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Abstract

Background/Aim: ldentifying the epidemiological factors associated with the causation and development
of colorectal cancer may help gain a better understanding of the disease to assist in screening and assessing
the prognosis. This study aimed to determine and analyze the clinical-epidemiological profile of colorectal
cancer.

Methods: A cross-sectional study was conducted at a tertiary teaching hospital on 138 colorectal cancer
patients for 1.6 years (June 2017 to December 2018). The participants were examined clinically, and
detailed history regarding demographic features, adverse habits, occupation, and family history was taken
using a structured pro forma. The tumor stage and site of cancer were considered the primary outcomes.
Descriptive and inferential analyses were carried out using coGuide software, V.1.03, and the P-value was
set at <0.05.

Results: The mean age was 54.52 (15.9) years, and 86 (62.30%) patients were males. Twenty-seven
(19.60%) had hypertension, 20 (14.50%) had fissures piles and 17 (12.30%) had Diabetes Mellitus.
Ninety-seven (70.28%) had a history of smoking and alcohol consumption. Carcinoma cases were more
common among patients with a history of non-vegetarian dietary intake, but it was not statistically
significant. In our study, smoking and comorbidities like (hypertension, fissure piles) proved to be
associated with stages of tumor (P<0.05).

Conclusion: The associated risk factors in our study were age >50 years, smoking, and hypertension. If
controlled, these can help reduce the overall incidence of CRC in the Indian population.
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Introduction

The widely increasing number of cancer cases is
perceived as an essential contributor to health ailments globally.
Worldwide, approximately 13 million cancer cases are reported
per year, among which almost 60% of patients die in developing
countries. If not controlled, the number may increase to 10
million per year shortly [1]. According to the World Health
Organization, colorectal cancer (CRC) is the third most common
cancer diagnosed among men and the second most common in
women [2]. Lung, prostate, colorectal, stomach, and liver cancers
are the most common types of cancer in men, while breast,
colorectal, lung, cervix, and stomach cancer are the most
common among women (WHO, 2017) [3].

Over 1.8 million new colorectal cancer (CRC) cases and
881000 deaths were estimated to occur in 2018, accounting for
approximately 1 in 10 cancer cases and deaths. Overall, CRC
ranks third in terms of incidence but second in terms of mortality
[4]. CRC incidence and mortality trends have evolved strikingly
in recent decades. Despite significant declines in older
populations, the incidence of CRC has nearly doubled among
younger adults since the early 1990s [5]. In his systematic review
(SR), Leddin [6] concluded that the risk of CRC increases in
individuals with positive family history. The study showed that
3%-10% of subjects have one or more first-degree relatives
(FDRs) diagnosed with CRC and 0.3%- 3% have two or more
FDRs diagnosed with CRC.

The CRCs do not share similar driving mutations. They
consist of a diversified group of a disease-driven array of
modifications and mutagens. Hence, designing a "catch-all”
molecular therapy for CRCs is troublesome. If CRC is diagnosed
at an early stage, it can be treated surgically. Still, surgery
remains ineffective if diagnosed in the advanced stage, as usually
happens in 25% of cases where it has already metastasized to
other areas. Drug resistance and cancer recurrence have
restrained such patients for neoadjuvant and cytotoxic therapies.
This deadly neoplasm can be prevented and treated when its
development pattern, association with environmental and genetic
factors, and molecular evolution are firmly understood by
researchers and physicians [7].

CRCs' most crucial risk factors are industrialization and
economic growth leading to a western dietary pattern, sedentary
lifestyle, and increasing obesity [8]. In their study, Dos Santos
Guedes MT et al. reported the interactions between lifestyle
factors like tobacco usage and alcohol consumption, genetic
factors, few environmental agents like ionizing radiation,
chemical, and biological carcinogens as the possible factors for
the development of most sporadic cancers [9]. Despite the
awareness about CRC as a significant cause of mortality, the
incidence of CRC is increasing. A review of the literature
suggests a scarcity of data on factors associated with CRC. A
previous study by Sharkas et al. [10] investigated the association
between CRC and lifestyle factors. Based on the American
Cancer Society (ACS, 2018), there is no proven way to prevent
colorectal cancer. However, modifiable risk factors can be
controlled to minimize the risk of developing the disease [11].

The first step in understanding cancer is to evaluate its
local epidemiology. Identifying the epidemiological factors
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associated with the causation and development of the disease
may help gain a better understanding of the disease to assist in
screening and assessing the prognosis of the patients. Literature
regarding the epidemiological factors associated with CRC in
India is limited. Hence, we aimed to determine and analyze the
clinical-epidemiological profile of colorectal cancer in East
India.

Materials and methods

Study design: Descriptive cross-sectional study.

Study site: This study was conducted in the general
surgery department at a tertiary care teaching hospital.

Source population: Subjects attending the department
of general surgery at a tertiary care teaching hospital.

Study population: All the subjects diagnosed with

colorectal cancer by either imaging or histopathological
examination in the study setting were considered.
Sample size

The sample size was calculated assuming the expected
proportion of colorectal cancer as 10% as per a previously
published study by Bhattacharya et al. [12] with a 95%
confidence level and 9% absolute precision. As recommended by
Daniel et al. [13] for prevalence studies, the following formula
was used for sample size calculation:

n=Z2(1-P)/d2

Where n = size of the sample

Z = level of confidence for Z

P = prevalence expected of proportion (If the expected
prevalence is 36.53%, then P=0.365), and

d = Precision (If the precision is 9%, then d=0.09).

As per the parameters mentioned above, the required
sample size would be 110.

To account for a non-participation rate of about 20%, a
total of 132 subjects were needed for the study. One hundred and
thirty-eight patients were recruited.

Sampling method: All study subjects were recruited
sequentially by a convenient sampling method until the sample
size was reached.

Study Duration: The data were collected between June
2017 and December 2018.

Inclusion criteria

Both genders, aged 18 years and above

Patients undergoing colorectal endoscopic biopsy
during the study period for various clinical indications.

Exclusion criteria: Critically ill patients.

Ethical and informed consent: Institutional human
ethics committee of the concerned tertiary care setting approved
the study protocol, and all participants gave written informed
consent before the study started (B.12018/1/13-CH(A)/IEC/72,
Date:12-09-2016: Institutional ethics committee, civil hospital,
Aizawl. Mizoram). The risks and benefits involved in the study
were explained before obtaining consent. The confidentiality of
the study participants was maintained throughout.

Epidemiological factors studied

Familial and hereditary factors: Relation- first-degree
relative / cannot specify (second-degree relative)

Host factors: Age, gender, education, socioeconomic
status, comorbidities
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Lifestyle-related factors: Nutritional factors (a diet
history), alcohol consumption, tobacco use in any form, etc.

Data collection

A detailed history was taken from the study participants
using a structured pro forma, and data regarding demographic
features, adverse habits, occupation, and family history were
collected. All participants were clinically examined to document
the relevant physical findings, and investigations like
ultrasonography, CT abdomen, colonoscopy, etc., were
performed. Biopsy of the identified lesions was done, and the
tissue samples were sent for histopathology for the type and
staging of colorectal cancer.

Statistical analysis

Tumor stage and site of cancer were considered as the
primary outcomes. Other study variables were demographic
parameters like age, gender, socioeconomic status, religion,
education, comorbidity, surgical history, smoking and alcohol
consumption, diet history, and signs and symptoms. Descriptive
analyses were conducted by mean and standard deviation for
quantitative variables like age and duration of tobacco usage and
frequency and proportion for categorical variables like gender,
comorbidities, adverse habits, family, and dietary history, etc.
The chi-square test was used to compare demographic
parameters and other relevant variables with stages of the tumor.
P-value was set at <0.05 for significance. Data will be analyzed
by using coGuide software, V.1.03 [14].

Results

A total of 138 subjects were included in the final
analysis. In seven cases, the biopsy samples were inadequate and
excluded from the study.

Table 1 shows the various demographic variables of
colorectal cancer. There is an increased risk of colorectal
carcinoma (CRC) with increasing age in our study population.
The mean age was 54.52 (15.9) years, and 36 (26.10%) belonged
to the age group of 41-50 years, and 27 (19.60%) belonged to
above 60 years. There was an increased risk of colorectal
carcinoma in males, as 86 (62.30%) were males, and the
remaining 52 (37.70%) were females.

Table 1: Summary of demographic parameters (n=138)

Parameter Summary
Age (Mean (SD)) 54.52 (15.9)
Age group (in years)

Less than 40 years 26(18.80%)
41 to 50 years 36 (26.10%)
51 to 60 years 23 (16.70%)
61 to 70 years 27 (19.60%)
71 to 80 years 20 (14.50%)
81 and above 6 (4.30%)
Gender

Male 86 (62.30%)
Female 52 (37.70%)
Socioeconomic Status

Low 36(26.10%)
Medium 80 (58.00%)
High 22 (15.90%)
Education

Iliterate 5(3.60%)
Primary 26 (18.80%)
Secondary 46 (33.30%)
Diploma 30 (21.70%)
Graduate 20 (14.50%)
Postgraduate 11(8.00%)

Table 2 shows the associated comorbidities and past and
adverse history. Among the study population, 27 (19.60%), had
hypertension, 20 (14.50%) had fissure piles and 17 (12.30%) had
diabetes mellitus. Ninety-seven (70.28%) had a positive history
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of smoking and alcohol consumption. The mean duration of
tobacco use was 27.21 years in the study population.

Table 2: Summary of comorbidity, surgical history, and smoking and alcohol consumption
(n=138)

Parameter Summary (%)
Comorbidity

Diabetes mellitus 17(12.30%)
Hypertension 27(19.60%)
Fusser piles 20(14.50%)
Tuberculosis 3(2.20%)
Asthma COPD 4(2.90%)
Chronic renal disease 3(2.20%)
Ulcerative Colitis 1(0.70%)
Surgical history

Cholecystectomy 10(7.20%)
lleal Resection 2(1.40%)
Smoking, using tobacco product

Are you currently smoking 97(70.28%)
Using any other tobacco product | 94(68.00%)
Type of tobacco product used

Betel Nut 44(31.90%)
Khaine 24(17.40%)
Tuibur 12(8.70%)
No 58(42.00%)
Duration of smoking 27.21 (10.55)
(range: 7 to 50)
Tobacco products usage 27.33 (9.66)
(range: 6 to 52)

Alcohol consumption

Males: Females 70:30

Table 3 shows the cancer site and family history. Fifty-
six (40.57%) had a positive family history of cancer, and
colorectal cancer was the most common site in 22 (15.94%)
patients’ family members. This was followed by seven (5.07%)
lung cancers and six (4.35%) stomach cancer cases.

Table 3: Summary of the site of cancer and family history (n=138)

Parameter Summary (%)

Cancer in family 56(40.57%)
Site of cancer

Colorectal cancer 22(15.94%)
CA lung cancer 7(5.07%)
CA stomach cancer 6(4.35%)
CA breast cancer 5(3.62%)
Ovarian Cancer 4(2.90%)
CA Cervical cancer 3(2.17%)
Lymphoma cancer 3(2.17%)
Testicular cancer 2(1.45%)
Medullary ca thyroid 2(1.45%)
CA brain tumor 1(0.72%)
Bladder Cancer 1(0.72%)

No 82(59%)
Family history
First-degree relative

Brother 3(2.17%)
Sister 2(1.45%)
Father 3(2.17%)
Mom 4(2.90%)
No 126(91.30%)
Cannot specify (second-

degree relative)

Uncle 6(4.35%)
Aunty 7(5.07%)
Grandmother 8(5.80%)
Grandfather 9(6.52%)
Others 14(10.14%)
No 94(68.12%)

Diet history and signs and symptoms, and stages of
cancer were reported in Table 4. Most patients (n=128, 92.80%)
had a history of non-vegetarian dietary intake, followed by
(n=108, 78.30%) smoked food intake. Out of 138 participants,
104 (75.04%) complained of occult blood per rectum as the main
sign and symptom, followed by 71 (51.40%) who reported
anorexia and weight loss. Diarrhea was reported in 36 (26.10%),
and 36 (26.10%) complained of abdominal pain. Sixty-two
(44.90%) had second-stage tumors, 39 (28.30%) had stage 1, 17
(12.30%) had stage 3 and the remaining 20 (14.50%) had stage 4
tumors.
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Table 4: Summary of diet, signs and symptoms, and tumor stage (n=138)
Parameter Summary
Diet history

Animal proteins 128(92.80%)
Green vegetables and fruits | 18(13.00%)
Smoked foods 108(78.30%)
High salt intake 74(53.60%)
Complex carbohydrates 18(13.00%)
Signs and symptoms

Abdominal pain 36(26.10%)
Nausea and vomiting 27(19.60%)
Anorexia and Weight Loss 71(51.40%)

Diarrhea
Constipation

49(35.50%)
36(26.10%)

Urinary Symptoms 22(15.90%)
Occult Blood Per Rectum 104(75.40%)
Tenesmus 36(26.10%)
Pelvic pain 35(25.40%)
Mass Per Abdomen 27(19.60%)
Tumor stage

Stage 1 39 (28.30%)
Stage 2 62 (44.90%)
Stage 3 17 (12.30%)
Stage 4 20 (14.50%)

Table 5 compared the demographic parameters and
other relevant variables with stages of the tumor. No significant
differences were observed in demographic parameters,
comorbidities, smoking, or its duration (P>0.05). Carcinoma
cases were insignificantly more common among patients with a
history of non-vegetarian dietary intake. In our study,
comorbidities (hypertension, fissure piles) proved to be risk
factors, which were significant with regards to tumor stage
(P<0.05).

Table 5: Comparison of demographic parameters, comorbidities, adverse habits, and diet
history with stages of tumor (n=138)

Parameter Tumor P-value
Stage | Stage 11 Stage IIl Stage IV

Age (in years) 54.46 (6.44) 55.56(14.85) 50 (19.02) 56.75(11.63) 0.549*

Gender

Male (n=86) 24 (27.91%) 43 (50%)  6(6.98%) 13 (15.12%) 0.0837

Female (n=52)
Comorbidities

15 (28.85%) 19 (36.54%) 11 (21.15%) 7 (13.46%)

Diabetic(n=17) 6(35.29%) 3(17.65%) 4(23.53%) 4(23.53%) 0.0851
Hypertension(n=27) 7(25.93%) 6 (22.22%) 7(25.93%) 7(25.93%) 0.0071
Fusser Piles(n=20) 6 (30%) 4 (20%) 4 (20%) 6 (30%) 0.041+
Tuberculosis(n=3) 0 (0%) 2(66.67%) 0 (0%) 1(33.33%) i
Asthma COPD(n=4) 1 (25%) 1 (25%) 1 (25%) 1 (25%) 0.746%
Chronic renal disease (n=3) 2(66.67%) 1 (33.33%) 0 (0%) 0 (0%) 1
Ulcerative Colitis(n=1) 0 (0%) 0 (0%) 0 (0%) 1 (100%) 1

Alcohol Consumption
Males (n=70)
Females (n=33)
Smoking(n=97)
Duration of smoking
Tobacco product usage
Diet history

Animal Proteins(n=128) 37 (28.91%) 57 (44.53%) 16 (12.5%) 18 (14.06%) 0.898f
Green vegetables and fruits(n=18) |7 (38.89%) 7 (38.89%) 1(5.56%) 3 (16.67%) 0.608}
Smoked Foods(n=108) 31(28.7%) 47 (43.52%) 13 (12.04%) 17 (15.74%) 0.8457
High salt intake(n=74) 21 (28.38%) 30 (40.54%) 10 (13.51%) 13 (17.57%) 0.591F
Complex Carbohydrates(n=18) |7 (38.89%) 6 (33.33%) 3(16.67%) 2 (11.11%) 0.588}

* One way ANOVA, T chi square test, § No statistical test was applied- due to 0 subjects in the cells

18 (25.71%) 37 (52.86%) 2 (2.86%) 13 (18.57%)
8 (24.24%) 13 (39.39%) 7 (21.21%) 5 (15.15%)

26 (26.8%) 45 (46.39%) 13 (13.4%) 13 (13.4%) 0.8061
27.51(11.53) 27.92(12.86) 29.35(13.1) 27.4(13.64) 0.961*
25.92(11.88) 25.58(13.4) 29.71(10.2) 34.05(13.16) 0.051*

Discussion

In the current cross-sectional study, 138 colorectal
cancer patients were included. Our study population had an
increased risk of colorectal carcinoma (CRC) due to increased
age and male preponderance. Carcinoma cases were
insignificantly more common among patients with a history of
non-vegetarian dietary intake. In our study, smoking and
comorbidities (hypertension, fissure piles) proved to be
significantly related to tumor stage.

In the present study, 54.52 (15.9) years was the mean
age. This finding is similar to a hospital-based analytical
observational study by Bhattacharya et al. [12] where CRC was
much more common in patients aged >50 years. CRCs are
majorly diagnosed after 50 years of age in 90% of cases, and
hence increasing age is considered the most significant factor

Aassociated with the risk of CRC development. In the United
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States, the incidence of CRC sharply increases after 40 years in
males compared to females, as reported by Surveillance,
Epidemiology and End Results Program from National Cancer
Institute [15]. This gender difference could be attributed to
varying levels of exposure to dietary and lifestyle risk factors.
Our finding contrasts to a study by Siegel et al. [16] where
subjects less than 50 years of age were diagnosed with CRC. In
the mid-1990s, this was referred to as an early-onset disease.
These young patients have multiple other challenges in
continuing the cancer management as they are diagnosed at a
very early stage with these rectal diseases compared to older
patients.

In the present study, the majority, 56 (40.57%), had a
positive family history of cancer, and colorectal cancer was the
most common in 22 (15.94%) patients’ family members. This
finding is similar to the meta-analysis by Wong M et al. [17]
conducted on 9.28 million individuals, reporting that the increase
in the RR of CRC attributed to family history was higher in
younger subjects. The possible explanations for family history
related to CRC can be inherited risks, environmental factors, or a
combination of both. Since aging is a global issue, the
relationship between multimorbidity and CRC should not be
ignored. The majority, 27 (19.60%), had hypertension as
comorbidity, followed by 20 (14.50%) fissure pile and 17
(12.30%) diabetes mellitus patients. The finding is similar to a
study by Shin CM et al. [18] where diabetes mellitus and
hypertension were associated with the risk of CRC among men
but not among women in Korea.

In the present study, 97 (70.28%) had a positive history
of smoking. This finding was similar to an epidemiological
analysis by Almatroudi et al. [19] They concluded that CRC
cases among both genders in Saudi Arabia are mainly due to
lifestyle factors such as the lack of physical exercise, increased
BMI, and tobacco usage. The finding was in contrast to a case-
control study by Mafiana et al. in Oman [20] that reported no
significant association between smoking and the risk of CRC. In
our study, 128 (92.80%) subjects had a history of non-vegetarian
dietary intake, followed by 108 (78.30%) smoked food intake.
This result is consistent with Sinha et al. [21] where fatty diet
(60%), spicy food consumption (45%), and non-vegetarian diet
(43%) were the most commonly observed lifestyle factors
significantly affecting the disease and directly correlated with
higher stage and tumor grade. A majority, 97 (70.00%), had a
positive history of alcohol consumption. This finding is similar
to a systematic review and meta-analysis by Chapelle et al. [22]
where an increased incidence of CRC was observed with
frequent alcohol or meat consumption. Stage Il was the typical
presentation of CRC in the majority 62 (44.90%), followed by 39
(28.30%) in stage I. This was in contrast to a study by
Suryadevara et al. [23] where stage 111 was the most distinct
presentation stage.

CRC has various risk factors, including age, sex,
lifestyle, genetic factors, obesity, diabetes, gut microbiota status,
and precancerous lesions. To restrict CRC, the preliminary step
is limiting its incidence and mortality rates. To reduce the burden
of CRC, public health officials should promote the prevention
and management of modifiable risk factors through national
policies. The increasing incidence and mortality rate of CRC
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may be timely curbed by clarifying specific epidemiological
characteristics, optimizing early screening strategies, and strictly
implementing diagnosis and treatment guidelines [24].

Limitations

The study has some limitations: First, the study design
is cross-sectional. The generalizability of the study findings to
other settings is limited, as the profile and lifestyle practices of
the study population appear to be completely different, with
peculiar dietary patterns and a high prevalence of tobacco
consumption. Obesity and physical activity, thought to be risk
factors for CRC, were not reported in the present study, yielding
biased results for modifiable risk factors. There is a need to
conduct large-scale community-based, prospective longitudinal
studies to understand the risk factors, their strength of association
with colorectal cancer, and its outcomes to develop prevention
strategies.

Conclusion

Hypertension, non-vegetarian diet, family history, and
tobacco smoking are major contributing factors to CRC
incidence in East India. Prevention is the primary strategy to
reduce its incidence and mortality rates. Prevention can be
achieved through lifestyle changes, a healthy diet, and early
screening for high-risk individuals. Therefore, healthcare
strategies should focus on enhancing prevention interventions
and public health programs to reverse the increasing prevalence
of CRC.

References

1. Gandhi AK, Kumar P, Bhandari M, Devnani B, Rath GK. The burden of preventable cancers in India:
Time to strike the cancer epidemic. J Egypt Natl Canc Inst. 2017;29(1):11-8. doi:
10.1016/j.jnci.2016.08.002

2. Bnard F, Brkun AN, Martel M, Von Renteln D. Systematic review of colorectal cancer screening
guidelines for average-risk adults: Summarizing the current global recommendations. World J
Gastroenterol. 2018;24(1):124-38. doi: 10.3748/wjg.v24.i1.124

3. WHO. Cancer. World Health Organization [Internet].

4. Mannucci A, Zuppardo RA, Rosati R, Di Leo M, Perea J, Cavestro GM. Colorectal cancer screening
from 45 years of age: Thesis, antithesis and synthesis. World J Gastroenterol. 2019;25(21):2565-80.
doi: 10.3748/wjg.v25.i21.2565

5. Murphy CC. Colorectal Cancer in the Young: Does Screening Make Sense? Curr Gastroenterol Rep.
2019;21(7). doi: 10.1007/511894-019-0695-4

6. Leddin D, Lieberman DA, Tse F, Barkun AN, Abou-Setta AM, Marshall JK, et al. Clinical Practice
Guideline on Screening for Colorectal Cancer in Individuals With a Family History of Nonhereditary
Colorectal Cancer or Adenoma: The Canadian Association of Gastroenterology Banff Consensus.
Gastroenterology. 2018;155(5):1325-47. doi: 10.1053/j.gastro.2018.08.017

7. Rawla P, Sunkara T, Barsouk A. Epidemiology of colorectal cancer: Incidence, mortality, survival,
and risk factors. Prz Gastroenterol. 2019;14(2):89-103. doi: 10.5114/pg.2018.81072

8. American Institute for Cancer Research. Diet, Nutrition, Physical Activity and Cancer: a Global
Perspective. World Cancer Research Fund International [Internet].

9. Dos Santos Guedes MT, De Jesus JP, De Souza Filho O, Fontenele RM, Sousa Al. Clinical and
epidemiological profile of cases of deaths from stomach cancer in the National Cancer Institute,
Brazil. Ecancermedicalscience. 2014;8(1):445. doi: 10.3332/ecancer.2014.445

10.Sharkas GF, Argoub KH, Khader YS, Tarawneh MR, Nimri OF, Al-zaghal MJ, et al. Colorectal
Cancer in Jordan: Survival Rate and Its Related Factors. J Oncol. 2017;2017:1-6. doi:
10.1155/2017/3180762

11.ACS. Colorectal cancer, early detection, diagnosis, and staging. American Cancer Society [Internet].

12.Bhattacharya S. Colorectal Cancer: A Study of Risk Factors in a Tertiary Care Hospital of North
Bengal. J Clin Diagnostic Res. 2014;8(11):FC08-10. doi: 10.7860/JCDR/2014/8844.5166

13. Daniel WW. Determination of sample size for estimating proportions. Biostatistics A foundation for
analysis in the health sciences. 1999;8:189-90.

14.BDSS Corp . Released 2020. coGuide Statistics software, Version 1.0, India: BDSS corp.

15.Vieira AR, Abar L, Chan DSM, Vingeliene S, Polemiti E, Stevens C, et al. Foods and beverages and
colorectal cancer risk: a systematic review and meta-analysis of cohort studies, an update of the
evidence of the WCRF-AICR Continuous Update Project. Ann Oncol. 2017;28(8):1788-802. doi:
10.1093/annonc/mdx171

16.Siegel RL, Jakubowski CD, Fedewa SA, Davis A. Colorectal Cancer in the Young: Epidemiology,
Prevention, Management. Am Soc Clin Oncol Educ B. 2020;40:1-14.

17.Wong MCS, Ching JYL, Chiu H-M, Wu KC, Rerknimitr R, Li J, et al. Risk of Colorectal Neoplasia in
Individuals With Self-Reported Family History: A Prospective Colonoscopy Study from 16 Asia-
Pacific Regions. Am J Gastroenterol. 2016;111(11):1621-9. doi: 10.1038/ajg.2016.52

18.Shin CM, Han K, Lee DH, Choi YJ, Kim N, Park YS, et al. Association Among Obesity, Metabolic
Health, and the Risk for Colorectal Cancer in the General Population in Korea Using the National
Health Insurance Service—National Sample Cohort. Dis Colon Rectum. 2017;60(11):1192-200. doi:
10.1097/DCR.0000000000000876

19. Almatroudi A. The incidence rate of colorectal cancer in Saudi Arabia: An observational descriptive
epidemiological analysis. Int J Gen Med. 2020;13:977-90. doi: 10.2147/IJGM.S277272

20.Mafiana RN, Al Lawati AS, Waly MI, Al Farsi Y, Al Kindi M, Al Moundhri M. Association between
Dietary and Lifestyle Indices and Colorectal Cancer in Oman: A Case-Control Study. Asian Pac J
Cancer Prev. 2018;19(11):3117-22. doi: 10.31557/APJCP.2018.19.11.3117

Epidemiology of colorectal cancer in north-east India
V'S

JOSAM ¢

21.Sinha R, Doval DC, Hussain S, Kumar K, Singh S, Basir SF, et al. Lifestyle and sporadic colorectal
cancer in India.  Asian  Pacific J Cancer Prev.  2015;16(17):7683-8.  doi:
10.7314/APJCP.2015.16.17.7683

22.Chapelle N, Martel M, Zoutendijk ET-, Barkun AN, Bardou M. Recent advances in clinical practice :
colorectal cancer chemoprevention in the average- - risk population. 2020;(September 1980):2244-55.
doi: 10.1136/gutjnl-2020-320990

23.Suryadevara S, Veerendra Kumar KV, Pampanagouda SKM, Arjun R, Deshmani V, Mukherjee G.
Colorectal cancer profile in a tertiary care centre, Bangalore, India. Online J Heal Allied Sci.
2014;13(1):1-4.

24.Yang Y, Han Z, Li X, Huang A, Shi J, Gu J. Epidemiology and risk factors of colorectal cancer in
China. 2020;32(6):729-41. doi: 10.21147/j.issn.1000-9604.2020.06.06.

This paper has been checked for language accuracy by JOSAM editors.
The National Library of Medicine (NLM) citation style guide has been used in this paper.

L 2

Page [1197



