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Abstract

Background: This study aimed to estimate potential reductions in case incidence of colorectal cancer attributable to the
modifiable risk factors such as alcohol consumption, overweight and physical inactivity amongst the Malaysian population.

Methods: Gender specific population-attributable fractions (PAFs) for colorectal cancer in Malaysia were estimated for the
three selected risk factors (physical inactivity, overweight, and alcohol consumptions). Exposure prevalence were sourced
from a large-scale national representative survey. Risk estimates of the relationship between the exposure of interest and
colorectal cancer were obtained from published meta-analyses. The overall PAF was then estimated, using the 2013
national cancer incidence data from the Malaysian Cancer Registry.

Results: Overall, the mean incidence rate for colorectal cancer in Malaysia from 2008 to 2013 was 21.3 per 100,000
population, with the mean age of 61.6 years (±12.7) and the majority were men (56.6%). Amongst 369 colorectal cancer
cases in 2013, 40 cases (20 men, 20 women), 10 cases (9 men, 1 woman) or 20 cases (16 men,4 women)
would be prevented, if they had done physical exercises, could reduce their body weight to normal level or
avoided alcohol consumption, assuming that these factors are causally related to colorectal cancer. It was
estimated that 66 (17.8%;66/369) colorectal cancer cases (42 men, 24 women) who had all these three risk
factors for the last 10 years would have been prevented, if they could control these three risk factors through
effective preventive measures.

Conclusions: Findings suggest that approximately 18% of colorectal cancer cases in Malaysia would be
prevented through appropriate preventive measures such as doing regular physical exercises, reducing their
body weight to normal level and avoiding alcohol consumption, if these factors are causally related to
colorectal cancer. Scaling-up nationwide public health campaigns tailored to increase physical activity,
controlling body weight within normal limits and avoid alcohol intake are recommended. Future studies with
other site-specific cancers and additional risk factors are needed.
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Background
Due to the global demographic and epidemiologic tran-
sitions, evidence for an increasing cancer burden over
the next decades has emerged, particularly in low and
middle income countries [1, 2]. The International Agency
for Research of Cancer (IARC) reported in 2012 that lung,
breast, and colorectal cancers (CRCs) were the most com-
monly diagnosed cancers, while lung, liver, and stomach
cancers were the most common causes of cancer death
[3]. Globally, CRC was the third most common form of

cancer [3, 4]. In Malaysia, according to the second re-
port of the National Cancer Patient Registry (NCPR-CC),
CRC was the second most common cancer after breast
cancer [5–7].
Public health strategies that focus on reducing cancer

incidences can benefit from comparing risk factors
which have potential population-level impact [8]. Behav-
ioural risk factors, for example physical inactivity, alcohol
consumption and smoking are amenable to modification.
The IARC has classified as “sufficient evidence” on linking
consumption of alcohol beverage [9], physical inactivity
and overweight to cancers, including colon, rectum, and
female breast cancer [10, 11].
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Implementing modifications in any of these (undesir-
able) behaviours would require considerable effort in
health education and relevant health interventions. To jus-
tify such preventive strategies, it is important to quantify
the theoretical impacts of changes on site-specific cancer
incidence at the population level [12]. Prevalence of risk
factors among Malaysian population is available in the
National Health and Morbidity Surveys, including the
National Health and Morbidity Survey 2006 (NHMS III
2006) [13, 14]. The population-level impact of individual
risk factors and their combinations depend on both the
relative risk (RR) and the risk factor distribution (i.e. ex-
posure prevalence) in the target population [15]. As such,
an epidemiologic metric, the population attributable frac-
tion (PAF), which is the fraction of all cases (exposed and
unexposed) that would not have occurred if exposure had
not occurred [15, 16]. In essence, PAF takes into consider-
ation both disease incidence and risk factor prevalence.
Such calculation requires an estimate of strength of as-
sociation (i.e. RR) between a given risk factor (e.g. physical
inactivity) and a particular cancer (CRC in this case) and
the prevalence of the risk factor in the population [16, 17].
By virtue of the availability of nationally representative
data such as the cancer registry (i.e. NCPR-CC) and t
nationally representative population-based surveys, it is
possible to do estimations of PAF among the Malaysia
population in relation to three selected modifiable factors
(alcohol consumption, overweight/obesity and physical
inactivity), which could be attributed to increase the
rate of CRC.
On the whole, the objective of the present study was

to estimate potential reductions in case incidence of
CRC attributable to the selected modifiable risk factors
(alcohol consumption, overweight and physical inactivity)
amongst the Malaysian population.

Methods
Colorectal cancer incidence data
CRC incidence data for the year 2013 was sourced from
the 2nd NCPR-CC, which is a nationwide cancer patient
registry for CRC for the period 2008–2013. The registra-
tion of multiple primary cancers is in accordance with the
IARC criteria [6, 7]. Details of data collection process are
available elsewhere [5].

Prevalence of risk factors
The selection of risk factor was based on (i) the evidence
of their associations with CRC, (ii) the potentially pre-
ventable factors (modifiable factors), and (iii) the avail-
ability of data. Information on the evidences of potential
risk factors associated with CRC were obtained from the
IARC report [10, 11]. We obtained exposure prevalence
from the NHMS III 2006. Details about this national
survey are described elsewhere [13, 18]. In brief, the

NHMS III 2006 was conducted in 2006, which was de-
signed to provide data at both national and state level
about population living in private households in
Malaysia. It used a two-stage stratified random sampling
proportionately to the population size for selection of
the enumeration blocks and the living quarters (LQs).
A total of 33,933 household heads of the selected LQs
were interviewed using questionnaire which the an-
swers represent the information for the members of the
household [13]. Physical inactivity was defined as having a
total physical activity level of less than 600 metabolic
equivalents-minutes per week (METs-minutes/week) con-
tributed by all three different life domains (work, travelling
and leisure time) [13, 19, 20]. Alcohol consumption in the
NHMS IIII 2006 survey was regarded as a current drinker,
which was defined as those who still consumed alcohol for
the past 1 month prior to the survey [13]. Obesity was
defined as BMI 35–39.9 kg/mm2, while overweight was
BMI 25–29.9 kg/mm2 and normal weight was BMI
18.5–24.9 kg/mm2 [13].
Assuming a conservative latent period of 10 years be-

tween exposure/consumption of risk factors and diagnosis
of CRC (i.e. the lag period for CRC development), it was
better to use prevalence of exposure from population-based
survey earlier than 2003 for the CRC cases in 2013. We
could obtain data on exposure prevalence of overweight/
obesity, alcohol consumption and physical inactivity only
from the NHMS III 2006 data [13]. We, therefore, assumed
that the trends of these risk factors among Malaysian popu-
lation were likely stable between 2003 and 2006. Sources of
exposure prevalence data and its key characteristics were
presented in Table 1.

Estimates of relative risk
Estimates of the relationship between exposures of interest
and CRC were obtained from the most recently available
high quality meta-analyses [21–24].

Statistical analysis
Estimation based on a single risk factor
PAF (proportion of CRC occurring in the Malaysian
population that could be attributed to individual risk
factor) was calculated, using a formula as follows [16]:

PAF ¼ P RR−1ð Þ½ �= P x RR−1ð Þ½ � þ 1½ �

Where,
P = prevalence of exposure to the risk factor in total

population;
RR = relative risk of risk factor and a specific cancer

(CRC in this case).
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Estimation based on multiple risk factors
Combined PAF for exposure to two risk factors A and B
can be calculated by the following formula [8]:

PAFAB ¼ 1− 1−PAFAð Þ x 1−PAFBð Þ

When extended to the three factors (A, B, C), it becomes

PAFABC ¼ 1− 1−PAFAð Þ x 1−PAFBð Þ x 1−PAFCð Þ

Therefore, the summary PAFs simultaneously attributed
to three risk factors in the current study was as describe
below.

PAFcombined ¼ 1− 1−PAFphysical inactivity
� �

x 1−PAFoverweight
� �

x 1−PAFalcohol consumption
� �

As described elsewhere [16, 17], PAFs in adults were
calculated for adult-onset cancers (i.e. CRC in this case),
following exposures. We stratified PAFs by adult males
and females or by ethnicity, based on availability of data.
To be robust, we also estimated PAFs by using the

lower and upper boundaries of the 95% confidence
interval (CI) for RR estimates and for prevalence data

simultaneously. We, therefore, reported PAF with cor-
responding 95% CI.

Assumptions
For calculation of PAF, it is necessary to make the as-
sumptions; (i) the association between the exposure/con-
sumption of the risk factor and the CRC was causal, (ii)
the effect of this causal factor was independent of other
causal factors, and (iii) a reasonable latent period was
considered for the use of prevalence data.

Results
The temporal trend of CRC incidence from 2008 to
2013 was shown in Fig. 1. Overall, the mean incidence
rate for CRC in Malaysia from 2008 to 2013 was 21.3
per 100,000 population, with the mean age of 61.6 years
(±12.7) and the majority were men (56.6%). During this
period, the registered CRC in Malaysia decreased for
both men and women. For males, the rate decreased
from 15.6 to 8.0%, while the rate decreased from 13.7 to
8.0% for women. Age-adjusted incidence rate of CRC
was 1.33 times higher in men than women. When strati-
fied by ethnicity, the highest incidence rate of 27.4 per
100,000 population was found amongst Chinese. Overall

Table 1 Parameter values and the estimated population attributable fraction for colorectal cancer in Malaysia, 2013

Risk factor Description Prevalence%
(95% CI)a

Relative risk
(95% CI)

meta-analysis study
for relative risk

Colorectal
cancer cases

PAF% (95% CI) Preventable cases
(95% CI)

Alcohol (current
drinkers, ≥18 years)

Men 13.7 (12.6–14.7) 1.62 (1.31–2.21) [22] 201 7.8 (3.8–12.9) 16 (8–26)

Women 0.4 (0.035–0.5) 1.54 (1.04–2.29) [22] 168 2.1 (0–6) 4 (0–9)

By ethnicity

Malay 0.8 (0.04–0.1) 1.52 (1.21–1.81) [22] 174 0.4 (0.01–0.8) 0 (0–1)

Chinese 26.6 (24.5–28.5) 1.52 (1.21–1.81) [22] 134 12.2 (4.9–8.0) 16 (7–25)

Indian 14.9 (12.8–17.8) 1.52 (1.21–1.81) [22] 22 7.2 (2.6–18.8) 2 (1–3)

Others 7.7 (4.7–10.8) 1.52 (1.21–1.81) [22] 35 3.8 (2.2–18.8) 2 (1–3)

Physical inactivity
(an inverse of
physical activity)

Men 35.3 (34.3–36.3) 1.32 (1.22–1.41) [23] 201 10.1 (7–13) 20 (14–26)

Women 50.5 (49.5–51.5) 1.26 (1.13–1.41) [23] 168 11.6 (6–17.4) 20 (10–29)

By ethnicity

Malay 42.4 (41.3–43.4) 1.28 (1.16–1.42) [23] 174 10.6 (6.2–15.4) 18 (11–27)

Chinese 47.1 (45.6–48.7) 1.28 (1.16–1.42) [23] 134 11.7 (6.8–17) 16 (9–23)

Indian 44.5 (42.2–46.7) 1.28 (1.16–1.42) [23] 22 11.7 (6.3–16.4) 2 (1–4)

Others 41.3 (38.2–44.4) 1.28 (1.16–1.42) [23] 35 10.4 (5.8–15.8) 4 (1–5)

Overweight Men 29.7 (28.9–30.5) 1.16 (1.07–1.27) [21] 201 4.5 (2–7.6) 9 (4–15)

Women 28.6 (27.9–29.3) 1.03 (0.96–1.1) [21] 168 0.9 (0–2.8) 1 (0–5)

By ethnicity

Malay 29.8 (28.5–35.1) 1.09 (1.02–1.15) [21] 174 4.5 (2–7.6) 5 (1–6)

Chinese 28.5 (27.3–29.6) 1.09 (1.02–1.15) [21] 134 2.5 (0.5–4.3) 3 (1–6)

Indian 33.2 (31.4–35.1) 1.09 (1.02–1.15) [21] 22 2.9 (0.4–5) 1 (0–1)

Others 20.8 (18.8–23) 1.09 (1.02–1.15) [21] 35 2.9 (0.4–5) 1 (0–1)
aExposure prevalence obtained from the national health and morbidity survey 2006 [14]; PAF: population attributable fraction; women including missing data
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mortality rate for CRC was 9.8 per 100,000 populations.
Age-adjusted mortality rate of CRC was about 1.42 times
higher among males than females. A total of 369 CRC
cases were reported in 2013 [5].

Attributable fraction
The estimated PAFs for each of the three selected
modifiable risk factors were provided in Table 2. The
estimates are based on a key assumption that the factor
of interest is causally related to CRC. PAFs for lack of
physical activity were 10.1% (95% CI: 7–13%) in men
and 11.6% (95% CI:6–17.4%) in women CRC cases. It
was estimated that 20 (95% CI:14–26) men and 20
(95% CI:10–29) women CRC cases in 2013 would be
avoided, if the risk factor (physical inactivity) was caus-
ally related to CRC and was prevented. Of them, 18
(95% CI: 11–27), 16 (95% CI: 9–23), 2 (95% CI: 1–4)
and 4 (1–5) were Malays, Chinese, Indians and other
ethnic groups, respectively.
PAFs for overweight (25–29.9 body mass index, BMI)

were 4.5% (95% CI: 2–7.6%) in men and 0.9% (95% CI:
0–2.8%) in women CRC cases. It was estimated that 9

(95% CI: 4–15) men and 1 (95% CI: 0–5) woman CRC
cases would be avoided, if they could control their body
weight through effective measures. This means 5(95%
CI:1–6), 3 (95% CI:1–6), 1(95% CI: 0–1) and 1 (95% CI:
0–1) were CRC cases of Malays, Chinese, Indians and
other ethnic groups, respectively.
For the alcohol consumption, PAFs for CRC in men

and women were 7.8% (95% CI: 3.8–12.9%) and 2.1%
(95% CI: 0–6%), respectively. It was estimated that 16
(95% CI: 8–26) men and 4 (95% CI: 0–9) women cases
would be prevented from CRC in 2013, if they were not
regular alcohol drinkers. Of them, 16 (95% CI: 7–25), 2
(95% CI: 1–3) and 2 (95% CI: 1–3) were Chinese, Indians
and other ethnicity, respectively.
PAFs estimates for combined effect of the selected

three factors were 12.7% (95% CI: 3–21.1%) in men and
8.6% (95% CI: 7.2–9.2%) in women CRC cases. It was es-
timated that 66 CRC cases (42 men, 24 women) who
had all these three risk factors for the last 10 years
would have been prevented in 2013, if they could control
overweight, physical inactivity and alcohol consumption
through effective preventive measures.

Fig. 1 Colorectal cancer incidence rate per 100,000 population in Malaysia (2008–2013)

Table 2 Estimation of combined population attributable fractions

Description PAF Multiplication (A x B x C) Preventable cases (95% CI)a

Men (n = 201)

Alcohol consumption 0.078 (0.038–0.129) - -

Overweight 0.045 (0.02–0.076) - -

Physical inactivity 0.101 (0.07–0.13) - -

Three combined factors 0.209 (0.123–0.3) 42 (25–60)

Women (n = 168)

Alcohol consumption (A) 0.021 (0.001–0.055) - -

Overweight (B) 0.009 (0.02–0.076) - -

Physical inactivity (C) 0.116 (0.06–0.174) - -

Three combined factors 0.142 (0.08–0.279) 24 (13–47)

PAF population attributable fraction
aPAFcombined = 1 − (1 − PAFphysical inactivity) × (1 − PAFoverweight) × (1 − PAFalcohol consumption)
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Discussion
To our knowledge, this is the first study to estimate the
PAF for three selected modifiable risk factors related to
the CRC in Malaysia. The potential impact of preventive
measures could be assessed by computing the PAF
which represents the proportion of CRC cases in the
Malaysia population that could be prevented, if exposure
to a causal factor had not occurred.
The PAF compared with other countries are presented

in Table 3. For physical inactivity, our findings showed a
relatively lower PAF estimate of men than women, and
this pattern is consistent with that in Korea [25] and
Brazil [26]. A large scale survey with 19,145 Malaysians
had shown that men residing in urban and rural settings
were more physically active compared to their counter-
parts [27]. PAF for physical inactivity for both genders in
the current study was greater than that in the Korean
study [28] and the Brazil study [26]. Differences in
prevalence proportion could explain this variation. For
instance, 28.7% of men in Brazil [26] were considered
physically inactive, while this was 35.3% in Malaysia
[12]. Hence, even though RR estimates were extracted
from the same meta-analysis [23], the PAF was larger in
the current study than in the Brazil study [29]. Addition-
ally, PAF is sensitive to risk estimation. For instance,
physical inactivity in the Korean study [28] used RR of
1.01 for men and 1.11 for women CRC cases, while the
present study used RR of 1.32 and 1.26 for men and
women, respectively.
The PAF for alcohol consumption for both genders in

the current study was lower than that in the Korean [28]
and the UK studies [25], but higher than in the Brazil
study [26]. Variation of RR used in these studies and/or
the differences in dose- risk relationship could also play
a role. For instance, prevalence for alcohol consumption
in the Malaysian national survey covered ‘current drinker’,

while this was ‘dose-based drinker’ (3 U for men and 2 U
for women) in the UK study [25].
Compared to that in Korea [28] and Brazil [26], a

lower PAF for overweight in the CRC risk in Malaysia
was observed. Differences in exposure prevalence could
also explain this variation; for instance prevalence of
overweight (25–30 BMI) in men was 41.02% in Brazil
[26] and 29.7% in Malaysian [13]. It has also been reported
that obesity was considered an important risk factor for
many types of solid cancers, especially for CRC [8]. Al-
though the exact mechanism of this association between
CRC and overweight/increased BMI is still pending, there
are possible explanations. For instance, the involvement of
insulin and IGF-1 in colorectal carcinogenesis could have
increased free IGF-I with concomitant changes of environ-
ment mitogenesis and anti-apoptosis in the cells favouring
tumour formation [29]. Moreover, fatty tissue itself can
also influence CRC risk as adipocytes and preadipocytes
could promote proliferation of CRC cells [30]. In vivo and
in vitro experiments showed that fatty acid synthase over-
expression was associated with CRC phenotype [31].
Like studies elsewhere [25, 26, 28], the CRC risk in men

associated with alcohol consumption in the current study
was higher than women. This may be due to gender
difference in practices that men had a relatively larger
spectrum of alcohol intake and this allowed easier identifi-
cation of an association, or that there may be hormone-
related differences in alcohol metabolism [32]. Possible
explanations for the lower PAF for alcohol consumption
in Malaysia compared to other countries such as Korea
and UK may be due to (i) a true low consumption of alco-
hol as it is not an acceptable cultural norm amongst
Malays (i.e. the Islamic faith prohibits alcohol consump-
tion), (ii) the use of self-reported alcohol consump-
tion, and/or (iii) whether a large proportion of the
Malaysian population had slow action of enzyme

Table 3 Population attributable fraction by country

Risk factor of interest Malaysiaa Koreab UKc Brazild

Physical inactivity M: 10.1%
(95% CI: 7–13%)

M: 0.8% M:8.4%e

F: 11.6%
(95% CI: 6–17.4%)

F: 0.9% F:9%

Overweight M:4.5%
(95% CI: 2–7.6%)

M: 6.8% M:15.8%

F: 0.9%
(95% CI: 0–2.8%)

F: 6.6% F:7%

Alcohol drinks M: 7.8%
(95% CI: 3.8–12.9%)

M: 8.6% M:15.5% M: 2.7%

F:2.1% (95% CI: 0–6%) F: 4.2% F:6.9% F:0.25%
apresent study
b[28]
c[25]
d[26]
eRecalculated value; F: female; M: male
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Aldehyde dehydrogenase (ALDH) responsible for de-
toxifying aldehyde in alcohol, which was found among
the Korean population in Japan [33]. This latter point is
supported by a finding that about 30% of East-Asian
populations have the ALDH2*2 variant allele, and
therefore usually avoid drinking alcohol, or drink lower
quantities than other population groups [33].
The estimation of PAFs in this study has public health

implications. The current study has suggested that 66
CRC cases (95% CI: 38–107) were attributable to the
combined risk factors of physical inactivity, overweight and
alcohol consumption; these are, of course, immediately
modifiable factors. Hence, the estimates in the current
study could serve as useful quantitative information to the
national health policy makers for the development of CRC
prevention and control strategies in Malaysia. A study in
Malaysia showed that only small proportion could identify
alcohol consumption (5.6%), overweight (2.8%) and physical
inactivity (3.4%) as risk factors for CRC [34]. This imply
that public education campaign for CRC prevention and
control should focus more on the immediately modifiable
risk factors for substantial reduction in the incidence of
CRC and subsequent premature deaths.

Study limitations
The national cancer registry covered the whole country,
comprising Peninsular Malaysia, Sabah and Sarawak [7].
There might have been confirmed cancer cases yet to be
notified to the cancer registry at the time of reporting.
Hence, a possible underreporting of incidence in the
NCR report is a concern. Moreover, participants in the
primary studies included in meta-analyses might be con-
founded with comorbid diseases or possibility of interac-
tions among risk factors, leading to uncertainties in RR
estimates used in the current study. For estimation of
combined PAFs, all risk factors were given the same
weightage, duration of exposure to each risk factor was
not taken into account and interaction between risk factors
and genetics were not addressed. Hence, the combined
PAFs in the current should be interpreted with cautions.
Additionally, due to limited prospective studies on

association between risk factors and CRC in Malaysia,
we used RR estimates extracted from the high quality
published meta-analyses; a true representativeness to
Malaysian population is a concern. Prevalence proportions
were based on self-reported exposure. Misclassification
bias related to underreporting of exposure or recall bias
for recording (i.e. physical activity/alcohol consumption)
might lead to an underestimation of the PAFs. Exposure
prevalence applied in this study was aggregate data of the
ethnic groups involved, although variation may exit among
genders of each ethnic group. RR estimates were also ob-
tained from multiple sources, which could be subjected to

bias in PAF estimation. Prevalence data was obtained from
a large scale national representative survey in 2006. Al-
though we assumed 10 years of latent period, we could
only use prevalence data with less than 10 years of latent
period. We have assumed that the prevalence data for
these risk factors among Malaysian population did not
change overtime between 2003 and 2006. Moreover, this
violation of an assumption is likely to be minimum as a
true latent period for CRC is difficult to know.
Nevertheless, The RR estimates were derived from the

pooled analysis, rather than a single study. Since the
literature-derived RRs applied in the present analysis
were already adjusted for most important confounders,
it is less likely that remaining unmeasured confounders
could have influenced the current findings considerably.

Conclusions
Findings suggest that in Malaysia, approximately 18% of
the CRC cases in the year 2013 would be preventable, if
proper interventions to limit physical inactivity, overweight
and alcohol consumptions were carried out. To reduce the
incidence of CRC in Malaysia, scaling-up nationwide public
health campaigns to educate the public to reduce alcohol
intake, increase physical activity and control body weight
are recommended. Future studies with other site-specific
cancers and additional risk factors are needed.

Abbreviations
ALDH: Aldehyde dehydrogenase; CI: Confidence interval; CRC: Colorectal
cancer; IARC: International Agency for Research of Cancer; NCPR-CC: National
Cancer Patient Registry; NHMS: National Health and Morbidity Survey;
PAF: Population attributable fraction; RR: Relative risk

Acknowledgements
We are grateful to the International Medical University, Malaysia for allowing
us to perform this study. We are grateful to Dr. Kyan Aung for his assistance
in literature search.

Funding
None.

Availability of data and materials
Data supporting the results were reported in the manuscript.

Authors’ contributions
JWM: conceptualized, assisted in study design and involved in writing; CN:
developed study design, collected data, analysed data, wrote the first draft
and revised the manuscript; PKL: Assisted in data collection and interpretation.
All authors read and approved the final manuscript.

Ethics approval and consent to participate
Ethics approval and consent were waived as this study was exclusively
performed with the published data.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Naing et al. BMC Public Health  (2017) 17:637 Page 6 of 7



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 30 September 2016 Accepted: 29 July 2017

References
1. GLOBOCAN. Estimated cancer incidence, mortality and prevalence worldwide

in 2012. http://globocan.iarc.fr/Default.aspx. Accessed 12 May 2016.
2. Bray F. Transitions in human development and the global cancer burden. In:

Wild CP, Stewart B, editors. World cancer report 2014. Lyon: International
Agency for Research on Cancer; 2014.

3. WCRF (The Worldwide Cancer Research Fund International). Worldwide
data 2012. http://www.wcrf.org/int/cancer-facts-figures/worldwide-data
Accessed 12 May 2016.

4. Ferlay J, Soerjomataram I, Dikshit R, Eser S, Mathers C, Rebelo M, et al.
Cancer incidence and mortality worldwide: sources, methods and major
patterns in GLOBOCAN 2012. Int J Cancer. 2015;136:E359–86.

5. Muhammad Radzi Abu Hassan, Wan Khamizar Wan Khazim, Zabedah
Othman, Nik Raihan Nik Mustapha, Rosaida Mohd Said, Tan Wei Leong, et
al., The second report of the national cancer patient registry-colorectal
cancer, 2008–2013, Kuala Lumpur, Malaysia 2014.

6. Esteban D, Whelan S, Laudico A, Parkin DM. Manual for cancer registry
personnel. Lyon: IARC Technical Reports, No. 10; 1995.

7. Ariffin Z, Saleha N. NCR report 2007. Malaysia: Ministry of Health; 2011.
8. Ezzati M, Hoorn SV, Rodgers A, Lopez AD, Mathers CD, Murray CJ.

Comparative risk assessment collaborating group. Estimates of global and
regional potential health gains from reducing multiple major risk factors.
Lancet. 2003;362:271–80.

9. Cai S, Li Y, Ding Y, Chen K, Jin M. Alcohol drinking and the risk of colorectal
cancer death: a meta-analysis. Eur J Cancer Prev. 2014;23:532–9.

10. International Agency for Research on Cancer. A review of human
carcinogens. Part E: personal habits and indoor combustions. Lyon:
International Agency for Research on Cancer; 2012.

11. International Agency for Research on Cancer. World cancer report. Lyon:
International Agency for Research on Cancer; 2014.

12. Murray CJ, Ezzati M, Lopez AD, Rodgers A, Vander HS. Comparative
quantification of health risks: conceptual framework and methodological
issues. Popul Health Metrics. 2003;1:1.

13. Institute for Public Health (IPH). The National Health and morbidity
survey (NHMS 2015).2015.

14. Institute for Public Health (IPH). The third National Health and morbidity
survey (NHMS III) 2006, Vol II. Malaysia: Ministry of Health; 2008.

15. Greenland S, Rothman K, Lash T. Measures of effect and measures of
association. In: Rothman K, Greendland S, Lash T, editors. Modern
epidemiology. Philadelphia: Lippincott Williams & Wilkins; 2008. p. 51–70.

16. Levin ML. The occurrence of lung cancer in man. Acta Unio Int Contra
Cancrum. 1953;9:531–41.

17. Whiteman DC, Webb PM, Green AC, Neale RE, Fritschi L, Bain CJ, et al.
Cancers in Australia in 2010 attributable to modifiable factors: introduction
and overview. Aust NZ J Public Health. 2015;39:403–7.

18. Nor NSM. The third National Health and morbidity survey (NHMS III)
2006: nutritional status of adults aged 18 years and above. Malays J
Nutr. 2008;14:1–87.

19. World Health Organization (WHO). Global strategy on diet. Physical
activity, overweight and health. 2004 http://www.who.int/
dietphysicalactivity/…/strategy_english Accessed 3 Apr 2016.

20. Ying C, Kuay LK, Huey TC, Hock LK, Hamid HA, Omar MA, et al. Prevalence
and factors associated with physical inactivity among Malaysian adults.
Southeast Asian J Trop Med Public Health. 2014;45:467.

21. Moghaddam AA, Woodward M, Huxley R. Obesity and risk of colorectal
cancer: a meta-analysis of 31 studies with 70,000 events. Cancer Epidemiol
Biomark Prev. 2007;16:2533–47.

22. Fedirko V, Tramacere I, Bagnardi V, Rota M, Scotti L, Islami F, et al. Alcohol
drinking and colorectal cancer risk: an overall and dose-response meta-
analysis of published studies. Ann Oncol. 2011;22:1958–72.

23. Doubeni CA, Major JM, Laiyemo AO, Schootman M, Zauber AG,
Hollenbeck AR, et al. Contribution of behavioral risk factors and obesity to
socioeconomic differences in colorectal cancer incidence. J Natl Cancer
Inst. 2012;104:1353–62.

24. Wolin KY, Yan Y, Colditz GA, Lee IM. Physical activity and colon cancer
prevention: a meta-analysis. Br J Cancer. 2009;100:611–6.

25. Parkin DM, Olsen AH, Sasieni P. The potential for prevention of colorectal
cancer in the UK. Eur J Cancer Prev. 2009;18:179–90.

26. Azevedo E Silva G, de Moura L, Curado MP, Gomes FdS, Otero U,
Rezende LFMd, et al. The fraction of cancer attributable to ways of life,
infections, occupation, and environmental agents in Brazil in 2020. PLoS
One 2016; 11: e0148761.

27. Teh CH, Lim KK, Chan YY, Lim KH, Azahadi O, Hamizatul Akmar AH, et al.
The prevalence of physical activity and its associated factors among
Malaysian adults: findings from the National Health and morbidity survey
2011. Public Health. 2014;128:416–23.

28. Park S, Kim Y, Shin HR, Lee B, Shin A, Jung KW, et al. Population-attributable causes
of cancer in Korea: obesity and physical inactivity. PLoS One. 2014;9:e90871.

29. Renehan AG, Painter JE, Atkin WS, Potten CS, Shalet SM, et al. High-risk
colorectal adenomas and serum insulin-like growth factors. Br J Surg.
2010;88:107–13.

30. Amemori S, Ootani A, Aoki S, Fujise T, Shimoda R, Kakimoto T, et al.
Adipocytes and preadipocytes promote the proliferation of colon cancer
cells in vitro. Am J Physiol Gastrointest Liver Physiol. 292:G923–9.

31. Ogino S, Kawasaki T, Ogawa A, Kirkner GJ, Loda M, Fuchs CS. Fatty acid
synthase overexpression in colorectal cancer is associated with
microsatellite instability, independent of CpG island methylator phenotype.
Hum Pathol. 2007;38:842–9.

32. Harada S, Agarwal DP, Goedde HW, Ishikawa B. Aldehyde dehydrogenase
isozyme variation and alcoholism in Japan. Pharmacol Biochem Behav.
1983;18(Suppl 1):151–3.

33. Crabb DW, Edenberg HJ, Bosron WF, Li TK. Genotypes for aldehyde
dehydrogenase deficiency and alcohol sensitivity. The inactive ALDH2 (2)
allele is dominant. J Clin Invest. 1989;83:314–6.

34. Su TT, Goh JY, Tan J, Muhaimah AR, Pigeneswaren Y, Khairun NS, et al. Level
of colorectal cancer awareness: a cross sectional exploratory study among
multi-ethnic rural population in Malaysia. BMC Cancer. 2013;13:376.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Naing et al. BMC Public Health  (2017) 17:637 Page 7 of 7

http://globocan.iarc.fr/Default.aspx
http://www.wcrf.org/int/cancer-facts-figures/worldwide-data
http://www.who.int/dietphysicalactivity/%E2%80%A6/strategy_english
http://www.who.int/dietphysicalactivity/%E2%80%A6/strategy_english

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Colorectal cancer incidence data
	Prevalence of risk factors
	Estimates of relative risk
	Statistical analysis
	Estimation based on a single risk factor
	Estimation based on multiple risk factors

	Assumptions

	Results
	Attributable fraction

	Discussion
	Study limitations

	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

