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Abstract 
Lower gastrointestinal bleeding (LGIB) is defined as bleeding from a source 
distal to the Ligament of Treitz. The primary step is to identify severe he-
morrhages that may be life-threatening for patients (10% of cases of LGIB). 
The management depends on the severity of the bleeding, the diagnostic and 
therapeutic means of the patient’s reception center. Patient with acute LGIB, 
in case of negativity of endoscopic and radiological examinations, can be a 
surgical indication with possibility of intraoperative colonoscopy. We report 
a case of urgent surgical management with intraoperative colonoscopy in a 
patient with severe acute LGIB. 
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1. Introduction 

Lower gastrointestinal bleeding (LGIB) is defined as bleeding from a source dis-
tal to the Ligament of Treitz [1]. Its annual incidence is 20 cases/100,000 adults 
in France [2]. It represents about 20% of the digestive hemorrhages [3] [4]. The 
urgency is to know to recognize in time severe hemorrhages that may be 
life-threatening for patients (10% of cases of LGIB) [4]. 

In spite of well led explorations, the diagnosis of the LGIB remains dubious in 
10% of the cases. The recto-colic’s causes account for 95% of the identified eti-
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ologies and are especially dominated by the diverticulosis [4]. 
If the LGIB is severe, in the event of negativity of the endoscopic and radio-

logical examinations, surgery can be performed with possibility of intra-operative 
colonoscopy [1]. 

We report a case of urgent surgical management with intraoperative colonos-
copy of a patient with severe acute low gastrointestinal hemorrhage. 

We will discuss then the stages of diagnostic and therapeutic control. 

2. Case Presentation 

A 60 years old man was referred by the gastroenterology department for lower 
digestive tract hemorrhage with hemodynamic instability in April 2017. 

The symptomatology began a year earlier with hematochezia made of bright 
red blood of low frequency, of little abundance; not worrying the patient at first. 
This rectal bleeding was accompanied by abdominal pain sitting at the level of 
the periumbilical region, a type of cramp of moderate intensity, intermittent ra-
diating throughout the abdomen without triggering factors. 

A week prior coming to the hospital, he had a massive hematochezia, occur-
ring almost daily, made of bright red blood. This hematochezia was accompa-
nied by abdominal pain, dizziness. 

He consulted then at the gastroenterology department of Gabriel Toure Uni-
versity Hospital. 

An emergency upper gastrointestinal endoscopy was normal. Completion of a 
colonoscopy the next day was made impossible by the abundance of hematoche-
zia associated with the installation of hemodynamic instability. Based on the 
facts, the General Surgery Department was asked to discuss urgent surgical pro-
cedure. 

In his history, the patient had high blood pressure and poorly monitored di-
abetes. He had never been operated. We did not find any particular family his-
tory or risk factors. 

The general clinical examination revealed a WHO Performance Index rated 
III, a systolic/diastolic blood pressure of 80/60 mmHg, a heart rate of 120 beats 
per minute, a respiratory frequency of 30 cycles per minutes, a temperature of 
37˚C, a weight of 87 kg, a height of 1.9 m and a body mass index of 24.1 kg/m2. 
He had conjunctival pallor; there was no edema of the lower limbs or the face. 

On proctological examination, there was no hemorrhoid or anal fissure. At 
the rectal examination, we did not find an intraductal mass; the fingerstall was 
stained with bright red blood. 

The rest of the examination was normal. 
We have then made the following diagnostic hypotheses: hemorrhagic tumor 

of the colon and ulcerative colitis. 
The biological assessment found a hemoglobin rate of 4 g/dl, the platelets rate 

of 171 × 103/mm3, glycemia rate of 22.20 mmol/l. 
Due to hemorrhagic shock, the patient was stabilized in intensive care after 
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transfusion of 4 units of packed red blood cells. 
After multidisciplinary consultation between anesthesiologist-resuscitator, 

gastroenterologist and surgeon, it was decided to perform an emergency surgical 
exploration assisted by an intraoperative colonoscopy to achieve hemostasis. 

The surgical approach was a median laparotomy above and below umbilical. 
At first, the exploration did not find the source of bleeding. Intraoperative colo-
noscopy found two bleeding polyps in the right third of the transverse-colon 
(Figure 1) and diverticulosis of the colon. 

A right hemicolectomy was performed, followed by an ileo-transverse colon 
anastomosis. 

The postoperative management included monitoring of anemia which remained 
stable with a hemoglobin rate of 7.9 g/dl on day 1 postoperatively then 8 g/dl on 
day 3. The patient had an abdominal wall infection which was drained by the 
removal of some cutaneous sons. He was discharged after 18 days. 

Histological examination of the specimen found a right colonic diverticulosis 
with inflammatory infiltrate and demonstrated that the two right colonic polyps 
were tubular adenomas. 

A year after the procedure, the patient was well, without recurrence. 

3. Discussions 

Lower gastrointestinal bleeding accounts for 20% to 25% of all digestive tract 
hemorrhages [1] [4]. In North American studies, the annual incidence of LGIB 
is estimated to be between 21 and 27 per 100,000 population in adults [5] [6]. In 
France, it is estimated at 20 cases/100,000 adults. The incidence of LGIB is high-
er in men (24.2% vs. 17.2% p < 0.001) and the elderly (increase of 200 times be-
tween 3rd and 9th decade of life) [6]. The average age of hospitalized LGIB pa-
tients ranges from 63 to 67 years [1] [2]. 

The classic clinical manifestation is the lower exteriorization of undigested 
blood (hematochezia) with or without a clot [3]. 

In contrast to upper gastrointestinal bleeding, the estimation of LGIB severity 
is not validated [1] [2] [3]. The evaluation of the gravity is however essential be-
cause it determines the outcomes. The severity of the hemorrhage, its occurrence 
within the hospital, its impact on the hemodynamic state, the need for resuscita-
tion (transfusion, filling), the presence of comorbidities, the combination of an 
anticoagulant or anti-aggregating treatment and platelet rate are reported as a 
factor of severity [1] [2] [3]. 

The diagnostic and therapeutic procedures depend on the severity of the 
bleeding and means of the patient’s reception center [1]. 

Management of severe acute LGIB begins with resuscitation, the goal of which 
is to stabilize the patient, transfuse if necessary, and correct hemostatic distur-
bances in order to perform the necessary safe explorations. It should be noted 
that LGIB are less severe than upper gastrointestinal hemorrhages with 80% 
spontaneous arrest and a mortality rate of 2% to 4% versus 6% to 13% [4] [7]. 
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(a)                                                          (b) 

Figure 1. Pictures taken during intraoperative colonoscopy (a), (b) right third segment of the transverse colon. 
       : polyps.   : blood. 

 
In a case of severe acute LGIB, the trap is to miss an upper digestive hemorr-

hage (15% of the lower externalizations) [2]. The realization of upper gastroin-
testinal endoscopy had made it possible to exclude this diagnosis in our patient. 
In fact, this examination is recommended as first-line treatment for bleeding 
disorders with hemodynamic disorders [3]. 

The second step in the procedure is to propose a colonoscopy; his interest is 
both diagnostic and therapeutic. Even in case of emergency, it should always be 
performed on a previously prepared colon. Colonoscopy allows to explore the 
rectum, the colon and the last ileal segment. Emergency colonoscopy reveals the 
caecum in 55% to 70% of cases [8]. 

If preparation is not possible, an alternative to colonoscopy is CT angiogra-
phy. It allows to locate an active hemorrhage and to guide a radio-embolization 
or a surgery [1]. 

If the endoscopic assessment is negative (gastrointestinal endoscopy and co-
lonoscopy), the search for a small intestine cause of bleeding is recommended by 
the realization of an endoscopic video capsule (ECV) [1] [2]. 

The option of emergency surgery must be the subject of a multidisciplinary 
consultation between the resuscitator, gastroenterologist, radiologist and surge-
on. It is indicated in 4 cases [1] [5]: 
 Persistent hemodynamic instability despite optimal resuscitation; 
 Persistent hemorrhage (>6 RBCs transfused) and no localization of bleeding 

despite colonoscopy, advanced enteroscopy and CT scan; 
 Active bleeding from a segmental digestive lesion accessible to surgical he-

mostasis; 
 The patient is a candidate for surgery without prohibitive comorbidity and 

with a reasonable life expectancy. 
Emergency surgery was performed in 18% to 25% of LGIBs that required trans-

fusion (grade B) [5]. Gayer and Col. in their study, they showed that mortality was 
lower if the bleeding was localized preoperatively, 3.3% versus 9.4% [9]. 
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The advantage of previously locating the origin of the bleeding is to allow a 
suitable elective surgery that is opposed to an empirical surgery that is per-
formed in the situation where the origin of the bleeding is not known. This em-
pirical surgery is associated with high mortality. In fact, mortality was 10% to 
33% in subtotal “blind” colectomy for bleeding of colonic origin and a 
re-bleeding rate of 0% to 8% [10]. 

To allow a suitable surgery in a situation where an urgent laparotomy has 
been performed without having localized the origin of the bleeding, a colonoscopy 
or an intraoperative gastrointestinal endoscopy is performed. The surgeon can 
perform an intraoperative colonic cleaning and guide the endoscopist [8] [11]. 

Roldan and col. reported 3 cases of severe LGIB with hemodynamic instability 
originating from small intestine that were managed by an urgent laparotomy 
and total intraoperative enteroscopy performed with a colonoscope [12]. 

For our patient, the intraoperative colonoscopy identified two sessile polyps of 
the right side of the transverse colon that were identified as the origin of the 
bleeding. It was decided to do a right Hemicolectomy in the event of a neoplastic 
nature of these polyps. 

Gabriel and Col. reported two cases of acute LGIB with hemodynamic insta-
bility which were resolved in different ways. The first patient was successfully 
managed by angiography and embolization. But the second patient underwent 
surgery after the angiography performed being unable to locate the source of 
bleeding [13]. 

The histological results rather raised questions of the real origin of this he-
morrhage due to the showing of diverticulosis of the right colon with inflamma-
tory components next to the two polyps. These diverticula were not identified as 
the source of bleeding during the colonoscopy probably because of the difficult 
context of its realization. 

However, in the literature, colonic diverticulosis is the leading cause of LGIB 
with a frequency of 26% to 38%. Taking aspirin and NSAIDs have been identi-
fied as triggers. Age over 50 is a contributing factor. Polyps account for 4% to 
14% of LGIB causes while cancers represent 8% to 12%. 

In all these cases, performing a right colectomy may be the cure for bleeding 
and its cause [1] [2] [3]. 

4. Conclusion 
Even severe, LGIB rarely requires urgent surgical procedure. This is decided af-
ter a multidisciplinary consultation. The decision depends on the severity of the 
hemorrhage, its impact on the hemodynamic state and the limitation of less in-
vasive means. Even in a state of emergency, it is essential to look for the source 
of the bleeding by an endoscopic assessment in first intention, in order to pro-
pose a suitable surgery. 
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