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Figure 3.1 SINGAPORE RESIDENTS: CRUDE MORTALITY RATES FOR SELECTED CAUSES IN

MALES & FEMALES, 1990-98.
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Figure 5.1(a) TEN MOST FREQUENT CANCERS IN MALES, 1993-97
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Figure 5.1(b) TEN MOST FREQUENT CANCERS IN FEMALES, 1993-97
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Risk factors

Family history
High animal fat and calorie, low fibre diet, lack of
exercise

Personal history of ovarian, breast or uterine
cancer

Personal history of colon cancer or polyp
Ulcerative colitis

Reproductive status

Smoking

Alcohol
Risk factor i1s not the same as cause



Polyps




Symptoms

* Blood 1n stool

° Change in bowel habit — diarrhoea, constipation,
narrow stool

e Straining during bowel movement
* Abdominal pain

* Weakness, fatigue, loss of weight and
appetite



Cancer

Polyp



Staging

Stage I — small, limited to the wall Surgery 1s
curative

Stage II — large, beyond the wall Surgery with
chemotherapy 1n some cases

Stage III — lymph node spread Surgery potentially
curative but chemotherapy needed

Stage IV — spread to liver, lungs Surgery 1s
palliative but may still be curative in some,
palliative chemotherapy




STAGE "% at Diagnosis  5-yr survival
A 15% 85-95%
B 25% 70-85%
C 35% 45-607%
D 25% 3-8%












POINT VALUE

1 RISK FACTOR

AGE

As you get older, your
chances of developing
colorectal cancer
(CRC) increase.

40-50? |

| 5(-60? -2
| 61+7-3

PERSONAL
HISTORY

Previous CRC or adenomas
increase risk.

| Previous colorectal

cancer? -9
Multiple adenomas? -4
Chronic howel disease? -2

FAMILY HISTORY
Having first-degree rela-
tives with CRC increases
risk. Also, a small percent-
age of families have inher-
ited genetic conditions
known as familial adeno-
matous polyposis (FAP)
and hereditary nonpolypo-
sis colorectal cancer
(HNPCC), which greatly
increase risk of

3 Hworage Mederate High
E?JPP?CE}!'? i Factar (7080 pereentef all cases) {1520 pereent of all comes) {5-10 percent of all cases)
One first-degree relative g = 50 years Ay Ay
with colorectal Ferzona medical Adenometous polps IMflammetory bowel dis=ass
cancer? -3 history {ﬂ'? Colors<ta cancsr = Chronic ukeratiee callis
The relative was diagnosed Chearian ar ulsnine carcer = Crohn's dis=ase
under age 55? -2 Family medical & first-degree relalive = 60 ysas Farily histcry al:
Two affected first-degree history of &gz or byo or more firsl-degrens * Famild adenomalous pobposis

relatives? -5

A healthful diet may
reduce risk, according to
some research.

developing CRC.
SCREENING Get colon screenings
Early detection may help (as recommended by
prevent CRC. doctor)? +
Should have a screening but
haven't? -
DIET Eat food mostly from high-

fat animal sources? -1

I Eat a halanced, high-fiber

diet with lots of fruits
and vegetables? +|

LIFESTYLE
Smoking increases risk of
developing CRC, as well as
risk of dying of it.

| Dverweight? -1
| Smoke? -2
Exercise 3 hours or

more a week? *l

TOTALS
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relatives of any age with & history of:
« adenometous pokps
* colorectal carcer

* Hereditany nonpalyposis
colorectl cancer



Amaric an Consorh um LS. Preventive Seraces Mational Comprehensive
Test Cancer Sockty (A inaeer 1897) Task Force {199G) Cancer Network [2000]
Fe=cal woculhl Annualy plus fleaible  Anualy Annualky Arrslly phs Aenble
blood tes sigmakloscopy sigmoidoscopy
[FOET) every B years every © yeans
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Sigmoid oscopy Flenibl= Flezaible Hesible= or rigid Flexble
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OR
Daouble-contrast . Bvery 5-10 years Every 6-10 y=ars Ireufigent svidencs" o Ewmry b years
barim =nema recommend for oragainst
with &-rwy shidlies roLkine saeening
L
Caolonoscopy Every 10 years Every 10 years Ireuficent svidenc=" o Ewmry 10 yeors

recammend for or against
rauline screening
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Fisk Strtifcation

Initial Screening

Subszequent Screening
or Surveillance Interal

MODERATE RISK
Personal Hestory
bdenomalous polyps
Zinge, smalli=< 1 anj pdyps

Large (= 1 am) polps o
mubiple pohy= of any spe

Colareclal cancer
Persoral history of
colorscts cancer and
resadion ol curshive nbenl
Craanian or uberine canosr
Famiy Hiskary
Adenomalous polyps or
colorecta cancer
First-degree relaires =< G0
yeas of age ar twa liskdegres
relalives with a higory of these
HIZH RIEEK
FPersoral Heslory
nfErnmaiany bowe| diseess

Famiy Histary
Famiial adenomatous polposis

Herecitary nonpely posis

calon carcer

Calanoscopy at ime of polyp
diagnosis

Calonoscopy at ime of polyp
diagnosis

TCE within 1 yvear of reseclion
and peroperatres TCE

TCE within 1 year of disgnosis

TCE & 40 y=ars of age or 10 years
earker than age al diagross of
earies) cass disgnossd in family

Colanoscopy with biopsy of dysplasia

In pancoltis: 8 years afler nikial
diagnosis

Ih collis on = side: 12-15 yeams
after inhal diagnosis

At puberty, ercoscopic surveillance,
gerefic iesing couns=ing, and
sp=aalist refemal

A 2 yeams of age, colonoscopy and
cauns=ing regarding genehc f=ding

Repeal TCE® within 3 years ol dagnosis
F indings are negaiie, follow average
risk recommendations.

Rep=al TCE within 3 years of initisl palyp
remoral. If fndings &re negshiee, repeal
TCE evmry b years.

H normel, TCE in 3 years. B ot 3 years
ranre, TCE every G yeans

TCE every & years

TCE every & years

Repeal every 12 yeas

Cormder coleclomy F polyposis confrmed
or genelic tesling posilie. Perlam
endoscopy every 1-2 years.

Coloroscopy svery 2 years urtil age 40 and
the=n arrually for patients whos= genetic
test | posilive or lor patients who da nol
undengo genetic fding




Screening

Beginning age 50
 Digital rectal examination, faecal occult

blood yearly plus sigmoidoscopy every 5
years

* Barium enema every 5-10 years
* Colonoscopy every 10 years
 Stool genetic tests
Some form of screening 1s better than none
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DNA stool analysis

Identify altered exfoliated DNA from colorectal polyps
and cancer

Recent study has demonstrated high sensitivity (91%) in
identifying colorectal cancer and adenomas greater than
lcm

APC mutations were seen in 57% sporadic cancer and
polyp specimens



Trials

* Animal studies
* Phase I — safety and dosage
* Phase II — efficacy

* Phase III — compare against standard
treatment



Summary

* Screening and early detection are the main
strategies to diagnose colorectal cancer at an
early stage so that treatment can produce the
best possible outcome, including prevention
and cure



