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FIG. 14.

FIG. 13. Same case as in Figure 12. Sigmoidoscopy to
25 cm, showing polyp out of range of the instrument.

FIG. 14. Same case as in Figure 12. Lateral view.

FIG. 13.

sweep of the sigmoid colon as it runs forwards away
from the rectum and its angle is greater than 90°
and often approaches 1800. The distance of this
flexure from the anal margin varies from patient to
patient. Even in those with a flexure below 25 cm
full insertion may be possible because of stretching
of the rectum. The average distance from the anal
margin in this series was 17.5 cm with a range from
12 to 24 cm. Figures 6, 7, and 8 demonstrate the
impassable acute flexure.

In those patients who have had this flexure
removed by resection of the pelvic colon the instru-
ment can be readily passed to the full distance
(Fig. 9).
The acute flexure is relatively constant, for the

angle does not straighten out on manoeuvring the
patient even though the position of the rectosigmoid
area may change in relation to other organs (Figs.
10 and 11).

Hence the knee-chest or other positions of the
patient do not improve the chances of full insertion
since the sigmoid colon will bear a similarrelation-
ship to the rectum in whatever position the patient
is examined. This point can be demonstrated at
operation when the abdomen is open. If the sig-
moidoscope is passed from the anus in the usual
way, and there is an acute rectosigmoid angle, the
abdominal operator has to thread the stretched
sigmoid colon over the instrument by straightening
out the kinks, rather than just altering the relative
position of the rectum and pelvic colon. There may
be other merits for these different postures, such as
an easier introduction of the instrument or greater
convenience to patient and operator.

General anaesthesia will not help in passing the
sigmoidoscope beyond the acute bend for the same
reason. It may be required for other reasons, such
as an extremely nervous patient, or a painful lesion
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Scope of sigmoidoscopy with special reference to the rectosigmoid junction

FIG. 15. FIG. 16.

FIG. 15. Acute flexure at the rectosigmoid area.
FIG. 16. Same case as in Figure 15. Full instrumentation achieved by stretching the rectum.

accompanied by spasm of the sphincters as in anal
fissure, thus allowing dorsal displacement of the anus.
The unnegotiable acute flexure can be recognized

on the barium enema films. We soon found that we
could predict the site and roughly the distance from
the anal margin of the bend above which a lesion is
not available for viewing, or biopsy, with the sig-
moidoscope. Figure 12 shows in the contrast film
a polyp in the sigmoid colon beyond an acute
rectosigmoid flexure judged out of range of the
sigmoidoscope. Figures 13 and 14 confirmed this
opinion.

Stretching of the rectum may give the false
impression that the tip of the instrument lies within
the colon because it has passed 20-25 cm, when in
fact it has only reached the rectosigmoid region or
last few centimetres of sigmoid colon (Figs. 15 and
16). This explains how a polyp seen at 20 cm or
more may sometimes be prolapsed easily through
the anus for tying the pedicle.

Figures 14 and 16 illustrate how the use of direct
force or a turning moment could push the instrument

through the bowel or split the wall where it stretches
over a fixed point such as the sacral promontary.
The patient's reaction to pain is a valuable check
in preventing injury, a further reason for avoiding
general anaesthesia if possible.
The relationship of the examining finger to the

bony pelvis is shown in Figures 4 and 5. The distance
reached can be up to 10 cm and depends on the
length of the finger and how vigorously the perineum
is invaginated by the fist. This is very difficult in the
obese, when it may only be possible to reach the
distal rectum at 3 to 4 cm.

Metal clips held in long forceps are easily attached
to the mucosa seen at the end of the sigmoidoscope
(Spencer, Jackman, and Witten, 1962). Films taken
after the instrument has been withdrawn will show
the furthest point reached, although it is then
sometimes difficult to identify the folds of bowel
which have been traversed (Fig. 3).

CONCLUSIONS

The acute flexure in the rectosigmoid area is usually
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the limiting factor preventing full instrumentation
with a sigmoidoscope.

Altering the position of the patient or general
anaesthesia does not help in negotiating an acute
flexure impassable in the original position.

False readings of full insertion can be obtained
by stretching of the rectum, when an impassable
flexure is less than 25 cm from the anal margin.

It is possible to predict from radiographs whether
a lesion is within reach of the sigmoidoscope.
A double-contrast enema is necesssary for

investigation of those areas proximal to an impass-
able flexure.
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