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Objective: Colorectal cancer (CRC) is among the most common cancers in Puerto 
Rico. Few studies have correlated clinical and pathological variables with the overall 
survival of CRC patients in Puerto Rico. We report the clinical and pathological 
characteristics of patients who underwent surgical resection at a community hospital 
in Puerto Rico.

Methods: Demographic and pathological variables of patients who underwent CRC 
surgery at Hospital del Maestro from 2006 through 2011 were reviewed. Descriptive 
statistics (mean, range, and frequency) and the Cox proportional hazards model 
were used to determine the influence of demographic and pathological variables 
on survival, after adjusting for age.

Results: Two hundred and five CRC pathology reports were reviewed. 
Adenocarcinoma represented the most common pathology (202/205; 98.5%). 
Females represented 52% of the population (106/202) while males represented 
48% (96/202).  The median age was 71 years (30–96). The right colon was the most 
common site of presentation (49.7%; 100/201). Stage III was the most common 
stage at presentation. The presence of mucin, perineural or lymphatic invasion 
and tumor size were not related to decreased survival. Being male, having a higher 
stage at diagnosis, and having a moderately or poorly differentiated tumor were 
characteristics related to decreased survival.

Conclusion: This study provides information on clinical and pathological variables 
and their influence on the overall survival of CRC patients at a community hospital in 
Puerto Rico. Further research must be performed to identify potential disparities and 
their influence on the prognosis of this patients. [P R Health Sci J 2014;33:65-70]
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In the United States and Puerto Rico, cancer is the second 
leading cause of death (1). Colorectal cancer (CRC) is one 
of the most common malignancies in developed countries. 

In the United States, colorectal cancer is the third most common 
cancer in incidence and the second leading cause of mortality 
among men and women; however, both incidence and mortality 
have declined in recent years (2). In Puerto Rico, colorectal 
cancer was the second most commonly diagnosed cancer 
from 2005 through 2009, according to the Puerto Rico Cancer 
Registry. Approximately 892 males and 789 females were 
diagnosed with colorectal cancer during that period. Moreover 
it was one of the leading causes of cancer death, ranking third 
among males and second among females, in the 5-year period 
covering 2004 through 2008 (3).

Many studies have been published recently reporting the 
incidence and prevalence of this disease in people living in 
Puerto Rico (4-8). However, few studies provide combined 
information on clinical and pathological data and their influence 
on the overall survival of colorectal cancer patients. The purpose 
of this study, then, is to report the clinical and pathological 
characteristics, as well as survival characteristics, of patients 

who underwent surgical resection for colorectal cancer at the 
Hospital del Maestro, a community hospital in the San Juan 
metropolitan area of Puerto Rico.

Methods

Data source
The study was approved by the Institutional Review Board 

at the Medical Sciences Campus of the University of Puerto 
Rico. The pathology reports of all the patients diagnosed with 
colorectal carcinoma from January 1st, 2006, through December 
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31th, 2011, were provided by the Department of Pathology at 
the Hospital del Maestro.

Study variables
The demographic variables collected were age and sex. The 

pathological variables obtained included histology, tumor size, 
location and differentiation, lymph nodes recovered, lymph 
nodes involved with disease, the presence of lymphovascular 
invasion, the presence of perineural invasion, mucin production 
by the tumor, and stage. With respect to tumor location, tumors 
located from the cecum to the distal transverse colon were 
classified as right-sided tumors, and those occurring from 
the splenic flexure to the descending colon were classified as 
left-sided tumors. Tumors were classified as rectal when they 
were located within 12 centimeters of the anal verge. Some 
reports described patients with synchronous tumors. When 
this occurred, the lesion at the most advanced stage was used 
for tumor classification. Stage was determined using the TNM 
classification of the American Joint Committee on Cancer (9). 
Overall survival was calculated from the date of the pathology 
report until the date of death (confirmed by the medical record 
or the Social Security Death Index). For patients alive at the time 
that the study was performed, overall survival was calculated 
from the date of the pathology report until the date of the last 
follow-up visit to the surgeon or medical oncologist.

Statistical analysis
Descriptive statistics using the mean (range) for continuous 

data were used. Frequency distributions were used for 
categorical data. Survival of colon cancer was estimated using 
the Kaplan–Meier method; estimates were categorized by sex, 
staging, and tumor differentiation. A Cox proportional hazards 
model was used to assess the influence of the demographic and 
clinical variables on survival, after adjusting by age. All statistical 
analysis was performed using the statistical package STATA 
version 10.1 (College Station, TX, USA).

Results

We obtained the pathology reports of 205 patients with colon 
cancer, all of whom had their surgery from January 1, 2006, to 
December 31, 2011. Descriptive demographics and pathological 
characteristics are shown in Table 1. Histology reveals that 202 
out of 205 (98.5%) of the cancers were adenocarcinoma. Two 
of them were neuroendocrine carcinoma (0.9%) and 1 of them 
was a medullary carcinoma (0.4%). Given the small number 
of neuroendocrine and medullary carcinoma histologies, only 
adenocarcinoma cases were used for the analysis. The mean 
age of the study participants was 71.2 years (ranging in age 
from 30–96 years). More than half of the patients were older 
than 70 years (56.9%). Gender distribution revealed a slightly 
higher proportion of females over males (52% versus 48%, 

respectively). The most common site of tumor location was 
the right side (49.7%), with the left side being the second most 
common (42.3%). The rectum was involved in only 5 cases 
(2.5%). Most of the tumors measured from 2 to 4 centimeters 
in diameter (45.2%). The pathology reports revealed fewer 
than 13 lymph nodes per specimen in 76.3% of cases. Most 
of the reports showed no evidence of lymphovascular 
invasion (93.6%) or perineural invasion (98.5%). Perineural 
invasion was seen in cases that had reached stage II, III, or IV. 
Lymphovascular invasion was most commonly seen in stage 
III cases (5.45%). About a quarter of the tumors were reported 
to be mucin-producing (25.4%). Most of the tumors showed 
moderate or poor differentiation (59.5%). We were able to fully 
pathologically stage 96% (194/202) of the cases (no lymph node 
data were available for 8 cases). Stage III was the most common 
at the time of presentation, followed by stage II, representing 
42.8% (83/194) and 32.1% (74/194), respectively.

The Cox proportional hazards model was used to assess the 
influence of the demographic and pathological variables on 
overall survival, after adjusting by age (Table 2). Being male 
was associated with an increased risk of death (HR: 2.08; 95% 
CI: 1.22, 3.55). Survival curves revealed that 3 year after their 
surgery, 76.5% of the females were still alive, while only 63.2% 
of the males were alive at the same time (Figure 1). In addition, 
a having a tumor at a relatively higher pathological stage was 
correlated with having a relatively higher risk of death (HR: 2.32; 
95% CI: 1.27, 4.27 for stage III. HR: 6.13; 95% CI: 6.13, 2.59, 
14.51 for stage IV). At 3 years, only 38.1% of the stage IV patients 
were still alive, while, in contrast, 64.2% of the patients with 
stage III tumors had survived to that point (Figure 2). Likewise, 
tumor differentiation (moderate or poor differentiation) was 
associated with an increased risk of death (HR: 2.11; 95% CI: 
1.17, 3.80). At 3 years, 63.2% of the patients with moderately 
or poorly differentiated tumors were still alive, in contrast to the 
81.7% of patients having well-differentiated tumors (Figure 3), 
who were not. Tumor size, lymphovascular invasion, perineural 
invasion, mucin production, and the number of lymph nodes 
reported were not found to affect survival.

Discussion

To our knowledge this is among the few reports that include 
combined information on clinical and pathological variables 
and their influence on the overall survival of colorectal cancer 
patients living in Puerto Rico. Our retrospective study found that 
the variables of being a male, having a tumor at an advanced stage 
at the time of surgery, and having either a moderately or poorly 
differentiated tumor were all associated with decreased survival.

In Puerto Rico, colorectal cancer is the second most common 
malignancy among males and females, collectively. For females, 
colorectal cancer is the second cause of death, while for males it 
is the third. More importantly, data from the Puerto Rico Cancer 

05 Maldonado et al.indd   66 5/15/2014   10:19:31 AM



CRC in Puerto Rico

67PRHSJ Vol. 33 No. 2 • June, 2014

Maldonado et al

Registry reveals that the incidence rates of colorectal cancer have 
increased by an average of 1.8% per year for males and 1.5% 
per year for females during the period of 1987 through 2009. 
Likewise, cancer mortality rates have increased by an average 
of 1.7% per year for males and 0.2% per year for females during 
the same period (3).

Several factors affect prognosis and survival in colorectal 
cancer. Mucinous adenocarcinoma is a subtype of colorectal 
adenocarcinoma in which more than 50% of the lesion is 
composed of areas of extracellular mucin (10). Previous reports 
have observed that mucin-producing adenocarcinomas carry 
a worse prognosis than that of any other adenocarcinoma, 
although this observation remains controversial (11-12). 
The relative seriousness of the prognosis can be attributed to 
the proximal location of the tumor in question, its stage (that 
is, it is advanced) at diagnosis, differences in its response to 
chemotherapy, the presence of microsatellite instability (MSI), 
and the presence of a BRAF mutation (13-15).

A previous report of rectal adenocarcinoma in patients from 
Puerto Rico showed that those patients with tumors having a 
mucinous pathology had a tendency toward a decreased overall 
survival; however, the findings were not statistically significant 
(7). In our patient population, which included patients with 
colon and rectal adenocarcinomas, the presence of a mucinous 
adenocarcinoma had no influence in overall survival.

Several studies have reported that patients with well-
differentiated tumors have better survival rates than do 
patients with poorly differentiated tumors (16-17). In our 
case series, patients with moderately or poorly differentiated 
adenocarcinomas had an increased risk of death compared to 

Table 1. Description of the demographic and clinical characteristics 
of the study sample (n = 202)

Characteristics Frequency Percent (%)

Age at diagnosis
(Mean: 71.2; range: 30–96)
   ≤ 70 yrs 87 43.1
   >70 yrs 115 56.9
Sex
   Female 105 52.0
   Male 97 48.0
Stage (n = 194)
   I 22 11.3
   II 74 38.1
   III 83 42.8
   IV 15 7.7
Tumor size (n = 197)
(Mean: 4.2; range: 0.4-19)
   ≤ 2cm 30 15.2
   2-4cm 89 45.2
   >4cm 78 39.6
LN (n = 194)
   < 12 148 76.3
   >12 46 23.7
Lymphovascular invasion
   No 189 93.6
   Yes 13 6.4
Lymphovascular invasion 
(by tumor stage) (n = 202)
   Stage I 0 0
   Stage II 1 0.5
   Stage III 11 5.45
   Stage IV 1 0.5
Perineural invasion 
   No  199 98.5
   Yes 3 1.5
Perineural invasion 
(by tumor stage) (n = 202)
   Stage I 0 0
   Stage II 1 0.5
   Stage III 2 0.9
   Stage IV 0 0
Mucin production (n = 201)
   No 150 74.6
   Yes 51 25.4
Tumor differentiation (n = 195)
   Well 79 40.5
   Moderate/Poor 116 59.5
Tumor location (n = 201)
   Right (cecum + distal transverse), 100 49.7
   Left (splenic flexure + descending colon) 85 42.3
   Rectum 5 2.5
   Both 1 0.5
   Unknown  10 5.0

*Adjusted by age

Table 2. Hazard ratios with 95% CI for colon cancer mortality 
according to demographics and clinical covariates (n=202).

Predictable Variable HR crude (95% CI) HR adjusted(95%CI)*

Sex
   Female  1.0 1.0
   Male 1.95 (1.15-3.32) 2.08 (1.22-3.55)
Stage  
   I/II 1.0 1.0
   III 1.98 (1.09-3.60) 2.32 (1.27-4.27)
   IV 4.74 (2.04-10.98) 6.13 (2.59-14.51)
Tumor size  
   ≤ 2cm 1.0 1.0
   2-4cm 1.22 (0.52-2.87) 1.20 (0.52-2.83)
   >4cm 1.77 (0.77-4.08) 1.83 (0.79-4.22)
Lymph Nodes  
   < 13 1.0 1.0
   ≥13 1.10 (0.59-2.03) 1.22 (0.92-2.89)
Lymphovascular invasion  
   No 1.0 1.0
   Yes 0.77 (0.24-2.48) 0.80 (0.25-2.57)
Perineural invasion 
   No  1.0 1.0
   Yes 2.18 (0.53-8.95) 2.40 (0.58-9.95)
Mucin Production 
   No 1.0 1.0
   Yes  1.05 (0.58-1.88) 0.99 (0.54-1.78)
Tumor Differentiation 
   Well 1.0 1.0
   Moderate/ Poorly  2.11 (1.17-3.80) 2.11 (1.17-3.80)

*Adjusted by age
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patients with well-differentiated tumors, which finding supports 
those of previous reports.

In our study, being male was related to decreased survival, 
a phenomenon previously reported by studies in other 
populations (18-19). The Surveillance, Epidemiology, and 
End Results (SEER) Program reports an increased incidence 
of and mortality from colorectal cancer in males (20). In 
addition, data from the Puerto Rico Cancer Registry confirm 
that men in Puerto Rico have both a higher incidence and a 
greater mortality rate of colorectal cancer than women do (3). 
The reason or reasons for this disparity are unclear since in our 
database we found no gender differences with respect to age; the 
tumor stage, size, or differentiation at the time of presentation; 
or the presence in said tumor of perineural or lymphovascular 
(or both) invasion. It seems entirely plausible that risk-factor 
(e.g., obesity) differences or those having to do with hormonal 
status are responsible for the gender disparities in both incidence 
and mortality rate. 

not know whether they were using hormone replacement 
therapy, so this information will be difficult to evaluate in 
our population.
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Figure 1. Kaplan-Meier survival curves among CRC cases by gender

Cohort studies have shown that there is an increased risk 
of colorectal cancer among obese patients. Although that 
correlation has also been observed in females, studies have 
also shown that the risk of colorectal cancer remains relatively 
higher for obese men than it is for obese women (21). In our 
study we did not have information on the body mass index 
of our participants, so it is impossible to determine whether 
either overweight or obesity was a factor related to decreased 
survival in men.

Some studies have suggested that estrogen has a protective 
effect against the development of colorectal cancer. 
Laboratory studies have shown that estrogen controls the 
growth and differentiation of cells in the gastrointestinal 
tract (22). Likewise, epidemiological studies have found 
that menopausal women receiving hormonal therapy are 
at decreased risk of colorectal cancer (23-24). Most of the 
women in our study were of menopausal age, however we do 
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Figure 2. Kaplan-Meier survival curves among CRC cases by stage

Figure 3. Kaplan-Meier survival curves among CRC cases by tumor 
differentiation

The recovery and evaluation of at least 12 lymph nodes has 
been advised for proper staging and prognostication (25-26). 
More importantly, studies suggest that adequate lymph node 
recovery is related to increased survival in colorectal cancer 
as it allows proper staging and thus the appropriate selection 
of adjuvant therapy (27). Lymph node recovery is affected by 
a given patient’s comorbidities, the extension of that patient’s 
disease, the surgical complications at the time of surgery (should 
any exist), the techniques used for tissue preservation, and the 
expertise of the surgeon and the pathologist (28). Given the 
retrospective nature of our study, it is impossible to ascertain 
which of these factors could have affected the lymph node 
recovery process in our population. Again, in our population 
of patients, the number of lymph nodes recovered did not have 
any influence on survival. This finding could be related to the 
small sample size.
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The presence of either lymphovascular invasion or perineural 
invasion has been related to a decreased colorectal cancer survival 
rate in some studies (29). However, those findings remain 
controversial, and whether the presence of lymphovascular or 
perineural invasion should be seen as a factor in favor of adjuvant 
therapy is an area of great debate (30-31). In our population of 
patients, the presence of neither lymphovascular or perineural 
invasion influence the survival of CRC patients. It is important 
to note that we did not have access to any information regarding 
whether or not any of these patients had in the past undergone or 
were currently undergoing any kind of adjuvant therapy. Because 
such therapy would almost inevitably influence survival, this 
absence of information could be seen as a critical lack. 

Having a higher-stage tumor at presentation has been related to 
a decreased survival rate (19, 31-32). In our population, patients 
with stage IV tumors had an approximately 6 times greater risk of 
death than did those patients with tumors that were at either stage 
I or stage II, thus confirming previous observations (Table 2).

The mean age of our population at diagnosis was 71 years. This 
is similar to the mean age (69 years) at diagnosis of colorectal 
cancer patients in Puerto Rico, as reported by the Puerto Rico 
Cancer Registry (3). A previous report on the population of 
colorectal cancer patients treated at another community hospital 
in Puerto Rico revealed that the population at that institution (8) 
had a mean age of 66 years in the period studied (2002–2004). 
This difference could be related to the referral pattern of patients, 
as many of the patients seen at Hospital del Maestro are retired 
teachers or their spouses.

An important point must be made at this time about colorectal 
cancer screening. It is unclear whether any of the patients in 
the study had undergone a screening colonoscopy prior to 
being diagnosed with cancer. In Puerto Rico, according to the 
BRFSS, only 28% of the participants had undergone a screening 
colonoscopy by 1996; by 2010, this number increased to 43% 
(33). Despite the improvement in the percentage of people 
undergoing a screening colonoscopy in Puerto Rico, those 
numbers are still below the Healthy People 2020 target of 70.5% 
(34). Half of our patients (50.5%) presented with an advanced 
stage (stage III or stage IV). We certainly cannot conclude that 
this advanced presentation is related to the lack of appropriate 
screening. However, the low level of screening and the increase 
in the incidence and prevalence of colorectal cancer in residents 
of Puerto Rico are of concern.

Despite the interesting findings of this study, there are 
several limitations that must be pointed out. First of all this is 
a retrospective, non-controlled study with a small number of 
patients. The data were obtained from pathological reports, 
and those reports do not have information that could have 
influence the overall survival of the patients such as BMI, high-
risk behaviors (smoking), chemotherapies provided and CEA 
levels at diagnosis. Further studies to describe and evaluate the 
prognoses and outcomes of Puerto Rican patients with colorectal 
cancer are warranted.

Resumen

Objetivo: El cáncer colorectal (CCR) es uno de los cánceres 
más comunes en Puerto Rico. Pocos estudios han correlacionado 
datos clínicos y patológicos con la sobrevida global de pacientes 
de cáncer de colon en Puerto Rico. Reportamos las características 
clínicas y patológicas de pacientes que fueron operados en un 
hospital de la comunidad en Puerto Rico. Metodología: Se 
revisaron las variables demográficas y patológicas de pacientes 
operados de CCR en el Hospital del Maestro durante los años 
2006 al 2011. Se utilizaron estadísticas descriptivas (mediana, 
rango y distribución de frecuencias) y modelos de riesgo 
proporcional Cox para determinar la influencia de variables 
clínicas y demográficas en la sobrevida global, ajustada por edad. 
Resultados: Doscientos cinco reportes patológicos de CCR 
fueron revisados. El adenocarcinoma representó la patología 
más común (202/205; 98.5%). Las mujeres representaron 
el 52% de la población (106/202) mientras que los varones 
representaron el 48% (96/202). La mediana de edad fue de 
71 años (30–96). El colon derecho fue el sitio de presentación 
más común (49.7%; 100/201). El estadío III fue el estadío de 
presentación más común. La presencia de mucina, invasión 
perineural o linfática y el tamaño del tumor no se relacionaron 
a una sobrevida disminuida. El sexo masculino, tener un estadio 
alto al diagnostico y tener un tumor moderado o pobremente 
diferenciado, fueron características que se relacionaron una 
sobrevida disminuida. Conclusión: Este estudio provee 
información en las variables clínicas y patológicas y su influencia 
en la sobrevida global de pacientes de CCR en un hospital de 
la comunidad en Puerto Rico. Se deben realizar más estudios 
para identificar potenciales disparidades y su influencia en la 
prognosis de estos pacientes. 

Acknowledgments

We would like to express how grateful we are to Dr. Edmeé 
Soltero, Dr. Arturo López, and Dr. William Ruíz for their having 
allowed us access to patient medical records. 

References

1. Heron M. Deaths: Leading Causes for 2009. National Vital Statistics 
Reports Volume 61, Number 07. Hyattsville, MD: National Center for 
Health Statistics; 2012.

2. U.S. Cancer Statistics Working Group. United States Cancer Statistics: 
1999–2009 Incidence and Mortality Web-based Report. Atlanta, GA: 
Department of Health and Human Services, Centers for Disease Control 
and Prevention and National Cancer Institute; 2013. Available at: Url: 
http://www.cdc.gov/uscs. Accessed May 3, 2013.

3. Figueroa-Vallés NR, Ortiz-Ortiz KJ, Pérez-Ríos N, et al. Cancer in Puerto 
Rico, 2004–2009. Puerto Rico Central Cancer Registry. San Juan, PR; 
2012:29-31.

4. Torres-Cintrón M, Ortiz AP, Pérez-Irizarry J, et al. Incidence and mortal-
ity of the leading cancer types in Puerto Rico: 1987–2004. P R Health Sci 
J 2010;29:317-29.

05 Maldonado et al.indd   69 5/15/2014   10:19:32 AM



CRC in Puerto Rico

70 PRHSJ Vol. 33 No. 2 • June, 2014

Maldonado et al

5. Rodríguez W, Bernal D, Otero M, Latimer C. The changing anatomic dis-
tribution of colorectal cancer at San Pablo Medical Center. Bol Asoc Med 
P R 1987;79:403–5.

6. Soto-Salgado M, Suárez E, Calo W, Cruz-Correa M, Figueroa-Vallés NR, 
Ortiz AP. Incidence and mortality rates for colorectal cancer in Puerto 
Rico and among Hispanics, non-Hispanic whites, and non-Hispanic 
blacks in the United States, 1998–2002. Cancer 2009;115:3016–23.

7. Cabanillas F, Nieves-Plaza M, Quevedo G, Echenique IA. Rectal adeno-
carcinoma: proposal for a model based on pretreatment prognostic fac-
tors. P R Health Sci J 2012;31:52-58. Cruz-Amy M, Serrano J, Labrador 
I, et al. Changes in profile and colorectal cancer stage over 15 years in 
Puerto Rico. Ethn Dis 2008;18(2 Suppl 2):S2-128-31.

8. Edge SB, Byrd DR, Compton CC, Fritz AG, Freene FL, Trotti A, eds. 
AJCC Cancer Staging Handbook. 7th ed. New York, NY: Springer; 
2010:173-206.

9. Bosman FT, Carneiro F, Hruban RH, Theise ND, eds. WHO classifica-
tion of tumors of the digestive system. 4th ed. Lyon, France: IARC Press; 
2010:109.

10. Papadopoulos VN, Michalopoulos A, Netta S, et al. Prognostic signifi-
cance of mucinous component in colorectal carcinoma. Tech Coloproctol 
2004;8(Suppl 1):s123-5.

11. Verhulst J, Ferdinande L, Demetter P, Ceelen W. Mucinous subtype as 
prognostic factor in colorectal cancer: a systematic review and meta-anal-
ysis. J Clin Pathol 2012;65:381-8.

12. Song GA, Deng G, Bell I, Kakar S, Sleisenger MH, Kim YS. Mucinous car-
cinomas of the colorectum have distinct molecular genetic characteristics. 
Int J Oncol 2005;26:745-50.

13. Kakar S, Aksoy S, Burgart LJ, Smyrk TC. Mucinous carcinoma of the 
colon: correlation of loss of mismatch repair enzymes with clinicopatho-
logic features and survival. Mod Pathol 2004;17:696-700.

14. Lee DW, Han SW, Lee HJ, et al. Prognostic implication of mucinous his-
tology in colorectal cancer patients treated with adjuvant FOLFOX che-
motherapy. Br J Cancer 2013;108:1978-84.

15. Harris GJ, Senagore AJ, Lavery IC, et al. Factors affecting survival after 
palliative resection of colorectal carcinoma. Colorectal Dis 2002;4:31-5.

16. Chafai N, Chan CL, Bokey EL, et al. What factors influence survival in 
patients with unresected synchronous liver metastases after resection of 
colorectal cancer? Colorectal Dis 2005;7:176-81.

17. Yun HR, Lee WY, Lee WS, et al. The prognostic factors of stage IV col-
orectal cancer and assessment of proper treatment according to the pa-
tient’s status. Int J Colorectal Dis 2007;22:1301-10.

18. Najari BB, Rink M, Li PS, et al. Sex disparities in cancer mortality: the 
risks of being a man in the United States. J Urol 2013;189:1470-4.

19. Howlader N, Noone AM, Krapcho M, et al. SEER Cancer Statistics Re-
view, 1975–2010, National Cancer Institute. Bethesda, MD. Available 
at: URL: http://seer.cancer.gov/csr/1975_2010/, based on November 
2012 SEER data submission, posted to the SEER web site, 2013.

20. Brändstedt J, Wangefjord S, Nodin B, Gaber A, Manjer J, Jirström K. Gen-
der, anthropometric factors and risk of colorectal cancer with particular 
reference to tumour location and TNM stage: a cohort study. Biol Sex 
Differ 2012;3:23.

21. Singh S, Langman MJ. Oestrogen and colonic epithelial cell growth. Gut 
1995;37:737-9.

22. Grodstein F, Newcomb PA, Stampler MJ. Postmenopausal hormone 
therapy and the risk of colorectal cancer: a review and meta-analysis. Am 
J Med 1999;106:574-82.

23. Chlebowski RT, Wactawski-Wende J, Ritenbaugh C, et al. Women’s Health 
Initiative Investigators. Estrogen plus progestin and colorectal cancer in 
postmenopausal women. N Engl J Med 2004;350:991-1004.

24. National Comprehensive Cancer Network (NCCN). NCCN Clinical 
Practice Guidelines in Oncology: Colon Cancer, Version 3.2013. Ac-
cessed May 3, 2013. Available at: Url: http://www.nccn.org/profession-
als/physician_gls/pdf/colon.pdf. Accessed May 10, 2013.

25. Kelder W, Inberg B, Schaapveld M, et al. Impact of the number of histo-
logically examined lymph nodes on prognosis in colon cancer: a popula-
tion-based study in the Netherlands. Dis Colon Rectum 2009;52:260-7.

26. Onitilo AA, Stankowski RV, Engel JM, Doi S. Adequate lymph node 
recovery improves survival in colorectal cancer patients. J Surg Oncol 
2013;107:828-34.

27. Storli K, Lindboe CF, Kristofferson C, et al. Lymph node harvest in colon 
cancer specimens depends on tumour factors, patients and doctors, but 
foremost on specimen handling. APMIS 2010;119:127-34.

28. Compton CC, Fielding LP, Burgart LJ, et al. Prognostic factors in colorec-
tal cancer College of American Pathologists Consensus Statement 1999. 
Arch Pathol Lab Med 2000;124:979-994.

29. Petersen VC, Baxter KJ, Love SB, Shepherd NA. Identification of objec-
tive pathological prognostic determinants and models of prognosis in 
Dukes’ B colon cancer. Gut 2002;51:65-9.

30. Van Loon K, Venook AP. Counterpoint: Adjuvant therapy in stage II 
colon cancer: pain not justified by the gain. J Natl Compr Canc Netw 
2012;10:1379-86.

31. O’Connor ES, Greenblatt DY, LoConte NK, et al. Adjuvant chemother-
apy for Stage II colon cancer with poor prognostic features. J Clin Oncol 
2011;29:3381-8.

32. López-Charneco M, Pérez CM, Soto-Salgado M, et al. Correlates of Col-
orectal Cancer Screening among Hispanics: Results from the 2008 Puerto 
Rico Behavioral Risk Factor Surveillance System Survey. P R Health Sci J 
2013;32:68-75. 

33. US Department of Health and Human Services. Healthy People 2020. 
Topics & Objectives Index - Cancer. ODPHP Publication No. B0132; No-
vember 2010. Available at: URL: http://www.healthypeople.gov/2020/
topicsobjectives2020/objectiveslist.aspx?topicId=5. Updated May 01, 
2012. [accessed March 4, 2014].

05 Maldonado et al.indd   70 5/15/2014   10:19:32 AM


