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Original Article 
 

Etiologic Spectrum of Bleeding Per 
Rectum in Surgical Outpatient 
Department of a Tertiary Care 
Hospital 
 
Objective: To document the etiological spectrum of bleeding per rectum in relation to age 
and gender of patients who present with bright red, rectal bleeding primarily in surgical 
outpatient department (SOPD) of a tertiary care hospital. 
Study Design: Descriptive study. 
Place and Duration of Study: A prospective study was conducted at SOPD of General 
Surgery, Pakistan Institute of Medical Sciences (PIMS), Islamabad for a period of six months 
from 17 June 2008 to 16 December 2008. 
Materials and Methods: The study included 200 patients who complained of bleeding 
per rectum at the time of their presentation in SOPD. After taking history and doing physical 
examination further laboratory tests and specialized investigations were ordered where 
necessary to reach the final diagnosis. 
Results: Mean age of patients was 38 + 16 years with a range from 13 to 80 years. Male to 
female ratio was 1:1.2. Haemorrhoids (58%) presented as the most common cause of 
bleeding per rectum followed by fissure-in-ano (27%) in all age groups and genders. 
Colorectal carcinoma contributed (8%), rectal prolapse (2.5%), colorectal polyps (2.0%), 
ulcerative colitis (1.0%), solitary rectal ulcer syndrome (1.0%) and diverticular disease 
(0.5%).  
Conclusion: Haemorrhoids are the most common cause of bleeding per rectum followed 
by fissure-in-ano which is more common in our setup. In cases of bleeding per rectum the 
surgeon should always keep a high suspicion of colorectal carcinoma. 
Key Words: haemorrhoids, fissure-in-ano, bleeding per rectum, colorectal carcinoma.  
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Introduction 
 

Bleeding per rectum is a manifestation of lower 
gastrointestinal bleeding, which means bleeding from a 
site distal to ligament of Treitz.1 Rectal bleeding is a 
very common symptom with a reported incidence of 
between 16% and 33% during the life of an adult.2 The 
evaluation of bleeding per rectum should begin with a 
thorough history and physical examination to provide 
valuable clues into the aetiology and anatomical source 
of bleeding, thus highlights significant medical 
conditions that may determine or alter the course of 
management. 

Clinically, the most common presentation of 
bleeding per rectum is hematochezia, though melena, 
hemodynamic instability, anemia, and abdominal pain 
can be seen. All patients with complaints of rectal 
bleeding should have a digital rectal examination (DRE) 
which should be documented. DRE and proctoscopy are 

performed to exclude a low-lying rectal cancer or 
bleeding from haemorrhoids. Further diagnostic 
examinations like  sigmoidoscopy, colonoscopy and 
biopsy of any lesion as indicated can be done. In 
addition angiography, nuclear scans, double-contrast 
barium enema and small-bowel evaluation may be done 
to reach a final diagnosis. Lower gastrointestinal 
bleeding is normally treated conservatively or by non-
invasive techniques.3 

Bleeding per rectum is a common presentation 
in SOPD. Much of the literature on this topic focuses on 
acute bleeding necessitating hospitalisation and urgent 
intervention. Different clinical series available have 
identified causes of bleeding per rectum in varying 
frequencies. In our country, frequencies of different 
aetiologies of bleeding per rectum are different from the 
West. Similarly the prevalence among male and female 
patients is different among different age groups.1 This 
therefore, raises the need for descriptive studies to 
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reflect the true magnitude of the disease. 
PIMS is a teaching hospital and tertiary care 

centre comprising of over 1000 beds. We have a busy 
out-patient department with a wide catchment area 
including Islamabad and Rawalpindi, Kashmir, Northern 
areas, North West Frontier Province  and Upper Punjab. 
This study has been carried out to document the overall 
spectrum of different conditions presenting as bleeding 
per rectum in our outpatient department and their 
distribution among males and females in different age 
groups. 

 

Materials and Methods 
 
The study was carried out at SOPD of General 

Surgery PIMS, Islamabad. Data was collected over a six 
months period from 17-06-2008 to 16-12-2008 and 
included 200 patients. It is a descriptive study and non-
probability purposive sampling was done. All patients 
over 12 years of age presenting with bleeding per 
rectum in SOPD irrespective of cause and gender and 
consenting to participate were included. Patients with 
known bleeding disorders, on anticoagulants and those 
suffering from chronic liver disease and renal failure 
were not included. Permission was taken from hospital 
ethical committee. Provisional diagnosis was made by 
taking adequate history and thorough physical 
examination. Abdominal examination was done to rule 
out any other pathology. DRE and proctoscopy was 
done in all patients.  Sigmoidoscopy, colonoscopy, 
biopsy, histopathology and barium enema or any other 
specialized investigation was ordered where required 
and final/definitive diagnosis was reached. Those 
requiring hospitalization were admitted for indoor 
management. All the data were recorded on a well 
structured proforma and subjected to statistical analysis 
on SPSS version 10.0 for Windows software to measure 
the objective in terms of various descriptive statistics like 
frequencies and percentages for qualitative variables i.e. 
causes which include haemorrhoids, fissure-in-ano, 
colorectal carcinoma and colorectal polyps etc. and 
gender. Mean and + SD was used for quantitative data 
i.e. age. Bar graphs, pie charts and table etc. are used 
to present the data. 

 

Results 
 
Total number of patients included in this study 

was 200. All patients had bleeding per rectum on 
presentation. Frequency distribution table (Table: 1) 
represents haemorrhoids (58%) as the most common 
cause of bleeding per rectum followed by fissure-in-ano 
(27%) and Colorectal carcinoma (8%). Rectal prolapse, 
Colorectal Polyps, Ulcerative colitis, Solitary rectal ulcer 
syndrome and Diverticular disease contributed another 
7 % and are uncommon. 

 
Table 1: Frequency distribution bleeding per rectum 

Cause Frequency Percent 
Cumulative 
% 

Haemorrhoids 116 58.0 58.0 
Fissure-in-Ano 54 27.0 85.0 
Colorectal 
carcinoma 

16 8.0 93.0 

Rectal 
prolpase 

5 2.5 95.5 

Colorectal 
polyp 

4 2.0 97.5 

Ulcerative 
colitis 

2 1.0 98.5 

Solitary rectal 
ulcer 
syndrome 

2 1.0 99.5 

Diverticular 
disease 

1 0.5 100.0 

Total n=200 100.0% 100.0% 
 
Mean age of the patients who presented with 

bleeding per rectum was 38 + 16 years with a range of 
13-80 years.  In our study most of the patients of 
bleeding per rectum were in the third decade i.e. 61 
patients (30.5%), followed by 38 patients  (19%) in 
fourth decade, 30 patients (15%) in fifth decade and 28 
patients (14%) in sixth decade. 26 patients (13%) were 
in the second decade and 17 patients (8.5%) were seen 
in seventh and eighth decade (Figure: 1). Bleeding per 
rectum was most common in the third decade in males 
24 patients (12%) as well as females 37 patients 
(18.5%). (Figure: 1). Our study was based on non-
probability purposive sampling. Out of total 200 patients 
90 (45%) were males and 110 (55%) females. Male to 
Female ratio was 1:1.2 (Figure: 2). 
 

 
Figure 1: Age distribution of patients with bleeding 
per rectum according to gender 
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Figure 2: Gender distribution of patients with 
bleeding per rectum 
 
Table 2: Causes of bleeding per rectum according to 
age 

 
Haemorrhoids are the leading cause of bleeding 

per rectum in all age groups. In our study maximum 
patients with haemorrhoids were in the third decade of 
life closely followed by fourth. Mean age of patients with 
haemorrhoids at the time of presentation was 39 + 15 
with a range of 13-75 years. Male to female ratio was 
1:1.3.  

In this study the maximum number of cases of 
fissure-in-ano presented in their third decade of life. 
Mean age at presentation was 34 +14 years with a 
range of 13-70 years. The result showed male to female 
ratio of 1:1.8, thus making the female ratio almost 
double to that of males. Fissure-in-Ano was most 
commonly found in a posterior position in 50 (93%) of 
the patients. 

Patients of colorectal carcinoma presented in all 
age groups. Most of the patients presented from fifth 
decade onwards (n=11). Mean age of colorectal cancer 

at the time of presentation was 50 + 19 years with a 
range of 17-80 years. Male predominance was found in 
cases of colorectal cancer with a male to female ratio of 
4.3:1.  

Four patients were identified as having 
colorectal polyps. 3 were in the age group of 12-20 and 
1 was in the age group of 20-30. Mean age at 
presentation was 17 + 5 years. Two were males and two 
females. On histological review, two patients were found 
to have adenomatous polyps, and the other two had 
juvenile polyps. 5 patients had rectal prolapse. 3 were 
males and two females. 3 had complete rectal prolapse 
while one presented with partial prolapse. Mean age at 
presentation was 35 + 18. 2 patients had ulcerative 
colitis. Mean age at presentation was 21 + 2. 2 patients 
had solitary rectal ulcer syndrome, both presented in 
age group of 20-30. Mean age was 25.5 + 0.7. One 
male patient aged 74 years had diverticular disease. 6 
(3%) patients of fissure-in-ano had internal 
haemorrhoids on anoscopy which was done on follow 
up visits after acute phase settled in these patients. Two 
(1%) patients of colorectal carcinoma also had internal 
haemorrhoids.  

 

Discussion 
 
Multiple factors like diversity of potential 

sources, the length of bowel involved, the need for colon 
cleansing, and the intermittent nature of bleeding makes 
the identification of precise bleeding source challenging. 
A thorough history and physical examination including 
DRE should be part of the initial evaluation of all 
patients presenting with bleeding per rectum. However, 
positive findings on rectal examination do not preclude a 
concomitant abnormal finding on colonoscopy. 
Generally most common causes of bleeding from the 
colon and rectum are haemorrhoids or neoplasms.4 

Hemorrhoids are among the commonest 
surgical ailments of anorectal region seen in the 
outpatient department. In our study, 58 % of patients 
presenting to the SOPD with complaints of bleeding per 
rectum had haemorrhoids, thus making haemorrhoids 
the leading cause of bleeding per rectum and in all age 
groups. Fissure-in-Ano (27%) presented as the second 
leading cause of bleeding per rectum. Collectively these 
two benign anorectal disorders are responsible for the 
85% of cases of bleeding per rectum who presented in 
outpatient department. In our study male to female ratio 
was 1:1.2, where as in almost all other studies males 
have presented more frequently with bleeding per 
rectum. Mehanna et al.5 reported a male to female ratio 
of 1.8:1. Van Rosendaal et al.6 reported a ratio of 1.2:1. 
In a Jordanian study by Shennak and Tarawneh7 this 
ratio was 1.34:1. Mäkelä et al. 8. study had 214 patients 
and showed no significant difference in gender 

Decade 12-20 20-30 30-40 40-50 50-60 >60 

Haemorrh
oids 

42% 
(n=11) 

52% 
(n=32) 

71% 
(n=27) 

57% 
(n=17) 

71% 
(n=20) 

53% 
(n=9) 

Fissure-in-
Ano 

35% 
(n=9) 

34% 
(n=21) 

24% 
(n=9) 

27% 
(n=8) 

14% 
(n=4) 

18% 
(n=3) 

Colorectal 
carcinoma 

4% 
(n=1) 

5% 
(n=3) 

2.5% 
(n=1) 

13% 
(n=4) 

11% 
(n=3) 

23% 
(n=4) 

Rectal 
prolapsed 

4% 
(n=1) 

2% 
(n=1) 

2.5% 
(n=1) 

3% 
(n=1) 

4% 
(n=1) 

- 

Colorectal 
polyp 

11% 
(n=3) 

2% 
(n=1) 

- - - - 

Ulcerative 
colitis 

4% 
(n=1) 

2% 
(n=1) 

- - - - 

Solitary 
rectal ulcer 
Syndrome 

- 
3% 

(n=2) 
- - - - 

Diverticula
r disease 

- - - - - 
6% 

(n=1) 

Total 
100% 

(n=26) 
100% 

(n=61) 
100% 

(n=38) 
100% 

(n=30) 
100% 

(n=28) 
100% 

(n=17) 
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distribution and so has our study in which although there 
are more numbers of females but the difference in male 
to female ratio is not significant. Mean age of the 
patients included in our study was 38 + 16 years with a 
wide range from 13 to 80 years. Mehanna et al.5 
reported mean age of 39 years with a range of 22 to 55 
years. Van Rosendaal et al.6 reported a mean age of 44 
and a range of 17 to 90 years. Shennak and Tarawneh7 
study has a mean age of 41 years. Zia et al.1 reported a 
mean age of 41 years. Mean age of our study 
population was thus comparable to that of other studies 
carried out on the subject by various people. In our 
study maximum number of patients presented in their 
third decade (n=61) followed by fourth (n=38) and the 
fifth decade (n=30) and an anorectal site of bleeding is 
involved most often in patients less than 50 years of 
age.  

Findings of our study that haemorrhoids (58%) 
are the most frequent cause of bleeding per rectum are 
supported by a study from Rhee and Lee9 who recorded 
haemorrhoids (65.5%) as the most common cause of 
bleeding per rectum. In a study conducted by Segal et 
al.10 103 outpatients older than 45 years of age with 
hematochezia who underwent DRE and proctoscopy 
demonstrated internal and external haemorrhoids in 78 
and 29 patients, respectively. In a study by Goulston et 
al.11 of 145 patients aged older than 40 years with 
rectal bleeding, haemorrhoids were responsible in 72% 
of the patients. Shennak and Tarawneh7 reported a 
44.65% frequency of haemorrhoids among patients of 
bleeding per rectum. In a study by Mehanna et al.5  
among the benign anal cause of bleeding there were 
haemorrhoids in 96% and anal fissure in 4%.  It is 
observed in previous series that a peak in prevalence is 
seen between 45 and 65 years of age and the 
development of haemorrhoids before the age of 20 is 
unusual. Haemorrhoids are equally common in both the 
genders. Haemorrhoids according to our study occurred 
in over 50% of patients who were in third or fourth 
decade of life. 9% patients were in their second decade 
and only 8% cases of haemorrhoids presented in the 
age group of patients older than sixty years. Thus our 
study is demonstrating a trend of a decade earlier 
appearance of haemorrhoids in patients as compared to 
previous evidence meanwhile it reiterates the previous 
findings of scant representation in very young and very 
old population. 

Shennak and Tarawneh7 reported only 3 % 
frequency of fissure-in-ano.  Tade et al.12 reported a 
frequency of only 3.7 %. Fissure-in-ano has not been 
recorded as the source of bleeding per rectum in such 
large proportions thus raising a need for a further study 
to look for causes of fissure-in-ano in our study 
population. Fissure-in-ano is reported more commonly in 
younger and middle aged adults and is reported to be 
equally common in both the genders.  In a review of 876 

patients with fissure-in-ano, Hananel and Gordon13 
found same gender distribution with 51.1% women and 
49.9% men and a mean age of 39.9 years and the 
range between 13.5 to 95 years. The fissure was 
located in the posterior midline in 73.5%, the anterior 
midline in 16.4%, and in both locations in 2.6%. In our 
study, fissure-in-ano was most commonly found in a 
posterior position in 93% of our patients, 2 % had 
anterior fissures whereas 5 % had fissures in both 
positions. Our results showed 35 % of males as affected 
and 65% females, thus demonstrating that females have 
more predisposition to develop fissure-in-ano. Mean age 
at presentation in our study group was 34 years with a 
range of 16 to 70 years. Highest incidence in third and 
fourth decade is reported in literature and the same is 
observed in our study.  In our study, the maximum 
number of patients i.e. 21 (39%) of fissure-in-ano 
presented, in the third decade of their life and out of 
these patients in third decade 16 (76%) were females. 
Out of these females patients in their third decade 11 
(69%) were pregnant (n=2) or post partum (n=9). There 
were total 35 female patients with fissure-in-ano and out 
of them 14(40%) had pre partum or post partum anal 
fissure. Thus depicting that fissure-in-ano is a common 
occurrence in pregnant or post partum females. These 
results are also supported by other studies like by 
Abramowitz et al.14 who did a prospective study with 
proctologic examination during the last 3 months of 
pregnancy and after delivery (within 2 months) was 
performed in 165 consecutive pregnant females. Two 
females with anal fissures were observed during 
pregnancy. Twenty five females with anal fissures were 
observed during the postpartum period. They concluded 
that one third of females have anal fissures in the 
postpartum period. 

Colorectal carcinoma is one of the most 
common cancers in the world as well as in Pakistan. In 
our study the frequency of bleeding per rectum due to 
colorectal carcinoma was 8%. Male to female ratio of 
4.3: 1.These results are supported by other studies as 
well like Mäkelä et al8 . in which colorectal carcinoma 
was responsible for causing bleeding per rectum in 10% 
of the patients while Metcalf et al.15 reported  8%,  
Schmulewitz et al.16 7% and Longstreth et al.2 reported 
9% frequency in their studies. Farner et al.17 reported a 
higher frequency 17% of colorectal cancer among the 
causes of bleeding per rectum. These comparable 
results of a malignant disorder with those of international 
studies raises a dire need for screening programmes in 
the line of international recommendations in our 
population as well. Moreover in our population due to 
lack of education, ignorance and belief in herbal 
remedies people present late. In our study mean age of 
presentation for colorectal carcinoma was 50 years and 
the male to female ratio was 4.3 to 1. In another local 
study by Anwer et al.18 done to record the profiles of 
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colorectal cancer in our population the mean age of 
patients at presentation was 46.5 years. In a descriptive 
study on colorectal carcinoma from Iran by Fazeli et 
al.19, the mean age at presentation was 52.3 years 
males and females constituted 52.4 and 47.6 percent of 
cases respectively making a ratio of 1.1:1 and showing 
no significant difference in the gender distribution of 
cases.  

In our study colorectal polyps were responsible 
for 2% of causes of bleeding per rectum. In a study by 
Zia et al.1 colorectal polyps cause bleeding in 2.5% and 
by Longstreth et al.2 in 4%. Colorectal polyps present in 
younger age groups. Mean age at presentation was 17 
years with an equal male to female ratio. Bleeding per 
rectum is one of the presentations of rectal prolapse but 
is mentioned sparingly in literature. In the present study 
rectal prolapse was responsible for 2.5% cases of rectal 
bleeding and mean age at presentation was 35 years. 
Tada et al12. also observed 2.4 % frequency of rectal 
prolpase among the causes of bleeding per rectum. 
Solitary rectal ulcer syndrome (SRUS) was responsible 
for 1% of bleeding per rectum. Zia et al.1 diagnosed 4% 
cases to have SRUS. Li and Hamilton20 suggested that 
the presence of SRUS might represent an underlying 
malignancy. Therefore histologic examination is 
mandatory in all such cases. 

 Ulcerative colitis was responsible for causing 
1% of cases of bleeding per rectum. Rhee and Lee9 
reported a frequency of 3.3%. Farner et al17. reported 
3% and Longstreth et al.2 reported 2% frequency of 
ulcerative colitis among the causes of bleeding per 
rectum. In this study we came across only one case of 
diverticular disease (0.5%)  in a 74 years old man. Zia et 
al.1 had 6% cases of diverticular disease in their study. 
Schmulewitz et al.16 35%, Strate et al.21 30% and  
Mäkelä et al.8 19% frequency of bleeding per rectum 
due to diverticular disease as it is a disease of old age 
and western society and uncommon in our setup. Caos  
et al.22 reported that in up to 40% of patients with LGIB, 
more than one potential bleeding source will be noted. 
So finding an obvious and benign anorectal cause is not 
a guarantee that no other pathology is present rather 
history and examination should direct the physician to 
investigate for other maladies.  

There have been a number of studies that have 
sought to define the role of flexible sigmoidoscopy in 
evaluating patients with chronic, bright red, rectal 
bleeding. Van Rosendaal et al.6 examined a group of 
186 patients with a mean age of 60 years. Among all 
colorectal neoplasias (except for one cancer in a patient 
with massive bleeding) lay within 60 cm of the anus. In a 
study conducted by Segal et al.10 rectal exam and 
proctoscopy alone missed significant substantial lesions 
which were later on picked up by sigmoidoscopy and 
colonoscopy. They concluded flexible sigmoidoscopy 
would have demonstrated most (95%) substantial 

lesions and that routine flexible sigmoidoscopy is 
essential for all patients with rectal bleeding. 
Colonoscopy is undoubtedly the best test for confirming 
the source of rectal bleeding and for excluding ominous 
diagnoses, such as malignancy. A meta-analysis 
examined the role of colonoscopy as the primary 
diagnostic modality for patients with acute lower GI 
bleeding and found that 69% (range 48% to 90%) of 
urgent colonoscopies identified a source or a 
presumptive source of bleeding.23 In studies by 
Schmulewitz et al.16  and Strate  et al.24 diagnostic 
accuracy of colonoscopy was 89%. Al Qahtani et al.25 
reported a diagnostic yield of only 45%.  

 

Conclusions 
 
Haemorrhoids are the most common cause of 

bleeding per rectum in SOPD followed by fissure-in-ano 
which has a high frequency both in general and among 
peripartum females. Colorectal carcinoma is a common 
malignancy in our setup and patients with bleeding per 
rectum should be investigated when needed. There is a 
need to develop awareness among our people about 
bleeding per rectum and its causes with emphasis on 
early diagnosis and management by doctors qualified 
and experienced in this field. 
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