Colorectal Cancer

Definition:  Colorectal cancer, or cancer of the colon or rectum, is characterized by uncontrolled growth of neoplastic cells developing in the lower segment of the digestive tract, with the potential to invade and spread to other sites. In the Washington State Cancer Registry, new cases of colorectal cancer are coded to ICD-O-2 codes C18.0--C18.9, C19.9, C20.9, C26.0, excluding morphology 9590—9970. 
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Summary

Colorectal cancer is the fourth most common cancer in Washington State. In 1999, 2,911 Washington residents were diagnosed with colorectal cancer. Colorectal cancer is the second leading cause of cancer deaths in Washington. In 1999, 994 Washingtonians died of this disease.

Colorectal cancer mortality rates have declined an average of 1.7% per year since 1980, perhaps as a result of earlier detection and/or improvements in medical care.

Regular screening beginning at age 50 can prevent colorectal cancer by detecting and removing pre-cancerous growths before they develop into cancer. Regular screening can also detect colorectal cancer early, when it can be most successfully treated. 

Time Trends
Colorectal cancer incidence rates have declined since the early 1980s. Rates have remained stable from 1992 to 1999 in Washington. The 1999 Washington age-adjusted incidence rate was 54.5 per 100,000 people. The US incidence rates were also stable from 1992 to 1998. In 1998, the most recent year of data available, the US age-adjusted incidence rate was 54.1 per 100,000. 


Year 2000 and 2010 Goals
The Healthy People 2000 target for colorectal cancer was to reduce the age-adjusted mortality rate to 13.2 per 100,000 (age-adjusted to the 1940 US standard population). If the Washington 2000 mortality rate were calculated in a manner comparable to Healthy People 2000, it would be 10.0 per 100,000, well below this target.

Healthy People 2000 set targets to increase the proportion of people age 50 and older who received a fecal occult blood test in the last two years to 50% and to increase the proportion of the same group who have ever received a sigmoidoscopy or a colonoscopy to 40%. According to the 1999 Washington State Behavioral Risk Factor Surveillance System (BRFSS), Washington did not meet the fecal occult blood test target: 35% (± 3%) of people age 50 and older received this test in the last two years. Fifty-one percent (± 3%) of people age 50 and older reported ever having a sigmoidoscopy or a colonoscopy, which exceeds that target.

The Healthy People 2010 target for colorectal cancer is to reduce age-adjusted mortality rates (age-adjusted to the 2000 standard population) to 13.9/100,000. When calculated in a way comparable to Healthy People 2010, Washington’s 2000 colorectal cancer mortality rate was 18.1/100,000. Since 1980, the mortality rate has been decreasing approximately 1.7% per year. To meet the 2010 target, Washington’s mortality rates will need to decrease approximately 2.7% per year.
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For people age 50 and older, Healthy People 2010 set targets to increase the proportion who had a fecal occult blood test in the last two years to 50% and to increase the proportion who have ever had a sigmoidoscopy or a colonoscopy to 50%.

Geographic Variation
Age-adjusted incidence rates in Washington counties for the 1997 to 1999 period (combined to provide a more stable rate) ranged from a high of 100.3 per 100,000 to a low of 21.7 per 100,000. The state average for these three years was 56.4 per 100,000. Rates for Columbia, Garfield, and Wahkiakum counties are based on fewer than five cases per year and are subject to considerable year-to-year fluctuation. Because of this data limitation, county-level comparisons for these counties should be made cautiously. 

Urban and Rural

Colorectal cancer incidence rates do not appear to differ significantly in urban and rural areas of the state. 

Age and Gender

Colorectal cancer is rare in people younger than 40. Incidence rates rise sharply after age 50 and increase steadily with age. Although colorectal cancer affects both women and men, incidence rates are consistently higher for men. These age-specific rates are similar to the U.S. rates.
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Race and Ethnicity
The 2000 US census allowed reporting of more than one race per person, but the Washington State Cancer Registry only records one race. For this reason, current colorectal cancer incidence rates by race were not developed for this report. For more information about Washington State cancer incidence rates by race, see the 1998 cancer registry report. 

Nationally, age-adjusted colorectal cancer incidence rates are highest for African Americans. From 1996 to 1998, the US colorectal cancer incidence rate among African Americans was 64.8/100,000. The incidence rate for whites was 57.0/100,000, for Asians and Pacific Islanders, it was 50.7/100,000, and for American Indians and Alaskan Natives, it was 19.4/100,000.

Income and Education

Washington colorectal cancer incidence rates are not available by income and education


Other Measures of Impact and Burden

Mortality. Washington colorectal cancer mortality rates decreased an average of 1.7% per year from 1980 to 1998. (See technical note.) The 2000 Washington age-adjusted mortality rate was 18.2 per 100,000 people. Similarly, the US colorectal cancer mortality rates decreased from 1980 through 1998. In 1998, the US age-adjusted mortality rate was 21.4 per 100,000 people. This decrease in colorectal cancer mortality might reflect earlier detection and/or improvements in treatment practices. 

Stage at Diagnosis and Survival Rate. The survival of people with colorectal cancer is better when the disease is diagnosed early. From 1997 to 1999, only 35% of colorectal cancers in Washington were diagnosed before spreading beyond the colon or rectum. When colorectal cancer is diagnosed before spreading, over 90% of patients are alive five years later. When the disease is diagnosed at an advanced stage, over 90% of patients die within five years.
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Screening. According to BRFSS data from 1997 and 1999 combined, in Washington, 45% (± 2%) of people age 50 and older have been screened for colorectal cancer in accordance with the American Cancer Society recommendations. (Because it is not possible to measure compliance with recommendations from other cancer organizations with the available BRFSS data, compliance estimates for other sets of recommendations are not included here.) People age 65 and older are more likely to have followed the American Cancer Society’s recommendations than people age 50 – 64. Men and women are equally likely to have followed these recommendations. In urban areas, people age 50 and older are more likely to have followed the American Cancer Society recommendations (49% ± 3%) than those in rural areas (38% ± 6%). 

Similarly, people age 50 and older with more than a high school education are more likely to have followed the current American Cancer Society screening recommendations than people with less education (49% ± 3% as compared to 36% ± 6%). There do not seem to be differences in screening behavior based on income level. However, lack of health care insurance coverage is a significant barrier to screening: only 17% (± 9%) of those without current health care coverage have been screened for colorectal cancer in accordance with the current American Cancer Society recommendations, compared with 46% (± 2%) of those with current coverage.
Risk and Protective Factors

Risk Factors

Smoking. Increasingly, studies suggest a positive link between tobacco smoke and colorectal cancer. A recent study showed that people with a long history of smoking were more likely to develop fatal cancers of the colon and rectum.
 

Protective Factors
Screening. Regular screening can prevent colorectal cancer by detecting and removing precancerous polyps and find cancer early, when it is most easily treated. Screening tests include fecal occult blood testing, sigmoidoscopy, and colonoscopy.

Fecal occult blood testing is a test for hidden blood in the stool. Annual fecal occult blood testing has been estimated to reduce mortality by 33%.

A sigmoidoscopy is a lighted tube that is inserted into the rectum to allow the bottom third of the colon to be visualized. Regular sigmoidoscopy has been estimated to reduce mortality by 59%.

A colonoscopy is a lighted tube that is inserted into the rectum to allow the entire colon to be seen. A colonoscopy is an invasive procedure performed under sedation, either for screening or to follow-up on a positive fecal occult blood test or sigmoidoscopy. 

All screening tests have pros and cons, and screening recommendations differ. The Centers for Disease Control and Prevention (CDC) and the Washington State Colorectal Cancer Screening Task Force both recommend that people age 50 and older begin regular screening for colorectal cancer and talk to their doctors about which screening tests are appropriate for them. 

Physical Activity. Several studies have shown that physical activity is associated with a decreased risk of colon cancer.
 The American Cancer Society recommends at least 30 minutes of physical activity on most days.

Non-steroidal Anti-inflammatory Drugs. Several recent studies have found that non-steroidal anti-inflammatory drugs, especially aspirin, can reduce the risk of colorectal cancer.4 Because aspirin and other drugs can cause serious side effects, people should seek medical advice before taking any medication to prevent colorectal cancer.

Nutrition. Published studies on nutrition and colorectal cancer have yielded inconsistent results. Although older retrospective studies tended to show protective effects of vegetable consumption,
 more recent, prospective studies have not.
 In 1999 and 2000, two large prospective studies failed to show relationships between fiber
 or vegetable consumption
 and colorectal cancer risk. Current nutrition recommendations for the prevention of colorectal cancer vary widely.
High Risk Populations

Older People. In 1999 in Washington, 92% of colorectal cancers were diagnosed in people age 50 and older. The incidence rates are highest for people age 65 and older.

People with Rare Hereditary Conditions. Hereditary non-polyposis colorectal carcinoma is a rare inherited condition that increases risk of colorectal cancer as well as cancer of the uterus, stomach, urinary tract and other sites. Familial adenomatous polyposis is a rare genetic disorder that causes thousands of polyps to develop in the colon or rectum, increasing the risk of colorectal cancer to nearly 100%. However, over 95% of people with colorectal cancer do not have a hereditary condition that predisposes them to it.

People with Family History of Colorectal Cancer. People with a first-degree relative with colorectal cancer or adenomatous polyps can also have a higher risk for developing the disease. The American Cancer Society recommends that people with a family history of colorectal cancer or polyps begin colorectal cancer screening at age 40. 

People with Other Health Conditions. Certain health conditions increase risk of colorectal cancer. A history of previous cancer, especially ovarian, endometrial, or a previous colorectal cancer or adenomatous polyp, is associated with increased risk of colorectal cancer. A history of ulcerative colitis or Crohn’s disease also increases risk of colorectal cancer. 

Intervention Strategies 

Despite evidence of the efficacy of colorectal cancer screening tests in reducing disability and death from colorectal cancer, there are few public health strategies of proven efficacy to increase screening on a population basis. Recently, national and statewide efforts to increase screening rates have begun. 

In 1997, CDC and the Centers for Medicare and Medicaid Services (formerly the Health Care Financing Administration) launched Screen for Life, a multimedia campaign designed to promote colorectal cancer screening for women and men age 50 and older. 

In 2001, the Washington State Department of Health organized a task force to increase colorectal cancer screening rates. In its first year, the task force has participated in the CDC Screen for Life campaign and other awareness raising activities, launched an educational website, and initiated several assessment activities. 

Because these national and state initiatives are so new, evaluation data to measure the effectiveness of these strategies are not yet available. 

Data Sources (See Appendix B for additional detail)
Washington Death Data: Washington state death certificate data, 1980-1999 CD-ROM, released 2/2001.

National Death Data: National Cancer Institute, 2001.

Washington Incidence Data: Washington State Cancer Registry, 12/1999 release.

National Incidence Data: SEER*Stat CD-ROM, version 4, National Cancer Institute, 2001. Prepared by Office of Epidemiology.

Screening Data: Behavioral Risk Factor Surveillance System (BRFSS), 1997, 1999.

Washington Hospitalization Data: Washington data 12/2000 release; Oregon data 3/2001
For More Information

http://www.doh.wa.gov/colorectal
http://www3.doh.wa.gov/WSCR/
http://www.cdc.gov/cancer/screenforlife
http://www.cancer.org
Comprehensive Cancer Control, 360-236-3677

Technical Notes

Data Definitions

Following NCI standards, colorectal cancer mortality is defined by ICD-9 codes 153.0-154.1, 159.0 (ICD-10 codes C18-C20, C26.0). Healthy People 2000 and Healthy People 2010 define colorectal cancer using ICD-9 codes 153-154; this definition excludes ICD-9 159.0 (cancer of the intestinal tract, not otherwise specified, ICD-10 C26.0), but includes ICD-9 154.2 (anal canal, ICD-10 C21.1), ICD-9 154.3 (anus, unspecified, ICD-10 C21.0), and ICD-9 154.8 (other, ICD-10 C21.2 and C21.8). In 2000, this difference in definition results in a net difference of 5 cases (991 cases when using the NCI definition and 996 cases when using the Healthy People definition). This difference in definition is unlikely to affect interpretation of the data.

For hospitalization data, colorectal cancer is defined by ICD-9-CM codes 153.0-154.1, 159.0.

In analysis of progress toward the Healthy People 2010 target for colorectal cancer screening, age-adjustment of the BRFSS data (which is required by the HP2010 data definition) did not substantially affect the estimates for Washington.
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