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Contraindications for colonoscopy:

» 1. Patient refusal

» 2. Uncooperative patients

» 3. Inadequate sedation

» 4. Known or suspected colonic perforation

P 5. Severe toxic megacolon and fulminant colitis

P 6. Clinically unstable patients

» 7. Recent myocardial infarction

» 8. Inadequate bowel preparation

P 9. Peritonism , peritonitis and abdominal tenderness
P 10.Acute diverticulitis



Indications for colonoscopy:

» Diagnostic:
» 1.Lower Gl bleeding

P 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 Gl 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 Gl bleeding

» Melena with normal upper Gl endoscopy
»Hematochesia :

d In patient with stable vital signs

d In patient with unstable vital sighs and normal EGD
»Rectorrhagia

»Iron deficiency anemia

» OB (+)






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 Gl 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)







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 Gl endoscopy was normal

* She is referred for colonoscopy by nephrologist



Indications for colonoscopy in GIB (Cont)
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Indications for colonoscopy in GIB (Cont)

e 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)




Indications for colonoscopy in GIB ( cont)

e Patient is a 20 years old lady who came to Gl 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)

e 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)

Internal Hemorrhoids




Indications for colonoscopy:

» Therapeutic

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



Therapeutic colonoscopy (cont)




Therapeutic colonoscopy (cont)




Therapeutic colonoscopy (cont)







Dilated
colon

Absence of
air in the
rectum



Patient with sigmoid volvulus on abdominal imaging

Are any of the following alarm signs present?
= Peritonitis on physical examination
= pPerforation or bowel compromise on imaging

r 1
Yes No
¥
Perform endoscopic detorsion
with placement of rectal tube
Is endoscopic detorsion successful?
|
r
No
Y ¥

Immediate surgery*

Is there evidence of
vascular compromise of
the proximal colon?

Yes

\d

Is the patient

a surgical
candidate?
| |
. No Yes No
Bowel preparation followed Percutaneous endoscopic
Subtotal . ; ;
Segmental by sigmoid colectomy during

colectomy and .

- colon resection Y

ileostomy

the index admission or shortly
thereafter to prevent recurrence 1

colostomy or percutaneous
endoscopic sigmoidopexy in

patients with recurrent (=2)
episodes of sigmiod volvulus







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

e He is afebrile
e Abdomen is distended but soft

* Please take a look at his abdominal X ray






Common clinical conditions associated with Ogilvie's syndrome

Category

Examples

Medications

Trauma and orthopedic surgery

Obstetric and gynecological

Cardiothoracic surgery or disease

Neurological diseases
Retroperitoneal diseases
Metabolic imbalance

Infection

Opioids, anti-cholinergics, alpha-2-adrenergic agonists, anti-psychotics, Ca ™t channel
blockers, cytotoxics, dopaminergics, epidural anesthesia

Fractures, hip and spine surgery

Pelvic surgery especially involving spinal anesthesia; cesarian section; vaginal (normal
or instrumental) delivery

Cardiac surgery including transplantation; myocardial infarction, heart failure,
pneumonia

Parkinsonism, stroke, dementia
Malignancy, hemorrhage
K*, Catt, Mg*t imbalance; hypothyrodism

Herpes zoster




Acute colonic distention

\

Mechanical obstruction 17

Conservative management:
NPO, IVF, NG suction

V

Evaluate and treat
reversible causes






















Screening colonoscopy (cont)

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

e 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)

P For average risk person screening colonosopy start at 50 year old
P Colonoscopy every 10 years for most patients at average risk for CRC

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






Surveillance Recommendations after Polypectomy

Findings on Colonoscopy Next Colonoscopy (Years)
No polyps 10

Small (<10mm) hyperplastic polyps in rectum or sigmoid 10

1-2 small (<10mm) tubular adenomas 5-10

3-10 tubular adenomas 3

1 or more tubular adenomas >10mm 3
1 or more villous adenomas 3
Adenoma with HGD 3

>10 adenomas <3









Complications of Colonoscopy

P The overall risk of colonoscopic complications is 0.28%.

P 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

s*Colonic tears occur most frequently in the sigmoid colon
s*Barotrauma is most often encountered in the cecum

s*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 with

**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
(22 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



Step 1: Assess patient's risk for
thrombeosis if anticogaulation is held*

Low thrombotic risk

Step 2: Determine procedure-related bleeding risk 1 |

High or uncertain risk

of bleeding

1
High thrombotic risk

| Step 2: Determine procedure-related bleeding risk 1 I

1 [
Low risk
of bleeding

Low risk
of bleeding

I
T
Uncertain risk
of bleeding

1
High risk
of bleeding

Step 3: Hold anticoagulation | | Step 3: Continue anticoagulation& l | Step 3: Continue anticoagulation | | Step 3: Hold anticoagulation

Endoscopic procedure

Endoscopic procedure without
high risk intervention

If high risk intervention is
needed, plan to repeat the
endoscopic procedure ¢

1
DOAC

Warfarin

v

v

1
DOAC

v

Warfarin

v

= Last dose 5 days prior to
procedure®

= Confirm that INR <1.5 prior
to procedure

= Last dose 2 days prior to procedure ¥

= Last dose 5 days prior to
procedure8

= Confirm that INR <1,5 prior to
procedure

If bridging with LMW heparin: ¥
= Last dose 24 hours prior to

v

procedure¥
v

Endoscopic procedure

Endoscopic procedure

Endoscopic procedure

v

v

Step 4: Re-initiate anticoagulationt
= Restart warfarin on evening of
day of procedure
= After sphincterotomy, restart
warfarin in 3 days

Step 4: Re-initiate anticoagulationt

= Restart DOAC 48 hours after procedure
= After sphincterotomy, restart DOAC in 5 days

Step 4: Re-initiate anticoagulationt
= Warfarin:
+ Restart on evening of day of
procedure
» After sphincterotomy, restart
warfarin in 3 days
= If bridging with heparin: ¥
* Restart LMW heparin 48 hours
after procedure
+ After sphincterotomy, restart
unfractionated heparin in 24 to
48 hours













Sedataion in colonoscopy

» Preanesthesia evaluation and preparation for anesthesia for
gastrointestinal (Gl) 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 Gl 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

e 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.

* |t 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.

e understanding of the proposed procedure including the potential risks involved and
possible alternatives and to have all questions answered

ssdiscussion of the procedure itself
s*the risks and benefits
s Alternatives

s*frequency and severity of complications should also be reviewed.
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