
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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Introduction
Since May 2022, more than 97 000 cases of mpox have been 
reported globally from 117 countries, with 186 deaths (as of 31 
May 2024). Between June and September of 2022, five cases of 
mpox were reported in South Africa, with no fatalities. All of these 
cases reported either a history of travel to countries reporting 
mpox cases or contact with someone who had recently travelled 
to a country reporting mpox cases. In May-June 2024, a further 13 
laboratory-confirmed cases have been reported in South Africa (as 
of 15 June 2024), with two fatalities reported. This includes seven 
cases in KwaZulu-Natal, five cases in Gauteng, and a single case in 
the Western Cape. Sequencing data available to date has confirmed 
that all cases identified in South Africa were clade IIb, which is the 
clade associated with the ongoing multi-country outbreak.  Given 
the recent cases reported in South Africa, heightened vigilance is 
required in order to contain the spread of this virus. 

This document aims to provide guidance regarding sample 
submission to PathCare and should be read in conjunction with 
available NICD documentation (available at https://www.nicd.
ac.za/diseases-a-z-index/mpox-2/).  

Epidemiology

The virus is transmitted by contact with infected animals or 
humans, or other contaminated material. The virus can enter 
the body through broken skin, the respiratory tract or mucous 
membranes (eyes, mouth or nose). Person-to-person transmission 
occurs through close contact. The contagious period lasts through 
all stages of the rash, until all the scabs have fallen off.   

Clinical presentation

A non-specific febrile prodrome is followed by the typical rash 
with lesions progressing through various stages from macules, to 
papules, to vesicles, to pustules, and eventually to crusts or scabs 
which dry and fall off after approximately 2-4 weeks. Lesions or 
ulcers can also occur on the mucous membranes such as the 
mouth, eyes and genital area. The lesions usually start on the 
head or face and progress to the trunk and limbs, with lesions 
also occurring on the soles of the feet and palms of the hands. 
Lymphadenopathy and lesions which progress through the same 
stages at the same time may help to differentiate mpox from 
chickenpox in which cropping occurs (ie lesions at different stages 
are present simultaneously).  During the current multi-country 
outbreak, reports have noted frequent localization of lesions 
in the genital and/or peri-anal areas. Other conditions which 
should be considered in the differential diagnosis include herpes 
simplex virus, varicella zoster virus, molluscum contagiosum virus, 
enterovirus, measles, scabies, Treponema pallidum (syphilis), 
bacterial skin infections, medication allergies, parapoxviruses 
(causing orf and related conditions) and chancroid.
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Management
Treatment is supportive and the majority of cases are mild, 
however, complications and, more rarely, death may occur in some 
cases.  Tecovirimat is an antiviral that may be used in selected cases 
of severe mpox disease, and a limited supply is available in South 
Africa through a section 21 application following discussion with 
the NICD. In a health care setting, PPE when managing suspected 
or confirmed cases should include a gown (preferably disposable), 
gloves, eye protection (goggles or a face shield that covers the front 
and sides of the face), and N95 mask. The number of staff working 
with such patients should be limited where possible to minimize 
exposure. Patients should be nursed in a single-person room, 
ideally with the door closed and a dedicated bathroom. Movement 
outside of the room should be limited as far as medically feasible 
and if movement is necessary, the patient should wear a mask and 
cover any exposed lesions with a sheet or gown. 

It is important to remember that mpox is a notifiable disease. 
Details regarding notification processes can be found in the 
NICD documentation.

Laboratory testing for suspected cases
On presentation of a suspected case, the clinician should determine 
whether the signs and symptoms are compatible with mpox. Clinical 
and epidemiological features will assist in determining the need 
for testing. Infection control procedures should be implemented 
to ensure that exposure of health care workers, other patients and 
close contacts are minimized.

Lesion fluid and/or material (vesicle/pustule skin) is required for 
the diagnosis of mpox. Dacron or polyester flocked swabs with 
VTM or dry swabs may be used. Where possible, more than one 
lesion should be sampled, preferably from different locations on 
the body and/or different looking lesions. These samples should be 
collected by the clinician (using appropriate PPE) and accompanied 
by a fully completed NICD case investigation form for submission 
to the laboratory. 

Throat swabs may be submitted as an additional sample but are 
not required. Please note that throat swabs will be processed as a 
separate sample and will therefore result in an additional PCR test 
being billed. 

Samples must be double or triple packaged and reach the 
laboratory without delay. Samples must be kept cold during 
transport (ice packs may be used).				  
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Mpox PCR 
H6044    Skin swab (required; see below for details)C

H6044    Throat swab (optional; will result in an additional PCR billed)C

Specimen requirements 

1. Lesion fluid or material (vesicle/pustule skin) is required. Dacron or polyester flocked swabs with VTM or dry swabs may be used. 
 Where possible, more than one lesion should be sampled, preferably from different locations on the body and/or different looking 
 lesions. 

2. Throat swabs may be submitted in addition, but are not required, and will be processed as a separate sample (therefore two PCR tests 
 will be billed).

3. All specimens must be accompanied by a completed NICD case investigation form. 

Transportation

Specimens must be double bagged for transportation to the laboratory.

Specimens must be kept cold during transport (ice packs may be used).

Mpox REQUEST FORM

DD MM  Y Y Y Y

PRINT IN BLACK AND WHITE



 
 

Division of Public Health Surveillance and Response and 
Centre for Emerging Zoonotic and Parasitic Diseases 
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CASE INVESTIGATION FORM: MPOX 
I. PATIENT DETAILS 

Surname:  Name/s:  

Date of birth: DD / MM / YYYY Age:  Sex: Male ☐ Female ☐ 

Contact Tel./Cell: (000) 0000000 (000) 0000000 Occupation:  

Physical home address:  

II. ATTENDING HEALTHCARE WORKER AND HEALTHCARE FACILITY DETAILS 

Name of clinician:  Contact Tel./Cell clinician: (000) 0000000 

Healthcare facility name:  Location of healthcare facility:  

Hospital case nr.:  Date of admission: DD / MM / YYYY Ward:  

III. RISK FACTORS/ EXPOSURE HISTORY – during the 21 days prior to onset of symptoms 

Close contact with suspected or confirmed case of monkeypox* Yes ☐  No ☐ Unknown ☐ 

History of international travel to country reporting monkeypox in 21 days prior to  Yes ☐ No ☐ Unknown ☐ 
onset of illness 

None of the above Yes ☐  No ☐  Unknown ☐ 
IV. CLINICAL INFORMATION 

A. Date of onset of illness: DD / MM / YYYY 

B. Clinical features (Tick appropriate box: yes, no, unknown) 

Fever Yes ☐ No ☐ Unknown ☐ 

If yes, specify temperature    °C 

Lymphadenopathy Yes ☐   No ☐  Unknown ☐ 

Headache Yes ☐  No ☐  Unknown ☐ 

Muscle pain Yes ☐  No ☐  Unknown ☐ 

Fatigue Yes ☐   No ☐  Unknown ☐ 

Sore throat Yes ☐  No ☐  Unknown ☐ 

Nausea/vomiting Yes ☐  No ☐  Unknown ☐ 

Cough Yes ☐  No ☐  Unknown 

☐  Chills/sweats Yes ☐  No ☐  Unknown ☐ 

Light sensitivity Yes ☐ No ☐ Unknown ☐ 

Rash Yes ☐ No ☐ Unknown ☐ 
Date of onset of rash DD / MM / YYYY 

Distribution of rash: 

Face ☐ Oral ☐  Arms☐ All over Trunk 

☐ Genitals ☐ Legs ☐ body ☐ Thorax 

☐  Soles of hands ☐  Soles of feet ☐ Type 

of rash:  Macular  Yes ☐ No ☐ 

Maculopapular Yes ☐ No ☐ 

Vesicular Yes ☐  No ☐ 

Petechial Yes ☐ No ☐ 
Vasculitis Yes ☐ No ☐ 

Other, specify:  

If female, pregnant: Yes ☐ No ☐ Unknown ☐ n/a (male) ☐ 

V. PAST MEDICAL AND TRAVEL HISTORY 

Underlying illness** Yes ☐ No ☐ Unknown ☐ 
If yes, give details: 

Country/ies visited: Location/s visited within country: Date of arrival: Date departure: 

  DD / MM / YYYY DD / MM / YYYY 

Activities at the location/purpose of travel:  

 

 



 
 

Footnotes: * Contact tracing should be initiated according to protocol ** Any immunosuppressing condition including active HIV 

disease. 
 

SUBMIT COMPLETED FORM WITH SPECIMEN TO: Special Viral Pathogens Lab, National Institute for Communicable 

Diseases, National Health Laboratory Service, 1 Modderfontein Road, Sandringham 2192, South Africa 
 

EMAIL COMPLETED FORM TO: jacquelinew@nicd.ac.za / naazneenm@nicd.ac.za / outbreak@nicd.ac.za 
 


