BULLET POINTS FROM GUT FUNCTION AUDIT DISCUSSION

1. QUESTIONNAIRE PRESENTATION

It is recommended that IgA levels are only measured in at risk groups and in symptomatic patients with a high clinical suspicion of IgA deficiency. 

The xylose tolerance test is redundant and should not be offered.

Clinicians do not realise the faecal elastase is expensive.

2. HYDROGEN BREATH TEST PRESENTATION

If a DGH only does 6 hydrogen breath tests per year are they really necessary.

The gastroenterologists view is they are like having a nice shop you never go in. If clinically bacterial overgrowth is suspected it is easy to try Cyprol or tetracycline and see what happens.

The guidelines do not seem to be very up to date and recommend tests such as jejunal aspiration which is never done clinically and hydrogen breath tests which are not readily available.

3. CLINICAL PRESENTATION DISCUSSION

In patients with negative serology low IgA levels are not seen.
Positive coeliac tests need confirmation by biopsy as the patient may be put on a gluten free diet for 60 years. Dr Bray has seen 5 cases that are serology positive but biopsy negative who all responded to a gluten free diet which suggests serology may be more sensitive than biopsy.
4. OVERALL DISCUSSION

tTG and gut hormones are the only blood tests worth doing.

H. pylori has been replaced by faecal antigen testing.

D-xylose and fat load tests are obsolete

Faecal occult blood has no place in a DGH as it is of no use in symptomatic patients and there is a national screening service being set up in 5 centres.

Faecal AAT is useful in protein losing enteropathy.

Schillings test has been unavailable for many years and the PLT test is being discontinued.

AFP is useful in liver disease, a value of greater than 500 being useful. CEA is useful in monitoring colonic cancer resection. Ca 125 is useless in ascites. In pancreatic cancer a high Ca 19-9 means the tumour is not respectable.

Is HLA phenotyping useful in latent celiac disease? DQ2 and DQ8 may be useful in equivocal cases in children but not in diagnosis.

5. STANDARD SETTING

Standard 1- remove ESR

Standard 2 tTG is sufficient. Gliadins are not indicated in adults.

Standard 4 Faecal fats should not be available.

Standard 5. Xylose absorption test is now redundant.

FINAL STANDARDS ON GUT FUNCTION TESTING

1. Screening blood tests should include full blood count, CRP, U&E, LFT, calcium, haematinics and thyroid function.

2. Serological tests are recommended as a screen for coeliac disease using anti tissue transglutaminase antibodies (tTG). tTG alone is sufficient although IgA antiendomysium antibodies are also sensitive and specific. Gliandins are not recommended for use in adults.

3. The laboratory methods used to screen for laxative abuse should be spectrophotometric or chromatographic.

4. Three day faecal fats should not be available in laboratories. Faecal elastase is the preferred test for assessing fat or pancreatic malabsorption.

5. The D-xylose absorption test for small bowel enteropathy is now redundant.

6. The glucose hydrogen breath test is recommended for testing for small bowel bacterial overgrowth.

7. Gut hormones assay should only be considered in the presence of high volume watery diarrhoea when other causes have been excluded.

8. Laboratories should participate in a relevant external QA scheme e.g. UKNEQAS for any analytes they measure, if one is currently available.

9.  Laboratories should establish their own reference ranges or standardise their methods to the one in which the reference range was derived.
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