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ABSTRACT

INTRODUCTION: Colonoscopy remains the gold standard in diagnosing lower gastrointestinal pathologies.
Colonoscopy is also helpful in preventing colorectal carcinoma by removing adenomatous polyp, however, colonoscopy is a
difficult skill to master. Though Upper GI Endoscopy is widely available, colonoscopy facilities are relatively rare in
developing world. In this field, the vast majority of reported data come from developed countries, and data from a developing
country like Nepal is relatively scarce. With this background, present study was aimed to see clinical profile of patients
presented for colonoscopy at a colonoscopy centre from western Nepal.

MATERIAL AND METHODS: It was a cross sectional study which was carried out in Endoscopy Centre, Edmond City
Hospital, Butwal, Nepal from 1 October 2010 to 31 September 2012. Study was approved by the hospital authorities. All the
patients for colonoscopy at our centre were evaluated as per predesigned Pro-forma. Colonoscopy was done in all the
patients under intravenous sedation after bowel preparation. Colonoscopic abnormalities were noted and biopsied if
indicated and sent for histopathological examination.

RESULTS: Sixty patients underwent colonoscopy in our centre during study period, among them 33 (55%) were male and
27 (45%) were female. The mean age was 45.23 + 15.30 years (range 1678 years). Procedure was completed in 54 (90%)
patients. Altered bowel habit, chronic diarrhoea and bloody diarrhoea were the three most common indications for
colonoscopy. Significant lesions were seen in 35 (56.67%) patients. Among the patients with significant lesions anal canal or
rectum or sigmoid colon were involved in 34 (97.14%) patients. The most common finding in colonoscopy was nonspecific
colitis involving rectum and sigmoid, seen in 8 (13.33%) cases. Other findings include ulcerative colitis 6 (10%), anal fissure
6 (10%), haemorrhoids 5 (8.33%), ca colon 4 (6.67%), colonic polyp 4 (6.67%), carectum 1 (1.67%) and solitary rectal ulcer
1(1.67%) patients.

CONCLUSION: In present study altered bowel habit, chronic diarrhoea and bloody diarrhoea were the three most common
indications for colonoscopy. Anal canal, rectum, sigmoid colon involvement were seen 97.14% patients. There is an urgent
need to strengthen Lower GI Endoscopy facilities in resource poor setting. Flexible sigmoidoscopy may be a cheaper and
easier initial screening tool for evaluating colorectal diseases.

KEY WORDS: Colonoscopy, Lower gastrointestinal endoscopy, Ulcerative colitis, Colon carcinoma, CRC Screening,
Ulcerative Colitis.
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INTRODUCTION

Colonoscopy remains the gold standard in diagnosing lower
gastrointestinal pathologies. Colonoscopy is a procedure used
to see inside the colon and rectum and used in screening,
assessment and management of colorectal diseases.'
Colonoscopy can detect inflamed tissue, ulcers, and abnormal
growths. The procedure is used to look for early signs of
colorectal cancer and help to diagnose unexplained changes in
bowel habits, abdominal pain, bleeding from the anus, and
weight loss. Colonoscopy has become popular after sixties of
last century due to its increasing availability, relative safety
and low complication rate. Colonoscopy is being commonly
performed, incidence and prevalence of colonic diseases has
been calculated in different geographical regions of the world.’
Among the various diagnostic tools available, colonoscopy is
more sensitive than radiologic imaging and can be used for
biopsy & total resection of lesion. Colonoscopy is also helpful
in preventing colorectal carcinoma by removing adenomatous
polyp, however, colonoscopy is a difficult skill to master. The
procedure is often painful for the patient. Over sedation,
perforation, bleeding, and procedure related death remain
much feared complications.’ It is widely used for diagnosis of
colorectal cancers and adenomatous polyps that can be
cancerous if they won't be managed. In this field, the vast
majority of reported data come from North America, and data
from developing country like Nepal is relatively scarce. Upper
GI endoscopy facilities are easily available and regularly
performed, but facilities for doing colonoscopy are very few
and much less frequently performed in aresource poor country
like Nepal. With this background, present study was aimed to
see clinical profile of patients presented for colonoscopy at a
colonoscopy centre from western Nepal.

MATERIAL AND METHODS

It was a cross-sectional study which was carried out in
Endoscopy Centre, Edmond City Hospital, Butwal, Nepal
from 1 October 2010 to 31 September 2012. Study was
approved by the hospital authorities. All the patients for
colonoscopy at our centre were evaluated. Written informed
consent was taken. Detailed clinical history and physical
examination including meticulous systemic examination was
carried out in all the patients. Data was collected according to
predesigned Pro-forma. Patients' data including age, sex,
address, presenting symptoms, past history and treatment
history was taken. Colonoscopy was done in all the patients. A
liquid diet was recommended to patients 24 hours before the
procedure. Bowel was prepared by 2-4 L of Polyethylene
Glycol (PEG) solution. Patient was asked to drink PEG

solution 12-18 hrs before the examination after that patients
were encouraged to drink electrolyte solution as much as
possible. During procedure, patients were lied on their left side
on an examination table and IV line was opened. Conscious
sedation with 2.5-5 mg of intravenous Midazolam was used
during procedure for all patients. Fuginon video colonoscope
was used following standard high-level liquid disinfection
with Cidex 2.5% (Johnson & Johnson, USA). Colonoscopic
abnormalities were noted and biopsied if indicated and sent for
histopathological examination. Heart-rate and oxygen
saturation were monitored continuously by pulse oxymeter
during the procedure. The data were entered in Microsoft Excel
spreadsheet. The data was analyzed using SPSS version 11.5.0.

RESULTS

During the study period, 60 patients underwent colonoscopy
in our centre. Among them 33 (55%) were male and 27 (45%)
were female. The mean age was 45.23 £+ 15.30 years (range
1678 years). Most of the patients were from surrounding
districts Rupendehi 31 (51.66%), Kapilvastu 11 (18.33%),
Palpa 7 (11.67%), Nawalparasi 3 (5%), Arghakhachi 3 (5%),
Gulmi 2 (3.33%), Baglung 1 (1.67%), Rolpa 1 (1.67%) and
Maharajgunj 1 (1.67%). Forty patients (66.67%) were referred
by physicians while 19 patients (31.67%) were referred by
surgeons. One patient came himself for colonoscopy due to
altered bowel habit. Mean duration of symptoms was 11.47 +
2.95 months (15 days to 10 years). Indication for doing
colonoscopy is listed in table 1.

Table 1: Indications for colonoscopy

Indications for colonoscopy Frequency (%)
Altered bowel habit 22 (36.67%)
Chronic diarrhoea 16 (26.67%)

Bloody diarrhoea 07 (11.67%)
Bleeding PR 05 (8.33%)
Constipation 02 (3.33%)

Chronic abdominal pain 03 (5%)

01 (1.67%)
02 (3.33%)
01 (1.67%)

01 (1.67%)

Follow up of ulcerative colitis

Follow up of Ca Colon

Follow up of post polypectomy
Abnormality on USG study

Altered bowel habit and chronic diarrhoea and bloody
diarrhoea were the three most common indications for
colonoscopy. Procedure was completed in 54 (90%) patients
which was defined by the ability to visualize the caecum or
terminal ileum. In 2 (3.33%) patients colonoscope could not be
passed after sigmoid due to malignant stricture and in another
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4 (6.67%) patients colonoscope could not be passed beyond
splenic flexure. Significant lesions were seen in 35 (56.67%)
patients. The most common finding in colonoscopy was
nonspecific colitis involving rectum and sigmoid, seen in 8
(13.33%) cases. Other findings include ulcerative colitis 6
(10%), anal fissure 6 (10%), haemorrhoid 5 (8.33%), ca colon
5 (8.33%), colonic polyp 4 (6.67%) and solitary rectal ulcer 1
(1.67%) patients. (Figure: 1)

Figure 1: Colonoscopy findings
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Ulcerative
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Solitary
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Among the patients with significant lesions, anal canal or
rectum or sigmoid colon were involved in 34 (97.14%)
patients. There was only one patient where isolated
involvement of colon proximal to sigmoid was seen in form of
ca caeccum. There were 6 cases of ulcerative colitis which were
confirmed by histopathology. Among them in two patients
disease was involving rectum and sigmoid, in one patient up to
descending colon and in three patients there was pancolitis.

DISCUSSION

Colonoscopy is a procedure advocated in all the guidelines and
advised for screening in patient more than 50 years of age. It is
used for detecting colon's neoplasms like Familial
Adenomatous Polyposis, Hereditary non-polypoid colon
cancer and occult or gross blood in the stool in under 50. Other
conditions where colonoscopy is indicated are GI bleeding,
abdominal pain, anaemia, radiological abnormality,
evaluation and follow up of inflammatory bowel disease,
differentiating diverticular disease and malignancy, follow up
of patient with prior colon surgery, confirmation of lesion
location at the time of laparotomy and during laparoscopic
procedures.” In a national wide survey from France, the main
indications for colonoscopy were asymptomatic colorectal
cancer screening, history of colorectal polyp or cancer,
positive faecal occult blood test, in 1619 (49.6%) patients,
abdominal symptoms (either change in bowel habit,
constipation, diarrhoea, or abdominal pain) in 775 (23.7%)
patients, rectal bleeding in 496 (15.2%) patients, and
inflammatory bowel disease (at initial work-up or follow-up)
in 86 (2.6%) patients.” Similarly in a retrospective study from
eastern Nepal the most common indication for colonoscopy

was irritable bowel syndrome to rule out organic disease
(27.6%). The other common indications were bleeding P/R
(22.8%), chronic abdominal pain (11.02%) and chronic
diarrhoea (11.02%).°

Itis very important to achieve a good intestinal preparation, for
good colonoscopic outcome. Insufficient colonoscopy
preparation may lead to missed lesions, procedure failure,
prolonged procedure time, and increased procedure
complications. In an ideal intestinal preparation, the colon
mucosa should be clearly seen in the colonoscopy, and there
should not be any solid and liquid surplus. Colonoscopy
preparation procedure should not cause visual or histological
mucosal changes. The regimens should be acceptable by the
patient. It should be effective, inexpensive and should not lead
to fluid and electrolyte balance.” Although the colonoscopy
preparation regimens used currently are reliable, they
sometimes does not meet the expectations.’ Sodium phosphate
(NaP) and PEG regimen are most commonly used. It has been
demonstrated in some studies that polyethylene glycol is a
faster, more effective and better-tolerated method for
cleansing the colon. the Association of American Colon and
Rectal Surgery (ASCRS), American Gastrointestinal
Endoscopy Association (ASGE) and American
Gastrointestinal and Endoscopic Surgery Association
(SAGES) stated that NaP is an equal alternative with PEG
except in those with heart failure, renal failure, hepatic failure,
structural intestinal disorders, and in paediatric or elderly
individuals. Most of the colonoscopists prefer NaP solutions
over PEG or other solutions because it is effective in 30-45 ml
doses and its patient tolerability is higher.” In a study from
Ankara it was found that oral NaP solution for the purpose of
preparation for colonoscopy was effective and well tolerated,
with a low frequency of side effects in a selected group of
patients (ambulatory patients without co morbidities such as
heart failure, diabetes mellitus, chronic renal failure, or
hepatic cirrhosis) aged over 70 years.

Moderate sedation, using midazolam and an opioid, is the
standard method of sedation, although propofol is increasingly
being used in many countries because the satisfaction of
endoscopists with propofol sedation is greater compared with
their satisfaction with conventional sedation. Moreover, the
use of propofol is currently preferred for the endoscopic
sedation of patients with advanced liver disease due to its short
biologic half-life and, consequently, its low risk of inducing
hepatic encephalopathy. In the future, propofol could become
the preferred sedation agent, especially for routine
colonoscopy. Midazolam is the benzodiazepine of choice
because of its shorter duration of action and better
pharmacokinetic profile compared with diazepam. Among
opioids, pethidine and fentanyl are the most popular."
Sedation and analgesia is also associated with a small but
definite risk of cardio-respiratory complications, which have
been reported in 0.10% to 0.54% of patients, with fatalities
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occurring in 0.03%. It is also associated with potential loss
from work for the patient and the accompanying person and
ultimately adds to the overall cost. Thus, the ability to perform
colonoscopy without sedation and without compromising its
efficacy rate could be highly advantageous in a developing
country like Nepal. In a study from eastern Nepal colonoscopy
without sedation was tolerated well and overall completeness
rate of colonoscopy was 80.3%." In our study caecum was not
reached in 6 (10%) patients. This was similar to study from
France where in 10.3% (336/3266) of cases, the colonoscopy
did not reach the caecum.’

Colorectal cancer (CRC) is the third most common cancer in
both men and women worldwide and is the second most
common cancer in Europe. Each year, more than 400,000
persons are diagnosed with CRC and more than half of them
will die from the disease. " The clinical and pathological stage
at the time of diagnosis largely determines the prognosis of
diagnosed patients. The CRC mortality rate could be
decreased by the early detection of cancer, whereas both the
mortality rate and the incidence can be decreased by the timely
detection and removal of adenomatous polyps, precursor
lesions of CRC."

Due to poor colonoscopy facilities diagnosis of inflammatory
bowel disease are often delayed and difficult. We diagnosed 6
biopsy proven cases of ulcerative colitis. Colonoscopy is used
to make an initial diagnosis of inflammatory disease,
distinguish crohn's disease from ulcerative colitis, assess the
disease extent and activity, monitor response to therapy, allow
for surveillance of dysplasia or neoplasia, and provide
endoscopic treatment, such as stricture dilation. Individuals
with long-standing UC and extensive CD colitis are at
increased risk for development of dysplasia and colorectal
cancer and should undergo colonoscopic surveillance. The
risk of CRC increases with longer duration and extensive
severe colitis, family history of CRC, young age at onset of
disease, presence of backwash ileitis, and personal history of
primary sclerosing cholangitis. Patients with UC or extensive
Crohn's colitis (greater than one third colonic involvement)
should undergo surveillance colonoscopy every 1 to 2 years
beginning 8 to 10 years after disease onset."” Biopsy specimens
of the colon in patients with documented pancolitis should be
obtained in all 4 quadrants every 10 cm from the cecum to the
rectum, to obtain a minimum of 32 biopsy samples."’ Although
colonoscopy of the terminal ileum is sufficient to differentiate
the crohn's diseases and ulcerative colitis in most cases,
approximately 10% of patients fall into the category of
indeterminate colitis, which is relatively difficult to
distinguish. When inflammation is severe, they become more
difficult to distinguish. Crohn's disease is likely to be
diagnosed among patients who manifest skip lesions, perianal
lesions, and a cobblestone appearance, whereas a continuous
granularity of the mucosa accompanied by erosions or
diminutive ulcers is found more often with ulcerative colitis."

We had one case of solitary rectal ulcer. Patient was 18 yr old
female presented with chronic mucoid diarrhoea of 12 month
duration. There is a small retrospective case series from India
where 22 children (age 18 months 18 years) diagnosed as
solitary rectal ulcer syndrome were analysed. The majority
(81.8%) were = 8 years of age. Rectal bleeding was the
presenting feature in all the children. Mucorrhea, constipation,
tenesmus and rectal prolapse were observed in 77.3%, 63.6%,
59% and 13.6% children, respectively. Colonoscopy showed
classical single rectal ulcer in 68.2% and multiple ulcers in
22.7%. Polypoidal and erosive lesions were documented in
4.5%each.”

Colonoscopy is an invasive and burdensome procedure. There
are other ways for diagnosing colorectal lesion. Double
contrast barium enema (DCBE) was the first radiological
exam that could evaluate the entire colon. DCBE coats the
mucosal surface with high-density barium. CT colonography
(CTC), also called virtual colonoscopy, allows an examination
of the entire colon. Interpretation is made possible in two-
dimensional and three-dimensional images. CTC is
considered a less invasive colonic exam compared with
colonoscopy. If polyps or colorectal cancer are detected on
CTC, a colonoscopy will follow for confirmation and, if
possible, subsequent therapy. CTC screening leads to
exposure of ionising radiation to asymptomatic persons. A
low-dose protocol is regularly used and inherent chances of
radiation-induced malignancy are low. Similarly Magnetic
resonance imaging (MRI) of the colon has been increasingly
studied in the last few years. This imaging technique also
allows examination of the entire colon. The lack of ionising
radiation and high soft tissue contrast could favour MRI over
CTC. Accuracy of MR colonography in detecting colorectal
polyps was evaluated in both high-risk and normal-risk
cohorts. In a meta-analysis, its sensitivity in the detection of
colorectal cancer was estimated at 100%. For polyps with a
size >10 mm, per-patient sensitivity and specificity estimates
were 88 and 99%." Colon capsule endoscopy is a new
technique to visualize the colon, originating from small bowel
imaging. Colon capsule is an ingestible capsule consisting of
an endoscope equipped with a video camera at both ends. Van
Gossum et al. were the first to evaluate the effectiveness in a
prospective setting. In high-risk patients, the sensitivity and
specificity in detecting polyps >6 mm was 64 and 84%
respegtively and in detecting advanced adenomas 73 and
79%.

CONCLUSION

In present study, we have shown clinical profile of patients
presented for colonoscopy. Altered bowel habit, chronic
diarrhoea and bloody diarrhoea were the three most common
indications for colonoscopy. Anal canal, rectum, sigmoid
colon involvement were seen 97.14% patients. The most
common finding in colonoscopy was nonspecific colitis
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involving rectum and sigmoid, seen in 8 (13.33%) cases other
lesions found were ulcerative colitis 6 (10%), anal fissure 6
(10%), haemorrhoids 5 (8.33%), ca colon 5 (8.33%), colonic
polyp 4 (6.67%) patients. There is urgent need to strengthen
Lower GI Endoscopy facilities in resource poor setting. So in
resource poor setting sigmoidoscopy can be a cheaper and
easier initial screening tool for evaluating colorectal diseases.
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