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ABSTRACT

Background: Rectal bleeding is commonly seen in daily practice. The colonoscopy is an essential
diagnostic tool in detecting the various causes of this clinical entity.
Objectives: We aimed to detect the different pathological lesions in patients with rectal bleeding
using colonoscopy and to find the correlation between colonoscopic findings and the age and gender
of the patients.
Materials and methods: This prospective cross-sectional study was conducted at the center of
endoscopy and colonoscopy at Rizgary Teaching Hospital throughout the period from April 2018 to
April 2019. Patients with bleeding from the rectum and subjected to colonoscopy of any age and
gender were enrolled in the current study. Data regarding the age, gender, duration, family history
of colorectal cancer, whether the bleeding was fresh or mixed with stool, spontaneous stoppage of
bleeding or not, and the colonoscopic findings were recorded for every participant.
Results: Of 91 patients with rectal bleeding, there were 55 (60.4%) male. The most affected age
group was over 40 years old (n = 47, 51.6%). Only 11 (12.1%) of the participants gave a family
history of colorectal cancer. Around three-quarters of the cases involved chronic bleeding. The
bleeding was fresh in 60 (65.9%) cases. The majority of the bleeding (n = 74, 81.3%) stopped
spontaneously. Hemorrhoids (49.45%) were the most common colonoscopic finding in patients with
rectal bleeding, followed by no abnormality (18.68%), and the least diverticular disease (2.2%).
There was a statistically significant difference between the age of the patient and the cause of rectal
bleeding (P-value = 0.042). However, there was no such correlation regarding the patient’s gender
(P-value = 0.196).
Conclusion: Hemorrhoids were the most common colonoscopic finding in patients with rectal
bleeding. The age of the patient can determine the cause of the rectal bleeding.
Keywords: Colonoscopy; Colonoscopic findings; Lower gastrointestinal tract; Bleeding per
Rectum; Lower gastrointestinal bleeding.
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INTRODUCTION

L
ower gastrointestinal bleeding (LGIB) is a common
problem encountered in surgical practice. It consti-
tutes approximately 20% of the total cases of acute
gastrointestinal hemorrhage [1]. In the past, LGIB

was previously defined as bleeding that extended beyond the
Treitz ligament [2]. However, during the time of the double-
balloon and capsule endoscopy, there is a distinct form of
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bleeding that comes from the small bowel [3]. Therefore, it
is logical to divide the gastrointestinal hemorrhage into three
groups: upper, middle, and lower hemorrhage. LGIB can be
acute (two weeks or less) or chronic (three weeks or more).
Acute hemorrhage is more dangerous because it might lead
to hemodynamically instability and anemia, and in certain
conditions, blood transfusion is required. The chronic type
manifests as occult blood in the stool, iron deficiency ane-
mia, intermittent attacks of melena, hematochezia, or maroon
stools, or visible small amounts of rectal bleeding [4]. There-
fore, LGIB can be classified into two forms; occult or revealed
hemorrhage [5].

There are different incidences among various nations. This
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might be attributed to the geographical differences, usage of
drugs, studied samples, and options of management (endo-
scopic vs pharmaceutical) [6]. The incidence of LGIB is more
frequently seen in men, who also have greater affection of el-
derly (> 200-fold increase between 20 and 80 years) [4].

Shock is more frequently seen in acute than chronic hem-
orrhage (35% vs 19%), blood transfusions are more common
in acute than chronic (64% vs 36%), and acute type has a
significantly higher hemoglobin level than chronic type (84%
vs 61%) [7]. Furthermore, LGIB requires fewer blood transfu-
sions in comparison with small intestine bleeding. In the ma-
jority of cute LGIB cases (80–85%), the bleeding stops spon-
taneously. However, the mortality rate due to LGIB ranges
from 2–4% [8].

The causes of LGIB may be classified into many groups:
the site (e.g. the anal region or diverticulosis); vascular (is-
chemic or angiodysplasia); inflammatory (infectious, inflam-
matory bowel disease, radiation-induced, and idiopathic); and
tumors (benign or malignant) [9].

There are many investigations for the LGIB which include;
proctoscopy, sigmoidoscopy, and colonoscopy, the latter of
which is a diagnostic and therapeutic tool in certain condi-
tions. Also, there are new techniques like capsule and double-
balloon endoscopy. Barium enema is helpful to visualize the
whole colon and rectum. Angiography when done can be
helpful only for patients who have active bleeding. 11mTc-
tagged red blood cell scan is a nuclear study best suited for
identifying slow hemorrhage sources with rates of 0.1 to 0.4
mL/minute. However; this test is not as accurate as arteri-
ography in identifying the exact location of a bleeding site
[9]. The rate of bleeding and the volume of blood loss are
important indicators of diagnostic strategy, and the surgeon
must determine how to integrate the above investigations to
find and control a bleeding lesion quickly and safely.

Because of our limited resources and the availability of the
updated methods of investigations in our hospital (Angiogra-
phy and Scintigraphy), we have undertaken this prospective
study to determine the colonoscopic findings for patients with
LGIB and their correlation with age and gender.

MATERIALS AND METHODS

This prospective cross-sectional study was conducted at the
center for endoscopy and colonoscopy at Rizgary Teaching
Hospital, Erbil, Iraq. The current investigation covers the
period from April 2018 to April 2019. The study included
patients with either short-term LGIB (3 weeks) or intermit-
tent LGIB lasting one year or more. The recruited patients
were referred from the West Emergency Hospital, the East
Emergency Hospital in Erbil, or from surgical or other de-
partments to our colonoscopy center.

Patients from all age groups of both sexes, patients pre-
senting with visible rectal bleeding as their chief complaint,
and patients who wish to participate in the study were in-
cluded. Patients with rectal bleeding because of acute infec-
tious bloody diarrhea and those who declined to enroll in the
current study were excluded, as were those with suspected
upper gastrointestinal sources of bleeding (i.e., history of he-
matemesis or melena). The study was approved by the Iraqi
Board for Medical Specializations. Every subject gave in-
formed consent.

A detailed history (age, gender, duration of bleeding, fam-
ily history of colonic cancer, whether the bleeding was fresh or
mixed with stool, and whether the bleeding stopped sponta-

neously or after conservative measures) and thorough clinical
evaluation were carried out for the patients, which included
digital rectal examination and proctoscopy. Laboratory in-
vestigations (packed cell volume, erythrocyte sedimentation
rate, blood groups and Rh, and general stool examination)
were conducted for all patients.

All patients were advised to carry out bowel preparation
with an oral laxative (polyethylene glycol) with or without
rectal enemas. Colonoscopy was performed using an Olympus
CF-Q260AL colonoscopy (Tokyo, Japan), with biopsy per-
formed as needed and sent for histopathological analysis.

Local lidocaine gel used for colonoscopy and intravenous
midazolam 5 mg was given to patients who needed it (if they
could not tolerate the pain). For patients who needed flexible
sigmoidoscopy; the colonoscopy device was used in place of
the sigmoidoscopy device for the same distance.

The data were entered and analyzed using SPSS (Statistical
Package for Social Sciences) version 26. Descriptive statistics
were used to calculate numerical data. While, nominal data
like gender and colonoscopic findings were presented in fre-
quencies and percentages. Comparisons within the variable
or between variables were carried out using the Chi-squared
test. A p-value of less than 0.05 was considered a statistically
significant difference.

RESULTS

The age of our patients ranged from 16–79 years with a
mean age of 42.84±16.049 years. while the median and mode
were 41 and 25 year respectively. The majority of the cases
were from the age group > 40 (31 for males and 16 for fe-
males). There was no significant difference between the age
and gender of the patients with rectal bleeding as shown in
Figure 1 (P-value = 0.266).

The majority of cases gave no history of colorectal cancer
(n = 80, 87.9). Three-quarters of patients with chronic per
rectum bleeding. Most of the cases (n = 60, 65.9%) presented

Figure 1. The distribution of the 91 patients with bleeding
per rectum according to the age and gender. P-value = 0.266.
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Table 1. The clinical characteristics of the 91 patients with
bleeding per rectum.

Variable Frequency Percentage

Family history of colorectal cancer
Positive 11 12.1
Negative 80 87.9
Duration
Acute 25 27.5
Chronic 66 72.5
Bleeding type
Fresh 60 65.9
Mixed with stool 31 34.1
Spontaneous stoppage of bleeding
Yes 74 81.3
No 17 18.7

with fresh bleeding. The majority of the patients (n = 74,
81.3%) with rectal bleeding stopped spontaneously (Table 1).

Hemorrhoids (n = 45, 49.45%) were the most common
colonoscopic finding in patients with rectal bleeding, followed
by no abnormality (n = 17, 18.68%), and the least diverticu-
lar disease (n = 2, 2.2%). There was a significant difference
among the various colonoscopic findings (P-value = 0.0001)
as shown in Figure 2.

Table 2 showed the distribution of various colonoscopic
findings based on age (≤ 40 vs > 40 years). There was a
statistically significant difference between the age groups and
colonoscopic findings (P-value = 0.042).

Table 3 reported the distribution of various colonoscopic
findings regarding gender. There was no statistically signifi-
cant difference between the gender and colonoscopic findings
(P-value = 0.196). Fortunately, there was no complication
reported in any patient during or following colonoscopy.

Figure 2. The distribution of the 91 patients with bleeding
per rectum according to its causes. P-value = 0.0001.

Table 2. The relationship between the age group and the
cause of bleeding per rectum (BPR) in 91 patients. P-value
= 0.042.

Age groups per years

Cause of the BPR ≤ 40 > 40 Total
Number (%) Number (%) Number (%)

Hemorrhoids 23 (51.1%) 22 (48.9%) 45 (100%)
Normal 12 (70.6%) 5 (29.4%) 17 (100%)
Colorectal cancer 2 (18.2%) 9 (81.8%) 11 (100%)
Polyps 3 (42.9%) 4 (57.1%) 7 (100%)
Ulcerative colitis 4 (66.7%) 2 (33.3%) 6 (100%)
Rectal ulcer 0 (0%) 3 (100%) 3 (100%)
Diverticular disease 0 (0%) 2 (100%) 2 (100%)
Total 44 (48.4%) 47 (51.6%) 91 (100%)

Table 3. The relationship between gender and the cause of
bleeding per rectum (BPR) in 91 patients. P-value = 0.196.

Gender

Cause of the BPR Male Female Total
Number (%) Number (%) Number (%)

Hemorrhoids 24 (53.3%) 21 (46.7%) 45 (100%)
Normal 9 (52.9%) 8 (47.1%) 17 (100%)
Colorectal cancer 7 (63.6%) 4 (36.4%) 11 (100%)
Polyps 4 (57.1%) 3 (42.9%) 7 (100%)
Ulcerative colitis 6 (100%) 0 (0%) 6 (100%)
Rectal ulcer 3 (100%) 0 (0%) 3 (100%)
Diverticular disease 2 (100%) 0 (0%) 2 (100%)
Total 55 (60.4%) 36 (39.6%) 91 (100%)

DISCUSSION

The incidence rate of LGIB in our population is difficult
to be estimate; because we have other teaching government
hospitals in Erbil city and many private hospitals, so the cases
were distributed to other hospitals. The main outcomes of
the current study were that the hemorrhoids were the most
common colonoscopic findings and that age might determine
the cause of rectal bleeding.

Bleeding per rectum can occur at any age. In our study,
the majority of patients are those above 40 years old with a
mean age of 42.84 years. While a Chinese study reported a
nearly equal number of cases in patients ≤ or over the age
of 50 [10]. In a large retrospective study from Japan, it was
found that the median age was 74 years [11]. A recent study
from the USA, reported that the median age of patients with
acute LGIB was 70 years [12]. The variation among the above-
mentioned studies might be attributed to the sample size, the
design of the study (hospital-based or population-based), the
selection of the sample size, and cultural or environmental
factors. Around 60% of our patients were male. This obser-
vation was similar to other studies [13–15].

Acute bleeding per rectum will cease spontaneously in
about 80% of patients [5] and in a study done by Farell et
al. [16] the bleeding stopped spontaneously in about 83%
of patients, while in another study, bleeding per rectum will
cease spontaneously in 85% of patients [17], and in a study
done by Boley SJ et al. [18]; the acute bleeding stopped in
90% of the patients spontaneously. Only 17 (18.7%) of the
patients in our study had active bleeding stop after conserva-
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tive treatment prior to the endoscopy. The colon filled with
blood in cases of acute rectum bleeding. Therefore, it is dif-
ficult to detect any lesion making the surgeons reluctant to
perform an early colonoscopy in patients with early per rectal
bleeding [19]. Actually, the blood acts as a purgative mate-
rial. Therefore, if one wants to perform a colonoscopy, it is of
utmost importance to flush the water on the wall of the bowel
through the endoscope to get a proper view of the lesion [19].

In the present study, it was possible to detect the source of
bleeding in 74 out of 91 patients. Therefore, the diagnostic
yield of our endoscopy is (81.3%) compared with (45%) by Al
Qahtani et al. [20], 89% by Starte et al. [21], 74% by Jensen
et al. [22], 96% by Jensen et al. [23] 97% by Smith et al.
[24], and (87%) by Irvine EJ et al. [25]. Despite the variation
among these studies, colonoscopy is considered a useful tool
in detecting the cause of rectal bleeding.

The commonest cause of LGIB in our study differs from
many other studies. For example the etiology of per rec-
tal bleeding in a study done by Ohyama et al. [26] for 345
patients shows that; ischemic colitis (18%) and antibiotic-
associated hemorrhagic colitis (16.5%) are the commonest
causes of LGIB. The predominant lesions in the tropical coun-
tries were different from those reported in the western coun-
tries, Bhargava et al. [27] studied 187 adults and 53 chil-
dren with bleeding per rectum in India. Non-specific colitis
and ulcer (58%), polyps (19%), cancer (10%), haemorrhoids
(4%), and tuberculosis (3%), were the most common lesions
in adults. Juvenile polyps (77%) and non-specific colitis and
ulcers (23%) each were the causes of bleeding in children. The
left colon was involved in 92% of these lesions in both adults
and children. It should be emphasized that hemorrhoids and
fissures are still the most common cause of rectal bleeding
[13].

The presence of an anal lesion does not exclude the pres-
ence of associated pathology. In one study, a bleeding site
in the colon and rectum was eventually proven in 5 out of
95 patients in whom the physician predicted an anal bleeding
source based on history and proctoscopy only [28]. However,
in our study, there was no such association.

Non-specific proctitis was found in 9 (8%) of patients; it
is an inflammatory condition affecting the mucosa and to a
lesser extent the submucosa, confined to the distal rectum
[29]. The etiology is unknown. The concept that the condi-
tion is a mild and limited form of ulcerative colitis (although
actual ulceration is often not present) is the most acceptable
hypothesis. In the present study, we didnt report any cases
of non-specific proctitis.

Malignancy was discovered in 11 (12.09%) of the patients
in this study, and its prevalence increased with age. However,
our study found two cases of colorectal carcinoma in a 40-year-
old age group, which was higher than the study by Acosta et
al. (0.03%) [30]. In addition, in our study showed that the
frequency of carcinoma was higher in men than women.

Regarding the value of endoscopy in young adults with rec-
tal bleeding, Acosta et al. [30] reviewed 280 patients aged 40
years or younger; 59 (21%) had significant findings. Polyps
were present in 25 (8.9%) of the patients. Other findings in-
clude colitis (8.6%), diverticular disease (2.1%), angiodyspla-
sia (1.1%), and carcinoma (0.03%). These results suggested

that endoscopy in young adults with rectal bleeding is jus-
tified; because significant findings may be present in up to
21%. In the present study, there were 44 patients with an
age of 40 years or younger; 23 had hemorrhoids, 4 had ul-
cerative colitis, 3 had polyps, 2 had carcinoma, and 12 were
without a diagnosis (negative colonoscopy). For these 12 pa-
tients with negative colonoscopic findings, they underwent up-
per gastrointestinal endoscopy, which was also negative. It is
important to exclude the upper gastrointestinal tract as the
source of bleeding, which is responsible for about 10% of cases
with acute severe rectal bleeding [23].

The small sample size, single center, and short duration of
the study are considered the limitations of the current inves-
tigation. Due to the above-mentioned limitations, the results
of the study cannot be generalized.

CONCLUSION

The majority of the cases involved males. The age group
most affected was over 40 years. Only 11 participants gave a
family history of colorectal cancer. Around three-quarters of
the cases involved chronic bleeding. The bleeding was fresh in
about 2/3 of the cases. The majority of the bleeding stopped
spontaneously. Hemorrhoids were the most common colono-
scopic finding in patients with rectal bleeding. The age of the
patient can determine the cause of the rectal bleeding.
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Maria Laura Schillirò, Giuseppina Dell’Aversano
Orabona, Alberto Martino, Raffaele Bennato, Antonio
Borzelli, Gaspare Oliva, Chiara D’Errico, and Filomena
Pezzullo. The Role of CT-Angiography in the Acute
Gastrointestinal Bleeding: A Pictorial Essay of Active
and Obscure Findings. Tomography, 8(5):2369–2402,
2022.

[6] Titilayo Adegboyega and David Rivadeneira. Lower GI
bleeding: an update on incidences and causes. Clinics in
Colon and Rectal Surgery, 33(01):28–34, 2020.

[7] Kathryn Oakland et al. Diagnosis and management of
acute lower gastrointestinal bleeding: guidelines from the
British Society of Gastroenterology. Gut, 68(5):776–789,
2019.

[8] Nitin Jagtap, D Nageshwar Reddy, and Manu Tandan.
Lower Gastrointestinal Bleeding. Journal of Digestive
Endoscopy, 13(01):14–18, 2022.

[9] Tomonori Aoki, Yoshihiro Hirata, Atsuo Yamada, and
Kazuhiko Koike. Initial management for acute lower gas-
trointestinal bleeding. World Journal of Gastroenterol-
ogy, 25(1):69–84, 2019.

[10] Yu Bai, Jun Peng, Jun Gao, DuoWu Zou, and ZhaoShen
Li. Epidemiology of lower gastrointestinal bleeding in
China: Singlecenter series and systematic analysis of
Chinese literature with 53 951 patients. Journal of gas-
troenterology and hepatology, 26(4):678–682, 2011.

[11] Ryota Niikura et al. Factors affecting in-hospital mortal-
ity in patients with lower gastrointestinal tract bleeding:
a retrospective study using a national database in Japan.
Journal of gastroenterology, 50(5):533–540, 2015.

[12] Natalie Tapaskar, Blake Jones, Steve Mei, and Neil Sen-
gupta. Comparison of clinical prediction tools and identi-
fication of risk factors for adverse outcomes in acute lower
GI bleeding. Gastrointestinal Endoscopy, 89(5):1005–
1013, 2019.

[13] N A Ali, H M Sobih, N M Emara, A M Ziedan, and I E
Ibrahim. Clinical and Pathological Study of the Rectal
Mucosa in Cases of Bleeding Per Rectum. Benha Journal
of Applied Sciences, 6(4):57–63, 2021.

[14] Ryota Niikura et al. Efficacy and safety of early vs elec-
tive colonoscopy for acute lower gastrointestinal bleed-

ing. Gastroenterology, 158(1):168–175, 2020.
[15] Monkez Motieh Yousif, Mahmoud Abdo Ashour, Fay-

roz Othman Selim, and Maamar Ahmed Hasan. Colono-
scopic Findings among Patients with Lower Gastroin-
testinal Tract Bleeding Admitted to Intensive Care Unit.
The Egyptian Journal of Hospital Medicine, 87(1):1497–
1500, 2022.

[16] J J Farrell and L S Friedman. the management of lower
gastrointestinal bleeding. Alimentary pharmacology &
therapeutics, 21(11):1281–1298, 2005.

[17] Gregory Zuccaro Jr. Management of the adult patient
with acute lower gastrointestinal bleeding. Official jour-
nal of the American College of Gastroenterology— ACG,
93(8):1202–1208, 1998.

[18] Scott J Boley, Anthony DiBiase, Lawrence J Brandt, and
Robert J Sammartano. Lower intestinal bleeding in the
elderly. The American Journal of Surgery, 137(1):57–64,
1979.

[19] K D Vellacott. Early endoscopy for acute lower gastroin-
testinal haemorrhage. Annals of the Royal College of
Surgeons of England, 68(5):243–4, 1986.

[20] Aayad R Al Qahtani, Richard Satin, Jerry Stern, and
Philip H Gordon. Investigative modalities for massive
lower gastrointestinal bleeding. World journal of surgery,
26(5):620–625, 2002.

[21] Lisa L Strate and Sapna Syngal. Timing of colonoscopy:
impact on length of hospital stay in patients with acute
lower intestinal bleeding. The American journal of gas-
troenterology, 98(2):317–322, 2003.

[22] Dennis M Jensen and Gustavo A Machicado. Diagnosis
and treatment of severe hematochezia: the role of urgent
colonoscopy after purge. Gastroenterology, 95(6):1569–
1574, 1988.

[23] Dennis M Jensen, Gustavo A Machicado, Rome Jutabha,
and Thomas O G Kovacs. Urgent colonoscopy for the di-
agnosis and treatment of severe diverticular hemorrhage.
New England Journal of Medicine, 342(2):78–82, 2000.

[24] G A Smith and Pj O’dwyer. Sensitivity of double con-
trast barium enema and colonoscopy for the detection of
colorectal neoplasms. Surgical endoscopy, 15(7):649–652,
2001.

[25] E J Irvine et al. Prospective comparison of dou-
ble contrast barium enema plus flexible sigmoidoscopy
v colonoscopy in rectal bleeding: barium enema v
colonoscopy in rectal bleeding. Gut, 29(9):1188–1193,
1988.

[26] Takanori Ohyama, Yukihiro Sakurai, Masayoshi Ito,
Kyoko Daito, Shuuichi Sezai, and Yuzuru Sato. Analy-
sis of urgent colonoscopy for lower gastrointestinal tract
bleeding. Digestion, 61(3):189–192, 2000.

[27] D K Bhargava, R R Rai, S Dasarathy, and P Chopra.
Colonoscopy for unexplained lower gastrointestinal
bleeding in a tropical country. Tropical Gastroenterol-
ogy: Official Journal of the Digestive Diseases Founda-
tion, 16(1):59–63, 1995.

[28] KerryJ Goulston, Ian Cook, OwenF Dent, SPECIAL-
ISTS ASSOCIATED WITH T H E CONCORD HOSPI-
TAL, and GASTROENTEROLOGY UNIT. How impor-
tant is rectal bleeding in the diagnosis of bowel cancer
and polyps? The Lancet, 328(8501):261–265, 1986.

46
http://doi.org/10.33091/amj.2023.178354



Colonoscopic Findings in Patients with BPR Anb. Med. J. 19(1), 2023

[29] Nadeem Zia, Tassawar Hussain, Amjad Salamat, Shakeel
Mirza, Fayyaz Hassan, and Ayesha Waqar. Diagnos-
tic evaluation of patients presenting with bleeding per
rectum by colonoscopy. J Ayub Med Coll Abbottabad,

20(1):73–76, 2008.
[30] Jose A Acosta, Terrance K Fournier, Carl O Knutson,

and Jerry J Ragland. Colonoscopic evaluation of rec-
tal bleeding in young adults. The American surgeon,
60(11):903–906, 1994.

http://doi.org/10.33091/amj.2023.178354
47


	Colonoscopic Findings in Patients with Bleeding Per-rectum in Colonoscopy Center at Rizgary Teaching Hospital, Erbil, Iraq 
	Abstract
	Introduction 
	Materials and methods
	Results
	Discussion
	Conclusion 
	Ethical Declarations
	Acknoweldgements
	Ethics Approval and Consent to Participate
	Consent for Publication
	Availability of Data and Material
	Competing Interests
	Funding
	Authors' Contributions

	References


