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Clinical, colonoscopic and histopathological evaluation

of lower gastrointestinal bleeding
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Abstract

Background:-Lower gastrointestinal bleeding is about 20% of géistrointestinal
hemorrhage'™ Gastrointestinal bleeding has previously classifito upper or lower
relative to the ligament of Treitz. However, witbdvances in endoscopic methods for
the diagnosis, it is suggested to be classifienl ipper, mid, and lowef

Objectives.-To evaluate the diagnostic yield of colonoscopy lawer intestinal
bleeding and to investigate the common causes wérlantestinal bleeding in our
community.

Patient and method:-This is a prospective study done in the Gastereltgy center in
Al-najaf city during the period from May 2008 to Ap2011.332 patients were selected
for this study according to specific criteria. Oree upper gastrointestinal source of
bleeding is excluded and the patient is hemodynaliyiistable, colonoscopy were done
to define the cause of lower intestinal bleedindpe Tstudy include 290 patients
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colonoscopied as outpatient (standard care colopgsc while 61 patients
colonoscopied as inpatient(urgent colonoscopy).Atmab area of colorectal mucosa
was identified and biopsies were sent for histoplatiical examinations.

Result:-The study includes 332 patients presented withdirdgeper rectum underwent
colonoscopy. Patient’s age range from 5-70 yeanmflete colonoscopy to cecum was
successful in 311 (93.67%) patients while inconglet 21(6.33%) patients. No
complications were recorded. The study revealed 88a(26.51%) patients showed
normal colonoscopy, of them 31(9.34%) patients ¢btm have upper gastrointestinal
cause of bleeding. While 244 (73.49%) patients ledoreormal colonoscopic finding.
Conclusion:-

1-Colonoscopy is safe procedure and has a higmdstig yield which is about 73.49%
in evaluation of lower gastrointestinal bleeding.

2-The most common causes of rectal bleeding innoslcopic and histopathological
examinations are hemorrhoid, proctocolitis, coltaeadenocarcinoma and colorectal
polyp.

3- The age is important factor to predict the detyp of lower gastrointestinal bleeding.
4-Anorectal pathology should raise the suspensiopraximal pathology rather than
considering it as the source of bleeding.

5-Left sided lesions are the source of the lowstrgatestinal bleeding in the majority.

Introduction:- Lower gastrointestinal bleeding is a common coodjtcaused by a
wide variety of pathologies. It represent about 2086 all gastrointestinal
hemorrhagé’it present in four clinical conditions,(occult btbeg, melena,
hematochezia and acute severe bleeding). Each esfe titonditions has different
aetiology and requires different approaches torthag. The most common pathologies
in each group vary widely with age and geographistridution. Gastrointestinal
bleeding has previously classified into upper ovdorelative to the ligament of Treitz.
However, with advances in endoscopic methods fer diragnosis, gastrointestinal
bleeding suggested to be classfied into upper, midi lower® Within this new
classification upper gastrointestinal bleeding bswe the ampulla of Vater,while mid
gastrointestinal bleeding is between the ampulMater and the terminal ileum. Lower
gastrointestinal bleeding, according to this clasaion, is the bleeding within the
colon.Mid and lower gastrointestinal sources ofelllag account for approximately
25% to 35% of all gastrointestinal bleeding comtiti The diagnostic accuracy of
colonoscopy and its efficacy for therapeutic inggon, even in the unprepped colon,
depending on the definition of the bleeding soupagient selection criteria, and timing
of colonoscopy, quality of colon preparation, antie t experience of the
endoscopis?However there are controversies regarding the @ptitiming of
colonoscopy, the importance of colon preparatidre prevalence of stigmata of
hemorrhage, and the efficacy of endoscopic homsigstaA clear advantage of
colonoscopy over other tests is its ability to pdevboth a diagnosis and homeostasis.
The diagnostic yield of colonoscopy is higher thradiographic tests, which require
active bleeding at the time of the examination, #ledible sigmoidoscopy, which
visualizes only the left coloff’Flexible sigmoidoscopy and anoscopy can be perfdrme
early in cases of lower gastrointestinal bleedingevaluate and treat left-sided or
anorectal lesions, however most patients ultimatelly require a full colonoscopy to
exclude proximal pathology. In general, the aegglof lower gastrointestinal bleeding
is often age related® In adults younger than 60 years diverticulosislitisoand
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neoplasia are the most frequent. Over 60 yearsio@dygplasia, diverticulosis and
neoplasia predominat®. In general, small bowel sources of lower gastestihal
bleeding are more common in younger patients. Mé&ckkverticulum,inflammatory
bowel disease including Crohn’s disease and pgbypdominate here. In his study of
small bowel hemorrhage, Lewis considers vasculsiots to be the most common
followed by tumors!” However, small bowel tumors are raf8. The diagnosis of
bleeding from the small bowel is difficult and i&valuation is indicated for those
patients in whom an upper gastrointestinal endosemyl colonoscopy are negative, if
hemodynamically stable, may be performed throudgferdnt types of enteroscopy.
Push enteroscopwith pediatric colonoscope is probably the most elydavailable
endoscopic method of examining the small bowel. Hwohlnique is difficult and only
the proximal 60cm of small bowel can be examinedlofble balloon enteroscope was
introduced in 2001 and has the capability to exantire entire small bowef? Intra-
operative enteroscopyith per-oral intubation passage through the simaWel guided
by surgeon is still considered the gold standardxamination of the small bowel for
bleeding. Another new, highly technical tool is sale enteroscop{'? It is superior to
small bowel radiograph€” and probably also to push enteroscopy. While gistb
being the most effective diagnostic modality fosalre lower gastrointestinal bleeding,
capsule endoscopy is likely to be unavailable detsif the most advanced centers.

Patients and method:-This is a prospective study done in the Gastroelugy center

in AL-sader teaching hospital in Al-najaf city dogithe period from May 2008 to April
2011.The patients selected for this study accortirthe following criteria:

1-Patients presented with bleeding per rectum.

2-Patients have no previous history of colorectaicer or irritable bowel disease or
previous known colorectal disease.

3- Patients have no family history of familial adermatous polyposis (FAP) or
hereditary non polyposis colorectal carcinoma (HEP.Che patients who are not fully
prepared or developed severe pain during the puweeekcluded from the study. The
study include 332 patients presented with bleegieg rectum were referred to the
endoscopic unit.

History was taken prior to the procedure includiage, gender, chief complain,
previous history of colonic disease, family histary colonic disease, smoking and
dietary habit. Physical examination prior to colsompy includes abdominal
examination and per rectal examination and anosdopydiagnose any perianal
pathology. In cases of bright red rectal bleedind shock, nasogastric tube was placed
to exclude upper gastrointestinal cause of bleedihg presence of blood or clear bile
stained fluid, are helpful indicators, while thekaof blood does not rule out an upper
gastrointestinal source of bleeding so upper esgfastroduodenoscopy (EGD) were
done to exclude this. Once an upper gastroin@ssimurce of bleeding is excluded and
the patient is hemodynamically stable, colonoscapye done to define the cause of
lower gastrointestinal bleeding. However all theigras, even those with perianal
pathology, finally subjected to colonoscopic exaation to exclude proximal colorectal
cause for the bleeding. The study include 290 pttievho were colonoscopied as
outpatient, because they were hemodynamically establ standard care colonoscopy
performed while 61 patients were colonoscopiednastient, as they presented as
severe rectal bleeding with hemodynamic instgbsid they were resuscitated then
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urgent colonoscopy carried out. For proper evabmatof the colorectal mucosa
thorough bowel preparations include the followings:

1-Patients were instructed to keep on soft dieRf8rdays before the procedure.
2-Caster oil was administered in the evening priecethe procedure.

3-Thorough enema was done in the evening of thesgiure.

The patients were examined in the left lateral fmwsi with standard
colonoscope(Olympus), sedation in the form of 10imdiazepam were needed for 15
patients with anxiety, some patients need petheB:&00 im injection then the area
were lubricated with lidocine ointment. Digital tak examination were done, any
perianal pathology were recorded. The tip of cotmopy were lubricated with lidocine
jelly and guided into the rectum under tip of rightlex finger. Sigmoid colon was
difficult to be intubated because it is redundantd aharply angulated so passage
through this section is accomplished by applicatimin clockwise torque on the
instrument and simultaneous with alternating pugtand pulling motion. The grossly
abnormal colonoscopic findings were recorded. Abradrarea of colorectal mucosa
was identified and biopsies were taken and putommélin solution and sent for
histopathological examinations in the laboratoryAbfSader hospital.

Results:- During the study period,332 patients presentedh wibleeding per rectum
underwent colonoscopy. The study shows that 20B%84) patients were male and
129 (38.85%) were female. Patient’'s age ranged feer® years (mean of age 37.5
years). Complete colonoscopy to cecum was sucdessBll (93.67%) patients while
in 21 (6.33%) patients the examination was incotepdieie to poor bowel preparation in
8 patients, obstructive lesion in 5 patients, po&in tolerance in 7 patients and acute
kink in the bowel loop in one patient. The meargténof examination for incomplete
examination was 35 cm. No complications were resdraluring and after the
procedure. The study showed that lower gastroingdbleeding more common in male
than female, and the age between 21-40 years imtdst common age group that is
affected. As shown in table (1) which revealed t8(47.6%) patients with bleeding
in this age group. Colonoscopic examination rewkedtat 88 (26.51%) patients have
normal colonoscopy (negative finding),as shown ablé(2) which revealed that
31(9.34%) patients, who presented as rectal bigedith normal colonoscopy, found
to have upper gastrointestinal cause of bleediat) ithdiagnosed by nasogastric tube
placement or esophagogastroduodenoscopy (EGD).HoweVs7(17.17%)patients no
cause were found. The study show that 244 (73.49#i)ents have abnormal
colonoscopic finding (positive finding), as showm table (3) which revealed that
hemorrhoid,proctocolitis,colorectal polyp, colo@diumor mass and ulcer are the most
common gross colonoscopic findings in order of dietcy while diverticular disease is
rare cause of bleeding as only 3 (0.9%) patientsewdtagnosed in this study .
Histopathological examination of those patientsvaihin table (4) which revealed that
chronic non specific colitis is the most commonetygf proctocolitis causing lower
gastrointestinal bleeding. Also table (4) show tlu&enile polyp is the most common
histopathological type of colorectal polyps, whikoplastic (adenomatous) polyps were
present in 8 patients, of them 2 patients were kanaidenomatous polyposis (FAP).
Colonoscopic removal of these polyps was successful37 patients. However
histopathological evaluation of colorectal polypslid not show malignant changes.
Also the study showed that 31(9.34%) patients fawndave colorectal tumor mass and
26 (7.83%) patients were found to have colonic ectal ulcer on colonoscopic
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examination. Histopathological examinations of éhe&slorectal tumors mass reveal
adenocarcinoma in all with different grade of diffletiation while histopathological

examination of colorectal ulcer shows that 6 (23%adients have solitary rectal ulcer
and 20 (77%) patients diagnosed as colorectal aaeciooma with different grade of

differentiation. The study reveals that 73 (21.99%dients with lower gastrointestinal
bleeding were diagnosed to have only hemorrhoictivisg the source of bleeding while
10(3.01%) patients have only anal fissure causiegding. However what is significant
finding in this study that 41(12.35%) patients wilifferent pathologies causing lower
gastrointestinal bleeding were presented firstihviiemorrhoid. The study report that
malignant neoplastic disease are a cause of fgetding in 51(15.36%) patients which
presented grossly on the colonoscopic examinatangolorectal tumor mass in 31
patients and colorectal ulcer in 20 patients, aswvshin table (3) and table (4) .The
study revealed that 238(97.54%) patients out of Pdtients with lower intestinal

bleeding have left sided pathology while only 6624) patients presented with right
sided lesions on colonoscopy, as shown in tablevfi¢h show the site of colorectal
pathology.

Table (1): show thedistribution of the age of the patients.

Age group Number of patien(86)
1-10 years 6(1.81%)
11-20 years 28(8.43%)
21-30 years 81(24.4%)
31-40years 77(23.2%)
41-50years 45(13.6%)
51-60years 65(19.6%)
61-70years 30(9.04%)
Total. 332

Table (2): show the cause of bleeding in patients with normal (negative)
colonoscopic finding.

Gross  colonoscopic | Number of patients | Age Male Female
finding (%) range No.(%) No.(%)
Upper GIT bleeding 31(9.34%) 30-40 | 19(5.72%) | 12(3.62%)
No cause found 57(17.17%) 5-70 | 29(8.74%) | 28(8.43%)
Total. 88(26.51%) 5-70 | 48(14.46%)| 40(12.05%)
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Table (3): show the cause of bleeding in patients with abnormal (positive)

colonoscopic finding.

Gross colonoscopic | Number of patients Age Male No. Female
finding (%) range (%) No.(%)
Hemorrhoids 73(21.99%) 20-45 | 45(13.55%) | 28(8.44%)
Proctocolitis 62(18.68%) 22-56 | 41(12.35%) | 21(6.33%)
15-56
Colorectal polyp 39(11.75%) 6-45 | 26(7.83%) 13(3.92%)
Colorectal tumor mass 31(9.34%) 40-65 | 19(5.72%) 12(3.62%)
Colorectal ulcer 26(7.83%) 30-70 | 18(5.42%) 8(2.41%)
Anal Fissures 10(3.01%) 20-45 3(0.9) 7(2.11%)
Diverticular disease 3(0.9%) 54-62 3(0.9%) 0
45-62
Total. 244(73.49%) 6-70 | 155(46.69)| 89(26.80%)

Table (4): showsthe histopathological results of colorectal lesion.

Histopathological
finding

Histological subtype

Number of patients (%)

Proctocolitis

Total

62(18.68%)

Chronic non-specific colitis

41(12.35%)

Other form of colitis

21(6.33%)

Adenocarcinoma

Total

51(15.36%)

Ulcerative type

20(6.02%)

Cauliflower type

31(9.34%)

Colorectal polyp Total 39(11.75%)
Juvenile polyp 21(6.33%)
Hypertrophic polyp 6(1.81%)
Hamartamotous polyp 4(1.20%)
Adenomatous polyp 8(2.41%)
Solitary rectal ulcer 6(1.81%)
Diverticular disease Diverticulitis 3(0.9%)
Undiagnosed 57(17.17%)
Total 244(73.49%)

259




KufaMed.Journal 2012.VOL.15.No.1

Table (5): show the site of colorectal pathology.

ano- Sigmoid | Sigmoid | Descendi | Transver | Ascendi | Cecum | tota
colonoscop | rectum o-rectal | colon ng se ng I
ic finding jun. colon colon colon
Proctocoliti | 35 2 23 1 1 - - 62
S
Colorectal | 10 4 11 3 1 1 1 31
tumor mass
Colorectal | 22 1 12 2 1 1 0 39
polyp
Colorectal | 14 1 9 2 0 0 0 26
ulcer
Diverticula | O 0 3 0 0 0 0 3
r disease
Hemorrhoi | 73 - - - - - - 73
ds
Anal 10 - - - - - - 10
Fissures
Total. 164(67.21 | 8(3.28%)| 58(23.77 | 8(3.28%) | 3(1.23%) | 2(0.82%)| 1(0.41 | 244

%) %) %)
Discussion:

Lower gastrointestinal bleeding is present in folimical conditions, (occult bleeding,
melena, hematochezia and acute severe bleeding).ddhese conditions has different
aetiology and requires different approaches to riag. Despite technological
advances, acute lower gastrointestinal bleedingaiesna diagnostic and therapeutic
challenge for the acute care surgeon and is afisigmi cause of morbidity and
mortality particularly in elderly patients. Lowendaoscopic evaluation is established as
the diagnostic procedure of choice in the settiigacute lower gastrointestinal
bleeding. The study showed that lower gastroimastbleeding is more common in
male than female and this is similar to what iorégrl. However the study reported that
21-40 years is the most common age that is affeateldthis finding not comparable to
other studies which reported that the incidencéowker intestinal bleeding increases
significantly with age (200 per 100,000 by age &arg}?and it could be more
common than upper gastrointestinal bleeding inefderly**This may be explained by
the fact that there is increasing prevalence abrdol diverticulosis and angiodysplasia
with age in western countries while our countrywHhow incidence and prevalence of
colonic diverticulosis and angiodysplasia. The gtrgport only 3 patients (0.9%) have
colonic diverticular diseases which are respondibidower gastrointestinal bleeding.
This low incidence might be explained by dietarpihan our community. The study
did not record any complications due to colonoscapy this is comparable to the
previous studies which showed that colonoscopy witdoscopic therapy for lower
gastrointestinal bleeding appears to be safe. D@8 review of 13 studies (1561
patients), the overall complication rate was 1%%he study showed that upper
gastrointestinal bleeding is a cause for rectakdiley in 31 (9.34%) and this is
comparable to other studies which report that these of a lower gastrointestinal
bleeding is an upper gastrointestinal source 2% of caseS>However the study
revealed that lower gastrointestinal bleeding isoemted with normal endoscopic
examinations in 57(17.17%) patients, this findiegarted in other studies which found
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that 1-25% of lower gastrointestinal bleeding ofkmmwn causé® In another
study18% of lower gastrointestinal bleeding remaindiagnosed (a significant
percentage of these have a small bowel solféehe diagnostic yield of colonoscopy
in this study is 73.49% and this is comparablertdsalt of other studies which found
that colonoscopy is able to identify a source ekling in 74% to 97% of patients with
lower gastrointestinal bleediftf) Colonoscopic and histopathological evaluation of
rectal bleeding in the study reported that hemadrhgroctocolitis, colorectal
adenocarcinoma and colorectal polyp are the moshnoan causes of lower
gastrointestinal bleeding, while diverticular diseavas rare and only recorded in 3
patients. This result not comparable to the resiudither studies which showed that the
most common causes of lower gastrointestinal bhepdre diverticulosis, hemorrhoid,
ischemic colitis, and angiodysplasia. The resuft$ studies including 900 patients,
Lingenfelser reports that 33% of cases of lowertrgadestinal bleeding due to
diverticulosis, 18% to various forms of colitis ¢lading ischemia), 11% to neoplasia,
6% to angiodysplasia, 6% to benign rectal lesi@¥%, to miscellaneous (including
postpolypectomy bleeds). Other reports show vdiigbdn these theméd$® These
differences in the causes of lower gastrointestblaéding may be explained as the
diverticular disease is generally rare in our count comparison to the western
counteries.However this study showed that proctticolas the cause of bleeding in
18.68% and this result comparable to the resutitioér studies which report that 18%
of cases of lower gastrointestinal due to variowsns of colitis (including ischemic
colitis).It is reported that the relative frequerafydiagnoses changes with age as well as
geographical location. In adults younger than 6@ryediverticulosis, colitis and
neoplasia are the most frequent. Over 60 yearsiodygplasia, diverticulosis and
neoplasia predominat®.The study did not record any case of angiodysalasia cause
of lower gastrointestinal bleeding because thisotesnost commonly located in the
cecum and ascending colon in 54% and this is ditfido be detected by
colonoscopy’? In general, small bowel sources of lower gastssitinal bleeding are
more common in younger patients. Meckel's diveftioyinflammatory bowel disease
including Crohn’s disease and polyps predominate.hi@ his study of small bowel
hemorrhage, Lewis considers vascular lesions tdhbemost common followed by
tumors'” However, small bowel tumors are r&eThe study revealed that left sided
pathological lesions much more common than rigldedi lesions, this finding
comparable to the results of other studies. Chootbnoscpied 115 patients with bright
red rectal bleeding and found only one case ofn@iha proximal to the splenic flexure
Yshinya et al reported that, in a series of 2200ept, bright red rectal bleeding
originated distal to the splenic flexure in 95% mdtients.*”Van rosendaal et al
reported that 94% of polyps found in patients whithght red rectal bleeding were
detected within 60 cm from the anal verg@Cheung et al evaluated 330 patients with
bright red rectal bleeding by flexible sigmoidosgand barium enema, cancer were
found in 30 patients and 93% of them could be ifiedtby flexible sigmoidoscopy??

In patients with bleeding per rectum it is very omant to exclude an underlying
neoplastic disease. In this study 51(15.36%) ptstierere diagnosed to have malignant
disease causing lower gastrointestinal bleeding.oAting to the previous studies, the
majority of neoplasm in patient presenting withghtirectal bleeding can be detected
by flexible sigmoidoscopy.

The study showed that hemorrhoid had accounted21099% of cases with lower
gastrointestinal bleeding while anorectal fissureoainted for 3.01%.

261



KufaMed.Journal 2012.VOL.15.No.1

Previous studies that include anorectal source leéding showed that hemorrhoid
accounted for 2% to 9% of acute severe hematoctH#@ielemorrhoid as a primary
cause of lower gastrointestinal complain shouldctesidered cautiously because pile
may be associated with other lesié® It is reported that more than 30% of patients
will have more than one potential source such eerticulosis and hemorrhoid$? this

is true and comparable to the result of this stwtlich found that 41(12.35%) patients
with different pathologies causing lower gastrastiteal bleeding were presented firstly
with hemorrhoid .Therefore it is important to knotkat lower gastrointestinal
symptoms in suspicious age group should be coresidggriously even if loco-regional
examination showed perianal pathology because ic@intal finding may be encounter
at the same time.

Conclusion:-

1-Colonoscopy is safe procedure and has a higmdsiig yield, which is about 73.49%
,in evaluation of lower gastrointestinal bleeding.

2-The most common causes of bleeding per rectum cahonoscopic and
histopathological examination is hemorrhoid, prootiis, colorectal adenocarcinoma
and colorectal polyp.

3- The age is important factor to predict the degjp of lower gastrointestinal bleeding.
4-anorectal pathology should raise the suspensigoraximal pathology rather than
considering it as the source of bleeding.

5-left sided lesions are the source of the lowstrgantestinal bleeding in the majority.
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