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The value of flexible sigmoidoscopy for
patients with bright red rectal bleeding

Objective. To review the diagnostic yield of flexible sigmoidoscopy in patients
presenting with bright red rectal bleeding.
Design. Retrospective study.
Setting. University teaching hospital, Hong Kong.
Subjects and methods. Patients who underwent flexible sigmoidoscopy between
January 1995 and April 1996 for investigation of bright red rectal bleeding
were recruited. The extent of the endoscopic examination, complications, and
endoscopic findings were recorded.
Results. A total of 1052 patients were included in the study. The mean length
of endoscopic examination was 55 cm. There were no complications attributed
to the procedure. Thirteen (1.2%) patients aged from 41 to 87 years were found
to have malignant tumours that were not palpable on digital examination. All the
tumours were moderately differentiated adenocarcinoma. Two patients had
synchronous liver metastasis at presentation. Adenomatous polyps were detected
in 81 (7.7%) patients, of whom 76 were older than 40 years. The majority of
polyps were tubular adenomas associated with mild or moderate dysplasia. Other
endoscopic findings included hyperplastic and juvenile polyps, proctocolitis,
diverticulosis, irradiation colitis, ischaemic colitis, rectal ulcers, and infective
colitis. The overall diagnostic yield was 21.1%. No mucosal lesion was detected
by flexible sigmoidoscopy in 78.9% of patients in whom the rectal bleeding was
due to either haemorrhoids or anal fissure.
Conclusions. Cancer was detected in 1.2% and adenomatous polyps in 7.7%
of patients with bright red rectal bleeding using flexible sigmoidoscopy. All
cancers and 94% of adenomatous polyps were detected in patients older than
40 years. Flexible sigmoidoscopy appears to be a valuable initial investigation
for bright red rectal bleeding in patients older than 40 years.
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Introduction

Since its introduction in the 1970s, flexible sigmoidoscopy has been widely used
for the investigation of patients with lower gastrointestinal tract symptoms. Bowel
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preparation with a single phospho-soda enema prior to
the examination is usually effective for providing a clear
view of the rectum and distal colon.1 Patient acceptance of
this procedure is high.2 For properly trained personnel,
endoscopy can be performed as an office procedure without
sedation. Since the majority of colorectal neoplasms are
located in the distal large bowel, sigmoidoscopy using a
standard 60-cm flexible sigmoidoscope can reveal two thirds
of these lesions.3

Bright red rectal bleeding is one of the most common
presentations encountered by colorectal surgeons. Whether
the entire large bowel should be examined following
presentation with this common problem remains contro-
versial. The purpose of this retrospective study was to evalu-
ate the diagnostic yield of flexible sigmoidoscopy in the
investigation of bright red rectal bleeding.

Subjects and methods

A retrospective study of patients presenting with bright red
rectal bleeding who underwent flexible sigmoidoscopy
between January 1995 and April 1996 in the Department
of Surgery, Queen Mary Hospital (QMH), was conducted.
Inclusion criteria for recruitment were as follows:
(1) age 16 years or older;
(2) absence of other bowel symptoms, including altered

bowel habit, abdominal pain, tenesmus, or passage of
mucus;

(3) no previous history of colorectal cancer or inflamma-
tory bowel disease; and

(4) no family history of familial adenomatous polyposis or
hereditary non-polyposis colorectal cancer.

A total of 1052 patients were included in the study.
All patients had the passage of fresh blood as their chief
complaint. Haemorrhoids or anal fissures were believed to
be the cause of bleeding for the majority of patients before

sigmoidoscopy was performed. Patients with significant
additional bowel symptoms underwent colonoscopy or
barium enema study instead of sigmoidoscopy. Patients
with a palpable rectal tumour at digital examination were
excluded. The procedures were performed by colorectal
surgeons or by surgical trainees under supervision in the
endoscopy suite. A single Fleet enema (CB Fleet Co. Inc.,
Lynchburg, US) was administered approximately 1 hour
before sigmoidoscopy. The procedure was performed
with the patient in the left lateral position, and a standard
60-cm fibreoptic flexible sigmoidoscope (Olympus CF-
P20S; Olympus Optical Co., Ltd., Tokyo, Japan) was used.
No patients required sedation. Endoscopic findings were
recorded in a computer database.

Results

During the study period, 537 men and 515 women present-
ing with bright red rectal bleeding underwent flexible
sigmoidoscopy. Patients’ ages ranged from 16 to 96 years
(mean, 54 years). Complete sigmoidoscopy to 60 cm was
achieved in 862 patients. Incomplete examinations were due
to poor bowel preparation for most patients. Other causes
included obstructive lesions, poor pain tolerance, and an
acute kink in the bowel loop. The mean length of examin-
ation for incomplete examination was 32 cm. The endoscope
could be introduced into the descending colon or more
proximally in 879 patients. The overall mean length of
examination was 55 cm. There were no complications
attributed to the procedure.

 Thirteen (1.2%) patients had malignant tumours detected
by sigmoidoscopy. The location of the tumours is shown in
the Fig. The mean age of these patients was 69 years (range,
41-87 years) [Table 1]. Two patients had synchronous liver
metastasis. Twelve patients subsequently underwent sur-
gical resection. Histological examination showed Dukes’
A disease in four patients, Dukes’ B in six patients, and

Fig. Location of cancers identified by flexible sigmoidoscopy
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Dukes’ C in two patients, including one with liver metastasis.
All tumours were identified as moderately differentiated
adenocarcinoma.

 Eighty-one (7.7%) patients aged from 35 to 86 years
were found to have one or more adenomatous polyps
(Table 2). Ninety-four percent of these patients were older
than 40 years. All of these patients subsequently underwent
full colonoscopy, and 127 adenomatous polyps were endo-
scopically removed. No malignant tumours were detected
during colonoscopy in this group of patients. The majority
of the polyps were tubular adenomas with mild or moderate
dysplasia. Hyperplastic polyps were found in 29 patients.
Five of these patients had co-existing hyperplastic and
adenomatous polyps. Juvenile polyps were diagnosed in two
patients.

 Proctocolitis was detected in 39 patients. Histological
examination revealed ulcerative colitis in two patients, and
non-specific inflammation in the remainder. Diverticulosis,
irradiation colitis, ischaemic colitis, rectal ulcers, or infec-
tive colitis, were identified in 63 patients. No mucosal le-
sions were detected in the remaining 830 patients in whom
the rectal bleeding was attributed to either haemorrhoids
or anal fissure. The overall diagnostic yield for flexible
sigmoidoscopy was 21.1% and the yield for neoplastic
lesions was 8.9%. There was no significant difference in
the endoscopic findings for procedures performed by
colorectal surgeons compared with those performed by
trainees under supervision.

Discussion

Rectal bleeding is a common clinical problem. Approxi-
mately one in seven persons aged from 20 to 64 years have
a history of rectal bleeding.4 Among local colorectal sur-
gical units, there is currently no consensus as to how pa-
tients should be further investigated if an obvious anal cause
for the bleeding is identified. Some investigators have

suggested that colonoscopy should be performed for all
individuals presenting with rectal bleeding because of the
potentially high diagnostic yield of abnormal findings, in-
cluding neoplastic disease.5-7 Colonoscopy, however, causes
inconvenience to patients due to the need for thorough bowel
preparation. The procedure may also cause intense ab-
dominal pain and necessitate use of sedatives, and may be
complicated by bowel perforation and bleeding. Routine
colonoscopy for investigation of rectal bleeding is also not
desirable in the presence of limited health resources.
The use of flexible sigmoidoscopy may offer a more cost-
effective diagnostic approach, particularly for patients
presenting with only bright red rectal bleeding.

 Since the introduction of flexible sigmoidoscopy,
it has become a popular diagnostic tool for the investi-
gation of the lower gastrointestinal tract. Bright red rectal
bleeding is the most common indication for flexible
sigmoidoscopy in the unit at the QMH. It is a safe procedure,
as demonstrated by the lack of complications in a large
study involving 1015 patients.8 Compared with the trad-
itional 20-cm rigid sigmoidoscope, the diagnostic yield of
flexible sigmoidoscopy is higher.9,10

 A critical aspect of the management of patients with
bright red rectal bleeding is to determine whether there
is underlying neoplastic disease. Mehanna and Platell11

examined a group of 85 patients presenting with bright red
rectal bleeding. All patients had a benign anal cause identi-
fied for the bleeding. One patient was diagnosed with rectal
carcinoma and two patients were diagnosed with rectal
polyps at rigid sigmoidoscopy. Flexible sigmoidoscopy
was performed for the remaining 82 patients and five
further patients were found to have adenomatous polyps.

According to previous studies, the majority of neoplasms
in patients presenting with bright red rectal bleeding can be
detected by flexible sigmoidoscopy. Church12 colonoscoped
115 patients with bright red rectal bleeding and found only
one case of adenoma proximal to the splenic flexure. In a
series of 2200 patients, Shinya et al13 reported that bright
red rectal bleeding originated distal to the splenic flexure in
95% of patients. Van Rosendaal et al14 reported that 94% of
polyps (>5 mm) found in patients with bright red rectal
bleeding were detected within 60 cm of the anus. Cheung et
al15 evaluated 330 patients with rectal bleeding by flexible
sigmoidoscopy and barium enema. Cancers were found in
30 patients and 93% of these could be identified by flexible
sigmoidoscopy. The use of flexible sigmoidoscopy also
detected 88% of polyps. Conversely, Fine et al16 reported
that 9% of 217 patients with bright red rectal bleeding had
lesions beyond the reach of the sigmoidoscope, and thus
they argued that colonoscopy should be the initial diagnos-
tic approach. However, patients were excluded from that
study if blood was seen only on toilet paper after wiping
or dripping into the commode after a bowel movement,
typical indications of benign anal disease. In this study, the
overall diagnostic yield for neoplastic lesions was 8.9% in

Table 1. Age of patients found to have colorectal cancer at
flexible sigmoidoscopy

Age-group (years) No. of patients

41-50 1
51-60 1
61-70 4
71-80 6
81-90 1
Total 13

Table 2. Age of patients with adenomatous polyps detected
at flexible sigmoidoscopy

Age-group (years) No. of patients

≤40 5
41-50 15
51-60 19
61-70 17
71-80 21
>80 4
Total 81
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a group of patients for whom the cause of bleeding in the
majority was due to haemorrhoids or anal fissure. Cancer
was detected in 1.2% and polyps in 7.7% of patients by
flexible sigmoidoscopy. All cancers and 94% of adeno-
matous polyps were detected in patients older than 40 years.

Conclusion

Whether colonoscopy should be performed for all patients
presenting with rectal bleeding remains debatable. Colono-
scopy is not without risk and it imposes higher costs and
greater discomfort and inconvenience for patients than does
flexible sigmoidoscopy. It is thus our considered opinion
that flexible sigmoidoscopy is a valuable initial investiga-
tion for patients older than 40 years presenting with bright
red rectal bleeding.

References

1. Preston KL, Peluso FE, Goldner F. Optimal bowel preparation for
flexible sigmoidoscopy—are two enemas better than one? Gastrointest
Endosc 1994;40:474-6.

2. Winawer SJ, Miller C, Lightdale C, et al. Patient response to sigmoid-
oscopy. A randomized, controlled trial of rigid and flexible sigmoid-
oscopy. Cancer 1987;60:1905-8.

3. Christie JP. Flexible sigmoidoscopy—why, where and when? Am J
Gastroenterol 1980;73:70-2.

4. Talley NJ, Jones M. Self-reported rectal bleeding in a United States
community: prevalence, risk factors, and health care seeking. Am J
Gastroenterol 1998;93:2179-83.

5. Acosta JA, Fournier TK, Knutson CO, Ragland JJ. Colonoscopic

evaluation of rectal bleeding in young adults. Am Surg 1994;60:903-6.
6. Graham DJ, Pritchard TJ, Bloom AD. Colonoscopy for intermittent

rectal bleeding: impact on patient management. J Surg Res 1993;54:
136-9.

7. Guillem JG, Forde KA, Treat MR, Neugut AI, Bodian CA. The im-
pact of colonoscopy on the early detection of colonic neoplasms in
patients with rectal bleeding. Ann Surg 1987;206:606-11.

8. McCallum RW, Meyer CT, Marignani P, Cane E, Contino C. Flexible
sigmoidoscopy: diagnostic yield in 1015 patients. Am J Gastroenterol
1984;79:433-7.

9. Smith LE. Symposium on outpatient anorectal procedures. Flexible
fiberoptic sigmoidoscopy: an office procedure. Can J Surg 1985;28:
233-6.

10. Traul DG, Davis CB, Pollock JC, Scudamore HH. Flexible fiberoptic
sigmoidoscopy—the Monroe Clinic experience. A prospective study
of 5000 examinations. Dis Colon Rectum 1983;26:161-6.

11. Mehanna D, Platell C. Investigating chronic, bright red, rectal bleeding.
ANZ J Surg 2001;71:720-2.

12. Church JM. Analysis of the colonoscopic findings in patients with
rectal bleeding according to the pattern of their presenting symptoms.
Dis Colon Rectum 1991;34:391-5.

13. Shinya H, Cwern M, Wolf G. Colonoscopic diagnosis and manage-
ment of rectal bleeding. Surg Clin North Am 1982;62:897-903.

14. Van Rosendaal GM, Sutherland LR, Verhoef MJ, et al. Defining the
role of fiberoptic sigmoidoscopy in the investigation of patients pre-
senting with bright red rectal bleeding. Am J Gastroenterol 2000;95:
1184-7.

15. Cheung PS, Wong SK, Boey J, Lai CK. Frank rectal bleeding: a pro-
spective study of causes in patients over the age of 40. Postgrad Med
J 1988;64:364-8.

16. Fine KD, Nelson AC, Ellington RT, Mossburg A. Comparison of the
color of fecal blood with the anatomical location of gastrointestinal
bleeding lesions: potential misdiagnosis using only flexible sigmoid-
oscopy for bright red blood per rectum. Am J Gastroenterol 1999;94:
3202-10.


