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Aims for today

• What are the alarm symptoms?

• Cancer vs colitis vs self limiting benign disease.

• Indications for referral

• Indications for colonoscopy?

• Listen to a patient and her journey

• Review the evidence with reference to her story



Background

• Colorectal symptoms are common (1 in 12 GP consultations)

• Young patients (<50 years); other diagnoses considered first

• Average no. appointments before referral; 5 

• Average time to diagnosis; 9 months

• Sex divide; females longer to diagnosis than males.



Colorectal Symptoms

• Rectal bleeding

• Change in bowel habit

• Rectal mucous

• Tenesmus

• Anaemia (iron deficient)

• Abdominal pain

• Anal pain / anal discomfort

• Weight loss

• Family history

• Anal pain



Suspected Colorectal Cancer Referral Criteria

Referral criteria

40 - 60 yrs old with persistent (> 6 weeks) rectal bleeding and a change to looser / more frequent stools

60 yrs or over with persistent (> 6 weeks) rectal bleeding (in absence of anal symptoms) and / or change to looser / more frequent stools

Definite intraluminal (not pelvic) mass on rectal examination irrespective of age

Definite palpable right sided abdominal mass (probably involving large bowel) irrespective of age

Other

Unexplained iron deficiency anaemia (Hb =< 11g/dl in men and =< 10g/dl in non menstruating women)



Suspected colorectal cancer referral April 2017



IBD vs Cancer

• Both share similar symptoms

• Probably best to consider the diagnoses together & investigate early

• Crohn’s typically present at ages 33 to 45 years

• UC typically 5-10 years later than Crohn’s

• Cancer much more common >60, but over 2500 cases per year in UK in <50

• Delayed diagnosis common



Patient’s Story





Their methods

• Case control study

• 700 practices included

• Cases of IBD / CRC vs case controls January 2000 to December 2013

• Features (symptoms, signs, investigations) recorded

• Power calculation done for sample size

• 12,000 cases, vs 36,000 controls



PPVs (95% CI) for colorectal cancer (CRC) or inflammatory bowel disease (IBD) in males and 

females aged 18–49 years for individual risk markers and for pairs of risk markers in 

combination. 

Sally A Stapley et al. Br J Gen Pract

doi:10.3399/bjgp17X690425
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Summary of the literature

• Younger patients with GI symptoms difficult diagnostic problem

• Most will have functional disorder or non serious disease

• Faecal calprotectin (level >50µg/g) sensitive & specific for IBD 93 & 94% against IBS.

• Faecal calprotectin no help in CRC vs IBS

• NICE CG61

• Risk >3% should have colonoscopy

• Risk 1-3% IBD can be excluded by normal faecal calprotectin

• Risk <1% managed expectantly

• Patient progress monitored and referred if not as expected



Other Indications for a colonoscopy 
(asymptomatic patients)

• Surveillance

• Polyps

• Post cancer resection

• Colitis

• Family history

• Screening (Bowel Scope & National Bowel Cancer Screening Programme)

• Following acute appendicitis in age >50

• Following first presentation diverticulitis (flexible sigmoidoscopy)



Surveillance

• Polyps

• As per BSG guidelines

• Low Risk – 5 years

• Intermediate risk – 3 years

• High Risk – 1 year

• Post cancer resection

• Colonoscopy at 1 year post resection

• Colonoscopy at 3 years post resection

• Then polyp guidelines

• Colitis

• High risk – annual

• PSC

• Stricture or dysplasia last 5 years

• Extensive colitis with  severe inflammation

• First degree relative with CRC <50 years

• Intermediate risk – 2-3 yearly

• Extensive colitis, with mild to moderate inflammation

• Inflammatory polyps

• First degree relative with CRC > 50 years

• Low risk – 5 yearly



Family History

• Low Risk Group

• No personal history CRC

• One first degree relative with CRC >45 years

• Moderate Risk Group

• One first degree relative with CRC <45 years

• Two first degree relatives with CRC at any age 
(except if meet criteria for high risk)

• High Risk Group

• HNPCC / Lynch syndrome

• FAP

• POLE syndrome



Discussion / Questions?



Summary indications for GI investigation

• Combination symptoms with >3% risk warrant urgent referral

• Hard symptoms – Consider referral for specialist opinion

• Bloods for WCC, CRP, platelets, LFTs, haematinics.

• Soft symptoms – Referral if doesn’t settle as expected

• Bloods for WCC, CRP, platelets, LFTs, haematinics

• Except personal or family history of IBD or CRC – refer.

• Family History

• Moderate or high risk – specialist opinion


