
EVOLUTION OF EXAMINATION METHODS IN GASTROENTEROLOGY

                                                   (COLONOSCOPY)

                                                 Kafiyaro Sukba Philip, Ashcheulova T.V

INTRODUCTION:


Colonoscopy is an endoscopic tool used for the visualization and biopsy of the large intestine with important applications in the investigation of colorectal cancers. Colonoscopy has been used to diagnose colorectal cancer, gastrointestinal hemorrhage and others since the late nineteen sixties, and is currently the gold standard. However, colonoscopy is not without shortcomings and attempts have been made to improve this technique. 


HISTORY OF COLONOSCOPY:


Dr Williams Wolff, and Dr. Hiromi Shinya pioneered the development of the colonoscope. Their invention, in 1969, was an advance over the barium enema and the flexible sigmoidoscope because it allowed for the visualization and removal of polyps from the entire large intestine. Wolff and Shinya advocated for their invention and published much of the early evidence needed to overcome skepticism about the device’s safety and efficacy. Once the basic technology of the colonoscope had been accepted, the device lent itself to adaptations that have bettered its performance, and broadened its applications. 


MEDICAL USES:

Conditions that call for colonoscopies include gastrointestinal hemorrhage, unexplained changes in bowel habit and suspicion of malignancy. Colonoscopies are often used to diagnose colon cancer but are also frequently used to diagnose inflammatory bowel disease . In older patients (sometimes even younger ones) an unexplained drop in hematocrit(one sign of anemia) is an indication that calls for a colonoscopy, usually along with an esophagogastroduodenoscopy (EGD), even if no obvious blood has been seen in the stool(feces). Fecal occult blood is a quick test which can be done to test for microscopic traces of blood in the stool. A positive test is almost always an indication to do a colonoscopy. In most cases the positive result is just due to hemorrhoids; however, it can also be due to diverticulosis, inflammatory bowel disease (Crohn’s disease, ulcerative colitis), colon cancer, or polyps. Among people who have had an initial colonoscopy that found no polyps, the risk of developing colorectal cancer within five years is extremely low. Therefore, there is no need for those people to have another colonoscopy sooner than five years after the first screening

RISK:

This procedure has a low (0.35%) risk of serious complications. In a 2006 study of colonoscopies done from 1994 to 2002, Levin et al., found serious complications occurred in 5.0 of 1000 colonoscopies, comprising 0.8 in 1000 colonoscopies without biopsy or polypectomy, and a rate of 7.0 per 1000 for colonoscopies with biopsy or polypectomy; although McDonell and Loura criticize this rate as being unacceptably high.

The rate of complications varies with the practitioner and institution performing the procedure, as well as a function of other variables.

The most serious complication generally is the gastrointestinal perforation which is life-threatening and requires immediate major surgery for repair. A 2003 summary study of 25,000 patients showed a perforation rate of 0.2%, and a death rate of 0.006% on a total of 84,000 patients. The 2006 study by Levin et al. showed a perforation rate of 0.09%; while a 2009 study quoted a similar perforation rate of 0.082%. Appendicitis has been associated with either perforation or colonoscopy, in case reports in Korean, Italian and English journals.

According to a study published in the Annals of Internal Medicine, for which researchers reviewed colon cancer screening data from 1966 to 2001, the most severe complications from colonoscopy are perforation (that occurred in 0.029% to 0.72% of cases), heavy bleeding (occurring in 0.2% to 2.67% of colonoscopies) and death (occurring in 0.003% to 0.03% of colonoscopy patients).

Although complications after colonoscopy are uncommon, it is important for patients to recognize early signs of any possible complications. They include severe abdominal pain, fevers and chills, or rectal bleeding (more than half a cup). 

CONCLUSION:

No prospective, randomized controlled trials have been performed to define the optimal approach to the management of colonoscopic complications. In the absence of such data, surgeons pursuing evidence-based practice must rely on case studies, surveys, and reviews.

Although definitive studies are lacking and patients with clinical peritonitis or historical details suggestive of a longitudinal sigmoid tear following rupture of a large sigmoid loop, criteria may be proposed for non-surgical management of colonoscopic perforation in selected patients utilizing fasting, parenteral antibiotics, and careful monitoring with a low threshold for operative intervention. 


