
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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IODINE ALLERGY: A MEDICAL MYTH
ARE YOU ALLERGIC TO IODINE?
The term ‘iodine allergy’ is used frequently, and usually refers to a history of 
an allergic reaction to seafood or iodinated radiological contrast media, or 
to a contact allergy to povidone-iodine antiseptic preparations. 

IODINE IS NOT AN ALLERGEN
Iodine is present throughout our bodies. Iodine is an essential trace element re-
quired for the production of thyroid hormone, and is present in many amino acids. 
Iodine deficiency can lead to serious health problems, hence the importance of sup-
plementing table salt with iodine to prevent iodine deficiency. There are numerous dietary 
sources of iodine including iodised salt, seafood, vegetables, meat, eggs, diary and fruits. Iodates 
are also used as preservatives in bread.

IODINE ALLERGY – A MEDICAL MYTH
As Iodine is a normal trace element in our bodies it is not, and cannot be, an allergen. Exactly how seafood and ‘iodine allergies’ 
became linked is unclear. Although both fish and shellfish contain iodine, it is not the iodine that is the source of seafood allergies, 
but rather a protein present in the specific food. 

REACTIONS TO SEAFOOD CONTAINING IODINE
Allergy to seafood (fish, crustaceans and molluscs) therefore has nothing to do with its iodine content. Seafood allergy mostly 
involves an IgE antibody-mediated reaction to proteins in the seafood. The allergen in shellfish that most commonly causes al-
lergic reactions is called tropomyosin. Tropomyosins are protein allergens that show cross-reactivity between crustaceans and 
molluscs, but not fish. Individuals with allergic reactions to fish are most likely sensitised to the parvalbumin protein in the fish, 
which shows broad cross-reactivity between different fish species. Individuals allergic to shellfish are unlikely to be allergic to fish 
and vice versa. Screening tests for seafood and fish allergies are available, as well as for the allergen-specific proteins tropomyosin 
and parvalbumins. 

REACTIONS TO IODINE-CONTAINING ANTISEPTIC SOLUTIONS 
Due to iodine’s antiseptic properties it is added to many antiseptic products, for example povidone-iodine. Most reactions to the 
iodine-containing antiseptics are due to other allergens in the medication, and not to the iodine. The most common reaction 
experienced is allergic contact or irritant dermatitis. These are usually delayed hypersensitivity reactions and can be tested for by 
means of a patch test containing the specific antiseptic preparation.

REACTIONS TO IODINE-CONTAINING RADIOCONTRAST MATERIAL 
Most of the adverse reactions to radiocontrast media are unlikely to be allergic in nature, and are most likely an inflammatory 
response to irritating hyperosmolar agents in the material. True allergic reactions to radiocontrast media are not common and 
are broadly divided into immediate and non-immediate hypersensitivity reactions. Allergic reactions to iodine-containing radio-
contrast media are not related to the iodine in the drug. Allergy tests are available for specific radiocontrast media.

IN SUMMARY 
•	 Iodine is not an allergen, and therefore allergy tests for iodine are not available.
•	 Seafood allergy is not iodine driven, but rather caused by specific proteins in the fish or shellfish.
•	 Reactions to iodinated soap and antiseptics are rare, and unrelated to the iodine in the preparation.
•	 Reactions to radiocontrast materials are unlikely to be an allergic reaction to iodine.

More information regarding specific allergy tests is available at your local PathCare laboratory.

Prepared by: Dr Mariana Lloyd, Chemical Pathologist, PathCare. Email: mariana.lloyd@pathcare.org.
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