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This document provides education to providers on the limitations and appropriate use of
fecal occult blood testing (FOBT). Specifically, it addresses specimens collected via digital
rectal examination (DRE).

Digital rectal exam specimens not appropriate for occult blood testing:

o High risk of false positives: DRE frequently causes rectal mucosal trauma or minor bleeding
during the exam, which can result in misleading positive results unrelated to Gl pathology.
False positive results can lead to unnecessary follow-up such as colonoscopy.

o DRE collection is not validated for fecal occult blood testing: Occult blood testing is only
validated and CLIA-waived for spontaneously passed stool specimens. Use of samples
obtained during a digital rectal exam (DRE) falls outside the intended use of the assay and
compromises result accuracy.

Best practices and guidelines:

o FOBT (guaiac or FIT) is only validated for spontaneously passed stool, not for DRE-
obtained samples.

o Several published studies found significantly higher false-positive FOBT rates when DRE
stool was used versus spontaneously passed stool.

e American College of Gastroenterology (ACG) and US Multi-Society Task Force on
Colorectal Cancer both discourage the use of DRE for occult blood screening.

o CLSI guidelines specify that proper stool collection is critical for test accuracy.

Key takeaways for providers:

e Only submit a stool that the patient has passed naturally. Not a DRE collected specimen.

e Using DRE for FOBT increases risk of false positives and unnecessary procedures.

« If astool cannot be collected during the visit, supply a home collection kit and have the
patient return the specimen.

e For FOBT cards distributed to ERs and other units. Do NOT apply a DRE-derived
sample directly to the card and return it for development. The lab has no metadata about the
sampling method, the true source is unknown, yet DRE-derived cards often enter testing.

o FOBT is a screening tool and not diagnostic. Results should be interpreted within clinical
context.

By standardizing this approach across the system, we can improve test accuracy, reduce provider
confusion, and minimize unnecessary procedures driven by false-positive results. This will also
support consistency in messaging to providers across all EDs and affiliate sites.

Please direct any questions to Nagarjuna Cheemarla, Director of Microbiology, at 402-354-4560.
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