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Abstract

Background: Complaints of lower gastrointestinal symptoms are common in everyday clinical practice; the underlying
aetiology varies widely. Lower gastrointestinal endoscopy (Colonoscopy) is the gold standard investigation for evaluating
lower gastrointestinal symptoms. It is very useful in the proper diagnosis and determination of the appropriate treatment,
including endotherapy, of the underlying pathology.

Aim/Objective: To determine the spectrum of indications and endoscopic abnormalities in the patients undergoing lower
gastrointestinal endoscopy at a tertiary healthcare facility located in a rural community in south-west Nigeria.

Methods: This was a retrospective cohort study of all patients who had lower gastrointestinal endoscopy between February
2016 and February 2021 (a period of 5 years). The Age, Gender, Indication and the Endoscopy findings were obtained from
the endoscopy register. A total of 48 lower gastrointestinal endoscopies had been performed over the period. The data obtained
was analyzed using the Statistical Package for the Social Sciences (SPSS) version 21.0. Descriptive statistics used included
frequency tables, means and standard deviations.

Results: A total number of 48 lower gastrointestinal endoscopies were performed during the period under review, out of which
34 (70.8%) were males and 14 (29.2%) were females with a male to female ratio of 2.4 to 1. The age range of the patients was
35 to 86 years with a mean (xSD) of 61.7(x14.03) and median of 62.5 years. The highest number of lower gastrointestinal
endoscopies were performed on male individuals above 60 years of age.

Symptoms of lower gastrointestinal bleeding (haematochezia/melaena) constitute the most common indication for lower
gastrointestinal endoscopy (27.1%), followed by a clinical suspicion of a rectal tumour 12.5%, documented abnormality on an
imaging study 10.4% and tenesmus 10.4%. The caecal intubation rate from this study was 87.5%.

The commonest endoscopic abnormality detected from this study was Large bowel tumour (45.8%) with the following
distribution: Rectum 14.6%, Rectosigmoid 10.4%, Sigmoid colon 10.4%, Ascending colon 6.2%, Descending colon 2.1% and
Caecal pole tumour 2.1%. The other abnormalities detected include Colon polyps 12.5%, Haemorrhoids 6.2%, Diverticulosis
6.2%. Ulcerative colitis 4.2% and Rectal polyp 4.2%. Normal endoscopy findings were found in 27.1% of the patients. Large
bowel tumours were the commonest cause of lower gastrointestinal bleeding in this study followed by haemorrhoids and
diverticulosis.

Conclusion: The commonest indication for lower gastrointestinal endoscopy in this study was lower gastrointestinal bleeding
while the commonest endoscopic abnormality was large bowel tumour. Large bowel tumours were the most common cause of
lower gastrointestinal bleeding and left-sided bowel tumours were the more commonly found tumours in this study. It may
therefore be concluded that, large bowel tumours are the commonest underlying gastrointestinal pathology of patients’
symptomatology necessitating lower gastrointestinal endoscopic evaluation. Certainly, the importance of lower gastrointestinal
endoscopy in the evaluation of patients with lower gastrointestinal symptoms cannot be overemphasized.
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Introduction
Lower gastrointestinal endoscopy also known as
Colonoscopy is an endoscopic procedure in which a flexible

haematochezia or melaena): Surveillance, evaluation, and
follow-up of colorectal cancer (such as family history of
colorectal cancer, familial adenomatous polyposis or

endoscope is introduced through the anus for visual
inspection of the entire large bowel; it is advanced through
the rectum, sigmoid colon, descending colon, transverse
colon, ascending colon and the caecum [, Lower
gastrointestinal endoscopy is the gold standard investigation
for lower gastrointestinal symptoms [, It provides an
additional benefit of enabling mucosal biopsy sampling and
brush cytology for histopathologic diagnosis and therapeutic
interventions can also be carried out [,

Some indications for lower gastrointestinal endoscopy
include: Screening at risk individuals for colorectal cancer
81 Diagnostic evaluation for signs or symptoms suggestive
of lower gastrointestinal (Gl) disease (such as constipation,
diarrhea, abdominal pain, altered bowel habit,

hereditary non-polyposis colorectal cancer); Biopsy for
suspected lower Gl disease (such as in inflammatory bowel
disease); and Therapeutic intervention (such as control of
hemorrhage, dilatation or stenting of stricture, ablation of
neoplasms or removal of polyps) & 71. Symptoms of lower
gastrointestinal diseases are common and accurate diagnosis
is usually made after an adequate clinical, laboratory and
imaging assessment.! In resource poor countries such as in
Nigeria, diagnosis is often largely based on clinical
assessment [& 9 Accurate localization and diagnosis of
gastrointestinal pathologies is necessary for proper
evaluation, treatment and follow-up of patients. The
importance of lower gastrointestinal endoscopy in patient
management thus cannot be overemphasized.
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Several studies have been published in the literature
internationally on the findings at lower gastrointestinal
endoscopy in patients presenting with symptoms of lower
gastrointestinal diseases %3, Some of the findings include
colorectal cancers, colitis, proctitis, colon polyps, rectal
polyps, diverticular disease, ulcerative colitis, crohn’s
disease, vascular malformations and haemorrhoids with
varying prevalences in different study populations [0-13],
Some studies have also reported Normal findings at lower
gastrointestinal endoscopy despite the patients having lower
gastrointestinal symptoms [0 1% 131,

Studies conducted in Nigeria have also shown similar
findings with varying prevalences [ 9 417 There is
however paucity of data on the pattern of endoscopy
findings in patients undergoing lower gastrointestinal
endoscopy in the rural environments in Nigeria. This is
because lower gastrointestinal endoscopy services are not
available in most rural communities in Nigeria and the few
published studies were conducted in urban communities
where lower gastrointestinal endoscopy is available. This is
sadly the trend across the country and also in other
developing countries [8 18 191,

The aim of this study is to determine the characteristics of
the patients undergoing lower gastrointestinal endoscopy in
a rural community in south-west Nigeria. The objective of
this study is to determine the spectrum of indications and
endoscopic abnormalities in the patients undergoing lower
gastrointestinal endoscopy at the Federal Teaching Hospital,
Ido-Ekiti, Ekiti state in south-west Nigeria. The institution
started offering lower gastrointestinal endoscopy services in
February 2016 till date and this study is an audit of the
endoscopy practice.

Knowledge of the common indications for and findings at
lower gastrointestinal endoscopy in our environment will
help to improve clinical practice and overall patient care.
This study will also provide much needed scientific data on
the subject among rural dwellers and it will contribute to the
pool of the already available data which can be used to build
a national database on endoscopy findings across the
different communities in Nigeria. This can then form a
template upon which more extensive research can be carried
out in our population and can also be used for the
development of a national colonoscopy guideline.

Methodology

Study design

This was a retrospective cohort study of all patients who had
lower gastrointestinal endoscopy between February 2016
and February 2021 (a period of 5 years) at the Federal
Teaching Hospital, ldo-EKiti, EKiti state in south-west
Nigeria.

Study location

The study was conducted at the Federal Teaching Hospital,
Ido-EKiti, Ekiti state in south-west Nigeria. Ido-Ekiti is one
of the rural communities located in Ido-Osi local
government area of EKkiti state which has an estimated
population of 159,114 people. The Federal Teaching
Hospital, 1do-EKkiti is a tertiary health institution that started
providing endoscopy services for patients since February
2016 till date.

The Lower gastrointestinal endoscopy procedures were
carried out in the endoscopy suite which is located within
the Operating Theatre complex of the Federal Teaching
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Hospital, ldo-Ekiti. The Gastroenterology unit of the
Department of Medicine is in charge of all gastrointestinal
endoscopies in the institution.

Patient population

Referrals for endoscopies are received by the
Gastroenterology unit from the hospital’s outpatient clinics,
wards, emergency department, other various specialized
units within medicine department as well as from other
departments in the hospital such as Obstetrics and
Gynaecology and General Surgery. The hospital runs an
“open access” endoscopy policy whereby the patients are
directly referred to the endoscopy room by their physicians
based on their perceived need without prior review by a
gastroenterologist. Nevertheless, the patients would be
properly prepared for the procedure following standard
protocols.

Procedure

Patients presenting for Lower gastrointestinal endoscopy
would have been booked and undergone adequate bowel
preparation which commences usually 3 days before the
procedure. A combination of dietary modifications, liberal
fluid intake, two laxatives (Castor oil 15mls and Bisacodyl
20mg twice daily) and a bowel cleansing agent (such as
MOVICOL®, PICOLAX®) were used for the bowel
preparation. The patients were also fasted for a minimum of
8hours before the procedure. The procedure was explained
to them and a written informed consent obtained before the
procedure. The patients’ socio-demographics and indication
for lower gastrointestinal endoscopy were documented in
the endoscopy register.

Patients were placed on a dextrose containing intravenous
fluid and an anti-motility agent (Hyoscine butyl bromide 20
-40mg) administered before the procedure. Patients were
also administered a combination of Pentazocine 30mg and
Diazepam 10mg with the doses titrated for optimal
conscious sedation. General anaesthesia was not
administered to any of the patients. Continuous monitoring
of the patient was done by a nurse throughout the procedure.
Patients were placed in the left lateral decubitus position. A
systematic examination was done by the endoscopist (a
Gastroenterologist). The Lower gastrointestinal endoscopy
was done using a forward viewing Olympus CV-170 series
video scope (Olympus America Incorporated) according to
standard procedures. Endoscopic images of important views
were taken for documentation and for further review after
the procedure.

Samples of mucosal biopsies were taken as indicated and
the specimens were transported in a formalin solution for
histopatho logical evaluation. There was observation of the
patient for a minimum period of 30minutes after the
procedure and subsequently discharged home or taken to the
wards once the vital signs were satisfactory. The endoscopy
findings were documented in the endoscopy register and an
endoscopy report was issued to the patients.

Data collection

The endoscopy room register was used to obtain the data for
a five-year period; February 2016 to February 2021. The
following information was obtained from the register: Age,
Gender, Indication and the Lower gastrointestinal
endoscopy findings. A total of 48 lower gastrointestinal
endoscopies had been performed over this period.
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Ethical Approval
Ethical approval was obtained from the Ethics and Research
Committee of the institution.

Data Analysis

The data obtained was analyzed using the Statistical
Package for the Social Sciences (SPSS) version 21.0
computer software package (SPSS Chicago Inc. IL U.S.A).
Descriptive statistics used included frequency tables, means
and standard deviations.

Results

A total number of 48 Lower gastrointestinal endoscopies
were performed during the period under review (February
2016 to February 2021 — a five year period), out of which 34
(70.8%) were males and 14 (29.2%) were females with a
male to female ratio of 2.4 to 1 (Figure 1). The age range of
the patients was 35 to 86 years with a mean (xSD) of
61.7(x14.03) and median of 62.5 years (Figure 2).

The highest number of lower gastrointestinal endoscopies
were performed on male individuals above 60 years of age
(Table 1). There had been a gradual rise over the years in
the number of lower gastrointestinal endoscopies performed
with 15 (31.2%) procedures performed in 2019 but 14
(29.2%) procedures were performed in 2020 (Figure 3).
Symptoms of lower gastrointestinal bleeding
(haematochezia/melaena)  constituted the commonest
indication for lower gastrointestinal endoscopy (27.1%),
followed by a clinical suspicion of a rectal tumour 12.5%,
documented abnormality on an imaging study 10.4% and
tenesmus 10.4% (Table 2). The imaging modalities
considered in this study include any of Barium enema,
Abdominal X-ray, Abdominal ultrasound scan or
Abdominal CT scan.

The caecum was intubated (confirmed by insertion of the tip
of the colonoscope into the caecal caput; permitting
examination of the medial aspect of the caecum proximal to
the ileocaecal valve) in 42 patients, giving a caecal
intubation rate of 87.5% (Table 3).

Various endoscopic abnormalities were detected in this
study and some patients had multiple abnormalities (Table 4
and Figures 4-6). The commonest endoscopic abnormality
detected from this study was Large bowel tumour (45.8%)
with  the following distribution: Rectum 14.6%,
Rectosigmoid 10.4%, Sigmoid colon 10.4%, Ascending
colon 6.2%, Descending colon 2.1% and Caecal pole
tumour 2.1%. The other abnormalities detected include
Colon polyps 12.5%, Haemorrhoids 6.2%, Diverticulosis
6.2%. Ulcerative colitis 4.2% and Rectal polyp 4.2%.
Normal endoscopy findings were found in 27.1% of the
patients.

In this study, Large bowel tumours were the commonest
endoscopy findings and they constituted 30.8% of the
abnormalities seen in patients who had lower
gastrointestinal endoscopy done on account of symptoms of
lower gastrointestinal bleeding (haematochezia/melaena) as
depicted in Table 5. The other common causes of lower
gastrointestinal  bleeding from this study include
Haemorrhoids 23.1%, Diverticulosis 23.1%, Ulcerative
colitis 15.4% and Colonic polyps 7.7%.
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Table 1: Age and gender distribution

Gender

Age group Male(s) Female(s) Total (%)
<30 0 0 0 (0)
30-39 2 1 3(6.2)
40-49 2 5 7 (14.6)
50-59 8 3 11 (22.9)
60-69 6 4 10 (20.8)
70-79 12 0 12 (25.0)
>80 4 1 5(10.4)

Total (%) 34 (70.8) 14 (29.2) 48 (100.0)

Table 2: Indications for lower gastrointestinal endoscopy.

Indication Frequency | %
Haematochezia/Melaena 13 27.1
Suspected Rectal Tumour 6 12.5
Abnormality on other Imaging Tests 5 10.4
Tenesmus 5 10.4
Altered Bowel Habit 4 8.3
Suspected Colonic Tumour 4 8.3
Localized Abdominal Swelling 3 6.2
Abdominal Pain 2 4.2
Screening Colonoscopy 1 2.1
Constipation 1 2.1
Chronic Diarrhoea 1 2.1
Unexplained Weight Loss 1 2.1
Unexplained Anaemia 1 2.1
Positive FOBT 1 2.1
Total 48 100.0
Key: FOBT-Faecal occult blood test
Table 3: Caecal intubation rate.
Caecal intubation Frequency %
Yes 42 87.5
No 6 12.5
Total 48 100.0
Table 4: Lower gastrointestinal endoscopy findings.
Findings Frequency %
Large Bowel Tumour 22 45.8
Rectal Tumour 7 14.6
Sigmoid Colon Tumour 5 10.4
Rectosigmoid Tumour 5 10.4
Ascending Colon Tumour 3 6.2
Descending Colon Tumour 1 2.1
Caecal Pole Tumour 1 2.1
Normal Findings 13 27.1
Colonic Polyp 6 12.5
Haemorrhoids 3 6.2
Diverticulosis 3 6.2
Ulcerative Colitis 2 4.2
Rectal Polyp 2 4.2
Crohn’s Disease 0 0
Total 51 106.2

Table 5: Lower gastrointestinal endoscopy findings in patients
with lower gastrointestinal bleeding.

Findings Frequency %
Large Bowel Tumour 4 30.8
Sigmoid Colon Tumour 2 15.4
Ascending Colon Tumour 1 7.7
Rectal Tumour 1 7.7
Haemorrhoids 3 23.1
Diverticulosis 3 23.1
Ulcerative Colitis 2 15.4
Colonic Polyp 1 7.7
Normal Findings 1 7.7
Total 14 107.8
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Fig 3: Frequency of lower gastrointestinal endoscopies over a five-
year period (Feb. 2016 to Feb. 2021).
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Fig 4: Endoscopic image of an advanced rectal tumour causing
significant luminal narrowing in a patient presenting with tenesmus.
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Fig 5: Endoscopic image of a tumour in the descending colon of a
patient presenting with change in bowel habit.

Discussion

Patients presenting with symptoms of lower gastrointestinal
disorders are commonly encountered in routine clinical
practice and lower gastrointestinal endoscopy can play a
major role in the diagnosis of the underlying pathology [ 31,
It is therefore expected that a large number of lower
gastrointestinal endoscopies would be performed as a result.
In this study, the total number of lower gastrointestinal
endoscopy procedures performed over a 5-year period was
quite small when compared with similar studies in Nigeria
but which were conducted in urban communities [ % 14171,
Although there was an increase in the number of the lower
gastrointestinal endoscopy procedures performed from
5(10.4%) in 2016 to 15(31.2%) in 2019 but 14(29.2%) in
2020, the number is relatively small. This could be due to a
number of reasons which include the fact that the hospital is
located in a rural environment which has a small population
compared to an urban community. Also, the low educational
status of the populace and their preference of traditional
remedies to orthodox treatment are additional contributory
factors.

The low socio-economic status of the residents, whom are
mostly retirees and elderly, also prevents them from
patronizing the hospital considering the high cost of services
and treatment which they cannot afford. A large proportion
of the residents are self-employed; artisans, farmers and
traders, and they are not registered under the National
Health Insurance Scheme which could have considerably
reduced the cost of accessing a Lower gastrointestinal
endoscopy service in the hospital.

Furthermore, the COVID-19 pandemic also contributed to
the decline recorded in the number of the lower
gastrointestinal endoscopy procedures performed in the year
2020 otherwise more procedures should have been recorded
than that of 2019 going by the upward trend in the number
procedures performed before the pandemic.

This study found a male: female ratio of 2.4:1 among
patients who had lower gastrointestinal endoscopy. This is
similar to the findings of Ismaila et al 1. in Jos, Olokoba et
al %1, in lorin, Alatise et al 1. in Ile-Ife, Osinowo et al 27,
in Lagos and Ray-Offor et al Y. in Port Harcourt. The
conservative nature of women might explain the gender
difference.

In this study, the mean(+SD) age of the patients was
61.7(x14.03) years which is higher than what was reported
by Ismaila et al [, (43.5 years), Osinowo et al %, (46.9
years) and Olokoba et al [*31, (53.4 years). The mean age
reported by Ray-Offor et al 211, (54.8 years) and Akere et al
(81 in Ibadan (57.9 years) was also less compared with our
study. Sixty percent of the patients in our study were above
60 years of age; reflecting the age when majority of our
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population would likely require a lower gastrointestinal
endoscopy. The age difference may be because this study
was conducted in a rural community with a lot of retirees
and elderly individuals unlike the other studies which were
conducted in urban communities with much younger
population.

The commonest indication for lower gastrointestinal
endoscopy from this study was lower gastrointestinal
bleeding (27.1%) followed by suspected rectal tumour
(12.5%). Olokoba et al [*91. also reported that the commonest
indications for lower gastrointestinal endoscopy in their
study were rectal bleeding, suspected colorectal cancer and
an unexplained change in bowel habit. A similar study by
Alatise et al [ in lle-Ife also reported lower
gastrointestinal bleeding as the commonest indication for
lower gastrointestinal endoscopy followed by change in
bowel habit. Studies across the world also showed that
lower gastrointestinal bleeding is the commonest indication
for lower gastrointestinal endoscopy in the works carried
out by Berkowitz and Kaplan 22 South Africa, Sahu et al
1231, India and Kassa 'l in Ethiopia.

The cause of a lower gastrointestinal bleeding should be
determined during a lower gastrointestinal endoscopy. In
this study, large bowel tumours were the most common
cause of lower gastrointestinal bleeding followed by
haemorrhoids and diverticular disease whereas Alatise et al
(141, reported haemorrhoids, diverticulosis and polyps as the
most common causes of lower gastrointestinal bleeding in
their study.

Screening endoscopy was the indication for lower
gastrointestinal endoscopy in 2.1% of the patients in this
study which is quite low. Similarly, Akere et al [,
Osinowo et al 2%, reported that 3.2% and 4% respectively of
the patients in their study had screening lower
gastrointestinal endoscopy. This low screening rates is a
reflection of a weak national colorectal screening
programme and poor public awareness about colorectal
cancer and its prevention. It will therefore not be surprising
if the incidence of colorectal cancer in the populace
continues to rise.

In this study, the commonest endoscopic abnormality was
large bowel tumour (45.8%) followed by colonic polyps
(12.5%) and haemorrhoids (6.2%). Olokoba et al (%1, in
llorin and Lee et al . Jamaica also reported colorectal
cancers as the most common pathology at lower
gastrointestinal endoscopy. In contrast, Akere et al [, in
Ibadan, Ray-Offor et al 4, in Port Harcourt and Mahomed
et al.'? in South Africa all reported colonic polyps as the
most common pathology at lower gastrointestinal
endoscopy while Ismaila et al ], in Jos and Alatise et al 141,
lle-Ife, reported hemorrhoids as the most common
pathology at lower gastrointestinal endoscopy. Alatise et al
(141 however also reported in addition that the second most
commonly found endoscopic abnormality in their study was
colorectal cancer.

In other parts of the world, Dakubo et al [*3l. in Ghana,
Cahyono et al 9, in Indonesia, and Al-Shamali et al 114, in
Saudi Arabia, reported hemorrhoids, colorectal cancer, and
inflammatory bowel disease, respectively as the most
common diagnosis at lower gastrointestinal endoscopy.
Reasons for varying findings at lower gastrointestinal
endoscopy may be explained by differences in lifestyle,
diets, behavioral, race, geographic locations and
environmental factors as well as the experience of the
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endoscopist.

Accurate endoscopic localization of the site of a large bowel
tumour and the extent of the tumour during a lower
gastrointestinal endoscopy is extremely important, as this
would determine the type of interventions that would be
necessary in the management of the patients. In this study,
rectal tumours (14.6%) were the commonest large bowel
tumours followed by sigmoid colon tumours (10.4%) and
rectosigmoid tumours (10.4%). Thus, left-sided bowel
tumours were the more commonly found tumours in this
study.

Colorectal cancer is a major cause of morbidity and
mortality all over the world and it is the most common type
of gastrointestinal cancer 1. Studies have shown that
colorectal cancer accounts for 10-56% of all gastrointestinal
malignancies in Nigeria 2628, and the lifetime incidence for
patients at average risk is 5%, with 90% of cases occurring
after the age of 50 years L. In this study, 73% of the
patients with colorectal cancer were above 50 years while
the remaining 27% were between 45 — 50 years of age.
Symptoms of colorectal cancer include haematochezia,
melaena, fatigue, constipation, change in bowel habits and
unexplained weight loss among others. These symptoms
were also observed in this study population necessitating
their presentation for lower gastrointestinal endoscopy.
Individuals presenting with any of these symptoms should
undergo a thorough medical evaluation including a lower
gastrointestinal endoscopy as they may be the features of
colorectal cancer.

Colorectal cancer survival is highly dependent upon stage of
disease at diagnosis, the earlier the stage at diagnosis, the
higher the chance of survival. It is estimated that 394,000
deaths from colorectal cancer still occur worldwide annually
251, colorectal cancer is a preventable disease which can be
achieved through early cancer detection by widely applied
screening programs such as lower gastrointestinal
endoscopy for at risk individuals and surgical removal if the
cancer is detected early [30-32],

This study showed a polyp detection rate of 16.7% which is
similar to what was reported by Olokoba et al (', (15.5%)
but less than what was reported by Akere et al 8, (23.2%)
and Ray-Offor et al [21, (53.7%). Alatise et al 1. Osinowo
et al %, and Ismaila et al . reported lower values of
10.3%, 7.4% and 6.9% respectively.

In this study, the prevalence of ulcerative colitis was 4.2%
and there was no patient with crohn’s disease. Ulcerative
colitis is reportedly rare in Black Africans 3% 34 and indeed
Nigerians 16 31 compared to Western populations [26 371,
There is no national data on the prevalence of ulcerative
colitis in Nigeria; only few reports are available, mainly as
case reports and case series [¥ ¥l Even though ulcerative
colitis is rare in our environment, it is important for
physicians to have a high index of suspicion for this
condition particularly in young individuals presenting with
recurrent haematochezia such as the patients in this study.
The caecal intubation rate from this study was 87.5% which
is lower than the recommended minimum of 90% [, This
can be explained by few instances of sub-optimal bowel
preparation and poor patients’ tolerance of the procedure;
since the procedures were performed under conscious
sedation and not general anaesthesia. Some patients also had
obstructing tumours which prevented ability to advance the
scope further. Osinowo et al 21, Akere et al (%, and Ray-
offor et al 2. reported caecal intubation rates of 80.2%,
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89.2% and 98.5% respectively. Studies have shown that
some of the factors that affect caecal intubation rates are
age, gender, quality of bowel preparation, experience of the
endoscopist, procedure volume, and certain diseases of the
colon such as diverticular disease and inflammatory bowel
disease [ 421,

This study has shown an overall diagnostic yield of 72.9%
with 27.1% having normal lower gastrointestinal endoscopic
findings. The diagnostic yield from our study was higher
than that of Osinowo et al %), and Alatise et al 4, who
reported diagnostic yields of 55.9% and 70.9% respectively
but lower than that of Akere et al [*6], Ismaila et al 1. and
Olokoba et al %1, who reported diagnostic yields of 74%,
79% and 79.6% respectively. Differences in indications, as
well as the spectrum of colonic diseases, inclusion criteria
and sample size are some of the factors that can determine
the diagnostic yield following lower gastrointestinal
endoscopy.

Studies have shown that the highest diagnostic yield is
found in patients having lower GI bleeding, mass lesions
and polyps as demonstrated by Morini et al [3l, Kassa €],
Lee et al 1, and Rex 4 in their work. This observation
was also supported by this study in which 92.3% of the
patients with lower gastrointestinal bleeding had an
identifiable endoscopic abnormality that is responsible for
the bleeding (i.e. 92.3% diagnostic yield) while in 7.7% of
the patients, there was no endoscopic abnormality found.
The importance of lower gastrointestinal endoscopy in the
evaluation of patients with lower gastrointestinal symptoms,
in order to confirm the diagnosis and in some cases provide
therapy, thus cannot be overemphasized.

Limitations of the study

1. The total number of the Ilower gastrointestinal
endoscopies performed over the 5-year period under
review was relatively small, a larger volume of the
procedure would have been better which could give a
wider range of endoscopic abnormalities.

2. The histology reports of the mucosal biopsy samples
taken during the endoscopy procedures were not
documented in the Endoscopy register and thus was not
included in this study. Since the hospital does not have
Electronic Medical Record, such reports can only be
retrieved by searching through the individual case files
of the patients which is outside the scope of this study.

Conclusion

The commonest indication for lower gastrointestinal
endoscopy in this study was lower gastrointestinal bleeding
while the commonest endoscopic abnormality was large
bowel tumour. Large bowel tumours were the most common
cause of lower gastrointestinal bleeding and left-sided bowel
tumours were the more commonly found tumours in this
study. It may therefore be concluded that, large bowel
tumours are the commonest underlying gastrointestinal
pathology of patients’ symptomatology necessitating lower
gastrointestinal endoscopic evaluation. Certainly, the
importance of lower gastrointestinal endoscopy in the
evaluation of patients with lower gastrointestinal symptoms
cannot be overemphasized.

The findings from this study conducted in a rural
community in Nigeria were similar to those conducted in
urban communities in the country; suggesting that place of
domicile may not affect the pattern of symptomatology,
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clinical presentation or the endoscopy findings of
individuals. This further suggests that the risk factors for
gastrointestinal pathologies are similar in both rural and
urban communities. Therefore, a national guideline on
endoscopic evaluation of lower gastrointestinal disorders
can be universally applied irrespective of the location of
practice in Nigeria.

Recommendations

1. Enlightenment of the public about the need to avoid the
risk factors for colorectal cancers is important in
reducing its incidence in the general population thereby
reducing the morbidity and mortality associated with it.
Such risk factors include obesity, cigarette smoking,
excessive alcohol consumption, consumption of
smoked food items and consumption of red meat.
Consumption of vegetables and fruits should be
encouraged since they reduce the risk of colorectal
cancers.

2. There is a need to have and implement a national
guideline in Nigeria for colorectal cancer screening in
order to aid early cancer detection and early removal of
pre-malignant lesions identified during routine
screening endoscopy. Early detection and prompt
intervention remain the only ways the morbidity and
mortality associated with this debilitating condition can
be reduced since colorectal cancer is curable when
detected early. Screening endoscopy should be
encouraged for individuals above 45 years of age.

3. Government should ensure universal health insurance
coverage for the populace, which should cover lower
gastrointestinal endoscopy so that more patients with
the indications for it can benefit from the procedure.
This would increase the volume of the procedures
performed, improve the skills of the endoscopists,
enhance better training of resident doctors and improve
overall patient care.

4. Government should also make lower gastrointestinal
endoscopy services available in more health institutions
across the country including rural communities to
facilitate patients’ access to care.

5. Regular Clinical Audit should be performed by each
specialized unit in the hospital and compare practice
with international standards; this would greatly improve
overall performance and patient care.
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