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Preface

v

In a previous publication, the authors attempted to cover not only topical
issues but also difficult problems that might confront recently appointed
trainees in the decisions they make that confront these individuals in their
future practices.

Since that time, much of the thrust of coloproctology and government
directives have centred around various aspects of colorectal cancer. The
editors are thus of the opinion that they must not shy away from political
incentive and have dedicated just over half of the present book to the diag-
nosis, presentation, and management of colorectal carcinoma.

By contrast, the editors have also tried to draw attention to the fact that
many patients with benign disorders of the colorectum have symptoms
which are incompatible with a constructive and useful quality of life.
Crohn’s disease is paramount in this respect and continues to provide chal-
lenges in both medical and surgical management. Moreover, coloproctolo-
gists continue to be vexed by the problems presented by the diagnosis and
treatment of functional bowel disorders, and it is hoped that the chapters
in this book will help to demystify the investigation and treatment of incon-
tinence and constipation.

John Beynon, BSc, MS, FRCS
Nicholas D. Carr, MD, FRCS
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1
The Effective and Efficient
Management of Patients with 
Rectal Bleeding to Identify the 
Few with Cancer

Michael R. Thompson, Edwin T. Swarbrick, Brian G. Ellis,
Iona C. Heath, L. Faulds Wood, and Wendy S. Atkin

There are currently insufficient resources to fully investigate all patients
with rectal bleeding to exclude the small possibility of cancer, and this is
the dominant factor in developing strategies for the management of rectal
bleeding. However, even if there were unlimited resources it may not be
desirable to investigate all patients because the small risks associated with
the investigative procedure might outweigh the benefits, particularly in
groups at very low risk of having cancer.

The importance of efficient as well as effective delivery of healthcare was
the subject of the Rock Carling Lectures delivered by Archie Cochrane in
1972 [1], and continues to be an essential aspect of clinical medicine. In the
context of the management of rectal bleeding, effectiveness is achieved if
all patients with colorectal cancer are promptly diagnosed, and efficiency is
achieved by limiting the number of patients without cancer investigated. In
view of the high prevalence of rectal bleeding in the community and the
potential demand for its investigation, the efficient management of all
patients presenting with rectal bleeding will profoundly affect the prompt
diagnosis of those with cancer.

The management of rectal bleeding as a symptom of bowel cancer begins
with advice to the general public through disease awareness campaigns,
proceeds through referral guidelines to general practitioners (GPs), and 
finishes with the efficient use of resources for its investigation. The varying
prevalence and predictive value of rectal bleeding for cancer in different
cohorts of patients is important to all stages of its management.

Rectal bleeding is also important in the diagnosis of adenomatous polyps
[2–7] and colitis [7] as well as colorectal cancer [2,4–11]. Overall, 40% of all
colorectal cancers and 70%–80% of rectal and sigmoid cancers present with
overt rectal bleeding [9–11]. It may be a sign of an early-stage curable
cancer [12–15] and of large adenomatous polyps, which, with subsequent
colonoscopic surveillance, may be a valuable way of reducing the preva-
lence and overall mortality from colorectal cancer [16]. It is perhaps not
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surprising, therefore, that advice on the management of rectal bleeding
stresses the importance of its detection [17,18] and prompt investigation
[4,5,19].

This advice has been supported by reports that rectal bleeding has a high
predictive value for cancer in primary care [4,5,19], and that it is impossi-
ble to differentiate between rectal bleeding from benign and malignant
disease [4,5,19,20–24]. It is further supported by the unproven assumption
that early referral of all patients with rectal bleeding will improve the sur-
vival of those with cancer [25].

These ideas have formed the basis for the current paradigm governing
the approach to the management of rectal bleeding, which advises an
aggressive policy of full colonic examination in all patients over the age 
of 40 [4,5,19]. This is partly the reason for the serious mismatch between
demand and the resources for investigation—some cancer patients have
long waits to be seen due to the unnecessary investigation of patients at
very low risk of cancer.

We question these assumptions, and propose that it is possible to classify
patients on the basis of their cancer risk for different investigation 
strategies.

The British government has recently introduced the “Two-Week Stan-
dard” [26], which promises that all patients suspected by their GPs of having
bowel cancer will be seen within two weeks. This has focused attention on
the problem, which may be partly addressed by a reconfiguration of refer-
rals by identifying precisely which patients should qualify for urgent refer-
ral and investigation [27–30]. However, it is yet to be seen whether this will
cause a greater delay in patients who do not fulfil these criteria, which in
turn might exacerbate the problem with no overall benefit to all cancer
patients.The introduction of referral guidelines [27–29] must not deflect the
government from the long-term solution, which is for a substantial increase
in hospital resources for all patients requesting and needing investigation,
not just those patients at higher risk.

1. The High Prevalence of Rectal Bleeding in 
the Community

The high prevalence of all symptoms in the community, regardless of their
nature, was first described in the Peckham experiment in 1946 [31] and sub-
sequently by Wadsworth [32] and Hannay [33]. These studies demonstrated
that most people have various symptoms most of the time, which they either
self-treat or which resolve spontaneously without medical consultation.
Only a small proportion of patients who eventually consult their doctors
are referred to hospital for investigation [31–33]. This observation is also
true for rectal bleeding [34–36].

2 M.R. Thompson et al.



Several studies have shown that 17%–20% of patients in the community
have rectal bleeding each year [34–44]. Prevalence is inversely related to
age, with young women being most affected and the elderly being least
affected [34–36]. Two thirds of patients who bleed each year will have had
an episode in the past [36] (Figure 1.1, Figure 1.2). It has been calculated
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Figure 1.1. Incidence rates of rectal bleeding in men and women for a one year
period in 1996 as a percentage of the total population.
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that in a city with a population of 1 million people, 140000 will have rectal
bleeding each year [36].

It is fortunate that less than 15% of patients with rectal bleeding seek
medical help [35,36] and only 40%–50% of those patients are referred to
hospital [36]. Thus, patients seen in hospital represent the “tip of the
iceberg” [33] of all patients with these symptoms and we ignore this impor-
tant piece of clinical epidemiology at our peril [45]. Clearly, a great deal of
selection is already occurring before referral for investigation and this
needs to continue.

2. The Predictive Value of Rectal Bleeding for Cancer
in the Community, Primary Care, and Hospital

In view of the high prevalence of rectal bleeding and as a result of the con-
siderable selection process, the predictive value of rectal bleeding for cancer
varies from 1 :705 in the community [23] to 1 :17 in a surgical outpatient
department [46].

Two studies on the predictive value of rectal bleeding in primary care
have shown a 1 :10 prevalence of cancer [3,5], which is considerably higher
than that in the hospital study [46] and two others in primary care that
showed a 1 :29 and 1 :30 prevalence [6,36]. It is likely that the two studies
showing a higher prevalence [3,5] was the result of not all patients identi-
fied with rectal bleeding in primary care being referred for investigation.
About one half of all patients with rectal bleeding in the community have
an associated change in bowel habit. In two thirds of cases the change is to
a decreased frequency of defaecation with straining and/or harder stools
[36]. Dark red bleeding also occurs in up to 20% of patients [4,6,7,35,36]
and painless (implying non-haemorrhoid–associated) rectal bleeding occurs
in 80% of patients in the community and general practice [7,36].This means
that many patients with rectal bleeding from benign conditions in the com-
munity have what, at present, are considered higher risk symptoms.

3. The Basis of the Current Selection Process for
Referral of Patients for Investigation

It is likely that at least some patients and GPs decide whether to seek inves-
tigation in hospital by adopting watch-and-wait strategies [47] that are
based on the assumption that most benign conditions get better whereas
symptoms from cancer persist. In general practice, “treat, watch-and-wait”
strategies [47] in conjunction with “safety-netting” [48] are an integral and
safe part of the diagnostic process, and are the keystones of the GP’s gate-
keeper role (Figure 1.3).

4 M.R. Thompson et al.



The gate-keeper role saves the majority of patients with transient symp-
toms unnecessary investigations, which conserves hospital resources for
more rapid investigation and treatment of patients with serious disease.
It is crucial that the new paradigm for the management of rectal bleeding
supports the GP in this important role [27–29].

The question arises: Can the selection process between the patient/GP
interface and the GP/hospital interface be improved and will it improve sur-
vival from colorectal cancer?

4. Will Prompt Referral and Earlier Diagnosis 
Improve Survival?

The term “early,” used so often in discussions of cancer therapy, is generally ap-
plied inappropriately. Although “early” refers to a dimension in time, the usual 
evidence assessed in the designation of “early” comes mainly from anatomy not
chronometry.

Alvan F. Feinstein, Nature, 1966 [49]

The diagnosis of early-stage cancer results in better survival, but this should
not be confused with the assumption that diagnosis early after the onset of
symptoms also improves survival. This assumption is one of the reasons for
the drive to promptly investigate all patients with rectal bleeding [20] and
for the introduction of the “Two-Week Standard” [26], which could dis-
courage more pragmatic “treat, watch-and-wait” approaches [29,47,48].

The rationale for early referral of patients with rectal bleeding is based
on the following unproven assumptions:

• A significant number of patients currently die as a result of an avoidable
delay in diagnosis and treatment.

• Delays in referral are due to patients and GPs being poorly informed of
the significance of the symptoms of bowel cancer, and that this can be
corrected by public awareness campaigns and better referral guidelines
for GPs.

• Earlier diagnosis during the symptomatic phase of the natural history of
colorectal cancer will improve survival.

1. The Effective and Efficient Management of Patients 5
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Epidemiology—A Basic Science for Clinical
Medicine. 2nd ed. Boston: Little Brown &
Co; 1991: 4.



There is little evidence for these assumptions, but what is certain is that
encouraging more patients to have investigation for rectal bleeding will
further strain already limited resources. It is therefore important to deter-
mine what proportion of patients have delay in treatment, whether it has
previously been possible to persuade appropriate patients to consult their
GPs earlier, and for GPs to recognise higher risk patients for referral and
to determine the size of the benefit that earlier symptomatic diagnosis
might achieve.

4.1. What Proportion of Patients Have Prolonged Delays
in Treatment?
The mean time between the onset of symptoms and treatment of bowel
cancer has remained constant at approximately 7 months for rectal cancers
in different countries over many years [50–56]. It is particularly disap-
pointing that up to 20% of patients with colorectal cancer have a delay in
referral and treatment of more than 1 year, and many of these patients have
rectal bleeding [9,54,55,57–66].

4.2. Are Delays Caused by Poorly Informed Patients and
GPs, and Can This Be Improved?
The causes of delay in referral include patient embarrassment and fear of
cancer [25,34,56,67] as well as a lack of knowledge of the symptoms of col-
orectal cancer [67].The delays in referral have not changed over many years
in spite of disease awareness campaigns and referral guidelines for doctors
in primary care. It has also been suggested that the speed of referral may
be affected by the biological nature of the cancer and its effect on the symp-
toms. If this is correct, it may be very difficult to modulate the speed of
patient consultation and primary-care doctor referral.

4.3. What Is the Evidence That Earlier Diagnosis of
Colorectal Cancer Improves Survival?
A few reports [68–73], mostly based on reviews of small numbers of cancer
patients, often with historical controls, have suggested an improvement in
survival with shorter delays in treatment. There are more reports of an
inverse relationship, with delay in treatment being associated with better
outcomes [50–55,58,64,65,74,75]. This paradoxical relationship is thought to
be due to biological predeterminism [49,76,77], which suggests that some
slow-growing cancers may produce low grade, nondisturbing symptoms
resulting in delay in referral but with good outcomes, whereas some aggres-
sive cancers may produce more severe, rapidly progressive, and worrying
symptoms resulting in rapid referral but poor survival [40,76,77]. This para-
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doxical effect makes it difficult to demonstrate the possible beneficial effect
of earlier symptomatic diagnosis [50–55,57–66,70,74,78–85]. It is clear,
however, that many patients die in spite of prompt treatment and substan-
tial numbers survive in spite of delay so that the total number of patients
that might benefit from earlier diagnosis could be small [50].

One study [86] determined the effect that delay in treatment had on sur-
vival after referral to hospital on the assumption that this would occur in a
random fashion and would not be dependent on the biological nature of
the cancer. However, this study still did not show that delay had an adverse
effect on outcome, even in patients having hospital delays in treatment of
over 5 months [86].

4.4. Conclusion on the Benefits of Earlier 
Symptomatic Diagnosis
Earlier symptomatic diagnosis may be difficult to achieve for many patients
with bowel cancer, and even if this could be achieved, the overall improve-
ment in survival is likely to be small [50,54–56,58,80,81,85]. This would
require a considerable increase in resources for investigating increasing
numbers of symptomatic patients.

5. When Does the Risk of Cancer Exceed the Risk 
of Investigation?

Most doctors are now accustomed to balancing the benefits of treatment
with its risks [87,88]. They are less familiar with this sort of analysis when
deciding whether to refer low-risk patients for investigation, even though

1. The Effective and Efficient Management of Patients 7

Table 1.1. The symptom iceberg.
Symptoms of rectal bleeding in the community

High prevalence: 17%–20% of the population each year
Only 15% visit their GP
Only 7% are at present investigated in hospital
More common in the younger age groups
Often associated with a change in bowel habit to decreased frequency and/or increased 

hardness of stool and straining
10%–20% have dark red bleeding

Table 1.2. Predictive value of rectal bleeding for cancer.
Community Hospital outpatients

Predictive value of rectal bleeding for cancer 1 :705 1 :17



it is now accepted that before introducing screening for colorectal cancer
there should be some evidence of significant overall benefit. It is possible
that younger patients with lower GI symptoms are at lower risk of cancer
than older asymptomatic screened patients, and similar rules to those devel-
oped for screening should be applied when deciding at what stage investi-
gating symptomatic patients will do more good than harm.

The various disadvantages that can occur during investigation are listed
in Table 1.3.

In patients at very low risk of cancer, the question must be asked: Is the
risk of having a cancer greater than the risk of investigation? Or, when is
the small potential benefit of earlier symptomatic diagnosis in the very few
with cancer outweighed by the disadvantage of investigation in the major-
ity without cancer (Figure 1.4).

5.1. Summary of the Basis for Changing the Current
Paradigm Governing the Management of Rectal Bleeding
• The high prevalence of rectal bleeding in the community establishes the

need for a selective policy for its investigation.
• There is no evidence that short time lags before referral reduce the

chances of survival from colorectal cancer.
• Investigations can harm people, and in patients at very low risk of cancer,

any benefit from earlier diagnosis to the few with cancer may be out-
weighed by the disadvantage of investigations to those without cancer.

8 M.R. Thompson et al.

Table 1.3. Disadvantages of investigation.
Disadvantages of investigation

Unnecessary worry of investigation and fear of cancer89,90

Labelling91

Physical harm
• Colonoscopy92,93

Risk of perforation
Risk of death 1 :17000

• Barium enema 1 :57000 deaths94

• False positives/unnecessary operations
• False negatives/delayed diagnosis

Costs of investigation
• Patient and caregiver costs

Time off work
Travel costs

Consuming scarce resources
• Delay in investigation of those with cancer
• Opportunity costs

Medico-legal costs



These three fundamental points establish the need, safety, and pragma-
tism for new strategies to manage rectal bleeding based on careful “treat,
watch-and-wait” policies [4] according to cancer risk. These are a natural
and integral part of clinical diagnosis in all situations, particularly in primary
care and are the keystones of the GP’s “gate-keeper” role [29]. Public
awareness campaigns for patients with rectal bleeding and referral guide-
lines for GPs must emphasise the value of these strategies, particularly for
those patients at very low risk of cancer, and to establish appropriate
periods of “wait” in “treat, watch-and-wait” policies according to cancer risk
[29].

The key to a new paradigm governing the management of rectal bleed-
ing therefore depends on the identification of patients at higher and low
risk of cancer on the basis a simple history and examination [27–30].

6. Can Symptoms and Signs Be Used to Determine
Cancer Risk in the Community and in Primary Care?

The challenge for providing advice for public awareness campaigns and the
new referral guidelines is to identify criteria determining cancer risk that
maintain high sensitivity for cancer, that is, include the majority of patients
with cancer, with as little loss of specificity as possible, which means includ-
ing a minority of patients with benign disease [27–30].

It is important to understand that “as sensitivity increases, a point is
reached at which very small increases in sensitivity are accompanied by very
large decreases in specificity, i.e., the number of false-positive results
increases.An increase in the number of false-positive tests increases patient
anxiety, the costs of ‘investigation’ and the risk associated with unnecessary
‘investigation’ ” [95].

1. The Effective and Efficient Management of Patients 9

management of patients at low risk of cancer
balance of risk + benefits

harm
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  disutility of investigation

earlier diagnosis

Figure 1.4. Management of patients at low risk of cancer.



The implication of this is that there will be an exponential increase in the
number of patients needing to be investigated to capture the last few cancer
patients with less common symptom profiles.

6.1. The Common Age, Symptom, and Sign Profiles of
Rectal Bleeding in Patients with Established Cancer
It is likely that the common age, symptom, and sign profiles of rectal bleed-
ing in patients with established cancer will have higher predictive values
than those occurring less commonly.

It is clear from many previous articles [9–11,53,54,60–63,65] that col-
orectal cancer presents with more than one symptom or one sign. For
example, it is now clear that approximately 75% of cancer patients pre-
senting with rectal bleeding also have a change in bowel habit, and another
20% have bleeding without anal symptoms or with a palpable anorectal
mass [11,15,46]. This means that as little as 5% of cancer patients present
with rectal bleeding, anal symptoms, no persistent change in bowel habit,
and no palpable anorectal mass; the common symptom pattern in patients
bleeding from piles [11,46].

6.2. The Symptom Patterns with the Highest Predictive
and Diagnostic Values
6.2.1. Rectal Bleeding with a Change in Bowel Habit

Several studies in primary care [2,5–7] and in a surgical outpatient depart-
ment [46] have shown that patients presenting with both rectal bleeding and
a change in bowel habit have up to a 5 times greater risk of cancer as com-
pared with patients presenting with rectal bleeding as a single symptom
(Table 1.4).

6.2.2. Rectal Bleeding and No Perianal Symptoms

Two studies, one in primary care [7] and one in a surgical outpatient depart-
ment [46], have shown that patients presenting with rectal bleeding and no
anal symptoms have up to a 4 times greater risk of cancer compared with
those patients presenting with anal symptoms (Table 1.4). This occurs in
patients whether or not their rectal bleeding is associated with a change in
bowel habit.

6.3. The Diagnostic Value of the Other Characteristics of
Rectal Bleeding
6.3.1. Dark Red Bleeding

Three recent studies have shown dark red bleeding to have a predictive
value of 9%–13% compared with 4%–8% for bright red bleeding [5–7,19]
(Table 1.5).

10 M.R. Thompson et al.



6.3.2. The Manifestation of Rectal Bleeding

The way rectal bleeding is noticed and bleeding of recent onset are either
of no or little diagnostic value [7,19], although blood mixed with the stool
has been shown to be of value in 2 studies [5,6] and of no value in 2 others
[7,19]. Sudden, self-limiting, large-volume, fresh bleeding after defaecation
can be very frightening and is a common reason for referral to a surgical
outpatient clinic, but paradoxically is probably of diagnostic value in iden-
tifying patients at very low risk of cancer [7]. This is contrary to what many
patients and GPs understandably feel.

6.3.3. Palpable Rectal Mass

Forty to eighty percent of rectal cancers, most of which present with rectal
bleeding, have a palpable rectal mass [7,10,24,49,96]. This is a crucially
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Table 1.4. The predictive and diagnostic value of the symptom combinations of
rectal bleeding.
Symptom Study Sensitivity Specificity LR 95% CI PPV

change in 
bowel habit

With Without

Rectal bleeding Fijten6* 89% 78% 4.0 2.9–5.5 11% 0.4%
with a change in Ellis7* 100% 58% 2.4 1.6–2.7 9% 0%
bowel habit Dodds97** 75% 65% 2.13 2.0–2.3 13% 3%

Symptom Study Sensitivity Specificity LR 95% CI PPV anal
symptoms

With Without

Rectal bleeding Ellis7* 64% 78% 2.9 1.6–4.3 2% 11%
without anal Dodds97** 59% 73% 2.2 2.0–2.5 4% 13%
symptoms

*Primary-care population.
**Hospital population.
LR, likelihood ratio (sensitivity/1-specificity); PPV, positive predictive value.

Table 1.5. The diagnostic value of dark red bleeding.
Symptom Study Sensitivity Specificity LR 95% CI PPV color

Dark Bright

Dark red Ellis7* 27% 88% 2.3 0.8–5.3 9% 4%
Bleeding Metcalf5* 37% 70% 1.25 0.5–3.2 11% 8%

Chave98** 37% 83% 2.08 1.8–2.5 13% 5%

*Primary-care population.
**Hospital population.
LR, likelihood ratio (sensitivity/1-specificity); PPV, positive predictive value.



important physical sign for a small number of cancer patients presenting
with rectal bleeding who otherwise have a low-risk symptom pattern, that
is, rectal bleeding with anal symptoms without a change in bowel habit.

6.4. The Nature of the Change in Bowel Habit
The nature of the change in bowel habit in 80%–90% of patients with col-
orectal cancer is to increased frequency and/or looser stools [7,11,46]. It is
likely that this type of change in bowel habit will have higher diagnostic
value [97] than a change in bowel habit to decreased frequency and harder
stools, which is extremely common in patients with rectal bleeding from
benign disease in the community [32].

6.5. The Effect of Age on the Diagnostic Value of 
Rectal Bleeding
The prevalence of rectal bleeding in the community is highest in the 20–40
age group and decreases with age (Figure 1.1, Figure 1.2). In contrast, 85%
of patients with colorectal cancer are over the age of 60 with less than 1%
below the age of 40 [98]. This means that rectal bleeding is of much greater
significance in patients over the age of 60 years [4–8,46].

In patients presenting to a surgical outpatient department [42], the preva-
lence of cancer varied from 50% in patients over 80 with the highest risk
symptom profile (rectal bleeding with a change in bowel habit, no abdom-
inal pain, and no perianal symptoms) to 1 :888 in patients below the age of
50 with the lowest risk symptom profile (rectal bleeding without a change
in bowel habit, with perianal symptoms, and no other significant diagnostic
factors), a 444-fold difference in cancer prevalence [46] (Table 1.6).

7. New Management Strategies for Investigating 
Rectal Bleeding

These new data on the predictive values of age, symptom, and sign profiles
of rectal bleeding suggest it is now sensible to discard the idea that all
cancer patients presenting with rectal bleeding have nonspecific symptoms.
In the future, different management strategies with different speeds of
referral should be introduced on the basis of cancer risk assessment as
determined by a simple history and examination (Table 1.7, Table 1.8).

Fast-track referral is appropriate for patients with higher risk criteria, but
only after symptoms have persisted for 6 weeks [27–29]. For patients at low
risk of cancer, longer “treat, watch-and-wait” policies are appropriate, both
in the community, perhaps with help from a pharmacist, and also in primary
care [27–29]. If these patients do need referral, this should be to a routine
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Table 1.6. The effect of age on the prevalence of cancer in patients with rectal
bleeding and other symptoms.
Age Rectal Plus a Plus a change No change No

bleeding change in in bowel in bowel  change in
(all patients) bowel habit habit but no habit and bowel habit

abdominal no anal with anal
pain or anal symptoms symptoms*
symptoms

<39 1 :268 1 :73 1 :26 1 :148 0.633
40–49 1 :83 1 :32 1 :9 1 :122 1 :255
50–59 1 :26 1 :13 1 :6 1 :62 1 :178
60–69 1 :10 1 :6 1 :3 1 :13 1 :100
70–79 1 :8 1 :6 1 :3 1 :8 1 :47
≥80 1 :5 1 :4 1 :2 1 :6 1 :18
Total number 5442 2063 331 810 2544

of patients
Total number 347 261 97 49 16

of cancers
Overall 1 : 16 1 :8 1 :3 1 :17 1 :159

*Not including patients with a palpable rectal or abdominal mass and those with iron-
deficiency anaemia below 10g.
Personal data from a study of 8000 surgical outpatients (Thompson MR, Swarbrick ET, Ellis
BG, et al. In: Cunningham D, Topham C, Miles A, eds. The Effective Management of Colorec-
tal Cancer. 2nd ed. London: Aesculapius Medical Press; 2000: 173).

Table 1.7. Management of rectal bleeding.
Old paradigm New paradigm

Patients with colorectal cancer There are large differences in the predictive 
present with nonspecific rectal value of rectal bleeding for cancer according to its
bleeding, and therefore all patients association with other symptoms and signs and
with this symptom over a certain age the age of the patient. Different management
should have prompt and full colonic strategies with different speeds of referral should 
investigation. be adopted according to cancer risk so that

patients with transient low-risk symptoms from 
benign disease avoid investigation.

Table 1.8. Criteria determining the management strategy [29].

Higher-risk symptoms
• Rectal bleeding with a persistent change in bowel habit to looser stools and/or increased

frequency of defaecation for at least 6 weeks.
• Rectal bleeding persistently without anal symptoms in patients over the age of 60.

Low-risk symptoms
• Rectal bleeding with anal symptoms and without a change in bowel habit and no anal

mass (or with a transient change in bowel habit, particularly to decreased frequency of
defaecation, harder stools and straining).



clinic, where the waiting time will depend on the available resources and
the numbers of patients referred with low risk symptoms (Table 1.9).

7.1. Management of Recurrent Rectal Bleeding 
Over Prolonged Periods of Time Following 
Negative Investigations
Some patients have recurrent bleeding [32] over long periods of time and
may have had previous investigations in hospital. If patients have already
had a flexible sigmoidoscopy within the previous 3 years, they can be safely
managed by longer watch-and-wait strategies, but if these symptoms persist,
even if they remain low-risk symptoms, they need to be re-referred to a
routine clinic, and if flexible sigmoidoscopy is again normal, they may need
examination by colonoscopy.

8. “Treat, Watch-and-Wait” Strategies for Patients at
Low Risk of Cancer

Approximately 5%–10% of patients presenting with rectal bleeding from
a colorectal cancer will present with low-risk symptoms and these patients
will continue to be diagnosed in routine clinics. Careful “treat, watch-and-
wait” management strategies are therefore needed in primary care to avoid
excessive time lags before referral of these low-risk patients. This means
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Table 1.9. The three alternative methods for referral.

Higher risk symptoms

First alternative

Become
Higher risk

‘Two-Week Standard’
Fast-Track Clinic

Routine appointment
Normal Clinic

Urgent appointment
Normal Clinic

Remain
Low risk

Second alternative

Low-risk symptoms
“Treat, watch-and-wait” With other worrying factors

Third alternative

Symptoms persistent for
3 months

for 6 weeks

Reproduced with permission from Thompson MR, Heath I, Ellis BG, Swarbrick ET, Faultds
Wood L, Atkin WS. Identifying and managing patients at low risk of bowel cancer in general
practice. BMJ. 2003;327: 263–265.
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that all patients with persistent symptoms, even if low risk, must eventually
be investigated, and it is likely that the only long-term solution to the 
management of rectal bleeding is to develop more resources so that all
patients referred are investigated promptly, not just those with higher risk
symptoms.

“Treat, watch-and-wait” strategies must be with the agreement of the
patient, who will need to understand the overall benefit to the majority of
patients with transient symptoms of avoiding unnecessary investigations
[29]. Patients who are not happy with this arrangement can still be referred
routinely to a normal clinic, and others may be given written information
about what constitutes higher risk symptoms so they can self-refer back at
an earlier stage if these develop [48]. If patients are overly anxious with
low-risk symptoms or in younger age groups with persistent higher risk
symptoms (i.e., rectal bleeding without anal symptoms), there is a third
alternative route for referral, an urgent appointment in a routine clinic
[27–29]. This mode of referral must be kept to a minimum to ensure that
all patients referred in this way are seen promptly.

There are therefore three alternative routes or speeds of referral 
dependent on cancer risk and the concern of the patient and the GP 
(Table 1.9).

9. Conclusion

The current lack of resources for investigating rectal bleeding means that
the efficient management of patients without cancer is the key to the effec-
tive diagnosis of those with cancer.

The traditional assumption suggesting that all patients with rectal bleed-
ing over the age of 40 years seeking medical advice should have prompt
and full colonic investigation should now be reviewed. The high prevalence
of rectal bleeding in the community, especially in patients below the age of
60 years, means that selection of patients for investigation may always be
necessary, both because it is unlikely that at least in the near future there
will be sufficient resources to meet the demand for its investigation, and
because in younger patients at low risk the possible benefit to the very few
with cancer from earlier symptomatic diagnosis may be outweighed by the
harm of full colonic imaging for the great majority who do not have cancer.
The key to better selection of patients for investigation, and therefore effi-
cient as well as effective diagnosis of colorectal cancer in patients with rectal
bleeding, is a clear understanding of the diagnostic value of symptom and
sign profiles in determining cancer risk and how this is affected by age. This
will enable higher risk patients to be identified, who should be encouraged
to have prompt investigation and, just as important, those at very low risk
who can initially self-care [45] or be managed by their GPs in primary care
for more prolonged periods of time.
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Every patient at low risk of cancer successfully managed in the commu-
nity or in primary care will conserve the investigative resources for those
at higher risk, who can then be seen, investigated, and treated more quickly.
This strategy, even if it does not increase the overall survival of cancer
patients, will ensure a higher quality of care for all patients, not just those
with cancer. The greatest challenge for the new guidelines will be to con-
struct safe “treat, watch-and-wait” policies for those patients at low risk to
ensure that the few with cancer do not suffer excessive time lags before
referral.

Every patient with low-risk symptoms and signs successfully treated in
the community or in primary care may enable a patient with cancer to be
seen and treated more quickly.
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