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Colonic carcinoma has been known to be a complica- 
tion much more frequently associated with ulcerative 
colitis than with Crohn's disease, and has been found 
to be associated with a long duration of disease and 
total colon disease. 

Two important advances in the understanding of 
cancer development in ulcerative colitis have been the 
evolution of the concept of dysplasia and the develop- 
ment of the technique of fiberoptic colonoscopy to 
carry out a surveillance program. Dysplasia has been 
known to occur in ulcerative colitis for many years (1) 
and these lesions have been regarded as premalignant 
(2) and have included epithelial atypia, vinous change 
and reduced epithelial mucous content. Recent work 
has clarified the concept of dysplasia as a premalignant 
lesion which does not arise from normal mucosa, 
somewhat analogous to the polypcancer sequence and 
greatly increased the knowledge regarding its clinical 
significance (3). It has also been recognized that dys- 
plasia is a patchy lesion so that a single rectal biopsy 
may not detect it, nor does a negative rectal biopsy 
preclude the presence of an invasive carcinoma in the 
more proximal colon. Several studies (4-7) have looked 
at grading of dysplasia and its clinical significance as 
well as the importance of a mass lesion (8). Our 1980 
study (9) emphasized the significance of these charac- 
teristics of epithelial dysplasia: atrophic mucosa, goblet 
cell depletion, pseudo stratification of the nuclei, en- 
largement of nuclei, increased mitotic activity and 
minimal inflammation. 

Our most recent study (10) was performed to 
evaluate the efficacy of surveillance colonoscopy with 
biopsy for the detection of high-grade dysplasia (HGD) 
or colonic carcinoma in patients with chronic ulcerative 
colitis. We undertook a retrospective review of 248 
patients who underwent 370 examinations (mean dura- 
tion of disease - 12 years). High-grade dysplasia or 
carcinoma was found in 24 examinations in 16 patients, 
with a mean duration of disease of 16 years. There 
were 15 patients with HGD. Nine patients had HGD 
alone, 6 had HGD and carcinoma, and 1 had carcino- 
ma without HGD. The overall incidence of HGD was 
6%. Dysplasia-associated lesions or mass were the 
most consistent indicators of carcinoma, the combina- 
tion being present in four instances. Of the 7 patients 
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with cancer, 6 were recognized by colonoscopy, and 1 

patient with negative visual endoscopic findings was 
discovered using surveillance biopsies. The conclusions 
of this study are that dysplasiá is a reliable histopatho- 
logic marker and correlates with the presence of cancer 
in chronic ulcerative colitis; the absence of dysplasia 
correlates with the absence of cancer. The presence of 
dysplasia-associated lesions or mass with HGD is the 
strongest indication for operation. This study supported 
the use of surveillance colonoscopy in managing high - 
risk ulcerative colitis patients. 

With the development of fiberoptic endoscopy and 
the ability to apply these techniques on a prospective 
basis to patients with ulcerative colitis, it is now possi- 
ble to obtain data on a retrospective, continuing and 
prospective basis to evaluate the chance of risk. It is 
now generally accepted that total colon colonoscopy 
should be carried out at an appropriate (probably every 
two years) interval for patients determined to be at high 
risk for development of colonic carcinoma. Multiple 
sequential biopsies are then taker? for histologic pre- 
sence and grading of dysplasia. Thus, it is now possi- 
ble to follow patients with ulcerative colitis both on the 
basis of duration of disease as well as its extent. 

Because of the rarity of colonic carcinoma in 
Crohn's disease,' as well as the rarity of mucosal 
dysplasia in Crohn's disease, surveillance programs are 
not recommended for patients with colonic Crohn's 
disease at the present time. Carcinomas in Crohn's 
disease have typically been found in bypassed loops of 
the small intestine but do not occur with numerical 
frequency to warrant a surveillance program at the 
present time. We have recently submitted a paper for 
publication reporting 11 cases of cancer in Crohn's 
disease, 7 of which occurred in patients who had large 
bowel Crohn's disease. The finding of dysplasia in four 
cases has made the situation more complex, and, 
obviously, further studies are indicated. 

For any surveillance program in ulcerative colitis to 
be successful, there must be adequate patient com- 
pliance, understanding, and follow-up. Therefore, ex- 
planation of the problem to the patient is important so 
that an appropriate perspective is kept by the patient 
and his family. It also should be emphasized that 
carcinoma in ulcerative colitis is a numerically uncom- 
mon lesion despite the statistical frequency, when com- 
pared to the general population. Likewise, the possibil- 
ity of carcinoma must be put in perspective for the 
patient with long standing total ulcerative colitis. There- 
fore, the approach to the problem by the physician 
must be as scientific as possible and the approach to 
the patient must be as sensitive as possible given the 
set of circumstances involved. 

517 



REFERENCES 

1. Morson BC, Pang LSC. Rectal biopsy as an aid to cancer control in ulcerative colitis. Gut 1967; 8:423-34. 2. Yardley JH, Keren DF. "Precancer" lesions in ulcerative colitis. A retrospective study of rectal biopsy and colectomy specimens. Cancer 1974; 34:835-44. 
3. Riddell RH, Goldman H, Ransohoff DF, et al. Dysplasia in inflammatory bowel disease: standardized classification with provisional clinical applications. Hum Patch 1983; 14:931-68. 
4. Nugent FW, Haggitt RC. Longterm follow-up including cancer surveillance for patients with ulcerative colitis. Clin Gastroenterol 1980; 9:459-68. 
5. Lennard-Jones JE, Morson BC, Ritchie JK, Shove DC, Williams CB. Cancer and colitis: assessment of the individual risk by clinical and histological criteria. Gastroenterol 1977; 73:1280-9. 
6. Butt JH, Morson BC. Dysplasia and cancer in inflammatory bowel disease. Gastroenterol 1981; 80:857-65. 7. Greenstein AJ, Sachar DB, Smith H, Pucillo A, Papatespas AE, Creel 1, Geller SA, Janowitz HD, Aufses AH Jr. Cancer in universal and leftsided ulcerative colitis: Factors determining risk. Gastroenterol 1979; 77:290-4. 8. Blackstone MO, Riddell RH, Rogers BHG, Levin B. Dysplasia-associated lesion or mass (DALM) detected by colonoscopy in long standing_ ulcerative colitis. Gastroenterol 1981, 80:366-74. 
9. Fuson JA, Farmer RG, Hawk WA, Sullivan BH Jr. Endoscopic surveillance for cancer in ulcerative colitis. Am J Gastroenterol 1980; 73:120-6. 

10. Rosenstock E, Farmer RG, Petras R, Sivak MV Jr, Rankin G, Sullivan BH. Surveillance for colonic carcinoma in ulcerative colitis. Gastroenterol 1985; 89:1342-6. 

518 


