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Abstract: Incidence of lower gastrointestinal (Gl) bleeding (LGIB) is increasing over
time. It can be seen in all age group patients, commonly associated with pre-existing
comorbidities and is one of the common indications of colonoscopy. This study was
done to identify common causes of LGIB in eastern part of India, because there is
no previous study from Eastern India to identify the common causes of lower Gl
bleeding diagnosed by colonoscopy in different age group patients. Consecutive

64 patients with LGIB were included in this study from June 2018 to March 2019.
We divided our study population into three groups, such as group A (20 years

to 40 years), group B (41 years to 60 years), and group C (more than 60 years).
Data were entered into Excel and then transferred into SPSS version 22 for
statistical analysis. Mean age of study population was 49.83 * 19.06 years. Normal
colonoscopic finding was seen in 7 patients (10.9%). Most common colonoscopic
findings of our study population were hemorrhoids (n=32; 50%), anal fissure (n=11;
17.2%) and isolated rectal ulcer (n=9; 14.1%). Colorectal growth was seen in

6 patients (9.4%), among them female patients were more commonly affected than
male patients. Therefore, most common causes of LGIB in eastern part of India

are hemorrhoids, anal fissure and isolated rectal ulcer. Male individuals are more
commonly affected by LGIB.

Mailing Address: Jayanta Paul, MD., MBBS, DNB, C/o Jitendra Chandra Paul,
J+B Lodge, Santosh Sarani, Banamali Pur, Barasat, Kolkata 700124, India;
Phone: (+91) 834 898 40 88; e-mail: dr.jayantapaul@gmail.com

https://doi.org/10.14712/23362936.2020.2
© 2020 The Author. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/4.0).



26)  Prague Medical Report / Vol. 121 (2020) No. 1, p. 25-34

Introduction

Lower gastrointestinal bleeding (LGIB) is gastrointestinal (Gl) bleeding originated
from a source distal to the ligament of Treitz and is commonly presented with
hematochezia which is different from the clinical presentation of upper Gl bleeding,
which includes hematemesis and/or melena depending on the volume of bleeding
and the speed of colonic transit. Approximately 85% of LGIB is from colon,

10% from bleeds are actually from upper gastrointestinal tract and present as
hematochezia and 3-5% from small intestines (Dutta and Panda, 2008). Acute LGIB
is arbitrarily defined as bleeding of less than three days duration leading to instability
of vital signs, anemia, and/or need for blood transfusion, and chronic LGIB is
defined as slow blood loss over a period of several days. Incidence of LGIB in the
western countries ranges from 20.5 to 27 cases/100,000 adults. In comparison
with the western countries, in India, LGIB patients are younger, mortality rate is
lower and re-bleed rate is 4% (Farrell and Friedman, 2005). Lower Gl bleeding has
an annual incidence of hospitalization of approximately 36/100,000 population
(Ghassemi and Jensen, 2013) and the colonoscopy is a primary method of
investigation in presence of bleeding from lower Gl tract (Dar et al., 2015; Oakland
et al., 2019).

The etiology and the epidemiology of LGIB depend on the life style, dietary
habits, smoking, history of drug intake, age, longevity of the population, etc. The
most common cause of LGIB in UK is diverticular bleeding and the second most
frequent diagnoses are hemorrhoids, fissures and rectal ulcers (Oakland et al.,
2019). Diverticular disease is the most common cause of LGIB in Brazil, followed
by polyps, malignancy, inflammatory bowel disease and angiodysplasia (de Souza
e Benevides and dos Santos, 2016).

In Asia, however, colon diverticulosis is not common and is a much less common
cause of LGIB. In the Indian experience, the etiology differs significantly. Growth/
polyp are the most common colonoscopic finding in Jammu and Kashmir, India
followed by inflammatory bowel lesions (Dar et al., 2015). An internal hemorrhoid
is the most common cause of LGIB followed by ulcerative colitis in South India
(Badiger et al., 2017). A study from USA showed that divericular bleeding (37%)
was the most common cause of severe LGIB followed by ischemic colitis (13.2%),
delayed post polypectomy induced bleeding (11.1%), rectal ulcer (8.9%), internal
hemorrhoids (6.4%) and colon angiomas (6.4%) (Camus et al., 2017). Another
study from western country discovered that the most common causes of LGIB
were diverticulosis and ischemic colitis (Diamantopoulou et al., 2017). Study from
Middle East indicated that the most common colonoscopic findings of LGIB were
hemorrhoids followed by diverticulosis, neoplasm, rectal ulcer, colitis and polyps
respectively, and colon was normal in 14.6% patients (Alruzug et al., 2016).

There this is no previous study from Eastern India to find out the common causes
of lower Gl bleeding in different age group patients diagnosed by colonoscopy. Aim
of this study is to fill up this gap.
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Material and Methods

Colonoscopies in patients with lower gastrointestinal bleeding were prospectively
evaluated from June 2018 to March 2019 in the endoscopy unit of Divine Nursing
Home, Kolkata, India. This study included 64 patients aged 18 years or over, who
presented with hematochezia, melena with normal upper Gl Cendoscopy. Patients
with poor bowel preparation and incomplete examination were excluded. All
patients were advised to take liquid diet at dinner along with two 10 mg of bisacodyl
tablets on the day before procedure, while fasting over midnight. The medication
used for bowel preparation in this study was two bottles of coloprep solution (each
bottle contains magnesium sulphate 3.13 g + potassium 1.6 g + sodium chloride
17.5 g in 177 ml of solution). 177 ml of each bottle of coloprep solution was mixed
with 573 ml of drinking water to make it 750 ml. The Boston bowel preparation
scale (BBPS) was used as bowel cleanliness rating scale. When required, tissue from
the colonic lesion was sent for histopathological diagnosis. The following variables
were studied: gender, age, coloscopic diagnosis, histopathologic diagnosis, site of
the lesion. All colonoscopies were performed by using Olympus colonoscope. We
divided our study population into three groups, such as group A (20 years to

40 years), group B (41 years to 60 years), group C (more than 60 years). Data were
entered into Excel and then transferred into SPSS version 22 for statistical analysis.
Continuous value is expressed in the form of means * SD, while categorical data is
expressed in the form of count and percent.

Results

Out of 64 patients with LGIB, 42 (65.6%) were male and 22 (34.4%) were female.
Mean age of this study population was 49.83 + 19.06 years. Normal colonoscopic
finding was seen in 7 patients (10.9%). Most common findings of our study
population were hemorrhoids (n=32; 50%) (Figure 1), anal fissure (n=11; 17.2%)
(Figure 2) and isolated rectal ulcer (n=9; 14.1%) (Figure 3). Anal fissure (18.2%

vs. 11.9%) and rectal ulcer (9.1% vs. 4.8%) were more commonly seen in female
patients than male patients. Colorectal growth (Figure 4) was seen in 6 patients
(9.4%), among them female patients were more commonly affected than male
patients (9% vs. 4.8%) (Table 1, Figure 5).

In our study, maximum number of patients (n=23) were in group C (more than
60 years) and group A (20 to 40 years). In group C, common causes of LGIB were
hemorrhoid (n=13; 56.5%), rectal ulcer (n=5; 21.7%), telangiectasia (n=3; 13%)
(Figure 6), diverticulae (n=2; 8.7%), anal fissure (n=2; 8.7%), colorectal growth
(n=1; 4.3%) and pancolitis (n=1; 4.3%) (Figure 7).

In group B (41 to 60 years), among 18 patients, 12 (66.7%) and 6 (33.3%)
were male and female respectively. Most common cause of LGIB in group B was
hemorrhoids (n=9; 50%) and other causes were anal fissure (n=4; 22.2%), colorectal
growth (n=3; 16.7%), rectal ulcer (n=1; 5.6%), pancolitis (n=1; 5.6%). Normal
colonoscopic finding was in 4 patients (22.2%) in group B (Figure 8).

Common Causes of LGIB in Eastern Part of India
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Figure 1 — Hemorrhoids. Figure 2 — Anal fissure.

Figure 3 — Isolated rectal ulcer.

Figure 4 — Rectal growth.
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Figure 5 — Comparison of causes of lower gastrointestinal bleeding among different groups
(series 1: group A, series 2: group B, series 3: group C).

Figure 6 — Telangiectasia.
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Figure 7 — Causes of lower gastrointestinal bleeding in group C (more than 60 years) patients.
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Figure 8 — Causes of lower gastrointestinal bleeding in group B (41 years to 60 years) patients.

Figure 9 — Colon polyp.
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Figure 10 — Causes of lower gastrointestinal bleeding in group A (20 years to 40 years) patients.
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In group A (20 to 40 years), out of 23 patients, male and female patients were 16
(69.9%) and 7 (30.4%), respectively. Hemorrhoids was most common cause of LGIB
(n=13; 56.5%) in this group. Other causes of LGIB were anal fissure (n=5; 21.7%),
rectal ulcer (n=3; 13%), colorectal growth (n=2; 8.7%), colon polyp (n=1; 4.3%)
(Figure 9), pancolitis (n=2; 8.7%), diverticulae (n=1; 4.3%) (Figure 10).

Discussion

The clinical course of LGIB can vary widely from occult bleeding to massive life-
threatening hemorrhage and even death but most patients who are having LGIB
have favorable outcome, self-limited course and usually stopped spontaneously.
Most of the LGIB patients think that the bleeding is from hemorrhoids and take
some conservative measures, and some patients are worried and anxious about the
malignancy until a diagnosis is reached. Causes of LGIB show marked geographic
variation. Though studies from different parts of India (Dar et al., 2015; Camus

et al., 2017) showed different common causes of LGIB, our study is supported by
one study from South India (Badiger et al., 2017). Hajare and Kantamaneni (2018)
in their study identified that hemorrhoids (48%) followed by ulcerative colitis (24%)
were the most common colonoscopic findings in patients with LGIB. Another
study from South India revealed that the most common causes of LGIB in patients
older than 60 years (group C) were colorectal carcinoma, followed by colitis,
hemorrhoids (Morkar and Hazare, 2017), but in our study, patients older than

60 years had hemorrhoids as most common cause of LGIB followed by rectal ulcer
and telangiectasia, and colorectal carcinoma was more common in group B patients.
One study from Europe (Fernandez et al., 1996) indicated that more frequent
colonoscopic findings were polyps and diverticulae in LGIB patients. In our study,

in all age group hemorrhoids followed by anal fissure were the most common
causes of LGIB.

One study from Iran (Khodadoostan et al., 2018) showed that most common
causes of LGIB in patients younger than 50 years were hemorrhoids followed by
adenoma and diverticulae but in our study, hemorrhoids followed by anal fissure and
isolated rectal ulcer were the most common findings in colonoscopy.

Colorectal growth was more common in group B than group A and C in our
study and mean age of patient suffering from colorectal growth was 47 + 12.56
years as seen in other study from India which showed mean age of 43 years
(Sudarshan et al., 2013). Pancolitis was seen most commonly in group B as seen
in other study (Quezada and Cross, 2012). Solitary rectal ulcerations were more
common in group C followed by group A and B, and most of them have one or more
of the following predisposing factors: constipation, straining during defecation and
digital evacuation.

In our study, telangiectasia was seen in 4.68% of 64 patients and commonly seen in
age more than 60 years (13% of group C). Zia et al. (2008) supported our study by
showing 1% colonoscopic finding of telangiectasia in their research.
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Main limitation of our study was small number of patients in study population;
therefore large-scale study is required to validate the findings of this study.

Conclusion

Most common causes of LGIB in eastern part of India are hemorrhoids, anal fissure
and isolated rectal ulcer. Male individuals are more commonly affected by LGIB.
Colonic growth was seen more commonly in female patients. Any LGIB patient
requires colonoscopy to identify the underlying cause of bleeding.
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