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per 100,1000 ETHIOPIA SOUTH AFRICA HIGHEST

Oesophageal 7,1   - 11,2 > 12,9 >12,9

Stomach 2,4   - 5,2 7,2   - 12,7 >23,8

Colorectal 2,6    - 7,1 13,0   - 20,5 >31

Liver 4,5 – 8,5 4,2   - 8,5 >25,9
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Patient Characteristics N %

Demographic characteristics

Age

Overall age (median & IQR) 59 (49 - 67)

Age group

<=50 years 104 28.97

Over 50 255 71.03

Self-reported race

Black 189 52.65

White 119 33.15

Indian/Asian 27 7.52

Coloured/ mixed race 24 6.69

Gender

Male 182 50.7

Female 177 49.3

Table 1: Characteristics of colorectal cancer patients 

DGC-Data
SA-MRC / CERC grant



Clinical features

Family History of CRC

Yes 15 4.18

No 344 95.82

Site of malignancy 

Right 64 17.83

Left 100 27.86

Rectal 187 52.09

Missing 8 2.23

AJCC Stage

Stage 1/2 73 20.33

Stage 3/4 193 54.32

Not staged 91 25.35

Elective vs Emergency

Elective 162 45.4

Urgent/Emergency 36 10.03

Missing 160 44.57



Univariate Models Multivariate Model 

Age group 
P value P value

Over 50 Reference

<=50 1.18 (0.71 - 1.94)
0.525

1.25 (0.67 - 2.31)
0.475

Self-reported race (Black vs other)

Other Reference Reference

Black 2.19 (1.30 - 3.68)**
0.003

1.59 (0.83 - 3.05)
0.161

AJCC Stage

Stage 1/2 Reference

Stage 3/4 4.33 (1.72 - 10.86)**
0.002

3.32 (1.31 - 8.41)**
0.012

Education

Less than matric Reference Reference

Matric or better 0.32 (0.18 - 0.55)**
<0.001

0.31 (0.16 - 0.59)**
<0.001

Risk factors for mortality among colorectal cancer patients















Our Reality

• We have a young population
• At the moment we have less colorectal cancer 

than Europe
• We probably have significant differences of 

colorectal cancer in different groups of 
patients

• We can probably expect a significant increase 
in colorectal cancer (aging population & 
urbanization)



The Private Sector

• Currently serves about 15% of the population
• Likely that the incidence of CRC is higher in 

this group
• Resource rich



The State Sector

• Can we afford a population based bowel 
cancer screening program ( FOB )

• With the current prevalence of colorectal 
cancer do we need a bowel cancer screening 
program . HOWEVER , because of the 
aggressive nature and early onset ????

• We definitely need more research to evaluate 
emerging trends – small population based 
studies ( 100,000 – Finland )



But 

• In a low incidence area do inherited cancer 
syndromes play a proportionally larger role

• What about targeted surveillance for high risk 
groups.



HNPCC and the Northern Cape

• 1985 HNPCC diagnosed in a Northern Cape Community
• 1996 R Ramasar identified the first mutation 



What is the incidence of CRC in the 
Northern Cape?

3.7/100 000 and histological   features suggestive of 
increased   HNPCC



In a low incidence areas does  HNPCC 
play a bigger role? 

• 21.8% of cases deficient for hMLH1 or hMSH2
• It would appear that more cancers follow a MMR gene 

pathway but we have yet to demonstrate that this is due to 
HNPCC 



How do we survey this group?



Does targeted surveillance work?

• 129 patients colonoscopic surveillance 49 refused
• Cancers diagnosed 14/129 and 13/49
• Death from colorectal cancer 3/129 (2%) and 6/49 

(12%) (P=0.021) 



Northern Cape Lynch Syndrome Surveillance 
trip

2016 Report
‘Splash of Red’

Sunday 27th August - Friday 2nd September 

1 Paul Goldberg GSH Colorectal Surgery Endoscopist
2 Adam Boutall GSH Colorectal Surgery Endoscopist
3 Reid Ally Baragwanath Hosp. GIT Endoscopist
4 Faizel Kimmie KHC Surgery Endoscopist

5
Klaus Matzel Coloproctology, University Erlangen, 

Germany Endoscopist
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Surveilance/Screening

• Managed to serve a remote high risk 
community in a low incidence area  by
– Performing targeted outreach colonoscopy
– With a confirmed survival benefit
– By offering sub-total colectomy we simplified 

surveillance and reduced metachronous cancers 





Conclusion

• Research into colorectal cancer : 
incidence/pathobiology is desperately 
needed.

• Cost effectiveness of screening - FOB 
• Targeted screening in low incidence, higher 

risk areas ( Young people with aggressive 
cancer)

• Train : safe and effective colonoscopy
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