
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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Apolipoprotein B & A1
WHY SHOULD WE MEASURE APO B & APO A1? 

The association between cardiovascular disease (CVD) risk 
and plasma low density lipoprotein-cholesterol (LDL-c) 
levels is indisputable.  Accordingly, all screening and ther-
apeutic guidelines are based on total cholesterol (TC) or 
LDL-c levels.  However, focusing only on LDL-c, has several 
limitations:

•	 Many patients with atherosclerotic disease have nor-
mal LDL-c levels.1

•	 Significant risk for CVD often persists, despite achiev-
ing LDL-c goal with treatment.2

•	 In certain dyslipidaemias with high CVD risk, other ath-
erogenic lipoproteins predominate - such as very low 
density lipoprotein (VLDL) remnants, chylomicron (CM) 
remnants and intermediate density lipoprotein (IDL).3

CVD risk appears to be more directly related to the num-
ber of circulating atherogenic particles that contact and 
enter the arterial wall, than the amount of cholesterol in 
these lipoproteins.4,5

Experimental studies indicated that Apolipoprotein B 
(ApoB) is instrumental in the initiation of atherosclero-
sis.2  Subendothelial retention of ApoB-containing parti-
cles takes place through a gradient-driven process, with 
an increased rate of diffusion when the concentration of 
circulating lipoprotein particles is raised.6

Due to the technical difficulty of measuring lipoprotein 
particles directly, the cholesterol carried within the lipo-
protein particles has been used as a surrogate marker for 
the concentration of these lipoproteins.7  Unfortunately, 
since the cholesterol content of atherogenic lipoprotein 
particles may vary considerably, the cholesterol levels may 
not reflect lipoprotein particle levels accurately.  LDL-c 
underestimates the number of LDL particles in individu-
als with predominantly cholesterol depleted small dense 
LDL (sd-LDL) particles, typically seen in the metabolic 
syndrome and Type 2 Diabetes Mellitus (DM).2  Ironically, 
these lipoprotein particles are the most atherogenic!   

In contrast, each potentially atherogenic lipoprotein par-
ticle contains only one ApoB molecule and measurement 
of ApoB therefore reflects the number of atherogenic par-
ticles. (Fig 1)  Indeed, recent evidence indicates that ApoB 
provides a more accurate estimate of CVD risk than LDL-c.5

WHAT DO WE MEASURE?

The ApoB assay measures both Apo B100 (the structural 
protein of LDL, VLDL, IDL and lipoprotein(a)) and Apo B48 
(which forms part of CM and CM remnants). 

However, even post prandially, there are so few Apo B48 
particles compared to the number of Apo B100 particles, 
that for all practical purposes, measured ApoB represents 
Apo B100.5  Furthermore, most of the plasma ApoB is car-
ried in LDL particles, as VLDL particles are much larger and 
relatively few in number.2  In most instances, more than 
90% of total plasma ApoB is associated with LDL. There-
fore, the ApoB level is a good indication of LDL concentra-
tion.5

Apolipoprotein A1 (ApoA1) is the major structural protein 
of high density lipoprotein (HDL) particles and reflects the 
atheroprotective side of lipid metabolism.  ApoA1 is prob-
ably the most useful in conjunction with ApoB in assessing 
the balance between atherogenic and atheroprotective 
cholesterol transport, as determined by the ApoB:ApoA1 
ratio.8 Studies have demonstrated the superiority of the 
ApoB:ApoA1 ratio to any of the cholesterol ratios in the 
estimation of the risk for acute myocardial infarction (MI) 
in all ethnic groups, in both sexes, and at all ages. (Fig 2)9

Risk of myocardial infarction for increasing decile medians (ad-
justed for age, sex and region) of lipids, lipoproteins and apolipo-
proteins.9

 
USE OF APOB IN HYPERTRIGLYCERIDAEMIA
 
The larger Triglyceride(TG)-rich particles, such as CM and 
large VLDL are generally not atherogenic, whereas CM 
remnants and VLDL remnants (IDL) are.10  In patients with 
hypertriglyceridaemia, high ApoB levels indicate the pres-
ence of potentially atherogenic lipoproteins such as sd-
LDL, or smaller TG-rich particles, such as VLDL remnants.  Figure 1

Figure 2
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Low ApoB levels would indicate an increase in larger TG-
rich lipoproteins, such as CM and larger VLDL, which are 
less atherogenic.2
The atherogenic dyslipidaemia associated with Type 2 DM 
& metabolic syndrome is characterised by high TG, sd-LDL 
and low HDL-c. The LDL-c typically underestimates risk in 
these patients, whereas raised ApoB correctly reflects the 
increase in sd-LDL.2

In Familial Combined Hyperlipidaemia (FCH), one of the 
most common familial forms of hyperlipidaemia, the typi-
cal lipid phenotype of raised TC and TG, and low HDL-c 
may vary substantially within an individual over time.  
However, ApoB levels and sd-LDL are consistently in-
creased, making  ApoB a valuable tool in the evaluation 
and diagnosis of FCH.11

However, in certain genetic syndromes with hypertriglyc-
eridaemia, there may be a risk for CVD, without raised ApoB 
levels.  Dysbetalipoproteinaemia (Familial Type III dyslipi-
daemia) is highly atherogenic, but ApoB levels are low to 
normal.  This is due to the accumulation of cholesterol-rich 
VLDL remnant particles.12  Dysbetalipoproteinaemia may 
be suspected when both the TC and TG concentrations 
are increased, in in a 2:1 ratio, with a significant difference 
between measured and calculated LDL-c. Screening for 
dysbetalipoproteinaemia with an ApoB:TC ratio of <0.15, 
has also been proposed.13  In these patients, Non-HDL-c is 
a better marker for CVD risk than ApoB.

USE OF APOB IN HYPERCHOLESTEROLAEMIA:

ApoB adds important information in patients with moder-
ate hypercholesterolaemia.14  It has been found that ApoB 
improves the ability to discriminate incident CVD cases in 
patients with high LDL-c.  Among patients with high LDL-
c, those with high ApoB were at increased risk for MI com-

pared with those 
with low ApoB.15,8

In severe hypercholesterolaemia, however, such as in 
Familial Hypercholesterolaemia, ApoB will inevitably be 
raised and therefore contributes no additional informa-
tion.14

USE IN TREATMENT:
Statins lower LDL-c and Non-HDL-c more than ApoB; 
therefore many patients who achieve their LDL-c and 
Non-HDL-c goals still have raised ApoB. This may explain 
why these patients remain at risk.2 ApoB would therefore 
provide a more reliable goal for lipid-lowering treatment, 
as well as a better assessment of residual risk.

ApoB treatment targets for patients at high and very high 
total CVD risk, are <1.0 g/L and <0.8 g/L, respectively.16

PRACTICAL:

Fasting is not required for ApoB measurement. 
In contrast to LDL-c, ApoB measurement is not affected by 
high TG in the blood sample.

APOLIPOPROTEIN B & A1...

SUMMARY:

•	 Unlike LDL-c, ApoB is not affected by the varying amounts of cholesterol content in atherogenic lipoprotein 
particles, therefore it provides a better index of CVD risk than LDL-c.  

•	 ApoB also serves as a more reliable guide to the adequacy of lipid-lowering treatment. 

•	 In a rapidly growing subset of the population with obesity, metabolic syndrome and diabetes, ApoB compen-
sates for the limitations of LDL-c in the assessment of CVD risk.   

•	 Valuable additional information is obtained by measurement of ApoB in patients with hypertriglyceridaemia 
and moderate hypercholesterolaemia, thereby providing a refined risk assessment. 

•	 However, certain genetic syndromes with hypertriglyceridaemia may be associated with high risk for CVD, 
without raised ApoB levels.  
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