Table 2
Five-year relative survival rates of patients diagnosed with colorectal cancer based on stage at diagnosis1,13

Dukes stage TNM

Frequency at
diagnosis
Histological features

Five-year
survival rate
Men

Five-year
survival rate
Women

Dukes A

T1 or T2,
N0, M0

11%

Invasive carcinoma not breaching the
muscularis propria

95%

100%

Dukes B

T3 or T4,
N0, M0

35%

Invasive carcinoma breaching the
muscularis propria but not involving
the regional lymph nodes

84%

86%

Dukes C

Any T, N1 or
N2, M0

26%

Invasive carcinoma involving regional
lymph nodes

63%

63%

Dukes D

Any T, Any N,
M1

28%

Distant metastasis present

7%

8%

adequate bowel preparation, patient
tolerance and technical skill.14
Colonoscopy is an invasive test which
carries a risk of bleeding, perforation
and complications as a consequence of
sedative medication such as myocardial
infarction and pneumonia.14
CT colonography
CT colonography or virtual colonoscopy
(see figure 1, p17) is non-invasive, widely
available and has replaced the use of
barium enemas in most UK centres.4,15
It is used as an alternative to endoscopy
in patients who cannot tolerate bowel
preparation e.g. the frail and elderly, as it
is able to detect polypoid lesions as
small as 6 mm.4

STAGING
Once a diagnosis of cancer has been
made the patient will undergo staging
with a CT of the chest, abdomen
and pelvis with intravenous contrast.12
This allows for assessment of local
invasion, lymph node spread and distant
metastasis (most commonly in the liver
and lungs). For rectal cancers, the
patient will also have an MRI of the
pelvis to determine the necessity for
preoperative radiotherapy or
chemotherapy in the hope of reducing
local recurrence rates.12,15
A baseline blood test for the colorectal
tumour marker carcinoembryonic
antigen (CEA) is also taken.
All cases of colorectal cancer should
be discussed at a specialist colorectal
multidisciplinary team (MDT) meeting to
determine the optimum treatment plan.

TREATMENT
Surgery
Surgery is the only potentially curative
treatment for colorectal adenocarcinoma.
Around two-thirds of patients
diagnosed with bowel cancer are
offered surgical management.3 The aim
of surgery is to optimise the oncological
outcome while maintaining as normal
bowel function as possible.
The exact procedure performed
depends on the location of the tumour
and depth of invasion (see table 1, p18).
Increasingly laparoscopic surgery is
being used, with more than half of major
resections in 2014-2015 completed
laparoscopically.3 NICE recommends
laparoscopic surgery in patients who are
felt to be suitable for either laparoscopic
or open procedures.12
Stomas
A defunctioning (or loop) stoma is
formed from a bowel segment
upstream from the area of anastomosis,
which diverts stool to protect the
patient from bowel content leakage
while the anastomosis heals. These
types of stomas are frequently seen
following rectal surgery as the rectum
has a poor blood supply and heals more
slowly compared with the rest of the
colon. These stomas do not have to be
permanent and discussions can be had
with the surgeon at a later stage to
consider restoration of bowel continuity.
A permanent end colostomy or
ileostomy may be formed as part of
surgical treatment.

Surgical management of metastases
Patients with liver and lung metastases
can be considered for resection, in situ
ablation or oncological treatments.15
If the liver disease is considered
resectable it can be performed as a
single- or two-stage procedure
combined with the bowel resection
depending on the patient’s fitness and
specialist MDT input.
Chemotherapy/radiotherapy
Patients with Dukes B and C disease
may be offered adjuvant chemotherapy
to reduce risk of recurrence (see table 2,
above).12,15 There is evidence of improved
survival rates even in Dukes D patients
treated with chemotherapy.12,15
Rectal cancers can be downsized or
the risk of local recurrence reduced
with preoperative chemotherapy or
radiotherapy.15
Decisions on appropriate treatment
should be made at MDT meetings in
conjunction with discussions with the
patient.
Palliative management
Palliative management may involve best
supportive care only, palliative
chemotherapy/radiotherapy or palliative
stenting in obstructing tumours.
Palliative stenting cannot be performed
in rectal cancers as it causes intractable
tensesmus.12
Emergency management
In patients presenting as an emergency
with obstruction treatment options
include: emergency surgery, colonic
stenting as a bridge to elective
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