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Abstract 

Colorectal cancer (CRC) is the third most common cancer worldwide and the fourth most common cause 

of cancer death. Predictions of the future burden of the disease inform health planners and raise awareness 

of the need for cancer control action. Data from the World Health Organization (WHO) mortality 

database for 1989-2016 were used to project colon and rectal cancer mortality rates and number of deaths 

in 42 countries up to the year 2035, using age-period-cohort (APC) modelling. Mortality rates for colon 

cancer are predicted to continue decreasing in the majority of included countries from Asia, Europe, 

North America and Oceania, except Latin America and Caribbean countries. Mortality rates from rectal 

cancer in general followed those of colon cancer, however rates are predicted to increase substantially in 

Costa Rica (+73.6%), Australia (+59.2%), United States (+27.8%), Ireland (+24.2%), and Canada 

(+24.1%). Despite heterogeneous trends in rates, the number of deaths is expected to rise in all countries 

for both colon and rectal cancer by 60.0% and 71.5% until 2035, respectively, due to population growth 

and ageing. Reductions in colon and rectal cancer mortality rates are probably due to better accessibility 

to early detection services and improved specialized care. The expected increase in rectal cancer mortality 

rates in some countries is worrisome and warrants further investigations.  

Keywords: Colorectal cancer, Mortality, Projections, Worldwide 
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Introduction 

Colorectal cancer (CRC) is the third most common malignant neoplasm and the fourth main cause of 

cancer death in the world, with nearly 1.8 million new cases and 881,000 deaths in 2018.1 Several studies 

have shown that CRC mortality rates have been steadily decreasing for at least two decades in many high-

income countries in Northern America, Oceania and Northern and Western Europe.2, 3 On the other hand, 

significant increases are seen in CRC mortality rates in less developed countries in Asia, Africa, and Latin 

America, where rates have been historically low.4-6  

Early detection through screening through the removal of adenomatous polyps and identification of early 

stage disease,7, 8 as well as advances in CRC treatment and an increase in colorectal cancer survival,9-12 

may partly explain decreasing mortality trends in high-income countries.13  In contrast, the majority of 

transitioning countries suffer major challenges in realising such trends given limited resources, health 

infrastructure and a consequent lack of effective screening,14, 15 alongside issues of access to cancer 

services and appropriate care.14  

Predicting future mortality trends is an important aspect of cancer surveillance, as it often points to the 

need for specific interventions and aids the prioritization of resources and future research.16 In this study, 

we predicted the future burden from colon and rectal cancer mortality separately in 42 countries in eight 

world regions up to the year 2035. 

Materials and Methods 

Deaths from malignant neoplasms of the colon (International Classification Diseases (ICD)-10 C18) and 

rectum (C19-C21) were obtained from the latest update of the World Health Organization (WHO) 

mortality database; countries were included if they could contribute at least 25 years of data and more 

than 50 deaths from either colon or rectal cancer in the most recent year available to allow for robust 

projections. A detailed assessment of data completeness and quality has been conducted previously.17 In 

brief, completeness of death registration data was assessed against estimated total deaths for the 
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population. Moreover, the proportion of deaths with underlying cause coded to a short list of so-called 

“garbage codes” (ill-defined cancers: C67, C80, and C97) were estimated. A summary usability score was 

calculated as follows: “(Percent Usable) = Completeness (%) * (1-Proportion Garbage)” All countries 

with a mean percent of usable below 65% were excluded for the remaining countries and three broad 

categories were defined as follows: a) High-quality data: There is >90% completeness and ill-defined 

codes appear on <10% of registrations, b) Medium-quality data: There is 70-90% completeness and ill-

defined codes appear on 10-20% of registrations, c) Low-quality data: There is <70% completeness and 

ill-defined codes appear on >20% of registrations.17 We only included only countries with at least 

medium data quality, applying to 42 countries from eight world regions. Since there are reported 

differences in the epidemiology and clinical characteristics of colon and rectal cancer, we examined these 

separately. Moreover, as overall mortality trends are similar in males and females, we present the final 

results for both sexes combined and by sex in the supplementary material (Supplementary Tables 1-4).  

To predict the number of deaths and mortality rates of colon and rectal cancer up to 2035 by country, 

gender, and age, we fitted a log-linear age–period–cohort model that levels-off exponential growth and 

limits linear trend projection to recent trends (1989-2013). The NORDPRED software package, 

developed and implemented in R, has been shown to perform well empirically in projecting trends into 

the future.18 The three or four most recent 5-year observed periods (depending on data availability) were 

extrapolated using a power function to level off the growth, with a projection of the linear trend for the 

last ten years that was attenuated by 25%, and 50% in the second and third prediction period, respectively, 

and 75% for both the fourth and fifth prediction period. Projections were carried out in 5-year periods. 

The numbers of deaths were predicted up to the year 2035 by taking a weighted average of the projected 

mortality rates in the last two future prediction periods, centering on 2035, and then applying the United 

Nation (UN) national population forecasts available for each country for that year. This is based on the 

assumption that trends observed in the recent past will continue into the future. Population predictions 

(based on the UN medium-fertility variant) were obtained from the UN World Population Prospects 2017 
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Revision, by country, year, sex, and age.19 We calculated and present age-standardized mortality rates 

(ASR) per 100,000 person-years using the world standard population.20 To graphically summarize the 

direction of the trends, locally weighted regression (lowess) curves were fitted to provide smoothed lines 

through scatterplots observed of ASRs by year. Stata 13 and R 2.15 were used for analysis, including the 

functions available in Epi package version 1.1.36, R Studio and the NORDPRED package.21 

Results 

Predicted changes in mortality rates 2013-2035 

The observed and predicted trends in colon and rectal cancer mortality rates are presented in Figures 1 & 

2. Tables 1 & 2 show the observed number of deaths and mortality rates in the latest year available for 

colon and rectal cancer, respectively, alongside the respective predicted values for 2035 and the 

percentage changes over the predicted period.  

Decreases in colon cancer mortality rates are predicted in 32 of the 42 countries (mainly in Northern and 

Western Europe but also Oceania and North America), with the largest mortality projected declines seen 

in Australia (-50.0%), Ireland (-49.2%), Czech Republic (-37.8%), Austria (-32.7%), and Germany           

(-25.8%). In contrast, colon cancer mortality rates are predicted to increase in the remaining 11 countries 

(mainly located in Latin America and Caribbean), with the most substantial increases in Chile (+16.9%), 

Brazil (+14.3%), Uruguay (+13.0%), Romania (+10.3%), and Finland (+8.0%) (Table 1).  

Rectal cancer mortality trends are predicted to follow only slightly different patterns from those of colon 

cancer. While decreases in rectal mortality rates are predicted in 25 out of 42 countries (no changes were 

detected for France), increases are predicted for some countries in the Latin America and Caribbean 

region as well as countries from Europe, Oceania, and North America, with the most substantial increases 

in Costa Rica (+73.6%), Australia (+59.2), United States (+27.8%), Ireland (+24.2%), and Canada 

(+24.1%) (Table 2). 
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On average, colon and rectal cancer mortality rates are predicted to drop only slightly by 8.4% and 5.1%, 

from 2013 to 2035 respectively, from 7.1 in 2013 to 6.5 per 100,000 in 2035 for colon cancer, and from 

3.9 to 3.7 per 100,000 for rectal cancer (Figure 3). In supplementary analyses, countries were combined 

into two groups: 1) countries predicted to have decreasing mortality rates, 2) countries with increasing 

mortality rates predicted, for colon and rectal cancer separately. Countries with 0% change in mortality 

rates were excluded (France for rectal cancer).  In countries with decreasing mortality trends, colon 

cancer mortality rate is predicted to drop by 13.0% and in countries with increasing trends, it is expected 

to increase by 8.0% (Supplementary Figure 1). Rectal cancer mortality in countries with decreasing 

trends is projected to fall by 16.2% and in countries with increasing trends, it is projected to rise by 18.1% 

(Supplementary Figure 2).   

Predicted changes in the number of deaths 2013-2035 

Deaths from colon and rectal cancer are predicted to increase substantially up to 2035 in almost all 42 

countries, as a result of both changes in risk factors as well as population growth and ageing. In Latin 

American and Caribbean countries, the number of deaths is projected to double by 2035, for both colon 

and rectal cancer. In only two countries, in which a declining number of deaths is predicted by 2035, 

(colon cancer in Australia, and rectal cancer in Bulgaria and Czech Republic), this is paralleled by 

declining mortality rates over the next decades (Tables 1 & 2).  

Overall, the total number of deaths from colon and rectal cancer across all included countries is predicted 

to increase by 60.0 and 71.5%, respectively, when comparing between 2013 and the projection for 2035 

(colon cancer: 158,816 vs. 254,165 cases; rectal cancer: 72,649 vs. 124,614 cases) (Figure 3). The 

increase in number of deaths was most pronounced in countries where mortality rates are predicted to 

increase, while the increase in number of deaths was more modest in countries where colon and rectal 

cancer mortality rates are set to decrease (48.2 and 32.8%, respectively). (Supplementary Figures 1 & 

2).  
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Discussion 

This study is the first, to our knowledge, to predict the future burden of colon and rectal cancer mortality 

in a global context. For colon cancer, other than in certain Latin American and Caribbean countries, most 

studied countries are expected to see ongoing declines in rates up to 2035. Rectal cancer followed the 

same trends as colon cancer, but with increases predicted for several countries in Europe, North America 

and Oceania. For the most part, this assessment of future mortality trends mirrors considerable advances 

in colon and rectal cancer control. Although mortality rates are set out to decrease in most parts of the 

world, the absolute number of deaths from colon and rectal cancer can be expected to continue growing in 

most countries due to population growth and ageing. A recent study with the focus on European 

countries, predicted continuing falls in CRC mortality rates in both sexes up to 2018.22 

Previous studies2, 3 demonstrated that CRC incidence and mortality rates have been decreasing in most 

European countries (mainly located in Northern and Western Europe), North America, Oceania and in 

some countries from Asia such as Japan. This study showed that this decrease is set to continue. Early 

detection and screening have been suggested to play a major role in this development. The 

implementation of screening has been shown to lead to short-term increases in CRC incidence as a result 

of increased detection of prevalent cases,23 typically followed by a long-term reduction in incidence and 

mortality from CRC due to the removal of precancerous polyps.24 This may for example explain the 

decrease in observed CRC mortality rates in Israel and Japan, countries with longstanding CRC screening 

programs in place since the early-1990s.25  

The global variation observed in CRC mortality rates across countries may also be explained by risk 

factors impacting on incidence, including the underlying prevalence of obesity,26, 27 physical inactivity,28, 

29 smoking,30, 31 alcohol consumption,32, 33 and a diet rich in red and processed meat, artificially sweetened 

foods, and salt, with minimal intake of fruits and vegetables.34, 35 Other established risk factors for CRC 

such as a family history of CRC36 and inflammatory bowel disease37 are unlikely to explain such 

disparities between countries as only less than 1% of the CRC cases maybe attributable to these factors in 
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the general population. Driven by societal and economic gains, many countries have undergone a 

significant nutritional transition38 and the overweight and obesity rates have increased dramatically,39, 40 

possibly due to increased consumption of energy-dense foods and decreasing physical activity. The 

results of a recent study indicate that overweight and obesity (body mass index (BMI) ≥25 versus <25 

kg/m2) are responsible for 12% of all colon and 6% of all rectal cancer cases that occurred in Latin 

American (including Caribbean) in 2012.27  

Considering that more than half of Latin America’s population is predicted to be overweight or obese by 

2030,41 this could thus be one of the key drivers of increasing rates in the region. Marked rises in CRC 

incidence in Uruguay and Brazil have led to rates similar to those in the U.S. and Canada.42 Increases in 

mortality may thus be a result of equivalent increases in incidence. Irrespectively, the number of deaths 

from both colon and rectal cancer are set to double by 2035 for most countries in this region, suggesting 

an alarming increase in the future burden of CRC and the need for stronger prevention programmes 

intended to promote healthier lifestyles.  

This study also highlights that rectal cancer mortality rates have been projected to rise in several high-

income countries including Australia, Canada and the U.S. The underlying reasons have yet to be fully 

understood, but in recent years, increases in incidence of colon and rectal cancer have been observed in 

younger age groups (e.g. 55 years and younger), a development that was more pronounced for rectal 

cancer.43 A study from the U.S.43 showed that the risk of colon and rectal cancer was two- (incidence rate 

ratio (IRR)ௗ=ௗ2.40, 95% confidence interval (CI)ௗ1.11 to 5.19) and four times higher (IRRௗ=ௗ4.32, 95% 

CIௗ2.19 to 8.51), respectively for those born circa 1990, compared with adults born circa 1950. Similarly, 

in Western Australia, between 1982 and 2007, a 3.0% annual increase in CRC incidence was observed 

among adolescents and young adults (15–39ௗyears).44 As screening is usually recommended for adults 

aged 50 to 75, changes in incidence in this group is most likely not impacted by screening. Possible 

explanations are changes in the prevalence of risk factors such as increasing body weight and lower 

physical activity.43, 44 
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Advances in treatment options and regimens differ extensively among countries, which may also explain 

lower CRC mortality rates in some countries. Adjuvant chemotherapy is recommended for patients with 

more advanced stages of colon cancer, and is associated with an approximate reduction of 30% in the risk 

of disease recurrence, and a 22-32% reduction in mortality.45  For limited metastatic disease, advances in 

surgical techniques can result in clinical cure, while significant progress in chemotherapy treatment 

during recent years in advanced metastatic colon cancer - which has been associated with 5-year survival 

in the range of 5-8% - may have resulted in improvements of short-term survival.46 For rectal cancer, the 

major treatment advances are a result of improved surgical techniques often combined with preoperative 

chemo-radiation therapy or radiation alone.47, 48 In many less developed countries, the lack of access to 

adjuvant therapy has been previously reported.49 Moreover, lack of awareness, higher diagnostic costs, 

and delays in treatment may explain part of the higher mortality that was observed and projected in the 

Latin America and Caribbean region.42  

Although these future predictions are based on long-term recorded mortality data from the WHO 

mortality database and extrapolation of rates using empirically evaluated APC models, a number of 

limitations should be noted. Trend-based predictions should be interpreted with caution since they are by 

definition based on the assumption that trends observed in the past will continue into the future. The 

predicted numbers of deaths are also reliant on population projections which are themselves future 

estimates based on assumptions on birth and death rates, immigration and emigration. In countries, where 

screening programmes have been launched only in recent years, effects would only be reflected in 

mortality rates with some delay. It should also be noted that ideally reliable data on incidence, risk 

factors, screening implementation, treatment and survival is needed to robustly predict the future burden 

of CRC – such information is however not available for all countries. Furthermore, the reliability of death 

certification may vary between countries, which in turn might have affected the accuracy of the mortality 

rates utilised, therefore our results should be interpreted with caution.50 Lastly, data on rectal cancer 

mortality also included data on anal cancer as their codes are inseparable in the WHO mortality database, 
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yet we believe that it would not affect our analysis, as anal cancer is fairly rare and much less common 

than colon or rectal cancer. 

In conclusion, we observe declining rates of colon and rectal cancer mortality in most countries, with the 

exception of Latin American and Caribbean countries where increases are projected to continue 

throughout 2035. The reductions seen in Europe, Oceania, and North America may reflect a combined 

influence of an increasing implementation of, and greater participation in screening, greater public 

awareness of the disease, and improved therapeutic procedures and patient management protocols. In 

contrast, the increase in cancer mortality predicted in certain countries may possibly be explained by 

underlying increases in incidence rates, late diagnosis and limited access to treatment. Increases in rectal 

cancer mortality in some high-income countries such as Australia, Canada, and the United States are 

worrisome and the underlying mechanisms warrant further research. In any case, ongoing demographic 

changes will lead to a rise in the number of deaths from colon and rectal cancer per year in the vast 

majority of countries, with a doubling of the number of predicted deaths by 2035 in some. 

 

 

 

 

 

 

 

 



12 
 

References  

 1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer statistics 

2018: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA 

Cancer J Clin 2018. 

 2. Arnold M, Sierra MS, Laversanne M, Soerjomataram I, Jemal A, Bray F. Global patterns and 

trends in colorectal cancer incidence and mortality. Gut 2017;66:683-91. 

 3. Siegel RL, Miller KD, Fedewa SA, Ahnen DJ, Meester RGS, Barzi A, Jemal A. Colorectal 

cancer statistics, 2017. CA Cancer J Clin 2017;67:177-93. 

 4. Bosetti C, Malvezzi M, Chatenoud L, Negri E, Levi F, La Vecchia C. Trends in colorectal 

cancer mortality in Japan, 1970-2000. Int J Cancer 2005;113:339-41. 

 5. Center MM, Jemal A, Ward E. International trends in colorectal cancer incidence rates. Cancer 

Epidemiol Biomarkers Prev 2009;18:1688-94. 

 6. Souza DL, Jerez-Roig J, Cabral FJ, de Lima JR, Rutalira MK, Costa JA. Colorectal cancer 

mortality in Brazil: predictions until the year 2025 and cancer control implications. Dis Colon Rectum 

2014;57:1082-9. 

 7. Schreuders EH, Ruco A, Rabeneck L, Schoen RE, Sung JJ, Young GP, Kuipers EJ. Colorectal 

cancer screening: a global overview of existing programmes. Gut 2015;64:1637-49. 

 8. Edwards BK, Ward E, Kohler BA, Eheman C, Zauber AG, Anderson RN, Jemal A, Schymura 

MJ, Lansdorp-Vogelaar I, Seeff LC, van Ballegooijen M, Goede SL, et al. Annual report to the nation on 

the status of cancer, 1975-2006, featuring colorectal cancer trends and impact of interventions (risk 

factors, screening, and treatment) to reduce future rates. Cancer 2010;116:544-73. 

 9. Sargent D, Sobrero A, Grothey A, O'Connell MJ, Buyse M, Andre T, Zheng Y, Green E, 

Labianca R, O'Callaghan C, Seitz JF, Francini G, et al. Evidence for cure by adjuvant therapy in colon 

cancer: observations based on individual patient data from 20,898 patients on 18 randomized trials. J Clin 

Oncol 2009;27:872-7. 



13 
 

 10. Saltz LB, Cox JV, Blanke C, Rosen LS, Fehrenbacher L, Moore MJ, Maroun JA, Ackland SP, 

Locker PK, Pirotta N, Elfring GL, Miller LL. Irinotecan plus fluorouracil and leucovorin for metastatic 

colorectal cancer. Irinotecan Study Group. N Engl J Med 2000;343:905-14. 

 11. de Gramont A, Figer A, Seymour M, Homerin M, Hmissi A, Cassidy J, Boni C, Cortes-Funes 

H, Cervantes A, Freyer G, Papamichael D, Le Bail N, et al. Leucovorin and fluorouracil with or without 

oxaliplatin as first-line treatment in advanced colorectal cancer. Journal of Clinical Oncology 

2000;18:2938-47. 

 12. NIH consensus conference. Adjuvant therapy for patients with colon and rectal cancer. JAMA 

1990;264:1444-50. 

 13. Chau I, Cunningham D. Adjuvant therapy in colon cancer: current status and future 

directions. Cancer Treat Rev 2002;28:223-36. 

 14. Sharma V, Kerr SH, Kawar Z, Kerr DJ. Challenges of cancer control in developing countries: 

current status and future perspective. Future Oncol 2011;7:1213-22. 

 15. Navarro M, Nicolas A, Ferrandez A, Lanas A. Colorectal cancer population screening 

programs worldwide in 2016: An update. World J Gastroenterol 2017;23:3632-42. 

 16. Bray F, Moller B. Predicting the future burden of cancer. Nat Rev Cancer 2006;6:63-74. 

 17. Mathers CD, Fat DM, Inoue M, Rao C, Lopez AD. Counting the dead and what they died 

from: an assessment of the global status of cause of death data. Bull World Health Organ 2005;83:171-7. 

 18. Moller B, Fekjaer H, Hakulinen T, Sigvaldason H, Storm HH, Talback M, Haldorsen T. 

Prediction of cancer incidence in the Nordic countries: empirical comparison of different approaches. Stat 

Med 2003;22:2751-66. 

 19. United Nations, Department of Economics and Social Affairs, Population Division. World 

Population Prospects. The 2015 Revision. United Nations, Department of Economics and Social Affairs, 

Population Division: New York. 2015. 

 20. Segi M, Fujisaku S, Kurihara M. Geographical observation on cancer mortality by selected 

sites on the basis of standardised death rate. Gan 1957;48:219-25. 



14 
 

 21. R: a language and environment for statistical computing [computer program]. In. Version R 

development Core team (2011) ed. Vienna, Austria: R Foundation for Statistical Computing; 2013. 

 22. Malvezzi M, Carioli G, Bertuccio P, Boffetta P, Levi F, La Vecchia C, Negri E. European 

cancer mortality predictions for the year 2018 with focus on colorectal cancer. Ann Oncol 2018;29:1016-

22. 

 23. Bonneux L, Barendregt JJ, Looman CW, van der Maas PJ. Diverging trends in colorectal 

cancer morbidity and mortality. Earlier diagnosis comes at a price. Eur J Cancer 1995;31A:1665-71. 

 24. Winawer SJ, Zauber AG, Ho MN, O'Brien MJ, Gottlieb LS, Sternberg SS, Waye JD, 

Schapiro M, Bond JH, Panish JF, et al. Prevention of colorectal cancer by colonoscopic polypectomy. 

The National Polyp Study Workgroup. N Engl J Med 1993;329:1977-81. 

 25. Minami Y, Nishino Y, Tsubono Y, Tsuji I, Hisamichi S. Increase of colon and rectal cancer 

incidence rates in Japan: trends in incidence rates in Miyagi Prefecture, 1959-1997. J Epidemiol 

2006;16:240-8. 

 26. Renehan AG, Tyson M, Egger M, Heller RF, Zwahlen M. Body-mass index and incidence of 

cancer: a systematic review and meta-analysis of prospective observational studies. Lancet 2008;371:569-

78. 

 27. Arnold M, Pandeya N, Byrnes G, Renehan AG, Stevens GA, Ezzati M, Ferlay J, Miranda JJ, 

Romieu I, Dikshit R, Forman D, Soerjomataram I. Global burden of cancer attributable to high body-mass 

index in 2012: a population-based study. Lancet Oncol 2015;16:36-46. 

 28. Samad AK, Taylor RS, Marshall T, Chapman MA. A meta-analysis of the association of 

physical activity with reduced risk of colorectal cancer. Colorectal Dis 2005;7:204-13. 

 29. Harriss DJ, Atkinson G, Batterham A, George K, Cable NT, Reilly T, Haboubi N, Renehan 

AG, Colorectal Cancer LE, Research G. Lifestyle factors and colorectal cancer risk (2): a systematic 

review and meta-analysis of associations with leisure-time physical activity. Colorectal Dis 2009;11:689-

701. 



15 
 

 30. Walter V, Jansen L, Hoffmeister M, Brenner H. Smoking and survival of colorectal cancer 

patients: systematic review and meta-analysis. Ann Oncol 2014;25:1517-25. 

 31. Liang PS, Chen TY, Giovannucci E. Cigarette smoking and colorectal cancer incidence and 

mortality: systematic review and meta-analysis. Int J Cancer 2009;124:2406-15. 

 32. Fedirko V, Tramacere I, Bagnardi V, Rota M, Scotti L, Islami F, Negri E, Straif K, Romieu I, 

La Vecchia C, Boffetta P, Jenab M. Alcohol drinking and colorectal cancer risk: an overall and dose-

response meta-analysis of published studies. Ann Oncol 2011;22:1958-72. 

 33. Moskal A, Norat T, Ferrari P, Riboli E. Alcohol intake and colorectal cancer risk: a dose-

response meta-analysis of published cohort studies. Int J Cancer 2007;120:664-71. 

 34. Bouvard V, Loomis D, Guyton KZ, Grosse Y, Ghissassi FE, Benbrahim-Tallaa L, Guha N, 

Mattock H, Straif K, International Agency for Research on Cancer Monograph Working G. 

Carcinogenicity of consumption of red and processed meat. Lancet Oncol 2015;16:1599-600. 

 35. Magalhaes B, Peleteiro B, Lunet N. Dietary patterns and colorectal cancer: systematic review 

and meta-analysis. Eur J Cancer Prev 2012;21:15-23. 

 36. Butterworth AS, Higgins JP, Pharoah P. Relative and absolute risk of colorectal cancer for 

individuals with a family history: a meta-analysis. Eur J Cancer 2006;42:216-27. 

 37. Jess T, Rungoe C, Peyrin-Biroulet L. Risk of colorectal cancer in patients with ulcerative 

colitis: a meta-analysis of population-based cohort studies. Clin Gastroenterol Hepatol 2012;10:639-45. 

 38. Popkin BM. The nutrition transition and its health implications in lower-income countries. 

Public Health Nutr 1998;1:5-21. 

 39. Zimmermann-Sloutskis D, Wanner M, Zimmermann E, Martin BW. Physical activity levels 

and determinants of change in young adults: a longitudinal panel study. Int J Behav Nutr Phys Act 

2010;7:2. 

 40. Marques A, Gaspar de Matos M. Adolescents' physical activity trends over the years: a three-

cohort study based on the Health Behaviour in School-aged Children (HBSC) Portuguese survey. BMJ 

Open 2014;4:e006012. 



16 
 

 41. Webber L, Kilpi F, Marsh T, Rtveladze K, Brown M, McPherson K. High rates of obesity and 

non-communicable diseases predicted across Latin America. PLoS One 2012;7:e39589. 

 42. Sierra MS, Forman D. Burden of colorectal cancer in Central and South America. Cancer 

Epidemiol 2016;44 Suppl 1:S74-S81. 

 43. Siegel RL, Miller KD, Jemal A. Colorectal Cancer Mortality Rates in Adults Aged 20 to 54 

Years in the United States, 1970-2014. JAMA 2017;318:572-74. 

 44. Troeung L, Sodhi-Berry N, Martini A, Malacova E, Ee H, O'Leary P, Lansdorp-Vogelaar I, 

Preen DB. Increasing Incidence of Colorectal Cancer in Adolescents and Young Adults Aged 15-39 

Years in Western Australia 1982-2007: Examination of Colonoscopy History. Front Public Health 

2017;5:179. 

 45. Benson AB, 3rd. Adjuvant chemotherapy of stage III colon cancer. Semin Oncol 

2005;32:S74-7. 

 46. Kelly H, Goldberg RM. Systemic therapy for metastatic colorectal cancer: current options, 

current evidence. J Clin Oncol 2005;23:4553-60. 

 47. Sauer R, Becker H, Hohenberger W, Rodel C, Wittekind C, Fietkau R, Martus P, 

Tschmelitsch J, Hager E, Hess CF, Karstens JH, Liersch T, et al. Preoperative versus postoperative 

chemoradiotherapy for rectal cancer. N Engl J Med 2004;351:1731-40. 

 48. van Gijn W, Marijnen CA, Nagtegaal ID, Kranenbarg EM, Putter H, Wiggers T, Rutten HJ, 

Pahlman L, Glimelius B, van de Velde CJ, Dutch Colorectal Cancer G. Preoperative radiotherapy 

combined with total mesorectal excision for resectable rectal cancer: 12-year follow-up of the multicentre, 

randomised controlled TME trial. Lancet Oncol 2011;12:575-82. 

 49. Kingham TP, Alatise OI, Vanderpuye V, Casper C, Abantanga FA, Kamara TB, Olopade OI, 

Habeebu M, Abdulkareem FB, Denny L. Treatment of cancer in sub-Saharan Africa. Lancet Oncol 

2013;14:e158-67. 

 50. Boyle P. Relative value of incidence and mortality data in cancer research. Recent Results 

Cancer Res 1989;114:41-63. 


