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Bowel including Anal Cancer (C18-C21): 2008 Estimates
European Age-Standardised Incidence Rates per 100,000, EU-27 Countries
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Please include the citation provided in our Frequently Asked Questions when reproducing this chart: http://info.cancerresearchuk.org/cancerstats/fags/#How
Prepared by Cancer Research UK

Original data sources:

European age-standardised rates were calculated by the Statistical Information Team at Cancer Research UK, 2011 using data from GLOBOCAN, IARC, 2010,
version 1.2. Available from: http://globocan.iarc.fr. Accessed May 2011.
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Trends in colorectal cancer incidence rates in select countries of Eastern Europe by sex

Rate per 100,000

(Cancer Incidence in Five Continents, 1963-2002).
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Eastern europe ststistics 40 years.
3 – 4 fold increase
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Bowel including Anal Cancer (C18-C21): 2008 Estimates
World Age-Standardised Incidence Rates per 100,000 Population, World Regions
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Please include the citation provided in our Frequently Asked Questions when reproducing this chart: http://info.cancerresearchuk.org/cancerstats/fags/#How
Prepared by Cancer Research UK

Original data sources:

Ferlay J, Shin HR, Bray F, Forman D, Mathers C, Parkin DM GLOBOCAN 2008 v1.2, Cancer Incidence and Mortality Worldwide: IARC CancerBase No. 10
[Internet]. Lyon, France: International Agency for Research on Cancer, 2010. Available from: http://globocan.iarc.fr. Accessed May 2011.

o CANCER
°3 RESEARCH
Al UK


Presenter
Presentation Notes
Mau 15-20incidence


S
Incidence of Colorectal Ca in KSA Versus USA

ASR for colorectal cancer (1994-2003) in the Kingdom of Saudi Arabia and
the United States of America

ASR for Incidence (KSA) ASR for Incidence (USA)

Year Males Females ALL Males Females ALL

1994 3.36 3.45 3.38 40.80 28.90 33.41
1995 3.25 4.02 3.956 39.20 28.80 32.63
1996 2.93 3.73 3.25 40.70 28.20 33.01
1997 3.05 3.51 3.22 41.90 29.30 34.06
1998 3.45 3.52 3.48 41.00 30.20 34.14
1999 3.98 4.63 4.26 40.60 29.40 33.59
2000 3.70 4.28 3.95 39.70 28.50 32.82
2001 4.15 4.92 4.48 39.10 28.00 32.24
2002 5.09 5.07 5.07 38.20 28.40 32.11
2003 6.06 5.60 5.84 36.90 26.50 30.49

Source: Ibrahim, E. et al. (2008). Past, Present and Future of Colorectal Cancer in the
Kingdom of Saudi Arabia. The Saudi Journal of Gastroenterology. 14(4): 178-182. 5


Presenter
Presentation Notes
Geographical diff


Colorectal Cancer

Over 95% of colon and
rectal cancers are
adenocarcinomas
(cancers that begin in
cells that make and
release mucous and
other fluids). These
cells line the inside of
the colon and rectum.

http://www.colon-cancer.biz/images/coloncancerr.jpg



Number of New Cases and Percentage Distribution of Cases
within the Large Bowel, Great Britain
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Flat Lesions

New Sources of Risk
Caveats Colorectal cancer prevention

: largely focuses on finding polyps,
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A different type of lesion in the colon lining is the flat lesion. 
Flat lesions are defined as those growths that are wider than they are tall.  In reality, most of these lesions are not totally flat.  

Colonoscopies done in over 1800 veterans of all risk categories found:  9.35% had flat lesions, of which 0.8% were cancerous or pre-cancerous.  They found polyps in 37%.  They concluded that Flat lesions occur less frequently than protuberant polyps, but are more likely to harbor cancer or pre-cancerous cells.  They appear to occur more frequently in symptomatic patients and in patients with identified CRC risk factors.  
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Human colon carcinogenesis
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The transition from normal mucosa to polyp to invasive cancer is usually a lengthy process, 7 to 12 years in many cases.  This prolonged dwell time provides a unique opportunity for cancer prevention through polyp detection and removal.  This slide shows normal mucosa, a pedunculated polyp and a small cancer.  
While colorectal cancer is often found after symptoms appear, most people with early colon or rectal cancer have no symptoms of the disease. 

Common symptoms of colorectal cancer include: A change in bowel habits (constipation or diarrhea); Blood on or in the stool that is either bright or dark; Unusual abdominal or gas pains; Unexplained weight loss; or Anemia.


Symptoms usually appear only with more advanced disease. This is why getting the recommended screening tests before any symptoms develop is so important. 


Carcinogenesis

e Mmismatch repair (microsatellite instability) pathway

NORMAL COLON SESSILE SERRATED ADENOMA CARCINOMA

[‘I|‘l| rr o 006300
Mucosa’lli Al equ LAY
'—5—_—- ———
Submucosa £—,,¢,~¥_QO,?£
Muscularis
propria
Germ-line or somatic | Alteration of second Microsatellite Accumulated mutations
(acquired) mutations allele by LOH, instability/ in genes that regulate
of mismatch repair mutation, or “mutator growth, differentiation,
genes promoter methylation phenotype* and/or apoptosis
MLH1, MSH2 e.9., TGFBRI, BAX,
(MSH6, PMS1, PMS2) TCF-4, IGF2R, others

© Elsevier. Kumar et al: Robbins Basic Pathology 8e - www.studentconsult.com



Symptoms of Colorectal
Cancer

Early colon cancer usually presents with no
symptoms. Symptoms appear with more
advanced disease.

Symptoms include:

-a change in bowel habits (diarrhea,
constipation, or narrowing of the
stool for more than a few days)

-a constant urgency of needing to
have a bowel movement

-bleeding from the rectum or
blood in the stool (the stool
often looks normal)

-cramping or steady stomach
pain

-weakness and fatigue or anemia

-unexplained weight loss A polyp as seen during colonoscopy
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What Are the Risk Factors
for Colorectal Cancer?
B Polyps (a noncancerous or precancerous growth
assoclated with aging)
B Age
® Inflammatory bowel disease (IBD)
® Diet high in saturated fats, such as red meat
®m Personal or family history of cancer
m Obesity
B Smoking
® Other




Risk Factors

Risk Factor

Description

Age

9 out of 10 cases are over 50 years old

History of polyps

M risk if large size, high frequency, or specific types

History of bowel
disease

Ulcerative colitis and Crohn’s disease (IBDs) 1 risk

Certain hereditary
family syndromes

Having a family history of familial adenomatous polyposis or
hereditary nonpolyposis colon cancer (Lynch Syndrome) ! risk

Family history
(excluding syndromes)

Close relatives with colon cancer 1 risk esp. if before 60 years
(degree of relatedness and # of affected relatives is important)

Other cancers and their
treatments

Testicular cancer survivors 1 risk

Race

African Americans are at 1 risk

Ethnic background

Ashkenazi Jew descent 1 risk due to specific genetic factors




Risk Factors (cont’d)

Risk Factor Description
Diet High in fat, especially animal fat, red meats and processed meats I
risk

Lack of exercise | 1 risk

Overweight M risk of incidence and death
Smoking -1 risk of incidence and death
-30-40% more likely to die of colorectal cancer
Alcohol Heavy use of alcohol 1 risk
Diabetes 30% ! risk of incidence and 1 death rate

Night shift work More research is needed but over time may 1 risk




Colorectal Cancer Cases by Risk History

and Mental Hygiene

Sporadic
(average risk) (65%—85%)

_oni

J Family

history
(10%—-30%)

Rare
syndromes
(<0.1%) Hereditary nonpolyposis

colorectal cancer (HNPCC, 2-3%)

Familial adenomatous
polyposis (FAP) (<1%)

Prevention and Health Promotion Administration
http://www.cancer.gov/cancertopics/pdg/genetics/colorectal/HealthProfessional May 2013
15



Risk Factors-Inactivity and Obesity

. Physical activity and obesity:
-Obese women have a 1.5-fold 1! risk
- trend in risk with 11 hip-to-waist ratio

-Physical Inactivity leads to obesity and an M risk of
colorectal cancer

-Physical activity is also believed to benefit bowel
transit time, immune system, serum
cholesterol, and bile acid metabolism

-Individuals with higher, more efficient metabolism
may be at a U risk

Complications of Childhood Obesity
Neurological

ot b Pseudotumor cerebri
Poor self esteem lk or choke
Depression
Quality of life Cardiovascular

Dyslipidemia

Pulmonary Hypertension
Asthma Left ventricular hypertrophy
i Sl.EEP apiaa Chronic inflammation
Exercise intolerance

Endothelial dysfunction

Renal Risk of coranary disease

Glomerulosclerosis
Proteinuria

Gastrointestinal
Paniculitis
Steatohepatitis

Liver fibrosis
Gallstones

Risk for cirrhosis
Risk for colon cancer

Endocrine

Type 2 diabetes

Precocious puberty

Polycystic ovary syndrome (girls)
Hypogonadism (boys)

DVTI/PE

Stress incontinence

Musetlioskeistal Risk of GYN malignancy

Forearm fracture

Blount’s disease

Slipped capital femoral epiphysis
Flat feet

Risk for degenerative joint disease

http://images.obesityhelp.com/uploads/cms/11323/complication-childhood-obesity.jpg



Risk Factors-Smoking

http://www.chinadaily.com.cn/world/images/attachement/jpg/site1/20080403/0013729e4abe095e606c22.jpg

e Smoking:

-12% colorectal cases are attributed to smoking

-Long term heavy smokers have a 2-3 fold 1! in colorectal adenomas

-There is a greater frequency of adenomatous polyps in former smokers
even after 10 years of smoking cessation

-Incidence of colorectal cancer occurs at a younger age

-Potential biological mechanisms:
-Carcinogens 1 cancer growth in colon and rectum. Could reach

colorectal mucosa through alimentary tract or circulatory system and
then damage or alter expression of cancer-related genes

- no p53 over expression in heavy cigarette smokers (p53 is a tumor
suppressor gene that plays a central role in the DNA damage
response)

an adenomatous polyp L.

http://www2.medford.k12.wi.us:8400/guidance/Flu%20Vaccine%20and%20Children_files/levi-1214.gif



Risk Factors-Alcohol

e Alcohol:

-regular drinking = 2 fold 1 risk in colorectal cancer p53 is a tumor suppressor gene that pIays 3

cen;gg“gle in the DNA damage response

-Diagnosis at younger age
-Evidence to suggest increase in risk may be attributed to p53:

-heavy beer consumption associated with p53 over expression
in early colorectal neoplasia

-p53 over expression correlated with p53 gene mutations

-p53 over expression 1 from adenomatous polyps =
carcinoma in situ = intramucosal carcinoma

-p53 over expression associated with worse overall survival p S _
after diagnosis, more likely found in polyps in distal colon and ! = ' L

i i 1) i .!»'- 'F 3 3
rectum o .,?f R 3@
"SRR o g T g
CELL T Y
DA DA AGED TUROR CELLS
12 1 355 ml) of FERATE
5oz (148 ml) beer L())rzévm:: (T)(?lgr VIRAL WECT OR TREATIMENT — TUMOR CELL
One mixed drink with of wine .

* 1.5 floz (44 ml)
of 80-proof liquor
(such as vodka,

in, Zcotch. bm]]rh(m,
- -
an example of a i
T neoparea: standard drink VIRUS INFECTS CELLS WEH’RDDUCB M TUMOR CELLS DIE
http://d.yimg.com/originl.lifestyles.yahoo.com/Is/he/healthwise/alcohol.jpg Tumﬁﬁ%ﬁ;n

http://www.wellesley.edu/Chemistry/chem227/nucleicfunction/cancer/adeno-p53.gif



Risk Factors-Diabetes, Insulin, Insulin-like
growth factor (IGF-1)

Type Il
Diabetes

. Diabetes, Insulin, and Insulin-like
growth factor:
insulin

-Links to 1 risk of colorectal cancer:
. . . (% but itis
-Elevated circulating IGF-1 (Insulin- _ 3| resistant

to cf{cclwei

like growth factor) \ \ use

-Insulin resistance and associated
complications: elevated fasting Stomach

. . Fancreas-‘%
plasma insulin, glucose, and free =™
fatty acids, glucose intolerance, 1
BMI, visceral adiposity Type 1 Diabetes

-Elevated plasma glucose and - T
diabetes b b

into glucose,
-Insulin and IGFs stimulate proliferation 2. Glucase enters
of colorectal cells

the boodstream
-Elevated insulin and glucose associated
with T adenoma risk and U
apoptosis (cell death) in normal
rectal mucosa

http://www.scubasewj.com/wp-content/uploads/2006/12/Type%201%20Diabetes.jpg



Risk factors — Hereditary Family
Syndromes

e The development of colorectal cancer is a multi-step process involving genetic
mutations in the mucosal cells, activation of tumor promoting genes, and the loss of
genes that suppress tumor formation

=Tumor suppressor genes constitute the most important class of genes
responsible for hereditary cancer syndromes

--Familial Adenomatous Polyposis (FAP): A syndrome attributed to a
tumor suppressor gene called Adenomatous Polyposis Coli (APC)

-- Increased risk of colon and intestinal cancers

=Tumor suppressor genes are normal genes that slow down cell division, repair
DNA mistakes, and promote apoptosis (programmed cell death). Defects
In tumor suppressor genes cause cells to grow out of control which can
then lead to cancer



Famlllal Adenomatous Polyposis

Mormal colon cell
with inherited
mutation of one
copy of APC gene
Deletion of good copy of APC
gene {(chromosome 5)

http://www.nature.com/modpathol/journal/v16/n4/images/3880773f1.jpg

m  FAP:
= Multiple colonic polyps -l—SmaII polyp
= Patients with an APC mutation have a 100% T
lifetime risk of colorectal cancer if patient Mutation in RAS
fails to undergo total colectomy {Ehm_m"sume '
= Adenomas (>100) occur in: colorectum, ‘3:LE:;D;“']:;:';TT?;;zl,',:’t:",;ﬁm
small bowel & stomach o
= Cancer onset ~39 years :;i: 2] «___Large polyp with nests
=  Screening recommendations: #* = ofmalignant cells
- DNA testing for APC gene mutation ”’Demtmn and/or mutation
-Annual colonoscopy starting 10-12 yrs old * ofp33 (chromosome 17)
until 15-20 yrs
-Upper endoscopy (scope through mouth -+—Colon cancer
to examine the esophagus,
stomach and the first part of the small
inteStine, the dUOdenum)- Frequency of 1- http://users.rcn.com/jkimball.ma.ultranet/BiologyPages/C/ColonCancer.png
3/year when colonic polyps are

detected

-Older than 20 years annual upper
endoscopy and  colonoscopy needed



Lynch Syndrome

(also known as HNPCC)

Lynch syndrome:

Also known as hereditary nonpolyposis colorectal
cancer (HNPCC)

A rare inherited condition that increases risk of colon
cancer and other cancers

2-3% colon cancers attributed to Lynch Syndrome

Increase risk for malignancy of: endometrial carcinoma
(60%), ovary (15%), stomach, small bowel, hepatobiliary
tract, pancreas, upper uro-epithelial tract, and brain

Caused by autosomal dominant inheritance pattern (if
one parent carries a gene mutation for Lynch syndrome,
then 50% chance mutation passed to child)

Cancer occurs at younger age <45 years

Accelerated carcinogenesis: a small adenoma may
develop into a carcinoma with in 2-3 yrs as opposed to
~10 yrs in general population

Screening:

-Colonoscopy every other year starting in 20s,
and every year once reach 30s

Education and genetic counseling recommended at 21
years

Autosomal dominant

Affected

father

B Unallaciad
| et

LRI

Affected Unaffected Unaffected

Unaffected
mother

Affected

son daughter son

daughter

http://media.npr.org/programs/atc/features/2006/dec/pgd/dom200.jpg




Summary: Risk Reduction Factors

Risk Reduction Factors
Nutritional Content of

— General a Well-Balanced Diet Function in the Body
— Diet
. . . Carbohydrates & HMaln source of energy;
— Vitamins and minerals (330 g daily) fiber confers many health benefits.
— NSAIDS Protein Major stelletiral building blocks.
(100 g daily)
Fat Energy storage; synthesis
(75 g daily) and repair of cell parts.
Water Salvent: lubricant; medium for
(2000 g daily) transport and temperature regulation.
Vitamins Enable chemical reactions
(=300 mg daily) inthe body.
Minerals Aid emZyme finction; electrical balance;
(5-10 g daily) generate nerve impulses; bone structure.

http://www.chemistry.wustl.edu/~courses/genchem/Tutorials/Vitamins/images/Content.jpg



Factors that may reduce risk

Method

Description

Screening

Regular screening can prevent colon cancer completely (it usually
takes 10-15 years from the time of the first abnormal cells until
cancer develops). Screening can detect polyps and remove before
cancerous, or early detection with a better prognosis.

Diet and Exercise

Fruits, vegetables, whole grains, minimal high-fat foods and 30-60
minutes of exercise 5 times per week help U risk

Vitamins, calcium
w/D, magnesium

Aid in U risk

NSAIDS (Non-

steroidal anti-
inflammatory drugs)

20-50% U risk of colorectal cancer and adenomatous polyps;
however, NSAIDs can cause serious or life threatening implications
on the Gl tract and other organs

Female
Hormones

HRT (hormone replacement therapy) may U risk esp. amongst long
term users, but if cancer develops, it may be more aggressive. HRT
U risk of osteoporosis, but may 1 risk heart disease, blood clots,
breast and uterine cancers




Risk reduction - Diet

Denmark
Canada Ny Zealand

Rﬁstmlia Finland

France sialand
So. Africa Belgium
Poland

j Israel Sweden
apan

]

Switzerland
Metherlands
Germany

Fiber:

-Need ~20-35 g/day

N daily intake= 1 fecal bulk and U transit time
-Insoluble fiber-non-degradable constituents (cereal)

-Studies show no protection against colorectal cancer
from cereal fibers

-Soluble fiber-degradable constituents (fruits and
vegetables)

-Studies found protective effect from fibers from fruits and

lealy

Spain
Honga Kong MNorwa Hungary

Greece  Czechoslovakia

Chile Romania
nama Yugoslavia -
Venezula s R=.82

Mexico p=.00039

India

-

Nigeria
ailand
Sri Lanka Columbia

Age-adjusted Death Rate/100,000 Per Year

o

40 40 80 100 120
Animal Fat Grams/Person per Day

http://www.diseaseproof.com/Animal%20Fat%20vs%20Intestinal%20Cancer.jpg

vegetables
Cruciferous vegetables:
Fat: -Broccoli, cauliflower, cabbage, brussel sprouts, bok choy and
-U fat (30% or less of total daily calories) kale

-Inverse association with colorectal cancer risk

Meat:

-Substitute meats with 1! fat for chicken and fish
- risk w/daily 1! of 100g of all meat or red meat
-Nrisk w/daily ' of 25g processed meat

-1 intake of carcinogenic compounds produced when meat is well
cooked at high temperatures= ! risk of adenomas



Risk reduction—
Vitamins & Minerals

Nutritional Content of

a Well-Balanced Diet Function in the Body
. . Pl
Carbohyd y i f .
There Is eVIdence to suggeSt that the o :23; gradt:iTer‘ s “b’:ru;cn:fir:lrgﬁ;r health benefits.
following are potentially beneficial Proteln PR .00 biocks.
(100 g daily)
at reducing risk:
Fat Energy storage: synthesis
(75 g daily) and repair of cell parts.

o Sal : lubri - di f
CaIClum wat?;ouu g daily) | vt?‘:as:nrr'llcai:itt:nfp;?::u:Jerregulaﬁon.
Vitamin E Vitamins Enablé chemical reactions

<300 mg dail in the body.
Selenium ‘ e
Minerals Ald enZy me finction; electrical balance;
,B-CGFOtene (5-10 g daily) geénerate nerve impulses; bone structure.
Lactobacilli
Folate

-Folate is an essential cofactor needed in DNA synthesis, stability, integrity, and repair

-Folate helps U risk colon cancer (not rectal)

-Smokers may benefit from a higher daily intake of folate (smoking interferes with folate utilization and/or metabolism)
-Folate deficiency is implicated in carcinogenesis, particularly in rapidly proliferative tissues, such as the colorectal mucosa



Risk reduction-NSAIDs

. Prospects for chemoprevention (a reduced risk of developing colorectal cancer and/or preventing polyp occurrence):
Vitamins A, C, D, E, B-carotene, calcium, folate, anti-inflammatories (NSAIDs, non-steroidal anti-inflammatory drugs),

and H2 antagonists (COX-2 inhibitors).

mEvidence that NSAIDS and COX-
2 inhibitors are most useful

mNSAID use:

-Appears to prevent or reduce frequency of
carcinogen-induced animal colonic tumors
-NSAIDs appear to reduce growth rates in colon
cancer cell lines

-NSAIDs have adverse effects on: kidney, skin,
lung, liver, gastrointestinal bleeding, peptic
ulcers

-The dose and duration of treatment is related
to its beneficial effects

mCOX-2 Inhibitors:

-Are useful because COX-2 levels are f in
inflamed tissues

Cancercell

'&L P;LA../A

Inflammatory CE" e} ‘ @:events inhibited by NSAIDS

(M) T .' -
{ - Stromal

)l fibroblast

COX-2

VEGF VEGF
, l VEGF

Angiogenic ]

endothelial

cell COX-2 cAMP

VE GF-R2
: Integrin
i aVp3
. MI\PK
? Rac

Permeabllltys Prohferatmrs Mlgratlors

http://www.chuv.ch/cpo_research/images/cox.jpg
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Screening Methods for Colorectal Cancer

® Colonoscopy (currently the best way to prevent and detect
colorectal cancer)

® Virtual colonography

B Sigmoidoscopy

® Fecal occult blood test

B Double contrast barium enema

® Digital rectal examination
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Early diagnosis of cancer   polypectomy


Medical History and
Physical Exam:

A history (symptoms
and risk factors) and
DRE (digital rectal
exam) is performed for
patients thought to
have colon cancer. An
abdominal exam is
performed to feel for
masses or enlarged
organs.

Scree

Does patient

Average +——p

v

Patient’ ?
atient’s age ASO

~
=50

v

[ ]
have symptoms of CRC?

g
1

atient’s risk for CRC?

Personal history

—

1
1

_}

v

htient’s history?

v

Family history

v
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Screening Options: Fecal Occult

e Stool Blood Test (FOBT or Fﬁ) Used to find small amounts of blood in the stool. If found

further testing should be done.

Hemoccult

Sinegle Slides

.niddk.nih.gov/ddiseases/pubs/dictionary/pages/images/fobt.gif

http://www.owenmed.com/hemoccult.jpg
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Reduction of 25%


Screening: Flexible Sigmoidoscopy

End of
“ sigmoidoscopy

\ . i{ v
Colonoscopy examines the entire

length of the colon; sigmoidoscopy
examines only the lower third FADAM.

http://www.nIm.nih.gov/medlineplus/ency/images/ency/fullsize/1083.jpg

Flexible Sigmoidoscopy: A
sigmoidoscope, a slender,
lighted tube the thickness of a
finger, is placed into lower part
of colon through rectum

It allows physician to look at
inside of rectum and lower
third of colon for cancer or
polyps

Is uncomfortable but not
painful. Preparation consists of
an enema to clean out lower
colon

If small polyp found then will
be removed. If adenoma polyp
or cancer found, then
colonoscopy will be done to
look at the entire colon
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Reduction of 33%


Screening: Barium Enema

http://www.acponline.org/graphics/observer/may2006/special_lg.jpg

 Barium enema with air contrast:
A chalky substance is used to
partially fill and open up the colon

e Airis then pumped in which causes
the colon to expand and allows
clear x-rays to be taken

e |fan area looks abnormal then a
colonoscopy will be done

A cancer of the ascending colon. Tumor
appears as oval shadow at left over right
pelvic bone



B
Screening: Virtual Colonoscopy

e Virtual Colonoscopy: Air is pumped into
the colon in order for it to expand
followed by a CT scan which takes
hundreds of images of the lower
abdomen

e Bowel prep is needed but procedure is
completely non-invasive and no
sedation is needed

e |Is not recommended by ACS or other
medical  organizations for early
detection. More studies need to be
done to determine its effectiveness in
regard to early detection

e |Is not recommended if you have a
history of colorectal cancer, Chron’s
disease, or ulcerative colitis

e If abnormalities found then follow-up
with colonoscopy
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Screening: Colonoscopy

Colonoscopy

* Colonoscopy: A colonoscope, a long, |
flexible, lighted tube about the thickness of a T
finger, is inserted through the rectum up into j
the colon

e Allows physician to see the entire colon

e Bowel prep of strong laxatives to clean out coton JL &
colon, and the day of the procedure an
enema will be given

e  Procedure lasts ~¥15-30 minutes and are
under mild sedation

e Early cancers can be removed by Anus
CO|OnOSCOpe d u ring COIOnOSCO py http://www.cadth.ca/media/healthupdate/Issue6/hta_update_mr-colonograpy2.jpg
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Colorectal cancer in
Mauritius




‘ Cancer incidence for 2010-2012 I

Males Females
Number 2348 3345
Percentage 41% 59%
Crude incidence rate 112.8 168.2
ASRW 117.9 137.5
m female

36
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Latest figures available at our registry covers the five year period 2006-2010. Please note that the difference noted on sheer numbers and crude rates are less significant when age standardisation is performed. The female predominance is due to high proportion of breast cancer amongst women as shown in the following chart


e

Trends in colorectal cancer
incidence, 1989-2012




Colorectal cancer incidence trends
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Presenter
Presentation Notes
This chart is slightly more complex to understand ; It concerns female breast cancer in Mauritius giving both incidence and mortality data. Also there is a dual scale with numbers in the bars and scale on the left and ASR in lines and scale on the right. 
Basically it shows a significant and continuous increase in new cases of breast cancer registered whereas deaths due to breast cancer after a mild increase in the nineties has stabilised giving an impressive MI ratio of  less than 25% for the last column which incidentally concerns a two year 2009-2010 period only with a different colour code after the necessary adjustments for comparability. 


Age-specific incidence rates for colorectal cancer in males & females
Mauritius 2009-2012 (source : NCR)
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Main sites of cancer in males

ASRW Mauritius 2010 -2012

Main cancer sites

B Colon-Rectum
O Prostate

@ Lungs

B Lip/oral/Pharynx
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O Bladder
B Larynx

OLymphomas
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‘ Main sites of cancer in females I

B Breast

O Colon-Rectum

l Cervix
B Endometrium

O Ovary

B Stomach

B Brain

Main cancer sites

OLungs
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Presentation Notes
Indeed breast caters for more than 40% of all women’s cancers with cervical cancer followed closely by colorectal cancer then comes endometrium and ovaries and then stomach, leukaemias and lungs in females


Distribution of new cases of colorectal cancer by age-groups &
by gender; Mauritius 2009-2012 (source : NCR)
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Presentation Notes
Polyp/cancer by age group
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Presenter
Presentation Notes
Usa  screening over 10 y period cancer incidence ! 4%
Mortality !  4% (cdc and prevention)


Table 3.4
Bowel Cancer (C18-C20), Five-Year Relative Survival Rates and Percentage of Cases by

Dukes’ Stage at Diagnosis, England, 1996-2002

Duke's stage at Five-year relative

Percentage of cases

diagnosis SV

A 8.7% 93.2%
B 24.2% 77.0%
C 23.6% 47.7%
D 9.2% 6.6%

Unknown 34.3% 35.4%



nm Risk of CRC

and Mental Hygiene

Group Approx. lifetime risk of CRC

General Population 5-6%

One first degree relative (FDR) with CRC 2--3-fold increase over general
population

Two FDRs with CRC 3--4-fold increase

FDR with CRC diagnosed < 50 3--4-fold increase

One second or third degree relative About 1.5-fold increase

Two second degree relatives About 2--3-fold increase

Inflammatory Bowel Disease 7-10% have CRC after having

(ulcerative colitis and Crohn'’s colitis) ulcerative colitis for 20 years;
then ~1%/year

Familial adenomatous polyposis (FAP) ~100%

Hereditary non-polyposis colorectal cancer (HNPCC) | ~80+%

Burt RW. Gastroenterology 2000;119:837-53
Winawer S, et al. Gastroenterology 2003;124:544-560
Prevention and Health Promotion Administration
May 2013
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Age to Begin Screening by Risk Category

Department of Health

and Mental Hygiene RISk Category Age to Begln SCreenlng

Average risk Age 50 years

Increased risk

Family History

Colorectal cancer or adenomatous polyp(s)* | Age 40 years, or 10 years before the
in an FDR age <60, or in 2 or more FDRs at | youngest case in the immediate
any age family, whichever is earlier

* Especially if advanced adenomas: > 1 cm; villous
histology; or high grade dysplasia

Genetic syndrome:
Familial adenomatous polyposis (FAP) | Age 10 to 12 years

Hereditary non-polyposis colorectal Age 20 to 25 years, or 10 years
cancer (HNPCC) before the youngest case in the
iImmediate family

Inflammatory bowel disease Cancer risk begins to be significant 8
years after the onset of pancolitis
(involvement of entire large intestine),
or 12-15 years after the onset of left-

sided colitis
Rex DK, et al. Am J Gastroenterol 2009:104;739-750
American Cancer Society, 2012 Prevention and Health Promotion Administration
http://www.cancer.org/Cancer/ColonandRectumCancer/Morelnformation/ColonandRectumCancer May 2013

EarlyDetection/colorectal-cancer-early-detection-acs-recommendations 48
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Benefits of CRC Screening

Benefits:

e Cancer Prevention: Removal of pre-
cancerous polyps

e Long-term survival: Improved by early
detection
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Presenter
Presentation Notes
Cancer Screening Saves Lives.  Not only does cancer screening save lives by detecting breast, cervical, and colorectal cancers early; it also is the first step in preventing many colorectal and cervical cancers from ever developing: 

• Routine screening can reduce the number of people who die from colorectal cancer by at least 60%. For Colorectal cancer, screening can also prevent cancer by detecting and removing pre-cancerous polyps. The proportion of colonoscopies in which polypectomies were performed range from 41% to 68% depending on the study.

• A mammogram performed every 1–2 years for women aged 40 years and over can reduce mortality by approximately 20%–25% during a 10-year period. 

• Pap tests can detect precancerous lesions so they can be treated before cervical cancer develops. Researchers in many countries found that rates of cervical cancer death dropped by 20%–60% after screening programs began.


Colorectal Cancer Incidence and Mortality Rates
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