Patients With Acromegaly Have Longer Colons and are

More Difficult to Colonoscope Than Normals
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Background Aims Methods and Results .
A previous barium enema study suggestd@ establish if acromegalic colons are sigie used our MEI system in a series of 25 patients with acromegaly (AP) and 45 pa@@ﬁKllUSIOH
that patients with acromegaly have longerificantly longer than normal and, if sowithout acromegaly (NP) who were colonoscoped by a single experienced endos&agiishts with acromegaly are more dif-

colons than normal patients and theravhether colonoscopy is any more diffi{JEP). ficult to colonoscope than normal pa-

fore might be more difficult to cult. tients because they have longer colons,

colonoscopé. One MEI image was stored per second for later analysis.Two of us (GDB and RSR) wiged are more prone to loop forma-
specially modified softwaré* to measure the following :- tion.

We have previously used a combinatio

of magnetic endoscope imaging (MEI 1) length of rectum and anal canal combined These patients should be colonoscoped
and specially developed software to acc 2) length of anus to sigmoid descending junction by experienced colonoscopists using
rately measure the lengths of differe 3) length of descending colon full length instruments. Where possi-
sections of the colon at the time 0 4) length from anus to point when splenic flexure first reached ble, access to either screening facilities
colonoscopy?®. 5) length of transverse colon from splenic flexure to point when hepatic flexure Gira¥El is recommended so that a stiff-
reached ening overtube can be used if neces-
Acramegals F, 6) length from anus to caecum after shortening sary.

7) maximum length of colonoscope inserted at any stage of procedure
8) time in seconds to pass from anus to splenic flexure b) traverse the transfes$erences

colon and c) go from anus to caecal pole.
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Figure 2 - Use of EMI to show another example of a comple; e
sigmoid loop forming in an acromegalic patient. N-loop) 14 ’
’ Sigmoid loof 20 I - Haruw 3 Rowland RS & Bell GD. Non-radiological technique
= LSS for three dimensional imaging of intestinal endoscopes
No loop| 9 1 = - A new improved method of computerised graphical 3-

D representation of the endoscope and patient’s skel-

If the tendency to form simple loops such as sigmoid dr N &= !
eton . Med.Biol.Eng.Comput., 1998;36:285-290.

L gilipoma | ol icdawrni e cisad bl loops is compared with more complex alpha or revers: .

alpha loops then Fisher’s exact test is significant (p=0.p32 = . .
™ 4. Rowland RS, Bell GD, Dogramadzi S, Allen C. Vali-

= Table 1 - Pelvic loop formation in normals and acromegalic paFigure 4 - Time in seconds to pass the colonoscope from a) anus ¢iation of a 3-D method of accurately measuring the
- tients. It can be seen that the longer sigmoid colons of thplenic flexure b) across the transverse colon and c) from anusifsertion depth of different anatomical sections of the
gl acromegalics were more inclined to form more complex loopgacum. In the case of a) and c) it took significantly longer i, g ring flexible endoscopy. Gut 1999; 44 (Suppl
such as alpha or reverse alpha loops than normal patients. acromegalics than normal patients. 1) A22
Figure 1 - Use of the MEI to show a very large alpha loop form " ] A el ) .
in the sigmoid colon of an acromegalic patient. The blue b ] l A W g . )
show the site of the sensors and the distal 11.5 cm ben i : The acromegalic patients took longer to colonoscope, had longer colons and fasmmediand RS, Bell GD, Dogramadzi S, Allen C.
section is shown in green. ] 4§ ° & F | more complex pelvic loops — please see figures 1 - 4 and the table. Total colono?e@q&ﬁcopy ai?e? b(yj Tagln(?-tfif 3Dima9ti)”?-'5 it suf-
§ i . o - o . iciently accurate to detect differences between men
A fal dv looki ‘ g3 5 was recorded in 21 (84%) AP and in 43 (95.6%) NP using MEI. and women? Med. Biol. Eng. Comput., 1999; 37:673-
As part of a larger study looking at t The median maximum length of colonoscope inserted was 127.5cm (110-155.1) is7AP
incidence of adenomatous polyps and CRC compared to 110cm (105-120) in NP (p=0.0023). The greatest difference was in the
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in acromegalic patients one of us (JEP) Figure 3 - Use of the EMI system with modified software (seemedian length of colonoscope inserted to reach the sigmoid-descending junction, 7335%'&& Ie\lanarmaJagaelllrS ; aS";:Iret S Tf\:vey?):'eva-

Srgferences 3 and 4) to estimate the lengths in cm of differe|

had an opportunity to use the MEI sy segments of the colon of normals (green bars) or acromegazbz.g-gll.l) in AP compared to 51.3cm (42.4-61.5) in NP (p<0.0001).The medi@# and characteristics of Colorectal Neoplasia in

tem in a series of 25 patients and 45 COppéients (blue bars). There were highly significant differencefime to the caecum was 772sec (613.5-1063) in AP compared to 563.5sec (490eg<galy. J Clin  Endocrinol  Metab
trol patients. e e e 853.6) in NP (p=0.0267, Mann Whitney U). 2000,35(9):3417-2¢.



