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Patients with one first-degree relative
under 45 or two first-degree relatives of
any age have an approximate lifetime
risk of developing colorectal cancer of
16-25%, in men, and 10-15%, in women.
Having one first-degree relative who
developed the disease after the age of
65 barely increases lifetime risk.13

Rarer genetic conditions such as
familial adenomatous polyposis and
hereditary non-polyposis colorectal
cancer  are associated with < 5% of
cases of bowel cancer but are often
responsible for the development of
colorectal cancer at a younger age.2

Patients with a significant family
history or known genetic predisposition
should be referred to specialist clinics for
further evaluation.   

Patients with ulcerative colitis and
Crohn’s colitis have an increased lifetime
risk of colorectal cancer. This risk is
dependent on the extent, severity and
duration of the colitis, and these

Abdominal mass, weight loss, nausea
and vomiting, anorexia and abdominal
swelling are less common presenting
symptoms. Patients with lesions in the
rectum or sigmoid colon commonly
report rectal bleeding and change in
bowel habit4 whereas those with
proximal tumours have more subtle
symptoms which can be difficult to
differentiate from benign disease.5,6

RISK FACTORS
Colorectal cancer has a male
predominance and is strongly
associated with age, 80% of new cases
occur in patients aged over 60.7

Lifestyle factors are important in
colorectal cancer. Obesity8 and limited
exercise9 are strong risk factors. Diets
low in fruit and vegetables10 and fibre11

and high in red meat12 have also been
associated with an increased risk. Family
history is a common reason for patients to
seek advice on screening for bowel cancer. 

Whatare the
risk factors?
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Early diagnosis improves
survival in colorectal cancer 

Howdo patients
present?

COLORECTAL CANCER 
IS THE SECOND MOST
COMMON CAUSE OF
DEATH FROM CANCER IN    

the UK.1 In 2009, there were 41,142 new
cases of colorectal cancer, 22,711 (55%)
in men and 18,431 (45%) in women in 
the UK.2

Around two-thirds of all bowel cancers
originate in the colon, the other third
occur in the rectum including the anus.

The UK has one of the lowest survival
rates for colorectal cancer in Europe.
Collaborativework from cancer
registries across Europe has indicated
that early symptomrecognition and
early diagnosis are important factors in
improving survival.3

Common alarm symptoms for
colorectal cancer include:
• rectal bleeding
• change in bowel habit (with a
tendency toward diarrhoea)
• iron deficient anaemia. 

»

CT scan of transverse
colonic tumour

What are the
treatment options?



SYMPOSIUMGASTROENTEROLOGY
COLORECTAL CANCER 

thepractitioner.co.uk

16

July/August 2012– 256 (1753):15-18

CT colonography is a technique which
offers a less invasive alternative to
colonoscopy. It is particularly useful in
patients with major comorbidity or
contraindications to colonoscopy to
establish a diagnosis of colorectal
cancer. In patients who have undergone
surgery for colorectal cancer, CT has the
potential to screen for both metastases
as well as further colonic lesions.
However, CT colonography is
dependent on local radiological
expertise and its exact role in colorectal
cancer screening and surveillance still
needs to be fully evaluated.
Magnetic resonance imaging 
Magnetic resonance imaging (MRI) is a
particularly valuable investigation in
rectal cancer. It is used preoperatively to
stage the tumour and predict risk of
recurrence. If the MRI scan shows the
tumour is amenable to local excision or if
MRI is contraindicated, patients should
be considered for endorectal ultrasound.

REFERRAL
In 2004, NICE outlined high risk criteria,
see table 1, above, to help stratify referral
patterns for suspected colorectal
cancer. Although it emphasised that
new and persistent symptoms require
prompt investigation it did note that in
more equivocal cases ‘treat, watch and
wait’ is also an acceptable approach.30

Patients meeting the NICE criteria for
urgent referral should be referred via the
two week wait pathway to the local
colorectal department for prompt
assessment to exclude colorectal cancer.

Recent research has explored
combining common early symptoms to
develop an algorithm to give an
absolute risk of colorectal cancer and
prompt early referral for investigation.
The QCancer risk score has been
incorporated in certain GP record
systems to highlight at-risk patients.
However, diagnostic pathways and 
cost-effectiveness modelling for this
algorithm are still required before this
approach can be more widely adopted
in primary care.31

TREATMENT 
All patients with colorectal cancer
should have their case discussed, and a
treatment plan decided, at a dedicated
multidisciplinary team (MDT) meeting.
Patients should then be invited to attend
a specialist clinic where they are given
written and oral information on the
treatment options available. This
information should include the potential
benefits and risks of these treatments
including the effect on bowel function
and the prognosis with no treatment.

factors inform the guidelines on the
colonoscopy surveillance of patients
with inflammatory bowel disease.14

SCREENING
The NHS Bowel Cancer Screening
Programme (BCSP) was introduced in
England in 2006 after several successful
pilot studies.15 The programme offers
screening to all patients between the
ages of 60 and 69 and is in the process
of being extended to patients aged 
70-74.16 The respective screening age
ranges for Wales, Scotland and 
N. Ireland are 60-74, 50-74 and 60-71.
Presently patients are screened with a
faecal occult blood test (FOBT) which
they complete at home and return by
post. Patients with positive tests are
then offered further investigation,
typically colonoscopy.  

Following a multicentred randomised
controlled trial which showed that once
only flexible sigmoidoscopy between
the ages of 55 and 64 reduced
colorectal cancer mortality by 43%,17 the
NHS BCSP plans to introduce flexible
sigmidoscopy to the current screening
programme as a one-off test for both
men and women at age 55.  It is expected
to be introduced in the next few years. 

Patients in colorectal cancer
surveillance programmes because of
previous polyps or colitis should only be
followed up as long as they are medically
fit to undergo treatment. The interval for
surveillance should follow British Society
of Gastroenterology guidelines.14, 18

Patients outside the screening or
surveillance programmes who present
with alarm symptoms of colorectal
cancer should be referred urgently

Table 1

NICE criteria for urgent referral30

Sign, symptom or combination
Rectal bleeding with a change in 
bowel habit to looser stools and/or 
increasing frequency of defecation, 
persistent for six weeks
A definite palpable right-sided 
abdominal mass
A definite palpable rectal (not pelvic) 
mass
Rectal bleeding persistently without
anal symptoms (soreness, discomfort,
itching, lumps, prolapse, pain)
Change of bowel habit to looser stools
and/or increased frequency of 
defecation, without rectal  bleeding 
and persistent for six weeks
Iron deficiency anaemia without an 
obvious cause (Hb < 11g/dl in men and 
< 10g/dl in postmenopausal women)

Age threshold
All ages

All ages

All ages

Over 60 years

Over 60 years

No age criterion

under the two week wait pathway for
further investigation. Patients typically
need to undergo one or more
investigation(s) to confirm or exclude a
diagnosis of colorectal cancer.  

INVESTIGATIONS
Faecal occult blood test
The FOBT is a cheap, non-invasive
method for detecting blood in the stool.
Several randomised controlled trials
have shown that population screening
with FOBT every two years has the
potential to reduce colorectal cancer
mortality by 15-18%. 19, 20, 21, 22 The NHS BCSP
uses an unrehydrated FOBT so pre-test
dietary restrictions are not necessary.
Carcinoembryonic antigen
Carcinoembryonic antigen (CEA) is a
complex glycoprotein produced in
about 90% of colorectal cancer cases.23

However, it is elevated in a number of
other malignant and benign conditions
thus it lacks sensitivity and specificity as
a screening tool.24

Following surgery for colorectal
cancer CEA has been shown to be a
sensitive predictor of recurrence25, 26

and therefore it is recommended that
patients should have a CEA test at least
every six months for the first three years
after surgery.
Colonoscopy
The sensitivity of colonoscopy for
detecting abnormalities is > 90% and
hence it is the gold standard test for
evaluating the large bowel.27 It allows the
bowel to be visualised and biopsies to
be taken to gain histological confirmation
of the diagnosis. Colonoscopy should be
offered to patients with a suspected
colonic lesion without major comorbidity
or contraindications. 

Complications following a colonoscopy
are rare but include significant bleeding
(about 1 in 400) and perforation of the
bowel (about 1 in 2,500).28 On discharge
after the test, patients will be counselled
about what to look out for and will be
given advice on what to do if any of
these complications arise.  
Flexible sigmoidoscopy
Flexible sigmoidoscopy is a limited
investigation visualising the left side of
the colon where approximately 60% of
colorectal cancers develop.29 In patients
with significant comorbidities it is often
combined with a barium enema or CT
scan to provide a less invasive
assessment of the bowel.
Computerised tomography 
Once a diagnosis of colorectal cancer
has been confirmed, the extent of
disease is evaluated by a computerised
tomography (CT) scan of the chest,
abdomen and pelvis.  
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ACUTE PRESENTATION WITH
LARGE BOWEL OBSTRUCTION
Patients presenting with acute large
bowel obstruction should have a CT
chest, abdomen and pelvis to confirm
the diagnosis of obstruction and to
determine whether there is metastatic
disease or colonic perforation. Patients
should then be resuscitated and
considered for urgent surgery to resect
the tumour or perform palliative
defunctioning of the bowel. 

Self-expanding metal stents are a
minimally invasive alternative palliative
therapy, and can be inserted to relieve
large bowel obstruction in patients with
metastatic disease or alternatively used
as a bridge to surgery in the acutely
unwell patient. The exact role and safety
of colonic stents continues to be
investigated.35 Current recommendations
are that their insertion should be
attempted urgently and no longer than
24 hours after patients present with
colonic obstruction.33

RECTAL CANCER
Rectal tumours which are determined to
have a low risk of recurrence based on
MRI findings can be managed by
transanal excision or radical surgery.
Moderate-risk tumours with extramural
or lymphovascular invasion, should
probably have additional treatment
before definitive surgery.  Typically this is
a short course of preoperative
radiotherapy or chemoradiotherapy to
enable tumour shrinkage. 

Although radiotherapy reduces the
risk of recurrence, it carries a significant
risk of morbidity, particularly to sphincter
function which should be highlighted to
the patient before treatment.

In operable patients with a high risk 
of recurrence, preoperative
chemoradiotherapy should be
performed before surgery. Preoperative
chemoradiotherapy should not 
be offered solely to facilitate 
sphincter-sparing surgery. Adjuvant
chemotherapy can also be considered in
rectal cancers of stage ll and above.  

FOLLOW-UP
After curative resection patients should
be followed up in a colorectal clinic
initially every four to six weeks. They
should be offered regular surveillance
for recurrence and metastatic disease
with a minimum of two CT scans of their
chest, abdomen, and pelvis in the first
three years and regular CEA tests. 

At one year after treatment patients
should be offered a surveillance
colonoscopy. If this investigation is
normal further colonoscopic follow-up

5-fluorouracil and folinic acid.34

Stage lV
If the staging CT reveals metastatic
disease the priority of treatment should
be to control the patient’s symptoms. 

If spread is confined to the liver and
the patient has no contraindications to
further intervention, the case should be
discussed at a hepatobiliary MDT to
decide if the liver lesions are resectable.
Typically patients undergo resection of
their colonic primary with adjuvant
chemotherapy followed by subsequent
resection of their liver metastases once
they have recovered. 

Detailed imaging of other sites for
suspected metastasis should only be
performed as symptoms arise. 

If intracranial disease is suspected,
patients should be offered a contrast-
enhanced MRI brain scan. 

Radical surgery is occasionally
possible for extra-hepatic metastases
but this will require discussion at a site-
specific MDT. Positron emission
tomography (PET-CT) may be useful in
evaluating these lesions. If imaging
remains equivocal for extrahepatic
disease patients should be kept under
regular clinic review with interval
imaging.

Chemotherapy should be offered for
advanced and metastatic colorectal
cancer. One of the following sequences
of chemotherapy are offered unless
there is a contraindication or the patient
has been recruited to a trial: 
•FOLFOX (folinic acid plus fluorouracil
plus oxaliplatin) as first-line treatment
then single agent irinotecan as second-
line treatment
•FOLFOX as first-line treatment then
FOLFIRI (folinic acid plus fluorouracil
plus irinotecan) as second-line treatment

An oral chemotherapy option with
capecitabine or tegafur with uracil 
(in combination with folinic acid) is
sometimes considered by specialist
colorectal oncologists in metastatic
colorectal cancer.  Raltitrexed can be
considered in patients with advanced
colorectal cancer who are intolerant to
the above regimens or who have
developed side effects.

Team contact details and information
about support organisations and
recommended internetresources should
be provided. 

The treatment of colorectal cancer
depends on the site and stage of the
disease. The stage of the tumour reflects
the depth of tumour invasion and is
closely linked to survival, see table 2, above.  
Stage I 
Although stage I tumours were
previously rare the NHS BCSP is
detecting increasing numbers, however,
the optimum management of these
very early tumours is unclear. At present
although some consensus can be
reached on which pathological risk
factors lead to poorer outcomes, there is
no evidence about how these factors
might be used to guide subsequent
clinical management, particularly if
resection margins are clear. Some clarity
is expected over the coming years from
following up this patient group closely. 

Currently it is recommended in stage l
disease that if the histology reveals that
the tumour involves, or is within 1 mm, of
the resection margin, further treatment
should be considered. This could be
surgical resection or endoscopic
surveillance with or without further
polypectomy. NICE advises that these
treatment options are discussed on an
individual basis at the MDT and with the
patient.33

Stages ll and lll 
Patients should be offered surgical
resection of their tumour. This can be
performed by an open or laparoscopic
procedure depending on local expertise,
suitability of the patient for a laparoscopic
technique and following discussion with
the patient about the potential risks and
benefits of the two procedures.

Before surgery all patients should be
advised on the likelihood of having a
stoma and should be counselled and
educated about stoma management by
a dedicated stoma nurse.

Adjuvant chemotherapy should be
considered after surgery in all patients
with colorectal cancer greater than
stage ll. Specifically in stage lll disease,
capecitabine can be used as monotherapy
or oxaliplatin in combination with 

Table 2

Staging of colorectal cancer
Dukes’ stage
A
B

C
D

Definition
Tumour invades mucosa or submucosa
Tumour invades into or through the muscularis
propria, no lymph node involvement
Regional lymph nodes involved
Distant spread

5-year survival32

93.2%
77.0%

47.7%
6.6%

Stage
Stage l
Stage ll

Stage lll
Stage lV
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is not required for a further five years.
Thereafter surveillance is arranged on an
individual basis, reflecting personal risk
factors and emergent symptoms. The
timing of surveillance for patients with
subsequent adenomas should be
determined by the number and type of
adenomas.18 Prompt reinvestigation of
the patient should be commenced if
there is any clinical, radiological or
biochemical suspicion of recurrent
disease. Follow-up should be ceased
following discussion between the
patient and the healthcare professional
regarding the necessity and benefits of
further investigations and treatments. 

CONCLUSION 
Colorectal cancer is a common
malignancy associated with significant
mortality. Prognosis can be much
improved if the disease is diagnosed at
an early stage. GPs play an important
role in recognising symptoms and
supporting patients through the
investigation and ongoing management
of their disease. They may be called
upon to act as an advocate for their
patient in the facilitation of necessary
investigations. During and after
treatment patients may have significant
ongoing morbidity which can be life
changing. Patients  often need support
during this period along with advice
about symptom management and
ongoing medical or palliative care. GPs
are ideally placed to provide this advice
in addition to psychosocial support for
both patients and their relatives. 36
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Colorectal cancer is the second most common cause of
death from cancer in the UK. In 2009, there were 41,142
new cases registered. The UK has one of the lowest
survival rates for colorectal cancer in Europe. Common
alarm symptoms include rectal bleeding, change in bowel
habit and iron deficiency anaemia. Abdominal mass,
weight loss, nausea and vomiting, anorexia and abdominal
swelling are less common presenting symptoms. Patients
meeting the NICE criteria for urgent referral should be
referred via the two week wait pathway to the local
colorectal department for prompt assessment to exclude
colorectal cancer.

Colorectal cancer has a male predominance and is  
strongly associated with age, 80% of new cases occur in
patients aged over 60. Obesity and limited exercise are
strong risk factors. Diets low in fruit and vegetables and
fibre and high in red meat have also been associated with
an increased risk. Patients with one first-degree relative
under 45 or two first-degree relatives of any age have an
approximate lifetime risk of developing colorectal cancer 
of 16-25% in men and 10-15% in women. Having one 
first-degree relative who developed the disease after the
age of 65 barely increases lifetime risk. Patients with
ulcerative colitis and Crohn’s colitis also have an increased
lifetime risk of colorectal cancer.

In the NHS Bowel Cancer Screening Programme, patients
are screened with a faecal occult blood test (FOBT)
which they complete at home and return by post.
Patients with positive tests are then offered further
investigation, typically colonoscopy. The sensitivity of
colonoscopy for detecting abnormalities is > 90% and
hence it is the gold standard test for evaluating the large
bowel. Once a diagnosis of colorectal cancer has been
confirmed, the extent of disease is evaluated by a CT scan
of the chest, abdomen and pelvis.

The treatment of colorectal cancer depends on the site
and stage of the disease. The stage of the tumour reflects
the depth of tumour invasion and is closely linked to
survival. Currently it is recommended in stage I disease
that if the histology reveals that the tumour involves, or is
within 1 mm of, the resection margin, further treatment
should be considered. This could be surgical resection or
endoscopic surveillance with or without further polypectomy.
With stage ll and lll disease patients should be offered
surgical resection of their tumour. If the staging CT reveals
metastatic disease the priority of treatment should be to
control patient symptoms.

After curative resection patients should be followed up 
in a colorectal clinic initially every four to six weeks. They
should be offered regular surveillance for recurrence and
metastatic disease with a minimum of two CT scans of
their chest, abdomen, and pelvis in the first three years
and regular CEA tests. Prompt reinvestigation of the
patient should be commenced if there is any clinical,
radiological or biochemical suspicion of recurrent disease.

Useful information 
Cancer Research UK
www.cancerresearchuk.org

Bowel Cancer UK
www.bowelcanceruk.org.uk

Beating Bowel Cancer
www.beatingbowelcancer.org


