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DEFINITIONS

• Rectal bleeding
• A symptom of a problem in the GI tract. It means any 

blood passed rectally ; consequently, the blood may 

come from any area or structure in the GI tract that 

allows blood to leak into the GI lumen.

• LOWER GI HEMORRHAGE

• an abnormal intraluminal blood loss from a source 

distal to the Treitz ligamentum.



Causes of rectal bleeding

General causes
Bleedinq disorders. e.q. hemophylia, thrombocytopenia. 

Drugs: anticoagulant therapy









MASSIVE LOWER GI 

BLEEDING

• Passage of a large volume of red or maroon blood 

through the rectum

• Hemodynamic instability and shock(Systolic blood 

pressure of less than 90 mm Hg )

• Initial decrease in hematocrit level of 6 g/dL or less

• Transfusion of at least 2 units of packed red blood 

cells

• Bleeding that continues for 3 days

• Significant rebleeding in 1 week



management

• in cases of massive bleeding:
• Admit to hospital. ICU admission.

• lnsert two peripheralvenous lines and withdraw blood for cross 

matching and blood tests.

• lnsert a Foley catheter.

• A central venous line is neede for monitoring in severe cases.

• Ryle tube.

• lV fluids is started until blood is available e.g., Ringer's lactate.

• Correct coagulopathy by FFP and by giving missing factors : 

empiric blood to blood product ratios such as 1 :1 :1 to correct 

coagulopathy



HISTORY

PAIN AND BLEEDING:

Fissures

PAIN, LUMP AND BLEEDING:

Prolapsed haemorrhoids 

Carcinoma of the anal canal 

Prolapsed rectal polyp or carcinoma 

Prolapsed rectum



• DIAGNOSIS OF CONDITIONS 

PRESENTING WITH RECTAL BLEEDING 

BUT NO PAIN:

Blood mixed with stool - colon carcinoma 

Blood streak on stool-rectal carcinoma 

Blood after defaecation- haemorrhoids 

Blood and mucus-colitis

Blood alone-diverticular disease 

Melaena-peptic ulcer





HISTORY



EXAMINATION

• Abdominal examination may reveal the 

presence of a mass e.g., cancer sigmoid

• DRE may reveal: 

Carcinoma of rectum



INVESTIGATION

• Check that the patient doesn't have upper Git bleeding by 

passing nosogostric tube or by upper endoscopy.

• Laboratory tests:

Hemoglobin percent and hematocrite

Stools examination may reveal bilharizial ova or 

trophozoites of amoebiasis.

Blood urea and creatinine.

Exclude causes of generalized bleeding tendency by the 

coagulation tests.

• Proctoscopy will reveal internal haemorrhoids.

• Sigmoidoscopy.

• Colonoscopy:



• lsotope scans:

The patient's own RBCs are tagged with 99mTc and then 

injected intravenously.

Abdominal scanning by a gamma camera can identify 

the site of bleeding.

• Angiography:

This invasive investigation is performed when 

colonoscopy cannot be performed because of massive 

bleeding or when colonscopy cannot pinpoint the source 

of bleeding e.g in angiomatous malformations of the 

colon.

• Contrast radiology: 

Double contrast barium

• Laparotomy:

lf all the previous investigations are not available ,or 

failed





management





TREATMENT

• MINOR BLEEDING
ls treated on elective basis.

• Massive bleeding
Treated on an emergency basis.

1. For massive bleeding start the usual resuscitative measures.

2. Fortunately in the majority of cases , bleeding will stop spontaneously and 

the

surgeon has the time to diagnose and treat the patient electively.

3. lf massive bleeding continues , proceed with colonoscopy or angiography 

according to the available experience and facilities . lf angiography succeeds 

in

localizing the bleeding point ,an attempt can be made to stop bleeding by 

injection of vasopressin 0.2unit minute or by embolization with thrombin or gel 

foam.

lf colonoscopy visualizes an area of vascular 

malformation(angiodysplasia),bleeding can be stopped by diathermy or laser.



4. lf all the previous measures fail to stop bleeding or if the 

bleeding is massive (blood loss more then 2,5 litres over 48 

hours),surgical intervention will have a lower mortality than 

continued conservative management.

5. lf the source of bleeding could be localized preoperatively

, segmental resection of the colon would be performed.

6. lf there are absolutely no clues as to the source of 

bleeding , total colectomy may be indicated.









piles













Questions!!

• 1-A 77-year-old man is admitted with bright red blood per rectum.He takes 

warfarin for atrial fibrillation and has hypertension, aortic stenosis, and 

chronic obstructive pulmonary disease. The patient’s initial hemoglobin 

upon presentation is 6.7 g/dL, and his international normalized ratio (INR) 

is 2.2. Initially, his blood pressure is 86/56, which improves to 112/74 with 

infusion of two units of packed red blood cells (RBCs), four units of fresh 

frozen plasma, and crystalloids. A nasogastric tube is placed, and lavage 

reveals bilious contents and no blood. Rectal examination reveals gross 

blood in the rectal vault but no hemorrhoids or fissures. Colonoscopy 

reveals blood throughout the colon but no identifiable source. What should 

be the next

• step in management?

• A. Tagged RBC scan

• B. H2 blocker

• C. Mesenteric angiography

• D. Exploratory laparoscopy

• E. Total abdominal colectomy



• 2-Which of the following is the most 

common cause of

massive colonic bleeding?

A. CRC

B. Ulcerative colitis

C. Diverticulosis

D. Ischemic colitis

E. Infectious colitis



• 3-Most common cause of fresh 

bleeding per rectum in a 5-years 

old child is:

a. Volvulus b. Trauma

c. Worm infestation d. Rectal polyp



• 4-Bleeding per rectum is present in all, 

except:

a. Meckel’s diverticulum b. Sigmoid 

volvulus

c. Carcinoma rectum d. Ulcerative colitis



• 5-. A 65-year-old man presented with an episode of syncope. 

He said he felt dizzy during defecation and noticed gross 

bleeding in the pan. Fecal occult blood test done 3 months 

ago as a part of routine screening for colon cancer was 

negative. There is no history of recent weight loss. What is 

the likely colonoscopic finding?

a. Early stage carcinoma colon

b. Sigmoid diverticulitis

c. Microscopic colitis

d. Dilated mucosal and submucosal veins in the colon



• 6-Most common site of angio dysplasia 

is:

a. Sigmoid colon b. Transverse colon

c. Ascending colon d. Descending colon



• 7. The most useful investigation for 

profuse lower gastrointestinal bleeding 

is:

a. Proctosigmoidoscopy

b. Colonoscopy

c. Double contrast barium enema

d. Selective arteriography



answers

• 1-c

• 2-c

• 3-d

• 4-b

• 5-d

• 6-c

• 7-b
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