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Fecal Toxic Metals Analysis

* One of the primary uses of the faecal metals test is for the assessment of what 'background' Mercury burden is attributable

to amalgam dental fillings in the mouth. (Traces are excreted via stool).
Hence the varying reference ranges (depending on if amalgams are present or not).
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RESULT PERCENTILE
mg/kg Dry Wt INTERV, 68" 95"
Mercury (Hg) 0.031 <.05 w/o amalgams’
Mercury (Hg) 0.031 <0.5 with amalgams* =
Antimony (Sh) 0.100 < 0.080
Arsenic (As) 0.20 < 0.30 [|w——
Beryllium (Be) <dl < 0.009
Bismuth (Bi) 229.8 < 0.050 ——
Cadmium (Cd) 0.41 < 0.50
Copper (CU) 63 < 60 |—————
Lead (Pb) 0.27 < 0.50 fe——mmm
Nickel (Ni) 11.8 < 8.0
Platinum (Pt) <dl < 0.003
Thallium (TI) 0.019 < 0.020 |ee—————
Tungsten W) 0.054 < 0.090 [|e——
Uranium (V) 0.085 < 0.120 |ee——
* Secondary
RESULT REFERENCE MEAN uses can
% H20 28D -1SD  |72.5% +1SD +2SD .
b Ha INTERVAL include the
9 60 - 85%
% Water Content 67.6 — assessment
of DIETARY
Analysis of elements in feces provides a comprehensive evaluation of environmental exposure, accumulation and endogenous toxic metal
detoxification of potentially toxic metals. For several toxic elements such as mercury, cadmium, lead, antimony and uranium, biliary load from a
excretion of metals into feces is the primary natural route of elimination from the body. Studies performed at DDI demonstrate that the
fecal mercury content and number of amalgam surfaces are highly correlated, as is the case for post-DMPS urine mercury levels and suspect food/
amalgam surface area. meal (e.g.
Results are reported as mg/kg dry weight of feces to eliminate the influence of variability in water content of fecal specimens. The Seafood) and
reference values that appear in this report have been derived from both published data and in-house studies at DDI. *Due to exposure
to mercury in the oral cavity, people with dental amalgams typically have a considerably higher level of mercury in the feces than even some
individuals without dental amalgams; therefore, two reference ranges have been established for mercury. medications/
To provide guidance in interpretation of results, patient values are plotted graphically with respect to percentile distribution of the |
population base. Since this test reflects both biliary excretion and exposure (metals to which the patient is exposed may not be supplements.
absorbed), it may not correlate with overt clinical effects. Further testing can assist in determining whether the metals are from (Most useful
endogenous (biliary excretion) or exogenous (oral exposure) sources. .
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