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ileal inflammation and ulcers constitute small part.
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Introduction: This retrospective study was done to see colonoscopic yields in patients presenting with lower
gastrointestinal bleeding. Materials & Methods: Reports of patients undergoing colonoscopy due to bleeding per
rectum were retrieved from endoscopy records. Patients’ particulars and colonoscopic findings were recorded in a
data sheet. Analysis was done using SPSS 20 version. Results: A total of 309 patients (male 211 (68.3%) and female 98
(31.7) with mean age 40.3 years %)) were included in this study. According to colonoscopic yield, causes of LGIB
were haemorrhoids 137 (44.33% ), rectal and colonic growth 58(18.77% ) rectal and colonic polyps 54 (17.47%),
anal fissure 38 (12.29% ), proctitis 18 (5.82%), colitis 18(5.82%), ileal ulcer and ileitis 34(11.0%). Colorectal growth
was more common among patients age 26 to 60years. Among male rectal growth was slightly higher than female.
Conclusion: Lower gastrointestinal bleeding is more common among males. Commonest cause of LGIB are internal
haemorrhoids, rectal growth, rectal and colonic polyps and anal fissure. Colorectal neoplasm, proctitis, colitis and
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Introduction:

Lower gastrointestinal bleeding (LGIB) is defined as bleeding
beyond the ligament of Treitz!. It may ranges from occult intesti-
nal bleeding to life treating overt fresh bleeding — haematochezia.
Annual hospitalization rate due to LGIB ranges from 20-30 per
100,000 persons®. Incidence of lower gastrointestinal bleeding
increases with age ie, hospitalization rate with men predomi-
nance’. Patients with LGIB rarely experience shock and have
higher haemoglobin levels*. Overall mortality from LGIB is
about 2-4%°. There is a regional differences in actiology of LGIB.
Diverticulosis coli is common in western Europe and the United
states’. In western countires, diverticular bleeding, angiodysplai-
sa, haemorrhoids and polyps constitute 17-56%, 3-30%, 3-28%
and 2-30 % respectively®. Colitis (ie, ischaemic, infectious,
inflammatory bowel disease) radiation proctitis, neoplasia and
post polypectomy haemorrhages, haemorrhages from upper
gastrointestinal sites, Crohn’s ileitis, Meckel’s diverticulitis and
tumor causes 9-21%, 11-14%, 4-10%, 0-11% and 2-9% of
LGIB". Published report of actiology of LGIB in our country is
not available. With this background this retrospective study was
carried out retrieving data from endoscopy records of North East
Medical College, Sylhet from January 2016 to December 2018.

Material and Methods:

This study was retrospective study. Data of consecutive patients
undergoing colonoscopic examination presenting with LGIB
were retrieved from the registrar of endoscopy of North East
Medical College, Sylhet from January 2016 to December 2018.
Their demographic information and colonoscopic findings were
recorded on a predesigned data sheet. Statistical analysis was
done using SPSS version 20. Percentage, mean and SD were
calculated.
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Results:

A total of 309 patients (male 211 (68.3%) and female 98
(31.7%) were included in this study (Table I). Age of them
varied from five years to 90 years (mean 40.3 years with SD
14.17) in this series 54(17.5%), 120 (38.8%), 104 (34.0%)
and 30 (9.7%) were within up to 25 years, from 26-40
years, 41-60 years and above 60 years age group.

Table-I: Showing demographic characteristic.

Clinical characteristic Number
Total 309

Male 211 68.3
Female 98 31.7
Age up to 25 years 54 17.5
Age 26-40 years 38.8
Age 41-60 years 34.0
Age >60 years 30 9.7

Percentage

Causes of LGIB were haemorrhoids 137 (44.33), rectal and
colonic growth growth 58 (18.77 ) rectal and colonic
polyps 54 (17.47), anal fissure 38 (12.29 ), proctitis 18
(5.82), colitis 18(5.82), ileal ulcer and ileitis 34 (11.00) and
colonic growth 4(1.29) (Table II).

Table-II: Showing colonoscopic diagnosis.

Aetiology (no) Ageupto25 2640y 4160y  >60y Male Female
(%) (%) () (%) () ()
Fissure 38 T(1842) 18 (47.36) 9(23.68) 4(10.52) 24(63.15) 14 (36.84)
Haemorrhoids 137 18 (13.14) 49 (35.76) 54 (49.41) 6 (437)  98(71.53) 39 (28.46)
Rectal ulcer3 2(66.660) 1(3333) 0 0 2 (66.66) 1(33.33)
Rectal polyp 33 4(12.12) 16 (4848) 11(33.33) 2(6.06) 25 (75.75) 8(24.24)
Rectal growth 53 5043) 19 (38.849) 19(38.849) 10(18.867) 28 (52.83) 25 (47.17)
Proctitis (nonspecific) 3~ 2 (66.66) 0 1(3333) 2(66.66)

Radiation proctitis 2 1(50.00) 1 (50.00) 0

Ulcerative proctitis 13 (30.76) 5 (38.46) 4 (30.76) 10 (76.92)

Colitis (distal),4 1(25.0) 0 3(75.0)

pancolitis 4 ! 2(50.0)  1(25.0) 2(50.0)

Nonspecific colitis 14 ; 3(2142)  7(50.0) 11(78.57)

Crohn’s 4 ! 1(250) 2 (50.0) 3(75.0)

Nonspecific ileal ulcer 17 . 6(3529)  7(4L17) 14(82.35)

Tubercular ileal ulcer 3 1(3333) 0 3(100.0)

Caecal ulcers 2 ! 0 1(50.0) 1(50.0)

Colonic growth 5 3(60.0)  1(20.0) I 2(40.0)  3(60.0)
Colonic polyp 21 ) 6(28.57)  12(57.14) 18(85.71) 3 (14.28)
diverticulum 4 ! 0 2(50.0) ! 3(750) 1250
Vascular ectasia 2 0 1(50.0) I 2(100.00 0
normall7 . 2 (1176) 9 (52.94) 11(647) 5(2941)

Haemorrhoids was the predominant cause in all age groups
and male. Rectal growth was more common among
patients age 26 to 60years. Among male rectal growth was
slightly higher than that of female.

Discussion:

Causes of LGIB are multiple. And severity of LGIB also
varies. Most of the LGIB cases have favourable outcome.
In our study incidence of LGIB is higher (about 54%)
among younger population (age up to 40 years)'’. It is
consistent with Indian report'®. But in western countries
incidence increases with age reaching hospitalization 200
per 100,000 in the ninth decade’. Again mean age of

patients with lower GI bleeding in our series is (40.3
years). Mean age of patients with LGI from Pakistan'!,
Nepal'? and India'®'*!* vary from 35 to 48 years. But in
west it is higher varies from 63 to 67 years '. In our series
males are more affected than females. Reports from
Pakistan'!, Nepal'?, India'®'>'* and China'® also showed
male predominance.

In our region actiology of LGIB differs from west. Haemor-
rhoids, inflammatory bowel disease are common causes
and usually present at early age.

In our study commonest cause of LGIB are haemorrhoids
which is consistent with report from Pakistan'!, , Nepal'
and India'>'*. But in western countries diverticular disease,
vascular ectasia are the commonest causes?. This difference
may be due to differences in food habit, ie, high fibre diet
taken in our country.

Carcinomna rectum is second commonest cause of LGIB in
our series. In west colorectal carcinoma was predominant
cause in early 20th century'” when diverticular disease was
rare which is the leading cause of LGIB at present. Trend of
LGIB etiology is changing. Advancing age, regular CRC
screening may influence this change of etiology in the
west?. Dietary habit, use of NSAID, sedentary life style and
obesity, diseases like hypertension, ischaemic heart disease
, chronic renal failure, dyslipidaemia are probably associat-
ed with this change in western countries.

Radiation proctitis is very low in our series which indicates
low prevalence or lower rate of patient getting treatment
for carcinoma cervix. But prevalence of radiation proctitis
is higher in India.

Tuberculosis is low in our series. But our country is endem-
ic for tuberculosis'®. Ours is the report from only one centre
of Sylhet a city in the north east part of Bangladesh. Again
it may not cover all population in the region. Indian

reports also shows higher incidence of tuberculosis as
etiology of LGIB!®Y,

Etiology of LGIB also varies with age of patients!®. In our
series, anal fissure, IBD (ulcerative colitis) constitute
majority of LGIB among patients age up to 40 years.
Colorectal carcinoma is (slightly) higher among patients of
age group 41 to 60 years. It is consistent with reports from
India'*" and Jordan®.

Conclusion:

Lower gastrointestinal bleeding is more common among
males. Commonest cause of LGIB are internal haemor-
rhoids, rectal growth, rectal and colonic polyps and anal
fissure. Colorectal neoplasm, proctitis, colitis and ileal
inflammation and ulcers constitute small part. Prospective
multi centre study with large sample size and full work up
is recommended in future.
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