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Abstract

Background: In patients with cirrhosis of liver, exact cause of lower gastrointestinal (Gl) bleeding is
important for evaluation, management and prognosis. Lesions like portal hypertensive colopathy
(PHC) and anorectal varices (ARVs) are thought to cause. In the present work, we studied the
diagnostic yield of colonoscopy in cirrhotic patients and hematochezia.

Materials and methods: The current study was conducted on 77 consecutive cirrhotic patients who
underwent colonoscopy at Gandhi Hospital Secunderabad, between October 2012 and December
2019. Following rapid evaluation and adequate resuscitation in emergency ward, a thorough history
was obtained with complete physical examination including digital rectal examination and routine
laboratory investigations. Colonoscopic evaluation was performed for the included patients by
recording endoscopic abnormalities and obtaining biopsies from lesions.

Results: There was no significant difference between the PHC-positive group when compared with
the PHC-negative group regarding patients’ age, sex, and severity of hematochezia, positive family
history and the history of intake of non-steroidal anti-inflammatory drugs (NSAIDs). Significant
difference was noted regarding the Child—Pugh class ,prior history of endoscopic sclerotherapy (EST)
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or endoscopic variceal ligation (EVL) (p < prior history of upper gut bleeding, the presence of gastric
varices (GVs), presence of portal hypertensive gastropathy (PHG), presence of hemorrhoids and rectal
varices. Regarding the laboratory parameters, the platelet count only was markedly reduced in the
PHC-positive group .All the PHC-related sources of bleeding (7/32 cases (21.87%)) were successfully
managed with argon plasma coagulation. Regarding the laboratory parameters, the platelet count only
was markedly reduced in the PHC-positive group .All the PHC-related sources of bleeding (7/32 cases
(21.87%)) were successfully managed with argon plasma coagulation.

Conclusion: Our study showed early colonoscopy in cirrhosis patients reveal exact cause of bleeding
to take appropriate intervention and correction of coagulation abnormalities helps in prompt early
recovery and it is not only PHC which is involved in hematochezia in cirrhotic patients despite the
significant association.
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Introduction In patients with liver cirrhosis and portal
hypertension, varices of the esophagus, stomach
and portal hypertensive gastropathy (PHG) are
well described [9]. Most patients bleed from

Hematochezia is the passage of bright red or
maroon blood from the rectum. Its prevalence in
the apparently healthy general population ranges ) i
between 9% and 19% [1, 2]. Rectal bleeding is Penign sources such as hemorrhoids and
approximately one-fifth as common as upper Gl diverticulae, but others have serious colorectal

bleeding and accounts for 20-30 hospitalizations ~ diseases including - colorectal cancer (CRC),
per 100000 per year [3, 4]. adenomatous polyps and inflammatory of interest

is that 7-10% of patients with overt rectal
bleeding did in fact have CRC [10]. These
complications are most common causes of upper
GI hemorrhage. On the other hand, PHC [11] and
Anorectal varices (ARV) that have been
identified in 40% of patients with liver cirrhosis
are thought to be important causes of lower Gl
hemorrhage [12] while colonic varices are rare
causes of such a gut bleeds.

Bright red blood is usually from the colon or
rectum; however, in the presence of severe blood
loss, it may be due to an upper gastrointestinal
(GI) source with rapid Gl transit [5]. Generally,
acute bleeding from the colon is self-limited and
less dramatic than upper Gl bleeding. Advanced
age, recurrent bleeding and co-morbidities are
the most common factors incriminated for
substantial patients’ morbidity and mortality [6].
However, still little is known about the role of
colonoscopy in the evaluation of rectal bleeding
in cirrhotic patients. The investigation aims to
study the diagnostic yield of colonoscopy in
patients with liver cirrhosis presented with rectal
bleeding.

The mucosal abnormalities described well as
Portal hypertensive colopathy (PHC) and
constitutes the following [11] was considered as

A.Mild: if documented mucosal edema, diffuse
hyperemia, granularity and/or friability were
present.

B.Severe grade: with evident vascular ectasias,
angiodysplasia, arterial spiders and diffuse
cherry red spots.

Arterial spider-like lesion: An arterial spider-
like lesion was defined as the presence of a
central arteriole from which numerous small

Colonoscopy is the diagnostic and therapeutic
procedure of choice for evaluation of acute lower
Gl bleeding with a high diagnostic yield and very
low incidence of serious complications [7, 8].
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vessels radiate, which blanch with pressure with
a biopsy forceps.

Angiodysplasia-like lesion: The angiodysplasia-
like lesion has a fern-like vascular pattern with
an irregular margin.

Diffuse red spots: Diffuse red spots are defined
by the presence of red spots in the colonic
mucosa similar to that seen in the gastric mucosa
in PHG.

Vascular irregularity: Vascular irregularity was
defined as the presence of a submucosal coil-like
appearance with an arc-shaped tip of blood
vessels vascular dilatation.

Vascular dilatation: Vascular dilatation was
made when numerous prominent veins of more
than 3-6 mm were observed in a colonic
segment.

The pathogenesis of PHC-related abnormal
vascular lesions is unclear. Ischemia and/or
hypoxia of the intestinal mucosa caused by the
changes in the splanchnic hemodynamics may
produce capillary  proliferation,  vascular
dilatation and arteriovenous malformations, and
consequently capillary fragility [12, 13].

Materials and methods

All patients with hematochezia and PHC were
Child—Pugh class B and had low platelet count.
The majority of the patients included in our study
were due to cirrhosis of alcoholic etiology that is
well known to cause thrombocytopenia which is
a significant causal factor for hematochezia.

For all enrolled patients, data were collected
including: patient demographics, indications for
colonoscopy, endoscopic (upper and lower)
findings and histopathology results for those in
whom biopsies were taken. Ethical approval was
granted by the Gandhi Medical college ethics
Committee.

Patients and methods

The studied patients, after giving written well-
informed consent, were immediately managed by
rapid initial evaluation for hemodynamic
instability as a result of blood loss, then, rapid

and adequate resuscitative measures for those
with  poor hemodynamic  status.  After
stabilization thorough history taking and
complete  physical examination including
general, local abdominal and digital rectal
examination; laboratory evaluation of the
included patients by complete blood count
(CBC), hematocrit value, erythrocyte
sedimentation time (ESR), prothrombin time,
partial thromboplastin time, serum creatinine,
blood glucose, electrolytes, serum bilirubin,
alanine aminotransferase (ALT) and aspartate
aminotransferase (AST).

All patients were admitted either to the intensive
care unit or to general wards for proper
management. A decrease in the hematocrit value
of at least 6%, a transfusion requirement of more
than two units of packed red blood cells or
continuous active bleeding necessitate admission
to an intensive care unit. The presence of
coagulopathy or thrombocytopenia was promptly
corrected with transfusion of fresh-frozen plasma
or platelets, respectively.

Patients with ongoing upper Gl bleeding
(confirmed by performing upper Gl endoscopy)
and hemodynamic unstable patients, those with
or coagulopathy refractory to correction; Of 77
patients, two patients in whom complete
colonoscopy could not be performed were
excluded from study.

Colonoscopy was performed in all cases with a
standard colonoscope (CF150L; Olympus
Optical Co., Ltd., Tokyo, Japan). After obtaining
informed written consent, elective colonoscopy
was performed following routine preparation (4—
6 | of a polyethylene glycol-based purgative,
administered orally beginning in the night prior
to the procedure). Urgent colonoscopy was
performed within 12-24 h of admission after
rapid colonic preparation with a polyethylene
glycol-based purgative either orally or by
nasogastric tube (250 ml every 15 min); 4-6 | of
purge were required for rapid and proper
cleaning of the colon. The included patients

Page 44



M. Umadevi, NSVM Krishna, P Abhinay Rajarao, Anirudh, Sriram, Samad, Swapnika, Sai Krishna, Issac Abhilash, P.
Shravan Kumar. A study of bleeding per rectum in cirrhosis patients: Role of portal hypertensive colopathy — A tertiary care

center experience. IAIM, 2020; 7(10): 42-50.

underwent total colonoscopy within 2 h after the
clearance of stool and large clots.

They received Conscious sedation with pethidine
and diazepam while monitoring Heart rate, blood
pressure and oxygen saturation. The colonoscope
was advanced up to the caecum and the terminal
ileum was intubated when possible. The colon
was carefully examined upon withdrawal with
proper attention with washing of any obscured
mucosa.

All  procedures  were done at the
Gastroenterology unit, under Close senior
supervision. The Colonoscopic evaluation was
considered complete when the entire colonic
mucosa was visualized. All  endoscopic

Table — 1: Etiology.

abnormalities were noted and biopsies taken in
suspected mass lesions.

Results

The study was conducted on 75consecutive
patients (49 males and 26 females ) mean age 56
+ 6.3 years; range 39-67 vyears) with liver
cirrhosis . 33 patients belong to child class A, 44
child class B.

The etiology of liver disease in the studied
patients was Alcoholic in 43 (57.19%), hepatitis
B in 6 (8%), Hepatitis C in 2(2.7%), cryptogenic
in 15 (19.95%), NASH in 4 (5.3%), autoimmune
hepatitis (AIH) in 4 (5.3%) and Budd- chiari
Syndrome in 1(1.29%) patient (Table — 1 to 4,
Graph -1, 2).

Etiology Present study (n-75) Edmund J. Bini (n-437) [11]
Alcoholic 43(57.19%) 83(19%)

Cryptogenic 15(19.95%)

Chronic Hepatitis B 6 (8%) 36(9%)

Autoimmune 4 (5.3%) 3(1%)

NASH related 4 (5.3%)

Chronic Hepatis C 2 (2.7%) 225(52%)

BCS 1 (1.33%)

Hemo chromatosis 0 4(1%)

Primary sclerosing cholangitis (PSC) | 0 2(1%)

Table — 2: Gender.

Gender PHC group (N-32) Non PHC group (N-43)
Males 21 30
Females 11 13

Graph — 1: PHC prevalence.

PHC Prevalence
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Table - 3: Comparison of PHC and non PHC groups.

T e S T [T

Mean Age 49 yrs 43 yrs
2) Males 67.7%(n=21) 69%(n=30)
3) h/o prior UGI bleed 62.5%(20) 30.23%(13)
4) h/o prior EVL 44.1%(14) 19.3%(8)
5) Esophaheal varices grade 59.3%(19) 20.9%(9)

2 or more
6) PHG 53.1%(17) 25.5%(11)
7) Prior usage of NSBB 39.34%(13) 41.8%(18)
8) CTP class C 53.12%(17) 25.5%(11)
9) Mean Platelet count 59,000 81,000

Graph — 2: Spectrum of PHC and colonoscopic features in PHC.

Spectrum of PHC

*  Most common abnormalities in PHC included Colitis like changes(diffuse
erythema with mucosal edema) Vascular dilatation, Cherry red spots and

Vascular ectasias.

48% (n = 36) Colonoscopic Findings
36% (n 27)
28% (n = 21
n=21) s 7% n-17)
. - 13-3-% - WIS, 3% (057
Hemorrhoids Colitis like cherry Red Vascular Rectal Varices Vascular Vascular
Abnormalities Spots Dilatations Ectasias Irregularities

When compared with the PHC-negative group

regarding patients’ age, sex, severity of
hematochezia, positive family history and the
history of intake of alcohol or non-steroidal anti-
inflammatory  drugs (NSAIDs), However,
significant difference was seen when comparing
both groups regarding the Child—Pugh class,
prior history of Gl bleeding who underwent

endoscopic  procedures  like  endoscopic
sclerotherapy (EST) or endoscopic variceal band
ligation (EVL).

Grading of portal hypertensive colopathy
(Table -5)

Grade |: Erythema and edema of the colonic
mucosa
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Grade Il: Erythema of colonic Mucosa with  Grade Ill: Vascular lesions of colon like Spots,
mosaic appearance telangiectasia, and angiodysplasia like lesions

Table — 4: Colonoscopic distribution of features of PHC.

Caecum | Asco Tr col | Des co | Sig colon | Rectum
Diffuse red spots 1 1 1 13 7 21*
Vascular irregularities 0 1 1 2 2* 7
Vascular ectasia 1 1 2* 1 7 8
Vascular dilatation (visible vein) 0 0 0 0 1 17
Rectal varices 0 0 0 0 0 10
Hemorrhoids 0 0 0 0 0 42
Table — 5: Grading of portal hypertensive colopathy.
Grading Present study (n-72)
Grade | 15(46.8%)
Grade 11 3(9.4%)
Grade Il 14(43.8%)
Table — 6: Endoscopic findings of PHC in the studied groups.
Colonoscopy findings | Present study (n-72) | Edmund J. Bini (n-212) [11] | Yahia Z, et al. (n-32) [27]
Hemorrhoids 36(48%) - 8(17.77%)
Colitis like 27(36%) 38% -
Cherry red spots 21(28%) - 19(59.36%)
Vascular dilatations 17(22.7%) 13% 9(28.13%)
Rectal varices 10(13.3%) - -
Vascular Ectasias 8(10.7%) - 20(62.5%)
Vascular irregularities | 7(9.3%) - 22(68.75%)

Graph — 3: Correlation with Severity of liver disease.

82.35%
(n=14)
m CTP-A 9
60.7 % o
mCTP-B (ri=17) _
| CTP-C (n =18)
40 % 39.3%
(n=12) (n=11)
17.6% |
(n=3)
PHC non-PHC

Regarding the colonoscopic features of PHC, one of them had another lesion in the sigmoid
hemorrhoids were detected in 2/32 cases (6.25%) colon. Diffuse red spots were detected in 19
and vascular dilatation in 9/32 (28.12%) cases; cases (59.37%) of the studied patients and the
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rectum was the most commonly affected region
where they were the only source of rectal
bleeding in four patients (12.5%). The
descending colon was affected markedly by PHC
in the form of vascular irregularities where they
cause hematochezia in two patients (6.25%).
Vascular ectasias were detected in the studied
patients with PHC where the rectum was the
most commonly affected region in 20 cases
(65.5%). Hematochezia was due to bleeding
vascular ectasia located in the transverse colon in
one case only (3.12%) (Table — 6).

All the PHC-related sources of bleeding (7/32
cases (21.87%)) were successfully managed with
argon plasma coagulation with no complications,
using an argon gas flow at 1 | min-1, at a power
setting of 15-20W and forced mode’ using the
ERBE VIO 200D Argon beamer (ERBE
Medical, Tubingen, Germany).

When compared with other studies, there were
significant differences between the studied
groups regarding the presence of hemorrhoids
and rectal varices but no other differences
regarding the other parameters.

Discussion

Bleeding per rectum is as common as upper Gl
bleeding and accounts for one fifth of
hospitalizations. Moreover, it is the sixth most
common symptom promoting an outpatient clinic
visit, according to Shaheen, et al. [14]. Practical
guidelines for evaluation of presumed rectal
bleeding have been published [15, 16].
Evaluation of patients with rectal bleeding
remains variable, and depends on the experience
and the availability of methods of investigation
and on the severity of bleeding.

Portal hypertension leads to hemodynamic
disturbances throughout the GI tract. In the
colon, colonic varices and PHC are well
documented [17, 18].

In this study, endoscopic evaluation of cirrhotic
patients with acute hematochezia revealed that

70 patients (90.9%) had bleeding sources that
were not directly related to their liver condition,
with a predominance of inflammatory lesions in
42 patients (54.54%), and only 7/77 patients
(9.1%) bled due to PHC-related lesions.
Correlation with Severity of liver disease was as
per Graph — 3.

Our study revealed that the prevalence of PHC
was increased with advanced liver disease as
evidenced by worsening of the Child—Pugh class
where more hemodynamic dysfunction is more.

Our study demonstrated that the prevalence of
PHC is increased in patients who had undergone
EVL and/or EST of esophageal varices. Previous
studies have shown an increased prevalence of
PHG following complete variceal obliteration by
EST due to redistribution of the blood flow
through the portal system, thereby increasing the
pressure in the gastric mucosa resulting in the
formation of vascular ectasias, cherry red spots
and the mosaic pattern seen on endoscopy [19,
20].

Similarly, it would be suggested that PHC is
related to portal pressure and that obliteration of
the oesophageal varices may result in
redistribution of the blood flow in similar ways
in the stomach and the colon and the use of b-
blockers would be protective against these
regional changes [21, 22]. Rabinovitz, et al. [23]
reported a 25.3% prevalence of hemorrhoids in
412 cirrhotic patients and ascribed this to the
severity of portal hypertension and/or liver
disease and Yamakado, et al. [24] considered
hemorrhoids as an endoscopic feature of PHC. In
the present work, hemorrhoids were more
common in patients without PHC, a finding that
may support suggestions claiming that
hemorrhoids and/or colorectal varices would
decompress the colonic portal venous system
preventing the development of the PHC-related
endoscopic changes.

Despite  numerous  studies, considerable
controversies remain regarding the exact
endoscopic appearance of PHC and inter-
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observer variability has been reported. In the
present study, vascular red spots, vascular
irregularities and vascular ectasias were the most
common features of PHC and the distal colon
carried the main brunt. Therefore, complete
colonoscopy is required, especially in the
emergency setting, for detection of the
widespread colonic vascular mucosal changes
and may also visualise similar changes in the
terminal ileum, termed ‘portal hypertensive
ileopathy [25, 26].

Conclusion

Our data revealed that PHC is not the only
involved cause for hematochezia in cirrhotic
patients despite their significant association.
Instead, hemorrhoids and colitis like mucosal are
also common. Severity of liver disease is an
important factor in Management.
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