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Abstract 
Background:-Lower gastrointestinal bleeding is about 20% of all gastrointestinal 
hemorrhage. (1) Gastrointestinal bleeding has previously classified into upper or lower 
relative to the ligament of Treitz. However, with advances in endoscopic methods for 
the diagnosis, it is suggested to be classified into upper, mid, and lower. (2)  
Objectives:-To evaluate the diagnostic yield of colonoscopy in lower intestinal 
bleeding and to investigate the common causes of lower intestinal bleeding in our 
community. 
Patient and method:-This is a prospective study done in the Gastroenterology center in 
Al-najaf city during the period from May 2008 to April 2011.332 patients were selected 
for this study according to specific criteria. Once an upper gastrointestinal source of 
bleeding is excluded and the patient is hemodynamically stable, colonoscopy were done 
to define the cause of lower intestinal bleeding. The study include 290 patients 
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colonoscopied as outpatient (standard care colonoscopy) while 61 patients 
colonoscopied as inpatient(urgent colonoscopy).Abnormal area of colorectal mucosa 
was identified and biopsies were sent for histopathological examinations. 
Result:-The study includes 332 patients presented with bleeding per rectum underwent 
colonoscopy. Patient’s age range from 5-70 years. Complete colonoscopy to cecum was 
successful in 311 (93.67%) patients while incomplete in 21(6.33%) patients. No 
complications were recorded. The study revealed that 88 (26.51%) patients showed 
normal colonoscopy, of them 31(9.34%) patients found to have upper gastrointestinal 
cause of bleeding. While 244 (73.49%) patients have abnormal colonoscopic finding. 
Conclusion:- 
1-Colonoscopy is safe procedure and has a high diagnostic yield which is about 73.49% 
in evaluation of lower gastrointestinal bleeding. 
2-The most common causes of rectal bleeding in colonoscopic and histopathological 
examinations are hemorrhoid, proctocolitis, colorectal adenocarcinoma and colorectal 
polyp. 
3- The age is important factor to predict the aetiology of lower gastrointestinal bleeding. 
4-Anorectal pathology should raise the suspension of proximal pathology rather than 
considering it as the source of bleeding. 
5-Left sided lesions are the source of the lower gastrointestinal bleeding in the majority.  
 
Introduction:- Lower gastrointestinal bleeding is a common condition, caused by a 
wide variety of pathologies. It represent about 20% of all gastrointestinal 
hemorrhage.(1)It present in four clinical conditions,(occult bleeding, melena, 
hematochezia and acute severe bleeding). Each of these conditions has different 
aetiology and requires different approaches to diagnosis. The most common pathologies 
in each group vary widely with age and geographic distribution. Gastrointestinal 
bleeding has previously classified into upper or lower relative to the ligament of Treitz. 
However, with advances in endoscopic methods for the diagnosis, gastrointestinal 
bleeding suggested to be classfied into upper, mid, and lower.(2) Within this new 
classification upper gastrointestinal bleeding is above the ampulla of Vater,while mid 
gastrointestinal bleeding is  between the ampulla of Vater and the terminal ileum. Lower 
gastrointestinal bleeding, according to this classification, is the bleeding within the 
colon.Mid and lower gastrointestinal sources of bleeding account for approximately 
25% to 35% of all gastrointestinal bleeding condition. The diagnostic accuracy of 
colonoscopy and its efficacy for therapeutic intervention, even in the unprepped colon, 
depending on the definition of the bleeding source, patient selection criteria, and timing 
of colonoscopy, quality of colon preparation, and the experience of the 
endoscopist.(3)However there are controversies regarding the optimal timing of 
colonoscopy, the importance of colon preparation, the prevalence of stigmata of 
hemorrhage, and the efficacy of endoscopic homeostasis. A clear advantage of 
colonoscopy over other tests is its ability to provide both a diagnosis and homeostasis. 
The diagnostic yield of colonoscopy is higher than radiographic tests, which require 
active bleeding at the time of the examination, and flexible sigmoidoscopy, which 
visualizes only the left colon. (4)Flexible sigmoidoscopy and anoscopy can be performed 
early in cases of lower gastrointestinal bleeding to evaluate and treat left-sided or 
anorectal lesions, however most patients ultimately will require a full colonoscopy to 
exclude proximal pathology. In general, the aetiology of lower gastrointestinal bleeding 
is often age related. (5) In adults younger than 60 years diverticulosis, colitis and 



 
 
Kufa Med.Journal 2012.VOL.15.No.1 
 

256 
 

neoplasia are the most frequent. Over 60 years, angiodysplasia, diverticulosis and 
neoplasia predominate.(6) In general, small bowel sources of lower gastrointestinal 
bleeding are more common in younger patients. Meckel’s diverticulum,inflammatory 
bowel disease including Crohn’s disease and polyps predominate here. In his study of 
small bowel hemorrhage, Lewis considers vascular lesions to be the most common 
followed by tumors. (7) However, small bowel tumors are rare. (8) The diagnosis of 
bleeding from the small bowel is difficult and its evaluation is indicated for those 
patients in whom an upper gastrointestinal endoscopy and colonoscopy are negative, if 
hemodynamically stable, may be performed through different types of enteroscopy. 
Push enteroscopy with pediatric colonoscope is probably the most widely available 
endoscopic method of examining the small bowel. The technique is difficult and only 
the proximal 60cm of small bowel can be examined. A double balloon enteroscope was 
introduced in 2001 and has the capability to examine the entire small bowel. (9) Intra-
operative enteroscopy with per-oral intubation passage through the small bowel guided 
by surgeon is still considered the gold standard of examination of the small bowel for 
bleeding. Another new, highly technical tool is capsule enteroscopy. (10) It is superior to 
small bowel radiographs (11) and probably also to push enteroscopy.  While probably 
being the most effective diagnostic modality for obscure lower gastrointestinal bleeding, 
capsule endoscopy is likely to be unavailable outside of the most advanced centers. 
 
Patients and method:-This is a prospective study done in the Gastroenterology center 
in AL-sader teaching hospital in Al-najaf city during the period from May 2008 to April 
2011.The patients selected for this study according to the following criteria: 
1-Patients presented with bleeding per rectum.  
2-Patients have no previous history of colorectal cancer or irritable bowel disease or 
previous known colorectal disease. 
3- Patients have no family history of familial adenomatous polyposis (FAP) or 
hereditary non polyposis colorectal carcinoma (HNPCC).The patients who are not fully 
prepared or developed severe pain during the procedure excluded from the study. The 
study include 332 patients presented with bleeding per rectum were referred to the 
endoscopic unit. 
 History was taken prior to the procedure including age, gender, chief complain, 
previous history of colonic disease, family history of colonic disease, smoking and 
dietary habit. Physical examination prior to colonoscopy includes abdominal 
examination and per rectal examination and anoscopy to diagnose any perianal 
pathology. In cases of bright red rectal bleeding and shock, nasogastric tube was placed 
to exclude upper gastrointestinal cause of bleeding. The presence of blood or clear bile 
stained fluid, are helpful indicators, while the lack of blood does not rule out an upper 
gastrointestinal source of bleeding so upper esophagogastroduodenoscopy (EGD) were 
done to exclude this.  Once an upper gastrointestinal source of bleeding is excluded and 
the patient is hemodynamically stable, colonoscopy were done to define the cause of 
lower gastrointestinal bleeding. However all the patients, even those with perianal 
pathology, finally subjected to colonoscopic examination to exclude proximal colorectal 
cause for the bleeding. The study include 290 patients who were colonoscopied as 
outpatient, because they were hemodynamically stable so standard care colonoscopy 
performed  while 61 patients were colonoscopied as inpatient, as they presented as 
severe rectal bleeding  with hemodynamic instability so they were resuscitated then 
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urgent colonoscopy carried out. For proper evaluation of the colorectal mucosa 
thorough bowel preparations include the followings: 
1-Patients were instructed to keep on soft diet for 2-3 days before the procedure. 
2-Caster oil was administered in the evening preceding the procedure. 
3-Thorough enema was done in the evening of the procedure. 
The patients were examined in the left lateral position with standard 
colonoscope(Olympus), sedation in the form of 10 mg iv diazepam were needed for  15 
patients with anxiety, some patients need pethedine 50-100 im injection then the area 
were lubricated with lidocine ointment. Digital rectal examination were done, any 
perianal pathology were recorded. The tip of colonoscopy were lubricated with lidocine 
jelly and guided into the rectum under tip of right index finger. Sigmoid colon was 
difficult to be intubated because it is redundant and sharply angulated so passage 
through this section is accomplished by application of clockwise torque on the 
instrument and simultaneous with alternating pushing and pulling motion. The grossly 
abnormal colonoscopic findings were recorded. Abnormal area of colorectal mucosa 
was identified and biopsies were taken and put in formalin solution and sent for 
histopathological examinations in the laboratory of AL-Sader hospital.  
        
Results:- During the study period,332 patients presented with   bleeding per rectum  
underwent colonoscopy. The study shows that 203(61.15%) patients   were male and 
129 (38.85%) were female. Patient’s age ranged from 5-70 years (mean of age 37.5 
years). Complete colonoscopy to cecum was successful in 311 (93.67%) patients while 
in 21 (6.33%) patients the examination was incomplete due to poor bowel preparation in 
8 patients, obstructive lesion in 5 patients, poor pain tolerance in 7 patients and acute 
kink in the bowel loop in one patient. The mean length of examination for incomplete 
examination was 35 cm. No complications were recorded during and after the 
procedure. The study showed that lower gastrointestinal bleeding more common in male 
than female, and the age between 21-40 years is the most common age group that is 
affected. As shown in table (1) which revealed that 158(47.6%) patients with bleeding 
in this age group. Colonoscopic examination revealed that 88 (26.51%) patients have 
normal colonoscopy (negative finding),as shown in table(2) which revealed that 
31(9.34%) patients, who  presented as rectal bleeding with normal colonoscopy, found 
to have upper gastrointestinal cause of bleeding that is diagnosed by nasogastric tube 
placement or esophagogastroduodenoscopy (EGD).However in 57(17.17%)patients no 
cause were found. The study show that 244 (73.49%) patients have abnormal 
colonoscopic finding (positive finding), as shown in table (3) which revealed that 
hemorrhoid,proctocolitis,colorectal polyp, colorectal tumor mass and ulcer are the most 
common gross colonoscopic findings in order of frequency while diverticular disease is 
rare cause of bleeding as only 3 (0.9%) patients were diagnosed in this study . 
Histopathological examination of those patients shown in table (4) which revealed that 
chronic non specific colitis is the most common type of proctocolitis causing lower 
gastrointestinal bleeding. Also table (4) show that juvenile polyp is the most common 
histopathological type of colorectal polyps, while neoplastic (adenomatous) polyps were 
present in 8 patients, of them 2 patients were Familial adenomatous polyposis (FAP). 
Colonoscopic removal of these polyps was successful in 37 patients. However 
histopathological evaluation of colorectal polyps   did not show malignant changes. 
Also the study showed that 31(9.34%) patients found to have colorectal tumor mass and 
26 (7.83%) patients were found to have colonic or rectal ulcer on colonoscopic 
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examination. Histopathological examinations of these colorectal tumors mass reveal 
adenocarcinoma in all with different grade of differentiation while histopathological 
examination of colorectal ulcer shows that 6 (23%) patients have solitary rectal ulcer 
and 20 (77%) patients diagnosed as colorectal adenocarcinoma with different grade of 
differentiation. The study reveals that 73 (21.99%) patients with lower gastrointestinal 
bleeding were diagnosed to have only hemorrhoid which is the source of bleeding while 
10(3.01%) patients have only anal fissure causing bleeding. However what is significant 
finding in this study that 41(12.35%) patients with different pathologies causing lower 
gastrointestinal bleeding were presented firstly with hemorrhoid.  The study report that 
malignant neoplastic disease are a cause of rectal bleeding in 51(15.36%) patients which 
presented grossly on the colonoscopic examinations as colorectal tumor mass in 31 
patients and colorectal ulcer in 20 patients, as shown in table (3) and table (4) .The 
study revealed that 238(97.54%) patients out of 244 patients with lower intestinal 
bleeding have left sided pathology while only 6(2.46%) patients presented with right 
sided lesions on colonoscopy, as shown in table (5) which show the site of colorectal 
pathology. 
 

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

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

332 Total. 
 

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

Female 

No.(%) 

Male 

No.(%) 

Age 

range 

Number of patients 

(%) 

Gross colonoscopic 

finding 

12(3.62%) 19(5.72%) 30-40 31(9.34%) Upper GIT bleeding 

28(8.43%) 29(8.74%) 5-70 57(17.17%) No cause found 

40(12.05%) 48(14.46%) 5-70 88(26.51%) Total. 
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Table (3): show the cause of bleeding in patients with abnormal (positive) 
colonoscopic finding. 
 

Female 
No.(%) 

Male No. 
(%) 

Age 
range 

Number of patients 
(%) 

Gross colonoscopic 
finding 

28(8.44%) 45(13.55%)    20-45 73(21.99%) Hemorrhoids 
21(6.33%) 41(12.35%) 22-56   

15-56 

62(18.68%) Proctocolitis 

13(3.92%) 26(7.83%)     6-45 39(11.75%) Colorectal polyp 
12(3.62%) 19(5.72%)    40-65 31(9.34%) Colorectal tumor mass 

8(2.41%) 18(5.42%)   30-70 26(7.83%) Colorectal ulcer 
7(2.11%) 3(0.9)   20-45 10(3.01%) Anal Fissures 

0 3(0.9%) 54-62   
45-62 

3(0.9%) Diverticular disease 

89(26.80%) 155(46.69)     6-70 244(73.49%) Total. 
 

Table (4): shows the histopathological results of colorectal lesion. 
 

Number of patients (%) Histological subtype Histopathological 
finding  

62(18.68%) Total Proctocolitis 
          41(12.35%) Chronic non-specific colitis 

       21(6.33%) Other form of colitis 
51(15.36%) Total Adenocarcinoma 

       20(6.02%) Ulcerative type 
       31(9.34%) Cauliflower type 

         39(11.75%) Total Colorectal polyp 
21(6.33%) Juvenile polyp 
6(1.81%) Hypertrophic polyp 
4(1.20%) Hamartamotous polyp 
8(2.41%) Adenomatous polyp 
6(1.81%)  Solitary rectal ulcer  

3(0.9%) Diverticulitis Diverticular disease 
57(17.17%)  Undiagnosed 
244(73.49%)  Total  
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Table (5): show the site of colorectal pathology. 
 

tota
l 

Cecum Ascendi
ng 
colon 

Transver
se 
colon 

Descendi
ng 
colon 

Sigmoid 
colon 

Sigmoid
o-rectal 
jun. 

ano- 
rectum 

 
colonoscop
ic finding 

62 - - 1 1 23 2 35 Proctocoliti
s 

31 1 1 1 3 11 4 10 Colorectal 
tumor mass 

39 0 1 1 2 12 1 22 Colorectal 
polyp 

26 0 0 0 2 9 1 14 Colorectal 
ulcer 

3 0 0 0 0 3 0 0 Diverticula
r disease 

73 - - - - - - 73 Hemorrhoi
ds 

10 - - - - - - 10 Anal 
Fissures 

244 1(0.41

%) 

2(0.82%) 3(1.23%) 8(3.28%) 58(23.77

%) 

8(3.28%) 164(67.21

%) 

Total. 

 

 
Discussion: 
Lower gastrointestinal bleeding is present in four clinical conditions, (occult bleeding, 
melena, hematochezia and acute severe bleeding). Each of these conditions has different 
aetiology and requires different approaches to diagnosis. Despite technological 
advances, acute lower gastrointestinal bleeding remains a diagnostic and therapeutic 
challenge for the acute care surgeon and is a significant cause of morbidity and 
mortality particularly in elderly patients. Lower endoscopic evaluation is established as 
the diagnostic procedure of choice in the setting of acute lower gastrointestinal 
bleeding. The study showed that lower gastrointestinal bleeding is more common in 
male than female and this is similar to what is reported. However the study reported that 
21-40 years is the most common age that is affected and this finding not comparable to 
other studies which reported that the incidence of lower intestinal bleeding  increases 
significantly with age (200 per 100,000 by age 80 years)(12)and it could be more 
common than upper gastrointestinal bleeding in the elderly.(13)This may be explained by 
the fact that there is increasing prevalence of colonic diverticulosis and angiodysplasia 
with age in western countries while our country show low incidence and prevalence of 
colonic diverticulosis and angiodysplasia. The study report only 3 patients (0.9%) have 
colonic diverticular diseases which are responsible for lower gastrointestinal bleeding. 
This low incidence might be explained by dietary habit in our community. The study 
did not record any complications due to colonoscopy and this is comparable to the 
previous studies which showed that colonoscopy with endoscopic therapy for lower 
gastrointestinal bleeding appears to be safe. In a 1998 review of 13 studies (1561 
patients), the overall complication rate was 1.3%.(14)The study showed that upper 
gastrointestinal bleeding is a cause for rectal bleeding in 31 (9.34%) and this is 
comparable to other studies which report that the cause of a lower gastrointestinal 
bleeding is an upper  gastrointestinal source in 10-20% of cases.(15)However the study 
revealed that lower gastrointestinal bleeding is associated with normal endoscopic 
examinations in 57(17.17%) patients, this finding reported in other studies which found 
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that 1-25% of lower gastrointestinal bleeding of unknown cause.(16) In another 
study18% of lower gastrointestinal bleeding remain undiagnosed (a significant 
percentage of these have a small bowel source).(17)The diagnostic yield of colonoscopy 
in this study is 73.49% and this is comparable the result of other studies which found 
that colonoscopy is able to identify a source of bleeding in 74% to 97% of patients with 
lower gastrointestinal bleeding.(18) Colonoscopic and histopathological evaluation of 
rectal bleeding in the study reported that hemorrhoid, proctocolitis, colorectal 
adenocarcinoma and colorectal polyp are the most common causes of lower 
gastrointestinal bleeding, while diverticular disease was rare and only recorded in 3 
patients. This result not comparable to the result of other studies which showed that the 
most common causes of lower gastrointestinal bleeding are diverticulosis, hemorrhoid, 
ischemic colitis, and angiodysplasia. The results of 5 studies including 900 patients, 
Lingenfelser reports that 33% of cases of lower gastrointestinal bleeding  due to 
diverticulosis, 18% to various forms of colitis (including ischemia), 11% to neoplasia, 
6% to angiodysplasia, 6% to benign rectal lesions, 9% to miscellaneous (including 
postpolypectomy bleeds). Other reports show variability on these themes.(19) These 
differences in the causes of lower gastrointestinal bleeding may be explained as the 
diverticular disease is generally rare in our country in comparison to the western 
counteries.However this study showed that proctocolitis was the cause of bleeding in 
18.68% and this result comparable to the result of other studies which report that 18% 
of cases of lower gastrointestinal due to various forms of colitis (including ischemic 
colitis).It is reported that the relative frequency of diagnoses changes with age as well as 
geographical location. In adults younger than 60 years diverticulosis, colitis and 
neoplasia are the most frequent. Over 60 years, angiodysplasia, diverticulosis and 
neoplasia predominate.(6) The study did not record any case of angiodysplasia as a cause 
of lower gastrointestinal bleeding because this lesion most commonly located in the 
cecum and ascending colon in 54% and this is difficult to be detected by 
colonoscopy.(20)   In general, small bowel sources of lower gastrointestinal bleeding are 
more common in younger patients. Meckel’s diverticulum,inflammatory bowel disease 
including Crohn’s disease and polyps predominate here. In his study of small bowel 
hemorrhage, Lewis considers vascular lesions to be the most common followed by 
tumors.(7) However, small bowel tumors are rare.(8) The study revealed that left sided 
pathological lesions much more common than right sided lesions, this finding 
comparable to the results of other studies. Church colonoscpied 115 patients with bright 
red rectal bleeding and found only one case of  adenoma proximal to the splenic flexure 
.(21)Shinya et al reported that, in a series of 2200 patients, bright red rectal bleeding 
originated distal to the splenic flexure in 95% of patients. (22)Van rosendaal et al 
reported that 94% of polyps found in patients with bright red rectal bleeding were 
detected within 60 cm from the anal verge. (23)Cheung et al evaluated 330 patients with 
bright red rectal bleeding by flexible sigmoidoscopy and barium enema, cancer were 
found in 30 patients and 93% of them could be identified by flexible sigmoidoscopy. (24) 
In patients with bleeding per rectum it is very important to exclude an underlying 
neoplastic disease. In this study 51(15.36%) patients were diagnosed to have malignant 
disease causing lower gastrointestinal bleeding. According to the previous studies, the 
majority of neoplasm in patient presenting with bright rectal bleeding can be detected 
by flexible sigmoidoscopy.  
The study showed that hemorrhoid had accounted for 21.99% of cases with lower 
gastrointestinal bleeding while anorectal fissure accounted for 3.01%. 
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Previous studies that include anorectal source of bleeding showed that hemorrhoid 
accounted for 2% to 9% of acute severe hematochasia. (25) Hemorrhoid as a primary 
cause of lower gastrointestinal complain should be considered cautiously because pile 
may be associated with other lesion (26), It is reported that more than 30% of patients 
will have more than one potential source such as diverticulosis and hemorrhoids. (18) this 
is true and comparable to the result of this study which found that 41(12.35%) patients 
with different pathologies causing lower gastrointestinal bleeding were presented firstly 
with hemorrhoid .Therefore it is important to know that lower gastrointestinal 
symptoms in suspicious age group should be considered seriously even if loco-regional 
examination showed perianal pathology because coincidental finding may be encounter 
at the same time.  
 
Conclusion:- 
1-Colonoscopy is safe procedure and has a high diagnostic yield, which is about 73.49% 
,in evaluation of lower gastrointestinal bleeding. 
2-The most common causes of bleeding per rectum in colonoscopic and 
histopathological examination is hemorrhoid, proctocolitis, colorectal adenocarcinoma 
and colorectal polyp. 
3- The age is important factor to predict the aetiology of lower gastrointestinal bleeding. 
4-anorectal pathology should raise the suspension of proximal pathology rather than 
considering it as the source of bleeding. 
5-left sided lesions are the source of the lower gastrointestinal bleeding in the majority.  
 
References:- 
1-Strate LL:Lower GI bleeding: Epidemiology and diagnosis. Gastroenterol Clin North 
Am 2005;34:643-664. 
2-Raju GS, Gerson L, Das A, Lewis B: American Gastroenterological Association 
(AGA) Institute technical review on obscure gastrointestinal bleeding. Gastroenterology 
2007;133: 1697–1717 
3- Green BT, Rockey DC, Portwood G, et al. Urgent colonoscopy for evaluation and 
management of acute lower gastrointestinal hemorrhage: a randomized controlled trial. 
Am J Gastroenterol 2005;100:2395–2402. 
4- Strate LL, Syngal S. Timing of colonoscopy: impact on length ofhospital stay in 
patients with acute lower intestinal bleeding.Am J Gastroenterol 2003;98:317–322. 
5-Jensen DM,Machicado GA,Jutabha R,et al:Urgent colonoscopy for the diagnosis and 
treatment of severe diverticular hemorrhage. N Engl J Med 2000;342:78-82. 
6-Hoedema RE, Luchtefeld MA. The management of lower gastrointestinal 
hemorrhage. [Review] [100 refs]. Diseases of the Colon & Rectum 48(11):2010-24, 
2005. 
7-Lewis BS. Small intestinal bleeding. [Review] [158 refs]. Gastroenterology Clinics of 
North America 29(1):67-95, vi, 2000. 
8-Blanchard DK, Budde JM, Hatch GF, III, Wertheimer-Hatch L, Hatch KF, Davis GB 
et al. Tumors of the small intestine. [Review] [60 refs]. World Journal of Surgery 
24(4):421-9, 2000. 
9-Carey EJ, Fleischer DE. Investigation of the small bowel in gastrointestinal 
bleeding—enteroscopy and capsule endoscopy. [Review] [62 refs]. Gastroenterology 
Clinics of North America 34(4):719-34, 2005. 



 
 
Kufa Med.Journal 2012.VOL.15.No.1 
 

263 
 

10-Ersoy O, Sivri B, Bayraktar Y. How helpful is capsule endoscopy to surgeons?. 
[Review] [49 refs]. World Journal of Gastroenterology 13(27):3671-6, 2007. 
11-Costamagna G, Shah SK, Riccioni ME, Foschia F, Mutignani M, Perri V et al. A 
prospective trial Lower Gastrointestinal Hemorrhage – a review for African surgeons 
Page 12 of 14 Lower%20Gastrointestinal%20Hemorrhage/ind... 2009/07/28 comparing 
small bowel radiographs and video capsule endoscopy for suspected small bowel 
disease. Gastroenterology 123(4):999-1005, 2002. 
12-Longstreth GF. Epidemiology and outcome of patients hospitalized with acute lower 
gastrointestinal hemorrhage: a populationbased study. Am J Gastroenterol 
1997;92:419–424. 
13-Lanas A, Garcia-Rodriguez LA, Polo-Tomas M, et al. Time trends and impact of 
upper and lower gastrointestinal bleeding and perforation in clinical practice. Am J 
Gastroenterol 2009;104: 1633–1641. 
14-Zuckerman GR, Prakash C. Acute lower intestinal bleeding: part I: clinical 
presentation and diagnosis. Gastrointest Endosc 1998;48:606–617. 
15-Elta GH: Urgent colonoscopy for acute lower-GI bleeding. Gastrointestinal 
Endoscopy 2004;59:402–408 
16-Lee EW, Laberge JM. Differential diagnosis of gastrointestinal bleeding. [Review] 
[63 refs]. Techniques in Vascular & Interventional Radiology 7(3):112-22, 2004. 
17-Lingenfelser T, Ell C. Lower intestinal bleeding. [Review] [66 refs]. Best Practice & 
Research in Clinical Gastroenterology 15(1):135-53, 2001. 
18-Barnert J, Messmann H: Diagnosis and management of lower gastrointestinal 
bleeding. Nat Rev Gastroenterol Hepatol 2009; 6:637–646 
19- Edelman DA, Sugawa C. Lower gastrointestinal bleeding: a review. [Review] [91 
refs]. Surgical Endoscopy 21(4):514-20, 2007. 
20-wochter W,weinger J ,Kuhner W et al .Angiodysplasia in the colon and the rectum 
.Endoscopic morphology ,localization and frequency .Endoscopy 1985 ;17:182-5. 
21-Rossini FP,Ferrari A,Spandre M,et al .emergency colonoscopy.world J Surg 
1989;13:190-2. 
22-Waya JD.total colonoscopy:is it always possible?Gastrointest Endosc 1991;37:152-4 
23-Coas A,Benner KG colonoscopy after golytel preparation in acute rectal bleeding  J 
Cli Gastroenterol 1986;8:46-8 
24-Ford KA.colonoscopy in acute rectal bleeding Compar Ther 1985;11:26-8. 
25-Zuccaro G Jr.Manegement of the adult patient with acute lower Gastrointestinal 
bleeding .American College of Gastroenterology.Practice Parameter Committee .Am J 
Gastroenterol 1998;93:1202-8. 
26-Wagner HE systemic assessment of massive bleeding of the lower part of 
gastrointestinal tract.Surg Gynecol Obstet 1992;175;445-9. 
 


