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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




