.33)
11 (22.92)
IIB
16 (9.58)
8 (7.77)
5 (10.42)
IIC
11 (6.59)
6 (5.83)
4 (8.33)
IIIA
1 (0.60)
1 (2.08)
IIIB
48 (28.74)
32 (31.07)
14 (29.17)
IIIC
27 (16.17)
22 (21.36)
2 (4.17)
IVA
13 (7.78)
9 (8.74)
1 (2.08)
IVB
4 (2.40)
3 (2.91)
N-stage
N0
73 (43.71)
37 (35.92)
28 (58.33)
N1a
24 (14.37)
15 (14.56)
9 (18.75)
N1b
27 (16.17)
19 (18.45)
4 (8.33)
N2a
18 (10.78)
13 (12.62)
4 (8.33)
N2b
21 (12.57)
16 (15.53)
2 (4.17))
NX
4 (2.40)
3 (2.91)
1 (2.08)
Distant metastasis
M1a
13 (7.78)
9 (8.74)
1 (2.08)
M1b
4 (2.40)
3 (2.91)
Venous invasion
V1
66 (39.52)
44 (42.72)
16 (33.33)
V2
1 (0.60)
1 (0.97)
Neural invasion
Perineural
28 (16.77)
22 (21.36)
5 (10.42)
Intraneural
14 (8.38)
8 (7.77)
5 (10.42)
Peri- and intraneural 13 (7.78)
10 (9.71)
1 (2.08)
Angiolymphatic
invasion
32 (19.16)
26 (25.24)
3 (6.25)
Table 4 - Tumor location and micromorphology parameters
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Perforation
16 (9.58)
10 (62.50)
1 (6.25)
1 (6.25)
2 (12.50)
5 (31.25)
1 (6.25)
6 (37.50)
1 (6.25)
4 (25.00)
1 (6.25)
1 (6.25)
8 (50.00)
7 (43.75)

1 (6.25)
4 (25.00)
5 (31.25)
6 (37.50)

3 (18.75)
3 (18.75)
1 (6.25)
2 (12.50)
3 (18.75)
3 (18.75)
1 (6.25)
8 (50.00)
4 (25.00)
1 (6.25)
3 (18.75)
3 (18.75)
1 (6.25)
7 (43.75)
1 (6.25)
1 (6.25)
2 (12.50)
3 (18.75)
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Excepting 20-29 and 80-89 years, in all other
age groups obstructions have the highest
percentage weight in both men and women,
rural and urban patients. In patients over 50
years of age increases the incidence of both
bleedings and perforations while obstructions
follow a significantly descending trend in urban
resident patients. In rural resident patients,
obstructions appear after 40 years of age in
males and after 50 years of age in women and
reach the peak between 70-79 years (20% of
cancers), bleedings appear after 60 years of age
in men and after 70 years in women and have
the highest percentage weight in 80-89 years
interval (10%), while perforations, with
generally low percentages weight, are present in
almost all age groups. In urban residents,
obstructions and bleedings appear earlier while
perforations occur much later (56 years of age
in women and 61 years of age in men) and have
lower percentage weights comparing to rural
patients (Figure 3).

concerns the percentage weights of the three
major type of complications nor when looking
at the ratio of single and multiple complications.
But we could observe a higher incidence of
bleedings in both males and females residing in
urban areas, while, in rural patients, mainly in
male, perforations were more frequent. 43.75%
(n=7) of the patients with perforation as main
CCR
complication
presented
multiple
complications (especially invasion of adjacent
organs), comparing to 28% of the patients with
obstruction and 27.91% of those with bleeding
tumors. In males, multiple complications were
found in 50% of the perforated cancers, 35% of
the bleeding and 21.74% of the obstructive
tumors; in females, 37.50% of perforated
tumors, 33.33% of obstructing ones and 21.74%
of the bleeding cancers developed multiple
complications. Only 3 of the 8 patients with
synchronous tumors developed multiple
complications (Table 3).
In 62.26% of patients (n=99) tumors were
located on the left side of the colon, in 37.11%
(n=59) on the right side, and 1 patient presented
two synchronous bilateral distinctive tumors.
Left sided tumors prevail in all but the 80-89
female patients’ age groups and is evident that
in women over 50 years of age the right sided
tumors became more and more frequent with
age (Figure 4).

Figure 4 - Percentage weights of complicated left
and right sided CCR in relation to patients’
gender and age (% of the number of tumors
identified in male and, respectively, female
patients)

Figure 3 - Percentages weight of CCR
complications in relation to patients’ age, gender
and residence( % of the male, female, rural and
urban resident patients)

As a whole, there are no major differences
between male and female patients in what

Most obstructive tumors were located on the
left side of the colon (78.64% of obstructive
cancers), mainly at the level of sigmoid colon,
and over 60% of bleeding and perforated tumors
were identified on the right side. All tumors on
the ileocecal valve and on the splenic flexure
were occlusive; 77.78% of the cancers on
ascending colon in males and of the ones on the
cecum in females were bleeding cancers;
relatively higher percentages of perforated
cancers were found on hepatic flexure and on
209
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sigma in men and as well on hepatic flexure in
women. The only colon segment without
multiple complications was the descending
colon. On the other hand, all cecum, ileum,
hepatic and splenic flexure tumor in women and
all those situated on appendix, cecum, splenic
flexure and sigmoid colon in men proved to
have multiple complications (Figure 5).
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differentiated – G3 tumors were identified in
39.58% of bleeding cancers and in 43.75% of
perforated cancers. 91.02% of the tumors had
T-stage 3 and 4 but in patients with perforated
cancer 68.75% were T4 (comparing with
47.57% in obstructive and 29.17% in bleeding
CCR). 61.17% of obstructive tumors presented
metastatic lymph nodes while the highest
percentage ratio of distant metastasis was found
in perforated tumors (25%). For venous, neural,
and angiolymphatic there are smaller
differences in percent ratios distributions but
again the biggest values are associated with
obstruction and perforation.

Discussion

Figure 5 - Percentage weights of CCR
complications on colon segments related to
patient’s gender ( blue – male, red – female)
(O – obstruction; B - bleeding; P – perforation;
+Iv – associated invasion to adjacent organs;
+Inv – associated rectosigmoidian invagination;
+O – obstructive; +B – bleeding; +P – perforated.
(% of the number of tumors identified in male
and, respectively, female patients)

Since in-depth analysis of tumors’
morphological parameters and their association
with other clinical and pathological features is
to be presented in a following report, here we
will present only brief observations from the
perspective of the three major CCR
complications. G2 tumors prevail in all
obstructing, bleeding, and perforated CCR
subgroups. Yet, percent ratios demonstrate that
bleeding and perforated tumors tend to be les
210

The results of our analysis confirmed in a
certain extent the generic profile of emergency
CCR patient: age over 50, a significant comorbid medical condition and/or previous
surgical interventions, mostly left-sided
obstructive T3-T4 stage colon tumor poorly or
moderately differentiated. Yet, there are some
quite significant gender, residence, age, and
type of complication-related differences that
should be further discussed.
Confirming finding in other published reports
[13-15] but in contrast with other ones [16-18],
in our group of study the incidence of
emergency presented CCR is relatively higher
among women, mainly in those over 50 years of
age.
The higher ratio of urban residents among
our patients might be due to the hospital
localization in the capital city (meaning is more
accessible for patients residing in Bucharest)
but, as well, is in accordance to previous studies
showing a higher incidence of emergency CCR
in urban areas due to the lifestyle, occupation
and environmental exposure [19]. On the other
hand, is already a common knowledge that rural
residents lack access to appropriate medical
facilities.
Since, as showed in other reports [20], the
most significant association of emergency CCR
incidence and specific clinicopathological
futures proved to be the one with patients’ age,
we will develop de discussion from this
perspective.
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Colorectal neoplasm is often presented as a
disease of the old age [21] and some authors
explain the higher rate of emergency CCR in
older patients referring to their tendency of not
paying attention to the symptoms [5]. In our
study, 48.43% (n=77) of the patients were over
70 years of age. Among those, 62.34% (n=48)
were female, 66.23% (n=51) live in urban areas,
84.12% (n=64) presented associated comorbidities and 40.26% (n=31) had a medical
history of previous surgical interventions
(including cholecystectomy, appendectomy, and
hysterectomy). In this group of patients, we
have found the highest incidence of bleeding
and perforated cancers (Table 2). 7 of the 8
identified synchronous tumors were in this
group of patients (including a bilateral one) and
29.87% (n=23) of them had multiple
complications. 50% of the tumors in female and
36.67% of the tumors in male patients from this
age group were located on the right side of the
colon. Most of the histopathologic features of
the tumor in this particular group are quite
similar with the rest of the patients but the rate
of venous invasion is considerable higher in
women (50.98%).
The other age groups that we consider should
be further looked at are that of patients between
50-59 years of age and the one of 60-69 years of
age. These age groups are the most gender
balanced ones (48% males and 52% females
and, respectively, 51.06% males and 48.94%
females). As showed, emergency presentation
increases considerably in these age intervals
mainly due to the abrupt ascending of incidence
in urban resident patients (Figure 2). This
evolution confirms conclusions previously
reported in the literature [22].
In both men and women of 50-59 years of
age prevail obstructive left sided G2-G3, Tstage 3 and 4 cancers, with venous and/or neural
invasion (52% of the total number of tumors
found in these patients). It is to be noticed, as
well, the high ratio of co morbidities (88% 40% with hypertension, 16% with hepatic
and/or ovarian cyst, and other 16% with
diabetes mellitus) and, as well, the high ratio of
previous surgical interventions in women
(36.46%
of
them
had
hysterectomy,
cholecystectomy, or cervix neoplasm).
The 60-69 years age group is the most
numerous one including 29.56% (n=47) of total

patients included in the study representing the
peak of emergency CCR incidence (Figure 2).
76.60% (n=36) of patients originated in urban
areas. The percentage of patients presenting
with co-morbidities is lower than in the previous
group (72.34%) as the number of patients with
previous surgical interventions. We could
observe a slight increase in the ratio of right
sided tumors from 28% in the previous interval
to 34.04%. The shift of CCR toward the
proximal colon mainly in female patients was
previously reported in various countries [23-26]
but the debate on the causes of this migration is
still ongoing. 96.39% of the tumors in these
patients were G2-3 with 3 and 4 T-stage;
metastatic ganglia were found in 59.57% of,
venous invasion in 42.55%, 30.04% presented
neural invasion, 21.28% angiolymphatic
invasion and 14.89% distant hepatic and/or
pulmonary metastasis.
As already mentioned, a large proportion of
patients included in the present study presented
a rather complex and severe personal medical
history. There is an on-going discussion in the
literature concerning the association between
the risk of CCR and certain features of patients’
co-morbid medical conditions and/or previous
surgical interventions. Yet, no significant
references to complicated CCR we could find.
Recent meta-analysis and cohort studies
reopened the issue of pre-existing type 2
diabetes mellitus and the risk of colon and rectal
cancer, affirming a positive association between
the two [27-30]. Still, when coming to patients’
gender and age findings are contradictory: some
authors conclude a significant association in
men [31-35] while others have found a stronger
association in women [36], mostly in
postmenopausal ones [37]. In our study group
14.47% of patients had type 2 diabetes mellitus
(18.92% of male and 10.59% of women
patients). When correlating gender and
residence we have come to the conclusion that
in rural areas the percentage of type 2 diabetes
mellitus male and women were almost similar
(13.04% and, respectively, 12.00%), while in
urban areas the gender differences proved to be
more significant: 21.57% of males and only
10,00% of women.
The debates concerning the association of
CCR risk and appendectomy [38-42] or
cholecystectomy [43-45] are, as well, far from a
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unanimous accepted conclusion. Our statistical
analysis showed that 10.06% (n=16) of the
patients underwent appendectomy, other
10.06% underwent cholecystectomy and, in
contrast to the results of other studies, the
associations are stronger in women than in
males.
Hysterectomy is as well included among the
CCR risk factors [46]; 14.12% (n=12) of our
female patients underwent this surgery.

Conclusions
The main clinicopathological features of
neoplasic patient presented as surgical
emergency should be permanently reviewed and
updated. Beyond gender, age and residence
related particularities there are contextual,
socioeconomic, cultural and educational factors
to be further investigated. Therefore, a
multidisciplinary approach is needed for
identifying patients at risk and for developing
effective and efficient strategies aimed to
prevent and to improve emergency CCR
management.
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