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Product Line Gluten-free? Manufacturer/Contact Information

Metamucil Proctor & Gamble
Capsules Yes www.metamucil.com
Capsules Plus Calcium Yes (800) 983-4237
Orange Smooth Texture Flavor Yes
Orange Smooth Texture Sugar Free Flavor Yes
Unflavored Smooth Texture Sugar Free Yes
Unflavored Course Milled Original Texture Yes
Apple Wafers NO
Cinnamon Wafers NO

Fibersure Yes Proctor & Gamble
www.fibersure.com
(800) 525-2855

Citrucel Yes GlaxoSmithKline
www.citrucel.com
(800) 897-6081

FiberChoice Yes GlaxoSmithKline
www.fiberchoice.com
(877) 553-4237

Konsyl Yes Konsyl Pharmaceutical, Inc.
www.konsyl.com
(800) 356-6795

FiberCon NO (2) Wyeth Consumer Healthcare
www.fibercon.com
(800) 282-8805

Benefiber institutional Yes Nestle Nutrition
www.nestle-nutrition.com
(800) 422-2752

Benefiber consumer (3) Yes Novartis
www.benefiber.com
(800) 452-0051

1. This table is accurate as of publication date. Please obtain current information from the manufacturers in the
event of formulation changes.

2. No gluten is added to the product, but there is a possibility of cross-contamination.
3. All products contain wheat dextrin, which contains <10 ppm of gluten and are therefore considered gluten-

free. Should you be highly sensitive to gluten, please consult your doctor regarding use of these products. 

Table developed by Cathryn Stauffer, RD, CNSD; Nutrition Support Specialist at the University of Virginia
Health System, Charlottesville, VA

GLUTEN FREE STATUS OF COMMERCIAL FIBER SUPPLEMENTS (1)
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Crohn’s & Colitis Foundation Presents 
National Science Awards to Clinical and 
Scientific Thought-Leaders in Inflammatory
Bowel Diseases 
Three clinical and scientific thought-leaders in inflam-
matory bowel diseases (IBD) were awarded the
Crohn’s & Colitis Foundation’s prestigious Annual
National Science Awards at its 2008 Advances in
Inflammatory Bowel Diseases Clinical & Research
Conference in Hollywood, Florida. Hailing from cut-
ting-edge medical institutions around the country, the
recipients, nominated by the Foundation’s National
Scientific Advisory Committee (NSAC), all proved a
pivotal dedication to the Foundation’s mission of a
future free from Crohn’s disease and ulcerative colitis,
painful and at times, debilitating digestive diseases
that affect over 1.4 million Americans.

The Henry D. Janowitz, MD Lifetime Achieve-
ment Award was presented to Joseph B. Kirsner, MD,
PhD, the Louis Block Distinguished Service Professor
of Medicine at the University of Chicago and the third
NSAC Chairman, for his career-long dedication to the
discovery and understanding of Crohn’s and ulcerative
colitis. At 99-years-old, Dr. Kirsner has devoted his life
to medicine, teaching, and patient care and greatly con-
tributed to the knowledge that has furthered the vision
and mission of the Foundation. His research in gas-
troenterology demonstrated the influence of genetics
and the increased risk of colon cancer in patients with
Crohn’s and colitis. He helped found The American
Society for Gastrointestinal Endoscopy, the American
Association for the Study of Liver Diseases, the Gas-
troenterology Research Group (American Gastroen-
terological Association), and the National Foundation
for Research in Ulcerative Colitis, among others.

The Scientific Achievement Award for Clinical
Science was presented to Daniel H. Present, MD, Clin-
ical Professor of Medicine at The Mount Sinai Medical
Center for his courage, innovation, and vision that
moved Crohn’s and colitis patient care in a direction
that ultimately improved the quality of life for patients
and their families. Dr. Present has had a remarkable
influence on expanding multiple facets of IBD treat-
ment, through a practical approach. Performing almost
all of his studies out of his large private practice by
asking practical questions that directly addressed daily
management issues of IBD patients, Dr. Present pro-
foundly altered the way that IBD patients are treated
and single handily brought new treatments into the
mainstream of IBD therapy.

The Scientific Achievement Award for Basic Sci-
ence was presented to Warren Strober, MD, Deputy
Director of the Laboratory of Clinical Investigation at
the National Institute of Allergy and Infectious Dis-
eases of the National Institutes of Health. His role as a
major contributor in many areas of basic mucosal
immunity and disease of the gastrointestinal tract sig-
nificantly moved Crohn’s and colitis research in the
direction that improved countless lives. While his
models helped form our basic understanding of IBD,
his extensive work on topics such as basic mucosal
immunity and genetic research lead to new avenues of
therapy for IBD patients. 

New Data Suggest Cimzia® (Certolizumab
Pegol) Active in Treating Moderate to Severe
Crohn’s Patients with Fistulizing Disease
Improved outcomes for fistula closures observed 
in PRECiSE 2 trial under maintenance therapy 
with stable dosing of CIMZIA® every four weeks
Data presented by UCB at Advances in Inflammatory
Bowel Diseases 2008, the Crohn’s & Colitis Founda-
tion’s Clinical & Research Conference, demonstrated
more than half (53.6%) of those moderate to severe
Crohn’s disease patients who had open fistulas at base-
line had closure of fistulas by Week 26 following
short-term induction therapy with CIMZIA® (cer-
tolizumab pegol). The data showed that fistulas in
most of these patients treated continuously with
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CIMZIA® stayed closed with a majority of patients
achieving clinical remission.

CIMZIA is indicated for reducing the signs and
symptoms of Crohn’s disease and maintaining clinical
response in adult patients with moderate to severe
active disease who have had an inadequate response to
conventional therapy.

Among patients who had fistula closure during the
study, a higher proportion of those treated continu-
ously with CIMZIA 400 mg (73.3%) maintained 50%
fistula closure at Week 26 versus patients receiving
placebo (38.5%). More than two-thirds (66.7%) of the
CIMZIA-treated patients maintained 100% closure of
fistulas compared to placebo (30.8 %) at Week 26.

Of the adult, moderate to severe Crohn’s disease
patients with open fistula at baseline, a higher percentage
of patients in the CIMZIA versus placebo group achieved
CDAI response of 100 points from baseline (71.4% ver-
sus 33.3%, respectively) and CDAI remission (53.6%
versus 20%, respectively). The CDAI is a patient/physi-
cian questionnaire which incorporates eight CD-related
variables. Scores of <150 indicate remission, and scores
of >450 indicate severe illness along the 600 point scale.

Health-related quality of life measurements was
assessed by the 32-question Inflammatory Bowel Dis-
ease Questionnaire (IBDQ), which measures social,
systemic, emotional and bowel related symptoms on a
scale of 32 to 224 points (higher scores denote better
well-being). In this study, mean change in IBDQ
scores from baseline were greater in CIMZIA (36.7
points) than placebo-treated groups (20.7 points). 

Quickvue® iFOB Test Results Show High 
Correlation with Quantitative Laboratory 
Assay for Fecal Occult Blood Using Stools 
from Patients with Post-colonoscopy Based 
Clinical Diagnosis
Quidel Corporation, a provider of rapid point-of-care
(POC) diagnostic tests, presented data from a correla-
tion study for its QuickVue iFOB (immunochemical
Fecal Occult Blood) test for colorectal cancer (CRC)
screening. The results demonstrated a high correlation
between Quidel’s POC immunochemistry test and a
quantitative laboratory test for fecal occult blood. The
study, entitled “A New Method for Quantification of

FOB Levels,” was introduced at the Colorectal Con-
gress in St. Gallen, Switzerland on December 4th.

Two hundred stool specimens obtained from
patients averaging 40 days post colonoscopy were
examined in a quantitative test employing surface plas-
mon resonance, which measures the binding of hemo-
globin to specific anti-human hemoglobin monoclonal
antibodies. Using these post-colonoscopy stool speci-
mens provided a potential quantitative cutoff for dis-
tinguishing patients with normal colons from those
with cancer. The exact same specimens were then
tested using the rapid QuickVue iFOB test.

The quantitative laboratory method gave negative
readings for 96 percent (45/47) of samples from
patients with normal colons and positive readings for
82 percent (27/33) of stool samples from patients with
colorectal cancer. When the same samples were tested
using QuickVue iFOB, the qualitative test detected 96
percent (26/27) of stools positive for quantitatively
elevated hemoglobin from confirmed cancer patients
based on the selected quantitative laboratory method
cutoff. The QuickVue iFOB test correctly called as
negative 89 percent (40/45) of the stool specimens
identified by the quantitative laboratory test as not
having significantly elevated hemoglobin from con-
firmed normal patients.

The American Cancer Society recommends, as
one method of screening, an annual fecal occult blood
test for the estimated 91 million individuals ages 50
and older to assist in the early detection of colorectal
cancer. 

Cellvizio® Shown To Improve Biopsy Targeting
in Barrett’s Esophagus
New Data on World’s Smallest Microscope 
Published in GUT Journal
New data show that real-time, in vivo imaging with
Cellvizio®, the world’s smallest microscope, helps
physicians target esophageal biopsies more effectively
than traditional methods, improving their ability to
determine if Barrett’s esophagus has become pre-can-
cerous, according to a study published in the Decem-
ber issue of GUT, the International Journal of
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Gastroenterology and Hepatology (Gut. 2008 Dec.; 57
(12): 1648-53).

“Using images from this tiny microscope, we were
able to show that a physician who is trained to use the
Cellvizio device may identify the normal tissue fairly
accurately,” said Heiko Pohl, MD, of the Dartmouth-
Hitchcock Medical Center and lead author of the
study. “Traditional endoscopic cameras don’t differen-
tiate cancerous or precancerous Barrett’s tissue, so we
take random samples from sections of the region in
hopes that it represents an accurate sampling. A more
precise, real-time, microscopic imaging device will
help us more accurately target dangerous Barrett’s tis-
sue and remove or treat it immediately before it devel-
ops into esophageal cancer.” Drs. Alexander Meining,
Klinikum rechts der Isar in Munich, Germany and
Thomas Rösch, Charité University Hospitals in Berlin,
Germany contributed to the study’s findings as well.

Two independent examiners evaluated 199 and
200 biopsy sites in a multi-centric study, respectively.
Their blinded diagnostic assessments matched in 176
cases. Of those 176 biopsy sites, the physicians came
to an accurate diagnosis 93.3% of the time. They accu-
rately determined which patients had pre-cancerous
tissue 80% of the time and correctly differentiated the
non-cancerous tissue 94.1% of the time. Of the lesions
which tested negative, the physicians were 98.8%
accurate (negative predictive value).

Barrett’s esophagus occurs when gastroesophagul
reflux disease (GERD) causes stomach acid to leak
back into the esophagus and damage the lining. This
can increase the risk of cancer of the esophagus (ade-
nocarcinoma), the symptoms of which can be diffi-
culty swallowing or weight loss. Since the 1980s,
incidence rates of adenocarcinoma of esophagus
(ACE) have been increasing in both genders in devel-
oped countries. ACE is the fastest rising malignancy
among white men in the United States, with a relative
increase even higher than that observed for breast can-
cer, malignant melanoma, or prostate cancer. From
1975 to 2001, the incidence of ACE increased sixfold
in the United States, from 4 to 23 cases per million
(Journal of the National Cancer Institute, 2005;97:
142-146). �
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Now you can read Practical Gastroenterology on the Web.
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Practical Gastrointestinal Endoscopy: 
The Fundamentals 
Peter B. Cotton, Christopher B. Williams. 6th ed.
Blackwell Publishing Ltd. 2008.
ISBN: 978-1-4051-5902-9; 232 pages; $99.95
Comprehending how an endoscopy unit operates and
how the equipment works is fundamental for gastroen-
terologists and their staff. Understanding the theory
behind endoscopic techniques helps the gastroenterol-
ogist troubleshoot difficult patients and situations.
Practical Gastrointestinal Endoscopy is divided into
eight chapters. Each chapter contains details on spe-
cific topics followed by recommendations for further
reading. The tables and figures are informative and
well placed. 

The first three chapters are comprised of in-depth
information involving the endoscopy suite, equipment,
patient selection and patient preparation. These are
excellent chapters for everyone involved in the
endoscopy process, such as endoscopy technicians,
nurses, and physicians. Chapter 2 contains multiple
figures with detailed explanations of current
endoscopy equipment along with troubleshooting tips.
Cleaning and care of equipment is presented in list for-
mation and could easily be transitioned into practice.
Chapter 3 reviews all aspects of patient care before,
during, and after a procedure. 

Chapters 4 and 5 discuss diagnostic and therapeu-
tic upper endoscopy. Chapter 4 starts with proper
patient positioning and takes the reader through the
proper technique of evaluating the esophagus, stomach
and duodenum. Illustrations accompany the key
maneuvers and bring the information to life. Chapter 5
gives detailed instruction on therapeutic endoscopy
such as strictures, bleeding and foreign bodies. 

Chapter 6 explains the technique and theory
behind flexible sigmoidoscopy and colonoscopy. The
various ways to approach and maneuver through the
colon are divided into rectum, sigmoid, splenic flex-
ure, transverse colon, hepatic flexure, cecum, and ileo-
cecal valve. Another important aspect of this chapter is
its discussion of localization during colonoscopy,
which often can be difficult. Chapter 7 reviews the
equipment used and step-by-step techniques involved
in snare polypectomy and control of bleeding. Solu-
tions for problematic sessile polyps and polyps with

large stalks also are addressed. Chapter 8 is a collec-
tion of resource links for further reading. 

This is an exceptional book for gastroenterolo-
gists. It provides a great foundation for obtaining
knowledge of endoscopic equipment and therapeutic
technique. Multiple difficult scenarios are addressed,
followed by several possible solutions. We highly rec-
ommend that gastrointestinal fellows use this as refer-
ence throughout training and as a model for setting up
their own practice. Additionally, every level of staff
working in an endoscopy suite will find valuable infor-
mation in this book. 

Jennifer Vincent, D.O.
Gastroenterology Fellow

Department of Gastroenterology
Scott and White Hospital

Texas A&M University Health Science Center
Temple, Texas

Phillip Chaney, M.D.
Assistant Professor of Internal Medicine

Department of Gastroenterology
Scott and White Hospital

Texas A&M University Health Science Center
Temple, Texas

John Pohl, M.D., Book Editor, is on the Editorial Board
of Practical Gastroenterology.
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PPRRAACCTTIICCAALL  
GGAASSTTRROOEENNTTEERROOLLOOGGYY

RR EE PP RR II NN TT SSRR EE PP RR II NN TT SS

Practical Gastroenterology reprints are valuable,
authoritative, and informative. Special rates 
are available for quantities of 100 or more.

For further details on rates or to place an order
visit our Web site at: 

www.practicalgastro.com


