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Introduction

Cancer is an increasingly problem in Asian countries, as 
similar as western countries because of ageing populations 
and changes in lifestyle. In this continent which covers 
approximately 60% of the world’s current human 
population, only relatively high-income countries including 
Japan (1), Republic of Korea (2) and Singapore (3), led to 
the development and implementation of national cancer 
control plan.

There is an increasing burden of digestive cancer in 
the world and Asia-pacific region is not an exception. The 
list of top five most common cancers in Asian countries 
includes gastric cancer, liver cancer and colorectal cancer 
(CRC). CRC with high incidence and mortality in 
Western populations has been extensively studied in these 
countries. The comparatively low rate is observed in Asian, 
African, and South America countries; however the past 
decades have seen a rapid increase of incidence, in Asia-
Pacific populations (4). This changing is attributed to 
environmental factors such as aging and the adoption of the 
Western lifestyle (5).

In this paper, the epidemiology of CRC and the status 
of screening strategy for Asia-Pacific region are briefly 
discussed.

Epidemiology of CRC in Asia-Pacific

CRC is now the third most common malignant disease in 
both men and women in Asia (5). In the Asia-Pacific region, 
the incidence varies between regions, with high incidence 
in Australia, and Eastern Asia, and low incidence in south-
central Asia. Data from the Cancer Base of the International 
Agency for Research on Cancer (IARC) showed that the 
incidence of CRC in many Asian countries is similar to that 
in the western ones (6).

GLOBOCAN estimation project for 2012 indicated that, 
the age-specific rates (ASR) incidence for Asia was 13.7 and 
ASR mortality was 7.2 per 100,000. Although the incidence 
and mortality rate of this cancer are still higher in Western, 
the ratio of mortality/incidence for Asian regions are higher, 
which means that the poor survival (Figure 1) (7).

CRC is now the third most common cancer in both sexes 
in Asia (5) and Eastern Asian countries including China, 
Japan, South Korea and Singapore showed a two- to four-
fold increase in incidence (5). Its incidence is higher among 
the Chinese (8) and this cancer is one of the three cancers 
with most rapidly increasing incidence in China, between 
1991 and 2005 (9). In Japan and Taiwan an increasing in 
incidence has also been reported (10,11). In Middle East, 
the incidence of CRC is increased in Iran, Saudi Arabia and 
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Jordan in recent years (12-15).
The mortality of CRC has been increasing in the last 

decade in Asian countries, except in Japan and Singapore (5).  
However, Singapore, Taiwan, and Japan have higher 
mortality rates for cancer of the colorectal, than the other 
Asian countries. Studies showed that, the CRC mortality in 
Hong Kong of China, Japan, South Korea, and Singapore 
has started to decrease, and the decrease occurred first in 
the younger age groups (16).

Data from the national mortality routine reporting system 
in China, indicated that, mortality from CRC has increased 
through recent decades (17). National death Statistic of Iran 
reported a slight increasing trend for CRC mortality, and 
this mortality was higher for older age and male (18,19).

Ethnicity has an important etiological role in CRC in 
Asia. In Singapore, where different ethnic groups livening 
in the same environment, the incidence of CRC is lower 
among the Indian and Malay populations compared to 
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Figure 1 The mortality and incidence of colorectal cancer in the world, according to GLOBOCAN estimation project, 2012.



171Translational Gastrointestinal Cancer, Vol 3, No 4 October 2014 

© AME Publishing Company. All rights reserved. Transl Gastrointest Cancer 2014;3(4):169-173www.amepc.org/tgc

Chinese (8,20) and Chinese people who live in Malaysia, 
have a significantly higher incidence of CRC than others (20).

Asia-Pacific Cohort Studies Collaboration (involving 
over half a million subjects from 33 cohort studies in the 
region of Asia-Pacific) indicated that, smoking, body mass 
index and lack of physical activity increased risk of CRC in 
Asia-Pacific region (21).

The incidence, anatomical distribution and mortality of 
CRC among Asian populations are not different compared 
with Western countries. There is a trend of proximal 
migration of colonic polyps and flat or depressed lesions 
are not uncommon (5). Other risk factors for CRC include 
family history and metabolic syndrome. First-degree 
relatives of patients with CRC have a 2-fold increased risk 
of CRC (22).

Screening

Although, data are lacking in countries such as India and 
Indonesia, the findings indicate a rapid increasing of CRC 
burden in Asian countries and there is a need to setup 
prevention program for this populated region of the world. 
CRC is an ideal disease for screening. But due to a lack 
of optimal screening strategy and public acceptance, the 
universal screening program has not been implemented in 
most countries. The facilities to access the CRC screening 
are an important key to reduce the burden of CRC. There 
are three frequently used screening modalities, namely fecal 
occult blood tests (FOBT), flexible sigmoidoscopy (FS) and 
total colonoscopy. Among these three, FOBT is the only 
method shown in large randomized studies to decrease 
mortality, using biennial guaiac-based FOBT (23).

A study on cost-effectiveness of FOBT, FS and 
colonoscopy in Asian countries indicated that FOBT is 
cost-effective compared to FS or colonoscopy in average-
risk individuals aged from 50 to 80 years (24).

The Japan Public Health Center-based Prospective 
Study group in a cohort study showed a risk reduction in 
advanced CRC by almost 60% and in mortality by 30% (25).  
The studies which used screening colonoscopy in Asia 
showed that the risk of advanced neoplasm tripled after the 
age of 50 and most guidelines recommend screening to be 
started at the age of 50 years old (26).

In Asia a minority of population at risk, undergoes 
screening because of perceived health, access and psychological  
barriers (27). A survey showed that, men above 50 years of 
age were particularly unaware of the symptoms of CRC and 
the benefits of screening (5). A study on 10,078 Chinese 

revealed that the proportions of perceptual barriers of CRC 
screening were high among these participants including; 
financial difficulty, limited service accessibility, screening 
induced bodily discomfort, etc. (28) and another Chinese 
study indicated that the uptake of CRC tests was low in the 
average-risk population (29).

A study in Malaysia showed that the majority of the 
participants had no knowledge of digital rectal examination, 
colonoscopy, barium enema and fecal occult blood screening 
for CRC (30). In Middle East, there is no report for 
national CRC screening; however, Iranian study suggests it 
at least for the relatives of CRC patients (31).

The actual uptake and implementation of screening 
remain low in many Asian countries due to limited resources. 
National healthcare systems and health insurance are not 
available to majority of people (5). In most Asian countries, 
National health-care systems and health insurance cover 
only a minority of people. So, access to healthcare facilities is 
limited in many areas and communities of low socioeconomic 
status (5). Besides, there is little health authority support 
for CRC screening and very low public awareness of 
this emerging epidemic in Asia (32). Recommendation 
for screening by a doctor increases the participation of 
screening (26). Also study of Asia-Pacific Working Group 
in CRC revealed that physician recommendation and 
knowledge of screening tests were significant predictors 
of CRC test uptake (4). A successful screening program 
for CRC shall include lack of patient awareness, attitudes 
and acceptance, physicians’ knowledge, attitudes and 
recommendations (33). Resource-stratified guidelines from 
the Asian Oncology Summit 2013 recommend that, people 
at increased risk of CRC (such as those with personal 
history or family history of CRC or adenoma) can be 
screened by colonoscopy. Also genetic test (dependent on 
the resource available) should be offered to detect increased 
susceptibility to CRC (34). Besides, the mechanisms 
involved in CRC initiation and development should be 
noticed to understanding the burden and prevention 
strategies for this malignancy. Recent data demonstrated 
that several genetic and epigenetic changes are important 
in determining patient prognosis and survival and some of 
these mechanisms are related to patients’ response to drugs, 
such as aspirin, which could be used for both prevention 
and treatment in specific settings (35). 

Conclusions

The burden of CRC is still high in Asia-Pacific region and 
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prevention would be one of the best methods to control the 
disease. It is estimated that over the next two decades the 
number of CRC cases will increase from 1.2 to 2.2 million  
worldwide, most of the increase (62%) will be in the 
developing countries (36) which is the results of westernized 
life style.

Surveillance system in countries with high burden 
needed to provide facilities for CRC screening (at least for 
population at high risks). A problem is that in countries 
with low facilities, there is also low coverage of cancer 
registry and the statistics are incomplete or underestimated. 
Furthermore it is necessary to establish national registry 
system for countries with low income or help them to 
estimate truly the burden and epidemiology of CRC, 
before adjusting any screening plan. CRC screening could 
be individualized based on genetic or environmental risk 
factors (for example, in family members of patients, or in 
those with environmental risk factors) but first we need 
reliable sufficient data from those populations with different 
ethnicities and lifestyles (37,38).

Also public awareness education program shall be 
considered in national and international plane to increases 
the self-participation of people. The experiences from 
countries with good CRC prevention system (e.g., 
Japan, Korea) will be particularly informative to other 
Asian countries; however financial limitation and lack of 
authorities are still the main obstacles in the way of CRC 
screening in most Asian countries with low income status. 
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