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ABSTRACT 
 

Aim: To ascertain the common causes of LGIB in the elderly and to evaluate sigmoidoscopy and 
colonoscopy as the initial investigation for diagnosing LGIB in the elderly in the developing world. 
Materials and Methods: The study was conducted over a period of two years at SMHS Hospital 
and Government Medical College Srinagar, a tertiary care centre, Jammu & Kashmir. All the 
patients above the age of 60 years, presenting with symptoms or complaints of LGIB to the OPD’s 
and casualty services of the said hospital were enrolled in the study. Exclusion Criteria: Cases 
presenting with LGIB which were proved by any diagnostic procedures or during laparotomy to 
originate from any source proximal to ligament of Treitz.  
Results: The commonest cause of LGIB in our study was local anal disease [haemorrhoids and 
anal fissures] followed by carcinoma colorectum, inflammatory bowel disease [IBD], solitary rectal 
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ulcers [SRUS] and colonic polyps, in the order of decreasing frequency. Colonoscopy was able to 
detect the cause of LGIB in all our study subjects.  
Conclusion: Despite the small number of patients in our study group, it can be concluded that the 
cause of LGIB in the elderly in our part of the world differs from that of the developed world, 
although the reasons for this remain unexplained and require more research. As such, elderly 
patients with complaints of LGIB should be offered the benefits of colonoscopy unless 
contraindicated by their co-morbidities because of the fact that they may be harbouring a sinister 
cause of LGIB, i.e., colorectal malignancy. 
 

 
Keywords: LGIB; colorectal; colonoscopy; elderly. 
 
1. INTRODUCTION 
 
Hemorrhage from the lower gastrointestinal         
tract accounts for about 20% of all cases              
of acute gastrointestinal bleeding [1]. Lower 
gastrointestinal bleeding (LGIB) has traditionally 
been defined as an abnormal loss of blood 
beyond the ligament of Treitz. Lately it has been 
shown that bleeding from the small intestines 
represents a distinct entity, this is due to the fact 
that results from capsule and double-balloon 
endoscopy have revolutionized the management 
algorithm of small bowel bleeding [2]. It, 
therefore, seems reasonable to divide 
gastrointestinal bleeding into three categories: 
Upper, middle and lower. We define LGIB as the 
acute or chronic loss of blood from a source in 
the colon or ano-rectum. 
 
In the US, the incidence of LGIB ranges from 
20.5 to 27 cases per 100,000 adults [3]. The 
incidence increases with age, with a >200-fold 
increase between 20 and 80 years. LGIB occurs 
more often in men than in women [4]. In the 
elderly the increased incidence of LGIB is due to 
the increased incidence of specific GI diseases, 
co-morbid illnesses and polypharmacy [5]. 

 
The sources of acute LGIB and their          
frequency as reported in the literature are 
diverticulum, angiodysplasia, colitis, neoplasia, 
postpolypectomy bleeding, anorectal disease, 
upper gastrointestinal bleeding and small bowel 
bleeding in 17-40%, 9-21%, 2-30%, 11-14%, 11-
14%, 4-10%, 0-11% and 2-9% respectively [6]. 

 
The causes of chronic LGIB and their frequency 
are more difficult to determine, although they 
cause 18–30% of iron-deficiency anaemia, the 
most common manifestation of chronic 
gastrointestinal bleeding  are: Colon carcinoma 
[4.5-11%], angiodysplasia [0.9-8.5%], colon 
polyps [2.8-7.5%], colitis [1.4-2%] [7-11]. 
 

In the elderly the common GI illnesses 
associated with LGIB include diverticulosis coli, 

vascular ectasia, ischemic colitis and colonic 
neoplasm [5]. 

 
Flexible endoscopy is now considered the 
mainstay for evaluation of acute and chronic 
colonic bleeding. Colonoscopy is recommended 
as the first step in the evaluation of acute LGIB 
[12]. The timing of colonoscopy after initial 
presentation varies among studies from 12 h to 
48 h [12]. Colonoscopy can determine the source 
and type of bleeding, and can help to identify 
patients with ongoing hemorrhage or those who 
are at high risk of rebleeding. Furthermore, 
endoscopic hemostasis can be performed, if 
necessary. 
 
The diagnostic yield for urgent colonoscopy in 
acute LGIB is 89–97% [13,14]. EGD should be 
carried out in patients with iron-deficiency 
anaemia if colonoscopy fails to detect the source 
of bleeding. 
 
Nuclear scintigraphy is a sensitive method for 
detecting gastrointestinal bleeding at a rate of 0.1 
ml/min. The method is more sensitive, but less 
specific, than angiography [15]. 
 
Visceral angiography is estimated to only detect 
active bleeding when the rate is at least 0.5–1 
ml/min [16,17]. Studies have shown that CT 
angiography is highly sensitive and specific for 
diagnosing colonic angiodysplasia [18,19]. 

 
Because of the non-availability of diagnostic 
procedures required to pinpoint bleeding site in 
small gut like mesenteric angiography, 
technetium 99 scans, push enteroscopy, etc., in 
our study we focused on the etiology and 
diagnosis of LGIB originating from colon and 
anorectal region in the elderly, utilizing the 
diagnostic modalities, like – proctoscopy, 
sigmoidoscopy, colonoscopy, CT scans available 
at SMHS hospital and Government Medical 
College, Srinagar. 
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1.1 Aim 
 

1. To ascertain the common causes of LGIB 
in the elderly. 

2. To evaluate sigmoidoscopy and 
colonoscopy as the initial investigation for 
diagnosing LGIB in the elderly. 

 
2. MATERIALS AND METHODS 
 
This study was conducted at the Postgraduate 
Department of Surgery, SMHS Hospital and 
Government Medical College Srinagar, a 750 
bed tertiary care centre. The study was 
conducted over a period of 2 years. All the 
patients above the age of 60 years, presenting 
with symptoms or complaints of LGIB to the 
OPD’s and casualty services of SMHS Hospital 
and Government Medical College Srinagar, were 
enrolled in the study. The patients were 
assessed according to the following protocol 
after they were explained about the study and 
proper consent was taken from them. 
 

1) A detailed clinical history. 
2) A detailed clinical examination with special 

stress upon digital rectal examination and 
proctoscopy. 

3) Routine investigations i.e. complete blood 
count, kidney function tests, electrolytes 
[Na+ K+], electrocardiography, urine-routine 
examinations, liver function tests, SGOT 
and SGPT, blood grouping and cross-
matching. 

4) Coagulation profile 
5) Ultrasonography of abdomen 
6) Sigmoidoscopy 
7) Colonoscopy 
8) Biopsy or FNAC of solid gut masses in 

selected patients 
9) Computerized tomography scans of 

selected patients. 
10) Esophago-gastro-duodenoscopy of 

selected patients. 
 

2.1 Exclusion Criteria 
 
Cases presenting with LGIB which were proved 
by any diagnostic procedures or during 
laparotomy to originate from any source proximal 
to ligament of Treitz. 
 
3. RESULTS 
 
A total of 100 patients aged above 60 years who 
fulfilled the inclusion and exclusion criteria were 

part of our study group. The youngest and the 
oldest patients in our study were 60 & 81 years 
old male patients respectively. The mean age of 
presentation was 68 years. 
 
The commonest cause of LGIB in our study was 
local anal disease [haemorrhoids and anal 
fissures] followed by carcinoma colorectum, 
inflammatory bowel disease [IBD], solitary rectal 
ulcers [SRUS] and colonic polyps, in the order of 
decreasing numbers as is shown in Table 1.       
Two of the patients harbouring a colorectal 
malignancy had haemorrhoids also. 
 

Table 1. Cause of LGIB 
 
Cause / Etiology Number of patients 
Local anal disease 
[haemorrhoids and 
anal fissures] 

69 

Carcinoma colorectum 20 
Inflammatory bowel 
disease [IBD] 

6 

Solitary rectal ulcers 
[SRUS] 

3 

Colonic polyps 2 
 
The patients were included irrespective of their 
sex. There were 61 male and 39 female patients 
in our study. The causes of LGIB affected both 
the sexes, as is shown in Table 2. 
 
As the patients were investigated with 
proctoanoscopy, sigmoidoscopy and 
colonoscopy to localise the site and cause of 
bleeding, we found that colonoscopy had the 
highest pick up rate for detecting lesions of the 
colon, rectum and anal canal, as is evident in 
Table 3. The chi-square statistic for Table 3 is 
37.8039. The P-Value is <0.00001 and hence the 
result is significant [p < 0.05]. 
 
The local anal diseases [haemorrhoids & anal 
fissures] were managed by sclerotherapy 
[sodium tetradecyl sulphate], open 
hemorrhoidectomy and lateral internal 
sphincterotomy. Of the 20 patients who 
presented with LGIB and were diagnosed to 
have carcinoma colorectum, 13 had malignancy 
of the recto-sigmoid [7], sigmoid colon [3] and 
rectum [3] and 7 had malignancy of the 
ascending colon [4], cecum [2] and transverse 
colon [1], all of them were managed accordingly 
with surgery and chemo- radiotherapy [neo 
adjuvant or adjuvant]. IBD patients were    
provided the necessary treatment by the 
gastroenterologist.  Solitary rectal ulcers [3] were 
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Table 2. Sex distribution according to cause 
 

Cause / Etiology Male Female Total 
Local anal disease [haemorrhoids & anal fissures] 41 28 69 
Carcinoma colorectum 12 8 20 
Inflammatory bowel disease [IBD] 5 1 6 
Solitary rectal ulcers [SRUS] 2 1 3 
Colonic polyps 1 1 2 

 
Table 3. Diagnostic pick up rate of different investigations in identifying the source of 

LGIB 
 

S. no. Investigation Number of patients in whom the cause was detected by  the said 
investigation 

1. Proctoanoscopy 69 
2. Sigmoidoscopy 86 
3. Colonoscopy 100 

 
managed by dietary and life style modifications. 
There were two patients in our study group who 
had a solitary colonic polyp in the sigmoid colon, 
each. Both were pedunculated and polypectomy 
was done at the time of colonoscopy, on 
histopathology both came out to be adenomas, 
the patients are being followed up with 
colonoscopic surveillance. 
 
All the patients in our study group did not report 
any further episode of LGIB on follow-up after 
they received treatment at our hospital from the 
concerned specialities. 
 
4. DISCUSSION 
 
According to Maxwell MC, in the elderly, LGIB is 
a cause of increased morbidity and mortality 
world-over and its incidence increases with age. 
Moreover a successful outcome can be achieved 
in majority of elderly patients having LGIB with 
appropriate evaluation and management [5].  
 
We conducted our prospective study to know the 
etiology and management of LGIB in the elderly. 
In our study we enrolled the first 100 patients 
who came to our outpatient department with 
complaints of LGIB and fulfilled our inclusion and 
exclusion criteria. The mean age of presentation 
in our study was 68 years. This is in concurrence 
with Farell JJ and Friedman LS who in their 
review have stated that the age range of patients 
with LGIB is 63-77 years [3]. Bokhari M, et al in 
their study found 79 years to be the mean age of 
presentation of LGIB [20]. This difference in the 
mean age of presentation in our study and that 
by Bokhari M could be explained by the 
difference in the number of patients in the 
respective studies. 

The leading cause of LGIB in the elderly in our 
study was LAD [69%] followed by carcinoma 
colorectum [20%], IBD [6], SRUS [3] and colonic 
polyps [2%], in the order of decreasing 
frequency. According to Maxwell MC the etiology 
of LGIB in the elderly is diverticulosis coli, 
vascular ectasia, IBD of the colon, neoplasms, 
post-polypectomy bleeding, haemorrhoids, 
stercoral ulcers, solitary ulcer syndrome, 
Dieulafoy’s lesions and colorectal varices [5]. 
This is not in accordance with our study and may 
be explained due to the more dietary fibre 
content in our diet than our western counterparts 
leading to very less incidence of diverticulosis in 
our part of the world. The reasons for carcinoma 
colon being the second most common cause of 
LGIB in our part of the world could not be found 
in the literature and as such we must emphasise 
the point that further studies from our part of the 
world are needed to evaluate it. 
 
The male to female ratio in our study was 1.5:1, 
respectively. Maxwell MC has also stated that 
the incidence of LGIB in the elderly is more in 
males than female [5]. Also, this high male to 
female ratio in our study is probably due to the 
under-reporting of LGIB by elderly females 
because of the conservative set up of our 
society. 
 
The cause of LGIB in the elderly in our study was 
successfully localized by colonoscopy in all our 
study group patients and hence it can be said 
that it is the diagnostic modality of choice for 
localizing the source of LGIB in the elderly 
originating from the anorectum and the colon. 
Barnett J and Messmann H [21] in their study 
found that colonoscopy was the diagnostic and 
therapeutic procedure of choice for managing 



 
 
 
 

Mir et al.; BJMMR, 12(1): 1-6, 2016; Article no.BJMMR.20437 
 
 

 
5 
 

acute and chronic LGIB. Akhtar AJ [22] in his 
study has concluded that all elderly patients 
should be offered the benefits of early    
endoscopy and therapeutic interventions unless 
contraindicated by their advanced directives. 
Moreover a patient’s advanced age should not 
be a deterrent to any of the diagnostic or 
therapeutic interventions.  
 
The major limitations of our study were our 
inability to assess the bleeding originating from 
the small bowel due to the non-availability of 
angiography and scintigraphy at our hospital, we 
could not find the reasons for malignancy to be 
the second most common cause of LGIB in the 
elderly in our setup and lastly as ours was a 
hospital based study we cannot comment upon 
the incidence and prevalence of the causes of 
LGIB in our setup.    
 
5. CONCLUSION 
 
Despite the small number of patients in our study 
group, it can be concluded that the cause of 
LGIB in the elderly in our part of the world differs 
from that of the developed world, although the 
reasons for this remain unexplained and require 
more research. As such elderly patients with 
complaints of LGIB should be offered the 
benefits of colonoscopy unless contraindicated 
by their co-morbidities because of the fact that 
they may be harbouring a sinister cause of LGIB, 
i.e., colorectal malignancy. 
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