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Even though colorectal cancer in Thailand is not the number one leading cause of death, the 
incidence of this malignancy is not ignorable. Unfortunately, the majority of patients are diagnosed at 
a very late stage because of no screening protocol for a high risk group. The authors retrospectively 
reviewed clinical presentations of patients with colorectal neoplasm who underwent colonoscopy at 
King Chulalongkom Memorial Hospital during the two-year period from September 2000 to December 
2002. 

There were 107 patients with colorectal polyps and 48 patients with colorectal cancer. Accord­
ing to frequency of indications: anemia, bowel habit change, and abnormal radiography were presented 
in patients with colorectal polyps and cancers. There were more right sided colorectal polyps than 
rectosigmoid polyps. In addition, rectosigmoid cancer was detected less often than right sided colonic 
cancer. Half of the patients with rectosigmoid cancer presented with hematochezia compared to right 
sided colonic cancer. Total colonic examination is required if a colonic neoplasm is suspected. 
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Although the incidence of colorectal neo­
plasm in Thailand may not be as common as in the 
Western world it does exist. Unfortunately, in the past 
the majority of patients presented to medical profes­
sionals at a very late stage. With recent advances in 
gastrointestinal endoscopy, colonoscopy has become a 
mainstay surveillance tool to detect the early stage of 
this malignancy. In addition, a patient with colorectal 
polyp without invasive cancer can be detected and 
treated by colonoscopy alone. 

In Thailand, colonoscopy has recently been 
accepted as a new standard of care for early diagnosis 
and treatment of a colorectal neoplasm. 

Previous studies have shown differences 
between the incidence and tumor characteristics of 
colorectal neoplasm in Orientals and Westemers0.2). 
The authors' recent study reported that bowel habit 
change was the most common presentation of those 
patients who underwent surgery(3). To date, Thailand 
has little information regarding clinical presentations 
of patients with colonic neoplasm who underwent 
colonoscopy. This study is a retrospective review to 
compare the difference of clinical presentations be­
tween patients with colorectal polyp and patients with 
invasive colorectal cancer at different sites of the 
colon. 

PATIENTS AND METHOD 
The authors retrieved the endoscopic data­

base at King Chulalongkom Memorial Hospital be­
tween September 2000 and December 2002. There 
were 991 colonoscopies performed on 821 patients for 
different indications. Colorectal neoplasm was found 
in 155 patients (Table 1). Of these, eighty-seven were 
men and sixty-eight were women, with a mean age of 
57.6 years (range 27-87). 

Clinical indications for colonoscopy of 
patients who were found to have colorectal neoplasm 
were categorized into; anemia, bowel habit change, 
family history of colon cancer, hematochezia, stool 
occult blood positive, abdominal pain, with or without 
mass and abnormal radiography (by CT scan, ultra­
sonography, or barium enema). 

The majority of patients had only one clini­
cal presentation but sixteen patients had more than 
one clinical presentation. Of these sixteen, only the 
major indication was used for analysis. Indications for 
colonoscopy were compared among different groups 
such as colorectal polyp and colorectal cancer, recto­
sigmoid polyp and right-sided polyp, and finally recto­
sigmoid cancer and right-sided colonic cancer. 
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Table 1. Demographic data of patients with a colo­
rectal neoplasm diagnosed by colonoscopy. 

Patients 

Number 
Range of age 
Mean age 

Definitions 

Male 

87 
27-81 
53.8 

Female 

68 
35-87 
62.4 

Total 

155 
27-87 
57.6 

Right sided colonic lesion (cecum, ascend­
ing colon, and transverse colon) means a lesion above 
the reach of the sigmoidoscope. 

Rectosigmoid lesion means a lesion within 
the reach of the sigmoidoscope. 

Polyp means colonic neoplasm that does not 
contain malignancy cells. 

Statistical analysis 
The Fisher's exact test was used for compa­

rison of proportions. Data from different pairs were 
compared separately. All statistical analysis was 
performed with a statistical software program (SPSS 
10.0; SPSS, Inc., Chicago, IL). A p-value of< 0.05 
was considered statistically significant. 

RESULTS 
There were 107 patients with colorectal 

polyps and 48 patients with colorectal cancer (Table 
2). In the group of colorectal polyps, anemia was the 
most frequent indication followed by bowel habit 
change, and abnormal radiography respectively. In the 
other group with colorectal cancer, abnormal radio­
graphy was the most frequent indication followed by 
hematochezia, bowel habit change, and anemia res­
pectively. In this group, the incidence of hemato­
chezia was significantly much higher than the polyp 
group. 

There were more right sided colorectal polyps 
than rectosigmoid polyps (n = 73 vs 34). Clinical indi­
cations regarding frequency between these two groups 
were not significantly different. According to fre­
quency of indications; anemia, hematochezia, bowel 
habit change and abnormal radiography were among 
the most common presentations (Table 3). 

Rectosigmoid cancer was detected less often 
than right sided colonic cancer (n = 12 vs 36). Patients 
with rectosigmoid cancer presented with hematochezia 
significantly more often than patients with right sided 
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Table 2. Indications for colonoscopy in patients who were found to have a 
colorectal neoplasm (main indication since some patients had more 
than one clinical presentation). 

Indications 

Anemia 
Abnormal radiography 
Bowel habit change 
Family history of colorectal cancer 
Stool occult blood positive 
Abdominal pain ± mass 
Hematochezia* 
Patient request 
Weight loss 

* p < 0.05 

Colorectal polyps 
(N= 107) 

N % 

28 26.2 
16 15.0 
21 19.6 

4 3.7 
9 8.4 
8 7.5 

19 7.8 
5 4.7 

0.9 

Colorectal cancer 
(N = 48) 

N % 

8 16.7 
13 27.1 
9 18.8 
I 2.1 
2 4.2 
3 6.2 

10 20.8 
2 4.2 
0 0 

Table 3. Indications for colonoscopy in patients found to have a colorectal polyp 
(main indication since some patients had more than one clinical pre­
sentation). 

Indications 

Anemia 
Abnormal radiography 
Bowel habit change 
Family history of colorectal cancer 
Stool occult blood positive 
Abdominal pain± mass 
Hematochezia* 
Patient request 
Weight loss 

* p < 0.05 

colonic cancer (50% vs 11.1 %, p < 0.05) (Table 4). 
In contrast, patients with right sided colonic cancer 
presented with abnormal radiography (33.3% vs 8.3%, 
p < 0.05) and bowel habit change (22.2% vs 8.3%, 
p < 0.05) more often than patients with rectosigmoid 
cancer. 

DISCUSSION 
The 5-year survival rate for early stage can­

cers is over 90 per cent, while the 5- year rate for those 
diagnosed with widespread cancer is less than 10 per 
cent. Indirc~t evidence suggests that most cancers 
develop from adenomatous polyps and that it takes 
on average 10 years for a < 1 em polyp to transform 
into invasive colorectal cancer (CRC)(4,5). 

Rectosigmoid polyp Right sided polyp 
(N = 34) (N = 73) 

N % N % 

8 23.5 20 27.4 
4 ll.8 12 16.4 
8 23.5 13 17.8 
1 2.9 3 4.1 
3 8.8 6 8.2 
1 2.9 7 9.5 
8 23.5 Il 15.1 
0 0 5 6.8 
1 2.9 0 0 

Given the finding that colon polyps and early 
cancers are usually asymptomatic and the above­
mentioned dwelling time between polyp and cancer, 
there appears to be a significant opportunity for CRC 
prevention by screening asymptomatic individuals. 

In Thailand, colorectal cancer is among the 
most common cancers and its prevalence is 8.8:100,000 
(2). Unfortunately the presented patients were diag­
nosed at very late stages of the disease. A recent report 
from the authors' series showed that Duke'D was the 
most common stage of colorectal cancer (38%) in 
patients who underwent surgery. On the other hand 
early stage of colorectal cancer requiring surgery such 
as Duke'B I was found in only 3.4 per cent of patients 
in this report(3). 
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Table 4. Indications for colonoscopy in patients found to have colorectal cancer 
(main indication since some patients had more than one clinical presen­
tation). 

Indications Rectosigmoid cancer Right sided colonic cancer 

Anemia 
Abnormal radiography* 
Bowel habit change 
Family history of colorectal cancer 
Stool occult blood positive 
Abdominal pain ±mass 
Hematochezia * 
Patient request 
Weight loss 

* p < 0.05 

This made the prognosis of the presented 
patients poorer than it should be, since there are less 
options for curative therapy unless this neoplasm can 
be detected earlier. 

Most colorectal cancers still present with 
symptoms because screening, although effective, is 
not yet widely practiced. A careful history and phy­
sical examination are still the usual methods for sus­
pecting colorectal cancer and ordering appropriate 
investigations. Therefore, knowing the symptoms, 
duration, and clues to location of colorectal cancer 
can help to identify patients who are at risk. 

A group from Harvard medical school 
reviewed records of 204 patients with colorectal can­
cer and reported that the most common symptoms 
were rectal bleeding (58%), abdominal pain (52%), 
and change in bowel habits (51%); the majority had 
anemia (57 g) and occult bleeding (77%)(6). The pre­
sent series reported that anemia, bowel habit change, 
hemotachezia, and stool occult blood positive were 
among the common indications for colonoscopy in 
colorectal neoplasm. More importantly, hematochezia 
was the most common indication of patients with 
rectosigmoid lesions especially present in half of the 
patients with rectosigmoid cancer. In the present series, 
most of the patients had only one main indication for 
colonoscopy recorded into the computer database. 
There were only 16 patients who had more than one 
clinical indication. 

Many studies published since the early 1990s 
(7-9), showed that screening for colorectal cancer can 
reduce cancer related mortality, which has led many 
organizations, especially in the Western world, to 

N 

2 

0 

1 
6 
0 
0 

(N= 12) (N = 36) 
% N % 

16.7 6 16.7 
8.3 12 33.3 
8.3 8 22.2 
0 2.8 
8.3 1 2.8 
8.3 2 5.6 

50 4 11.1 
0 2 5.6 
0 0 0 

recommend screening in asymptomatic, average risk 
adults who are older than 50 years. 

At this period of time, this recommendation 
is not applicable for Thais due to the lack of human 
and endoscopic resources. Currently, the authors do 
colonoscopy only in patients at high risk of colorectal 
cancer such as bowel habit change, hematochezia, and 
abnormal radiographic findings. Since it is known 
that the majority of patients with early stage of colo­
rectal neoplasm are asymptomatic then any screen­
ing tool that does not require expensive resources or 
human expertise will be the most appropriate for our 
population. 

There is now solid evidence that screening 
with stool occult blood testing not only reduces the 
mortality from colorectal cancer, but also that the 
incidence of colorectal cancer is substantially reduced 
after removal of precursor lesions0-12). 

There is a lot of debate about whether stool 
collected by digital rectal examination may have a 
lower specificity for colorectal neoplasm detection or 
not. Zhang et aJ(l3) reported a significant difference 
in the specificity between routine screening and the 
digital rectal examination method (96.5% vs 79.8%, 
p < 0.01). On the other hand, Burke et al found a 
similar positive predictive value between these two 
methods (36% vs 33% )04). Since this test is not sen­
sitive enough to include all patients with colorectal 
neoplasm, there should be some other means to screen 
for this malignancy. Colonoscopy is not attractive as 
the initial screening instrument, despite its high diag­
nostic accuracy, and should only be used for screen­
ing high risk individuals. Stool occult blood testing 
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and sigmoidoscopy have been recommended for 
screening for colorectal cancer but the sensitivity of 
such combined testing for detecting neoplasia is 
uncertain. Liberman et al reported results from 2,885 
patients who returned cards for stool occult blood 
and underwent flexible sigmoidoscopy. They found 
advanced colorectal neoplasms in 75.8 per cent of 
subjectsC15). Currently, colonoscopy performed once 
every 10 years has been accepted as another screen­
ing method for colorectal cancer. One reason for this 
is because the epidemiological data confirmed a 
rightward shift in the colonic distribution of cancer. 
A group from Albuquerque revealed a statistically 
significant 16 per cent increase in the proportion of 
proximal lesions among white males and females, as 
well as a 22 per cent increase in black malesC16). 
Another report regarding the site distribution of this 
neoplasm in Hispanics has shown that at least one 
third of the polyps were found in the right colon( 17). 
The present series has shown a higher incidence of 
right-sided colorectal masses and polyps than recto­
sigmoid lesions. This makes colonoscopy a more 
optimal method for colorectal neoplasm detection for 
Thais, but practically it is impossible to have this 
modality available for the whole nation at this moment 
due to lack of skillful colonoscopists. Thailand has 
fewer than 20 candidates graduating from the Gastro­
enterology fellowship training program per year. By 
rough calculations it would take more than 20 years 

to have enough certified physicians in this field. The 
authors need help from other physicians such as surgi­
cal endoscopists. However, these surgeons perform 
more upper endoscopy than colonoscopy so training 
for colonoscopy has to be included in the surgical 
residency program. 

How about training nurse endoscopists? 
Even though data from a study by a group in Chicago 
has shown how safe and effective screening with 
flexible sigmoidoscopy can be performed by nurse 
endoscopistsC18), it would be much more difficult 
to train someone to become skillful in colonoscopy 
especially one without a medical school background. 
The authors recommend a more practical way by using 
a combination of flexible sigmoidoscopy plus double 
contrast barium enema as a screening tool for colo­
rectal neoplasm in this country. 

In conclusion, indications for colonoscopy 
that may represent a colonic neoplasm for Thais are 
anemia, bowel habit change, hematochezia, stool occult 
blood positive and abnormal radiography. The most 
common indication in rectosigmoid neoplasm is 
hematochezia. Since the incidence of right-sided neo­
plasm is much higher than the rectosigmoid area, 
colonoscopy is the perfect method for colorectal neo­
plasm detection. Double contrast barium enema plus 
flexible sigmoidoscopy is an alternative method in 
the mean time when skillful colonoscopists are not 
yet able to support the whole nation. 

(Received for publication on April 6, 2003) 
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