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ABSTRACT
Introduction: Given the high incidence of colorectal cancer in people aged 50 and older, colonoscopy is strongly recommended for 
individuals in this age group who experience hematochezia. We aimed to determine, in light of the increasing cases of cancer among young 
adults, whether the indication for colonoscopy is warranted in individuals under 40 who present with hematochezia.

Methods: We conducted a retrospective, observational study involving patients aged 18 to 39 who underwent colonoscopy between January 
1, 2020, and December 31, 2024 across three gastrointestinal endoscopy centers in Brazzaville. Patients were categorized into two groups: 
those who underwent colonoscopy for hematochezia (Group 1) and those who underwent colonoscopy for other indications (Group 2). In 
both groups, we assessed sociodemographic characteristics, the frequencies and location of cancers and polyps. Additionally, we evaluated 
the frequencies of other causes of hematochezia in Group 1. Fisher’s exact test was used to compare the frequencies of selected lesions 
between the two groups

Results: During the study period, 352 patients aged 18 to 39 years underwent total colonoscopy, including 80 for hematochezia (Group 1) 
and 272 for other indications (Group 2). In Group 1, the mean age was 31.5 ± 5.1 years, with 56% of patients being male. Hemorrhoids were 
the most prevalent cause of hematochezia. In Group 2, the mean age was 32 ± 5.6 years, with males constituting the 55.2% of the cohort. 
There prevalence of colorectal cancer was 10% in Group 1 and 4% in Group 2 (p=0.058). Cancers were predominantly located in the distal 
colon for both groups. The prevalence of polyps in Groups 1 and 2 was 5% and 2.5%, respectively. 

Conclusion: The prevalence of colorectal cancer was higher among patients who underwent colonoscopy for rectal bleeding compare 
to those with other indications. Although the majority of cancers were located in the distal colon, the presence—albeit rare—of cancer 
localized to the right side highlights the necessity of performing complete colonoscopies in order to avoid missing proximal malignancies.
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Introduction
Colorectal cancer is a major public health issue in the field of 
oncology. It is the second leading cause of cancer-related deaths 
and the third most common cancer worldwide [1]. Hematochezia 
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is one of its most common clinical manifestations [2]. In patients 
with hematochezia, its prevalence is significantly higher than in 
asymptomatic patients, even in younger age groups [3-5] 

Historically colorectal cancer has been perceived as a condition 
predominantly affecting individuals aged 50 years and above. 
However, over the past two decades, there has been an 
epidemiological shift characterized by a decrease among those 
over 50 and a rise among younger adults [6,7] Furthermore some 
studies have documented a substantial proportion of isolated 
proximal colon lesions in this age group [8,9]

In light of this epidemiological transition, the recommended 
age for initial screening has been revised from 50 to 45 years 
in some countries [10-12]. Medical societies now advocate for 
total colonoscopy in patients with hematochezia, including those 
under 45 years of age, due to the increasing incidence of cases in 
individuals younger than 50 [13,14].

Given that total colonoscopy is expensive and is accessible only 
at a limited number of healthcare facilities in the Republic of the 
Congo, coupled with the fact that the etiologies of hematochezia 
in younger patients are predominantly benign [15], we aimed to 
assess whether the existing recommendation for colonoscopy in 
all cases of bloody stool is justified for adult under 40 residing in 
Brazzaville, or if a sigmoidoscopy would suffice.

To address this inquiry, we sought to evaluate the frequency and 
anatomical locations of colorectal cancer lesions in young adults 
who underwent total colonoscopy for hematochezia in Brazzaville.

Methods
We conducted a retrospective study covering a five-year 
period, from January 1, 2020, to December 31, 2024, at three 
gastrointestinal endoscopy centers in Brazzaville, including one 
public hospital and two private clinics. All colonoscopies were 
performed by experienced gastroenterologists.

The study included patients aged 18 to 39 who underwent 
colonoscopy. Patients with inadequate bowel preparation, as 
assessed by the Boston bowel preparation scale, and those whose 
procedures were incomplete due to technical issues (e.g., irreducible 
bowel loops, patient intolerance due to pain, or suboptimal bowel 
preparation) were excluded. Additionally, among patients referred 
for colonoscopy due to hematochezia, those presenting with 
massive upper gastrointestinal bleeding were also excluded from 
the analysis.

Data were systematically extracted from the patients’ colonoscopy 
reports. Collected data included sociodemographic information 
(age, sex), the type of lesions identified during colonoscopy, and 
their anatomical locations. Lesions were classified based on their 
proximity to the splenic flexure, distinguishing between proximal 
and distal lesions.

The study cohort was divided into two groups: Group 1 consisted of 

patients undergoing colonoscopy for hematochezia, while Group 2 
included patients undergoing the procedure for other indications.

Statistical Analysis
Continuous variables were presented as means with standard 
deviations, while categorical variables were expressed as 
frequencies. Fisher’s exact test was employed to analyze 
categorical data.

Statistical analyses were conducted using IBM SPSS version 20 
(SPSS, Chicago, IL, USA), with a significance level set at p < 0.05.

Results
During the study period, a total of 1,920 patients of all ages 
underwent total colonoscopy, among which 352 were aged 18 to 
39. Within this younger cohort, 80 patients (22.7% underwent the 
procedure due to hematochezia.

The mean age of the young adults who had presented with 
hematochezia (Group 1) was 31.1 ± 5.1 years, while the mean age 
of those without hematochezia (Group 2) was 32 ± 5.65 years. 
Males predominated in both groups; in Group 1, there were 56 
men (70%) and 24 women (30%), whereas in Group 2, 150 out of 
272 (55.2%) were male.

Among the patients in Group 1 who presented with hematochezia, 
18 (22.5%) had a normal colonoscopy. Hemorrhoidal disease was 
the most frequently observed conditins, identified in 42 patients 
(52.5%). Colorectal cancer was diagnosed in 8 patients (10%) and 
polyps were noted in 4 patients (5%).

In Group 2, there were 11 cases of cancer (4.1%) and 7 cases of 
polyps (2.5%). Although the proportion of patients with cancer 
was higher in Group 1 compared to Group 2, this difference did 
not reach statistical significance (OR = 2.6; 95% CI: 0.8–7.5; 
p=0.058).

Similarly, the prevalence of polyps was not significantly different 
between the two groups, with 5% in Group 1 and 2.5% in Group 2 
(OR: 1.9; 95% CI: 0.4–7.4; p=0.27).

Demographic characteristics of patients in both groups as well as 
the lesions observed during colonoscopy in those who presented 
with hematochezia are detailed in Tables 1 and 2.

Table 1 : Demographic characteristics.
With hematochezia 
(N=80)

Without hematochezia 
(N=272)

n % n %
Sex
Male 56 70 150 55.2
Female 24 30 122 44.8
Age (years)
Mean age 31.5+/-5.1 32.0+/-5.6
18-29 26 32.5 82 30.2
30-39 54 67.5 190 69.8
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Table 2: Colonoscopy findings in patients with haematochezia.
Findings Number (n) Frequencies (%)

Normal 18 22.5
Hemorrhoids 42 52.5
Malignancies 8 10
Polyps 4 5
Crohn disease 3 3.7
Ulcerated colitis 1 1.3
Other colitis 4 5
Diverticula 4 5

Regarding the location of the lesions, cancerous lesions situated 
distal to the splenic flexure was identified in 7 patients who 
presented with hematochezia (Group 1), accounting for 87.5% of 
the cases. The most frequent site of cancer were the rectum (n=3; 
37.5%) and the sigmoid colon (n=3; 37.5%) (Table 3).

Table3: Malignancies and polyps in the two groups of patients.
With 

haematochezia
Without 

haematochezia p-value

n % n %

Malignancies 8 10 11 4 0.058
Location related to 
splenic flexure
Distal 7 87.5 9 81.8
Proximal 1 12.5 2 18.2

Polyps 4 5 7 2.5 0.27
Location related ti 
splenic flexure
Distal 4 100 5 71.4
Proximal - - 2 28.6

In Group 2, as in Group 1, the majority of cancers were located 
distally comprising 81.8% of cases. The most common sites of 
cancer in this group were the rectum (n=2; 28.6%) and the left 
colon (n=2; 28.6%) (Table 4). 

Table 4 : Sites of malignant lesions.

Site of malignant 
lesions

With 
hematochezia 

(N=8)

Without hematochezia 
(N=11)

n % n %
Anal canal - - 1 9.1
Rectum 3 37.5 1 9.1
Sigmoid - - 1 9.1
Rectum and sigmoids 3 37.5 2 18.2
Left colon - - 4 36.4
Sigmoid and left colon 1 12.5 - -
Transverse colon - - - -
Right colon - - 2 18.2
Caecum 1 12.5 -

Regarding polyps, all identified in patients presenting with 
hematochezia (Group 1) were found distal to the splenic flexure. 

Conversely, in Group 2, which included patients without 
hematochezia, the prevalence of distal polyps was 71.4% (Table 
5).

Table 5: Site of polyps.

Site of polyp
Patients with 
hematochezia 

(N=4)

Patients without 
hematochezia (N=7)

n % n %
Anal canal - -
Rectum 3 75 2 28.6
Sigmoid - - 1 14.3
Rectum and sigmoids
Left colon 1 25 2 28.6
Sigmoid and left colon - -
Transverse colon - - 1 14.3
Right colon - -
Caecum 1 14.3

Discussion
In this study, we aimed to determine whether, among adult 
patients under the age of 40 living in Brazzaville who presented 
with hematochezia, the nature, frequency, and location of lesions 
observed during colonoscopy justified the performance of this 
procedure as recommended by Western medical societies, or 
whether sigmoidoscopy was sufficient.

Hemorrhoids were the most prevalent lesion identified in patients 
with hematochezia, a finding consistent with numerous studies 
that have established hemorrhoidal disease as the leading cause of 
lower gastrointestinal bleeding in young adults [16-21].

The prevalence of cancer in this patient group was 10%. In 
contrast, studies conducted on individuals under 40 in other regions 
report significantly lower cancer prevalence rates. In Singapore, 
among 494 patients under 40 years of age who presented with 
hematochezia, Tang et al. reported only one case of colorectal 
cancer [22]

In Doha (Qatar), Obeidat et al. found a 1.1% of colorectal cancer 
cases in patients aged 18 to 40 years [23].

Even when examining studies that encompass a broader age range, 
such as those involving patients aged 50 or younger, the prevalence 
of colorectal cancer remains lower than the findings of our work. 
Koh et al. reported two cases (0.5%) among 361 patients aged 18 
to 50 presenting with bloody stools in Singapore [24].

Futhermore, colorectal cancer prevalence among adults presenting 
with hematochezia in western populations is also low, ranging 
from 1.3% to 3% [25].

In a study conducted in Erbil, Iraq, Haweizy identified 13 cases 
of colorectal cancer among 214 subjects under 45, yielding 
a frequency of 6.1%, which while lower than our findings, is 
significantly higher than those reported in the aforementioned 
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studies [26]. Oluyemi’s research in Lagos, Nigeria revealed an 
prevalence of 8.5% of colorectal cancer among patients under 50 
with hematochezia which is more aligned with our results [16].

When we compare cancer rates between patients who experienced 
hematochezia and those of the same age who did not, we observed 
a higher cancer rate in the hematochezia group (10% vs. 4%).

These findings are corroborated by Kavalukas et al. who 
demonstrated that the presence of hematochezia significantly 
increases the likelihood of detecting colorectal cancer in individuals 
under 50, with an increased risk of 8.1 during colonoscopy [27]. 

The higher rate of cancer in our study compared to those conducted 
on other continents is supported by literature indicating a younger 
mean age at diagnosis and a higher proportion of young adults 
with colorectal cancer in specific African populations compared 
to Western counterparts [28-30]. This underscores the necessity of 
considering cancer screening in young individuals presenting with 
hematochezia, aligning with the recommendations of professional 
societies in Europe and the United States, which advocate for 
colonoscopy in such cases [13,14].

The recognized causes of colorectal cancer in people under 50 
cited in the literature are primarily environmental and genetic 
[31]. Although these causes were not investigated in our study, 
we believe that environmental factors are among the possible 
explanations for the high prevalence of colorectal cancer observed 
in our study. In many African countries, a nutritional transition 
toward dietary habits increasingly similar to those in the West has 
been described [32,33]. These dietary habits, in turn, are thought 
to contribute to other risk factors such as obesity.

A WHO reports highlighted a sharp rise in obesity rates across 
the African continent, with prevalence among adults aged 18 and 
older increasing from 8.64% in 2010 to 12.08% in 2022 [34]. This 
trend is also evident among younger individuals, with Kerr et al. 
documenting an increase in obesity prevalence in sub-Saharian 
African from 1.3% to 3.6% and overweight status from 6.7% to 
11.3% between 1990 and 2012 [35].

Investigating hereditary factors in our context poses challenges, 
often due to cultural perceptions of disease, which may render 
cancer a taboo subject linked to spiritual beliefs. Consequently, 
causes of death are not always disclosed and patients may lack 
awareness of their familial cancer history, complicating the 
identification of hereditary cancer syndromes [36,37].

With regard to the location of the cancers, they were predominantly 
distal to the splenic flexure. This was observed in both patients 
who had presented with bloody stools and those who had not, at 
87.5% and 81.8%, respectively.

The literature supports this finding, indicating that colorectal 
cancers in young adults are predominantly distal [38]. Factors 
contributing to the left-sided predominance of these cancers 

include sedentary lifestyles, high-fat and high’sugar diets, the 
microbiome and genetic predispositions [39]. A sedentary lifestyle 
coupled with increased sugar intake can lead to hyperinsulinemia, 
which activates IGF-1 receptors concentrated in the rectum and 
distal colon, promoting cellular proliferation and inhibiting 
apoptosis. Furthermore, diets rich in fat and sugar can alter bile 
acid composition, leading to the production of pro-inflammatory 
secondary metabolites that damage the distal mucosa. The 
microbiota may also play a critical role in the development of 
distal cancers by fostering a microenvironment conductive to early 
cellular mutations particularly through bacteria that preferentially 
colonize rectal tissues.

The markedly high prevalence of distal cancers observed in this 
study (87.5% among patients presenting with hematochezia and 
81.8% among those without) supports the recommendation for 
performing sigmoidoscopy in individuals under the age of 40. 
However, it remains challenging, within the African context, to 
accurately identify patients at risk for hereditary cancers compared 
to those who are not. Consequently, given that these neoplasms 
may also present proximally, it is prudent to conduct a total 
colonoscopy to avoid overlooking a potential proximal cancerous 
lesion.

In terms of polyps, the prevalence was significantly lower than that 
of cancer, with only four out 80 patients undergoing colonoscopy 
for hematochezia having a polyp (5%), all of which were located 
distally. 

A low incidence of polyps in young populations has also been 
reported in a study from India, which analyzed 1,604 colonoscopies 
and found a prevalence of a 2.3% in patients under 30 years of age, 
5.8% in those aged 30 to 40, and 23.8% in those aged 40 to 50 [40].

The predominance of left-sided polyps in our study is also 
consistent with existing literature, which indicates that 75% of 
colorectal polyps are distal in individuals under 50 [41].

However, our study had certain limitations. It was a retrospective 
analysis based on colonoscopy reports, limiting our ability to 
obtain critical data such as personal or family medical histories 
of cancer, dietary habits, and anthropometric measurements 
necessary for identifying cancer risk factors. Additionally, the 
relatively small size of the patient population presenting with 
hematochezia restricts the generalization of our findings to the 
broader population of Brazzaville.

Conclusion
In our study, which focused on patients under the age of 40 
who presented with hematochezia, hemorrhoids emerged as 
the most prevalent etiology. Following this, colorectal cancer 
was identified, with the majority of cases localized to the distal 
colon. The occurrence of a case of proximal colorectal cancer 
highlights the necessity of considering both personal and familial 
medical histories when determining the appropriateness of total 
colonoscopy versus sigmoïdoscopy, even in younger adults.
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In instances where it is challenging to accurately ascertain a 
patients’s medical history, total colonoscopy should be prioritized 
to prevent the oversight of proximal cancers or lesions with 
significant potential for malignant transformation.

The notable prevalence of colorectal cancer among young adults 
in our cohort raises critical questions regarding the optimal age 
for initiating colorectal cancer screening in sub-saharan African 
populations. 

Further research is warranted to establish tailored criteria for early 
colorectal cancer screening that are specific to these demographic 
groups.
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