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Background information

• Patient factors
– age
– functional status
– co-morbidity

• Tumour factors
– site
– histological type and differentiation
– stage: T, N, M, peritoneal lavage cytology

ECOG status



Background information

• Treatment factors
– surgery

• curative
– limited / radical
– residual disease (R0, R1, R2)

• palliative
– resection / bypass -stoma

– adjuvant chemotherapy / radiotherapy

• Post-treatment duration / progress



Aims of Follow up

• detect recurrence

• detect metachronous tumours and pre-malignant 
lesions

• detect complications of treatment



How to follow up?

• How often and what investigations?

• Questions:
– does intensive follow up lead to early detection?
– does treatment of this lead to improved survival?
– any lead time bias?
– any side effects?
– is it cost effective?



Colorectal Ca : benefits of FU

• 2/3 receive curative resection, 30-50% of these relapse and die of 
disease

• Practice
– Wales and Trent audit (1997)

• 57% colonoscopy 3-5 times in 5 years
• 13% no routine testing at all

• Guidelines
– SIGN (1997)

• no evidence of survival benefit

• Evidence
– RCTs : none with sufficient power
– meta-analyses







Colorectal Ca FU : Metanalysis







Colorectal Ca FU : conclusions

• Intensive FU after curative resection improves survival at 5 
years - absolute reduction in mortality of 9-13%

• Effect superior to the 5-10% benefit for adjuvant 
chemotherapy for Duke’s C disease

• The cause of survival benefit is unclear. The components of 
follow up which are of most benefit are not defined

• Does not include benefits of 
– liver resection for hepatic mets
– pelvic exenteration for recurrent pelvic disease
– combined therapy for advanced disease
– psychological well being



Colorectal Ca FU : conclusions

• Recurrence in all sites detected 8.5 months earlier 
in intensive group. No difference in overall 
recurrence rates between the two groups

• Intraluminal recurrence and detection of 
metachronous cancers were low in both groups

• It is not appropriate to follow up ALL patients 
intensively

• More research is required to define a suitable policy 
which utilises already limited resources





Colorectal Ca FU : recommendations

• Every 3 months for 2 years, then 6 monthly till 5 years

• Physical, rectal and pelvic examination

• FBC, LFT, CEA, FOB

• Yearly CXR, colonoscopy and CT liver



Annals of Internal Medicine 1999;131:805-12 

• Reverse transcriptase polymerase chain reaction. 
• Guanylyl cyclase C messenger RNA (GCC mRNA) was found in 

the lymph nodes of all of the 10 patients who had recurring 
cancer within three years of surgery. Moreover, the protein 
did not show up in any of the samples taken from the 11 
patients who were free of disease for six years or more 
after surgery 



Lancet 2002 Jan 19, 359(9302):219-25

• Counting alleles to predict recurrence of early-
stage colorectal cancers

• Allelic imbalance is a better predictor of prognosis 
than histopathological stage



NEJM June 15, 2000 
A Comparison of Colonoscopy and Double-Contrast 
Barium Enema for Surveillance after Polypectomy

• In patients who have undergone colonoscopic polypectomy, 
colonoscopic examination is a more effective method of 
surveillance than double-contrast barium enema. (N Engl J 
Med 2000;342:1766-72.) 



Screening

Beginning age 50
• Digital rectal examination, faecal occult blood 

yearly plus sigmoidoscopy every 5 years
• Barium enema every 5-10 years
• Colonoscopy every 10 years
• Stool genetic tests
  Some form of screening is better than none
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