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Colonoscopy is the visual examination of 
the inner lining of the large  intestine with a 
camera on a flexible tube passed through the 
anus.[1] The most important indications for 
colonoscopy are evaluation of abnormalities 
observed on imaging studies, investigation of 
gastrointestinal (GI) bleeding, investigation 
of iron deficiency anaemia, investigation 
of unexplained diarrhoea, surveillance of 
patients with inflammatory diseases, and 
screening for and follow-up of colorectal 
cancer (CRC).[2,3]

Case report
A 45-year-old woman was referred to our 
endoscopy unit for colonoscopy as a further 
work-up on her chronic diarrhoea. She 
reported that she did not have any other 
chronic medical diseases or a family history 
of CRC. She had taken bowel preparation 
medication. The procedure was explained 
to her in detail, including the sedation that 
would be used if necessary. The procedure-
centred pain (PCP) score was used to 
assess the patient’s requirement for sedation 
during the procedure. Colonoscopy revealed 
a malignant-looking lesion in the caecum 
(Fig.  1), and it was biopsied for histological 
diagnosis. No concomitant pathologies 
such as polyps or colitis were detected 
endoscopically. The patient did not require 

any sedation during the procedure, as her 
PCP score remained grade III. It was not 
possible to pass the colonoscope into the 
ileum owing to the lesion in the caecum, so 
the procedure was recorded as an incomplete 
colonoscopy. Histological examination 
of the biopsy specimen showed the lesion 
to be a moderately differentiated invasive 
adenocarcinoma.

Discussion
Colonoscopy is regarded as the gold 
standard for diagnosis of colonic diseases. 
It can detect both cancers and premalignant 
neoplasms by  visualising the entire colon. 
It also offers the advantages of detection 
and removal of polyps, as well as diagnostic 
sampling of cancers.[1,4-7] In our case, the 
caecal lesion was diagnosed as a malignancy 
on colonoscopy, and this was confirmed on 
histological examination of a tissue sample.

GI endoscopic procedures, including 
colonoscopy, are widely accepted and 
performed globally. However, these 
procedures are invasive and often 
unpleasant. For this reason, procedural 
sedation has become a fundamental 
aspect of GI endoscopy to fulfil patients’ 
expectation of a painless procedure 
without compromising on its quality. There 
are various options for sedation, ranging 

from light sedation (anxiolysis) to general 
anaesthesia, depending on the procedure 
being performed, the centre of expertise 
and the individual patient. The wide range 
of practices include endoscopist-directed 
sedation, nurse-administered sedation and 
monitored anaesthesia care (MAC), the use 
of which depends on individual countries and 
regions. All of these techniques have certain 
advantages and disadvantages in terms 
of utilisation of resources. There are also 
concerns regarding the safety of the various 
sedatives, especially the rapid progression 
from moderate sedation to general 
anaesthesia, the risk of cardiopulmonary 
adverse events, and the increased risk of 
bowel perforation.[8-10]

Our PCP score is conceptualised on the 
basis of patients’ expectation of a painless, 
high-quality procedure. The score is intended 
to balance the quality of endoscopy with the 
risks of sedation, especially at institutions 
with limited healthcare resources.

PCP is scored as follows: 
• The patient is told the nature of the 

procedure and that some discomfort can be 
expected. If the patient is still anxious after 
this explanation, PCP is scored as grade IV, 
and it is recommended that endoscopist-
directed light sedation (anxiolysis) be 
provided.

• If the complete procedure can be performed 
without sedation and with only minimal 
patient discomfort, PCP is scored as grade I.

• If the patient suffers severe discomfort, 
but this resolves with adjustments in 
endoscopic manoeuvres, PCP is scored as 
grade II.

• If the patient suffers severe discomfort and 
this does not resolve with adjustments in 
endoscopic manoeuvres, but the discomfort 
resolves when the endoscope is completely 
withdrawn and the procedure is able to 
proceed again, PCP is scored as grade III.
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Fig. 1. Endoscopic view of the caecum. (A) The caecal tumour, and (B) a normal caecum.
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• If the patient suffers severe discomfort 
even after the endoscope is withdrawn, but 
the discomfort resolves with endoscopist-
directed light sedation (anxiolysis), PCP is 
scored as grade IV.

• If the patient suffers severe discomfort even 
after endoscopist-directed light sedation 
has been provided, PCP is scored as grade V 
and MAC is highly recommended to assist 
in monitoring the patient and excluding 
procedure-related complications.

We did not use any sedation for our patient, as 
her PCP score was grade III.

There is a need for more qualified 
endoscopists worldwide to meet patients’ 
expectations of high-quality lower GI 
endoscopy. There are many training methods 
in endoscopy: simulators, animal models, 
and computerised or virtual reality devices. 
However, colonoscopy training largely remains 
an apprenticeship on real patients, and this 
can involve many challenges for the trainees 
in terms of acquisition of skills.[2] We follow 
a colonoscopy technique that was acquired 
and modified from the techniques of Prof. G 
J Oettle (University of the Witwatersrand) and 
Prof. F Seow-Choen (National University of 
Singapore). The skills are acquired by means of 
apprentice-model training. In this technique, 
there are 12 essential steps to perform a safe 
and high-quality colonoscopy: 
• Keep the scope straight during the 

procedure. Always keep the lumen at 12 
o’clock and target at 6 o’clock.

• There are only two fixed points in 
colonoscopy, the anus and the caecum. 
If the scope reaches the caecum within 
75 cm from the anus, the procedure is 
almost always painless.

• Only minimal air insufflation should be 
used, to prevent the so-called balloon effect. 
Always use water immersion to pass the 
kinked areas of the colon (Fig. 2).

• Friction at the perineum, stretching the 
mesentery with scope loops, massive air 
insufflation and bowel perforation are 
causes of a painful procedure.

• A painless procedure does not preclude 
complications, especially in a patient with a 
difficult splenic flexure.

• Always withdraw the scope as you proceed. 
Always change the patient’s position to take 
advantage of gravity on mobile bowel.

• Always identify the appendix orifice after 
passing over the ileocaecal valve. Only 
cannulation of the terminal ileum means a 
complete colonoscopy (Fig. 3).

• Palpate the patient’s abdomen frequently 
during the procedure.

• Use clockwise torque to prevent a loop at 
the sigmoid colon, as well as to shorten 
the scope.

• There must be a one-to-one ratio of 
scope movements, inside and outside the 
abdomen.

• The duration of scope withdrawal must 
be at least the same as the duration of 
scope insertion. Every mucosal fold must 
be checked during scope insertion as well 
as during scope withdrawal.

• Always perform a digital rectal examination 
before starting the procedure, and always 
check the anal canal with a retroflexed 
scope before completing the procedure.

In our patient, a caecal tumour was diagnosed 
endoscopically and confirmed by subsequent 
histological examination of a tissue sample. 
The patient did not require any sedation and 
was therefore not exposed to any sedation 
risks.

Conclusion
In our opinion, sedation is not a substitute 
for performing poor-quality endoscopy. We 
share our experience with the PCP score and 
our colonoscopy technique, both of which 
can be applied to endoscopic procedures at 
medical institutions with limited resources.
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Fig.  2. Water immersion technique to pass the rectosigmoid junction. (A) Water immersion at the 
rectosigmoid junction, and (B) the scope passes through the rectosigmoid junction.
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Fig. 3. Complete colonoscopy. (A) Endoscopic view of the appendix, and (B) endoscopic view of the 
terminal ileum.
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