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Advantages of Routine Upper-Gastrointestinal Endoscopy
in Positive Fecal Occult Blood Tests with
Negative Colonoscopy Results
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Tharin Thampongsa MD?, Jakrapan Jirasiritham MD!
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Background: Fecal occult blood test [FOBT] is a popular use for colorectal cancer screening. When positive results are found,
colonoscopy is necessary to find pathologic lesion. However, in many patients, nothing can be identified in the colon or rectum. In
this situation some surgeons prefer to perform bidirectional endoscopy to search for the source of the bleeding. Currently, there
is no standard guideline or recommendation to support this, nor is there evidence against it.

Objective: To determine the predictive value of upper gastrointestinal pathology and benefits of routine use of esophago-
gastroduodenoscopy [EGD] after negative colonoscopy in positive FOBT.

Materials and Methods: A retrospective medical records review between January 1, 2015 and December 31, 2016. All patients
who had FOBT for screening colorectal cancer and positive results were included in the present study. Patients had undergone
colonoscopy and EGD on the same day in the surgery unit and had negative finding in complete colonoscopy. The exclusion criteria
were active gastrointestinal bleeding, pre-existing gastrointestinal disease, and previous gastrointestinal tract surgery.

Results: From the method, 185 patients with negative colonoscopy were enrolled. The mean age was 62.57 years. There were 145
females (78.38%) and 40 males (21.62%). In 160 patients who had pathological lesion from EGD, we found 117 cases (73.13%)
with gastritis and no patients with gastric cancer. In 160 patients, there were 25 cases (15.63%) with dyspepsia. Of the 25 dyspepsia
patients, there were 18 cases (69.23%) who had Helicobacter pylori infection.

Conclusion: EGD has a higher yield for diagnosing benign lesions, but not for gastric cancer, in FOBT-positive patients. Dual endoscopy
may be cost effective in terms of early treatment and the reduced chance of future problems. In some patients, we diagnosed and
eradicated H. pylori, therefore reducing the risk of gastric cancer.
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Fecal occult blood test [FOBT] is a convenient
and low-cost procedure for screening colorectal cancer
in general practice. The FOBT technique is well-known
and used in many regions of Thailand. FOBT is highly
sensitive for screening investigation, with up to 83.3%
detection rate for all neoplasms in the colon and
rectum? but test results after 10 years of annual
screening show 23.0% negative colorectal cancer®.
However, when using fecal immunochemical test [FIT],
results show more than 50% negative colonoscopy™>.
In cases of negative colonoscopy, surgeons who refer
to false positive test results may actually just be unable
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to identify the source of bleeding. Although no standard
guidelines or recommendations use upper endoscopy
for this situation, and some studies disagree with its
use due to its low detection rate of gastric cancer®,
some studies advocate its use for its high-detection
yield for benign gastric disease that can then be treated
appropriately”®. Currently, there is no consensus for
the routine use of upper endoscopy in this case®. Our
study wants to determine the predictive value of upper
gastrointestinal pathology and the benefits of the
routine use of esophagogastroduodenoscopy [EGD]
after negative colonoscopy in positive FOBT.

Materials and Methods

We retrospectively reviewed data from medical
records between January 1, 2015 and December 31,
2016, and this was approved by the ethical committee
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of The Faculty of Medicine, Ramathibodi Hospital,
Mabhidol University.

Patients

All patients had FOBT for screening colorectal
cancer and positive results were included in the present
study. Patients had undergone colonoscopy and EGD
on the same day in the surgery unit and had negative
finding in complete colonoscopy. We used the sedative
technique by an endoscopist, with 2 to 5 mg of
Midazolam and 20 to 50 mg of Pethidine in dual
endoscopy. The exclusion criteria were active upper
or lower gastrointestinal bleeding, pre-existing gastro-
intestinal disease, such as colitis, cancer etc, and previous
gastrointestinal tract surgery, such as bariatric surgery,
colectomy.

Fecal occult blood test
Ramathibodi Hospital used the immunochemical
method for FOBT.

Endoscopy

We used EVIS EXERA III CV-190 Olympus in
both colonoscopy and EGD. All endoscopies were
performed by experienced surgeons. Complete
colonoscopy was defined by cecum or terminal ileum
intubation. Negative colonoscopy was defined by no
visual evidence of abnormal lesion in the colon or
rectum by the endoscopist. Esophagoduodenoscope
was used with systematic screening protocol for the
stomach [SSS]19,

Data collection

Results of endoscopic findings and pathological
report were collected in the hospital database. The
demographic data and subgroups were analyzed with
Stata version 14.

Results

During this period, 2,629 patients had positive
FOBT from screening colorectal cancer. Eight hundred
ninety-four patients underwent colonoscopy with
EGD in the same day and 529 patients did not meet
the exclusion criteria. One hundred eighty-five patients
had negative colonoscopy, and were included in our
study (Figure 1) for analysis. The demographic data is
shown in Table 1. The mean age was 62.57 years and
hemoglobin 12.3 g/dL. There were 145 females and
40 males. There were 160 patients (86.49%) who had
pathological lesion and 25 patients (13.51%) who had
negative colonoscopy and normal EGD results. The
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Exclusion criteria

-Active upper and lower GI bleeding
-Preexisting GI disease

-Previous GI tract surgery

After Excluded
N=529

Abnormal colonoscope | | Abnormal colonoscope
and abnormal EGD and normal EGD
N=320 N=24

Normal colonoscope Normal colonoscope
and abnormal EGD and normal EGD
N=160 N=25

Figure 1. The methodology of study.

Table 1. Result of EGD and Colonoscope in patients FOBT positive
Colonoscope EGD, n (%) Total
Abnormal Normal
Abnormal 320 (93.02) 24 (6.98) 344
Normal 160 (86.49) 25 (13.51) 185

EGD = esophagogastroduodenoscopy; FOBT = fecal occult blood test

Table 2. The demographic data of patients who had FOBT positive
with negative colonoscope
Diagnosis n (%)
Total 185 (100)
Age (years), mean + SD 62.57+13.05
Sex
Female 145 (78.38)
Male 40 (21.62)
Hb (g/dL), mean = SD 12.30+1.84

FOBT = fecal occult blood test; Hb = hemoglobin

Table 3. The detail of abnormal EGD finding when negative
colonoscope

Diagnosis n (%)
Total 160 (100)
Helicobacter pylori positive 23 (14.37)
Gastritis (acute or chronic) 117 (73.13)
Gastric polyp 15 (9.38)
Gastric ulcer 14 (8.75)
Hiatal hernia 6 (3.75)
Duodenal ulcer 3(1.86)
Duodenitis 2 (1.25)
Telangiectasis 1(0.63)
GAVE 1(0.63)
Esophageal web 1(0.63)
Gastric cancer 0 (0.00)

EGD = esophagogastroscopy; GAVE = gastric antral vascular ectasia
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Table 4. Symptom of EGD patients who had normal colonoscope

EGD finding Asymptomatic,n (%)  Dyspepsia,n (%)  Bowel habit change,n (%)  Anemia, n (%)  Weightloss,n (%)  Total, n (%)
Abnormal 107 (66.88) 25 (15.63) 10 (6.25) 14 (8.75) 4(2.50) 160 (100)
Normal 17 (68.00) 0(0.00) 2(8.00) 4(16.00) 1(4.00) 25 (100)

EGD = esophagogastroduodenoscopy

Table 5. Pathologic proven for H. pylori infection in patients who
had negative colonoscope with symptom dyspepsia
Diagnosis n (%)
Total 25 (100)
Positive for H. pylori 18 (69.23)
Negative for H. pylori 7 (26.92)

EGD pathological findings of 160 patients are shown
in Table 2. We found 117 cases (73.13%) with gastritis,
15 cases (9.38%) with gastric polyp, 14 cases (8.75%)
with gastric ulcer, six cases (3.75%) with hiatal hernia,
three cases (1.86%) with duodenal ulcer, two cases
(1.25%) with duodenitis, and one case each (0.63%)
with telangiectasia, gastric antral vascular ectasia
[GAVE], and esophageal web. There was no gastric
cancer. Patients who were diagnosed with gastritis were
tested by biopsy then send for pathological report.

In 160 patients who had pathological lesion we
found the majority had no symptoms in clinical
presentation (Table 3). There were 107 cases (66.88%)
which had no symptoms, 25 cases (15.63%) with
dyspepsia, 10 cases (6.25%) with bowel habit change,
14 cases (8.75%) with anemia, and 4 cases (2.5%) with
weight loss (Table 4). The pathological report of 25
dyspepsia patients who had normal colonoscopy is
shown in Table 5. Of the 25 dyspepsia patients, there
were 18 cases (69.23%) who had Helicobacter pylori
infection. However, from the 185, we found 23 patients
(14.37%) who had H. pylori infection.

Three hundred forty-four patients from 529 were
not included in our study due to finding lesions during
colonoscopy (positive colonoscopy). We found 320
cases (93.02%) with pathological lesion in EGD. The
diagnosis yields in upper gastrointestinal endoscopy
after a positive FIT result, regardless of colonoscopy
result, was 90.73%. In cases of positive FIT results with
negative colonoscopy results the diagnostic yield was
86.48%.

Discussion

FOBT is used extensively in Thailand for screening
colorectal cancer, due to its cost effectiveness and ease
of use in rural areas. However, many reports found
positive results, but colonoscopy could not identify
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pathology in the colon or rectum™. This situation has
led to the concept of bidirectional endoscopy (perform-
ing both EGD and colonoscopy)/'". However, there are
no consensus or standard guideline recommendations
to use EGD in cases of positive FOBT. Allard et al
reported in a systematic review insufficient evidence
for or against the recommendation of EGD in this
condition®. Occasionally, endoscopists perform EGD
in these situations to discover the source of occult
bleeding in the stomach, especially for gastric cancer,
but several reports disagree because gastric cancer
is a rare condition in FIT-positive patients®6!213),
Ali et al' reported dual endoscopy in 260 cases that
had positive FOBT with negative colonoscopy. In the
260 cases, 16 (6.1%) had positive findings on EGD but
none of these 16 cases had gastric cancer. He concluded
that performing EGD after negative colonoscopy
should be based on the clinical condition and risk
factors of each patient. Hisamuddin et al® reported
70 from 99 cases had positive FOBT with negative
colonoscopy. He found 25 cases (36%) had abnormal
EGD findings but no cases of gastric cancer. Some
authors reported they can detect gastric cancer in dual
endoscopy. Choi et al reported 3 cases (1.2%) with
gastric cancer from EGD®. Zappa et al® found the
4-times higher gastric cancer risk in FOBT-positive
patients with negative colonoscopy. Beyond the
oncologic outcome, numerous benign lesions in the
upper gastrointestinal tract were found in dual
endoscopy. Velez et al'¥, Choi et al®, and Ng et al?
advocated EGD in this scenario because we can treat
benign conditions before they become advanced. We
found that H. pylori infection in EGD is a risk factor
of gastric cancer. Chronic gastritis can develop into
intestinal metaplasia and lead to carcinoma in situ of
stomach('®. Both can be treated and need follow-up.
In addition, EGD has a very low complication and
mortality rate 0.004%"7'® and is not a difficult or
time-consuming procedure. In our division, when we
performed the dual procedure on patients they were
sedated, but when only performing EGD, we used local
anesthesia. This can cause some discomfort for the
patient. Patients did not feel uncomfortable when we
perform the dual procedure.
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In our study, the aim was to find a conclusion of
performing EGD in patients of positive FOBT with
negative colonoscopy. From 529 patients included in
the study, we found 185 patients with negative
colonoscopy findings. In 160 patients (86.49%) we
found lesions in EGD and the majority were gastritis
(117, 73.13%), proven by pathological results. The
pathological results of gastritis are subjective and
depend on the pathologist. Although we did not find
gastric cancer, we found H. pylori infection in 23
patients (14.37%), which is a risk factor in gastric cancer.
Our study shows that we cannot use EGD in FOBT-
positive patients for screening gastric cancer, but it
has a higher yield in detecting benign conditions. The
diagnosis yield is 90.73% for EGD in colonoscopies
with both positive and negative results. In cases of
positive FIT results with negative colonoscopy results
the diagnostic yield was 86.48%. This study represents
that dual endoscopy may be cost effective because
it can reduce the cost of treatment before benign
conditions become advanced, and EGD in Thailand
is not expensive when compared to other countries.
However, this study has limitations due to the study
design and low study population. In the future, we hope
our study can lead to randomized control trials to
reduce our limitations.

Conclusion

From our study, the EGD has a higher yield for
diagnosing benign lesions, but not for gastric cancer
in FOBT-positive patients. Dual endoscopy may be
cost effective in terms of early treatment and the
reduced chance of future problems. In some patients,
we diagnosed and eradicated H. pylori, therefore,
reducing the risk of gastric cancer.

What is already known on this topic?

Many studies do not have any conclusion about
the role of EGD after negative colonoscopy in FOBT-
positive patients. Some studies encourage the use of
EGD to identify early stages of gastric cancer. However,
others do not agree with this type of diagnosis because
gastric cancer is a rare condition and is not screened
by fecal blood count.

What this study adds?

This study suggest that dual endoscopy should be
done in patients who had FOBT positive because it
is cost effective in terms of early treatment and it can
reduce the chances of benign conditions becoming
advanced. EGD in Thailand is not expensive when
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compared to other countries.
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