
Patient presents with Rectal Bleeding

 Presence / absence of perianal symptoms 
 Duration of symptoms 

 

 

 

OUT anal symptoms

Rectal bleeding and a 

palpable recta

Camden Adult Rectal Bleeding Pathway 

Queries – Camden.pathways@nhs.net 

References – Royal College of Surgeons 2013 Rectal Bleeding Commissioning 

Guide. 

https://cks.nice.org.uk/haemorrhoids 

https://cks.nice.org.uk/anal-fissure#!management

DIFFERENTIAL 

DIAGNOSES: 

 Haemorrhoids

 Anal fissure

 Inflammatory bowel

disease

 Diverticular disease 

 Infectious
gastroenteritis

 Colonic polyps

 Colorectal cancer

 Angiodysplasia

 Ischaemic colitis 
(especially if  atrial 

fibrillation) 

 Solitary rectal ulcer

 Anal cancer

 Radiation proctitis

(if previous history 
of  deep X-ray 

therapy) 

 Sexually transmitted
disease (STD) 

 Anorectal trauma

 Perianal

Haematoma

Patient info 
https://patient.info/health/rec
tal-bleeding-blood-in-faeces 

Patient presents with rectal bleeding 

HISTORY 

 Presence / absence of perianal symptoms

 Duration of symptoms

 Age of patient - <30yrs more likely to have haemorrhoids, anal fissure or inflammatory bowel disease

(IBD); >50yrs ↑ risk of colorectal cancer

 Past medical history – e.g. of colitis or colonic polyps

 Medication history – anticoagulants

 Family history (FH) colorectal malignancy

 Recent travel - infective colitis

EXAMINATION 

 Abdo exam

 Anal inspection - Anal spasm and pain may prevent full visualization of a  fissure. When the fissure 

cannot be seen, pain occurs with gentle pressure on the anal margin

 Rectal exam – not recommended in primary care if anal fissure

 Temperature /pulse

 Body mass index –any weight loss?

.
Refer 2ww if red flag symptoms/signs 

 Weight loss

 Change in bowel habit (especially diarrhoea or
increased frequency) 

 Anaemia

 Abdominal or rectal mass

 Raised / positive qFIT test suggestive of cancer
NICE 2 week wait referral criteria

 <50yrs with rectal bleeding and any of the 
following unexplained symptoms or findings:-

abdominal pain, change in bowel habit, weight

loss or iron deficinecy anaemia

 ≥50yrs old with unexplained  rectal bleeding

 Rectal bleeding and a palpable rectal mass,
abdominal mass or anal mass or unexplained

ulceration

Investigations to consider 
Full blood count, iron studies, C-reactive 

protein 

If ? infective colitis –Erythrocyte 

sedimentation rate, stool microscopy 
culture & senitivity 

Faecal Calprotectin (FCP) if IBD 

suspected 

N.B. If been on NSAIDs in 4 weeks prior 
to FCP testing this can raise the FCP level 

Refer to appendix 3 for thresholds 

Remember to use Advice and 

Guidance on eRS when appropriate 

Management of perianal conditions causing rectal bleeding 
Anal fissure – see Appendix 1 

Haemorrhoids- see Appendix 2 

Consider admitting people with: 

 Extremely painful, acutely thrombosed external

haemorrhoids  presenting < 72 hours  onset
 Perianal sepsis (rare but life-threatening) 

Urgent referral if: 
Assessment of suspected IBD 

Rectal bleeding in patients with past history of pelvic 

radiotherapy 

Routine referral if: 

 Strong family history of colorectal malignancy

 Anxiety about colorectal malignancy, which GP

cannot reassure 

 Persistent rectal bleeding despite treatment for
haemorrhoids or fissures

Produced by NCL Gastro/Colorectal STP group 

Approved by Camden Clinical Cabinet July 2018 and Camden Medicines Management Committee August 2018. Review due August 2021

Please refer to the Summary of Product Characteristics (SPC) of any 

drug considered. This pathway has been developed from published 
guidance in collaboration with local gastroenterologists. This 

guidance is to assist GPs in decision making and is not intended to 

replace clinical judgement

NCL CCG is aware this pathway needs a review. When the expiry date passes, please use with discretion until an update is available.

https://patient.info/health/rectal-bleeding-blood-in-faeces
https://patient.info/health/rectal-bleeding-blood-in-faeces


 
 

 

APPENDIX 1- MANAGEMENT OF ANAL FISSURE 

Primary anal fissures -usually singular and occur in posterior midline (especially in women) although 

occasionally may be seen anteriorly 

Secondary anal fissures –may have irregular outline, be multiple, or occur laterally and are caused by 

constipation, colorectal cancer, inflammatory bowel disease, sexually transmitted disease 

 Dietary advice (increase fibre https://www.bda.uk.com/foodfacts/fibrefoodfactsheet.pdf and fluid 

intake https://www.bda.uk.com/foodfacts/fluid.pdf) 

 Bulk-forming laxative to treat/prevent constipation, eg ispaghula husk, reduces duration of 
symptoms if prescribed twice daily with increased water intake. Can also combine with stool 
softener (lactulose) 

 Manage pain- offer simple analgesia (paracetamol or ibuprofen) if there is prolonged burning pain 
following defecation. Avoid opioid analgesics which can cause constipation and exacerbate symptoms. 
Advise sitting in a shallow, warm bath several times a day (if possible, particularly after a bowel 
movement) may help relieve pain. If extreme pain on defecation, consider a short course (few days) of 

topical anaesthetic (lidocaine 5% ointment 1-2ml) to apply before passing a stool. 

 If symptoms ≥ 1 week without improvement, consider rectal glyceryl trinitrate (GTN) 0.4% ointment  
2.5ml to be applied twice daily for 6-8 weeks provided there are no contraindications, to relieve pain and 
aid healing. Advise patient 40% develop headache as a side effect to aid persistance with treatment. A 

second line option is diltiazem 2% ointment (unlicensed). 
 

Consider referral to colorectal team for patients who do not respond to above measures  

APPENDIX 2 - MANAGEMENT OF SYMPTOMATIC HAEMORRHOIDS 
 
Advise patients about: 

 Dietary advice (increase fibre https://www.bda.uk.com/foodfacts/fibrefoodfactsheet.pdf and fluid 

intake https://www.bda.uk.com/foodfacts/fluid.pdf) 

 Simple analgesia (such as paracetamol) - avoid stronger opioid analgesics 
 Haemorrhoidal preparations such as creams, ointments and suppositories are available over the 

counter and can be used for 5-7 days together with diet and self-care advice.  They contain multiple 

ingredients, including astringent, lubricants, antiseptic, local anaesthetic, and/or 
corticosteroids. There is no evidence that any topical haemorrhoidal preparations is more effective 
than another. Astringents or lubricants relieve local irritation and are less likely to cause skin 
sensitization. Preparations containing local anaesthetics may alleviate pain, burning, and itching, 

but can cause sensitization of the anal skin. Lidocaine is the preferred topical anaesthetic because 
others are more irritant. Preparations containing corticosteroids may reduce inflammation and 
pain, but prolonged use may lead to skin atrophy, contact dermatitis, and skin sensitization.  Local 
infection (for example herpes simplex infection or perianal thrush) must be excluded before use.  

Consider referral to colorectal team for patients who do not respond to conservative measures 
 
 

APPENDIX 3 - FAECAL CALPROTECTIN (FCP) TEST RESULTS – RFH/UCLH 

Stool samples collected in a plain pot, no preservative, should be received in the laboratory < 3 days  
(can be transported at room temperature, 23 C). Samples grossly contaminated with blood are unsuitable for FCP analysis. 
 < 50 μg/g not indicative of gastro intestinal inflammation and so low probability of significant pathology -not likely 

to need further procedures to determine cause.  

 Indeterminate 50 – 200 μg/g can represent mild inflammation - repeating in 2-4 weeks and if still indeterminate refer 
for further investigations. 

 Elevated levels > 200 μg/g indicative of active organic disease with inflammation in the gastrointestinal tract.  
Referral required. 

Whittington-if sample processed by Rotherham Hospital (if processed by Whittington hospital is as above) 

 <50mg/kg is negative 

 >50mg/kg is positive 
 100-150mg/kg indicative of bowel inflammation and if >150mg/kg consistent with active IBD 
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