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Early symptoms of perforation include persistent abdom-
inal pain and abdominal distention, Later, patients may
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Guidelines for the management

deficiency @
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Investigations
pper and lower Gl investigations shoult
n all postmenopausal female and all
where DA has been confirmed unless tl

All patients should be screened for coel
If oesophagogastroduodenoscopy (OGL
as the initial Gl investigation, only tt
advanced gastric cancer or coeliac |
deter lower Gl investigation (B).

In patients aged =50 or with marks
a significant family history of colorec
lower Gl investigation should still be cor
coeliac disease is found (B).
Colonoscopy has advantages over CT
investigation of the lower Gl tract in 1D
acceptable (B). Either is preferable to
which is useful if they are not availabl
Further direct visualisation of the sma
necessary unless there are symptoms
small bowel disease, or if the haemogl
restored or maintained with iron thera
In patients with recurrent IDA and nc
colonoscopy results, Helicobacter py
eradicated if present. (C).

Faecal occult blood testing is of no
investigation of IDA (B).

All premenopausal women with |L
screened for coeliac disease, but ot

Table 1 Fathological contributors to iron deficiency
anaemia in the UK with prevalence as percentage of
total®*

Contributor Prevalence

Oceult Gl blood loss
Commaon
Aspirin™MSAID use
Colonic carcinoma
Gastric carcinoma
Benign gastric ulceration
Angiodysplasia
Uncommon
Desophagitis
Desophageal carcinoma
Gastric antral vascular ectasia
Small bowel wimours
Cameron ulcer in large hiatus hernia
Ampullary carcinoma
Ancylomasta ducdenale
Malabsorption
Commaon
Coeliac disease
Gastrectomy
Helicobacter pylon colonisation
Uncommon
Gut resection
Bacterial overgrowth
Mon-Gl blood loss
Commaon
Menstruation
Blood donation 5%
Uncommon
Haematuria 1%
Epistaxis <1%

Gl gastrointestinal; NSAID, non-steroidal anti-inflammatory drug.




Upper and lower Gl evaluation
Upper and lower Gl investigations should be considered in all

postmenopausal female and all male patients where IDA has
been confirmed unless there is a history of significant overt non-
Gl blood loss. In the absence of suggestive symptoms (which are
unreliable), the order of investigations i1 determined by local
availability, although all patients should be screened for coeliac

disease with serology (B)—see below. [ opesophagogas-
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METHODS: We performed a retrospective chart review of
1000 randomly selected patients who had been discharged
from the Medicine service at four teaching hospitals. Patient
demographics, clinical presentation. presence or absence of
overt GI bleeding. and use of medications that maght affect
the FOBT wete recorded. Reviewers assessed whether pa-
tients who had FOBT would have been candidates for colon
resection if asymptomatic colon cancer had been found.

CONCLUSIONS: The FOBT. wiuch 1s validated only for cole-
rectal cancer screeming, is often performed mappropriately
in patients admitted to the hospital This test should be
restricted m hospital practice. It would be preferable to
identify patients who are appropniate candidates for colo-
rectal cancer screenung at the time of hospital discharge and
to adwvise them about the appropriate performance of the
FOBT at home. (Am J Gastroenterol 2001:96:1256-1260.
© 2001 by Am Coll of Gastroenterology)




(J Clin Gastroenterol 2006:40:821-82T)

ALIMENTARY TRACT: CLINICAL RESEARCH

Prospective Evaluation of the Use and Outcome of

Admission Stool Guaiac Testing: The Digital Rectal

Examination on Admission to the Medical Service
(DREAMS) Study

Edmund J. Bini, MD, MPH *t I Jean- Pierre Reinhold MD,*t I Elizabeth H. Weinshel MD,*7 |
Ramon Generoso, MD.* { Loay Salman, MD,* | Georges Dahr, MD,*} and Ivan Pena-Sing, MD* }

Methods: We prospectively evaluated 2143 patients admitted to the
medical service at our hospital over a l-year penod. A detailed
chimical hustory was obtamed, and the proportion ol patients who
had DRE and ASG testing, the frequency of positive tests. and the
results of follow-up testing were delermined.

Conclusions: Although DRE and ASG testing are commonly

performed on admission to the hosptal, documentation of the
findings and follow-up of postive tests are poor. These findings
highlight the need to improve physician trammng on the appropnate
use and documentation of the DRE and lecal occult blood testing.




European Journal of Gastroenterology & Hepatology 2012, 24:1270-1275

Inappropriate use of the faecal occult blood test outside of
the National Health Service colorectal cancer screening

programme
Oliver Peacock®, Edward S. Watts®, Nader Hanna?, Keren Kerr®,

Andrew F. Goddard® and Jonathan N. Lund?

Results A total of 758 FOBTs were requested in 701
patients (352 female; median age 69; range 16-99). The
majority (91%) were requested by general practitioners.
A total of 515 out of 758 tests (68%) were performed in
patients outside the NHS BCSP age range. Thirty-seven
out of 86 positive FOBTs were investigated, diagnosing
four rectal cancers and two polyps. Forty-nine out of 87
patients with a positive FOBT were not investigated further
by the requesting physician or the test repeated. Of the
remaining 672 FOBTs, 615 were negative and 57 were
either incomplete or unsuitable for analysis. A total of 111

Conclusion Qur study demonstrates significant misuse of
the FOBT outside the NHS BCSP. Inappropriate use leads
to false positives and exposes patients to unnecessary
risk. False negatives provide reassurance to patients who
may have symptoms that should be investigated. The
FOBT should not be available to physicians in either
primary or secondary care and be restricted to NHS

BCSP. Eur J Gastroenterol Hepatol 24:1270-1275 © 2012
Wolters Kluwer Health | Lippincott Williams & Wilkins.

patients (18%) were referred to hospital and 105 of these
had FOBT performed as part of the referral process.




Screening for colorectal cancer using the faecal occult blood
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Main results

Combined results from the 4 eligible randomised controlled trials shows that participants allocated to FOBT screening had a stanstically
significant 16% reduction in the relative risk of colorectal cancer mortalicy (RR 0.84: CI: 0.78-0.90). In the 3 studies thar used biennial
screening (Funen, Minnesota, Nottingham) there was a 15% relative risk reduction (RR 0.85, CI: 0.78-0.92) in colorectal cancer
mortality. When adjusted for mean screening artendance in the individual studies, there was a 25% relative risk reduction (RR 0.75,

Cl: 0.66 - 0.84) for those artending at least one round of screening using the faecal occult blood test.

Authors’ conclusions

Benehts of screening incdude a modest reduction in colorectal cancer mortality, a possible reduction in cancer incadence through the
detecrion and removal of colorectal adenomas, and potentally, the less invasive surgery thar earlier treatment of colorectal cancers may

involve.

Harmful effects of screening include the psycho-social consequences of receiving a false-positive result, the potenaally signihcant
complicanions of colonoscopy or a false-nepative result, the possibility of overdiagnosis (leading to unnecessary investigations or

trearment} and the complications associared with trearment.
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Colonoscopy

Colonoscopy is generally indicated in the following
circumstances:

Evaluation of an abnormality on barium enema or
other imaging study that is likely to be clinically sig-
nificant, such as a filling defect and stricture.
Evaluation of unexplained GI bleeding:

Hematochexzia.
Melena after an upper GI source has been
excluded.

Presence of fecal occult blood,

Unexplained iron dehciency anemia.
Screening and surveillance for colonic neoplasia:

1.

Screening of asymptomatic, average-risk patients
for colonic neoplasia.

Examination to evaluate the entire colon for syn-
chronous cancer or neoplastic polyps in a patient
with treatable cancer or neoplastic polyp.

. Colonoscopy to remove synchronous neoplastic le-

sions at or around the time of curative resection of
cancer followed by colonoscopy at 1 year and, if
normal, then 3 vears, and, if normal, then 5 years
thereafter to detect metachronous cancer.
Surveillance of patients with neoplastic polyps.




e FOBT e un test di screening

e Puo essere tenuto in considerazione

— Fasce di eta al di fuori dello screening,
soprattutto nell’eta avanzata

— Pazienti con pluripatologie
— Ad alto rischio per indagini invasive

— Nel caso in cui il paziente rifiuti la colonscopia
come primo test
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