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Open access colonoscopy for suspected

colonic neoplasia
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SUMMARY An open access endoscopy service for direct referral of patients suspected to have colonic
neoplasia has been analysed. In the first year of the service 137 patients were referred by 52 general
practitioners. The most common reason for referral was rectal bleeding (58%). Colonoscopy was
done without outpatient consultation or barium enema examination in 130 patients: there were no
complications. The diagnostic yield was 57%: 34 patients (25%) had neoplasia (cancer 14, adenoma
20), which was higher than the yield of neoplasia in patients referred for open access double contrast
barium enema during the same period. Only nine patients (7% ) needed further investigation because
colonoscopy was incomplete and 21 (16%) were treated by polypectomy at the diagnostic

colonoscopy.

Colonoscopy is increasingly the first line investigation
for large bowel disease, particularly for patients with
colonic bleeding.'* This is because colonoscopy is
potentially more accurate than barium enema for the
diagnosis of colorectal neoplasia’* and, in some
cases, treatment — for example, polypectomy, can
be undertaken during the examination. Referral
for colonoscopy is usually restricted to hospital
specialists. The majority of patients with colonic
neoplasia, however, present initially to their general
practitioner (GP). Where GPs have direct access to
barium enema investigation the diagnostic yield
among GP and hospital referred patients is similar,*
but those found to have a polyp also undergo
endoscopic polypectomy. Open access fibreoptic
sigmoidoscopy has been reported® but has the major
limitation that a complete examination of the colon is
not possible. We report initial results of a study of
open access colonoscopy for patients with suspected
colonic neoplasia.

Methods

PATIENTS
Introduction of the open access colonoscopy service
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was by personal letter to 152 of 230 GPs in the
Southampton and South West Hampshire Health
District whose practice was closest to the hospital at
which the service was based. The total population of
the district is approximately 443 600. It was suggested
that patients with suspected neoplasia or rectal
bleeding were particulary suitable for investigation
by colonoscopy but no exclusion criteria were laid
down.

Patients were referred by letter direct to the
endoscopy department and not to a particular con-
sultant. It was assumed that anorectal pathology had
been excluded by the GP and all patients were sent an
appointment for colonoscopy without hospital con-
sultation or examination. An information booklet’
and bowel preparation was sent to the patient with
their appointment. Bowel preparation consisted of
Picolax™ (Ferring AB, Sweden), one sachet and
X-prep™ (Napp Laboratories), 75 ml taken together
24 hours before examination and Picolax, one sachet,
alone on the morning of the examination. Patients 80
years or older were admitted to hospital one day
before colonoscopy for bowel preparation to be
carried out.

Patients were interviewed and examined by the
endoscopist immediately before colonoscopy to
ensure there were no contraindications to the pro-
cedure. Endoscopy was done, usually under sedation
with diazemul (10-20 mg) and pethidine (50 mg) iv,
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by an experienced colonoscopist or a trainee under
supervision.

After the procedure the patient was given the
result and referred back to their GP for further
management. A full report was sent to the GP by
post, or in cases of urgency, by telephone.

In order to provide a comparison, a prospective
audit was done with 100 consecutive patients referred
for diagnostic colonoscopy from the surgical out-
patient department, all of whom had had previous
rigid sigmoidoscopy, and 100 consecutive referrals
from GPs for double contrast barium enema exami-
nation (open access barium enema) in the same
hospital.

Results

In one year 137 referrals were received from 52 GPs
in 38 practices. Six patients did not keep their
appointment for colonoscopy — one was moving out
of the area, two had remission of symptoms and did
not wish any investigation, and three preferred not to
have endoscopy. One patient presenting to the
endoscopy unit had jaundice and it was felt colono-
scopy was contraindicated (subsequent gastroscopy
showed oesophageal varices). The increased work-
load generated by the service (approximately three
examinations per week) was managed within existing
endoscopy sessions, mainly by increasing the number
of examinations per session.

Colonoscopy was carried out on 130 patients (age
range 20-83, median 65 years). The time from
referral to examination was three to 39 days (median
23 days) excluding five patients who declined their
first appointment because it was inconvenient. The
presenting symptoms and indications for colono-
scopy are listed in the Table. Evidence of bleeding
(overt or occult bleeding per rectum or iron
deficiency anaemia) was present in 76 patients
(58%). Abdominal pain was thc second most

Table Presenting symptoms in 130 patients undergoing
open access colonoscopy and their predictive value for cancer

Svmptom (alone or as one +ve predictive

of several symptoms) n (%) value for cancer
Bleeding per rectum 49 (38) 18%
Abdominal pain 46 (35) 7%

Change of bowel habit 34 (26) 26%

Diarrhoca 27 21 7%
Constipation 16 (12) 0

+ve faecal occult blood test* 16 (12) 37%

Anaemia (iron deficient) 11 (8) 9%

Other 19 (15) -

*All patients were symptomatic — that is, stool test was not part of a
screening programme.

Open access colonoscopy._

Colitis 5

Other 5 (4%)

Diverticulosis 31
(24%) Adenoma 20

(15%)

(11%)

Normal 565
(42%)

Other:
Benign stricture 4
Angiodysplasia 1

Fig. 1
GP.

Diagnosis at colonoscopy in 130 patients referred by

common complaint (46 patients (35%)) and in half of
these was the sole symptom.

The colonoscope was passed to the caecum in 105
patients (81%). In a further 16 patients a diagnosis
was established although the whole colon was not
examined (cancer 11, non-malignant stricture four,
irritable bowel syndrome one). Thus no definite
result was obtained in nine patients (7% ), including
two in whom colonoscopy was prevented by unsatis-
factory bowel preparation, and these required
further investigation. No complications occurred
during colonoscopy.

Colonoscopy in all 130 patients gave a total
diagnostic yield of 57% (Fig. 1). Neoplastic disease
was found in 33 (25%); cancer in 14 (five Duke’s
stage A; three stage B; six stage C) and adenomatous
polyps in 20. In two cases of cancer the lesion,
although invasive, was contained within an adeno-
matous polyp and after a careful review of the
histology both were found to fulfil the criteria for
endoscopic management.® These tumours were
assumed to be Duke’s stage A. A total of 33
adenomatous polyps were removed from 19 patients,
seven patients had multiple polyps, and one patient
with a large villous adenoma of the rectum was
referred for surgery. Two cancers and six polyps were
proximal to the splenic flexure.

The diagnostic yield in hospital referred colono-
scopy patients (Fig. 2b) was similar to that for the
open access colonoscopy patients whereas the
yield from GP referred open access barium enemas
(Fig. 2a) was lower and the proportion of cases of
neoplasia was less than for open access colonoscopy.
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Fig. 2 Diagnosis in 100 consecutive patients referred for:
(a) barium enema (G P referrals); (b) colonoscopy (surgical
outpatient referrals).

Discussion

Direct referral for colonoscopy should offer
increased diagnostic accuracy for mucosal diseasc
and, by combining polypectomy with the diagnostic
investigation, reduce the number of patients requir-
ing multiple procedures. The diagnostic yield in
patients referred by their GP for open access colono-
scopy (OAC) was greater than in those patients
referred for barium enema and similar to that of
hospital referred patients. This applies not only to the
diagnosis of neoplastic lesions but also for other
mucosal diseases such as colitis. In addition, 21
patients (16%) had definitive treatment (poly-
pectomy) during their diagnostic examination saving
these patients a second procedure. A negative or
normal examination is also of importance,’ however,
not least because the patient can be reassured that

Tate and Royle

their symptoms are innocent. Colonoscopy appears
to be more specific for the exclusion of mucosal
disease than barium enema'" and therefore a
negative result may be of greater value.

Colonoscopy does carry a greater risk of complica-
tions than barium enema. This small risk must be
weighed against the increased accuracy and thera-
peutic opportunity. The number of patients in this
study is relatively small but we did not encounter any
complications, endoscopic or medical, among
patients referred for open access colonoscopy despite
14% being 80 years or over and approximately 30%
having coexisting diseases such as ischaemic heart
discasc, diabetes mellitus or chronic respiratory
disease. Thus, we have encountered no problems
because patients had not had a prior consultation and
examination at the hospital.

Many hospitals allow GPs to refer patients for
radiological investigation of the gastrointestinal tract
but not for endoscopy. Selection of patients by
general practitioners for open access upper gastro-
intestinal investigation is usually as good as that of
their hospital colleagues® " and sometimes better."

We have shown a similar result for large bowel
investigation. We would not suggest, however, that
cndoscopy is the method of choice in every case. The
sclection of patients likely to have mucosal abnor-
mality is important otherwise the service will be
unable to meet demand and potential cost benefit will
be lost.” Some of the patients referred during this
study might have been considered unsuitable for
primary colonoscopy, for example, the 23 patients
with abdominal pain without associated rectal bleed-
ing or two patients who had palpable rectal tumours
(onc malignant, one benign). No detailed advice was
given to GPs, however, on which paticnts to refer and
the comparison colonoscopy group suggests that
there is similar scope for improved patient selection
among hospital practitioners. More cfficient use of
existing endoscopy lists, as suggested by a Working
Party of the British Socicty of Gastroenterology,”
could provide the additional facilities to offer open
access colonoscopy.

Symptoms alone are not always reliable for the
selection of patients with mucosal discase. Rectal
bleeding is one that may be particularly appropriate’
but non-bleeding patients should not be excluded
from open access colonoscopy. The single most
accurate predictor of neoplasia in this study was
a positive Haemoccult faccal occult blood test
(™ Smith Kline Instruments Inc) which has been
suggested previously as being of value in the identi-
fication of patients likely to have neoplasia."

An alternative investigation is fibreoptic sigmoido-
scopy which, like barium enema, rcquires no
sedation. Worthwhile results have been reported
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with an open access service’ but, unlike barium
enema and colonoscopy, complete examination of
the colon cannot be achieved. Approximately 15-
40% of patients with neoplasia have disease proximal
to the splenic flexure® ' and if a lesion is present in
the distal colon a proximal synchronous lesion will
not be excluded. Furthermore adenomatous polyps
that are found should not be removed unless full
bowel preparation has been given. Thus flexible
sigmoidoscopy must be regarded as preparatory to
the main investigation (whether barium enema or
colonoscopy) in the large majority of patients. When
colonoscopy is incomplete, however, it may provide
no more information than could be obtained by
flexible sigmoidoscopy. The reported rate of com-
plete examination at colonoscopy varies but for an
open access diagnostic service to be of value com-
plete colonoscopy must be avhieved in a high pro-
portion of cases. This requires an experienced
endoscopist to be present at every examination.

In summary we have found open access colono-
scopy to be well utilised by GPs with a high yield of
colonic neoplasia (25%), with a higher than expected
proportion of early cancers (Duke’s A), and non-
neoplastic mucosal lesions (8%). As well as having a
high sensitivity for mucosal abnormalities colono-
scopy is also specific which is important for any
diagnostic service. The opportunity to treat some
patients during their diagnostic examination is an
advantage of open access colonoscopy over open
access upper gastrointestinal endoscopy which is
already well established in many centres."” The aim of
this study was to investigate whether open access
colonoscopy is a practical and advantageous diag-
nostic method. We suggest that our results have
shown this to be so and conclude that all medical
practitioners should be able to refer patients for
primary colonoscopy when mucosal abnormalities
are suspected.
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