
24

Cl
in

ic
al

Pr
es

en
ta

ti
on

W
or

k 
U

p
Fi

nd
in

gs

Predunculated polyp (adenoma 
[tubular, tubulovillous, or villous]) 

with invasive cancer

Observe or See 
Primary Treatment 

(Slide 3)

Fragmented 
specimen or 

margin cannot be 
assessed or 
unfavorable 
histological 

featuresd

See Primary and 
Adjuvant Treatment 

(Slide 3)

Sessile polyp (adenoma [tubular, 
tubulovillous, or villous]) with 

invasive cancer

•Pathology reviewb,c

•Colonoscopy
•Marking of cancerous polyp site 
(at time of colonoscopy or 
within 2 wks)

Single specimen, completely 
removed with favorable 

histological featuresd and clear 
margins (T1 only)
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Observe (Slide 3)

Fragmented 
specimen or 

margin cannot be 
assessed or 
unfavorable 
histological 

featuresd

See Primary and 
Adjuvant Treatment 

(Slide 3)

•Pathology reviewb,c

•Colonoscopy
•Marking of cancerous polyp site 
(at time of colonoscopy or 
within 2 wks)

Single specimen, completely 
removed with favorable 

histological featuresd and clear 
margins (T1 only)
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• History and  physical every 3-6 mo for 2 y, then every 6 mo for a total of 5 y.
• CEAt every 3-6 mo for 2 y, then every 6 mo for a total of 5y for T2 or greater lesions
• Chest/abdominal/pelvic CT annually x 3y for patients at high risk of recurrenceu,v

• Colonoscopy in 1 y except if no preoperative colonoscopy due to obstructing lesion, colonoscopy in 3-6 mo: if abnormal repeat in 1 y; if no advanced adenoma,w repeat in 3 y, then 
every 5 yx

• Consider proctoscopy every 6 mo x 5  y for patients status post LARy

• PET scan is not routinely recommended
• See NCCN Principles of Survivorship
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Transabdominal
resectionf

Transanal excision, if 
appropriatef (cat 2B for T2)

T1-T2, NX;
High risk 
featuresg

T1-2, N0e T3, N0 or T any, N1-2

T1, NX;
Margins 
negative

pT3, N0, M0 
or pT1-3, N1-2

pT1-2, 
N0, M0

Observe

5-FU± leucovorin or 
FOLFOXj (cat 2B) or 
capecitabinej (cat 2B),

then continuous 5-FU/RT 
or bolus 5-FU + 

leucovorin/RT (cat 2B) or 
capecitabine/RTk (cat 

2B), then 5-FU ± 
leucovorin or FOLFOXj

(cat 2B) or capecitabinej

(cat 2B)

Observe
Transabdominal

resectionf 

(see above)

5FU/RT

T2, NX;
Margins 
negative

Transabdominal
resectionf

Preoperative 5-FU/RT
(preferred) (cat 1 for node 

positive disease) or bolus 5-FU 
+ leucovorin/RT or 

capecitabine/RTk (cat 2B)

pT3, N0, M0l,m

or pT1-3, N1-2
pT1-2, 
N0, M0

Observe

5-FU ± leucovorin or 
FOLFOXj,o (cat 2B) or 

capecitabinej (cat 2B), then 
continuous 5-FU/RT or 

bolus 5-FU + 
leucovorin/RT (cat 2B) or 
capecitabine/RTk (cat 2B) 
then 5-FU ± leucovorin or 

FOLFOXj,o (cat 2B) or 
capecitabinej (cat 2B)

Transabdominal
resectionf

5-FU ±
leucovorin (cat 

1) or 
FOLFOXj,o
(cat 2B) or 

capecitabinej

(cat 2B)

5-FU ± leucovorin
or FOLFOXj,o (cat 
2B) or capecitabine

(cat 2B)

Continuous IV 5-
FU/RT or bolus 5-

FU + leucovorin/RT 
or capecitabine/RT 

(cat 2B)k

Resection, if 
possible

Any T

T4 and/or 
locally 

unresectable

Consider 
systemic chemo

T3, N0 or T any, N1-2
Patients with medical contraindication to 

combined modality therapy.

Serial CEA elevation or documented recurrence

See Workup and Treatment (Slide 6)
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See Primary Treatment (Slide 3)

Rectal cancer 
appropriate for 

resection

•Biopsy
•Pathology Review
•Colonoscopya

•Rigid Proctoscopy
•Chest/Abdominal/pelvic CT
•CEA
•Endorectal ultrasound or 
endorectal or pelvic MRI

•Enterostomal therapist as 
indicated for preoperative 
marking of site, teaching

•PET scan is not routinely 
indicated

T1-2, N0e T3, N0 or T any, 
N1-2

T4 and/or Locally 
Unresectable

T any, N any, M1 
Resectable
Metastases

T any, N any, M1 
Unresectable
Metastases or 

Medically Inoperable

See Primary Treatment (Slide 4)

Rectal Cancer Treatment GuidelinesRectal Cancer Treatment Guidelines
Slide 3Slide 3
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Staged or synchronous 
resection of metastasesf

+ rectal lesion

See 
Chemotherapy 
for Advanced 
or Metastatic 
Disease

Consider continuous IV 5-
FU/pelvic RT or bolus 5-
FU + leucovrin/pelvic RT 
or capecitabine/RTk (cat 

2B)

5-FU ± leucovorin or 
FOLFOXj,o (cat 2B) or 

capecitabinej (cat 2B), then
continuous 5-FU/RTr or 

bolus 5-FU + 
leucovorin/RTr (cat 2B) 

capecitabine/RTk,r (cat 2B), 
then 5-FU ± leucovorin or 

FOLFOXj,o (cat 2B) or 
capecitabinej

5-FU ± leucovorin  x 6 
mo or FOLFOX +/-
bevacizumabq x 4-6 

mo (cat 2B) or 
FOLFIRI +/-

bevacizumabq x 4-6 
mo (cat 2B) or 

CapeOx +/-
bevacizumabq
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Continuous IV 5-
FU/pelvic RT or 

bolus 5-FU + 
leucovorin/pelvic RT 
or capecitabine/RTk

(cat 2B)

T any, N any, M1 Resectable synchronous metastasesp

Staged or 
synchronous 
resection of 

metastasesf and 
rectal lesion

Staged or synchronous 
resection of metastasesf

and rectal lesion

T1-2, 
N0, M1

T3-4, any N or 
any T, N1-2

Combination chemotherapy 
(FOLFOX + bevacizumab or 
FOLFIRI + bevacizumab or 
CapeOx + bevacizumab) q

5FU/RT or 
capecitabine/RTk

(cat 2B)or 
Resection of 

involved rectal 
segment or 

Laser recanalization
or

Diverting colostomy 
or

Stenting or 
Chemotherapy 

alones

Symptomatic Asymptomatic

Combination chemo (2-3 
mo) (FOLFOX +

bevacizumab or FOLFIRI +
bevacizumab or CapeOx +

bevacizumab)q

5-FU±leucovorin  or 
FOLFOX +

bevacizumabq (cat 2B) 
or FOLFIRI +

bevacizumabq (cat 2B) 
or CapeOx + 

bevacizumabq (cat 2B)

Continuous IV 5-
FU/pelvic RT or 

bolus 5-FU + 
leucovorin/pelvic 

RT or 
capecitabine/RTk

(cat 2B)

Staged or 
synchronous 
resection of 

metastasesf and 
rectal lesion

• History and  physical every 3-6 mo for 2 y, then every 6 mo for a total of 5 y.
• CEAt every 3-6 mo for 2 y, then every 6 mo for a total of 5y for T2 or greater lesions
• Chest/abdominal/pelvic CT annually x 3y for patients at high risk of recurrenceu,v

• Colonoscopy in 1 y except if no preoperative colonoscopy due to obstructing lesion, colonoscopy in 3-6 mo: if abnormal repeat in 1 y; if no advanced adenoma,w repeat in 3 y, then 
every 5 yx

• Consider proctoscopy every 6 mo x 5  y for patients status post LARy

• PET scan is not routinely recommended
• See NCCN Principles of Survivorship

Reassess 
response to 
determine 
resectability

Serial CEA elevation or documented recurrence

See Workup and Treatment (Slide 6)

Rectal Cancer Treatment GuidelinesRectal Cancer Treatment Guidelines
Slide 4Slide 4

T any, N any, M1 
Unresectable

synchronous metastasesp

or medically inoperable
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•Chest/Abdominal/pelvic CT
•Consider PET scan

•Reevaluate chest/ 
abdominal/pelvic CT 
scan in 3 mo

•Consider PET

Serial CEA 
elevation

Documented 
metachronousp,z

metastases by CT, 
MRI, and/or biopsy

Resection, if feasible ±
IORTi

Positive Findings

Isolated pelvic/anastomotic
recurrence

Negative Findings
Preoperative 

continuous 5-FU 
IV+ RT, if not 

given previously

All other metastases

See Treatment for 
Documented Metachronous

Metastases (Slide 6)

See Treatment for 
Documented Metachronous

Metastases (Slide 6)

Rectal Cancer Treatment GuidelinesRectal Cancer Treatment Guidelines
Slide 5Slide 5



30 Documented 
Metastasesp,z by 
CT, MRI, and/or 

biopsy

Resectablef,z metachronous
metastases

PET scan

Unresectable (potentially convertiblef or 
unconvertible)

Resectablef Unresectable

No previous 
chemotherapy

Previous chemotherapy • Previous adjuvant 
FOLFOX within 
past 12 mo

• Previous adjuvant 
FOLFOX >12 mo

• Previous 5-FU/LV or 
capectitabine 

• No previous 
chemotherapy

Active Chemotherapy Regimenbb or Observation

FOLFIRI and + 
bevacizumab

Previous adjuvant FOLFOX > 
12 mo or Previous 5-FU/LV or

capecitabine or No previous 
chemotherapy

FOLFIRI +
bevacizumab

Previous adjuvant 
FOLFOX w/n 12 

mo

Converted to 
resectablef

Active chemo 
regimen

Remains unresectable

Active Chemotherapy Regimenbb or 
Observation

Tr
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en

t
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p

Converted to 
resectablee

Unresectable

Re-evaluate for 
conversion to 

resectablef every 2 mo

Resectionaa

Resectionaa or 
Neoadjuvant

chemo (2-3 mo)

Resectionaa

No ResponseResponse

Repeat initial 
chemo

Resection or 
Neoadjuvant

chemo (2-3 mo)

FOLFOX +
bevacizumab

bb

Active chemo 
regimen

Rectal Cancer Treatment GuidelinesRectal Cancer Treatment Guidelines
Slide 6Slide 6



31

aAll patients with colon cancer should be counseled for family history. Patients with suspected HNPCC, FAP, and attenuated FAP, see NCCN Colorectal Cancer Screening Guidelines.
bConfirm the presence of invasive cancer (pT1). pTis has no biological potential to metastasize.
cIt has not been established if molecular markers are useful in treatment determination (predictive markers) and prognosis. College of American Pathologists. eSee NCCN Principles of 
Pathologic Review – Endoscopically removed malignant polyp.
eT1-2, N0 should be based on assessment of endorectal ultrasound or MRI.
fSee NCCN Principles of Surgery
gHigh risk features include positive margins, lymphovascular invasion and poorly differentiated tumors.
hSee NCCN Principles of Adjuvant Therapy
iSee NCCN Principles of Radiation Therapy
jThe use of FOLFOX or capecitabine is an extrapolation from the available data in colon cancer. Trials are still pending in rectal cancer.
kData regarding the use of capecitabine/RT is limited and no phase III randomized data are available. Trials are pending.
lThe use of agents other than fluoropyrimidines are not recommended concurrently with RT.
mFor patients with proximal T3, N0 disease with clear margins and favorable prognostic features, the incremental benefit from RT is likely to be small. Consider chemotherapy alone.
nPostop therapy is indicated in all patients who receive preop therapy, regardless of the surgical pathology results.
oAn ongoing Intergroup trial compares 5-FU-leucovorin, FOLFOX and FOLFIRI after surgery.
pDetermination of tumor KRAS gene status. See NCCN Principles of Pathologic Review – KRAS Mutation Testing.
qThe safety of administering bevacizumab pre or postoperatively, in combination with 5-FU-based regimens, has not been adequately evaluated. There should be at least a 6 wk interval 
between the last dose of bevacizumab and elective surgery. There is an increased risk of strok and other arterial events especially in patients 65 years and older. The use of bevacizumab
may interfere with wound healing.
rRT only recommended for patients at relative risk for pelvic recurrence.
sSee Chemotherapy for Advanced or Metastatic Disease
tIf a patient is a potential candidate for resection of isolated metastasis.
uDesch CE, Benson III AB, Somerfield MR, et al. Colorectal cancer surveillance: 2005 update of the ASCO Practice Guideline.
vCT scan may be useful for patients at high risk for recurrence (eg, lymphatic or venous invasion by tumor, or poorly differentiated tumors).
wVillous polyp, polyp > 1 cm, or high grade dysplasia.
xRex, DK, Kahi, CJ, Levin B, et al. Guidelines for colonoscopy surveillance after cancer resection, Gastroenterology 2006; 130:1865-71.
yPatients with rectal cancer should also undergo limited endoscopic evaluation of the rectal anastomosis to identify local recurrence. Optimal timing for surveillance is not known. No 
specific data clearly support rigid versus flexible proctoscopy. The utility of routine endoscopic ultrasound for early surveillance is not defined.
zPatient should be evaluated by a multidisciplinary team including surgical consultation for potentially resectable patients.
aaHepatic artery infusion +/- systemic 5-FU/leucovorin (cat 2B) is also an option at institutions with experience in both the surgical and medical oncologic aspects of this procedure.
bbTherapy may be considered for a maximum of 6 months.
SOURCE: NCCN Rectal Cancer Treatment Guidelines v.2.2009.
NOTE: All recommendations are category 2A unless otherwise indicated.
CLINICAL TRIALS: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.
INTERVENTIONAL RADIOLOGY: Consider Interventional Radiology techniques with unresectable metastatic disease.
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