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referring these patients to their local
specialist unit for multimodal treatment
comprising SACT and cytoreductive
surgery combined with hyperthermic
intraperitoneal chemotherapy.

FOLLOW-UP AND MONITORING
For patients who have had potentially
curative surgery for localised disease,
follow-up for detection of local
recurrence and distant metastases will
be offered for three years. This will
include blood monitoring and CT
scanning of the chest, abdomen and
pelvis. Surveillance colonoscopy at
intervals will also be considered.

Low anterior resection syndrome
All clinicians should be aware of low
anterior resection syndrome (LARS),
which will affect some of the 268,000

people living with, and beyond, colorectal
cancer treatment.27 LARS is seen in
some patients who have had sphincter
preserving surgery for rectal cancer. 
The common symptoms with LARS

are increased bowel opening, urgency,
incontinence, the feeling of incomplete
emptying, fragmentation of bowel
opening (small amounts little and often)
and difficulty in differentiating between
gas and stool. The LARS questionnaire28
(see figure 2, below, left) can be useful in
patients who mention any of these
symptoms. 
A change of diet, laxatives,

antibulking agents, antidiarrhoeal
agents or antispasmodics may be
beneficial. If these interventions are not
helpful, advice should be sought from
secondary care.

REDUCING INCIDENCE AND
IMPROVING OUTCOMES
Prevention remains key. Brief
interventions have been shown to be
effective across a range of lifestyle
behaviours.29All healthcare teams
should be trained and up to date in
prevention and brief interventions.
Lifestyle behaviour change can reduce
the risk of many different conditions,
(see Useful information box, p20 for
details of an online course).
For the 46% of non-preventable

cases, early diagnosis is pivotal. 
The five-year survival for those
diagnosed with colorectal cancer at
stage 1 is 91.7%, but at stage 4 it is only
10.3%. It has been estimated that a 10%
increase in the number of colorectal
cancer cases diagnosed at an early
stage (1 and 2) would result in a 4.7%
increase in five-year survival.30
Public awareness campaigns have

been shown to be effective. This is
particularly relevant in addressing the
reduction of symptomatic patients
presenting to primary care in the UK
during the COVID-19 pandemic.31

CONCLUSION
Before the pandemic, the five-year
survival from colorectal cancer had
been improving, but the UK still lagged
behind other high income countries.32
Improvements in surgical techniques

and the evolution of SACT including
immunotherapies will contribute to
improving outcomes and help to
address the survival gap seen between
the UK and other similar healthcare
systems.
Colorectal cancer is one of the four

most common cancers (the others
being prostate, breast and lung). 
There is much to do to reduce the

FIGURE 2
The LARS (low anterior resection syndrome) questionnaire28

Patients with locally advanced or
recurrent rectal cancer should be
discussed by an appropriately
experienced MDT in terms of
considering specialist treatment, which
may involve pelvic exenteration surgery.

Metastatic disease
Where clinically appropriate, surgical
resection of the primary tumour may be
offered in those felt to have incurable
disease, together with SACT. Resection
of liver and lung metastases will be
considered if felt to be clinically
appropriate, in combination with SACT.
Where this is not possible for liver and
lung metastases, local ablative
techniques (e.g. radiofrequency
ablation) may be employed. For those
with metastases limited to the
peritoneum MDTs would consider
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Add the scores from each of the 5 questions to give the total score


