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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

References:

1.��������NICE�diagnostics�guidance�11.�Faecal�calprotectin�diagnostic�tests�for�inflammatory�diseases�of�the�bowel.

2.���J��oshi�S,�Lewis�SJ,�Creanor�S�et�al.�Age-related�faecal�calprotectin,� lactoferrin�and�tumour�M2-PK�concentrations�in��������������
healthy�volunteers.��������������������� �
A����������������������nn�Clin�Bioc�2010:47:259-263

Compiled�by:�Dr�John�C�Stanfliet,�Chemical�Pathologist,�PathCare

Tel:�021�596�3400

“Pathology that Adds Value ” 

THE PATHCARE NEWS 

September 2015 clients@pathcare.co.za www.pathcare.co.za   June 2025			      	         clientservice@pathcare.co.za		                 www.pathcare.co.za

Hyperkalaemia, defined as a potassium concentration greater than the reference interval, is a common electrolyte disorder that 
requires urgent attention. As both hyperkalaemia and hypokalaemia can have serious implications, it is imperative that the result 
obtained is a true reflection of the disease state.

Several factors can lead to a falsely elevated potassium concentration (pseudohyperkalaemia). These can be divided into factors 
associated with specimen collection and stability, and patient-related factors (associated with disease states). See table below.

NB: In patients with hypokalaemia, these factors may result in a falsely normal result.

FACTOR MECHANISM RECOMMENDATION

RELATED TO SAMPLE COLLECTION / STORAGE

Delayed separation of serum 
from cells (> 4 hours)

Potassium leaks from cells due to energy 
depletion

Samples should be centrifuged within 4 
hours. 
Please contact the transport department as 
soon as the sample is collected.

Sample placed on ice or in a 
fridge

Cold temperatures inhibit the Na/K pump, 
resulting in potassium leakage from cells

Please contact the transport department as 
soon as the sample is collected.

Haemolysis, due to e.g., fine 
gauged needle; high pressure 
on syringe, etc.

Haemolysis, with release of intracellular 
potassium, results in significant increases 
in serum potassium, proportional to the 
degree of haemolysis

Vacuum tube systems, with correct needle 
gauge, creating minimal pressure on the 
draw are recommended

Tube additives, e.g., K-EDTA 
(purple top tube); NaF/K-
Oxalate (grey top tube)

Additives contain K salts and will result 
in significantly high K values (K >8), 
depending on the amount of contaminant 
present

Follow the recommended order of draw: 
blood culture tubes, sodium citrate, serum, 
heparin, EDTA, and sodium fluoride tube

Alcohol and povidone iodine Povidone has been shown to increase K 
by 1mmol/L (unknown mechanism). When 
ethanol antiseptics are not allowed to dry 
completely, cell disruption may result

Avoid phlebotomy in areas treated with 
povidone. Allow alcohol antiseptic to dry 
completely before phlebotomy

PATIENT-RELATED CAUSES

Platelet count  
     > 500 x10E9/L

Leakage of potassium from platelets into 
serum during the clotting process (yellow 
top tube)

Use a plasma sample (green top tube), or do 
a blood gas

White blood cell count  
     > 50 x10E9/L

Leakage of potassium from white blood 
cells into serum. May be seen in patients 
with leukaemia (increased membrane 
fragility)

Do a blood gas

IS IT HYPERKALAEMIA OR PSEUDOHYPERKALAEMIA?


