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Abstract: 

 

Background: The French screening program for colorectal cancer is based on a 

fecal immunochemical test (FIT), followed by colonoscopy in case of positivity. The benefit of 

adding a concomitant upper endoscopy to detect upper digestive lesions (precancerous or 

others) is still debated. 

 

Objective: Our aim was to evaluate the frequency of upper digestive lesions detected 

by upper endoscopy performed concomitantly with colonoscopy for positive FIT, and their 

impact on the management of patients (i.e., surveillance, medical treatment, endoscopic or 

surgical procedure)  

 

Methods: Data of all the patients who consulted for a positive FIT between May 2016 

and May 2019 in our center, and for whom concomitant upper endoscopy and colonoscopy 

were performed, were analyzed retrospectively. Patients with significant history of upper 

gastrointestinal diseases or with current gastrointestinal symptoms were excluded. 

 

Results: One hundred patients were included [median age (min-max): 62 (50-75), 

men 64%]. Macroscopic and/or microscopic upper digestive lesions were found in 58 of them 

(58%): Helicobacter pylori infection in 17 patients, gastric precancerous lesions in 9 patients 

(chronic atrophic gastritis with intestinal metaplasia, n=8, low grade dysplasia, n = 1), and 

Barrett’s esophagus requiring surveillance in 4 patients. In 44 patients (44%), the upper 

endoscopy findings had an impact on patients’ management, with no significant difference 

between the groups with positive (CRC or advanced adenoma)- or negative (any other 

lesions or normal) colonoscopy. 

 

Conclusion: A systematic upper endoscopy combined with colonoscopy for positive 

FIT could represent an efficient strategy for upper digestive lesions screening in France as it 

reveals macroscopic and/or microscopic lesions requiring specific management in 44% of 

patients, including 10% with precancerous lesions. Further studies are necessary to confirm 

these results and to evaluate cost-effectiveness of this approach. 
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Key Summary: 

1) The value of adding a concomitant upper endoscopy to a colonoscopy for a 

positive fecal immunochemical test is debated. 

 

2) Upper digestive symptoms poorly correlate with the presence of upper digestive 

lesions, in particular precancerous, and no general screening strategies are validated in 

Europeans countries. 

 

3) In our study, a systematic upper endoscopy revealed macroscopic and/or 

microscopic lesions changing the patients’ management in 44% of cases, including more 

than 10% of precancerous lesions. 

 

4) A systematic upper endoscopy combined with colonoscopy for positive FIT could 

represent an interesting strategy for upper digestive lesions screening in France. 
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Introduction:  

Colorectal cancer (CRC) is the second cause of death by cancer in France. However, 

the CRC-related mortality has been steadily decreasing since 1980 [1], certainly in part due to 

the introduction of a nation-wide screening program based on realization of a faecal occult 

blood test (FOBT) followed by colonoscopy in case of positivity [2]. This program targets the 

asymptomatic, moderate risk population (men and women aged between 50 and 74 years, 

with no family history of CRC and no other specific risk factors) [2]. Since 2015 in France, the 

guaiac FOBT has been replaced by the Immunochemical test (FIT) (OC sensor®), which 

shows a better positive predictive value for the detection of colonic advanced adenomas and 

cancers [2, 3].  

France belongs to the countries of low incidence of gastric cancer (GC), but the 

prognosis of this cancer remains very poor, with the 5-year overall survival inferior to 30% [1, 

4]. GC is considered a preventable disease, especially by the means of eradicating 

Helicobacter pylori (H. pylori) and healing of the associated gastritis. Indeed, it is estimated 

that over 90% of GC are due to this infection inducing chronic gastritis which may evolve 

toward precancerous lesions, i.e, successively, chronic atrophic gastritis, intestinal 

metaplasia, and dysplasia [4, 5, 6] Surveillance of gastric precancerous lesions appears as a 

logical approach to decrease the risk of advanced GC, and has been implemented in several 

countries, although the recommendations in this respect differ among different countries [5, 7, 

8, 9]. The early detection, at the stage of superficial lesions, gives the best chance to cure and 

has been shown to decrease the GC-related mortality in high-incidence countries in Asia [7, 

10, 11]. However, there are no validated strategies for general GC screening in low- and 

intermediate-incidence countries, like Western European countries. [4, 5, 6, 8, 12]. 

In addition to the detection of potential precancerous lesions, a systematic upper 

endoscopy may allow to discover other oeso-gastro-duodenal lesions requiring surveillance 

or treatment. Indeed, in several studies, upper endoscopy combined with colonoscopy for 

positive FIT, allowed to diagnose gastro-duodenal ulcer, Barrett’s oesophagus and 

oesophageal varices [13, 14, 15, 16, 17]. Accordingly, some authors suggested a strategy of 

combining the gastric screening with CRC screening [8, 12, 17, 18]. 

The potential benefit of performing an upper endoscopy in case of negative 

colonoscopy realized because of a positive FOBT, was already discussed at the time when 

the guaiac-based FOBT was used, but no clear recommendation could be proposed [19]. The 

same question remains after the introduction of FIT: despite a positive test, an advanced 

adenoma or CRC is found in less than 50% of cases [20]. Different studies have given 

conflicted results [14, 15, 21, 22], and no firm recommendations could be proposed [23].  
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To propose an upper endoscopy in addition to colonoscopy to search for potential 

upper digestive lesions, is a technically easy approach since both examinations may be 

performed during the same general anesthesia, commonly used in France for colonoscopy. 

Therefore, our aim was to evaluate the diagnostic yield of systematically performed 

upper endoscopy in patients addressed for colonoscopy because of positive FIT, and to 

assess its impact on patients’ management. 
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Methods: 

Patients and data collection 

In May 2016, in our center, a fast track specifically dedicated to the patients with a 

positive FIT was opened within the outpatient clinic. It comprised a rapid (<7 days after 

patient’s call) appointment with gastroenterologist, immediately followed by an appointment 

with anesthesiologist in view of general anesthesia, followed by an endoscopic examination 

scheduled within the two weeks following the patient’s visit (or later if asked by the patient).  

The present study included the asymptomatic patients who were included in this fast 

track because of a positive FIT between May 2016 and May 2019, and in whom an upper 

endoscopy was combined with colonoscopy as a routine screening procedure. Patients with 

upper gastrointestinal symptoms, under proton pump inhibitor (PPI) treatment, or with any 

other indication for upper endoscopy, were excluded. 

For all the patients, the following data were retrospectively collected from the 

electronic patients' records: demographic data, body mass index (BMI), medical and surgical 

history, family history of colonic adenomas and CRC, alcohol consumption, smoking status, 

current treatments, indications and results of endoscopy, results of histological analysis of 

the biopsies, follow-up recommendations, and complications.  

A complete oral and written information about the potential benefits and risk of 

endoscopy was given to the patients during the initial visit, and all the patients signed a 

written informed consent in accordance with the SFED (Societé Française d’Endoscopie 

Digestive) recommendations [24]. The study protocol was conform to the ethical guidelines of 

the 1975 Declaration of Helsinki and was approved by the ethics committee of the Nantes 

University Hospital (GNEDS) in July 2019. Informed consent is not required by the French 

legislation for the studies using anonymized, retrospective data. 

Upper endoscopy and colonoscopy 

All endoscopies were performed according to the international standards of quality by 

certified gastroenterologists trained in endoscopic procedures. The endoscopy standardized 

reports contained information on the aspect, location, and size of the visible lesions, 

resection or biopsy procedures, completeness of the examination, and additionally for 

colonoscopy, the quality of bowel preparation. During the upper endoscopy, systematic 

gastric biopsies could be obtained from the antrum and from the corpus. Histological analysis 

was performed by pathologists experienced in digestive pathology in accordance with the 

current standards. 
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Significant findings at colonoscopy were defined as follows: 

- colorectal cancer (adenocarcinoma or other histology), 

- advanced adenoma (adenomatous lesion measuring ≥10 mm in diameter, and/or 

high-grade dysplasia, sessile serrated adenoma ≥ 10 mm in diameter and/or with 

dysplasia) [25],  

- other and unknown types of polyps (including benign adenoma: adenomatous lesions 

or sessile serrated adenomas which do not correspond to the criteria for advanced 

lesions, and hyperplastic polyps if they were ≥10 mm or localized before the rectum 

and the sigmoid, as they need an endoscopic monitoring [25]),  

- other lesions (e.g. inflammatory lesions, angiodysplasia, diverticula), 

- non-contributive (incomplete colonoscopy or insufficient bowel preparation with a 

BOSTON score<7 requiring early endoscopic control). 

 

Significant findings at upper endoscopy were defined as follows: 

- H. pylori infection diagnosed by histology  

- Gastric precancerous lesions diagnosed by histology: chronic atrophic gastritis, 

intestinal metaplasia, dysplasia.  

- Chronic non-atrophic gastritis diagnosed by histology  

- Reactive gastritis diagnosed by histology, 

- Barret’s oesophagus, confirmed histologically or not if the endoscopic aspect was 

typical, 

- Esophagitis, graded according to the Los Angeles classification, confirmed 

histologically, or not if the endoscopic aspect was typical, 

- Portal hypertension: oesophageal, gastric or ectopic varices, 

- Other lesions (e.g.: adenoma, hyperplastic polyp). 

 

Endoscopy was considered to have a clinical impact if the diagnosis changed the 

management of the patients, i.e., led to a medical treatment, immediate or postponed 

endoscopic treatment, endoscopic surveillance, surgical procedure or any other procedure. 

The discovery of hiatus hernia was considered as coincidental finding. 

Statistical analysis 

Statistical analysis was performed using XLStat2019 and SPSS software. Differences 

among the groups were evaluated using the χ2-test or Fisher exact test statistic, with a 

significance level of P<0.05. Risk factors of an upper endoscopy having an impact on the 

management were analyzed using logistic regression. Variables with a P-value <0.05 or 

clinically relevant with a P⩽0.20 in univariate analysis were included in the multivariate 

analysis.   
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Results: 

Study population 

Between May 2016 and May 2019, 221 patients visited the outpatient clinic for 

positive FIT. Of these 221 patients, 143 had at the same day both, the upper endoscopy and 

colonoscopy. In 43 of these 143 patients, the upper endoscopy was performed because of 

upper digestive symptoms or other indications. In the remaining 100 patients included in the 

study, the upper endoscopy was performed as systematic screening (Figure 1). The clinical 

characteristics of these 100 patients are presented in table 1. 

Colonoscopy findings 

The colonoscopy success rate was 86% (6 incomplete colonoscopies and 8 

colonoscopies realized in the conditions of insufficient bowel preparation). Nevertheless, 

some lesions were found in 2 of 6 incomplete colonoscopies, and in 7 of 8 colonoscopies 

realized in the conditions of insufficient bowel preparation. 

In total, 15 colonoscopies (15%) were normal and during the remaining 85 

colonoscopies (85%) some lesions were found: adenocarcinoma in 8 patients, advanced 

adenoma in 29 patients, benign adenoma in 30 patients, and other lesions in the remaining 

patients (Table 2). 

Upper endoscopy findings 

The upper endoscopy was successful in 99% of cases. It was incomplete in one 

patient because of a desaturation during procedure related to a bronchial spasm. 

Nevertheless, a grade A esophagitis could be diagnosed in this patient. 

Biopsies were performed in 79 patients (79%): gastric biopsies only in 64 patients, 

oesophageal biopsies only in 3 patients, gastric and oesophageal biopsies in 4 patients, 

gastric and duodenal biopsies in 8 patients. 

In 26 patients (26%), the upper endoscopy was macroscopically and microscopically 

normal; in 16 patients (16%) the upper endoscopy was macroscopically normal but with 

unknown microscopic result because no biopsies were performed. In total, 42 upper 

endoscopies (42%) were normal while in 58 patients (58%), some macroscopic and/or 

microscopic lesions were found. In 17 of the total of 100 patients (17%), but out of 76 

patients (22%) in whom gastric biopsies were performed, H. pylori infection was diagnosed 

by histology. In 9 of the total of 100 patients (9%), but out of 76 patients (12%) with gastric 

biopsies, some gastric precancerous lesions were found. The detailed results of upper 

endoscopy in these 100 asymptomatic patients are presented in Table 3. 
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Clinical impact of the upper endoscopy 

The overall potential impact of the upper endoscopy was of 44% (n=44/100). The 

clinical impact of the upper endoscopy when the colonoscopy did not show an advanced 

adenoma or an adenocarcinoma (negative colonoscopy with respect to CCR screening) was 

of 48% (n=30/63), as compared to 38% (n=14/37) if colonoscopy was positive (p=0.341) 

(Table 4). 

Factors associated with a clinical impact of the upper endoscopy 

The explanatory variables initially selected were the following: sex, age≥60 years old, 

BMI>24,9kg/m2, presence of diabetes, smoking status, current anti-platelet treatment, 

absence of oral anticoagulant treatment. Adjusted for the other variables, the factors most 

strongly associated, with the clinical impact, but not significant, were: smoking status, 

presence of diabetes, BMI and absence of oral anticoagulant treatment. Only smoking status 

current was significant in the multivariable analysis with OR: 4,69, IC95% [1,24-17,17], 

p=0,023 (Table 5). 

Safety 

Four complications were described. There was one bronchial spasm likely related to 

anesthesia and upper endoscopy. There were two complications related to colonoscopy: one 

case of rectal bleeding in a hemophilic patient, with a spontaneously favorable evolution but 

requiring a prolonged hospitalization, and one case of rectal bleeding after patient’s 

discharge from the hospital, with a favorable evolution not requiring new hospitalization. One 

episode of bradycardia was likely related to anesthesia and colonoscopy, requiring an oro-

tracheal intubation during the procedure but no further specific management. 
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Discussion: 

Our study shows that screening upper endoscopy performed independently of the 

results of colonoscopy, is a safe procedure, as already reported [26], and allows to detect 

significant macroscopic or microscopic upper digestive lesions in 58% of patients, with a 

clinical impact in 44% of patients.  

We did not find any upper digestive cancer but this is not surprising since France is a 

country of a low incidence of gastric and esophageal cancer [1]. However, we found gastric 

precancerous lesions in 12% of the patients with gastric biopsies performed, and these 

patients, according to the current European guidelines [5], should undergo surveillance. 

should undergo surveillance. Interestingly, the 12% rate of gastric precancerous lesions is 

much higher than the 3% rate observed in our previous study, which concerned the patients 

undergoing endoscopy with gastric biopsies for any reason [27], indicating that individuals 

with a positive FIT may have a higher risk of gastric precancerous lesions and thus of GC. 

Furthermore, we found 4 patients with previously unknown Barrett's oesophagus requiring 

surveillance, and 22% of the patients with gastric biopsies performed were H. pylori positive, 

requiring H. pylori eradication treatment (), which is consistent with the expected H. pylori 

prevalence in France (15-30%). It could be argued, however, that the number of H. pylori 

positive patients may be underestimated due to sampling error, especially in patients with 

atrophic changes of the gastric mucosa where the bacterial load is known to be decreased 

[27, 28].  

The studies evaluating the diagnostic yield of systematic upper endoscopy in patients 

with positive FIT have given conflicted results, with heterogeneous study population and 

outcomes. Currently, no firm recommendations can be proposed. 

The risk of upper digestive cancer differs according to the geographic region, and in 

case of gastric cancer, to the prevalence of H. pylori infection. In Korea, a country with a high 

incidence of H. pylori infection and of GC, in a retrospective study by Choi et al, a systematic 

upper endoscopy performed in 243 patients with positive FIT and without advanced 

colorectal neoplasia, ulcersor colitis at colonoscopy, allowed to detect 3 GC (1%) [15]. In 

another retrospective study from Singapore, a country of an intermediate GC-incidence, 202 

patients, of whom 65% were asymptomatic, underwent a systematic upper endoscopy for a 

positive FIT. Fifty two percent of these patients had a positive examination with different 

findings, including gastritis, duodenitis requiring treatment, H. pylori infection, and peptic 

ulcer. No upper digestive cancer was detected [14]. 

There are also some studies performed in Europe. In a retrospective Dutch study 

including individuals undergoing screening for CRC without systematic upper endoscopy, 

less than 1% of patients were diagnosed with an upper digestive (i.e. oral/throat, 
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oesophageal, gastric or small bowel) cancer within 3 years after the colonoscopy. No 

significant differences were found in the cumulative incidence of upper digestive cancer 

between FIT-positive patients with a negative colonoscopy, FIT-positive patients with a 

positive colonoscopy, and FIT-negative patients, suggesting that upper endoscopy may not 

be recommended in individuals with positive FIT and negative findings at colonoscopy [22]. 

On the contrary, in an Italian study, the incidence of GC was increased in patients with 

positive FOBT or FIT and negative colonoscopy from the CRC screening, when compared to 

the expected GC standardized incidence rates, with a four-fold excess incidence during the 

first year [21].  

The rate of upper digestive lesions found during systematic upper endoscopy in our 

study did not differ between the patients with positive and negative results of CRC screening 

colonoscopy, suggesting that the screening of upper digestive lesions may be indicated in all 

the patients with positive FIT. There is also no clear evidence that upper digestive lesions 

can lead to the FIT positivity [13, 16, 29, 30]. In fact, some studies suggested that a combined 

approach, based on a serological test (i.e. measurement of serum pepsinogen I and II level) 

followed by the upper endoscopy combined with colonoscopy in case of its positive result 

(decreased pepsinogen I level or pepsinogen I/II ratio), could be the best strategy in Europe 

[8, 12, 17, 18]. 

Our study has some limitations. It is a retrospective study with a relatively limited 

sample size. There are some missing data that could have been interesting, especially 

concerning alcohol consumption and smoking status. In our study, only current smoking 

status was significantly associated with the impact on management in multivariate analysis, 

which is consistent with the data from the literature [5; 9, 31]. However, our study has also 

some strengths. We report here the data from a homogeneous asymptomatic population, 

with no significant history of gastro-intestinal disease and no PPI treatment. We investigated 

all the lesions that could have an impact on the management, not only cancers or lesions 

likely to bleed.  

There was no medico-economic evaluation in our study. When an upper endoscopy is 

conducted with a colonoscopy under the same anesthesia in French state hospitals, there is 

no added reimbursement cost, which could make this a cost-efficient strategy. Some studies 

from the United States or Portugal suggested that upper endoscopy could be cost-effective in 

selected populations [32, 33, 34].  

 

In conclusion, systematic upper endoscopy combined with colonoscopy for positive 

FIT could represent a valuable strategy for upper digestive lesions screening in France. 

Further prospective studies are necessary to evaluate the efficacy and cost-effectiveness of 

this approach, and to better identify the individuals the most susceptible to benefit from it.  
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Figure 1: Flow chart 

 

Note: 

PPI intake: long-term proton-pump inhibitor treatment 

Endoscopic monitoring: chronic gastritis (n=1), Barret’s oesophagus (n=2), portal hypertension in case 

of cirrhosis (n=3). 

Other: giardiasis (n=1), oesophageal motor disorder (n=2), coeliac disease (n=1). 

  

 
Positive FIT 

N = 221 

 
Same day upper endoscopy and 

colonoscopy 

N = 143 

 
Colonoscopy alone 

N = 78 

 
Systematic upper endoscopy  

N = 100 

 

Upper endoscopy performed 
because of symptoms or other 

indications N = 43 
Symptoms N = 10 
PPI intake N=20,  

Anemia N= 1,  
History of Head and Neck cancers N=2,  

Endoscopic monitoring N=6, 
Other N=4. 
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Table 1: Clinical characteristics of the 100 patients with 

systematic upper endoscopy 

Age, year, Median (min-max) 62 (50-75) 

Men, n (%) 64 (64) 

BMI*, kg/m2, Median (min-max) 25.4 (17,6-44,5) 

Medical history of CRC or polyps, n (% ) 14 (18) 
     Unknown, n (%) 21 (21) 

Smoking status 
      Current, n (%) 15 (16) 

     Past, n (%) 40 (42) 
     Unknown, n (%) 5 (5) 

Chronic alcohol consumption 
      Current, n (%) 13 (18) 

     Past n (%) 7 (10) 
     Unknown, n (%) 29 (29) 

Diabetes  
      Type 1, n (%) 2 (2) 

     Type 2, n (%) 7 (7) 

Anti-platelet treatment, n (%) 19 (19) 

Oral anticoagulant treatment, n (%) 8 (8) 

Genetic haemostasis disorder**, n (%) 4 (4) 
*BMI: Body Mass Index 
**Genetic haemostasis disorder: haemophilia A (n=1), Willebrand disease 
(n=3) 
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Table 2: Colonoscopy findings in 100 asymptomatic 

patients with positive FIT (number = %) 

Normal colonoscopy 15 

Adenocarcinoma 8 

Advanced adenoma* 29 

Other types of polyps  33 

    Benign adenoma** 30 

    Hyperplastic polyps*** 1 

    Other types of polyps § 1 

    Unknown types of polyps 1 

Other lesions 40 

    Inflammatory lesions† 5 

    Angiodysplasia 1 

    Diverticulosis 20 

Non contributory‡ 14 
In some patients, several different lesions were found  
*Advanced adenoma: adenomatous lesion ≥ 10 mm and/or high-grade 
dysplasia, sessile serrated adenoma ≥10 mm and/or with dysplasia. 
**Benign adenoma : adenomatous lesions or sessile serrated adenomas 
which do not correspond to the criteria for advanced lesions 
***Hyperplastic polyps : if ≥10 mm or localised before the rectum and the 
sigmoid 
§Other types of polyps: Peutz-Jeghers’ hamartomatous polyp 
†Inflammatory lesions: Ulcerative colitis (n=1), acute colitis (n=2), non-
specific chronic colitis (n=11), pinworm (n=1) 
‡Noncontributory : incomplete examination (n=6), insufficient bowel 
preparation (n=8) 
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Table 3 : Upper endoscopy findings in 100 asymptomatic 

patients with positive FIT (number = %) 

Lesions (macroscopic and/or microscopic) 58 

H. pylori infection* 17 

Gastric precancerous lesions** 9 

    Atrophy 0 

    Intestinal metaplasia 8 

        Intestinal metaplasia limited to the antrum 6 

        Intestinal metaplasia in the antrum and the 
corpus 

1 

        Intestinal metaplasia limited to the corpus 1 

    Low grade dysplasia 1 

Chronic gastritis*** 20 

Reactive gastritis 8 

Gastric or duodenal ulcer  4 

Barrett’s oesophagus 4 

    Length < 1 cm 0 

    Length ≥1 cm and < 3 cm 2 

    Length ≥3 cm and < 10 cm 2 

    Length ≥ 10 cm 0 

Esophagitis§ 6 

    Grade A/B 6 

    Grade C/D 0 

Portal hypertension 3 

Other† 4 

Normal upper endoscopy 42 
*Helicobacter pylori infection : histology diagnosed, with or without 
induced lesion 
**Gastric precancerous lesions: with or without Helicobacter pylori 
infection, atrophy without intestinal metaplasia associated, intestinal 
metaplasia with or without atrophy associated 
***Chronic gastritis: without atrophy nor intestinal metaplasia, with or 
without Helicobacter pylori infection. 
§Grade according to the Los Angeles classification. 
†Other: foveolar gastric metaplasia, classified as “undefined for 
neoplasia/dysplasia” (n=1), duodenal tubulovillous adenoma with low-
grade dysplasia (n=1), foveolar fundal adenoma (n=1), hyperplastic antral 
polyp (n=1) 
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Table 4: Results of the upper endoscopy and their clinical impact in 100 

asymptomatic patients with positive FIT, depending on the results of 

colonoscopy  

 
Total : n=100 
(number =%) 

Positive* 
colonoscopy 
n=37 (%) 

Negative* 
colonoscopy 
n=63 (%) 

Lesions (macroscopic and/or 
microscopic) with clinical impact: 

44 14 (38) 30 (48) 

H. pylori infection** 17 5 (14) 12 (19) 

Gastric precancerous lesions*** 9 3 (8) 6 (10) 

Gastric or duodenal ulcer  4 1 (3) 3 (5) 

Barrett’s oesophagus 4 1 (3) 3 (5) 

Esophagitis 6 1 (3) 5 (8) 

Portal hypertension 3 1 (3) 2 (3) 

Other§ 4 2 (5) 2 (3) 

No Clinical impact : 56 23 (62) 33 (52) 

Chronic gastritis without H. pylori 
infection † 

6 1 (3) 5 (14) 

Reactive gastritis 8 4 (11) 4 (11) 

Normal upper endoscopy 42 18 (49) 24 (65) 
*Positive colonoscopy: advanced adenoma or adenocarcinoma; Negative colonoscopy: any other 
lesion or normal 
**H. pylori infection : histology diagnosed, with or without induced lesion 
***Gastric precancerous lesions with clinical impact: severe atrophic changes (OLGA III/IV) and/or 
intestinal metaplasia (OLGIM≥1) and/or dysplasia, with or without H. pylori infection  
§Other: foveolar gastric metaplasia, classified as “undefined for neoplasia/dysplasia” (n=1), duodenal 
tubulovillous adenoma with low-grade dysplasia (n=1), foveolar fundal adenoma (n=1), hyperplastic 
antral polyp (n=1) 
†Chronic gastritis : without atrophy nor intestinal metaplasia 
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Table 5: Risk factors of upper endoscopy with clinical impact in 100 asymptomatic patients with positive FIT * 

 Univariate Multivariate 

OR (95% CI) p OR (95% CI) p 

Sex (N=100), Male 1,662 (0,719-3,843) 0,233   

Age (N=100), ≥60years 1,313 (0,583-2,953) 0,511   

BMI (N=100), >24,9kg/m2** 2,109 (0,900-4,531) 0,087 2,091 (0,830-5,268) 0,118 

Diabetes (N=100), Presence 5,108 (1,005-25,972) 0,041 3,882 (0,714-21,116) 0,117 

Smoking status (N=95), Current 4,154 (1,177-14,659) 
0,073 

4,699 (1,242-17,179) § 
0,074 

Past 1,535 (0,617-3 819) 1,432 (0,547-3,751) 

Chronic alcohol consumption (N=71),*** Current 2,333 (0,678-8,032) 
0,094 

  
Past 5 (0,878-28,490)   

Anti-platelet treatment (N=100), Presence 1,536 (0,563-4,187) 0,4   

Oral anticoagulant treatment (N=100), Absence 6,143 (0,726-51,947) 0,075 4,057 (0,461-35,740) 0,207 
*Observations with missing data have been deleted for statistical analysis. 
**BMI: Body Mass Index 
***Chronic alcohol consumption was not taking into account in multivariate analysis as it was closely related with smoking status 
§The subgroups smoking status current is significantly associated, p=0.023 
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Abbreviations: 

 

BMI: Body Mass Index 

CRC: Colo-rectal cancer 

FIT: Faecal Immunochemical Test 

FOBT: Fecal Occult Blood Test  

GC: Gastric cancer 

H. pylori : Helicobacter pylori  

PPI: proton-pump-inhibitor 
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Endoscopie oeso-gastro-duodénale systématique associée à une coloscopie 

pour test immunologique de dépistage du cancer colorectal positif : Impact sur 

la prise en charge du patient 

 

Introduction : En France, le programme de dépistage organisé du cancer colorectal repose 

sur la réalisation d’un test immunologique fécal (TIF) tous les 2 ans, suivi d'une coloscopie 

en cas de test positif. L'intérêt d'une endoscopie oeso-gastro-duodénale (EOGD) 

concomitante à la coloscopie de dépistage, pour détecter des lésions digestives hautes 

(précancéreuses ou autres) est toujours débattu. Notre objectif était d'évaluer la fréquence 

des lésions digestives détectées par l’EOGD et leur l’impact sur la prise en charge des 

patients, chez des sujets consultant pour TIF positif en France. 

Patients et Méthodes : Les données de tous les patients ayant consulté pour un TIF positif 

entre mai 2016 et mai 2019 dans notre centre, et chez qui une EOGD concomitante d’une 

coloscopie a été réalisée, ont été analysées rétrospectivement. Les patients présentant des 

symptômes digestifs hauts, ou ayant un antécédent de pathologie gastro-intestinale 

significatif, ont été exclus. Une EOGD a été considérée comme ayant un impact 

thérapeutique si le diagnostic modifiait la prise en charge des patients (surveillance, 

traitement médical, endoscopique ou chirurgical). Les facteurs de risque d’impact 

thérapeutique ont été évalués par régression logistique. 

Résultats : Parmi 100 patients inclus (64 hommes, âge médian de 62 ans, [50-75]), la 

coloscopie a révélé dans 37% des cas (n = 37/100) un cancer colorectal ou un adénome 

avancé. L’EOGD systématique a révélée dans 58% des cas (n = 58/100) des lésions 

macroscopiques et/ou microscopiques, dont 17 infections à Helicobacter pylori 

diagnostiquées par l'histologie, 9 lésions précancéreuses gastriques (gastrite chronique 

atrophique avec métaplasie intestinale n=8, dysplasie de bas grade n=1), et 4 

endobrachyoesophages. Quarante-quatre pourcents de ces examens (n = 44/100) avaient 

un impact thérapeutique, sans différence significative selon que la coloscopie ait révélée ou 

non un cancer colorectal ou un adénome avancé. En analyse multivariée, seul le statut 

tabagique actif était associé de manière significative à l'impact thérapeutique (OR 4.699, 

IC95% [1.242-17.1786], p = 0,023).  

Conclusion: Une EOGD systématique met en évidence des lésions macroscopiques et/ou 

microscopiques chez plus de 50% des patients consultant pour un TIF positif. Il existe un 

impact sur la prise en charge des patients dans plus de 40% des cas, avec plus de 10% de 

lésions précancéreuse digestives hautes détectées. Ces résultats ne semblent pas liés aux 

résultats de la coloscopie. Une EOGD systématique couplée à la coloscopie pour TIF positif 

pourrait représenter une stratégie de dépistage de lésions digestives haute en France, les 

deux examens étant réalisés durant la même anesthésie, sans tarification supplémentaire du 

séjour hospitalier. 

 
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Endoscopie oeso-gastro-duodénale, Test immunologique fecal, cancer colo-rectal, dépistage. 




