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Introduction:-

Up to the 20th century, colorectal cancer used to be quite scarce and its
incidence has increased at the same rate as the economic development.
Currently it is considered amongst the most frequent and the most acute
malignant tumors. In Morocco, that cancer remains underestimated
because of the lack of screening and the delayed diagnosis. We have
made this study to evaluate the different epidemiological as much as
the anatomopathological aspects of colorectal cancer in Marrakech.
This is a retrospective descriptive study of the different cases of
colorectal cancer collected in Marrakech between 1997 and 2015.

We could identify 2584 cases of colorectal cancer, 44% of whom have
colonic cancer and 56% with rectal cancer. The male gender is
predominant with a ratio of 1.34. The mean age in our series was 55.4
years with extreme ages ranging from 18 to 100 years. Polyps and
adenomas were the major risk factor in the development of colorectal
cancer. The sigmoid colon represented 44% of the different
localizations of colon cancer while the lower rectum was the site of
predilection of the rectal affections with 32% of the cases. The
Lieberkunien adenocarcinoma was distinguished from other
histological forms with 87% of all cases of colorectal cancer followed
by the mucinous form.

From these results, rises the need for the development of screening and
prevention strategies at regional and especially national levels based on
data from a cancer registry. This is the starting point of a mass
movement aiming to improve the patients’ access to health care and to
medical support.

Copy Right, 1JAR, 2017, All rights reserved.

Colorectal cancer constitutes, by its frequency and severity, a major health problem. It is ranged third cancer in the
world after lung and breast cancer. Nearly one million colorectal cancers are diagnosed, and nearly half a million
people die each year [1]. Despite the tangible progress made in the recent decades in the field of diagnostic
explorations, its frequency remains underestimated and mortality high [2]. Its incidence varies from one country to
another due to the differences in people's way of life, type of diet and hereditary predisposition. However, a
common finding is that we are beginning to notice a rejuvenation of the population with this type of cancer [3].
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Adenocarcinoma is the most common histological type. Second, there are other varieties such as lymphomas,
carcinoid tumors and other much rarer histological types [4]. Epidemiological data in this context have long been
unknown in Morocco but now it is starting to develop thanks to the introduction of cancer registries. In this sense
rised the need to carry out a descriptive epidemiological study in order to establish the state of the art of colon
cancer and rectal cancer in Marrakech Tensift region. This is an essential step upstream of any colorectal tumor
screening strategy.

Material and methods:-

We conducted a descriptive retrospective study over a period of 19 years from January 1st, 1997 to December 31st,
2015. We collected all histologically confirmed cases of colonical and rectal cancer that were collected in the
records of pathology laboratories in the Marrakech region and covering the period of our study.

Results:-

We collected 2584 cases of colorectal cancer including 1453 cases of rectal cancer (56.2%) and 1131 cases of
colonic cancer (43.8%). The number of cases has increased over the years from about 50 cases in 1997 to 398 cases
in 2015. The average age in our series was 55.4 years with extremes ranging from 18 to 100 years. The sex ratio was
1.34. The results for the different locations were as follows: For colonical cancer: The average age was 55 with
extremes ranging from 19 to 85 years. The male sex was predominant with 53% of the cases leading to a sex ration
of 1.34. Precancerous conditions were noted in 248 patients, the polyp and tubule adenoma accounted for 45% of the
cases collected. In the majority of cases, the cancer was developed in the sigmoid colon (43.7%), followed by the
ascending colon (23%) and then the left colon (20% of the cases). Rarer localizations were diagnosed as right and
left colic angles as well as transverse colon (3% of cases). In the anatomopathology study, several macroscopic
aspects were found but with a clear predominance of the ulceroburging form (47% of cases) followed by the
infiltrated form (23% of cases). Colon cancer was revealed by an occlusive syndrome in 6% of cases. In most of
cases, colon cancer was moderately differentiated Lieberkunian adenocarcinoma (87% of cases).

Concerning the rectal cancer, the average age was 54 years old with extremes ranging from 18 to 100 years old. The
male sex was predominant with 59% of the cases compared to the female sex that represented only 41% of the cases,
which leads to a sex ratio of 1.64. The risk factors were only specified on 430 of the cases. The cancer was
developed in the most of the cases (53% of the cases) from tubular and tubulovillous adenomas. However, the polyp
have participated in 36% of the cases in the development of the rectal cancer. The lower rectum was the preferred
seat for the development of this type of cancer with a rate of 32% followed by the middle and upper rectum. In our
series, rectal cancer was most often ulceroburging (54.4% of cases), in 85% of cases a lieberkunien adenocarcinoma
and in the most of the cases well differentiated (47.1% of cases).

Discussion:-

Colorectal cancer is considered the second leading cancer in terms of worldwide incidence (approximately
1.234,000 cases worldwide according to GLOBOCAN in 2008 and 342,137 cases in 27 European countries in 2012)
[5] and the fourth cancer responsible for global mortality (149,984 deaths in Europe) [6,7]. In the United States,
colorectal cancer ranks third among all cancers and the second most deadly cancer [8]. Various studies have shown
that in Canada, Australia, New Zealand and most of the European countries, the incidence and mortality of
colorectal cancer has decreased since the 1970s; This would have been explained by the decrease in exposure to
different risk factors, early detection and better management [9-14]. Nevertheless, for some of these countries that
have undergone a demographic transition such as Central America, South America and Eastern Europe, the
incidence of colorectal cancer has reportedly increased [10-17]. In France, with 38,000 new cases per year,
colorectal cancer is the third most common cancer behind prostatic and breast cancer, accounting for 10% of all
cancers [18]. In 20 years, the incidence has increased by 40% [19-21]. This has also been observed in Sweden [22].
In Algeria, it accounts for 7.8% of all cancers and comes in the second place [23]. In Morocco, given the paucity of
epidemiological studies in this direction and cancer registries, only a few studies have allowed a rough analysis of
the state of the art in colorectal cancer. Thus the register of digestive cancers of Casablanca has placed colorectal
cancer in second place in men and pole position in women after stomach cancer [24]. According to Pr. Guerbaoui's
study, colorectal cancer ranks third among all cancers (3.3%) [25]. According to the Al Azhar Oncology Center in
Rabat, the number of cases collected was 433 new cases over a period from 1994 to 2004 and represents 49.6% of
all new cases of digestive cancers described during this period [26]. Concerning Feés, a study carried out by the
department of anatomic pathology on digestive cancers at the university hospital of Hassan Il in Fés between 2004
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and 2007, counted 432 cases of digestive cancers, representing 18.5% of the population. Among all cancers,
colorectal cancer ranked first with 166 cases [27]. Several series around the world have demonstrated a slight male
predominance with a sex ratio of 1.5 [28]. The incidence is the same in both sexes up to the age of 65, then there is a
predominance in males, secondary to a higher incidence of ascending colon and sigmoid cancers [29]. From a study
done in America and which included several states, we note that for some countries like Cuba the number of cases
does not exceed the thousand in 3 years. However, in Brazil, this number is seen multiplied by 10. The female sex
was especially important for colonic localization, however men were diagnosed with many more rectal cancers. This
was explained as for some American countries such as Brazil and Argentina, by the fact that they made available
screening protocols ranging from a digital rectal examination to the completion of a colonoscopy at the slightest
doubt [30]. Tunisia also joins the same statistics with a clear predominance of women [31]. Colorectal cancer is rare
before the age of 50 where it represents only 6% [28]. The incidence then increases rapidly with age. The average
age at diagnosis is 69.5 years for men and 72.8 years for women [29]. According to data from digestive tumor
registries in France, the proportion of colorectal cancers occurring among persons aged 75 and over increased from
38.4% for the period 1976-1979 to 45.2% for the period 1992-1995. Recently in 2016 a large scale study was carried
out. The histological data and samples that were collected were from 11 international studies where the mean age
was 66 (21-98) with 55% male participation [32]. In Tunisia, in a case-control study involving 100 patients, the age
extremes ranged from 28 years to a maximum of 90 years averaging 57.5. The most representative age group was 40
to 69 years of age with 26% of cases of rectal cancer and 40% of cases of colon cancer [31]. In Morocco, the studies
concluded, as demonstrated by the study of the Al Azhar Oncology Center in Rabat, that the average age of patients
diagnosed with colorectal cancer was 54.2 years (7.7% of patients were under 35 years of age, 81.3% were between
35 and 69 years old and 11% of the patients were older than 70 years) [26]. The study of the incidence of colorectal
cancer in people under 40 years in different series has demonstrated a rejuvenation of the population suffering from
this type of cancer, probably explained by the change in lifestyle and diet populations. Thus, there is a high
incidence in Saudi Arabia with 21 to 23% of cases, Italy with 17%, Japan with 10%. In Western countries this
frequency is low [3, 33, 34]. In Morocco the estimations are for 26.6% of patients who are younger than 40 years of
age for rectal cancer [35]. There is no strict parallelism between the incidence rates of colon cancer and those of
rectal cancer in high-risk areas. Incidence rates for colon cancer are higher in North America than in Western
Europe, while those for rectal cancer tend to be higher in Western Europe. In North America and Australia, reports
of colon / rectum incidence rates range from 1.5 to 2.0 for men, and 2.0 to 2.5 for women. The fact that in the
different regions the sex ratio of colon cancer on the one hand and rectal cancer on the other hand are identical runs
counter to an incriminating explanation of the classification artifacts at the origin. differences in colon / rectum
ratios in high-risk countries [36].

Several studies have shown that the distal colon (descending and sigmoid colon) was the most affected, followed by
the rectum and lastly the proximal colon (caecum and ascending colon) [37, 38]. This is because distal and proximal
colorectal lesions have distinct molecular characteristics [39, 40]. All these differences between the two sites are
mainly due to the embryonic tissue from which they originate and the lifestyle and habits of individuals [41].
Previous studies have shown that right colon tumors occur most of the time at older ages. The immunological study
of proximal tumors is also different from that of the distal colon [42, 43]. In a study conducted in Iran between 2008
and 2013 [44], the anatomical study and distribution of tumors was similar in the left colon (32.6%) and the right
colon (29.5%). Omranipour et al. conducted a study of 442 patients with CRC of which 157 (35.5%) were colon
cancers and 285 (64.5%) were rectal cancers, and found that 43.3% of colon cancers were located on the right colon
and 56.7% on the left colon [45]. In contrast, Mahmodlou et al. reported a significant number of tumors located in
the right colon (35% of the cases), followed by the left colon (20% of the cases) [46].

In France [32], out of 4151 cases of CRC identified in 2016, the left colon was in pole position with 45% of cases
followed by right colon and rectum with respectively 41% and 14% of cases. The transverse colon is rarely
identified because of the scarcity of this location. It accounts for about 10% of colorectal cancers. His diagnosis is
often made lately. It appears in a complicated form in 30 to 50% of cases (occlusion, perforation, internal fistula)
[19]. Rectal involvement is dominated by the involvement of the lower rectum [47].

The most common histological form of CRC (approximately 96%) is adenocarcinoma [48].

Once the cancer takes place in the inner lining of the large intestine, it can spread in the thickness of the wall. Thus,
it can also penetrate the blood vessels or lymphatics. The cancer cells are usually distributed first to the surrounding
lymph nodes. Cancer cells can also spread into the blood vessels of the liver or lungs, the pelvis and the abdominal
cavity to other organs and tissues, such as the peritoneum and the ovary. The CRC is generally in the histological
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form of adenocarcinoma. Nevertheless, other histological types exist but are much less common, such as
neuroendocrine tumors, lymphomas, sarcomas, and squamous cell carcinomas, which can also be found in the
rectum [49-52]. The incidence of each of these forms is difficult to calculate. According to SEER data from 2005 to
2009, out of 183,000 cases of colorectal cancer (excluding lymphomas), 94.3% were adenocarcinomas, 1.7% other
types of carcinomas, 3.3% carcinoid tumors, 0.5% of squamous cell carcinomas, 0.1% of sarcomas, and 0.1% of
other histological types [4]. Concerning the differentiation, the adenocarcinoma is distinguished in 4 entities
according to the richness in glandular tubes, the stroma-reaction and the number of mitosis. Thus it can be well,
moderately, poor or undifferentiated, ranging from a better to a less good prognosis [53]. The presence of a colloidal
mucosal component proves to be a poor prognosis with the frequency of local recurrences and the reduction of the 5-
year survival rate to 19% [54].

Adenocarcinoma is most often well and moderately differentiated. This was faced by the study conducted in
Taharan, Iran where the CRC was predominantly well differentiated (43% of cases), moderately and poorly
differentiated in respectively 30.6% and 19.8% of cases and undifferentiated in 6.6%. % of cases [44]. Similar
results in a Tunisian study where CRC adenocarcinoma was well differentiated in 46% of cases, moderately
differentiated in 33.3% of cases and undifferentiated in 11.3% of cases [55]. Our series and the Moroccan series
report the same results [47, 56, 57].

Conclusion:-

Colorectal cancer is a public health burden. It is the 2nd cancer in terms of incidence in the world and the 3rd cancer
in Morocco. The genetic predispositions, the socio-economical level of the countries and the habits of life of the
populations lead to heterogeneity in the distribution of this cancer around the world. Colorectal cancer affects men
more often than women, most of them aged more than 50. The predominant histological form remains
adenocarcinoma. The prognosis of colorectal cancer has significantly improved thanks to screening, early diagnosis
and the development of surgical techniques and associated treatments especially with the development of targeted
therapies, but it remains unfortunate in our context because of the establishement of the diagnosis at late stages. This
study therefore encourages:

To awareness of risk factors for colorectal cancer,

The development of methods more sensitive to diagnosis,

The generalization of colorectal cancer screening,

Educational campaigns for the prevention of colorectal cancer,

Improving access to care,

The encouragement of research in the fields of genetics and targeted therapies,

The imperative development of a colorectal cancer registry including data from both the public and private
sectors.

This would certainly allow, in a near future, the considerable reduction of the mortality and the morbidity related to
this pathology in Morocco.
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