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A Global Burden

Using the Global Burden of Disease (GBD) methodology, Over 1.9
million new colorectal cancer cases and 935,000 deaths were estimated
to occur in 2020, accounting for about 1 in 10 cancer cases and deaths .

Overall, colorectal cancer ranks third in terms of incidence but second in
terms of mortality.




Resoarch

JAMA Oncology | Original Investigation

Global, Regional, and National Cancer Incidence, Mortality,

Years of Life Lost, Years Lived With Disability, and Disability-Adjusted
Life-Years for 29 Cancer Groups, 1990 to 2017

A Systematic Analysis for the Global Burden of Disease Study

iGlobal Surden of Disease Cancer Collaboration

Between 2007 and 2017, incidence increased by 38% (95% Ul, 34%-41%),
from 1.3 million (95%UlI, 1.27-1.30million) to 1.8 million (95%Ul, 1.66-1.79
million) cases.

Most of this increase can be explained by an aging and growing population
(20% and 13%, respectively); however, even with the same population size
and age structure, colorectal cancer cases would have increased by 5%
between 2007 and 2017 due to changing age-specific incidence rates.




There is an approximately 9-fold variation in colon cancer incidence rates
by world regions, with the highest rates in European regions, Australia/
New Zealand, and Northern America, with Hungary and Norway ranking
first in men and women, respectively.
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Estimated age-standardized mortality rates (World) in 2020, Colorectum, both sexes, all ages
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Estimated age-standardized mortality rates (World) in 2020, Colorectum, males, all ages
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Estimated age-standardized incidence rates (World) in 2020, Colorectum, females, all ages
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Colorectal cancer can be considered a marker of socioeconomic development,
and, in countries undergoing major transition, incidence rates tend to rise
uniformly with increasing HDI.

Incidence rates have been steadily rising in many countries in
Eastern Europe

South Eastern and South Central Asia

South America

The increase in formerly low-risk and lower HDI countries likely reflects
changes in lifestyle factors and diet, ie,

Shifts toward an increased intake of animal-source foods and

a more sedentary lifestyle, leading to decreased physical activity and increased
prevalence of excess body weight

which are independently associated with colorectal cancer risk.



Assessing incidence and mortality trends, Arnold et alidentified
3 distinct global temporal patterns linked to development
levels:

1) increases in both incidence and mortality in the
most recent decade (including the Baltic countries, Russia,
China, and Brazil);

2) increasing incidence but decreasing
mortality (Canada, the United Kingdom, Denmark, and
Singapore); and

3) both decreasing incidence and decreasing
mortality (the United States, Japan, and France).
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Iran, Islamic Republic of

Source: Globocan 2020
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E A P East Azerbaijan
Population Based

B ‘ Cancer Registry

Liver and Gastrointestinal Diseases Research Center
Tabriz University of Medical Sciences

East Azerbaijan Population Based Cancer

Registry (EA-PBCR)




East Azerbaijan province is one of the 31 provinces of Iran and the
biggest and most populated province of North West of Iran, one of the
largest Azeri ethnic groups in Iran .

It covers an area of 47,830km? and had a total population of 3,909,652
according to the 2016 national census in Iran. The East Azerbaijan
Population-based Cancer Registry is located in the oldest and biggest
city of the state Tabriz.

Kazakhstan

20 Counties
62 Cities
44 Districts




Tabriz Cancer Registry (1396)
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Tabriz Cancer Registry (1396)
Data Quality Indicators

S5ITE Cases % Total
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S5ITE Cases % Total
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Survival Rate of Colorectal Cancer in Iran: A Systematic
Review and Meta-Analysis

Khadije Maajani', Mahmoud Khodadost***, Arash Fattahi', Ehsan
Shahrestanaki', Alivar Pirouzi’, Fatemeh Khalili’, Hamed Fattahi®

Abstract

Background: Different studies have been conducted to estimate the survival rate of colorectal cancer in Iran but
there 1s no overall estimate of the survival rate. The aim of this study was to calculate the pooled 1, 3, and 5-year survival
rate of the patients with colorectal cancer in Iran. Methods: To retrieve relevant studies, we conducted a systematic
search in Iraman databases, including Iran Medex, Magiran, SID, and international databases such as Medlin/PubMed,
Scopus, and Google scholar using “Colorectal Neoplasms™ and “Survival Rate™ as keywords up to December 1%, 2017.
We used random effect model to estimate pooled 1, 3, and 5-vear survival rates of the patients with colorectal cancer
in Iran. To assess the heterogeneity, we used Chi-squared test at the 5 % significance level (p <0.05) and I* Index. We
used meta-regression and subgroup analysis to find a potential source of heterogeneity. Results: After a systematic
search, 196 articles were found, of the 38 studies met the eligibility criteria and are included in our meta-analysis. The
pooled 1, 3, and 5-year survival rates in patient with colorectal cancer were 0.84 (95% CI: 0.81-0.87), 0.64 (95%CIL:
0.59-0.70), and 0.54 (95%CI: 0.49-0.58) respectively. The 5-year survival rate in the subgroup of women was 0.5
(0.44-0.56) and in male subgroup was (.44 (0. 40-0 48). In a subgroup of the tumor site, the S-year survival rate in colon
gancer was 006 (0:49-0075) and recium cancer was IL54 (0:36-0069) In multivariable models, there was a significant
association between years of study and 5-year survival rate as a source of heterogeneity (= 18.9, P=0.01). Conclusion:
According to the results of this study, women had a better survival rate than men, and according to the tumor site, the
S-year survival rate in colon cancer was better than the rectum cancer.

Keywords: Colorectal cancer- survival rate- meta-analysis- [ran
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Colorectal cancer is one of the deadliest cancers worldwide. Effective screening, surveillance and prevention can decrease
its incidence, mortality and burden. This meta-analysis aims to provide a pooled estimation of 5-year survival rate for
colorectal cancer based on topography codes and treatment in Iranian population. A systematic search for literature was
done in international and national databases up to July 2018. Twenty-seven studies from 4929 articles met the eligible
criteria. The overall pooled 5-year survival rates of colorectal cancer, colon, rectal and sigmoid were 56% (95% CI: 49,
63) 53% (95% CI: 41, 65), 52% (95% CI: 41, 62) and 38% (95% CI: 22, 55), respectively. I add e
: )2 Subgroup analysis by type of data source gnificantly
hxgher rate of survival in oncology center (29%) than hospital-based (p=0.005). As a conclusion, low survival rate of
colorectal cancer in Iran necessitates effective screening and surveillance strategies to find precancerous polyps and detect
early-stage cases with lower stage risk of cancer.

Key words: survival rate, colorectal neoplasms, meta-analysis



Epidemiological aspects of colorectal cancer in East
Azerbaijan, Northwest Iran: five year survival analysis

Ramin Barnous', Mohammad Hossein Somi', Zohreh Sanaat®, Pooneh Jabbaripoor!,
Neda Dolatkhal’, and Rova Dolatkhah®*

ABSTRACT

BACKCROUND

Colerectal cancer (CRC) is the third most commen cancer and the second
leading cause of death from cancer in the world. Currently, CRC is the
fourth most common cancer in men and the second common cancer in
women of all ages in Iran. The aim of this study was to determine the
epidemiologic profile of CRC along with CRC specific survival analysis.

METHODS

This was an analytical cross-sectional study using the East Azerbaijan
Population Based Cancer Registry database (EA-PBCR) as a source for
data related to patients with a diagnosis of CRC. Colorectal cancer specific
1- to 5-year survival analysis and mortality rates were calculated. Log-rank
test and Cox regression analysis was performed to test the equality of
survival function and mortality hazard.

RESLLTS

Actoaal of 2,366 newly diagnosed CRCs were registered during 3 years_ with
amale: female ratio of 1.3 1. Overall survival rate was 49.8%. One- to 5-year
survival rates were 96.21 %, 56.94%, 48.67%, 47 88% and 46.76"% respectively.
At multivariate level, after adjusting for all variables, regression analysis
showed that the hazard of mortality in stage IV cancers was 46.44 times
higher than that in stage | cancers (HR=46.44, 95% C1: 14.86-145.14, p=0.000).
However, differences in patients” age group and sex and the subsite of
cancer did not create any statistically significant variation between groups
in regards to mortality hazards (p=0.05).

CONCLUSION
This study demonstrated that the stage and grade of CRC were important

prognostic factors and that carly screening and diagnosis of CRC were
essential.

Keywords: Colorectal cancer, epidemiology, survival, prognosis, East
Azerbaijan
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5-year relative survival rates for colon
cancer

These numbers are based on people diagnosed with cancers of the colon between 2010 and

2016.
SEER stage 5-year relative survival rate
Localized 91%
Regional 2%
Distant 14%
All SEER stages combined 63%




5-year relative survival rates for
rectal cancer

These numbers are based on people diagnosed with cancers of the rectum between 2010 and
2016.

SEER stage 5-year relative survival rate
Localized 89%
Regional T72%
Distant 16%
All SEER stages combined 67%




Age Standardized incidence Rate(per 100,000) Trends in East Azerbaijan, Iran,

both sex
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cer cases (at all anatomical sites) among both sexes (worldwide) in 2012 attributable to excess body mass index, shown by anatomical site as
percentages of the total number of all such attributable cases at all anatomical sites in this population

Qvary
8900 (1.9%

Oesophageal adenocarcinoma

17 000 (3.6%) Breast (postmenopausal)

110 000 (23.6%)

Pancreas
27 000 (5.6%)

Gallbladder
32 000 (6.7%)

Kidney
54 000 (13.4%)

Corpus uteri
110 000 (22.3%)

Colon
85 000 (17.7%)

Data source: GLOBOCAN
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Estimated number of new cancer cases in 2020 attributable to alcohol drinking, World, both sexes

Larynx

Pharynx

(5.3%) Oesophagus
Oral cavity (25.6%)
(10.1%)

Breast
(13.3%)

Colorectum
(21.1%)

Liver
(20,9%])

Total number of attributable cases: 740 000
International Agency for Research on Cancer

Data source: Rurmgay H et al. (2021)
% World Health
Graph production: Glabal Cancer Observatory (Mttp:fgco.iare. fr) @ omani,;ﬁun

International Agency for Research on Cancer 2022 WHO 2022 &ll rights reserved



Colorectal Cancer Screening

FACT:

60% of colorectal
cancer deaths could
be prevented with
screening

FIGHT

Learn more at FightCRC.org ¢
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NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Colorectal Cancer
Screening

Version 2.2021 — April 13, 2021
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In Memoriam
Dawn Provenzale, MD, M5
Duke Cancer Institute
Chair, NCCN Guidelines for Colorectal Cancer Screening
Dr. Provenzale was a thoughtful, dedicated, and compassionate leader of the NCCGN Guidelines for Colorectal Cancer Screening
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@ TESTING OPTIONS
G Cj » Stool-based tests look
( J O for signs of cancerin a
person’s stool.
l ‘ l l « Visual exams such
as colonoscopy or CT
colonography, look at the

Ages 45-175 P Ages 76 - 85 > Age 85 + inside of the colon and
Get screened. Several Talk to your doctor People should no rectum for polyps or cancer.
types of tests can be about whether you should longer get colorectal -
used. Talk to your doctor continue screening. When cancer screening. :Jh‘:)r::eutc;:r:::tti:t Z?tuant
about which option is deciding, take into account thin is'to 2 testedp
best for you. your own preferences, & 8 :
overall health, and past Visit cancer.org/colonguidelines

screening history. to learn more.

All positive results on non-colonoscopy screening tests should be followed up with a timely colonoscopy to complete the screening process.
Talk to your doctor about screening, and contact your insurance provider about insurance coverage for screening.
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