
PHYSICIANS FROM THE AMERICAN COLLEGE 
OF GASTROENTEROLOGY want you to know that 
screening Colonoscopy can find growths in the colon 
called polyps so they can be removed before they turn 
into Colorectal Cancer.

Figure 1. Location of the colon in the body.

Sporadic (Nonhereditary) Colorectal Cancer:     Introduction    

 

Colorectal cancer affects about 5% of the population, with up to 150,000 new cases per year in the United States alone.

Cancer of the large intestine accounts for 21% of all cancers in the US, ranking second only to lung cancer in mortality in

both males and females. It is, however, one of the most potentially curable of gastrointestinal cancers. Colorectal cancer is

detected through screening procedures or when the patient presents with symptoms. Screening is vital to prevention and

should be a part of routine care for adults over the age of 50 who are at average risk. High-risk individuals (those with

previous colon cancer, family history of colon cancer, inflammatory bowel disease, or history of colorectal polyps) require

careful follow-up.

 There is great variability in the worldwide incidence and mortality rates. Industrialized nations appear to have the greatest

risk while most developing nations have lower rates. Unfortunately, this incidence is on the increase. North America, Western

Europe, Australia and New Zealand have high rates for colorectal neoplasms (Figure 2).    

 

Figure 2. Geographic distribution of sporadic colon cancer.

 

 

Symptoms

Colorectal cancer does not usually produce symptoms early in the disease process. Symptoms are dependent upon the site of the primary tumor. Cancers of the

proximal colon tend to grow larger than those of the left colon and rectum before they produce symptoms.

Abnormal vasculature and trauma from the fecal stream may result in bleeding as the tumor expands in the intestinal lumen. Typically, blood is mixed in with the stool

and may not be obvious to the patient (occult bleeding). Patients may present with iron deficiency anemia. Alternatively, tumors of the anus, sigmoid colon and rectum

may give rise to hematochezia or blood in the stool that is readily apparent.

As colon cancer grows, several symptoms may appear. Obstruction of the colonic lumen may produce symptoms of abdominal distension, pain, nausea, and

vomiting. Obstruction of the gastrointestinal tract suggests a large tumor and a poorer prognosis.

Other symptoms of colorectal cancer may suggest an invasive process. Invasive tumors can penetrate the muscularis propria and invade adjacent tissue. This results

in pain and may initiate symptoms specific to the site of invasion. Tenesmus is produced by tumor invasion into the rectum; bladder penetration may produce urinary

symptoms such as pneumaturia. Pelvic invasion may produce perineal or sacral pain, and colonic perforation may result in an acute abdominal pain.

Some tumors produce a wasting syndrome. Cancer cachexia is characterized by loss of appetite, weight and strength. The wasting occurs despite the fact that most

patients with colorectal cancer do not have hypermetabolic energy expenditure. Cancer cachexia is common in patients with advanced gastrointestinal malignancies.

 

  

Pathophysiology

Basic and clinical research efforts in colorectal cancer began in the 1980’s and continue to accumulate new information. Great strides have been made in

understanding the pathogenesis. Epidemiologic studies have contributed to our understanding of the role diet may play in this disease. Additionally, studies have

confirmed a genetic scheme in pathogenesis that has validated a multi-step process in the colon and rectum.

Adenomatous polyps and adenocarcinoma are epithelial tumors of the large intestine and the most common and clinically significant of intestinal neoplasms. The

potential for polyps or adenomas to develop into cancer increases with patient age. Adenomas greater than 1 cm, with extensive villous patterns are at increased risk

of developing into carcinomas (Figure 3). 

 

Figure 3. Benign to malignant polyp progression.

The development of cancer of the colon and rectum is thought to be influenced by diet, genetic, and environmental factors. The incidence of colorectal cancer

increases with age beginning at 40 but remains relatively low until the age of 50 and then rapidly accelerates. This prevalence appears to double with each

successive decade until about age 80. Those with a personal history of adenomas or colorectal cancer are at increased risk. Individuals with a family history of

colorectal cancer or adenomas, various genetic polyposis and nonpolyposis syndromes, other cancers, and inflammatory bowel disease are also at higher risk of

developing colorectal cancer. It is improtant to note, however, that most patients have no identifiable genetic risk factors (Figure 4).  

 

COLORECTAL CANCER:  
You Can Prevent It 

Learn About Your Screening Options for  
Colorectal Cancer: gi.org/coloncancer

Find a gastroenterologist near you:  
gi.org/find-a-gastroenterologist

Figure 1. Progression from colorectal polyp to cancer. Not all polyps become cancer, 
but all cancer starts in a polyp. Image credit: Thrumurthy et al., BMJ, 2016

About COLON POLYPS

 A polyp is a small clump of cells on the lining of the 
colon. Most colon polyps are harmless. Some colon 
polyps can develop into colorectal cancer, often fatal 
when found in its later stages.

 Not all polyps turn into cancer, but all cancers start  
as polyps.

 Because colon polyps do not usually cause symptoms, 
it is important to have regular colorectal screenings 
such as colonoscopy.  

 Remember: screening by colonoscopy with  
polyp removal prevents Colorectal Cancer before  
it can start.
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Recommendation for COLORECTAL CANCER SCREENING

AGE 45 to 75 Adults at average risk for Colorectal 
Cancer should get screened 


