
In the name of God



Iranian College of Internal Medicine 
Hamid Kalantari MD

Professor of Gastroenterology and liver Diseases
Mahsa Khodadoostan MD

Assistant Professor of Gastroenterology

Isfahan University of Medical Sciences 



• Contraindications for colonoscopy
• Indications for colonoscopy
• Complication and limitations of colonoscopy
• Sedation of colonoscopy 
• Bowel preparations 
• Colonoscopy video : 35’

Goals of presentation:



Contraindications for colonoscopy:
 1. Patient refusal
 2. Uncooperative patients
 3. Inadequate sedation
 4. Known or suspected colonic perforation
 5. Severe toxic megacolon and fulminant colitis
 6. Clinically unstable patients
 7. Recent myocardial infarction
 8. Inadequate bowel preparation
 9. Peritonism , peritonitis and abdominal tenderness
 10.Acute diverticulitis



Indications for colonoscopy:
Diagnostic:
1.Lower GI bleeding
2.Screening and surveillance of colorectal 

polyps and cancers:
a. Colon cancer
b. Surveillance after polypectomy
c. Colorectal cancer post-resection 
surveillance
d. Inflammatory bowel diseases
3.Acute and chronic diarrhea



Indications for colonoscopy:

Therapeutic
a. Excision and ablation of lesions
b. Treatment of lower GI bleeding
c. Colonic decompression
d. Dilation of colonic stenosis
e. Foreign body removal



Indications for colonoscopy:

•Miscellaneous indications:
• a. Abnormal radiological examinations

b. Isolated unexplained abdominal pain
c. Chronic constipation
d. Preoperative and intraoperative 
localization of colonic lesions



Indications of colonoscopy in GI bleeding 

Melena with normal upper GI endoscopy 
Hematochesia :
 In patient with stable vital signs 
 In patient with unstable vital signs and normal EGD
Rectorrhagia 
Iron deficiency anemia 
OB (+)



Etiologies OF lower GI bleeding 
• Diverticulosis
• Angiodysplasia
• Colititis ( Infectious , Ischemia , IBD)
• Cancer
• Anorectal disease ( Fissure , Hemorrhoid , SRU)
• Radiation telangiectasia or proctitis 
• Following biopsy or polypectomy 



Indications for colonoscopy in GIB (Con)

• Patient is a 65 y/o man who presented with hematochezia since 12 
hours ago 

• BP= 115/75 PR= 110/min     Tem= 37
• Upper GI endoscopy is normal 
• You can see his colonoscopy in next slide
• Before that, what’s the most probable diagnosis?





Indications for colonoscopy in GIB (Cont)



Endoscopic therapy in diverticular bleeding 

• Epinephrin injection + APC 
• Hemoclips placement 
• Everting the diverticulum and band ligation 



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB(cont)

• Patient is a 70 y/o lady , who is presented with melena 
• She was stable in admission time 
• She has history of Diabetes mellitus and ESRD. 
• Hemodialysis was started for her since 6years ago.
• Upper GI endoscopy was normal 
• She is referred for colonoscopy by nephrologist 



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB (Cont)

• Angiodysplasia :
• dilated, tortuous submucosal vessels
• The walls of these blood vessels are composed of endothelial cells

that lack smooth muscle
• Angiodysplasia appears endoscopically as peripherally expanding

dilated capillaries with a central origin typically measuring between
0.1 and 1.0 cm in diameter



Indications for colonoscopy in GIB (Cont)

• Risk factors of angiodysplasia :
age, likely due to degeneration of the vascular walls 
aortic stenosis
von Willebrand disease
chronic renal failure



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB ( cont)

• Patient is a 20 years old lady who came to GI clinic because of
constipation and rectorrhagia since 4m ago

• She take some medications such as supp antihemorrhoid without any
change in her symptoms

• Her anal examination is normal and surgen referred her for
colonoscopy

• You see her colonoscopy images in the next slide
• What’s your diagnosis ?



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB(cont)

• Patient is a 32 year old lady who is referred because of rectorrhagia 
• She has history of incomplete evacuation and digitation 
• Digital rectal examination revealed no hemorrhoid or fissure so her 

Physicion referred her for colonoscopy 

• What’s your diagnosis?



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy in GIB (Cont)

• Patient is a 38 year old man with painfull rectorrhagia 

• You can see his anal examination in the next slide



Indications for colonoscopy in GIB (Cont)



Indications for colonoscopy:

Therapeutic
a. Excision and ablation of lesions
b. Treatment of lower GI bleeding
c. Colonic decompression
d. Dilation of colonic stenosis
e. Foreign body removal



Therapeutic colonoscopy (cont)



Therapeutic colonoscopy (cont)



Therapeutic colonoscopy (cont)



Therapeutic colonscopy (cont)

• Patient is a 37 Y/O man who come to ER because of severe abdominal 
pain + Vomiting + Abdominal distension

• WBC = 11000 , HB= 12.3 , PLT = 240000

• Take a look at her abdominal X ray  









Therapeutic colonoscopy (cont)

• You visit a patient in ICU as consultant 
• He is a 56 Y/O man who is admitted in ICU because of COPD 

exacerbation and you visit him because of distended abdomen and 
constipation

• He is afebrile  
• Abdomen is distended but soft 

• Please take a look at his abdominal X ray 









Therapeutic colonoscopy (cont)

 Patient is a 53 year old man with history of high rectal cancer and 
colostomy reverse surgery in 5m ago 

 He is presented with defecatory problem 
 In digital rectal examination stricture in 5cm above anal verge was 

palpable 







Screening colonoscopy 

• Average risk 

• High risk 



Screening colonoscopy(cont)

• You are visiting a 49 y/o man who has history of colon cancer. His 
cancer was discovered 1m ago during emergent surgery because of 
bowel obstruction 

• He is referred for visit and consult for himself and family members



Screening  colonoscopy (cont)

• What’s the initial age for screening colonoscopy ?

• What’s the time of surveillance colonoscopy in colorectal cancer 
cases?

• What’s the time of surveillace colonoscopy in cases of colon 
polyp?



Screening colonoscopy (cont)

• Screening for colorectal cancer (CRC) can identify premalignant
lesions and detect asymptomatic early-stage malignancy.

• Screening has been shown to decrease mortality from CRC; most of
the risks of CRC screening are due to the risks of colonoscopy



Screening colonoscopy (cont)

 For average risk person screening colonosopy start at 50 year old

 Colonoscopy every 10 years for most patients at average risk for CRC

 Screening by FIT for occult blood annually on a single sample, by multitarget stool
DNA (MT-sDNA) testing every three years, or by computed tomography
colonography(CTC) every five years



Screening of colorectal cancer In FDR
 Colorectal cancer (CRC)
 Documented advanced polyp with ANY of the following:
 Advanced adenoma
 Adenoma size ≥1 cm

 Adenoma with high-grade dysplasia

 Adenoma with villous elements

 Advanced serrated lesion
 Sessile serrated polyp (SSP) ≥1 cm

 Traditional serrated adenoma ≥1 cm

 SSP with cytologic dysplasia

Begin screening at age 40 years, or 10 years before the FDR's 
diagnosis, whichever is earlier 

colonoscopy every five years





Screening Colonoscopy in IBD

• The patient is 46y/o lady who is consulted because of history of Ulcerative colitis 

• Please answer her questions :
• Am I in increased risk of colon cancer because of UC?
• Is it necessary to colonoscopy when I am asymptomatic?
• If yes, how often I would performe it?



Screening Colonoscopy in IBD

• It depends on :

• Duration of ulcerative colitis 
• Extension of ulcerative 
• Presence of PSC 



Complications of Colonoscopy

 The overall risk of colonoscopic complications is 0.28%.

 Risk factors include patient age, comorbid conditions (e.g., history of stroke, atrial
fibrillation, or heart failure), and undergoing a polypectomy.

 The main complications of colonoscopy are cardiopulmonary events , perforation,
bleeding, and a postpolypectomy electrocoagulation syndrome.



Complications of colonoscopy 
Perforation

• 0.05% to 0.3%
• Tearing of the antimesenteric border of the colon from excessive

pressure on colonic loops, by excessive air/gas pressure (barotrauma),
or from injury at the site of electrosurgical application
Colonic tears occur most frequently in the sigmoid colon
Barotrauma is most often encountered in the cecum
Ablative treatment of angioectasias, particularly in the right colon, is

associated with a perforation rate of up to 2.5%



Complications of Colonoscopy (cont)
 Perforation should be considered in patients with abdominal or

shoulder pain who have abdominal distention that does not improve.
Frequently a perforation can be recognized at the time of colonoscopy

 Defect closure by using endoscopic clips in concert with antibiotics and
close observation can be effective in many cases





Complications of colonoscopy 
Bleeding

• The most common cause is performing a polypectomy.
• hemorrhage associated with colonoscopy ranges from 0.1% to 0.6%,

this risk is 0.87% with polypectomy.
Patient age
cardiovascular comorbidities
use of antithrombotic and/or antiplatelet agents
Polyp size



Prevention of bleeding

• Prophylactic clipping of resection sites after endoscopic removal of large 
(≥2 cm) sessile polyps may reduce the risk of delayed postpolypectomy
hemorrhage. 

• The use of a detachable snare prior to polypectomy has been associated 
with a significant reduction in bleeding.

• Discontinuation of anticoagulant and antiplatlete





Complications of colonoscopy (cont)

 Patient is a 50 years old man who came to emergency room because of
abdominal pain , fever and abdominal tenderness

 He has history of polypectomy 3 days ago
 What’a your orders in emergency department for him?



• NPO 
• IV hydration 
• IV Antibiotics 
• Abdominopelvic CT scan 



• Postpolypectomy electrocoagulation syndrome is defined by the
constellation of fever, localized abdominal pain with rebound
tenderness, and leukocytosis

• Typically occurs 1 to 5 days after colonoscopy with polypectomy
• from 0.003% to 0.1%.



Sedataion in colonoscopy 

 Preanesthesia evaluation and preparation for anesthesia for
gastrointestinal (GI) endoscopy should be the same as for those who
will undergo anesthesia for surgical procedures. Factors that increase
sensitivity to sedatives and analgesics should be identified, and the
patient's ability to lie still, cooperate, and communicate, if necessary,
should also be assessed



Sedataion in colonoscopy 

 During colonoscopy, the stimulating portions of the procedure involve
gas insufflation of the colon, and manipulation of the colonoscope
around corners within the colon. Aspiration is a constant risk during
colonoscopy, and may be increased by insufflation of gas and/or manual
abdominal compression



Sedataion in colonoscopy 

 propofol for sedation and anesthesia for GI endoscopy, because of its
rapid equilibration half-life and short elimination half-life

 Midazolam, alone or in combination with an opioid, is adequate for
moderate sedation for most patients who undergo diagnostic upper
endoscopy or colonoscopy



Preparation for colonoscopy

• The ideal bowel preparation must be safe, efficacious, well tolerated
and reasonably priced. All of the available preparations can produce
adequate cleansing results with acceptable tolerance, though results for
individual patients are variable. As a result, none of the regimens has
been universally adopted



Preparation for colonoscopy 

• For patients undergoing a morning colonoscopy, it suggest that bowel
preparation is administered in a split-dose rather than being given
entirely the evening prior to the colonoscopy

• Split-dosing results in greater efficacy, patient tolerance, and polyp
detection compared with single dose, evening-before preparation

• For patients undergoing an afternoon colonoscopy, either split-dose or
single dose, same-day bowel preparation is an acceptable option.



Preparation for colonoscopy 

• Many centers prefer balanced electrolyte solutions containing
polyethylene glycol based preparations for all of their patients.
Administering the preparation as a split-dose is suggested.

• Hyperosmotic laxative regimens may lead to volume and electrolyte
shifts or may cause mucosal damage.

• It suggest not using preparations that use bisacodyl . Bisacodyl has been
associated with a small risk of ischemic colitis



Preparation for colonoscopy 

• For flexible sigmoidoscopy preparation, we suggest that patients under
the age of 65 years receive two sodium phosphate enemas if there is no
contraindication

• We suggest that patients undergoing flexible sigmoidoscopy who are
≥65 years old receive two tap water enemas or an oral preparation with
PEG-ELS. Significant complications have been associated with sodium
phosphate enema use in older adults.



Informed Consent

• Written informed consent should be obtained by the endoscopists before
performance of any endoscopic procedure.

• understanding of the proposed procedure including the potential risks involved and
possible alternatives and to have all questions answered
discussion of the procedure itself
the risks and benefits
Alternatives
frequency and severity of complications should also be reviewed.
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