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Lower Gastrointestinal Bleeding: Is Urgent Colonoscopy Necessary

for All Hematochezia?

Byung Ik Jang

Department of Internal Medicine, Yeungnam University College of Medicine, Daegu, Korea

Lower gastrointestinal bleeding (LGIB) is defined as acute or chronic abnormal blood loss distal to the ligament of Treitz. The incidence
of LGIB is only one fifth of that of the upper gastrointestinal tract and is estimated to be 21 to 27 cases per 100,000 adults per year. Acute
bleeding is arbitrarily defined as bleeding of <3 days’ duration resulting in instability of vital signs, anemia, and/or need for blood trans-
fusion. Chronic bleeding is defined as slow blood loss over a period of several days or longer presenting with symptoms of occult fecal
blood, intermittent melena, or scant hematochezia. Bleeding means that the amounts of blood in the feces are too small to be seen but
detectable by chemical tests. LGIB is usually chronic and stops spontaneously. Bleeding stop (80%), but male gender and older patients
suffer from more severe LGIB. The optimal timing of colonoscopic intervention for LGIB remains uncertain. Urgent colonoscopy may
serve to decrease hospital stay. However, urgent colonoscopy is difficult to control, and showed no evidence of improving clinical out-

comes or lowering costs as compared with routine elective colonoscopy.

Key Words: Gastrointestinal; Colonoscopy; Hemorrage

INTRODUCTION

Urgent colonoscopy is usually performed within 12 to 48
hours of hospitalization. Emergent and urgent colonoscopies,
which are performed for variable causes, would be available at
only a few hospitals, because urgent colonoscopy requires ra-
pid bowel preparation and experienced endoscopists waiting
at all times. In this article, we will discuss the indications and
preparation of emergency colonoscopy in patients with lower
gastrointestinal bleeding (LGIB).

LGIB

LGIB is defined as acute or chronic abnormal hemorrhage
distal to the ligament of Treitz. The incidence of LGIB is only
one fifth of that of the upper gastrointestinal tract and is esti-
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mated to be 21 to 27 cases per 100,000 adults per year."* Acute
bleeding is arbitrarily defined as bleeding of <3 days’ dura-
tion resulting in instability of vital signs, anemia, and/or need
for blood transfusion. Chronic bleeding is defined as slow blo-
od loss over a period of several days or longer presenting with
symptoms of occult fecal blood, intermittent melena or scant
hematochezia. Occult bleeding means that the amount of blo-
od in the feces are too small to be seen but detectable by che-
mical tests.” LGIB usually is chronic and the bleeding stops
spontaneous (80%), but male and older patients suffer from
more severe LGIB.

The indications of urgent colonoscopy are classified into
three categories, with the most common cause being acute
LGIB. Urgent Colonoscopy is also performed in patient with
colon obstruction due to colon cancer, volvulus or Ogilvie
syndrome. Colonoscopy should be avoided, however, for peri-
tonitis, acute colitis and in patients with acute myocardial in-
farction or pulmonary thrombosis history.

URGENT VERSUS ELECTIVE
COLONOSCOPY FOR LGIB

The ideal diagnostic evaluation for patients hospitalized
with LGIB is uncertain. After exclusion of an upper GI source,
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Fig. 1. Proposal approach of lower gastrointestinal bleeding. UGI, upper gastrointestinal; RBC, red blood cell.

colonoscopy is commonly recommended as the initial diag-
nostic test for evaluation of LGIB.*

Urgent colonoscopy for acute LGIB has attracted substan-
tial consideration because it allows rapid diagnosis and may
lead to appropriate treatment.”® Recent studies have shown
that colonoscopy, particularly when performed early (within
12 to 24 hours of admission), is safe and effective.” However,
available data suggest that therapy often is not possible and
may not be effective when performed.®*"'

Many therapeutic interventions are available in combina-
tion with colonoscopy. It is an efficient and probably cost-ef-
fective approach to most patients with LGIB. Early colonos-
copy has been shown to reduce the length of hospital stay, in-
dependent of other factors, such as severity of bleeding and
comorbid illness.”*"* A single previous randomized trial con-
ducted inpatient colonoscopy on 144 patients (57%): 14 were
done within <12 hours, 55 in 12 to 24 hours, 46 in 24 to 48
hours, and 29 in >48 hours. After controlling for the other
independent correlates, earlier colonoscopy was significantly
associated with a shorter length of hospital stay (hazards ra-
tio [HR], 2.02; 95% confidence interval [CI], 1.5 to 2.6; p<
0.0001). The absence of visible blood or active bleeding at the
time of colonoscopy was also independently related to a
shorter length of hospital stay (HR, 1.5; 95% CI, 1.1 to 2.0;
p=0.01).

Another prior randomized trial of 100 patients assessed
urgent colonoscopy (performed within 8 hours of hospital-
ization or diagnosis of hematochezia) versus standard care
(elective colonoscopy within 4 days of admission for patients
without continuous bleeding; red blood cell scintigraphy for
patients with continuous bleeding, with angiography done for
positive studies; and elective colonoscopy within 4 days of ad-
mission after negative scintigraphy or angiography).'* The

primary end point, rebleeding, was not significantly different
between the urgent and standard care groups, which was true
for both early rebleeding in hospital (22% vs. 30%; difference,
-8%; 95% CI, -25% to 10%) and late rebleeding (16% vs. 14%;
difference, 2%; 95% CI, -12% to 16%). No significant differ-
ences were identified in transfusions (4.2 units vs. 5.0 units),
hospital days (5.8 vs. 6.6), surgery (14% vs. 12%), or mortality
(2% vs. 4%)."* Another randomized study also assessed ur-
gent colonoscopy. Eighty-five eligible patients had urgent up-
per endoscopy; 13 (15%) had an upper source. The remaining
72 were randomized to urgent (n=36) or elective (n=36) colo-
noscopy. Further bleeding occurred in eight (22%) versus five
(14%) of the urgent versus elective groups (difference, 8%;
95% CI, -9% to 26%). Units of blood (1.5 vs. 0.7), hospital days
(5.2 vs. 4.8), subsequent diagnostic or therapeutic interven-
tions for bleeding (36% vs. 33%), and hospital charges (27,590
vs. $26,633) also were not lower in the urgent group. Use of
urgent colonoscopy in a population hospitalized with serious
lower GI bleeding showed no evidence of improved clinical
outcomes or lower costs as compared with routine elective
colonoscopy.”® Another single center study reported colonos-
copy timing. A total of 50 patients were randomized to each
group. A definite source of bleeding was found more often in
urgent colonoscopy patients (diverticula, 13; angioectasia,
four; colitis, four) than in the standard care group (diverticula,
eight; colitis, three) (the odds ratio for the difference among
the groups was 2.6; 95% CI, 1.1 to 6.2). In the urgent colono-
scopy group, 17 patients received endoscopic therapy; in the
standard care group, 10 patients had angiographic hemosta-
sis. There was no difference in outcomes among the two gr-
oups—including: mortality 2% versus 4%, hospital stay 5.8
days versus 6.6 days, intensive care unit stay 1.8 days versus 2.4
days, transfusion requirements 4.2 units versus 5 units, early

477



Urgent Colonoscopy in Lower Gastrointestinal Bleeding

rebleeding 22% versus 30%, surgery 14% versus 12%, or late
rebleeding 16% versus 14% (mean follow-up of 62 and 58
months)." According to above results from studies, we pro-
posed approach algorithm of LGIB (Fig. 1).

Because most LGIB is self-limiting, colonoscopy is per-
formed after the bleeding has stopped and the patient ade-
quately prepared. But urgent colonoscopy is performed for
continuous bleeding. Signs of hemodynamic instability are
pallor, fatigue, palpitations, chest pain, dyspnea, tachypnea,
and tachycardia. Especially when standing systolic blood pres-
sure decreased more than 10 mm Hg or heart rate increased
more than 10 times per minute, it means more than 15% of
the effective blood loss. When hemodynamic instability sign
were present, central venous catheter was inserted before a
colonoscopy should be performed. Also emergency laborato-
ry test was needed including complete blood count, electro-
lyte tests, blood clotting, and blood type tests. We needed non-
steroidal anti-inflammatory drugs (NSAIDs) or antiplatelet
history and performed digital rectal examination to confirm
the appearance of stool and anorectal diseases. Before start-
ing colonoscopy; history and clinical examination should lead
to a tentative diagnosis in order to plan the diagnostic proce-
dures. In fact, it is generally accepted that in patients with he-
matochezia, especially in combination with hemodynamic
instability, an upper gastrointestinal bleeding must be ex-
cluded, since 12% of patients with suspected acute LGIB have
their bleeding source proximal to the ligament of Treitz.* If a
patient presents with bleeding in nasogastric tube aspiration,
NSAID or gastric ulcer history and massive bleeding, emer-
gency gastroscopy should be performed. When there are no
risk factors of upper gastrointestinal bleeding, colonoscopy is
performed. If there are not specific findings in colonoscopy,
esophagogastroduodenoscopy may be performed, which al-
lows rapid diagnosis of bleeding, endoscopic intervention
and prediction of the risk and site of rebleeding. Therefore, it
may reduce duration and cost of hospitalization.'**® In addi-
tion, doctors and patients may benefit from not having to
worry about colorectal cancer.

In patients with chronic LGIB, it is the principle to perform
colonoscopy selectively after appropriate colonic preparation.
However, early colonoscopy can be performed in patients with
acute LGIB after hemodynamic instability correction. Some
studies reported colonoscopy without preparation,” although
it may cause difficulty in finding the bleeding site and increase
the risk of perforation. In other studies, the detection rate of
the bleeding source after bowel preparation varies between
62% and 78% and, in patients without preparation, the urgent
colonoscopy without bowel preparation could identify the
bleeding source in 76%. It is unclear whether colonoscopy wi-
thout bowel preparation is more effective compared to colo-
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noscopy with bowel preparation with only few randomized
controlled trials on the subject; however, most endoscopists
prefer prepared colonoscopy.”* The bowel preparation can be
performed by enemas and/or polyethylene glycol (PEG) so-
lutions administered by mouth or both. PEG solution is ad-
ministered 1 L every 30 to 45 minutes by orally or nasogas-
tric tube and administered to maintain the colon preparation
average of 5.5 L (range, 4 to 14). Metoclopramide 10 mg ad-
ministered intravenously may be helpful in improving gastric
emptying and reducing nausea.'® Narcotic analgesics can tem-
porarily reduce mucosal blood flow, making it difficult to find
such as angiodysplasia. Therefore, it is not recommended in
patients with LGIB.

CONCLUSIONS

Patients presenting with clinically serious hematochezia
should undergo upper endoscopy initially to rule out an upper
GI source. The optimal timing of colonoscopic intervention
for LGIB remains uncertain. The use of urgent colonoscopy
in patients with serious LGIB showed no evidence of improv-
ing clinical outcomes or lowering costs as compared with
elective colonoscopy. Most patients had no further bleeding
in the hospital and did not undergo further diagnostic or ther-
apeutic interventions for bleeding. However, we need to tai-
lored approach in patients with acute LGIB.

Conflicts of Interest
The author has no financial conflicts of interest.

REFERENCES

1. Longstreth GE. Epidemiology and outcome of patients hospitalized
with acute lower gastrointestinal hemorrhage: a population-based study.
Am ] Gastroenterol 1997;92:419-424.

2. Bramley PN, Masson JW, McKnight G, et al. The role of an open-access
bleeding unit in the management of colonic haemorrhage. A 2-year
prospective study. Scand ] Gastroenterol 1996;31:764-769.

. Zuckerman GR, Prakash C, Askin MP, Lewis BS. AGA technical re-
view on the evaluation and management of occult and obscure gastro-
intestinal bleeding. Gastroenterology 2000;118:201-221.

4. Strate LL. Lower GI bleeding: epidemiology and diagnosis. Gastroen-
terol Clin North Am 2005;34:643-664.

. Jensen DM, Machicado GA, Jutabha R, Kovacs TO. Urgent colonoscopy
for the diagnosis and treatment of severe diverticular hemorrhage. N
Engl ] Med 2000;342:78-82.

6. Ohyama T, Sakurai Y, Ito M, Daito K, Sezai S, Sato Y. Analysis of urgent
colonoscopy for lower gastrointestinal tract bleeding. Digestion 2000;
61:189-192.

. Strate LL, Syngal S. Timing of colonoscopy: impact on length of hospi-
tal stay in patients with acute lower intestinal bleeding. Am ] Gastroen-
terol 2003;98:317-322.

. Garcia Sanchez M, Gonzilez Galilea A, Lopez Vallejos P, et al. Role of
early colonoscopy in severe acute lower gastrointestinal bleeding. Gas-
troenterol Hepatol 2001;24:327-332.

. Chaudhry V, Hyser MJ, Gracias VH, Gau FC. Colonoscopy: the initial
test for acute lower gastrointestinal bleeding. Am Surg 1998;64:723-728.

w

w

~N

o

o



10.

11.

12.

13.

14.

Kok KY, Kum CK, Goh PM. Colonoscopic evaluation of severe hema-
tochezia in an Oriental population. Endoscopy 1998;30:675-680.
Angtuaco TL, Reddy SK, Drapkin S, Harrell LE, Howden CW. The
utility of urgent colonoscopy in the evaluation of acute lower gastroin-
testinal tract bleeding: a 2-year experience from a single center. Am J
Gastroenterol 2001;96:1782-1785.

Richter JM, Christensen MR, Kaplan LM, Nishioka NS. Effectiveness
of current technology in the diagnosis and management of lower gas-
trointestinal hemorrhage. Gastrointest Endosc 1995;41:93-98.

Jensen DM, Machicado GA. Colonoscopy for diagnosis and treatment
of severe lower gastrointestinal bleeding. Routine outcomes and cost
analysis. Gastrointest Endosc Clin N Am 1997;7:477-498.

Green BT, Rockey DC, Portwood G, et al. Urgent colonoscopy for
evaluation and management of acute lower gastrointestinal hemor-
rhage: a randomized controlled trial. Am ] Gastroenterol 2005;100:
2395-2402.

15.

16.

17.

18.

19.

20.

Jang Bl

Laine L, Shah A. Randomized trial of urgent vs. elective colonoscopy
in patients hospitalized with lower GI bleeding. Am ] Gastroenterol
2010;105:2636-2641.

Kollef MH, Canfield DA, Zuckerman GR. Triage considerations for
patients with acute gastrointestinal hemorrhage admitted to a medical
intensive care unit. Crit Care Med 1995;23:1048-1054.

Laine L. Acute and chronic gastrointestinal bleeding. In: Feldman M,
Sleisenger MH, Scharschmidt BE, Klein S, eds. Sleisinger’s & Fordtran's
Gastrointestinal and Liver Disease. 6th ed. Philadelphia: Saunders;
1998. p.198-219.

Vernava AM 3rd, Moore BA, Longo WE, Johnson FE. Lower gastroin-
testinal bleeding. Dis Colon Rectum 1997;40:846-858.

Zuckerman GR, Prakash C. Acute lower intestinal bleeding. Part II:
etiology, therapy, and outcomes. Gastrointest Endosc 1999;49:228-238.
Winkler R. Ursachen und Klinik der peranalen Blutung. In: Haring R,
ed. Gastrointestinalem Blutung. Berlin: Blackwell; 1990. p.313-319.

479



