


رویکرد بالینی به دفع خون مخفی در مدفوع 

دکتر نوشین سجادی 

دانشگاه علوم پزشکی اراک



Occult GI bleeding                     GI bleed that Initially presents as FOBT and/or 
iron deficient anemia without any visible blood in the stool

Obscure GI bleeding                     GI bleed that persist or recurs without any 
obvious etiology after standard endoscopic examination

The healthy person passes roughly 2 ml of blood in 150 grams of stool.



• Guaiac test 

• Heme-porphyrin test 

• Immunochemical test







– Being used for more than a century 

The test involves placing a fecal sample on guaiac paper (containing a phenolic 
compound, alpha-guaiaconic acid, extracted from the wood resin of Guaiacum 
trees) and applying hydrogen peroxide which, in the presence of blood, yields a 
blue reaction product within seconds.

– May be positive with as little as 1mg Hb/gm of stool or remain negative in 
those with more than 80mg Hb/gm of stool (prozone effect)

– Two types

1- Hemoccult 

2- Hemoccult II SENSA



Medications 

• Aspirin/NSAIDS , anticoagulants and steroids/ boric acid, colchicine, bromides, 
and iodine.

Iron supplements(In vivo vs in vitro)

Exogenous peroxidase activity

• Red meat consumption 

• Fruit consumption(cantaloupe , grapefruit, figs ,bananas ,grapes…)

• Uncooked vegetables (radish, cauliflower, broccoli , turnip ,mushroom )

Extraintestinal blood loss

• Epistaxis/gingival bleeding/hemoptysis
 Hemorrhoid and women on menstrual flow 

 White cells and bacteria also cause a false positive test.



– Dry stool specimen

– Hem (Fe2+ }ferrous ion{) degradation to porphyrin(heme oxygenase's 
catabolize heme's porphyrin ring and iron atom within it to carbon monoxide 
and ferrous, Fe(II)

– Ascorbic acid/vitamin C (more than 250 mg/day )

– Heat



Guaiac test not indicated 

– Person who don’t follow the diet 

• In hospital patients 

• Naso-gastric aspirate or vomit

• Apparent melena or hematochezia



Based upon immunological recognition of intact human globin

– Anti globulin or anti-albumin antibody are used

– These antibody don’t react with diet/peroxidases or medications so less 
false -/+

– Detects as little as 0.3mg of blood added to stool but fail to detect if 100-
200ml of blood ingested(prozone effect)

– Detects only lower GI tract bleeding not upper as globulin is digested by 
pepsin and pancreatic enzymes 



HemoQuant – Involves hem and hem derived porphyrin 

– Quantification of blood loss

– Sensitive for both upper and lower GI bleed

– Higher sensitivity for upper bleed compared to guaiac and 
immunochemical testing 

– Takes 2-4 days for the result 

– Not affected by medications/dietary peroxidases except red meet



 The most common indications for FOBT are anemia, and colon 
cancer screening.

 It can also be used to help discriminate irritable bowel syndrome (IBS) from 
inflammatory bowel disease (IBD), which is more likely to yield a positive test 
result









 CRC can present in the first decade of life. Its different biology is 
responsible for its atypical presentation, advanced stage at diagnosis, 
aggressive histological subtypes and poorer survival. 

 Increasing awareness of this entity at such young age amongst 
pediatricians and family practitioners would aid early diagnosis, prompt 
management, and also prevent side effects of wrong treatments such as 
antituberculosis treatment(ATT )or steroids. 

 Poorer outcome in children warrants a need for pediatric CRC trials both to 
establish etiology and for refining treatment recommendations in these 
children.



 The majority of CRCs occur sporadically. A mere 10%–30% of the reported 
childhood CRCs has been found to arise in the setting of hereditary cancer 
syndromes, more commonly FAP and HNPCC.

 Other associated polyposis syndromes include: Peutz-Jegher's and Juvenile 
Polyposis coli. The most important genetic mutation observed in childhood 
CRC if any is high MSI (MSI-H). 

 Tumor that shows mutations of two or more of the five microsatellite 
sequences (enlisted by the National Cancer Institute) is labeled as MSI-H, 
which is the hallmark of early-onset CRC.



 GIST(hemorrhagic)

 GI neuroblastoma

 Gastrointestinal metastasis:

Non Hodgkin lymphoma

MALT lymphoma





 Stool tests: Generally not useful 

 — Bedside stool tests (examination for occult blood and reducing 
substances, and measurement of alpha-1 antitrypsin) have not been 
clinically helpful as they are nonspecific findings .

 For example, occult blood in the stool is commonly found in preterm 
infants. In a survey of infants <1800 g, 58 percent of infants had at least 
one positive occult blood in stool test over a six-week period.

 OGT/NGT







 A stool test for occult blood  is recommended in all constipated 
infants(greater likelihood of an organic etiology) and in those children who 
also have abdominal pain ;failure to thrive ; diarrhea or a family history of 
colon cancer or polyp.

 (Fissure/Hemorrhoid…)



 Although the FOBT has an adequate sensitivity to diagnose Food protein-
induced allergic proctocolitis (FPIAP )in infants with rectal bleeding, this test 
had abnormal results in more than a third of healthy infants. Therefore, the 
routine use of FOBT is not recommended for the diagnosis of FPIAP.

 Diagnostic validity of fecal occult blood test (FOBT) was assessed in infants 
with rectal bleeding secondary to allergic proctocolitis compared to healthy 
infants. The results of this study showed that, although FOBT has adequate 
sensitivity (84%; negative predictive value 83%), it has inadequate specificity 
(66%; positive predictive value 68%) since more than one-third of healthy 
infants had positive FOBT

Nodular lymphoid hyperplasia(NLH) occasionally 
presents as anemia and positive FOBT



 A positive fecal occult blood test (FOBT) is strongly associated with 
moderate to severe anemia in severe PEM patients.

 So all patients having a positive FOBT should have a hemogram profile 
done and then appropriately treated for anemia.



Fecal Occult Blood Test and Gastrointestinal 
Parasitic Infection(Saudi Arabia)

Parasite (𝑛)
(Single infection) (Mixed infection)

P-value
+Ve FOB -Ve FOB +Ve FOB -Ve FOB

Hookworm (184) 32 67 35 50 0.213

T. trichiura (123) 14 37 19 53 0.896

A. lumbricoides (11) 2 4 1 4 0.621

H. nana (10) 0 4 0 6 *

S. mansoni (14) 2 1 4 7 0.347

S. stercoralis (20) 1 4 3 12 1.0

E. vermicularis (2) 0 0 0 2 *

T. saginata (2) 0 1 0 1 *

E. histolytica (43) 1 0 14 28 0.167

G. lamblia (39) 4 17 3 15 0.847

B. hominis (245) 16 109 17 103 0.754

Nonpathogenic protozoa (156) 12 33 19 92 0.176

FOB results in correlation with infection of detected parasites. n = number of infected cases. *All samples were negative for FOB test.





 Vitamin k malabsorption?

 Electrolyte transport abnormalities?

 Enterocyte apoptosis and loss of epithelial barrier function?

 Role of parasite virulence factors?



 From the obtaining results and after comparing the results of FOB with the 
results of PCR. Obviously, the FOB strips used as screening test for the GI 
tuberculosis patients. If the test is positive need confirm by a well-
established methods like PCR techniques. 



 H.pylori consumption of iron by the organism itself

 Gastrointestinal blood loss due to H. pylori-induced gastrointestinal lesions and 
gastritis increased levels of neutrophil-derived lactoferrin, and 
since H. pylori has a lactoferrin-binding protein receptor, the infection may 
result in increased iron losses related to bacterial turnover.

 Since these bacteria have a high turnover rate, a large amount of iron may be 
lost in stools in the form of dead bacteria



 Intussusception :a negative fecal occult blood test cannot reliably rule out 
the diagnosis of intussusception .

 Meckel diverticulum : Anemia- positive fecal occult blood

 Mesenteric ischemia :While a positive fecal occult blood test further points 
towards the diagnosis, it is likely to be positive only after mucosal 
infarction sets in.



 Occult gastrointestinal bleeding occurs in a small number of symptomatic 
celiac disease patients before diagnosis, but is no more frequent in treated 
and undetected celiac disease patients than in the general population.

 Abnormal activation of the immune system following the release of 
inflammatory cytokines----- Inflammation ?Macrophages?

 The results suggest that bleeding is uncommon in celiac disease, and that 
positive results with colorimetric tests might be due to excess loss of 
intestinal cells and/or malabsorption of peroxidase-containing foods. Our 
results suggest that bleeding is not an important contributor to the iron 
deficiency often found in these subjects.





Addition of FOBT and perianal examination to a 
laboratory-based testing strategy improves the 
screening process of children for IBD



 Sexual abuse & Sexually transmitted infection (STI). STIs such as gonorrhea, 
chlamydia, syphilis, and herpes can cause inflammation and bleeding. 
Bleeding can also be a result of damage from anal sex.

 Solitary rectal ulcer

 Polyps

 OB&pica

https://www.webmd.com/sexual-conditions/understanding-syphilis-symptoms




 Diagnostic approaches for OGIB in anemia, after negative endoscopy and 
colonoscopy, can require small bowel endoscopic investigation by video 
capsule endoscopy (VCE).

 Balloon-assisted enteroscopy (BAE), with single or double-balloon enteroscopy 
(DBE), is the second-line technique, having the advantage of therapeutic as 
well as diagnostic properties.



Causes of occult gastrointestinal bleeding
Inflammatory/mec

hanical trauma

Mass lesions Vascular Infectious Miscellaneous

Vascular ectasia(s) Hookworm
Long-distance 

running

Reflux esophagitis Carcinoma (any site)
Portal hypertensive 

gastropathy
Strongyloidiasis Factitious

Cameron lesions
Large polyps (any 

site)

Portal hypertensive 

enteropathy and 

colonopathy

Ascariasis Hemoptysis

Erosive gastritis
Gastric antral 

vascular ectasia

Tuberculous 

enterocolitis
Epistaxis

Gastric ulcer Hemangiomas Amebiasis Oropharyngeal

Duodenal ulcer
Blue rubber bleb 

nevus syndrome

Celiac sprue

Whipple disease

Meckel diverticulum 

with ulceration

Idiopathic cecal 

ulcer

Crohn disease

Ulcerative colitis





 The U.S. Preventive Services Task Force (USPSTF) recommends initiating 
screening at age 45 (Grade B) while maintaining its strongest 
recommendation (Grade A) for initiating at age 50 .

 The American College of Gastroenterology (ACG) 2021 guidelines also 
recommend initiating screening at age 45 in all adults at average risk .

 Initiating screening at age 45 years is a “qualified” recommendation from 
the American Cancer Society (ACS); this accompanies its strong 
recommendation to screen at age 50 or older. The ACS noted that data to 
support starting at age 45 years are limited; the rationale is supported 
from some but not all modeling analyses .

 Initiating screening at age 50 years for average-risk adults is 
recommended by the Canadian Task Force on Preventive Health Care 
(CTFPHC), the European Council, the American Academy of Family 
Physicians (AAFP), and the American College of Physicians (ACP)



Fecal immunochemical testing – We advise screening 

with FIT for occult blood annually on a single sample as an option for 
screening.

 We recommend FIT for screening for patients unable or unwilling to have a 
colonoscopy as initial screening, or when access to colonoscopy is limited, 
with the understanding that if the FIT result is positive, colonoscopy needs 
to be performed promptly.

 Compared with colonoscopy, FIT has similar detection rates for CRC but 
lower detection rates for advanced adenomas.

 However, compared with fecal occult blood testing (FOBT), FIT has greater 
sensitivity without loss of specificity as well as better detection of advanced 
adenomas




