
4. Colonoscopy is used in Portsmouth if
the patient is found to have a significant
adenomatous polyp.

Barium enema is usually reserved for
patients with an IDA or an easily palpable
abdominal mass.

In patients presenting with rectal
bleeding having a normal flexible
sigmoidoscopy to 60 cm the residual risk of
cancer is 1:500. In patients with this pre-
test probability of cancer the difference in
the value of barium enema and
colonoscopy is small. Where resources for
colonoscopy are restricted to those patients
most likely to benefit, as is mainly in the
UK, then a barium enema may be
acceptable particularly in patients in whom
the bleeding has stopped.

5. The sensitivity of the symptom
combination for cancer was 100% as all the
patients in this small series presenting with
rectal bleeding had an associated change in
bowel habit.

6. The total number of patients
developing cancer in this cohort was
determined by follow-up at 18 months. This
is essential because even colonoscopy
misses cancers. This is an acceptable
technique to determine the prevalence of
cancer in patients not having investigation.
We had 100% follow-up of these patients at
18 months.

7. Our gold standard was 18 month
follow-up to catch all cancers from all
groups including those having colonoscopy.

8. We can give the data about the
duration of the symptoms, but again in this
small group of patients this did not affect
cancer risk, although this might become
apparent in a larger group of patients.

9. The number of patients that flexible
sigmoidoscopy will miss depends on the
epidemiology of patients referred to the
clinic. In our clinic in Portsmouth only 12%
of all cancers referred are proximal to the
sigmoid colon, probably because
proportionately more right-sided lesions
compared with cancers in the sigmoid and
rectum present as emergencies not to
Outpatients or with a significant IDA to
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Colorectal cancer risk
The study by Ellis et al1 in the December
2005 issue of the BJGP, raises several
issues ranging from failure to assess the
importance of other risk factors associated
with colorectal cancer to misleading
statistics and incomplete investigations.
When evaluating rectal bleeding, it is
essential to look at other risk factors such
as unexplained anaemia, family history of
colorectal cancer and previous history of
removal of adenomatous polyps. They
mentioned no laboratory investigations.

Colonoscopy should be the diagnostic
procedure of choice and gold standard in
evaluating the possibility of cancer. There
was no mention why 37 patients had
barium enema.

In Table 1, page 952, I read in the first
row sensitivity 100. This means that all
patients presenting with rectal bleeding and
change in bowel habit will have colorectal
cancer! Page 954 stated that all patients
with cancer had an associated change in
bowel habit. This is their explanation of
100% sensitivity. Their analysis included
219 patients having flexible sigmoidoscopy
and 47 patients filling in a questionnaire.
The assessment of a questionnaire will
neither exclude nor confirm colorectal
pathology. Despite 53 patients declining
participation, Tables 1–3 included them in
quantifying the ratio of pathology. Their
presentation is misleading.

Not every individual with rectal bleeding
needs a colonoscopy. But if their aim is to
evaluate the diagnostic power of symptoms
in the assessment of cancer, then the gold
standard colonoscopy should be used. The
authors gave no details of duration of
various symptoms and no explanation of
selection criteria for performing barium
enema or colonoscopy.

I read in the second column of page 953
in the last paragraph: ‘As it has been shown
that flexible sigmoidoscopy’. Their
statement is inaccurate because the flexible
sigmoidoscopy to 60 cm would detect the
majority of colorectal cancer. It will miss

20–30% of significant proximal neoplasms2

leading to missed diagnosis, false
reassurance, progression of the disease,
suffering and death. I am concerned about
the method of recruiting patients to the
study offering three options: flexible
sigmoidoscopy; if not accepted postal
questionnaire; or neither. A consultation
should be offered without the obligation to
participate in the study.

The authors stated that physical
examination was carried out at the time of
flexible sigmoidoscopy. This means that 47
patients filling the questionnaire and 53
declining flexible sigmoidoscopy and a
questionnaire had no clinical examination. If
patients decline a procedure, you still have
the duty to offer them alternative options
such as clinical examination, laboratory
investigations and follow up after a
reasonable time. This paper adds nothing
new to the various guidelines on criteria for
high risk of bowel cancer.
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Authors’ response
We will answer Dr Nader Al-Hassan’s points
in turn:

1. In this series of cases, no patient had
an iron deficiency anaemia (IDA).

2. The new NICE guidelines for referral of
patients with symptoms suspicious of bowel
cancer specifically says that a family history
in a symptomatic patient is of no proven
value in identifying a higher risk patient.

3. In Portsmouth patients, who have had
significant polyps will already be on a
colonoscopic follow-up programme. No
such patient was in our series.
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