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E Balkan, I~Kırısqtıoğlu, A Gürpınar, I~Özel, K Sınmaz, H Doğruyol

Abstract
The role of sigmoidoscopic examination
in the diagnosis, evaluation, and treat-
ment of minor lower gastrointestinal
bleeding was investigated. A hundred
patients with minor rectal bleeding were
examined by rigid sigmoidoscopy under
general anaesthesia between January 1989
and July 1996.
Patients who had bleeding secondary to

infections, anal fissure, or haemorrhoids
were excluded from study. Patients were
reviewed retrospectively according to
their diagnosis and endoscopic and his-
topathological findings. Twenty nine of
these patients were girls and 71 boys; their
ages ranged between 8 month and 14 years
(mean 7.2 years). Endoscopic pathological
findings were established in 60 patients; 32
had rectal polyps, 16 non-specific procti-
tis, four solitary rectal ulcers, three inter-
nal haemorrhoids, two ulcerative colitis,
two Hirschsprung’s enterocolitis, and one
haemangioma.
It is concluded that sigmoidoscopic

examination should be performed for the
diagnosis, prognosis, and choice of treat-
ment in patients with minor rectal bleed-
ing and the diagnosis should be confirmed
histopathologically.
(Arch Dis Child 1998;78:267–268)
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Minor or chronic gastrointestinal bleeding,
defined as haemorrhage that does not aVect
haemodynamic status, is less than 20% of total
blood volume and often results in chronic
anaemia.1 Endoscopic and histopathological
examinations are imperative in diagnosis.
Sigmoidoscopy is widely used for this purpose.
In our study, we investigated the role of sig-

moidoscopic examination in the diagnosis,
evaluation, and treatment of minor lower
gastrointestinal bleeding.

Subjects and methods
Between January 1989 and July 1996, 119 sig-
moidoscopic examinations were carried out in
100 patients with a history of rectal bleeding.
All sigmoidoscopic examinations were done in
the lateral Sims position, under general anaes-
thesia and using a rigid sigmoidoscope. Pa-
tients with anal fissure, haemorrhoids, or rectal
bleeding caused by infection were excluded
from the study. The endoscopic and his-
topathological findings of the cases were evalu-
ated retrospectively.

Results
Seventy one of the cases were boys and 29 girls.
Age distribution ranged between 8 months and
14 years. The male:female ratio was 2.2:1. In
60 patients rectal polyps, non-specific proctitis,
solitary rectal ulcers, internal haemorrhoids,
Hirschsprung’s enterocolitis, and haemangi-
oma were observed on sigmoidoscopic examin-
ation (table 1). Of these, the most common
were rectal polyps (32 patients, 53.3%).
Sigmoidoscopic examination was normal in 40
patients. In the follow up period, none of them
had developed de novo rectal bleeding.
Rectal polyps were found 2.2 times as often

in boys than girls and the peak age was 6 (fig 1).
There were multiple polyps in two patients.
Diagnosis was made on rectal digital examin-
ation in 66% of the cases (n = 21). The digital
examination false positive ratio was 25% and
false negative ratio was 12%. Distal rectal pol-
yps were exteriorised by clamp from the anus
and removed. Others were treated endoscopi-
cally. Histopathological diagnosis was juvenile
in 29 (90.6%), hyperplastic in two (6.3%), and
squamous metaplasia in one case (3.l%).
On endoscopic examination, the presence of

hyperaemia, oedema, or a granular appearance
of the rectal mucosa were accepted as repre-
senting proctitis.
The diagnoses of non-specific proctitis were

confirmed histopathologically in 12 of 16 of the
suspected proctitis cases. Four of them showed
normal appearance on histopathological ex-
aminations.
The presence of ulcers, thickening, or a

polypoid appearance of the rectal mucosa was
defined as solitary rectal ulcer.We encountered
four such cases at sigmoidoscopic examination.

Table 1 Diagnosis in 60 patients

Primary diagnosis No (%) of patients

Rectal polyps 32 (53.3)
Non-specific proctitis 16 (26.7)
Solitary rectal ulcers 4 (6.7)
Internal haemorrhoids 3 (5.0)
Hirschsprung’s enterocolitis 2 (3.3)
Haemangioma 1 (1.6)

Figure 1 Age distribution of patients with rectal polyps.
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On histopathological examination, there were
both ulceration and granulation tissues on the
ulcer bed.
Repeated endoscopies were performed in

eight patients. These patients included solitary
rectal ulcer (n = 4), ulcerative colitis (n = 2),
and non-specific proctitis (n = 2). Two patients
with ulcerative colitis were found to be in
remission on repeated endoscopy and histopa-
thology. In subsequent endoscopic examin-
ation of two patients with non-specific procti-
tis, lesions were found to be healed in one,
although there was repeated bleeding caused
by a polyp. In the other patient, non-specific
proctitis persisted. Complete healing was
observed in three of four solitary rectal ulcer
cases. Moderate healing was seen in one.

Discussion
Polyps and inflammatory intestinal diseases are
frequently seen in children. The first approach
to a patient with rectal bleeding should be
inspection and digital examination. Anal fis-
sures, rectal polyps, and haemorrhoids can be
easily diagnosed. The second step should be
examination of faeces. In a study performed in
Turkey, the incidence of protozoal infection
was 33.6% in 1089 patients with rectal
bleeding.2 As a third step, examination and
endoscopy should be performed under general
anaesthesia. We took all three steps in all cases.
Some lesions that could not be detected at an
earlier stage were diagnosed under general
anaesthesia. This may be due to patients’ age,
non-cooperation, insuYcient clearance of rec-
tum, proximal location of lesion, or lack of
experience of the surgeon.
In other studies, diagnoses of rectal polyp by

rectal digital examination has been reported in
60–75 %.1 3 It was determined in 66% of our
cases. Rectal bleeding is often caused by
gastrointestinal benign lesions in children, of
which 80% are juvenile polyps.4 In our series,
rectal polyps were the most common discov-
ered cause (53.3%) of rectal bleeding. The age
at which polyps were mostly seen has been
reported to be from 3 to 7 years.1 5 6 The mean
age of our patients was 6 (range 2 to 1l) years.
Rectal bleeding did not recur after endoscopic
or open polypectomy in any of the children.
Solitary rectal ulcer syndrome has been

reported rarely in children.7 8 The diagnosis
depends on endoscopic appearance and his-
topathological confirmation.8 We diagnosed
four solitary rectal ulcers with rectal bleeding.
The diYculty in diagnosis is generally due to
diVerences in macroscopic appearance. Al-
though 50% of cases are seen as ulcers,
mucosal thickening and polypoid lesions can
also be observed.9–11 Polypoid lesions are
frequently seen in children.7 12 In all four of our
cases ulcers were present and two had
pseudopolyp formation. Fibrosis in the lamina
propria is the most important criterion in diag-
nosing solitary rectal ulcer syndrome with or
without the presence of an ulcer. Fibrosis is not
seen in inflammatory intestinal diseases that
have similar clinical findings.13 14

In other studies non-specific proctitis is often
not clearly defined and is considered a
transient condition. Although it is accepted as a
variant of diVuse ulcerative colitis, clinical
manifestations and prognosis are extremely
diVerent from ulcerative colitis.15 Lesions are
often confined to the rectum, although some-
times they can extend to the sigmoid colon.16

Diagnosis was confirmed by histopathologi-
cally in 12 of our 16 cases diagnosed as
non-specific proctitis on endoscopic examin-
ation. On clinical follow up, rectal bleeding
reoccurred in only two cases.
We conclude that sigmoidoscopic examin-

ation should be performed for diagnosis, prog-
nostic evaluation, and help in choosing treat-
ment in patients with persistent rectal
bleeding, and the diagnosis should be con-
firmed histopathologically.
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Key messages
x The first approach to patients with rectal
bleeding should be inspection and rectal
digital examination

x The second step should be examination
of faeces

x Sigmoidoscopic examination should be
performed for diagnosis, prognostic
evaluation, and choice of treatment in
patients with persistent rectal bleeding

x The diagnosis should be confirmed by
histopathology
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