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THIS FACTSHEET IS ABOUT BOWEL 
CANCER
Throughout our lives, the lining of the bowel constantly renews itself. This 
lining contains many millions of tiny cells, which grow, serve their purpose 
and then new cells take their place. Each one of these millions of cells 
contains genes that give instructions to the cell on how to behave. When 
genes behave in a faulty manner, this can cause the cells to grow too 
quickly, which eventually leads to the formation of a growth that is known 
as a polyp. This is the first step on the road towards cancer.
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This leaflet was published by Guts UK charity in 2019 and will be reviewed in 2020. This leaflet was written under the direction of our Medical Director and has 
been subject to both lay and professional review. All content provided is for information only. The information found is not a substitute for professional medical 
care by a qualified doctor or other health care professional. ALWAYS check with your doctor if you have any concerns about your condition or treatment. The 
publishers are not responsible or liable, directly or indirectly, for any form of damages whatsoever resulting from the use (or misuse) of information contained or 
implied by the information in this booklet. Please contact Guts UK if you believe any information in this leaflet is in error.



WHAT ARE THE CAUSES OF BOWEL CANCER? 
We believe that all malignancies of the bowel probably start off as benign 
polyps. A polyp, or more strictly a particular type of polyp called an 
adenoma, starts as a tiny bump on the inside of the bowel. Some polyps 
remain very small throughout their lives while others grow slowly larger. At 
this stage, the lump is still benign (non-cancerous).
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In some polyps, the instructions that the genes give the cell on how to 
grow become increasingly disordered. When this happens, the cells grow 
so quickly and in such a strange way that they grow not just on the lining of 
the bowel but start to extend through the wall of the bowel. The polyp is no 
longer benign but has become malignant (cancer).

Most polyps remain benign throughout life but about one in ten will turn 
into a cancer. Broadly speaking, the larger a polyp, the more likely it is 
to become cancerous - cancer is unusual if the polyp is less than 1cm 
in diameter. We know that removing benign polyps can prevent cancer 
developing later.
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CAN BOWEL CANCER BE HEREDITARY? 
If a person is young (40-50 years of age) when bowel cancer is diagnosed 
or if cancer is very common in the family, it may be that there is an 
inherited genetic abnormality, such as Lynch Syndrome, a condition 
that increases the risk of bowel cancer. In such circumstances, brothers, 
sisters and children may be referred to a specialist for advice. If the risk 
of inherited disease is high enough some relatives may be advised to 
undergo a regular colonoscopy.

There are uncommon and inherited conditions including familial 
adenomatous polyposis (FAP) in which numerous polyps develop 
throughout the bowel and the cancer risk is greatly increased. The family 
of these patients must be carefully screened.

WHAT IS BOWEL CANCER SCREENING? 
Because polyps may bleed, one of the screening methods involves 
testing the stools chemically for traces of blood, then carrying out further 
investigations of the bowel if the test is positive. Trials of the use of these 
techniques on individuals who have no bowel symptoms have shown 
that more early cancers are being diagnosed and that early detection 
improves the chance of survival.

Mass screening of the population for bowel cancer has now started in the 
UK and is currently taking the following format:

• Those over the age of 55 are automatically invited for a one-off 
 flexible sigmoidoscopy (examination of the lower bowel, or sigmoid) 
 if it is available in their region.

• Those between the ages of 60 to 74 are automatically invited to do 
 a home stool test every two years. In August 2018 the Governments in 
 England and Wales committed to lowering the screening age from 60 
 to 50.

• Those over the age of 75 can ask for a home testing kit every two 
 years by calling the free bowel cancer screening helpline on 
 0800 707 60 60.
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WHAT ARE THE USUAL SYMPTOMS OF BOWEL CANCER? 
The development of a bowel cancer from a polyp may take between five 
and ten years, and early on there may be no symptoms at all. 

The most common symptoms are bleeding from the bowel, a change in 
bowel habit, such as unusual episodes of diarrhoea or constipation and an 
increase in the amount of mucus in the stool. A bowel cancer can enlarge 
causing partial or complete blockage of the bowel leading to abdominal 
pain, constipation and bloating. Sometimes tiny amounts of bleeding 
may go unnoticed but result in the development of anaemia, which may 
cause tiredness and a decreased ability to work and exercise. Unexplained 
weight loss is also a symptom.

Some of these symptoms are similar to those of Irritable Bowel Syndrome 
(IBS). However, a prolonged change in bowel habit lasting more than 
two or three months should always be investigated. If you have a family 
history of bowel cancer you should visit your doctor within a few weeks of 
any changes. 

Achieving a complete cure of bowel cancer usually depends on detecting 
it early on and if people wait too long before reporting symptoms, the 
opportunity to remove the cancer completely may be lost. An early 
diagnosis can also be made in the absence of symptoms by the use 
of screening.



6

HOW IS BOWEL CANCER DIAGNOSED? 
Sometimes, the doctor will be able to detect a lump in the abdomen or 
on rectal examination but tests are usually needed. The most commonly 
used are: 

• Flexible sigmoidoscopy: after an enema a flexible telescope (a long 
 thin tube with a camera at one end) is passed through the anus, into 
 the rectum and this can visualise the lowest half of the colon.

• Colonoscopy: a flexible telescope is passed through the anus into the 
 rectum but the tube is long enough to examine the entire large bowel. 
 The procedure is a little uncomfortable and most patients are offered 
 an injection to ease any discomfort.

• Barium enemas: these are rarely used nowadays. Instead you may be 
 offered a test called a CT enema (sometimes called a CT pneumocolon 
 or CT colonography) where laxatives are taken to empty the colon and 
 air or carbon dioxide gently pumped into the colon to outline its lining. 
 Sometimes a contrast dye may also be needed.

• CT scanning: this is an x-ray procedure, which has the advantage 
 (that many people appreciate) of not involving a tube being passed 
 through the anus. It is not yet as reliable as colonoscopy but its quality 
 is steadily improving and it may become more common use in years to 
 come. However if a polyp is detected, a colonoscopy will be necessary 
 to remove it.

Both flexible sigmoidoscopy and colonoscopy have the advantage that a 
small sample or biopsy can be taken to look at under the microscope. The 
above tests are used in slightly different situations depending upon the 
symptoms that patients may have and the availability of the investigations.

WHAT HAPPENS IF BOWEL CANCER IS DIAGNOSED? 
Once all the relevant information including histology, blood test and imaging 
have been collated, the case will be presented at a Multi-Disciplinary 
Meeting (MDM) where a diagnosis and management plan will be discussed 
and agreed. The oncologist will then explain this decision to the patient 
and answer any questions they may have. At this time the patient will 
probably be introduced to a clinical nurse specialist who is a senior nurse 
with expert knowledge of colorectal cancer. He or she will be fundamental 
to the patient’s treatment pathway, ensuring that it runs as smoothly as 
possible and that the patient feels supported throughout what can be a very 
distressing time. The clinical nurse specialist, rather than the doctors, will 
usually be the first point of contact throughout the whole process.
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WHAT TREATMENT IS AVAILABLE FOR BOWEL CANCER? 
Unless the tumours are very small and can be removed by a local 
operation, most cancers of the rectum need to be carefully assessed 
(usually at the MDM as above) before any surgery takes place. 

• Chemotherapy or Radiotherapy: the MD team will decide whether or 
 not the cancer can be shrunk down by radiotherapy or chemotherapy 
 before surgery as this can often improve the outcome of the cancer. 
 If so any treatment will usually be given every day for five weeks, 
 Monday to Friday, followed by a 12-week break. The patient will then 
 be rescanned and discussed again at the colorectal MDM where a 
 decision will be made on surgery. 

• Surgery: once a check has been made to ensure that there is no spread 
 anywhere else, most colon cancers are treated by surgery. This will 
 usually involve removing the cancer together with the lymph glands 
 alongside the blood vessels supplying that section of the bowel. 
 In most cases, the two ends of the bowel are joined together again 
 (anastomosis) but if an emergency operation needs to take place, it 
 may not be possible to join the bowel together straight away.

• Staging: once the bowel cancer and surrounding tissue have been 
 removed they will be examined under the microscope and only then 
 will it be possible to determine fully the stage of the cancer. If the 
 cancer is confined to the bowel wall then surgical removal alone 
 may be all that is needed. If there is any sign of spread to the local 
 lymph glands, a course of chemotherapy post-operatively may well 
 be advised. The staging and biology of a cancer can certainly impact 
 on the curative outcome and your specialist will be able to explain 
 your specific diagnosis.

• Post-surgery treatment: soon after the operation, the MDT will 
 meet again to review all the information from the operation including 
 analysis of the tumour which will reveal the specific stage of the cancer 
 (staging). Further treatment will be dependent on those results and the 
 decisions made will be explained. If there is need for further treatment 
 such as chemotherapy, then this will be arranged.
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WILL I NEED A COLOSTOMY (STOMA)? 
A cancer of the rectum very near the anal canal will be difficult to remove 
completely and in this situation it may be necessary to remove the rectum 
as well as the anus and make a permanent opening of the colon into the 
skin of the abdomen (called a colonostomy or stoma).

Although stomas are often used when emergency surgery is needed, they 
may not always be permanent. Many of the planned procedures carried 
out for colon cancer result in a temporary stoma to allow the bowel join 
(anastomosis) to heal without any faecal matter going through that area. 
Fortunately, modern surgical techniques have made the need for a stoma 
to be much less likely nowadays than in the past.

HOW WILL I BE MONITORED OVER TIME? 
If no further treatment is needed, patients will be followed up for a 
period of five years with a mixture of clinic appointments, blood tests, 
colonoscopies and scans. The follow up will be different if the patient has 
a hereditary cancer such as Lynch Syndrome. If the cancer does recur, 
there are still many options for a positive outcome.

HOW CAN I PREVENT THE CANCER FROM COMING BACK? 
A healthy life-style, a diet rich in fresh fruit and vegetables and a positive 
mental attitude together with attendance at follow up programmes seem 
to be the best advice. Experts also believe that exercise has a positive 
impact on lowering the risk of recurrent disease.

WHAT IS SECONDARY BOWEL CANCER? 
As the tumour advances, it grows through the wall of the bowel to invade 
nearby tissues and, via the blood and lymphatic systems can spread to 
other areas of the body. The most common areas for secondary bowel 
cancer to have spread to are the liver and the lungs and this may have 
already happened when the cancer is first diagnosed, or may occur at a 
later date. We call these ‘secondaries’ or, more technically, ‘metastases’.
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HOW IS SECONDARY BOWEL CANCER TREATED? 
Recently there have been many highly effective advances in the 
treatment of secondary cancers including targeted therapy for liver 
and lungs, surgery and a technique called Radio Frequency Ablation 
(RFA). Chemotherapy does not cure the disease but can be effective in 
controlling symptoms and prolonging life and is selected to provide a 
balance between the side effects and the benefits gained from treatment.

WHAT DEVELOPMENTS ARE BEING MADE IN THE TREATMENT 
OF BOWEL CANCER? 
New surgical techniques are being used to try and reduce the size of 
the abdominal wound and even remove cancers from within the bowel. 
Chemotherapy has certainly been increasingly successful over the last 
few years as a number of new drugs have become available. Aspirin-
like medicines are being studied for their effects on polyps and cancer. 
Vaccines against cancer and magic bullets to target treatment specifically 
against tumours are in the very earliest stages of development. Better 
tests for population screening are being investigated so that in the future 
it will be easier to identify cancer at an early stage.

Guts UK and the Parabola Foundation are supporting a project at the 
University of Newcastle to help predict who might develop colon cancer. 
Professor Colin Rees and his collaborators started the COLO-COHORT 
study to determine which factors are helpful to identify patients most 
at risk of polyps (adenoma) and colon cancer. The factors that will be 
investigated in the study include patient’s lifestyle factors, personal 
medical history, family history of bowel cancer, how symptom present, 
and the results of blood and stool tests. The most informative (and hence 
useful) factors will be combined into a prediction model used to estimate 
the level of risk of developing adenoma or colon cancer for individual 
patients. The model could then be used to separate patients into groups 
depending on their level of risk. Those at highest risk could receive more 
intensive monitoring. Conversely patients at much lower risk could be 
spared further colonoscopies and monitored in a less intrusive way.
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WHAT TO ASK YOUR DOCTOR?

If you have bowel cancer you will be under the care of a 
multidisciplinary team who will treat and monitor you over the long 
term. If you have any questions about your treatment or any aspect 
of your illness, don’t be afraid to ask your doctor or the nurse who is 
looking after you. It often helps to make a list of questions for your 
doctor and to take a close friend or relative with you.

For more information about research in this area please 
contact Guts UK.

gutscharity.org.uk | 020 7486 0341 | info@gutscharity.org.uk

In addition to investigating the factors named above, the COLO-COHORT 
study aims to explore a novel and promising factor: the gut microbiome. 
The team will examine whether gut bacteria are different in patients with 
and without adenomas or colon cancer. If they identify useful differences, 
gut bacteria could then be incorporated into future risk models as another 
predictive factor. For more information on this study and other Guts UK 
supported research visit www.gutscharity.org.uk



About GUTS UK
Guts UK’s vision is of a world 
where digestive disorders are 
better understood, better treated 
and everyone who lives with one 
gets the support they need.
Our mission as Guts UK is to provide expert information, 
raise public awareness of digestive health and transform 
the landscape for research into our digestive system to help 
people affected by diseases of the gut, liver and pancreas.

TURN OVER FOR 

DONATION FORM

WE ARE PASSIONATE ABOUT OUR GUTS. 
COME ON BOARD AND JOIN US.

This charity was set up to change something – 
to increase the levels of research into diseases 
of the gut, liver and pancreas so no one suffers in 
silence or alone. Since 1971 we have funded almost 
300 projects and invested £14 million pounds into 
medical research that leads to better diagnoses and 
treatments for the millions of people who, like us, 
don’t have the luxury of taking our guts for granted.

But we still have much more to do. 
Will you support Guts UK?

Give a donation today and play your part in the 
next vital research that will change things for 
future generations of people affected by the 
frustration and misery of digestive disease.

Together we can make more important change 
happen. Vital answers, new treatments and hope.

At Guts UK we only want to send you information you want to receive, the way you want to receive it. We take great care of your personal data and never sell or 
swap data. Our privacy policy is online at www.gutscharity.org.uk  and you can always change your preferences by contacting us at info@gutscharity.org.uk or 
calling 0207 486 0341.

FIND OUT MORE 
visit gutscharity.org.uk



  
 

DONATING IS EASY

1 2 3Choose whether you want to
make a one-o� donation, or
make regular donations.

 
 Enter your details 

in the form below.
Send this form, via Freepost 
to us or call us to take payment.

Name

Card no

Name(s) of Account Holder(s)

Signature(s)

Signature(s)Add Gift Aid

Payment date (not 31st) Amount

Date

Date

Instruction to your Bank or Building Society
Please pay Guts UK Direct Debits from the account detailed in 
this instruction subject to the safegaurds assured by the Direct 
Debit Guarantee.

I understand that this instruction may remain with GUTS UK and, 
if so, details will be passed electronically to my Bank/Building 
Society.

Note: 
Banks and Building Societies may not accept Direct Debit 
instructions for some types of accounts.

Bank/Building Society Accu No.

Contact number

Name and address of your Bank or Building society 

Sort code

Instruct your Bank or Building Society to pay by Direct Debit. Please fill in the form 
in ballpoint pen and send to:   

 
 

Please call me on 

I require a receipt for this donation

to take my details

Address 

I would like to support GUTS UK with a donation of

£5 £10 £25 £50 £100 £500 Other

Expiry Sec code

Address

Tel Email

Postcode

YOUR DETAILS

MAKE A ONE-OFF DONATION

SUPPORT BY REGULAR GIVING

WOULD YOU LIKE US TO STAY IN TOUCH? RECEIPT DETAILS

 DONATION
FORM

Branch name:

Address:

Postcode:

/

By post By email By telephone

Please turn every £10 you donate into £12.50 - at no extra cost to you!

Registered Charity: 1137029

I am happy for all gifts of money that I have made to Guts UK charity (Core) in the last four years and all future gifts of money that I make 
to be Gift Aid donations. I am a UK taxpayer and understand that if I pay less Tax & Capital Gains Tax in that tax year than the amount of 
Gift Aid claimed on all my donations across all charities, it is my responsibility to pay any di�erence. Guts UK charity claims 25p for 
every £1 you donate from the tax you pay for the current tax year. If your circumstances, name or address change, please do let us know.

You can donate by filling in the form below and sending it to Freepost 
RTJK-YYUL-XXSZ, Guts UK, London NW1 4LB , online at gutscharity.org.uk, 
by calling us on 020 7486 0341 or by texting GUTS18 and your donation 
amount to 70070

Freepost RTJK-YYUL-XXSZ, Guts UK, London NW1 4LB

Guts UK reference

(if di�erent
from above)

0016 /


