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Introduction Flexible sigmoidoscopy (FS) has been shown to offer
substantial reduction in the incidences of and mortality from distal
colorectal cancer and is soon to become the new screening method.
Although quality markers for colonoscopy have been widely
adopted in the UK, similar practice for FS is variable. In order for this
procedure to be used as an effective screening tool it will need
standardisation in term of quality assurance.
Methods It was a retrospective study which was carried out using
an endoscopy database to identify patients who had FS performed
during 2009e2011 in three district general hospitals serving a
population of 600 000. The patient’s age, sex, extent of examination,
grade of endoscopist, use of medications, procedure tolerance, bowel
visualisation and missed left sided lesions were investigated. A
complete examination was defined as a procedure when the scope
was passed to the splenic flexure or beyond. Mucosal visualisation
and patient tolerance were graded as good, fair and poor.
Results A total of 2823 procedures were recorded, of which 87.5%
were carried out as an out-patient. In 56.7% of cases the scope was
passed to the splenic flexure or beyond, while examination was
limited to descending colon in 20.2%, sigmoid colon in 18.7% and
rectum in 4.6%. Poor bowel preparation accounted for procedure
failure in 3.7%, pain for 1.5% and anatomical complexities and
pathology encounter in 1%, while in 94.1%, there were no limi-
tations. 94.8% of procedures were performed without sedation.
Good mucosal visualisation was achieved in 76.1% and the proce-
dure was well tolerated in 80.7%. 2% of the patients used entonox
and 3.3% received midazolam (range 1e5 mg median dose 3 mg).
Pathologies were detected in 58.8% of the cases while procedure was
reported normal in the remaining 41.2 %. No patient had a subse-
quent diagnosis of a left sided lesion.
Conclusion This study identified wide variability in FS practice in
local hospitals and highlighted the lack of quality standards
particularly in terms of examination extent, use of medication,
bowel preparation and mucosal visualisation. It showed that FS is
widely practiced and a useful diagnostic tool but to make it more
effective screening tool for colorectal cancer, a standardisation
process is needed.
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Introduction Colonoscopy in patients aged over 80 can be a high risk
procedure due to increased comorbidity and risk of procedural
complications. This audit was carried out to ensure that colonos-
copies were being performed appropriately, with respect to the
indication, in accordance with BSG guidance; with the aim of

improving safety and appropriateness of procedure for this sensitive
group of patients.
Methods We retrospectively reviewed 158 colonoscopies over a 16-
month period in patients over the age of 80. Data were collected
from medical records, the Endoscopy Reporting System, referral
letters and the Pathology system. Audit measures included the
indications for colonoscopy, comorbidity, outcome, completion rate
and complications such as; renal impairment due to bowel prepa-
ration, readmissions within 8 days from the procedure and mortality
within 30 days.
Results 6.33% (10/158) of colonoscopies were carried out inap-
propriately in relation to the indication. Inappropriate indications
included normocytic anaemia, abdominal pain, weight loss, short
history (<6 weeks) of a change in bowel habit. The rate of inap-
propriate colonoscopy in relation to co morbidity was 5.06% (5/
158). Significant co-morbidities included triple vessel disease and
ongoing angina, recent myocardial infarction, symptomatic heart
failure, pulmonary embolism and previous stroke. The rate of
inappropriate colonoscopy with respect to outcome was 5.7% (9/
158) due to a combination of inappropriate indication and high risk
procedure with normal findings. 18% (29/158) of colonoscopies were
incomplete due to; severe diverticulosis, obstructive malignancy,
adhesions, excess looping, high risk of perforation and instrument
inadequacy. Renal impairment (serum creatinine rise $1.5-fold from
the reference value within 8 days) was identified in 1 case due to
bowel preparation. Of note, only 29.1% (46/158) of patients had
their creatinine measured within a month prior to and following the
procedure. The 8-day post procedure readmission rate was 2.35% (4/
158). Three of the readmissions were directly related to the colo-
noscopy. The mortality rate within 30 days was 0%. 28% (45/158)
of procedures were carried out via the fast track referral pathway; of
these nine cases were diagnosed with malignancy (20%), 9 were
found to be normal (20%), 18 had diverticulosis (40%), 8 had polyps
(18%), 2 had colitis (4%) and 1 had angiodysplasia (2%).
Conclusion Colonoscopy can be a high risk procedure in patients over
the age of 80. Patients should be selected carefully to ensure that the
benefits from the procedure outweigh the risks. The need for colo-
noscopy should be questioned in elderly patients in whom colono-
scopy findings will not significantly affect management and for such
patients alternative methods of imaging may be more appropriate.
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Introduction Large adenomatous colonic polyps (>10 mm) are asso-
ciated with an increased risk of development of adenocarcinoma.
Recent national guidelines require the ability to distinguish polyps
above and below 10 mm in size to determine the optimal surveillance
interval.1 There is no standardised technique to measure polyp size
either in the literature that underpins current guidelines or in prac-
tice. Visual estimation at endoscopy is widely used. Small prospective
studies have shown this method to be inaccurate when compared to
direct measurement in the pathology department.2 This retrospective
study aims to establish the accuracy of visual estimation of polyp
size in usual clinical practice comparing to direct measurement.
Methods A search for the word “polyp” was performed on the
pathology reports for all colonoscopies and flexible sigmoidoscopies
performed during a 1-year period. The pathology and endoscopy
reports of the resultant cases were reviewed. Only adenomas
completely removed by snare polypectomy without lifting and
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