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INDICATIONS FOR USE OF 18F-FDG PET/CT IN THE MANAGEMENT 
OF PATIENTS WITH COLORECTAL CANCER  

Positron Emission Tomography using radio-labelled glucose (18F-FDG) has been shown in 
many studies to be more accurate than standard staging investigations using CT scanning 
for the detection of occult metastatic disease. Recent evidence (HTA, 2007; Fletcher et al, 
2008) confirmed earlier findings that there were cost effective indications for the use of 
PET/CT scanning in the management of colorectal cancer. This review is part of a planned 
revision of PET CT guidelines and takes into account latest evidence, clinical guidelines and 
expert opinion. There have been no significant alterations to the routine indications in the 
original document. 
 
There is insufficient evidence to support PET/CT in the routine staging of all newly 
diagnosed colorectal tumours. All patients with metastatic colorectal cancer (mCRC) being 
considered for treatments with surgery or non-surgical therapy (chemotherapy and/or 
radiotherapy) are discussed and imaging reviewed at a colorectal cancer multidisciplinary 
team (MDT) meeting. Despite increasing interest in the use of PET CT to assess disease 
response to treatment there remains insufficient evidence to justify its routine use at this 
present time. 
 
As with all cases, PET referrals should only be considered where the outcome of the 
investigation will directly influence individual patient management and treatment.  
 
Routine Indications 

• Patients with apparently organ-restricted liver or lung metastases (either at primary 
presentation or during follow-up) who are being considered for resection. A PET/CT 
scan should be considered prior to the administration of cytoreductive chemotherapy.  
 

• In selected patients with other sites of oligometastatic disease (e.g. peritoneal, 
adrenal) where treatment with curative intent is being considered following 
appropriate conventional imaging and MDT discussion. 
 

• In patients with either rising CEA levels or clinically suspected local/presacral relapse 
where conventional imaging is negative/inconclusive 

 
Non routine 

• In the staging of anal cancer only when there are equivocal findings on conventional 
staging with CT/MRI and where PET CT would directly influence the patient's 
management 
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Future Considerations 
These guidelines will be reviewed on an ongoing basis to incorporate any change in existing 
evidence base, particularly with regards to disease response assessment.  
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NOTE 
This guideline is not intended to be construed or to serve as a standard of care. Standards of care are 
determined on the basis of all clinical data available for an individual case and are subject to change 
as scientific knowledge and technology advance and patterns of care evolve. Adherence to guideline 
recommendations will not ensure a successful outcome in every case, nor should they be construed 
as including all proper methods of care or excluding other acceptable methods of care aimed at the 
same results. The ultimate judgement must be made by the appropriate healthcare professional(s) 
responsible for clinical decisions regarding a particular clinical procedure or treatment plan. This 
judgement should only be arrived at following discussion of the options with the patient, covering the 
diagnostic and treatment choices available. It is advised, however, that significant departures from the 
national guideline or any local guidelines derived from it should be fully documented in the patient’s 
case notes at the time the relevant decision is taken. 
 


