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Fecal occult blood testing (FOBT) is a well-validated method to 
screen for colorectal cancer in asymptomatic populations (1). 

Screening FOBT allows for an increase in the detection of early-stage 
cancers and facilitates removal of precursor adenomas through selec-
tion of patients for colonoscopy. Recommendations for FOBT are 
based largely on randomized controlled trials conducted with a guaiac-
based assay. A positive test results from oxidation of stool guaiac by 
hydrogen peroxide due to the peroxidase activity of hemoglobin. 

However, foods, such as red meat, turnip, broccoli, cauliflower and rad-
ishes, can lead to false positives, and some groups have advised dietary 
restriction for at least 72 h before testing (2-4). Vitamin C-containing 
products, such as citrus fruits, should also be avoided because of 
false-negative tests (2,5). If safe to do so, patients should avoid 
medications that may cause false positives for seven days, includ-
ing nonsteroidal anti-inflammatory drugs, antiplatelet agents and 
anticoagulants (2). 
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BACKGROUND: The fecal occult blood test (FOBT) is a screening 
tool designed for the early detection of colorectal cancer in primary 
care. Although not validated for use in hospitalized patients, it is often 
used by hospital physicians for reasons other than asymptomatic 
screening. 
OBJECTIVE: To profile the in-hospital use of the FOBT and assess its 
impact on patient care.
METHODS: Patient charts were retrospectively reviewed for all 
FOBTs conducted over a three-month period in 2011 by the central 
laboratory supporting the three acute care campuses of Hamilton 
Health Sciences (Hamilton, Ontario).  
RESULTS: A total of 229 patients underwent 351 tests; 52% were 
female and the mean age was 49 years (range one to 104 years). A total 
of 80 (34.9%) patients had at least one positive test. The most com-
mon indications for testing were anemia (51.0%) and overt gastroin-
testinal bleeding (19.2%). Only one patient had testing performed for 
asymptomatic colorectal cancer screening. In only 20 (8.7%) cases 
medications were modified before testing and diet was modified in 
only 21 (9.2%) cases. Most patients (85.2%) were taking one or more 
medications that could result in a false-positive result. Only 18 (7.9%) 
patients had a digital rectal examinations documented, of which seven 
were positive. All patients with a positive digital rectal examination 
underwent endoscopic procedures that revealed a source of bleeding. 
Among 44 patients with overt gastrointestinal bleeding, 12 (27.3%) 
had endoscopic investigations delayed to await results of the FOBT. 
Four patients were referred despite a negative FOBT due to a high 
degree of suspicion of gastrointestinal bleeding.
CONCLUSIONS: The FOBT is often used inappropriately in the 
hospital setting. Confounding factors, such as diet and medication use, 
which may lead to false positives, are often ignored. Use of the FOBT 
in-hospital may lead to inappropriate management of patients, 
increased length of stay and increased direct medical costs. Use of the 
FOBT should be limited to validated indications only.
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La recherche de sang occulte dans les selles est 
inutile comme test diagnostique chez les patients 
symptomatiques : une analyse rétrospective de 
dossiers médicaux

HISTORIQUE : La recherche de sang occulte dans les selles (RSOS) est 
un outil de dépistage conçu pour dépister rapidement le cancer colorectal 
en première ligne. Même s’il n’est pas validé chez les patients hospitalisés, 
il est souvent utilisé par les médecins en milieu hospitalier pour d’autres 
raisons qu’un dépistage asymptomatique. 
OBJECTIF : Brosser un tableau de l’utilisation de la RSOS en milieu 
hospitalier et en évaluer les répercussions sur les soins aux patients.
MÉTHODOLOGIE : Les chercheurs ont procédé à l’analyse prospec-
tive des dossiers des patients pour en extraire toutes les RSOS effectuées 
une période de trois mois en 2011 par le laboratoire central recevant les 
examens des trois campus de soins aigus de Hamilton Health Sciences, de 
Hamilton, en Ontario. 
RÉSULTATS : Au total, 229 patients ont subi 351 tests, dont 52 % 
étaient de sexe féminin et qui avaient un âge moyen de 49 ans (plage de 
un à 104 ans). Au total, 80 patients (34,9 %) avaient subi au moins un test 
positif. Les principales indications des tests étaient l’anémie (51,0 %) et 
ces saignements gastro-intestinaux manifestes (19,2 %). Un seul patient 
avait subi des tests pour dépister un cancer colorectal asymptomatique. 
Dans seulement 20 cas (8,7 %), la médication avait été modifiée avant les 
tests et dans seulement 21 cas (9,2 %), le régime avait été modifié. La 
plupart des patients (85,2 %) prenaient au moins un médicament qui ris-
quait de donner un résultat faux-positif. Seulement 18 patients (7,9 %) 
avaient subi un toucher rectal consigné au dossier, dont sept étaient posi-
tifs. Tous les patients dont le toucher rectal était positif avaient subi des 
interventions endoscopiques qui révélaient une source de saignement. 
Chez les 44 patients ayant des saignements gastro-intestinaux manifestes, 
12 (27,3 %) ont vu leurs examens endoscopiques retardés dans l’attente 
des résultats de la RSIS. Quatre patients ont été dirigés malgré une RSIS 
négative en raison d’un fort degré de suspicion de saignement gastro-
intestinal.
CONCLUSIONS : Souvent, la RSIS n’est pas utilisée à bon escient en 
milieu hospitalier. Des facteurs confusionnels sont souvent ignorés, tels 
que le régime et l’utilisation de médicaments qui peuvent susciter des 
résultats faux-positifs. L’utilisation de la RSIS en milieu hospitalier peut 
entraîner une prise en charge inadéquate des patients, une hospitalisation 
plus longue et des coûts médicaux indirects plus élevés. La RSIS devrait 
être limitée à des indications validées.
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There is scant evidence supporting the use of FOBT in symptom-
atic patients. Several guidelines suggest only abdominal and rectal 
examination and a complete blood count are needed to decide which 
symptomatic patients warrant referral (6,7). Canadian guidelines sug-
gest that FOBT is not sufficiently sensitive for use in high-risk patients 
such as those with symptoms (7). Despite this, the FOBT is often used 
by primary care physicians, internal medicine residents and gastro-
enterologists to evaluate symptomatic inpatients for indications other 
than colorectal cancer screening, and often without adequate dietary 
or medication restriction (8-10). This can lead to false-positive test 
results and unnecessary referrals for endoscopic investigations with 
low diagnostic yield. In cost-conscious health care settings, this may be 
an ineffective approach to symptomatic patients. The aim of the cur-
rent study was to examine the use of FOBT in the inpatient setting by 
conducting a retrospective analysis of patterns of use, indications, and 
impact on patient care and health care resources.

METHODS
A retrospective study was performed to review all FOBTs performed by 
the central laboratory supporting the three acute care campuses of 
Hamilton Health Sciences (Hamilton, Ontario). All FOBTs con-
ducted for adult and pediatric inpatients over a three-month period in 
2011 were included in the study. Each patient record was reviewed by 
clinicians who were not involved in the care of the patients. Data 
regarding patient age, sex, admitting diagnosis, symptoms, digital rec-
tal examination (DRE) findings, rationale for FOBT (if documented 
and decipherable), medication and diet restrictions, referral for gastro-
enterology assessment and results of endoscopic investigations were 
recorded using a standardized data collection instrument. Overt 
gastrointestinal bleeding was defined as any of hematemesis, coffee-
ground emesis, melena, hematochezia or bright red blood per rectum. 
A DRE was considered to be positive if there was any evidence of 
bright red blood, melena or a mass lesion. Any antiplatelet agents, 
anticoagulants, nonsteroidal anti-inflammatory drugs and vitamin C 
supplements used at the time of FOBT were recorded. Where applic-
able, the impact referral for endoscopic investigations had on length of 
stay in hospital was assessed based on hospital progress notes docu-
menting whether the patient was otherwise ready for discharge. An 
investigator not involved with data extraction (NN) was responsible 
for analysis of the data. For cases in which the impact of FOBT on 
clinical decision making or length of stay in hospital was not clear, it 
was recorded as ‘indeterminable.’

In an independent study, a questionnaire was distributed among 
health care providers within the local health integration network to 
survey practice patterns and rationale for FOBT use. All health profes-
sionals who used FOBT kits for inpatient investigation were asked to 
participate including physicians, medical residents, nurse practitioners 
and nurses. Both studies were approved by the Hamilton Integrated 
Research Ethics Board.  

RESULTS
A total of 229 patients underwent 351 FOBTs during the three-month 
period analyzed. The mean age of patients studied was 49 years (range 
one to 104 years) including 18 pediatric patients and 120 (52.4%) 
females. A total of 83 patients (36.2%) were admitted under general 
internal medicine, two (0.9%) were admitted under gastroenterology 
and the remaining 144 (62.8%) were admitted under other subspecial-
ties of medicine and pediatrics, or under surgery. Emergency physicians 
often perform FOBT as a point-of-care test and usually do not send the 
tests to the central laboratory. As such, none of the subjects included 
in the present analysis had FOBT performed in the emergency room.

Impact of positive FOBT results
In 80 (34.9%) patients, at least one FOBT was positive. Almost one-
half of these patients (36 of 80 [45.0%]) had overt gastrointestinal 
bleeding. Interestingly, only 40 patients with positive FOBT (50%) 
were referred to gastroenterology, of whom 23 had overt bleeding. The 
remaining 40 (50%) patients with positive FOBT who were not 
referred included 13 with overt bleeding. Among the 13 patients with 
overt bleeding who were not referred, reasons for not pursuing endo-
scopic assessment included suspected hemorrhoidal or local anorectal 
pathology in four (30.8%), limited goals of care in two (15.4%) and 
febrile neutropenia in one (7.7%). 

A total of 79 patients underwent ≥2 FOBTs and the mean number 
of tests conducted per patient was 1.53 (range one to six). Twenty-six 
patients had ≥2 positive FOBTs; of these, 15 (58%) were referred to 
gastroenterology. Gastroenterology performed endoscopic investiga-
tions in 80% (12 of 15) of these patients. Of 54 patients with only one 
positive FOBT, 25 (46%) were referred to gastroenterology, of whom 
19 (76%) underwent endoscopic investigation.

Among the 18 pediatric patients with FOBTs sent, seven (38.9%) 
had positive results. One of these patients was referred for gastrointes-
tinal evaluation and underwent a colonoscopy that diagnosed Crohn 
disease. 

Indications for FOBT
Figure 1 summarizes the indications for FOBT suggested by hospital 
progress notes and physician orders. The majority of tests were ordered 
for anemia, of which 51 of 117 (43.6%) were positive and 23 were 
referred to gastroenterology. A potential gastrointestinal cause for 
anemia was identified in only eight of these patients for a yield of 6.8% 
(eight of 117). Thirty-three patients had FOBT performed for iron 
deficiency anemia. Among 25 such patients with negative tests, two 
were referred for endoscopic investigations and one had colorectal 
cancer. Of eight patients with positive FOBT and iron deficiency 
anemia, five were referred for endoscopic investigation.

Surprisingly, 44 (18.4%) patients underwent FOBT to investigate 
overt bleeding, and 63 (27.5%) underwent FOBT for suspected gastro-
intestinal bleeding based on a decline in hemoglobin level. Only one 
patient was asymptomatic and underwent FOBT to screen for colo-
rectal cancer. The rationale for FOBT could not be determined in 
seven (3%) patients.

DRE
Only 18 (7.9%) patients who underwent FOBT had a documented 
DRE, with positive results in seven (3.1%). Among these seven 
patients with a positive DRE, six had positive FOBT, but all seven 
were referred for endoscopic investigation that identified a source of 
bleeding. Eight of 11 patients with a negative DRE were referred for 
endoscopic investigations and four had a source of bleeding identified. 
Twelve of the patients who had DRE performed had symptoms of overt 
gastrointestinal bleeding, and a source of bleeding was identified endo-
scopically in 11.  

Diet and medications before FOBT
Although 195 (85.1%) patients used medications that could affect test-
ing, there was evidence of medication restriction in 20 (8.7%) (Table 1). 
Of those using medications associated with increased false-positive 

Figure 1) Indications for ordering fecal occult blood tests
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FOBT, 97 (42.4%) were taking one medication, 43 (18.8%) were taking 
two and 53 (23.1%) were taking three. Dietary restriction was docu-
mented in only 21 (9.2%) patients. Among the 64 patients with posi-
tive FOBT, but no dietary or medication restriction, seven (10.9%) 
had normal endoscopic investigations. 

Endoscopic investigations
From the 229 patients who had FOBT performed, 44 (19.2%) were 
referred to gastroenterology, including four with negative FOBT. Of 
these, 24 (54.5%) underwent endoscopy as inpatients, seven (15.9%) 
underwent endoscopy as outpatients, and 13 (29.5%) had either no 
endoscopy or plans for endoscopy outside Hamilton Health Sciences. 
Of 31 patients who underwent investigation, 14 (45.1%) underwent 
esophagogastroduodenoscopy (EGD) alone, three (9.7%) underwent  
colonoscopy alone and 14 (45.1%) had both procedures performed. 

Table 2 reports endoscopic findings and corresponding FOBT 
results. Of 14 patients who underwent EGD only, 13 (92.9%) had 
a positive FOBT, 10 (71.4%) were anemic, nine (64.3%) had overt 
bleeding at presentation, five (35.7%) were suspected to have bleed-
ing and three (21.4%) were iron deficient. Of three patients who 
underwent colonoscopy only, two (66.7%) had positive FOBT, two 
(66.7%) were anemic, one (33.3%) had overt bleeding, one (33.3%) 
was suspected to have bleeding and one (33.3%) was iron deficient 
(one patient with negative FOBT and iron deficiency anemia under-
went colonoscopy that revealed a rectosigmoid adenocarcinoma). Of 
14 patients who underwent both EGD and colonoscopy, 12 (85.7%) had 
positive FOBT, 12 (85.7%) were anemic, eight (57.1%) had overt bleed-
ing, three (21.4%) were suspected to have bleeding and three (21.4%) 
were iron deficient.  

Impact on patient care
Among 44 patients with overt bleeding, 12 (27.3%) had referral to 
gastroenterology delayed until the result of FOBT was known. In this 
cohort, nine patients had negative FOBT (20.5%) and eight were not 
referred for endoscopy. Four (9.1%) patients referred for positive 
FOBT were subsequently found to have gastrointestinal infections. 

Among the 44 patients referred to gastroenterology, 40 (90.9%) had 
positive FOBT and 24 (54.5%) were investigated as inpatients. Thirteen 
(29.5%) patients with FOBT had their hospital stay prolonged for inves-
tigation, with a total increase in length of stay of 26 days. Reasons for 
this increase included preparation for endoscopy and endoscopy-
related complications such as oversedation or incomplete assessment. 

Four patients were referred to gastroenterology despite negative 
FOBT, of whom one had overt bleeding on presentation, and three 
had anemia and suspected bleeding (including one with liver metasta-
sis on imaging).

Survey of FOBT practice patterns
The results of the entire eight-question survey are presented in the 
Appendix. Questions that were relevant to FOBT practice patterns 
were selected for discussion here. There were a total of 67 respondents. 
Question 3 (Appendix Table 3) assessed the main reasons that the 
health care providers ordered FOBTs. Only 27.9% (17 of 61) of health 

care providers used this test for colorectal cancer screening. Other 
common reasons for using this test included investigation of symptoms 
consistent with gastrointestinal bleeding (93.4% [57 of 61]), uninvesti-
gated anemia (59% [36 of 61]), iron deficiency anemia (34.4% [21 of 
61]) and overt gastrointestional blood loss (29.5% [18 of 61]). 
Question 6 (Appendix Table 6) asked who was responsible for per-
forming the FOBT. Of the 67 respondents to this question, the major-
ity acknowledged that the attending physicians (62.3% [42 of 67]) or 
nurses (55.2% [37 of 67]) were responsible for performance and pro-
cessing of these tests. Question 7 (Appendix Table 7) assessed knowledge 
regarding factors that could alter the FOBT result. Of the 57 respondents, 
77.2% (44 of 57) were aware dietary restrictions are necessary and 
68.4% (39 of 57) were aware certain medications could impact the test 
result.

DISCUSSION
The results of the present audit and survey suggest that, although 
FOBT is only validated for use in asymptomatic ambulatory patients 
for colorectal cancer screening, it is frequently used for assessment of 
symptomatic hospitalized patients. The positivity rate demonstrated in 
the present study (34.9%) was less than that reported in other studies 
investigating inpatient FOBT use (51% to 65%) (11,12).

FOBT has several limitations when used for inpatients, including 
noncompliance with restriction of diet and medications that could 
affect test results. These factors are considered in <10% of patients 
who undergo testing, even though most respondents to our survey 
were aware of their potential impact on test performance. As a result, 
there may be false positives that lead to referral for unnecessary endo-
scopic investigations and additional days in hospital. Seven of 64 (10.9%) 
patients with a positive FOBT, but no documented dietary or medica-
tion restriction, had normal endoscopic examinations. Furthermore, 
a positive FOBT appears to have a low diagnostic yield. One-half of 
the patients with positive FOBT were not referred for further assess-
ment, despite evidence of overt bleeding in 13 of 40 (32.5%) patients. 
This was also observed in the pediatric population, in which 85.7% of 
positive tests were not referred, and the one patient who was referred 
had other clinical features suggestive of inflammatory bowel disease 
that would have warranted gastroenterology consultation. Because 
these positive FOBT results did not appear to affect the clinical 
decision to initiate referral for gastroenterology assessment, the 
FOBT likely should not have been performed in the first place. Even 
having multiple positive tests did not appear to further increase the 
likelihood of referral for gastroenterology consultation or endoscopic 
investigation.

TAble 1
Concomitant medications that can interfere with fecal 
occult blood testing
Medication Patients, n (%)
Acetylsalicylic acid 121 (53)
Unfractionated or low-molecular-weight heparin 124 (54)
Warfarin 40 (17)
Clopidogrel 25 (11)
Nonsteroidal anti-inflammatory drugs 14 (6)
Selective serotonin reuptake inhibitor 22 (10)
Vitamin C 1 (0)

TAble 2
Findings at endoscopy for patients referred after fecal 
occult blood testing (FObT)
Findings at upper  
gastrointestinal endoscopy

FObT
TotalPositive Negative

Ulcer 12 0 12
Normal 8 1 9
Gastritis 2 1 3
Esophagitis 3 0 3
Polyp(s) 0 1 1
Findings at colonoscopy
Normal 3 2 5
Colitis 3 0 3
Diverticular bleeding 2 0 2
Hemorrhoids 2 0 2
Polyp(s) 2 0 2
Ulcer 1 0 1
Crohn disease 1 0 1
Cancer 0 1 1

Data presented as n
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Similarly, four patients were referred for gastroenterology assess-
ment despite a negative FOBT. One of these patients had overt bleed-
ing; another who proved to have colorectal cancer had other 
compelling clinical features. In fact, some pathologies can bleed inter-
mittently and generate false-negative FOBT results. For patients with 
high pretest probability of gastrointestinal bleeding, FOBT should not 
be performed as a negative test and does not deter the clinical decision 
to refer for investigation. Such inappropriate testing may be common 
because 29.5% of health care providers who responded to our survey 
acknowledged using FOBT to assess patients with overt gastrointes-
tinal bleeding.

Inappropriate use of FOBT may also delay appropriate patient care. 
More than one in four patients with overt gastrointestinal bleeding 
had their referral for investigation delayed to wait for FOBT results, 
even though some of these patients were referred anyway despite a 
negative FOBT. Because of its limited sensitivity, a negative FOBT 
should not prevent referral for patients with other features of bleeding. 
It is of concern that only two of 25 (8%) patients with iron deficiency 
anemia and negative FOBT were referred, even though this is a widely 
accepted indication for endoscopic evaluation (13). 

The DRE is considered to be an essential part of the physical exam-
ination for patients with gastrointestinal bleeding. In addition to 
detecting anorectal pathology, DRE can help differentiate melena 
from bright red bleeding to help target endoscopic investigation. Only 
7.9% of patients in the study cohort had a DRE documented in the 
chart. This is significantly lower than the rate of 44.8% reported in  
the study by Sharma et al (11), and may reflect the fact that FOBT is 
not performed by physicians but submitted by nursing staff on a phys-
ician’s order. All seven patients with overt bleeding at DRE had a 
source of bleeding identified at endoscopy and likely did not benefit 
from FOBT. Furthermore, performing FOBT on samples obtained by 
DRE is not recommended because false-positive results can result from 
anorectal trauma (14). Institutional policies requiring DRE in patients 
with suspected gastrointestinal bleeding would decrease the volume of 

FOBT performed because they would not be submitted for patients 
with bright red blood or melena. 

The present study had several limitations. Its retrospective design 
relies on adequate documentation of clinical actions and decisions in 
the patient chart. Inadequate documentation regarding performance 
of DRE, for instance, could explain its apparently low rate. Reasons for 
FOBT or gastroenterology referral are often poorly explained. Our data 
also reflect a relatively small sample and practice at an academic ter-
tiary care centre, and may not represent practice in other settings. 

DISCLOSURES: The authors have no financial disclosures or conflicts 
of interest to declare.

APPeNDIX TAble 1
Please provide information regarding your primary practice site and position title

Practice site (Ontario) Physician
Nurse  

practioner Nurse
Health care  

aide
Senior medical 

resident
Junior medical 

resident Response
Brant Community Health System 0 0 4 0 0 0 4
Haldimand War Memorial Hospital 1 0 0 0 0 0 1
Hamilton Health Sciences 9 0 0 0 0 0 9
Hotel Dieu Shaver Health and  

Rehab Centre
0 0 0 0 0 0 0

Joseph Brant Memorial Hospital 3 0 0 0 0 0 3
Niagara Health System 6 0 11 0 0 0 17
Norfolk General Hospital 3 0 14 0 0 0 17
St Joseph’s Healthcare Hamilton 14 0 0 0 0 0 14
West Haldimand General Hospital 0 0 0 0 0 0 0
West Lincoln Memorial Hospital 6 0 2 0 0 0 8
Other hospital or position title  
   (please specify)

0

Data presented as n. Answered question n=67; Skipped question n=1

CONCLUSIONS
FOBT is often misused in the inpatient setting. While some phys-
icians advocate its use to evaluate anemia or iron deficiency, or to 
triage patients with bleeding, it seldom impacts clinical decision 
making as to whether to refer patients for investigation. Dietary 
and medication modification in the inpatient setting is often 
insufficient or impractical, leading to false-positive tests and 
unnecessary investigations. Furthermore, its use can delay investi-
gation and increase length of stay. In most scenarios in which 
FOBT is performed, clinicians can make decisions based on a com-
posite of history, physical examination with DRE and other labora-
tory investigations. Other authors have similarly concluded that 
the FOBT does not have a role in the evaluation of symptomatic 
patients because it rarely impacts clinical management 
(11,12,15,16). Until FOBT is proven to have utility in acute care 
hospitals, it should not be used as a substitute for proper patient 
assessment. Collaboration among hospital-based physicians, nurses, 
gastroenterologists and hospital administrators is needed to educate 
health care providers regarding the proper use of FOBT in the 
assessment of patients with gastrointestinal bleeding.



FObT as a diagnostic test in symptomatic patients

Can J Gastroenterol Hepatol Vol 28 No 8 September 2014 425

APPeNDIX TAble 2
What is your clinical area?
Answer option Response, n (%) 
Emergency department 34 (50.0)
Intensive care 4 (5.9)
Urgent care 7 (10.3)
General medicine 9 (13.2)
Other (please specify) 18 (–)

Answered question n=54; Skipped question n=14

APPeNDIX TAble 3
What are the main reasons you order a fecal occult blood 
test? (check all that apply)
Answer option(s) Response, n (%)
Symptoms potentially consistent with  

gastrointestinal bleeding
57 (83.8)

Anemia for investigation 36 (52.9)
Iron deficiency with or without anemia 21 (30.9)
Overt gastrointestinal blood loss 18 (26.4)
Nonbloody diarrhea 7 (10.2)
Screening for colorectal cancer 17 (25.0)
Pre-initiation of anticoagulation with warfarin 0 (0.0)
Consult for gastroenterology 8 (11.7)
Other (please specify) 6 (–)

Answered question n=61; Skipped question n=7

APPeNDIX TAble 4
What is the approximate turn-around-time required for the 
test result?
Answer option Response, n (%)
<5 min 23 (33.8)
15 min 2 (2.9)
30 min 5 (7.4)
1 h 8 (11.7)
2 h 6 (8.8)
Not urgent 18 (26.4)

Answered question n=62; Skipped question n=6

APPeNDIX TAble 5
What determines how the test is ordered?
Answer option(s) Response, n (%) 
Medical directive 3 (4.4)
Standard of pratice guideline 6 (8.8)
Physician order 53 (77.9)
Care path or order set 1 (1.5)
Other (please specify) 9 (–)

Answered question n=61; Skipped question n=7

APPeNDIX TAble 7
Are there any factors you are aware of which may affect 
the test result?
Answer option(s) Response, n (%)
Diet restrictions 44 (64.7)
Medication interferences 39 (57.3)
Minimum time stool must be in contact with the paper 21 (30.9)
Patient temperature 3 (4.4)
Color or consistency of stool 11 (16.1)
Other (please specify) 0 (–)

Answered question n=57; Skipped question n=11

APPeNDIX TAble 6
Who in your clinical area performs the fecal occult blood test? (check all that apply)

Answer option(s) Sample collection Processes test
Records test result 

Responseelectronic database Patient chart
Attending physician 42 21 2 26 91
Nurse practioner 3 1 1 1 6
Nurse 37 19 7 19 82
Health care aide 0 1 2 2 5
Senior medical resident 10 5 1 7 23
Junior medical resident 9 5 1 7 22
Other (specify position title in box below) 1 14 16 6 37
Position title 13

Data presented as n. Answered question n=67; Skipped question n=1

APPeNDIX TAble 8
How will the fecal occult test result be used?
Answer option(s) Response, n (%) 
Screening test to determine what further investigations  
   are required

59 (86.7)

Determines how patient will be triaged 7 (10.2)
Other (please specify) 0 (–)

Answered question n=62; Skipped question n=6
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