RECTAL BLEEDING

HISTORY

1. What is the nature of the bleeding? Colour

Bright red blood --- anorectal lesion

Darker red blood --- proximal colon

Dark, tarry, offensive stool --- malaena from upper gastrointestinal tract

2. How long has de bleeding persisted and how heavy has it been?

Sizeable fresh gastrointestinal bleeds --- angiodisplasia, ischaemic colitis, diverticular disease

Slow bleed of long duration --- carcinoma

Bleeding more frequent in ulcerative colitis than in Crohn’s disease.

3. Have there been other changes in bowel function?

Constipation --- precipitates fissures and haemorrhoids. Feature of diverticular disease or bowel tumours.

Loose frequent stools + rectal bleeding --- infective gastro-enteritis or inflammatory bowel disease. Bowel tumours.

Mucus + blood --- inflammatory bowel disease, colorectal tumours.

Steatorrhoea (malabsorption) --- Crohn’s disease

Tenesmus --- rectal tumour.

4. Does the history suggest a perianal cause of bleeding?

Perianal irritation, pain on defecation + bright red rectal bleeding --- anal fissure, haemorrhoids.

5. Is there associated abdominal pain?

A localised pain can help identify site of bleeding and pathology.

Right iliac fossa pain --- Meckel’s diverticulum in adults.

Left lower abdominal pain --- diverticular disease, ischaemic bowel.

6. What is the patient’s age?

Teenagers, young adults --- inflammatory bowel disease

Elderly --- Ischaemic colitis, angiodysplasia, diverticular disease, bowel neoplasia (hereditary bowel cancers in younger age).

7. Are the symptoms indicating systemic disease?

Malaise, fever, weight loss, anorexia --- inflammatory bowel disease (Crohn’s), bowel malignancy

8. Is there a family history of bowel disease?

First-degree relatives with bowel cancer, particularly at early age.

9. Is there any relevant past medical or drug history?

Travel history, family members affected --- infective colitis

Vascular disease --- ischaemic colitis

Bleeding disorders

Aspirin, bisphosphonates, corticosteroids, anticoagulants.

DIFFERENTIAL DIAGNOSIS

· HAEMORRHOIDS

· INFECTIVE COLITIS

· INFLAMMATORY BOWEL DISEASE

· PERIANAL FISSURE

· OTHER CAUSES IN OLDER PATIENTS:

· Rectal prolapse

· Ischaemic colitis

· angiodysplasia

· Diverticular disease

· Benign polyps/tumours

· Upper gastrointestinal haemorrhage

· Meckel’s diverticulum

EXAMINATION

· Assess general and cardiovascular status.

Acutely unwell patient with infective colitis or inflammatory bowel disease will be feverish and tachycardic

· Examine for systemic features of gastroenterological disease.

Eyes --- anaemia and jaundice. Iritis --- inflammatory bowel disease

Mouth ulcers --- Crohn’s disease


Cervical lymphadenopathy --- malignant bowel disease


Erythema nodosum --- inflammatory disease


Skin telangiectasia --- can mirror vascular lesions in bowel


Generalised wasting --- malabsorption secondary to inf. bowel disease or malignancy

· Abdominal examination.

Scars of previous surgery

Distension --- obstruction

Tenderness, abdominal masses, hepatomegaly, ascitis

· Rectal examination.

Skin tags, haemorrhoids, fissures, rectal prolapse

Anal skin tags --- Crohn’s may result from old haemorrhoids

Anal lesion with worsening pain and ulceration ---? Anal cancer

Tight sphincter --- fissure

Slack anal tone --- rectal prolapse

Examine for masses and blood.

INVESTIGATIONS

· BLOOD TESTS

· FBC, ESR, LFL, U+E

Iron-deficiency anaemia --- chronic disease. With raised ESR --- inflammatory bowel disease, bowel cancer

· Clotting function

· STOOL SAMPLE FOR MICROSCOPY AND CULTURE

In case of bloody diarrhoea or persistent loose stool

· DIRECT IMAGING

· PROCTOSCOPY --- Will identify haemorrhoids

· SIGMOIDOSCOPY --- Identify lower colonic lesions

· FLEXIBLE SIGMOIDOSCOPY 

To view left side of the colon (70% of cancers occurs in left side colon and rectum)

· COLONOSCOPY

Diagnostic and therapeutic (biopsy, polypectomy)

Can identify angiodysplasia and mild colitis.

· RADIOLOGICAL STUDIES

· DOUBLE CONTRACT BARIUM ENEMA

Alternative to colonoscopy

Valuable in diverticular disease, inf. bowel disease, polyps, carcinomas

· ANGIOGRAPHY

Useful when other investigations failed to locate source of bleeding

Vasopresin infusion or embolisation may be used

· NUCLEAR MEDICICE SCANS

Technetium-labelled red blood cell scans can identify source of bleeding

ACTION

· If brisk active rectal bleeding or evidence of cardiovascular compromise --- Admit to Hospital

· Blood tests

· Proctoscopy   

· Sigmoidoscopy

· Treat obvious causes:

· Haemorrhoids --- creams, suppositories

· Fissures --- ointments

· Infective colitis --- hydration, stool sample, (?) empirical treatment with ciprofloxacin (for campylobacter, salmonella and shigella)

· Inflammatory bowel disease --- aminosalicylate

· Crohn’s disease --- prolonged course of corticosteroids

RED FLAGS AND PITFALLS

· Caution in accepting haemorrhoids as the cause of rectal bleeding in older patients, particularly if there are additional clinical findings not explained by the haemorrhoids.

· In patients with known diverticular disease, do not assume that rectal bleeding is due to this condition as there may be more serious pathology.

· Rectal bleeding may be missed by the patient, particularly if lesion more proximal to the gut. Anaemia may be the only presenting feature of a caecal carcinoma or peptic ulceration

· If heavy rectal bleeding suspected, check cardiovascular status and if necessary admit to hospital.
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