
Faecal�Calprotectin
Chronic�abdominal�pain�with�constipation�or�diarrhoea�is�a�common�presenting�complaint.� �It�remains�challenging�for�
the�clinician�to�distinguish�between�inflammatory�bowel�disease�(IBD)�(most�commonly�ulcerative�colitis�and�Crohn's�
disease)�and�irritable�bowel�syndrome�(IBS).��Fortunately,�faecal�calprotectin�(FC)�has�shown�promise�in�recent�research�
that�has�translated�into�daily�practice�thereby�reducing�costs�of�the�diagnostic�work-up�and�subsequent�management�of�
these�patients.

Calprotectin� is�a�cytosolic�protein�present� in�neutrophils.� � In�an� individual�with�normal�bowel� function,� there� is�no�
generalised�bowel�inflammation,�and�therefore�very�few�neutrophils�are�present.� �In�cases�of�inflammation,�there�is�a�
consequent�increase�in�neutrophils�attracted�to�the�bowel,�resulting�in�increased�levels�of�calprotectin�being�shed�into�
the�faeces.��This�basic�hypothesis�makes�calprotectin�a�valuable�marker�for�distinguishing�between�IBD�and�IBS.��FC�has�a�
high�negative�predictive�value,�and�is�therefore�a�good�“rule-out”�test.� �Hence,�when�the�FC�is�below�the�cut-point,�50�
µg/g�stool�usually,�IBD�is�unlikely.��This�reduces�the�need�for�colonoscopy�and�further�investigations�in�patients�with�IBS,�
who�can�be�managed�more�appropriately.� �It�must�be�noted�that�elevated�FC�levels�may�also�be�caused�by�conditions�
other�than�IBD,�such�as�infective�gastro-enteritis�and�certain�colorectal�cancers.

FC�can�also�be�used�as�a�marker�of�the�response�to�treatment.��A�FC�value�that�normalises�during�treatment�is�an�excellent�
surrogate�marker�of� successful� treatment�outcome� in�patients�with� IBD.�Failure�of�FC� levels� to� reduce�or�normalise�
indicates�that�the�treatment�and�compliance�therewith�needs�to�be�reviewed.� �In�addition,�FC�can�predict�relapse�in�
patients�with�established� IBD.� �Values�have�been� shown� to� rise�prior� to�patients�becoming� symptomatic� therefore�
allowing�for�an�early�modification�or�reintroduction�of�treatment�and�the�consequent�modification�and�attenuation�of�
the�relapse�period.��Finally,�there�is�also�evidence�that�FC�levels�correlate�with�the�disease�severity�in�IBD.

FC�can�be�measured�on�any�random�stool�sample�with�no�requirement�for�a�24�hour�stool�collection.� �If�a�delay�of�>�24�
hours�is�anticipated�in�the�sample�reaching�the�laboratory,�the�stool�sample�should�be�frozen.��Results�are�reported�in�µg�
calprotectin�per�gram�of�stool.

FC�can�be�used�in�both�adult�and�paediatric�populations.��Levels�in�active�IBD�in�children�can�be�very�high,�exceeding�the�
measurement�range.��Generally,�these�results�are�reported�as�greater�than�the�measuring�range,�since�the�FC�test�is�not�
reliably�linear�in�dilution.�

Summary

Ÿ FC�assists�clinicians�in�distinguishing�between�IBD�and�IBS
Ÿ A�random�stool�sample�is�required
Ÿ Cut-points�depend�on�the�assay�used�and�are�indicated�on�the�laboratory�report
Ÿ Serial�results�need�to�be�measured�using�the�same�instrument�since�the�test�is�not�standardised
Ÿ FC�levels�may�be�elevated�in�other�conditions�e.g.��infective�gastroenteritis�and�certain�colorectal�cancers
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Pre-eclampsia (PE) is a multisystem disorder that typically affects 2-8% of pregnant women and is one of the leading causes of 

maternal and perinatal morbidity and mortality.  Globally, 76 000 women and 500 000 babies die each year as a result of this 

disorder. 

The burden of hypertension has been increasing over the last few decades in Sub- Saharan Africa, with a large percentage of 

the population remaining undiagnosed, untreated, or ineffectively treated.

Whilst maternal mortality has decreased by almost 44% in the last 25 years worldwide, approximately 99% of global maternal 

deaths in 2015 were shown to be from low-middle income countries, with Sub -Saharan Africa accounting for approximately 

66%. Hypertensive disorders of pregnancy are the most common direct cause of maternal mortality, accounting for 18% of all 

maternal deaths in South Africa, with nearly 75% of the deaths thought to be potentially preventable.

Screening Methods

The early identification of those at risk for PE is very important, as numerous studies have now demonstrated a reduction in the 

incidence of PE with low dose aspirin therapy during pregnancy.  The accurate prediction of those at risk of PE becomes even 

more important to reduce complications through the use of aspirin. 

Traditional PE prediction models using maternal characteristics and risk factors have been shown to be associated with low 

predictive values. Using the National Institute for Health and Care Excellence (NICE) predictive screening model, detection rates 

were shown to be 41% for pre-term PE (< 34weeks) and 34% for term PE (>34 weeks) with a false positive rate of 10%.

Multiparametric screening i.e. incorporating patient characteristics, serum biomarkers and ultrasound Doppler indices, has 

shown to be effective in identifying those at high risk of early PE (< 34 weeks gestation). International bodies such as the 

International Federation of Gynecology and Obstetrics (FIGO) have now encouraged screening for PE using this approach.

Pathcare Laboratories is now offering early PE screening using this approach in singleton pregnancies. PE testing can now be 

performed together with the Downs, Trisomy 13 and 18 screen, using the alpha™ Antenatal screening software. 

Why should I screen?

•	 There is an opportunity for prevention through prophylaxis

•	 Allows for early risk stratification and high-risk care

•	 Early diagnosis reduces maternal morbidity and mortality

What information is required for screening?
•	 Maternal Parameters: Parity, weight, ethnicity, previous history of PE and family history of PE

•	 Biochemical parameters: Pregnancy Associated Plasma Protein-A (PAPP-A) and Placental Growth Factor (PLGF). Both 
analytes are decreased in high-risk pregnancies

•	 Uterine Artery Pulsatility Index (Ut-API)

•	 Mean Arterial Pressure (MAP). If this cannot be performed, please submit a diastolic and systolic BP reading

INTRODUCTION OF EARLY FIRST TRIMESTER PRE-ECLAMPSIA 
SCREENING USING PLACENTAL GROWTH FACTOR (PLGF)
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A dedicated section is available on the request form however, the accuracy of the calculated risk is dependent on the 

completeness of the information provided.

Screening using the alpha™ Antenatal screening software with the above parameters, improves the detection rates from 41% 

(using maternal parameters and risk factors) to 71% at a cut off 1:100 and a false positive rate of 5%.

When must I submit the relevant information and phlebotomy samples to the laboratory?

•	 All information should be provided from 11w-13w6d of pregnancy. The laboratory will perform a Combined First Trimester 
Downs and Early PE screen. 

•	 Phlebotomy should be completed for the following analytes: PAPP-A, Free BHCG and PLGF (SST- serum separator yellow 
top tube)

•	 A nuchal translucency (NT) must be included for the combined risk profile.

If preferred, PLGF biochemistry only, without risk calculation, can be requested.  Risk can then be calculated by the requesting 

doctor using the free risk calculator provided by the Fetal Medicine Foundation at www.fetalmedicine.org.
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•	 Alpha antenatal software programme (Imsalpha.co.uk)
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