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ABSTRACT

INTRODUCTION
The lower gastrointestinal bleeding (LGIB) is an alarming symptom and common disease with annual admission of 0.15% 
with mortality rate of 5-10%. LGIB is caused by neoplastic and non-neoplastic lesions. For accurate diagnosis of various 
colorectal lesions, colonoscopy is gold standard, convenient and cost effective procedure. It is the investigation of choice 
in LGIB and helps in early diagnosis of colorectal carcinoma. This study was aimed to scrutinize the clinical and 
colonoscopic findings in patients with LGIB in Universal College of Medical Sciences-Teaching Hospital (UCMS-TH). 

MATERIAL  AND METHODS
This was a hospital based prospective observational study conducted after taking permission from institutional review 
committee in January 2017 at UCMS-TH from 15 January 2017 to 15 January 2018. All patients presenting with LGIB 
who fulfilled inclusion and exclusion criteria and gave written consent were included. 
 
RESULTS
Total 88 patients were included in the study. The mean age of our patients was 48 ±17 years with age range from 17-81 
years. Majority were in the age group 50-60 years (25%) (n=22). Colonoscopy detected abnormality in 73.8% cases. The 
common non-neoplastic were haemorrhoids and non-specific colitis (14.5% each) followed by 12.5% of neoplastic cases. 
The higher frequency of colorectal lesions was observed in males comprising 72.7% (n=64) patients. The most commonly 
diagnosed etiologies of LGIB were haemorrhoid and nonspecific colitis respectively. 

CONCLUSION 
Colonoscopy detected abnormality in 75% of cases. The common causes of LGIB were haemorrhoids and non-specific 
colitis followed by neoplastic lesion. A careful history, physical and colonoscopic examination with or without biopsy 
makes significant impact for early diagnosis and treatment. 
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Endoscopy unit of UCMS-TH during the study period were 
included and total of 88 patients were subjected in this study 
after taking informed consent from the patient or the patient 
relatives.

Inclusion criteria 
· All patients presented with LGIB at endoscopy unit, aged   
 more than 16 years and who gave written consent.

Exclusion criteria
· Patients with suspected upper source of GI bleeding and 
 acute infectious diarrhea.
· Patients aged less than 16 years.
· Patients unfit for colonoscopy or hemodynamically   
 unstable (e.g. severe shock, recent myocardial infarction, 
 unstable angina, cardiac arrhythmia, severe respiratory 
 disease, possible visceral perforation, uncooperative 
 patients, unconscious patient).
· Patients who didn't give written consent.

All patients who fulfilled inclusion and exclusion criteria were 
included. After enrollment in the study, demographic detail, 
full history, presenting features of lower GI bleeding and 
colonoscopic findings were recorded. 

All the patients were instructed to take the 2-day split bowel 
preparatory regime of polyethylene glycol given 8 hours prior 
to procedure and patient kept on liquid diet from 24 hours prior 
to procedure, whenever possible.

All patients underwent colonoscopic examination which was 
done by means of colonoscope of Fujinon EVE Processor 
EPX-201H processor and Fujinon EC-250WL5 endoscope 
following standard high level disinfection by 2.5% 
glutaraldehyde. Colonoscopic findings and abnormalities 
were noted. Biopsy was taken from the suspected lesions and 
sample was transferred to a container with 10% neutral 
formalin using non-toothed forceps, properly labelled and 
sent to the Department of Pathology.

The data was recorded in proforma and was entered in the 
windows office version 10, excel spread sheet and transferred 
to SPSS version 20 and statistical analysis was done. 
Categorical data were expressed as corresponding percentage. 

RESULTS

All the patients fulfilling inclusion and exclusion criteria 
attending emergency department or inpatients who developed 
acute lower gastrointestinal bleeding after admission for other 
causes in UCMS-TH were included in this study. Total 88 
patients analyzed systematically for the study. In the current 
study, the majority of patients 25% (n=22) were in the age 
group of 50-60 years and mean age of study patient was 48 
years ±17 years ranging from minimum of years 17 to 
maximum of 81 years. The male to female ratio was 2.7:1 
(Table 1). 

INTRODUCTION 

Gastrointestinal (GI) bleeding is a frequent cause of hospital 
admission and is a common factor for hospital morbidity and 
mortality. The annual hospital admission rate in the United 
States and United Kingdom is estimated to be around 150 
patients per 100,000 populations with a mortality rate of 5%-

110%.

Depending upon site, GI bleeding is divided into upper and 
2lower GI bleeding.  A lower Gastrointestinal bleed (LGIB) is 

defined as bleeding that occurs from GI tract, distal to the 
3ligament of Treitz.  

Bleeding from the lower gastrointestinal tract may account for 
4up to 20-25% of all acute GI bleeding.  Although 80-85% of 

patients have a self-limiting acute LGIB and an uncompli-
cated hospitalization, the reported mortality rate ranges from 

52% to 4%.  The annual incidence of LGIB is 0.03% and it 
6increases 200-fold from the second to eighth decades of life.   

The etiology and the epidemiology of LGIB varies according 
to the environmental conditions depending upon the life style, 
dietary habits, prevalence of smoking, history of drug intake, 
age, longevity of the population etc. Most of the data suggests 
that colonic diverticula are the most frequent source of LGIB 
followed by angiodysplasia, colitis (ischemic, infectious, 
chronic inflammatory bowel disease), neoplasm, small bowel 
bleeding and post-polypectomy bleeding. However, in the 
Indian experience, the etiology differs significantly in which 
nonspecific ulcers account for 30% of cases while the rest are 
enteric ulcers 15%, tubercular ulcers 6%, neoplasm 6%, 

7amoebic ulcers 6%, angiodysplasia 6% and others.  It requires 
complete history, physical examination, including a digital 
rectal examination and different investigations including 

8colonoscopy to find out the causes of lower GI bleeding.

Colonoscopy is a safe and effective diagnostic procedure in 
patients with lower GI bleeding. With the advent of the 
colonoscopic era, the diagnosis and management of colonic 

8disorders took a quantum leap forward.  Colonoscopy is 
generally safe, accurate and well tolerated, gold standard 
technique in diagnosing colonic pathology and treatment of 
colonic disorders. It enables visual inspection of the entire 
large bowel from the distal rectum to the caecum. Hence this 
study was done to find out the clinical profile, identify 
etiology of LGIB and the usefulness of colonoscopy to find 
out its etiology.

MATERIAL  AND METHODS

The permission to conduct research was taken from the 
institutional review committee (IRC) of Universal College of 
Medical Sciences, Teaching Hospital ( , UCMS-TH)
Bhairahawa, Nepal It was a single centered, cross sectional, . 
hospital based observational study from 15 January 2017 to 15 
January 2018. All the patients scheduled for colonoscopy at 
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Table 1. Distribution of study patients according to age 
groups and gender
 

Among 88 patients enrolled in the study, bleeding per rectum 
was present in 100% (n=88) cases. Most of the patients had 
various symptoms associated with per rectal bleeding. The 
other symptoms during presentation were constipation > loose 
stool > abdominal pain > weight loss in 29 (32.96%), 28 
(31.82%), 21 (23.87%), 5 (5.69%) patients respectively. So in 
our study patients, the least common associated symptom was 
weight loss.

In present study, different comorbidities including hyper-
tension in 14 (15.9%), diabetes mellitus in 7 (8%) along with 
personal history of active smoking in 22 (25%), chronic 
alcohol consumption in 18 (11.37%), non-vegetarian diet in 
78 (73.87%) and recent consumption of drugs like NSAIDS, 
antiplatelet drugs and anticoagulant was observed in 7 (8%) 
patients.
  
Pallor was the most common clinical finding in 55 (62.5%) 
patients under study. 

All the study patients were investigated for haemoglobin level 
and subcategorized into anaemic and non-anaemic patients. 
The presence of anaemia was noted in 55 (62.5%) patients and 
remaining 37.5% (n =30) patients had normal haemoglobin 
(Table 2).

Table 2. Distribution of study patients according to 
haemoglobin level

Complete colonoscopy with visualization of terminal ileum 
was performed in all patients and site of the lesion was noted 
(Table 3). 

Table 3. Distribution of the study population according to 
site of lesion

The common abnormal colonoscopic finding was 
haemorrhoids (14.70%), growth (13.63%) and anal fissure 
(11.3%). Etiology of bleed was not identified in thirty 
(26.33%) patients as their colonoscopy was normal (Figure 1). 

Figure 1. Distribution of study patients according to 
colonoscopic impression

Out of 88 patients included in the study, biopsy was performed 
in 46.59% (n=41) cases. Histopathology reports in these cases 
were recorded. In this study, non-specific colitis was the most 
common diagnosis in histopathology comprising 31.7% 
(n=13) cases, followed by focal active colitis 24.4% (n=10) 
cases and high grade dysplasia 14.7% (n=6).

The most common etiology for lower GI bleed after 
colonoscopy and histology were haemorrhoids and non-
specific colitis in 13 (14.77%) patients in each followed by 
malignancy in 11 (12.5%) patients. The final diagnosis was 
considered as the etiological lesion for lower GI bleeding 
(Figure 2).

Figure 2. Distribution of the study patients according to 
final diagnosis

Out of total 88 study patients enrolled in our study, 21.5% 
(n=19) patients were normal and rest 78.40% (n=69) patients 
had significant findings. In the age group 51-60 years, 
haemorrhoids were most common etiology of LGIB followed 
by anal fissure. Ulcerative colitis had bimodal distribution. It 
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Age group (years)  Male n (%)  Female n (%) Total n (%)

<40
 

25 (28.41)
 

07 (7.96%)
 

32 (36.37)
40-

 
59

 
17 (19.32)

 
07

 
(7.96%)

 
24 (27.28)

≥60 22 (25) 10 (11.37) 32 (36.37)

Total 64 (72.73) 24 (27.28) 88 (100)

Anemia  Sex  Total  N
 

(%)
 

p-value
F

 
M

 Normal

 

11

 

22

 

33

 

(37.50)

 

<0.01

Mild

 

3

 

21

 

24 (27.27)

 
Moderate 7 19 26 (29.55)
Severe 3 2 5 (5.68)

Total 24 64 88 (100)

Site
 

Frequency n (%)

Anal canal and rectum

 
56 (63.64)

Sigmoid colon

 

22 (25)

Descending

 

colon

 

12 (13.64)

Splenic flexure

 

Transverse colon 

Hepatic flexure

Ascending colon 

Ileum

4 (4.55)

2 (2.28)

1 (1.14)

3 (3.42)

1 (1.14)



was common in the age group <30 years and 51-60 years. 
Malignancy was most common in the older age >60 years. 
Non-specific colitis was more or less common in all age group 
(Table 4).

Table 4. Cross tabulation of final diagnosis with different 
age group

DISCUSSION

Lower gastrointestinal bleeding is a common reason for 
hospital admission and a major cause of morbidity and 
mortality worldwide and is so in developing country like 
Nepal. The clinical profile including age, gender, alcohol 
consumption and co-existing comorbidities, clinical features 
and colonoscopic features of the patients with this condition 
were studied and correlated.

The mean age of the study patient was 48 years with standard 
deviation of ±17 years ranging from minimum 17 years to 
maximum of 81 years. Similar finding was observed in a study 

9 done by Chaudhary et al with mean age of 45.23 years.
Likewise it was 47.10 years in a study conducted by Bafandeh 

10Y, et al.

In our study, the incidence of lower GI bleeding increased with 
increasing age i.e.14.78% (n=13) in the age group of 30-40 
years to 25% (n=22) in the age group of 50-60 years. One of 
the reason for the increased incidence of lower GI bleeding 
with increasing age could be as a result of the gastrointestinal 
diseases specific to the increasing age like haemorrhoids, 

8,11ulcerative colitis and colorectal carcinoma.  The other 
reasons are due to increased prevalence of comorbid 
conditions such as cardiovascular diseases, renal diseases and 
diabetes mellitus in old age, as well as increased use of drugs 
like anticoagulants and NSAIDs by the elderly people, which 

12 increase the risk of LGIB. In present study, LGIB was more 
prevalent among males as 72.7% of the patients were males 
and male to female ratio was 2.66:1 in concordance to present 
study, Chaudhary et al, Alruzug I et al and Badiger R et al 

13-15reported similar  male predominance.  In other parts of 
Nepal also, male predominance was reported by Chaudhary S 

9et al.  Along with the complain of bleeding per rectum in 
present study, altered bowel habit, mainly constipation was 
the most common symptom of patients (n=29) followed by 
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loose stool (28), pain abdomen (n=21) and weight loss (n=5) 
was observed. This finding was consistent with the study done 

16 by Adelstein B et al. In contrary, the commonest clinical 
symptom was hematochezia  (80%), followed by constipation 
(76%), loss of weight (56%) and blood mixed with stools 

15(50%).

It was observed in our study that the comorbidities present 
were diabetes and hypertension. Majority of patients had no 
history of diabetes (92%). Similar observation was made by 

17 study carried out in Nigeria.  In the present study, 20.5% of 
the study patients were alcohol consumer thus showing no any 
attribution to lower GI bleeding and personal history of 
smoking was noted in 22% of patients.

The most common finding on colonoscopy in our study was 
 haemorrhoids. This is similar to the findings of Akere A et al

17,18and Olokoba A et al.  Also similar study conducted in UK, 
found haemorrhoids as the commonest etiology of lower GI 

19 bleeding. Majority of our patients with the diagnosis of 
haemorrhoids were less than 60 years of age. However, 
diverticulosis (18.5%), IBD (19.3%) and polyps (25.1%) were 

20the common colonoscopic findings in a study of Sousa et al.  
This indicates that the prevalence of lesions varies according 
to the geographic location.

Most of the lesions were located in anal canal and rectum then 
in sigmoid colon. This is similar to the study done by Joukar F 
et al where site of involvement was anal canal (43.8%) and 

21rectosigmoid (26%).

Most of the carcinoma occurred in the older age group more 
than 50 years of age and predominantly located in the rectum. 
In the study done by Joukar et al observed most of the 
malignancy occurred in the age group of 60-80 years (43.1%) 
followed by age group of 20-40 years (20.8%) and 40-60 years 

21(16.7%).

According to this study, on colonoscopic appearance of 
lesions and histological examination, non-neoplastic lesions 
comprised of 65.90% (n=58) of all the diagnosed cases and 
neoplastic lesions comprised of 12.50% (n= 11). Similar 
findings were observed in a study of Rajbhandari et al in which 

22non-neoplastic lesions comprised of 73.9%.  However a 
study by Teague et al found neoplastic lesions as the common 

23finding than the non-neoplastic lesions.

Colonoscopy is simple, accurate and well tolerated technique 
recommended as a first line investigation in patients with 
LGIB who are hemodynamically stable.

CONCLUSION

In present study, we have shown the clinical profile of patients 
who presented with LGIB. The mean age of the study patients 
was 48 years with male to female ratio of 2.66:1. Along with 
the complain of bleeding per rectum, altered bowel habit, 

Categories
 

Age category  (in years) Total

Final impression

 
<30

 
31-40 41-50

 
51-60 Above 60

Normal

 

8

 

2

 

4

 

1 4 19
Anal

 

fissure 

 

0

 

2

 

2

 

4 2 10
Polyp

 

1

 

1

 

2

 

1 1 06
Malignancy

 

1

 

2

 

0

 

3 5 11
Non-specific colitis 3

 

3

 

2

 

3 2 13
Haemorrhoids

 

2

 

2

 

1

 

5 3 13

Diverticulum

 

0

 

0

 

0

 

0 2 02
Lymphocytic colitis 1 1 0 0 1 03

Rectal prolapse 0 0 0 1 0 01

Ulcerative colitis 3 0 1 4 1 09

Fistulo in ano 1 0 0 0 0 01

Total 20 13 12 22 21 88
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mainly constipation was the most common symptoms of 
patients. Colonoscopy detected abnormality in 73.8% cases 
out of which 60.23% cases were non-neoplastic and 12.5% 
cases were neoplastic. The common non-neoplastic causes of 
lower GI bleeding were haemorrhoids and non-specific colitis 
(14.5% each) followed by neoplastic lesion constituting of 
12.5% of cases of malignancy. Rectum was the most common 
site for both neoplastic and non-neoplastic lesions. A careful 
clinical history, physical examination with colonoscopic 
visualization of the lesion with or without biopsy makes the 
significant impact to the early diagnosis and guides for proper 
treatment of the patients. 

Colonoscopy is powerful tool in detecting the etiology of 
lower GI bleeding and aids to find out the site, characteristics 
and nature of lesion with or without colonoscopic directed 
biopsy. Thus there is a need for understanding the knowledge 
about the clinical profile and role of colonoscopy in patients 
presented with lower GI bleeding. 
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