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ABSTRACT. Background: Colorectal cancers (CRCs) are common malignancies in Ghana. 

The aim of the study was to use a descriptive histopathological data to determine the trend of 

CRCs in our institution. Material and methods: This was a retrospective study in the Department 

of Pathology, from January 2002 to December 2012. Result: A total of 573 (55.6%) out of 1,040 

gastrointestinal malignancies diagnosed during the study period were CRCs. Total of 107 

(18.7%) of the patients were less than 40 years old. Many (53.1%) were females. Majority 

(95.3%) of the patients had stated symptoms at presentation of which 34.2% were bleeding per 

rectum. More than half (51.7%) of the CRCs were diagnosed in small mucosal biopsies. 

Approximately 63.8% reported to a health facility after 3 month of onset of symptoms. The great 

majority (73.8%) of the cancers were located on the left side of the colon particularly the 

rectosigmoid region (51.5%). The first five common CRCs diagnosed in this study were: 

Conventional adenocarcinoma (77.7%), mucinous adenocarcinoma (7.2%), SCC (4.7%), signet 

ring adenocarcinoma (3.7%) and lymphomas (2.5%). Of the 199 cases that had Duke’s staging, 

40.7% were stage C. Conclusion: There was a rise in the mean age at diagnosis and the number 

of colorectal cancers over the period of study. Close to 18.7% of the cancers were patients 

younger than 40 years. Patient presented late with symptoms of advanced disease, most being in 

Duke’s stage C.  
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INTRODUCTION 

Colorectal cancers (CRCs) are common causes of morbidity and mortality world-wide
1,2

. Studies 

have shown a decreasing trend in the incidence and mortality rates of colorectal cancers (CRCs) 

in the more developed countries but on the contrary there is rising trend in the developing 

countries.
3,4

  The decline in the trend of CRCs in the higher income countries is attributed to the 

modification of diet, increased awareness of the disease, early detection and treatment of 

precancerous lesions.
4,5,6,7

  On the other hand, the rising trend in the developing countries is 

attributed to limited resources for screening at risk population and the adoption of the western 

life styles that are associated with increased incidence of colorectal cancers.
8,9,10,11,12

  

Although studies in Ghana have shown CRCs are common causes of morbidity and mortality 

13,14,
 the trend of the disease over the years has not been described.  The aim of this study was to 

use a descriptive histopathological data to determine the trend of colorectal cancers in our 

institution.  

Materials and Methods 

Study design. This was a descriptive retrospective histopathological study. 

Study Site. The data were collected from the Department of Pathology, University of Ghana 

Medical School, which reports between 5,000 and 8,000 histologies per year. This Department 

receives surgical specimens from the Korle-Bu Teaching Hospital, the largest referral hospital in 

Ghana. The department also receives specimens from other health facilities within the Accra 

metropolis, the greater Accra region, and the 4 other southern regions of Ghana: Central, 

Western, Eastern, and Volta regions. Although this is a single institutional experience, the 

sample size of 573 is adequate and may reflect the trend in the general Ghanaian population.  

Data Collection and Analysis 

All histopathology request forms and slides of confirmed GI tract malignancies in the 

Department of Pathology from January 2002 through December 2012 were reviewed 

independently (by Der EM and cross checked by Gyasi RK) for clinical characteristics (age, 

main complaints, anatomic location, duration and type of specimen ) and histological features 

(type of cancer, differentiation and Duke’s Stage). The data were entered into a computer 
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spreadsheet and analyzed using SPSS version 18 (SPSS, Chicago, IL). The trend in the mean age 

at diagnosis and the number of colorectal cancers diagnosed during the study period were 

determined and represented by scatter graphs. The age distribution, symptoms of colorectal 

cancers, surgical specimens, histological types of colorectal cancers, anatomic location and the 

Duke’s stage at histological diagnosis were determined and presented using tables, bar and pie 

charts. In this study, the pathological stage of the colorectal cancers was based on the Duke’s 

staging sytem, as recommended by the American Joint Committee on Cancer, which takes into 

account the depth of invasion, the number of cancerous lymph nodes, and whether the cancer has 

spread to other pelvic structures. 

 

RESULTS 

There were 1,040 histologically confirmed cases of gastrointestinal malignancies diagnosed in 

our institution from 2002 to 2012. Of these 573 (55.1%) were colorectal cancers (CRCs).  There 

was a gradual rise in numbers of colorectal cases over the period of study (Table 1, Figure 1). 

The ages of patients ranged from 14 to 92 years with a mean of 54.2 ±16.1 years. There was a 

gradual rise in the mean age at diagnosis during the period (Table 1). The modal age group was 

50 -59 years (24.1%). About 81.3% of the patients were aged 40 years and above, while18.7% 

were below 40 years (Figure 2). There were 304 (53.1%) females and 269 (46.9%) males. 

A majority (96.3%) of the patients had stated symptoms at the time of presentation. Colorectal 

cancers in our study commonly presented as bleeding per rectum (34.2%) followed by abdominal 

mass (25.3%) (Table 2). 

The duration of symptoms as stated on the pathology request form was available for only 160 

(27.9%) of the cases. Of these 63.8% reported after 3 months of onset of the illness (Table 2). 

The common surgical specimens were small mucosa biopsies 307 (53.6%) and hemicolectomy 

(23.0%). The great majority (73.8%) of the cancers were located on the left side of the large 

bowel particularly the rectosigmoid region (51.5%) (Figure 3). 

The great majority (77.7%) of the CRCs were invasive conventional adenocarcinomas 

(consisting of 45.8% moderate, 36.2% well and 18.0% poorly differentiated type).  A total of 199 

(74.8%) of the large specimens (resected specimens) from which CRCs were diagnosed had 

Duke’s staging done; of these 40.7% were stage C with 39.2% being stage B1 (Table 3). 
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Discussion 

The current study found a gradual rise in the incidence of colorectal cancers (CRCs) in our 

institution over the study period. This finding differs significantly from studies in some 

developed countries where there is a decrease in trend due to increased awareness of the disease, 

early detection and treatment of precancerous lesion
3,4,5,6,7

  The rising trend in this current study 

may be attributed to certain life-style changes associated with westernization of our societies, 

such as the consumption of calorie-dense food, physical inactivity, obesity and the absence of 

population-based (CRCs) screening methods such as stool for occult blood and colonoscopy in 

Ghana and other developing countries. 
8,9,10,11,12

 The current finding also supports previous 

studies in Ghana that found colorectal cancer as a cause of morbidity and mortality
13,14

. 

Colorectal cancers were commonly diagnosed in relatively older individuals with a mean age of 

mean. This is similar to studies in other parts of the world where colorectal cancers are found to 

be commoner in older individuals aged 50-years and above. 
15,16 

However in this study, 18.7% of 

the patients were younger than 40 years, with the youngest being 14 year old.  This finding is 

significant and may seem to suggest genetic predisposition in these individuals and thus requires 

molecular studies to identify the genes involved in these Ghanaians. This is particularly so 

because younger age at diagnosis has been found to be associated with poor prognosis. 
17,18, 19, 20

    

Colorectal cancers were commoner in the female gender, and this is similar to previous studies in 

Ghana. 
21,22

 This however differs from other studies that found these cancers to be commoner in 

males. 
23,24

 Many of the patients with colorectal cancers presented with symptoms of advanced 

disease such as bleeding per rectum, abdominal masses, intestinal obstruction and altered bowel 

habits. This is in accord with previous studies in Ghana 
16,21

 

The study found that colorectal cancers were commoner on the left site of the large bowel, 

particularly, the recto-sigmoid region (51.5%). This anatomic distribution supports previous 

studies in Ghana,
21

 Great Britain 
25,26

 and other parts of the world, 
27

 that found the left side of 

the large bowel to be common anatomic location of colorectal cancers. 

Histologically, a majority of the cancers were moderately differentiated conventional 

adenocarcinoma and this is in accord with other studies on colorectal cancers. 
21,28

 The prognosis 

of colorectal cancers depends on the clinico-pathological stage assessed by microscopic 
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examination of the resected colon.
29

 The higher the stage at histological diagnosis the poorer the 

prognosis and the expected 5-year survival rate. 
30

 In this study, only 9.5% of the patients had 

localized disease (Duke’s stage A) with as many as 40.7% having advanced stage of the disease 

(Duke’s stage C) )  at the time of histological diagnosis. The advanced stage at diagnosis coupled 

with the fact that 63.8% of the patients presented after 3 months of noticing the symptoms may 

translate into poor and a low expected 5-year survival rate and this is in accordance with findings 

in previous studies.
30,31

 

Conclusion: There was a gradual rise in the mean age at diagnosis of patients with colorectal 

cancers with the number of cases of colorectal cancers over the period of the study also 

increasing steadily. Close to 18.7% of the cancers were in patients younger than 40 years. The 

patients presented late with symptoms of advanced disease, most being in Duke’s stage C.  
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Legends 

1. Figure 1. Trend in Colorectal cancers at the KBTH from 2002 - 2012 

2. Figure 2. Age distribution of patients diagnosed with colorectal cancers at the KBTH 
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3. Figure 3. Anatomic distribution of colorectal cancers 

4. Table 1. Age characteristics of colorectal cancers diagnosed in the Department of 

Pathology in KBTH  (2002 – 2012) 

– 2012) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5. Table 2. Symptoms and duration of colorectal cancers at presentation 

6. Tabbe 3. Histological characteristics of colorectal cancers diagnosed at the KBTH (2002 
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Figure 1. Trend in Colorectal cancers at the KBTH from 2002 - 2012 
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Table 1. Age characteristics of colorectal cancers diagnosed in the Department of 

Pathology in KBTH  (2002 – 2012) 

 

Year Age range 

(years) 

Mean age (SD) Age<40 years Age≥ 40 years Total number 

cancers n (%) 

2002 21 - 90 46.7 ( 17.8) 10 16 26 (4.5) 

2003 22 – 81 55.5 (16.5) 9 37 46 (8.0) 

2004 21 – 90 52.6 (16.2) 8 29 37 (6.5) 

2005 25 – 86 54.6 (17.6) 9 30 39 (6.8) 

2006 17 – 76 53.8 (14.0) 6 36 42 (7.3) 

2007 23 – 86 52.3 (16.3) 6 27 33 (5.8) 

2008 14 – 84 55.9 (14.7) 13 80 93 (16.2) 

2009 14 – 82 50.5 (17.8) 17 51 68 (11.9) 

2010 18 – 91 57.7 (16.1) 7 41 48 (8.4) 

2011 25 – 92 55.4 (16.0) 13 61 74 (12.9) 

2012 20 - 83 56.0 (14.5) 9 58 67 (11.7) 

Total    107  466  573 (100.0) 
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Figure 2. Age distribution of patients diagnosed with colorectal cancers at the KBTH 
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Table 2 Symptoms and duration of colorectal cancers at presentation 

Variable Frequency (n) Percentage (%) 

Symptoms   

Bleeding per rectum 187 34.2 

Abdominal mass 138 25.3 

Intestinal obstruction 68 12.5 

Altered bowel habits 56 10.3 

Abdominal pain 28 5.1 

Anal mass 21 3.8 

Anaemia 12 2.2 

Weight loss 12 2.2 

Right iliac fossa pain 7 1.3 

Fistula 6 1.1 

others 11 2.0 

Total 546 100.0 

Duration of symptoms 

(months) 

  

≤ 3 58 36.2 

4 - 6 40 25.0 

7 - 9 14 8.8 

10 - 12 30 18.8 

>12 18 11.2 

Total 160 100.0 

Type of surgical specimens 

obtained 

  

Small mucosa biopsies 307 53.6 

Hemicolectomy 132 23.0 

Resections/ colectomy 119 20.8 

Polypectomy 15 2.6 

Total 573 100.0 
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       Rectosigmoid 51.50% 
     Caecum 20.60% 
     Anus 12.60% 
     ascending colon 5.90% 
     Transverse colon 5.60% 
     Descending colon 3.80% 
     

       

       

       

       

       

       

       

       

       Is the anus considered as part of the colorectal area? I do not think so. 
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Tabbe 3 Histological characteristics of colorectal cancers diagnosed at the KBTH (2002 – 

2012) 

 Frequency (n) Percentage (%) 

Histologic type   

Conventional adenocarcinoma 445 77.7 

Mucinous adenocarcinoma 41 7.2 

Squamous cell carcinoma 27 4.7 

Signet ring adenocarcinoma 21 3.7 

Lymphoma (high grade 7and low 

grade 5) 

12 2.1 

GIST 7 1.2 

Carcinoid 5 0.9 

Neuroendocrine carcinoma 4 0.7 

Sarcoma 4 0.7 

Anaplastic 2 0.3 

Adenosquamous carcinoma 2 0.3 

Metastases 3 0.5 

Total 573 100.0 

Duke’s staging   

A 19 9.5 

B1 78 39.2 

B2 21 10.6 

C 81 40.7 

Total 199 100.0 
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