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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.  




