
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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This report is a summary of the results obtained from various 
molecular respiratory panels performed across PathCare 
laboratories during March 2024 (epidemiological weeks 10-13).  
The data is dependent on submission of samples by clinicians 
and therefore may not be representative of the general 
population but is intended to identify trends in the circulation 
of these viruses which may be of clinical relevance. 

INFLUENZA, RESPIRATORY SYNCYTIAL VIRUS 
AND SARS-COV-2

•	 RSV detection rates continued to increase during March, 
ranging from 11-20% overall. The increase in RSV positivity 
occurred predominantly in those aged <5 years, with 
this age group accounting for approximately 88% of RSV 
isolates during the reporting period. RSV percentage 
positivity in week 13 reached 55% in those aged <6 
months, 51% in 6-12 month olds and 35% in 1-5 year olds. 

•	 The National Institute for Communicable Diseases (NICD) 
recorded the start of the RSV season in week 6 (week 
starting 5 February) when the three week moving average 
of the detection rate in children <5 years from inpatient 
pneumonia surveillance in public hospitals remained 
above 15% for two consecutive weeks (NICD Weekly 
Respiratory Pathogens Surveillance Report Week 9).

•	 Influenza B detection rates remained ≤ 5%, while influenza 
A increased slightly to 7% in weeks 11-13.

•	 SARS-CoV-2 percentage positivity ranged from from 12% 
in week 11 to 8% in week 13. As in February, the highest 
detection rates were noted in the Western Cape but 
decreased to 12% in week 13 as compared to 16-23% in 
February.

Other respiratory viruses
•	 Human rhinovirus/entervirus detection rates remained 

above 30% throughout March.

•	 Percentage positivity of adenovirus, endemic coronaviruses 
and human metapneumovirus remained similar to the 
previous reporting period, while a slight increase in 
bocavirus positivity was noted (8-9% as compared to 4-6% 
in February). 

RESPIRATORY PATHOGEN STATISTICS:  
MARCH 2024

•	 Amongst the endemic coronavirus detections for 
which typing was available, NL63 continued to be most 
prevalent and accounted for 87% of cases, followed by 
OC43 at 6%, and 229E and HKU1 at <4%.

•	 The percentage positivity for parainfluenza viruses was 
similar to the previous month, ranging from 12-15%. 
Amongst the parainfluenza viruses for which typing was 
available, type 2 and type 4 continued to predominate 
and accounted for 34% and 45% of parainfluenza isolates 
respectively.

Atypical bacteria
•	 Mycoplasmoides pneumoniae (formerly Mycoplasma 

pneumoniae) detection rates remained low in March 
ranging from 1-3%. M. pneumoniae rates in 2024 are 
much lower compared to 6-8% detected in the 3rd 
quarter of 2023.  

•	 In contrast Chlamydia pneumoniae rates have increased 
from <1% in the second half of 2023 to 2-3% in both 
February and March 2024. The majority of cases occurred 
in Kwa-Zulu Natal and the Western Cape. 

•	 Bordetella pertussis and Bordetella parapertussis 
detection rates were low (<1%). 

•	 Three cases of Legionella pneumophila were detected 
during March, two from Gauteng and one from the 
Eastern Cape. Please note that the inconsistent increases 
in detection rates noted are related to the relatively small 
number of samples submitted for testing.


