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Abstract

Background: Diabetes mellitus (DM) is suggested to be associated with colorectal cancer (CRC); however, the
direct relationship between DM and CRC has not been proven.

Objective: The aim of this study is to clarify oncological behavior of CRC with DM.

Methods: This study is a retrospective cohort study. We investigated 1216 patients with curatively resected CRC.
Clinicopathological factors and prognosis were compared between the patients with and without DM.

Results: DM was observed in 34% of the patients. The patients with DM were significantly older, were
predominantly males, had larger tumors, and died more frequently of causes other than CRC than those without DM.
While overall survival (OS) was significantly inferior in the patients with DM than in those without (83% vs. 88%,
p=0.01), there was no difference in cancer-specific survival (CSS) between the two groups (91% vs. 91%, p=0.6).
The examination of survival at each cancer stage showed that CSS of the patients with DM tended to be superior in
stage II cancer (97% vs. 93%, p=0.07) and was worse in stage IV cancer (54% vs. 70%, p=0.05).

Conclusions: OS was worse in the CRC patients with DM who more often died of causes other than CRC, and
thus, DM did not affect CSS as a whole. However, with the progression of CRC, DM appeared to worsen CSS. It is
unclear whether this is attributed to differences in malignancy or in treatment; this should be further examined.
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Introduction

Many epidemiological studies have reported a relationship between
 diabetes mellitus (DM) and cancer, some of which suggested that DM
 is associated with colorectal cancer (CRC) [1-8]. Some case-control
 studies revealed that abnormal glucose intolerance or DM is more
 common among patients with CRC than among controls [1-3], and
 some cohort studies showed that a history of DM or insulin resistance
 increases the risk of developing CRC [4-8]. However, most of these
 studies showed that there is a relationship between DM and the onset
 of CRC only. Whether DM is directly related to cancer [9,10], whether
 DM is an indicator of potential factors that alter cancer risk [11-13], or
 whether the association between DM and cancer is indirect via
 common risk factors [14-16], remain unclear [17]. Furthermore,
 prognosis has not been fully examined, with some reports describing
 short-term postoperative mortality [18-20].

Therefore, in this study, we aimed to examine the
 clinicopathological characteristics and postoperative prognosis of
 patients with curatively resected CRC and DM and to clarify
 oncological behavior of CRC with DM.

Patients and Methods

Patient population
This was a retrospective study of 1216 patients who underwent

elective and curative surgery for primary CRC in the University of
Tokyo Hospital between January 2000 and December 2009. Patients
with curatively resected distant metastases were also enrolled. In
patients with multiple synchronous CRCs, only the largest lesion was
considered. The mean follow-up period from the date of surgery to the
date of death or to the last visit to the hospital was 74 ± 39 months. The
study was performed with the approval of the ethics committee of the
University of Tokyo Hospital.

Definition of diabetes mellitus
We used all blood sample data recorded in medical charts of our

hospital. In accordance with the Japanese diabetes diagnostic criteria
[21], DM was defined as having a fasting blood glucose (FBG) level of
126 mg/dl (7 mmol/L) or higher on at least two occasions or having an
FBG level of 126 mg/dl (7 mmol/L) or higher and an hemoglobin A1c
(HbA1c) (NGSP) level of 6.5% or higher. Patients whose past data
satisfied these criteria and those receiving DM treatment were
regarded as patients with a diagnosis of DM. Preoperative blood tests
were performed without receiving intravenous nutrition within
approximately one month before colorectal surgery. Because some
patients had a blood sample drawn only once and had only one set of
data, a strict diagnosis of DM could not be made for such patients.
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However, the patients with an FBG level of 126 mg/dl (7 mmol/L) or
higher or an HbA1c level of 6.5% or higher were very strongly
suspected of having DM, and we diagnosed them as having DM.
Therefore, we defined the patients with an FBG level of 126 mg/dl (7
mmol/L) or higher, an HbA1c level of 6.5% or higher, or a diagnosis of
DM as having DM.

Data collection
Clinical variables such as sex, age, blood sample data including FBG

and HbA1c levels, medical history, histopathological parameters
related to the tumor, presence or absence of distant metastases,
receiving preoperative (chemo) radiation therapy or not, date of
surgery, surgical procedure, presence or absence of postoperative
recurrence, date of death or the last visit to the hospital, and cause of
death were retrospectively obtained from the prospectively generated
medical records. The pathological description of CRC was essentially
based on the TNM classification, seventh edition [22].

Statistical analysis
Statistical analyses were performed using SPSS version 16.0 (IBM,

Chicago, USA). We compared clinicopathological factors between the
patients with and without DM by chi-square and paired t tests. The
prognoses of the patients were compared by the analysis of overall
survival (OS) and cancer-specific survival (CSS). Survival curves were
created using the Kaplan–Meier method and were compared using the
log-rank test. A multivariate analysis for factors associated with each
type of survival was performed using Cox proportional hazard analysis
of items with p-values <0.1 generated by univariate analysis. In
analyses other than the univariate analysis above, p-values <0.05 were
considered statistically significant.

Results

Characteristics of CRC patients
The clinicopathological characteristics of the 1216 CRC patients

included in our study are summarized in Table 1.

The patients were predominantly males (63%), with a mean age of
66 years (range, 27–94 years). The mean FBG and HbA1c levels were
115 mg/dl (6.4 mmol/L) and 5.8%, respectively. The majority of tumors

were located in the rectum (42%), of which 29% received neoadjuvant
(chemo) radiation therapy. The mean tumor diameter was 41 mm.
Histologically, well or moderately differentiated adenocarcinomas
accounted for 94% of the patients, with lesions extending through the
muscularis propria in 62%. Regional lymph nodes were positive for
metastases in 34% of the patients, and distant metastases were
observed in 8%. Postoperative recurrence was observed in 25% of the
patients, and death during the follow-up period in 16%. The cause of
death was related to CRC in 61% of the patients.

Characteristics of CRC patients with DM
Patients with DM (n=416), one of whom suffered from insulin

dependent DM (IDDM) and 415 from non-insulin dependent DM
(NIDDM), comprised 34% of the total number of patients in this study,
and those without DM (n=800) comprised 66%. The mean period from
the diagnosis of DM to the surgery was 41 ± 78 months (range, 1-564
months). The halves of patients with DM were diagnosed by
preoperative blood tests within two months before the surgery. The
clinicopathological characteristics of CRC were compared between the
patients with and without DM (Table 1). The mean age of the patients
with DM was 68 years, which was significantly higher than that of the
patients without DM (64 years; p < 0.0001). The proportion of male
patients was significantly higher in the group with DM than in that
without DM (73% vs. 58%, p < 0.0001). The mean FBG and HbA1c
levels of the patients with DM were 145 mg/dl (8.1 mmol/L) and 6.5%,
respectively, which were significantly higher than those in the patients
without DM (100 mg/dl (5.6 mmol/L) and 5.5%, both p < 0.0001). The
most frequent tumor location was the rectum in both groups, while in
the remaining patients, the tumor tended to be more frequently in the
proximal colon, defined as colon proximal to the splenic flexure, in the
group with DM than in that without DM (49% vs. 43%, p=0.09). The
patients with DM had significantly larger tumors than those without
DM (43 mm vs. 39 mm in diameter, p=0.02). Deeper invasion by the
lesion was observed in the group with DM than in that without DM,
although the difference was not statistically significant (p=0.1).
Regarding macroscopic tumor type, more patients with DM tended to
have invasive type cancer (p=0.08, data not shown). The patients with
DM died of other causes significantly more often than CRC
recurrence, while in those without DM the most frequent cause of
death was CRC recurrence (p=0.02). Other clinicopathological factors
were also compared; however, no significant differences were observed.

ALL (n=1216) DM+ (n=416) DM- (n=800) p

Age, mean ± SD (years) 66 ± 11 68 ± 10 64 ± 11 <0.001

Sex, n (%) <0.001

Male 763 (63) 302 (73) 461 (58)

Female 453 (37) 114 (27) 339 (42)

FBG, mean ± SD (mg/dl) 115 ± 35 145 ± 44 100 ± 12 <0.001

FBG, mean ± SD (mmol/L) 6.4 ± 1.9 8.1 ± 2.4 5.6 ± 0.7 <0.001

HbA1c, mean ± SD (%) 5.8 ± 0.9 6.5 ± 1.2 5.5 ± 0.4 <0.001

Location of tumor, n (%) 0.5

Colon 703 (58) 246 (59) 457 (57) 0.09
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Proximal colona 315 (45) 121 (49) 194 (42)

Distal colona 388 (55) 125 (51) 263 (58)

Rectum 513 (42) 170 (41) 343 (43)

Maximum tumor diameter, mean ± SD (mm) 41 ± 23 43 ± 23 39 ± 23 0.02

Tumor differentiation, n (%) 0.2

Differentiated 1148 (94) 397 (95) 751 (94)

Undifferentiated 68 (6) 19 (5) 49 (6)

Depth, n (%) 0.1

T0 or Tisb 50 (4) 18 (4) 32 (4)

T1 206 (17) 57 (14) 149 (19)

T2 207 (17) 78 (19) 129 (16)

T3 566 (47) 205 (49) 361 (45)

T4 187 (15) 58 (14) 129 (16)

Lymphatic invasion, n (%) 0.7

- 906 (75) 314 (75) 592 (74)

+ 305 (25) 102 (25) 203 (26)

Venous invasion, n (%) 0.3

- 505 (42) 181 (44) 324 (41)

+ 707 (58) 235 (56) 472 (59)

Regional lymph node metastasis, n (%) 0.3

- 803 (66) 284 (68) 519 (65)

+ 411 (34) 132 (32) 279 (35)

Distant metastasis, n (%) 0.6

- 1117 (92) 380 (91) 737 (92)

+ 99 (8) 36 (9) 63 (8)

UICC stage, n (%) 0.5

0b 48 (4) 17 (4) 31 (4)

I 349 (29) 113 (27) 236 (30)

II 376 (31) 141 (34) 235 (29)

III 344 (28) 109 (26) 235 (29)

IV 99 (8) 36 (9) 63 (8)

Preoperative RT or CRT for rectal cancer,c n (%) 149 (29) 52 (30) 97 (28) 0.6

Recurrence, n (%) 302 (25) 102 (25) 200 (25) 0.9

Follow-up period, mean ± SD (days) 74 ± 39 71 ± 39 75 ± 39 0.09

Cause of death, n (%) 0.02

CRC recurrence 122 (61) 43 (52) 79 (68)
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Other than CRC recurrence 63 (32) 35 (42) 28 (24)

Other cancers than CRCd 30 (48) 14 (40) 16 (57)

Pneumoniad 11 (17) 5 (14) 6 (21)

Heart diseased 4 (6) 4 (11) 0 (0)

Cerebrovascular diseased 3 (5) 2 (6) 1 (4)

Othersd 15 (24) 10 (29) 5 (18)

Unknown 15 (8) 5 (6) 10 (9)

CRC: Colorectal Cancer; DM: Diabetes Mellitus; SD: Standard Deviation; FBG: Fasting Blood Glucose; HbA1c: Hemoglobin A1c; RT: Radiation Therapy; CRT:
Chemoradiatiotherapy; CR: Complete Response

aThe denominator was the total number of patients with colonic cancer.
bIncluding cases of pathological CR after preoperative (chemo) radiation for primary cancer.
cThe denominator was the total number of patients with rectal cancer.
dThe denominator was the total number of patients who died of other causes than CRC recurrence.

able

Long-term outcomes

Discussion
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≥ 66 1.40 (1.05-1.88)

Sex 1

Male

Female

DM 0.01 0.008

- 1

+ 1.48 (1.11-1.98)

Location of tumor 0.8

Colon

Rectum

Maximum tumor 
diameter (mm) <0.001 0.04

< 40 1

≥ 40 1.41(1.02-1.96)

Tumor differentiation <0.001 0.004

Differentiated 0.50 (0.31-0.80)

Undifferentiated 1

Depth <0.001 0.008

T0-2 1

T3,4 1.78 (1.17-2.73)

Lymphatic invasion <0.001 0.1

- 1

+ 1.30 (0.95-1.79)

Venous invasion <0.001 0.02

- 1

+ 1.51 (1.08-2.12)

Regional lymph 
node metastasis <0.001 0.01

- 1

+ 1.50 (1.01-2.06)

Distant metastasis <0.001 <0.001

- 1

+ 2.20 (1.49-3.26)

HR: Hazard Ratio; CI: Confidence Interval; DM: Diabetes Mellitus

Table 2: Multivariate analysis of factors involved in overall survival at
all stages.

p HR (95% CI) p

Age (years) 0.9

≤ 65

≥ 66

Sex 0.5

Male

Female

DM 0.05 0.002

- 1

+ 3.13 (1.50-6.55)

Location of tumor 0.4

Colon

Rectum

Maximum tumor 
diameter (mm) 0.6

< 40

≥ 40

Tumor differentiation <0.001 <0.001

Differentiated 0.07 (0.02-0.18)

Undifferentiated 1

Depth 0.2

T0-2

T3-4

Lymphatic invasion 0.06 0.02

- 1

+ 2.30 (1.17-4.53)

Venous invasion 0.2

-

+

Regional lymph node
metastasis 0.3

-

+

HR: Hazard Ratio; CI: Confidence Interval; DM: Diabetes Mellitus

Table 3: Multivariate analysis of factors involved in 
survival at stage IV.
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Figure 1: Overall survival curves of CRC patients with and without DM. (A: all, B: stages 0-I, C: stage II, D: stage III, E: stage IV).
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The analysis of the survival of all patients revealed that the patients
with DM had significantly inferior OS but that there was no difference
in CSS. In other words, inferior OS could be attributed to causes of
death other than cancer, such as concurrent DM or complications of
DM. This reasoning is supported by the fact that significantly more
patients with DM died of causes unrelated to CRC. It was mentioned
in another report that while there is a significant difference in 5-year
survival following curative resection, there is no difference in CSS,
which is attributed to advanced age and high frequency of heart
disease [27]. We can expect that the treatment of DM and its
complications improve the OS of CRC patients, as well as early
detection and treatment of CRC recurrence. Our multivariate analysis
aiming to verify the factors adversely affecting survival revealed that
DM was an independent prognostic factor. In addition, old age, poorly
differentiated cancer, large tumor, tumor with deep invasion, lymph
duct metastasis, regional lymph node metastasis, and distant
metastasis were also independent adverse prognostic factors. DM is the
leading cause of death worldwide [28], and it has been reported that in
patients with poorly differentiated cancer, prognosis is poor [29].

The examination of each cancer stage showed that the stage 0-I
patients with DM had significantly inferior OS. However, cancer-
related death is unlikely at the early stage, and in fact, there was no
significant difference in CSS between stage 0-I patients with and
without DM. Therefore, we believe that concurrent DM or
complications of DM greatly affected OS in stage 0-I cancer. Given that
the effect of concurrent DM or complications of DM in stage II cancer
were the same as those in stage 0-I cancer, we expected that OS in the
patients with stage II cancer would also become worse; however, no
significant difference was observed, which is thought to be because of
the good CSS. The stage II patients with DM tended to have superior
CSS, which is thought to reflect the specificity of the tumor because
stage II cancer has no lymph node metastasis, and unless there is
recurrence, adjuvant chemotherapy is not administered to majority of
the patients. In other words, it is possible that CRC with DM may be
less aggressive at the early stage; however, further verification is
needed. In contrast, CSS was significantly worse in the stage IV
patients with DM. This suggests at least two possibilities. First, it is
possible that CRC with DM was more aggressive in more advanced
stages. Second, it is possible that concurrent DM caused a difference in
postoperative treatment and the outcomes of such treatment. In more
advanced CRC, postoperative adjuvant chemotherapy is often
administered, and a high incidence of recurrence is seen, after which
treatment with anticancer agents is often administered. DM
complications may impede the proactive administration of anticancer
agents or the effect of anticancer agents. The good control of DM and
its complications might enable more effective treatments for CRC and
improve the CSS of the patients. Our multivariate analysis revealed
that DM was an independent prognostic factor. Poor differentiation
and lymphatic invasion were also significant factors of poor prognosis.
Recent reports indicated that specific DM medications affect the risk of
developing cancer. For example, it has been suggested that metformin
reduces the risk of cancer [30], whereas insulin preparations increase
the risk of cancer [31]. The substantial duration of DM was unclear,
because many patients were diagnosed with DM by preoperative blood
tests just before the surgery.

In our study, some other information pertaining to DM was
insufficient, such as the state of postoperative blood glucose control
and which DM treatments were used, and therefore, there were
limitations to our study. Furthermore, a fundamental limitation in this
field of research includes the difficulty in specifying the time of cancer

onset, and therefore, in the case of concurrent DM and CRC, it is
unclear which developed first. Many studies take the stance that DM is
the underlying cause; however, the possibility that cancer influences
DM cannot be denied. Other limitations include the retrospective
nature of this study, and findings in this study must be confirmed in
future prospective studies.

In conclusion, the CRC patients with DM were significantly older,
were more likely to be males, and had larger tumors than those without
DM. Furthermore, DM was an independent prognostic factor of CRC.
In the patients with DM compared with those without, OS was
significantly worse, whereas CSS did not differ, and based on the fact
that the cause of death was significantly more often unrelated to CRC,
we assume that in CRC with DM, OS was reduced as a result of DM
complications. With advancing cancer stage, the adverse effect of DM
on CSS tended to increase; however, it is unclear whether this could be
attributed to differences in malignancy or in the choice of treatment;
therefore, this should be examined further.

References
1. Le Marchand L, Wilkens LR, Kolonel LN, Hankin JH, Lyu LC (1997)

Associations of sedentary lifestyle, obesity, smoking, alcohol use, and
diabetes with the risk of colorectal cancer. Cancer Res 57: 4787-4794.

2. La Vecchia C, Negri E, Decarli A, Franceschi S (1997) Diabetes mellitus
and colorectal cancer risk. Cancer Epidemiol Biomarkers Prev 6:
1007-1010.

3. Zhan YS, Feng L, Tang SH, Li WG, Xu M, et al. (2010) Glucose
metabolism disorders in cancer patients in a Chinese population. Med
Oncol 27: 177-184.

4. Will JC, Galuska DA, Vinicor F, Calle EE (1998) Colorectal cancer:
another complication of diabetes mellitus? Am J Epidemiol 147: 816-825.

5. Hu FB, Manson JE, Liu S, Hunter D, Colditz GA, et al. (1999) Prospective
study of adult onset diabetes mellitus (type 2) and risk of colorectal
cancer in women. J Natl Cancer Inst 91: 542-547.

6. Schoen RE, Tangen CM, Kuller LH, Burke GL, Cushman M, et al. (1999)
Increase blood glucose and insulin, body size, and incident colorectal
cancer. J Natl Cancer Inst 91:1147-1154.

7. Coughlin SS, Calle EE, Teras LR, Petrelli J, Thun MJ (2004)Diabetes
mellitus as a predictor of cancer mortality in a large cohort of US adults.
Am J Epidemiol 159: 1160-1167.

8. Larsson SC, Orsini N, Wolk A (2005) Diabetes mellitus and risk of
colorectal cancer: a meta-analysis. J Natl Cancer Inst 97: 1679-1687.

9. Chang CK, Ulrich CM (2003) Hyperinsulinaemia and hyperglycaemia:
possible risk factors of colorectal cancer among diabetic patients.
Diabetologia 46: 595-607.

10. Saydah SH, Loria CM, Eberhardt MS, Brancati FL (2003) Abnormal
glucose tolerance and the risk of cancer death in the United States. Am J
Epidemiol 157: 1092-1100.

11. McKeown-Eyssen G (1994) Epidemiology of colorectal cancer revisited:
are serum triglycerides and/or plasma glucose associated with risk?
Cancer Epidemiol Biomarkers Prev 3: 687-695.

12. Ma J, Pollak MN, Giovannucci E, Chan JM, Tao Y, et al. (1999)
Prospective study of colorectal cancer risk in men and plasma levels of
insulin-like growth factor (IGF)-I and IGF-binding protein-3. J Natl
Cancer Inst 91: 620-625.

13. Colangelo LA, Gapstur SM, Gann PH, Dyer AR, Liu K (2002) Colorectal
cancer mortality and factors related to the insulin resistance syndrome.
Cancer Epidemiol Biomarkers Prev 11: 385-391.

14. Howe GR, Aronson KJ, Benito E, Castelleto R, Cornée J, et al. (1997) The
relationship between dietary fat intake and risk of colorectal cancer:
evidence from the combined analysis of 13 case-control studies. Cancer
Causes Control 8: 215-228.

Citation: Ota Y, Ishihara S, Yasuda K, Kawai K, Hata K et al. (2016) Prognostic Impact of Diabetes Mellitus on Colorectal Cancer. Biol Med
(Aligarh) 8: 299. doi:10.4172/0974-8369.1000299

Page 8 of 9

Biol Med (Aligarh)
ISSN:0974-8369 BLM, an open access journal

Volume 8 • Issue 4 • 1000299

http://www.ncbi.nlm.nih.gov/pubmed/9354440
http://www.ncbi.nlm.nih.gov/pubmed/9354440
http://www.ncbi.nlm.nih.gov/pubmed/9354440
http://www.ncbi.nlm.nih.gov/pubmed/9419395
http://www.ncbi.nlm.nih.gov/pubmed/9419395
http://www.ncbi.nlm.nih.gov/pubmed/9419395
http://www.ncbi.nlm.nih.gov/pubmed/19263254
http://www.ncbi.nlm.nih.gov/pubmed/19263254
http://www.ncbi.nlm.nih.gov/pubmed/19263254
http://www.ncbi.nlm.nih.gov/pubmed/9583711
http://www.ncbi.nlm.nih.gov/pubmed/9583711
http://www.ncbi.nlm.nih.gov/pubmed/10088625
http://www.ncbi.nlm.nih.gov/pubmed/10088625
http://www.ncbi.nlm.nih.gov/pubmed/10088625
http://www.ncbi.nlm.nih.gov/pubmed/16288121
http://www.ncbi.nlm.nih.gov/pubmed/16288121
http://www.ncbi.nlm.nih.gov/pubmed/12764580
http://www.ncbi.nlm.nih.gov/pubmed/12764580
http://www.ncbi.nlm.nih.gov/pubmed/12764580
http://www.ncbi.nlm.nih.gov/pubmed/12796045
http://www.ncbi.nlm.nih.gov/pubmed/12796045
http://www.ncbi.nlm.nih.gov/pubmed/12796045
http://www.ncbi.nlm.nih.gov/pubmed/7881343
http://www.ncbi.nlm.nih.gov/pubmed/7881343
http://www.ncbi.nlm.nih.gov/pubmed/7881343
http://www.ncbi.nlm.nih.gov/pubmed/10203281
http://www.ncbi.nlm.nih.gov/pubmed/10203281
http://www.ncbi.nlm.nih.gov/pubmed/10203281
http://www.ncbi.nlm.nih.gov/pubmed/10203281
http://www.ncbi.nlm.nih.gov/pubmed/11927499
http://www.ncbi.nlm.nih.gov/pubmed/11927499
http://www.ncbi.nlm.nih.gov/pubmed/11927499
http://www.ncbi.nlm.nih.gov/pubmed/9134246
http://www.ncbi.nlm.nih.gov/pubmed/9134246
http://www.ncbi.nlm.nih.gov/pubmed/9134246
http://www.ncbi.nlm.nih.gov/pubmed/9134246
http://dx.doi.org/10.4172/0974-8369.1000299


15. Giacosa A, Franceschi S, La Vecchia C, Favero A, Andreatta R (1999)
Energy intake, overweight, physical exercise and colorectal cancer risk.
Eur J Cancer Prev 8 Suppl 1: S53-60.

16. Bruce WR, Giacca A, Medline A (2000) Possible mechanisms relating diet
and risk of colon cancer. Cancer Epidemiol Biomarkers Prev 9:
1271-1279.

17. Giovannucci E, Harlan DM, Archer MC, Bergenstal RM, Gapstur SM, et
al. (2010) Diabetes and cancer: a consensus report. Diabetes Care 33:
1674-1685.

18. Davila JA, Rabeneck L, Berger DH, El-Serag HB (2005) Postoperative 30-
day mortality following surgical resection for colorectal cancer in
veterans: changes in the right direction. Dig Dis Sci 50: 1722-1728.

19. Jullumstrø E, Kollind M, Lydersen S, Edna TH (2009) Diabetes mellitus
and outcomes of colorectal cancer. Acta Oncol 48: 361-367.

20. Barone BB, Yeh HC, Snyder CF, Peairs KS, Stein KB, et al. (2010)
Postoperative mortality in cancer patients with preexisting diabetes:
systematic review and meta-analysis. Diabetes Care 33: 931-939.

21. Kuzuya T, Nakagawa S, Satoh J, Kanazawa Y, Iwamoto Y, et al. (2002)
Report of the Committee on the classification and diagnostic criteria of
diabetes mellitus. Diabetes Res Clin Pract 55: 65-85.

22. Sobin LH, Gospodarowicz MK, Wittekind C (2009) TNM Classification
of Malignant Tumors. (7thedn), Wiley, New York

23. Saydah SH, Platz EA, Rifai N, Pollak MN, Brancati FL, et al. (2003)
Association of markers of insulin and glucose control with subsequent
colorectal cancer risk. Cancer Epidemiol Biomarkers Prev 12: 412-418.

24. Limburg PJ, Anderson KE, Johnson TW, Jacobs DR Jr, Lazovich D, et al.
(2005) Diabetes mellitus and subsite-specific colorectal cancer risks in the
Iowa Women's Health Study. Cancer Epidemiol Biomarkers Prev 14:
133-137.

25. Nishii T, Kono S, Abe H, Eguchi H, Shimazaki K, et al. (2001) Glucose
intolerance, plasma insulin levels, and colon adenomas in Japanese men.
Jpn J Cancer Res 92: 836-840.

26. Phelip JM, Roblin X (2007) Type 2 diabetes mellitus and colorectal cancer
risk: is homocysteine the missing link? Am J Gastroenterol 102: 466-467.

27. Jullumstro E, Kollind M, Lydersen S, Edna TH (2009) Diabetes mellitus
and outcomes of colorectal cancer. Acta Oncol 48: 361-367.

28. Lopez AD, Mathers CD, Ezzati M, Jamison DT, Murray CJ (2006) Global
and regional burden of disease and risk factors, 2001: systematic analysis
of population health data. Lancet 367: 1747-1757.

29. Ishihara S, Watanabe T, Akahane T, Shimada R, Horiuchi A, et al. (2012)
Tumor location is a prognostic factor in poorly differentiated
adenocarcinoma, mucinous adenocarcinoma, and signet-ring cell
carcinoma of the colon. Int J Colorectal Dis 27: 371-379.

30. Evans JM, Donnelly LA, Emslie-Smith AM, Alessi DR, Morris AD (2005)
Metformin and reduced risk of cancer in diabetic patients. BMJ 330:
1304-1305.

31. Currie CJ, Poole CD, Gale EA (2009) The influence of glucose-lowering
therapies on cancer risk in type 2 diabetes. Diabetologia 52: 1766-1777.

Citation: Ota Y, Ishihara S, Yasuda K, Kawai K, Hata K et al. (2016) Prognostic Impact of Diabetes Mellitus on Colorectal Cancer. Biol Med
(Aligarh) 8: 299. doi:10.4172/0974-8369.1000299

Page 9 of 9

Biol Med (Aligarh)
ISSN:0974-8369 BLM, an open access journal

Volume 8 • Issue 4 • 1000299

http://www.ncbi.nlm.nih.gov/pubmed/10772419
http://www.ncbi.nlm.nih.gov/pubmed/10772419
http://www.ncbi.nlm.nih.gov/pubmed/10772419
http://www.ncbi.nlm.nih.gov/pubmed/11142411
http://www.ncbi.nlm.nih.gov/pubmed/11142411
http://www.ncbi.nlm.nih.gov/pubmed/11142411
http://www.ncbi.nlm.nih.gov/pubmed/20587728
http://www.ncbi.nlm.nih.gov/pubmed/20587728
http://www.ncbi.nlm.nih.gov/pubmed/20587728
http://www.ncbi.nlm.nih.gov/pubmed/16133979
http://www.ncbi.nlm.nih.gov/pubmed/16133979
http://www.ncbi.nlm.nih.gov/pubmed/16133979
http://www.ncbi.nlm.nih.gov/pubmed/19101848
http://www.ncbi.nlm.nih.gov/pubmed/19101848
http://www.ncbi.nlm.nih.gov/pubmed/20351229
http://www.ncbi.nlm.nih.gov/pubmed/20351229
http://www.ncbi.nlm.nih.gov/pubmed/20351229
http://www.ncbi.nlm.nih.gov/pubmed/11755481
http://www.ncbi.nlm.nih.gov/pubmed/11755481
http://www.ncbi.nlm.nih.gov/pubmed/11755481
http://www.ncbi.nlm.nih.gov/pubmed/12750235
http://www.ncbi.nlm.nih.gov/pubmed/12750235
http://www.ncbi.nlm.nih.gov/pubmed/12750235
http://www.ncbi.nlm.nih.gov/pubmed/15668486
http://www.ncbi.nlm.nih.gov/pubmed/15668486
http://www.ncbi.nlm.nih.gov/pubmed/15668486
http://www.ncbi.nlm.nih.gov/pubmed/15668486
http://www.ncbi.nlm.nih.gov/pubmed/11509114
http://www.ncbi.nlm.nih.gov/pubmed/11509114
http://www.ncbi.nlm.nih.gov/pubmed/11509114
http://www.ncbi.nlm.nih.gov/pubmed/17311671
http://www.ncbi.nlm.nih.gov/pubmed/17311671
http://www.ncbi.nlm.nih.gov/pubmed/19101848
http://www.ncbi.nlm.nih.gov/pubmed/19101848
http://www.ncbi.nlm.nih.gov/pubmed/16731270
http://www.ncbi.nlm.nih.gov/pubmed/16731270
http://www.ncbi.nlm.nih.gov/pubmed/16731270
http://www.ncbi.nlm.nih.gov/pubmed/15849206
http://www.ncbi.nlm.nih.gov/pubmed/15849206
http://www.ncbi.nlm.nih.gov/pubmed/15849206
http://www.ncbi.nlm.nih.gov/pubmed/19572116
http://www.ncbi.nlm.nih.gov/pubmed/19572116
http://dx.doi.org/10.4172/0974-8369.1000299

	Contents
	Prognostic Impact of Diabetes Mellitus on Colorectal Cancer
	Abstract
	Keywords:
	Introduction
	Patients and Methods
	Patient population
	Definition of diabetes mellitus
	Data collection
	Statistical analysis

	Results
	Characteristics of CRC patients
	Characteristics of CRC patients with DM
	Long-term outcomes

	Discussion
	References




