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Glossary
Term Definition
anal cancer cancer arising from the anus

angiodysplasia

argon plasma coagulation (APC)

asymptomatic

audit

Bowel Cancer Screening Programme (BCSP)

carcino-embryonic antigen (CEA)

Clinical Commissioning Guide (CCG)

chronic anal fissure

colonic polyps

colonoscopy

Commissioning for Quality and Innovation
(CQUIN) payment

CT colonography

small vascular malformation of the gut which may
cause profuse rectal bleeding

endoscopic procedure used to control bleeding in
the gastrointestinal tract

having no symptoms

evaluation of an investigation or treatment through
systematic examination of data

national screening programme for colorectal cancer
based on FOB testing

tumour marker associated with advanced
colorectal cancer

commissioning guidance approved by the National
Institute of Health and Care Excellence (NICE) and
supported by the Royal College of Surgeons and the
surgical subspecialty associations

tear in the anus which has been present for more
than six weeks

growth occurring on the lining of the bowel

telescope examination of the entire large bowel

payment designed to reward excellence in
healthcare provision by linking a proportion of
income to the achievement of local quality
improvement goals

medical imaging procedure using x-rays and
computers to produce images of the colon and
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digital rectal examination (DRE)

diverticular disease

faecal calprotectin

faecal occult blood (FOB)

flexible sigmoidoscopy
full blood count (FBC)

glyceryltrinitrate (GTN)

haemorrhoidal artery ligation operation (HALO)

haemorrhoids

high value care pathway

infectious gastroenteritis

inflammatory bowel disease

ischaemic colitis

Joint Advisory Group (JAG) on Gastrointestinal
Endoscopy

lateral internal anal sphincterotomy (LIAS)

levers for implementation

rectum

medical examination of the back passage with a
finger

pockets in the bowel from weakness of the muscle
layers in the bowel wall
stool test for inflammatory bowel disease

stool test to check whether there is blood hidden in
faeces

telescope examination of the lower bowel
a blood test for anaemia

medication to relax the anal sphincter and improve
blood supply to allow fissure healing

doppler guided haemorrhoidal operation designed
to identify and tie off blood vessels

piles

clear and consistent commissioning guideline for a
surgical procedure aimed at producing better value
high quality clinical practice

infection of the bowel caused by bacteria or viruses

inflammatory condition of the bowel, usually
ulcerative colitis or Crohn’s disease

inflammation of the bowel from inadequate blood

supply

UK advisory body that ensures the quality and
safety of gastrointestinal endoscopy advises on and
ensures standards

operation to partially divide sphincter muscle to
allow anal fissure to heal

specific levers to aid implementation of high value
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lower gastrointestinal haemorrhage

occult

over the counter (OTC)
per rectum

perianal disease

positive predictive value (PPV)

procedures explorer

quality dashboard

radiation proctitis

second degree haemorrhoids

solitary rectal ulcer

third degree haemorrhoids

transanal haemorrhoidal dearterialization (THD)

care pathways

sudden heavy blood loss from the back passage,
usually requiring emergency hospital admission

unseen or unnoticed

medications available without prescription
through the back passage or via the anus
medical condition affecting the bottom (anus)

the proportion of positive test results that are
correct diagnoses

tool designed to help commissioners understand
local clinical variation for a surgical procedure
covered by commissioning guidance

tool designed to help commissioners understand
local clinical variation for a surgical procedure
covered by commissioning guidance

inflammation or damage to the lower bowel from
radiation therapy

piles that prolapse on bearing down but go back on
their own

condition caused by straining at stool,rectal
intussusception or anal digitation, with trauma to
the lining of the back passage and subsequent
ulceration

piles that prolapse on bearing down but need to be
pushed back to go back inside

doppler guided haemorrhoidal operation designed
to identify and tie off blood vessels
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Introduction

Definition
Rectal bleeding is defined as the passing of blood from the back passage or anus.

Scope and purpose of the guide

This guidance applies to the elective management and onward referral for diagnosis, investigation and
management of patients who experience rectal bleeding.

This guidance does not supersede cancer pathways. It is not intended to guide commissioning of services relating
to suspected cancer, investigation of occult gastrointestinal bleeding (eg iron deficiency anaemia) or emergency
management of lower gastrointestinal haemorrhage. However, these pathways will be referenced as rectal
bleeding may be a sign of colorectal cancer or gastrointestinal haemorrhage.

This guidance does not refer to asymptomatic patients who are tested in the NHS Bowel Cancer Screening
Programme (BCSP).

Background

Rectal bleeding is a very common symptom in adults of all ages. In most people, it is intermittent and often self-
limiting. The majority of patients with rectal bleeding will have benign anal conditions such as haemorrhoids or an
anal fissure, but rectal bleeding may also be a symptom of inflammatory bowel disease or colorectal cancer.™?
Other potential causes of rectal bleeding include, but are not limited to:

= diverticular disease

= colonic polyps

® radiation proctitis

= infectious gastroenteritis

= angiodysplasia

= jschaemic colitis

= solitary rectal ulcer

®= anal cancer

= sexually transmitted diseases
® anorectal trauma

The age of the patient acts as a guide to the range of potential causes of rectal bleeding. For example, younger
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patients under 30 years are more likely to have haemorrhoids, anal fissure or inflammatory bowel disease
whereas a patient over the age of 50 years with rectal bleeding has a higher risk of colorectal cancer.’

The prevalence of rectal bleeding is poorly studied but available evidence suggests that one-year prevalence in
adults is about 10% in the UK. Only a minority of people with rectal bleeding will seek medical advice.* The
majority of patients seek advice because they are concerned that the bleeding indicates something serious or
because the symptoms are troublesome.

Cost to the NHS

In the financial year 2011/2012, the tariff cost to the NHS of colonoscopy and flexible sigmoidoscopy (endoscopic
procedures commonly used to investigate rectal bleeding symptoms but also used for other indications) was
about £94 million. During the same period, the tariff cost for procedures to treat haemorrhoids and anal fissures
(two benign causes of rectal bleeding) was about £28 million.

The market for over the counter (OTC) haemorrhoidal treatments is worth £22 million a year and the OTC laxative
market is worth £50 million a year (data kindly provided by the Proprietary Association of Great Britain).

1 High Value Care Pathway for rectal bleeding

1.1 Self-help/community care

As rectal bleeding is a common symptom at all ages, and is often self-limiting, many patients will have already
sought over the counter (OTC) treatments from local pharmacies or supermarkets or used internet-based advice
prior to seeking medical care. High quality internet resources are listed in the directory. Most perianal causes of
rectal bleeding will be improved with application of topical treatment, increased high fibre diet and/or oral fibre
supplement with increased oral fluid intake.’

1.2 Primary Care

Primary care assessment

In view of the fact that rectal bleeding is common, most primary care clinicians will already have a standardised
approach to assessment and management of rectal bleeding.

Best practice in primary care will include careful attention to history, presence or absence of perianal symptoms,
age of patient (in view of likely differential diagnosis with each age group), family history of colorectal malignancy
and red flag symptoms including weight loss, symptoms suggestive of anaemia, and change in bowel habit.>*”*
Rectal bleeding has a positive predictive value (PPV) for colorectal malignancy of 8% in patients aged over 50
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years presenting to primary care.?

Examination of the abdomen to exclude abdominal mass and digital rectal examination (DRE) to examine for
fissure and exclude rectal cancer may be useful. DRE may be deferred to second presentation in patients with a
good history for hemorrhoids who are in low risk groups, e.g. young patients or those with short duration of
symptoms and/or in whom review is planned.

If onward referral is planned based on initial presentation, then DRE is desirable but may not be necessary. If the
patient is staying in primary care, good practice requires DRE prior to definitively attributing rectal bleeding
symptoms to benign causes.

Baseline blood tests may be useful in selected cases, e.g. full blood count (FBC).? Other blood tests will only be
necessary if there are other features in the history, e.g. unexplained weight loss. There is no evidence for tumour
markers, e.g. CEA, as a tool to aid diagnosis in patients with rectal bleeding.' Likewise, faecal occult blood testing
(as used in the BCSP to detect asymptomatic disease) has no place in investigating patients with frank bleeding.

In the younger, lower risk patient with suspected inflammatory bowel disease, faecal calprotectin is a useful
screening tool. A positive faecal calprotectin result has a high positive predictive value (PPV) for finding
inflammatory bowel disease at colonoscopy.™* A faecal calprotectin is relatively cheap (about £10) compared with
flexible sigmoidoscopy (about £400).

While proctoscopy may be used by some primary care clinicians as a screening tool in patients with rectal
bleeding, it should not be used as a substitute for flexible sigmoidoscopy to rule out serious pathology.

Red flag symptoms and signs in patients with rectal bleeding include:
= associated change in bowel habit, especially diarrhoea or increased frequency
® anaemia
= weight loss
®= abdominal or rectal mass

This means that the primary care clinician needs to have a high index of suspicion of other pathology if symptoms
and/or clinical cause do not follow common patterns suggestive of benign disease.*’ Persistent or unexplained
symptoms should trigger need for investigation, as should intractable pain preventing proper clinical assessment.

1.3 Primary care management

In low risk patients with rectal bleeding who are not overly anxious, it is reasonable to manage their symptoms
with treatment and adopt a ‘watch and wait’ policy. Minimally symptomatic haemorrhoids may be safely
observed.

Patients with symptomatic haemorrhoids should be given advice about topical treatment, oral fluid intake,
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highfibre diet and fibre supplementation.’ Consideration should be given to referral to a specialist community or
secondary care provider of colorectal services if symptoms persist/alter or are particularly troublesome.

An acute anal fissure is a tear in the skin of the anal canal, and may be treated with dietary advice and a bulking
agent. Topical glyceryl trinitrate (GTN) 0.4% ointment should be considered for chronic fissures (duration of
symptoms >6 weeks or clinical appearances of chronicity) with appropriate advice about application and duration
of treatment.*

Low risk patients with rectal bleeding who are concerned about colorectal malignancy should be considered for
direct access (direct to test) flexible sigmoidoscopy.™**

Please see the directory of patient information websites with information leaflets.

1.4 Referral criteria

Two week wait criteria for suspected cancer

Any patient with rectal bleeding who meets the following criteria should be referred urgently under the two week
wait guidelines as recommended by NICE Referral Guidelines for Suspected Cancer (NICE CG27):

= aged 240 years with rectal bleeding and change in bowel habit towards looser and/or more frequent stools
for 6 weeks or more

= aged 260 years with rectal bleeding persisting for 6 weeks or more without change in bowel habit and
without anal symptoms

= rectal bleeding and a palpable rectal mass

Other referrals

Routine referral should also be considered for patients with persistent or highly symptomatic haemorrhoids or
fissures. Urgent referral should be considered for patients with concerning symptoms which do not meet the two
week wait criteria.

Direct access flexible sigmoidoscopy provides the best reassurance for patients with rectal bleeding who are
primarily concerned about malignancy.

Referral for screening colonoscopy or genetics assessment may be appropriate when rectal bleeding has triggered
access to medical care but the primary concern is strong family history of colorectal cancer.

Investigation

Patients referred on the two week wait pathway usually require investigation. Investigation of rectal bleeding
should be considered in patients who do not meet the NICE guidelines for suspected malignancy in the following
circumstances:



L.RCS

ADVANCING SURGICAL STANDARDS]

Commiissioning guide 2013

Rectal Bleeding

= strong family history of colorectal malignancy

= anxiety about colorectal malignancy

= persistent rectal bleeding despite treatment for haemorrhoids

= rectal bleeding in patients with a past history of pelvic radiotherapy
= assessment of suspected inflammatory bowel disease

The choice of investigation will depend on symptoms but also on the age of the patient as this determines
potential causes of bleeding.”**

Flexible sigmoidoscopy is the investigation of choice for patients under the age of 45 with persistent rectal
bleeding who are concerned about pathology apart from haemorrhoids or who have received treatment for
haemorrhoids and still have persistent bleeding.’® Direct access flexible sigmoidoscopy should be offered if at all
possible. There is potential for significant savings if this is available locally.”

If there is a family history of colorectal malignancy, colonoscopy may be a better investigation for rectal bleeding
as these patients have a higher risk of right colon cancers. Current British Society of Gastroenterology (BSG)
guidelines recommend one-off colonoscopy at 55 years or over in asymptomatic individuals with one first-degree
relative diagnosed with colorectal cancer under 50 years old, or two (or more) first degree relatives diagnosed at
any age.

Patients over the age of 45 with persistent rectal bleeding should be offered either colonoscopy (this may be the
more cost effective investigation) or flexible sigmoidoscopy.** In elderly, frail or unfit patients, CT colonography
with flexible sigmoidoscopy may be better tolerated than colonoscopy (Royal College of Radiologists 2012, Colon
cancer: diagnosis guideline).

Barium enema has a significant miss rate for colorectal cancer and other pathologies, and does not have a role in
investigation of rectal bleeding.

Service configuration

Direct access flexible sigmoidoscopy services should be available to primary care. An example of service
configuration for provision of direct access flexible sigmoidoscopy is referenced the Manchester NHS PCT Service
Specification: Direct Access Rectal Bleed Services.

One stop clinics in either specialist community or secondary care may provide good value for patients who
require treatment for haemorrhoids and fissures, coupled with flexible sigmoidoscopy to rule out proximal
pathology. One stop clinics should offer both investigation and treatment.
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1.5 Secondary Care

Haemorrhoids

Treatment of bleeding haemorrhoids depends on the degree of prolapse and severity of symptoms. Rubber band
ligation is currently the best available outpatient treatment for haemorrhoids with up to 80% of patients satisfied
with short term outcomes.'® About 20% of patients require a second banding procedure within six months for
symptom control. Local service providers may offer outpatient injection sclerotherapy with oily phenol or infra-
red coagulation (laser) therapy, but neither is as effective as suction banding.

At present surgery is reserved for bleeding or prolapsing haemorrhoids that have not responded to outpatient
treatment (ASCRS Practice Parameters for the Management of Hemorrhoids).'® Doppler-guided haemorrhoidal
artery ligation and stapled haemorrhoidopexy are alternatives to formal haemorrhoidectomy."” These are
associated with lower pain scores but neither procedure has long term outcomes data available yet.

The HubBLe trial is currently recruiting patients with second or third degree symptomatic haemorrhoids for
randomisation between suction banding and Doppler-guided haemorrhoidal artery ligation surgery
(http://www.controlled-trials.com/ISRCTN41394716).

Anal fissures

If a patient with a chronic anal fissure has previously used GTN ointment, the first line options in secondary care
are topical diltiazem 2% (NICE ESUOM3 as currently an unlicensed indication) or injection of botulinum toxin.'>*®
Surgical options for anal fissure include fissurectomy with injection of botulinum toxin and lateral internal anal
sphincterotomy.***® Decision making is a balance between efficacy for fissure healing and risk of long term faecal
incontinence."

Inflammatory bowel disease

Patients with significant inflammatory bowel disease should be referred to specialist gastroenterology services for
long term management. Mild proctitis may be safely managed in primary care with topical anti-inflammatory
agents, where local guidelines or integrated care exist.

Radiation proctitis

Radiation proctitis responds poorly to topical treatments® although rectal sucralfate enemas 2g in 20ml tap water
twice a day may be of some benefit.! Access to argon plasma coagulation (APC) is desirable for patients with

persistent rectal bleeding from this condition.”®**

Other conditions

As listed in the background section, there are a number of other pathological conditions causing rectal bleeding.
Management of these conditions falls outside the remit of this guide, which assumes that they will be treated
appropriately.

10
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Community aftercare

After any treatment for haemorrhoids or fissures, patients should be advised to remain on a high fibre diet with
good oral fluid intake to prevent recurrence. Patients with new or recurring symptoms should be reassessed.

2 Procedures explorer for rectal bleeding

Users can access further procedure information based on the data available in the quality dashboard to see how
individual providers are performing against the indicators. This will enable CCGs to start a conversation with
providers who appear to be 'outliers' from the indicators of quality that have been selected.

The Procedures Explorer Tool is available via the Royal College of Surgeons website.

3 Quality dashboard for rectal bleeding

The quality dashboard provides an overview of activity commissioned by CCGs from the relevant pathways, and
indicators of the quality of care provided by surgical units.

The quality dashboard is available via the Royal College of Surgeons website.

11
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4 Levers for implementation

4.1 Audit and peer review measures

The following measures and standards are those expected at primary and secondary care. Evidence should be
able to be made available to commissioners if requested.

Measure Standard
Primary & Direct access flexible = Referral directly from GPs
BRI e los ey = Commissioners can see evidence of this.
Care
Secondary National ®  Providers submit data via HES for haemorrhoid
Care haemorrhoidal treatment.

rocedure audit . .
P = Commissioners are able to see evidence of

submission.

Missed cancer rate = Patients presenting with colorectal cancer within
a year of endoscopic evaluation

Waiting time for ®  Providers submit data to JAG

urgent colonoscopy = JAG accreditation

12
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4.2 Quality Specification/CQUIN

The lower gastrointestinal endoscopy (colonoscopy and flexible sigmoidoscopy) rate is much lower in the UK than
most other developed nations. The NHS needs to invest in a lower threshold for investigation in at risk age groups
(resulting in increased use and cost of these tests) in order to diagnose distal colorectal cancer at an earlier stage

of disease. The CQUIN payment for investigation in rectal bleeding is aimed at promoting high quality use of

endoscopic investigation.

Day case rates for haemorrhoidectomy and anal fissure surgery are respectively 74% and 86% (data from British
Association of Day Surgery (BADS). CQUIN payments could be designed to reward high use of day case

procedures for haemorrhoids a

nd fissures.

Measure

Description Data specification
(if required)

Day case rate for haemorrhoid
procedures

Day case rate for fissure
procedures

Provider demonstrates 90% day Data available from HES
case rate for haemorrhoid
surgical procedures

Provider demonstrates 92% day Data available from HES
case rate for fissure surgical
procedures

5 Directory

5.1 Patient Information for rectal bleeding

Name

Publisher Link

Rectal Bleeding

Rectal Bleeding (Blood in
Faeces)

Perianal Disease

http://www.nhs.uk/conditions/rectal-

NHS Choices bleeding/pages/introduction.aspx

http://www.patient.co.uk/health/rectal-bleeding-

Patient.co.uk
blood-in-faeces

The CORE http://www.corecharity.org.uk/conditions/perian
Charity al-disease

13
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Charity

Bowel Cancer

http://www.corecharity.org.uk/conditions/bowel-

cancer

5.2 Clinician information for rectal bleeding

Name

Publisher

Link

NICE Clinical Guideline (CG27).
Referral for suspected cancer.
London:

NICE. Colorectal cancer: the
diagnosis and management of
colorectal cancer. 131. London:

The Royal College of
Radiologists. Colon cancer:
diagnosis

Guidelines for colorectal cancer
screening and surveillance in
moderate and high risk groups
(update from 2002)

Service Specification: Direct
Access Rectal Bleed Services

Haemorrhoidal artery ligation.
342. London:

National Institute for
Health and Care
Excellence. 2005.

National Institute for
Health and Care
Excellence; 2011.

London: The Royal
College of Radiologists;
2012.

BSG

Manchester NHS PCT

National Institute for
Health and Care
Excellence; 2010.

http://www.nice.org.uk/nicemedia/live/10968/2

9814/29814.pdf

http://www.nice.org.uk/nicemedia/live/13597/5

6998/56998.pdf

http://irefer.org.uk/images/pdfs/cancer_ca23_a
bstract.pdf

http://www.bsg.org.uk/images/stories/docs/clini

cal/guidelines/endoscopy/ccs 10.pdf

http://www.manchesterpct.nhs.uk/document u

ploads/tender invites/Rectal Bleed SS.pdf

http://www.nice.org.uk/nicemedia/live/12236/4

8673/48673.pdf
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Rivadeneira DE. Practice Diseases of the Colon & (Revised 2010). 2011; 54(9):1059-64.

Parameters for the Management  Rectum.

of Hemorrhoids

Stapled haemorrhoidopexy for
treatment of haemorrhoids

Interventional procedure
overview of haemorrhoidal
artery ligation

Evidence summary: unlicensed
or off-label medicine ESUOM3:
Chronic anal fissure: 2% topical
diltiazem hydrochloride

Ulcerative colitis: management.

London: National Institute for
Health and Care Excellence;
2011.

National Institute for
Health and Care
Excellence

National Institute for
Health and Care
Excellence

National Institute for
Health and Care
Excellence

National Institute for
Health and Care
Excellence Clinical

Knowledge Summary.

(TA 128) 2007

(1P803) 2009

http://publications.nice.org.uk/esuom3-chronic-

anal-fissure-2-topical-diltiazem-hydrochloride-

esuom3/overview-for-healthcare-professionals

http://www.cks.nhs.uk/ulcerative colitis

5.3 NHS Evidence studies

NHS Evidence studies Link

https://www.evidence.nhs.uk/topic/colorectal-cancer

Colorectal Cancer

https://www.evidence.nhs.uk/topic/haemorrhoids

Haemorrhoids

https://www.evidence.nhs.uk/topic/inflammatory-bowel-disease

Inflammatory Bowel

15
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https://www.evidence.nhs.uk/topic/haemorrhoids
https://www.evidence.nhs.uk/topic/inflammatory-bowel-disease
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disease

6 Benefits and risks of implementing this guide

Consideration

Benefit

Risk

Patient outcome

Patient safety

Patient
experience

Equity of Access

Ensure access to effective
conservative, medical and surgical
therapy.

Promote good advice and self-care.

Reduce chance of missing
colorectal cancer.

Quality assured endoscopy
services.

Treating and caring for people in a
safe environment and protecting
them from avoidable harm (domain
5 of NHS Patient Experience
Framework’)

Improve access to patient
information and support groups.

Ensure patient confidence with
positive treatment experience
(domain 4 of NHS Patient
Experience Framework”).

Improve access to effective
procedures, eg direct access
flexible sigmoidoscopy.

Unrecognised deterioration on
conservative therapy.

Potential false reassurance of
not having bowel cancer

Loss of individual patient
confidence or self esteem with
invasive examination and/or
investigation.
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Resource impact = Reduce unnecessary referral and Resource required to establish
intervention. primary care service or

community specialist provider
= Reduce costs of unnecessary ysp P

community tests.

®=  Promote low cost high quality tests
and interventions.

*NHS Patient Experience Framework

www.gov.uk/government/uploads/system/uploads/attachment data/file/146831/dh 132788.pdf.pdf

7 Further information

7.1 Research recommendations

= Diagnostic accuracy: Future primary care studies should report data completely, preferably using the
STARD (Standards for Reporting of Diagnostic Accuracy) criteria.

= |nvestigations: Research into optimum endoscopic investigation depending on patient age and symptoms

® |nvestigations: Research into optimum and most cost-effective bowel preparation prior to flexible
sigmoidoscopy to ensure adequate investigation with minimal risk balanced against need to recall patients
with inadequate investigation due to poor preparation for repeat procedure using full oral mechanical
bowel preparation.

®  Patient Reported Outcome Measures (PROMS)
= Cost effectiveness of direct access to investigation, e.g. flexible sigmoidoscopy

= Support for ongoing recruitment to the established HubBLe Trial: Haemorrhoidal Artery Ligation (HAL)
versus Rubber Band Ligation (RBL) for haemorrhoids is comparing two procedures for second and third
degree haemorrhoids.http://www.ukctg.nihr.ac.uk/trialdetails/ISRCTN41394716

7.2 Other recommendations
= National clinical audit of treatment for haemorrhoids

= Best practice guidelines for management in rectal bleeding in primary care
17
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7.4 Guide development group for rectal bleeding

A commissioning guide development group was established to review and advise on the content of the
commissioning guide. This group met twice, with additional interaction taking place via email.

Name

Job Title/Role

Affiliation

Miss Nicola Fearnhead (chair)

Dr Simon Campbell

Ms Helen Livett

Mrs Maureen Simester
Dr Amjad Rahi

Mr Stephen Holtham

Dr Simon Hambling
Mr Graham Phillips

Dr Laurence Stone

Consultant Colorectal Surgeon
Consultant Gastroenterologist

Nurse Practitioner in
Gastroenterology

Patient Representative
Patient Representative
Consultant Colorectal Surgeon

Senior Partner, Doddington
Medical Centre
Superintendent Pharmacist

General Practitioner

Association of Coloproctology
of Great Britain and Ireland
British Society of
Gastroenterology

British Society of
Gastroenterology Nurses
Association

Royal College of Surgeons (Eng)
Patient Liaison Group
Healthwatch Tower Hamlets
Association of Coloproctology
of Great Britain and Ireland
Royal College of General
Practitioners

Royal Pharmaceutical Society
Royal College of General
Practitioners
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®=  The Royal College of Surgeons of England and the Association of Coloproctology of Great Britain and
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