
Table 1

NICE (NG12) recommendations for referral of patients with suspected 
colorectal cancer19

1.3.1 Refer adults using a suspected cancer pathway referral (for an appointment
within 2 weeks) for colorectal cancer if:
•They are aged 40 and over with unexplained weight loss and abdominal pain or
•They are aged 50 and over with unexplained rectal bleeding or
•They are aged 60 and over with:
— Iron deficiency anaemia or
— Changes in their bowel habit, or
•Tests show occult blood in their faeces

1.3.2 Consider a suspected cancer pathway referral (for an appointment within 
2 weeks) for colorectal cancer in adults with a rectal or abdominal mass

1.3.3 Consider a suspected cancer pathway referral (for an appointment within 
2 weeks) for colorectal cancer in adults aged under 50 with rectal bleeding and
any of the following unexplained symptoms or findings:
•Abdominal pain
•Change in bowel habit
•Weight loss
• Iron deficiency anaemia

1.3.4 Offer testing with quantitative faecal immunochemical tests (see the 
NICE diagnostics guidance on quantitative faecal immunochemical tests to guide
referral for colorectal cancer in primary care) to assess for colorectal cancer in
adults without rectal bleeding who:
•Are aged 50 and over with unexplained:
— Abdominal pain or
— Weight loss, or
•Are aged under 60 with:
— Changes in their bowel habit, or
— Iron-deficiency anaemia, or
•Are aged 60 and over and have anaemia even in the absence of iron deficiency
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•Persistent change in bowel habit  
•Persistent lower abdominal pain
Less obvious presentations are

unexplained weight loss, tiredness for no
reason, general malaise and iron
deficiency anaemia found on blood
testing. There is increasing interest in the
role of thrombocytosis; it is recognised
that lung, endometrial, gastric,
oesophageal and colorectal cancers
(LEGO-C) are associated with raised
platelet counts.17 It is also notable that
high normal platelet counts in men are
associated with increased risk of certain
cancers, including colorectal cancer.18

REFERRAL 
The NICE recommendations for urgent
referral of patients with suspected
colorectal cancer are listed in table 1,
below.19
The recommendations in the Scottish

Referral Guidelines for Suspected

Cancer, published in 2019,20 are very
similar to those of the equivalent NICE
guidelines (NG12).19
It is important to remember that

patients presenting with symptoms that
could be caused by colorectal cancer
may recently have had a ‘normal’
screening FIT level (currently set at 
120 µg/g in England, 80 µg/g in Scotland
and 150 µg/g in Wales).21
Most areas in England now have

Rapid Diagnostic/Rapid Investigation
Services to address non-site specific
symptoms, including raised platelet
counts, where the symptomatic FIT level
is in the normal range. NICE recommends
a threshold for referral of 10 µg/g.22
Where symptom combinations do not

‘qualify’ for a two-week urgent referral,
and if the clinician is concerned, many
areas now offer an Advice and Guidance
Service, which can facilitate a useful
dialogue about how best to manage the

patient. There is also increasing evidence
to support the use of FIT testing in
symptomatic patients in order to help
prioritise subsequent investigations23,24
including those with rectal bleeding.25

MANAGEMENT
Local disease
In January 2020, NICE published a
clinical guideline on the management of
colorectal cancer (NG151) which
provides an evidence-based review of
treatment options.26All patients should
be discussed in an appropriate
colorectal cancer multidisciplinary team
(MDT) meeting. 
In the management of non-metastatic

colon cancer, surgical resection remains
the treatment of choice for patients fit
enough to be considered for surgery.
Minimally invasive surgery (laparoscopic
in most cases, robotic in the minority) is
generally preferred, although some
patients may still require a more
traditional, open operation. 
Systemic anti-cancer therapy (SACT)

will be considered in certain patients
after surgery when the tumour analysis
shows the presence of high risk factors
(e.g. cancer cells present in the lymph
nodes or blood vessels).
For early rectal cancers, treatment

options include: 
•Transanal excision, which includes
transanal minimally invasive surgery and
transanal endoscopic microsurgery
•Endoscopic submucosal dissection,
an advanced technique to remove rectal
tumours endoscopically
•Surgery to remove the rectum (total
or partial)
Preoperative radiotherapy with or

without chemotherapy may be offered
to patients with rectal cancer where
preoperative MRI suggests the tumour is
not at an early stage. Subsequently,
laparoscopic excision is the technique of
choice, unless an open operation is
otherwise clinically indicated 
(e.g. multiple previous abdominal or
pelvic surgery). Some centres are
offering robotic surgery. 
In those patients with low rectal

cancer who appear to have had 
a complete clinical response 
(i.e. no tumour is evident) after
radiotherapy with or without
chemotherapy, the possibility of 
a watch and wait approach may be
considered. In this situation, structured
clinical, endoscopic and radiological
surveillance is undertaken with the aim
to reconsider surgery in the event that
the tumour becomes apparent again
following this treatment. This approach
remains the subject of ongoing research.


