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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
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What is PMOS?
Polyendocrine Metabolic Ovarian Syndrome (PMOS), formerly 
known as Polycystic Ovary Syndrome (PCOS), is one of the most 
common endocrine disorders affecting women of reproductive 
age. The new name reflects the endocrine, metabolic, and 
ovarian abnormalities that underpin the condition.

Why the name change?
The term PCOS is increasingly recognized as misleading 
because pathological ovarian cysts are not a defining feature. 
PMOS better reflects the multisystem endocrine and metabolic 
nature of the disorder.

How common is PMOS?
PMOS affects approximately 10–13% of women of reproductive 
age and remains substantially underdiagnosed.

Clinical features

•	 Irregular or absent menstrual cycles

•	 Infertility or subfertility

•	 Hirsutism

•	 Acne

•	 Androgenic alopecia

•	 Obesity and metabolic dysfunction

•	 Dysglycaemia, dyslipidaemia and hypertension

Clinical Pearls

•	 PMOS is a multisystem endocrine and metabolic disorder, 
not simply an ovarian disorder

•	 PMOS may occur in women with normal BMI; obesity is 
not required for diagnosis

•	 AMH may be used as an alternative to ultrasound for 
assessment of ovarian morphology in adults

•	 AMH and ultrasound are not recommended 
investigations in adolescents

•	 LCMS-based testosterone measurement is preferred in 
women, but oral contraceptives should be withdrawn for 
at least three months prior

•	 Normal testosterone concentration does not exclude 
hyperandrogenism; DHEAS and androstenedione may be 
informative

•	 Metabolic risk assessment is a key component of patient 
management.

PMOS: THE NEW NAME FOR PCOS AND WHAT IT MEANS  
FOR LABORATORY ASSESSMENT 

Recommended PMOS Laboratory Work-up
Exclusion testing
•	 β-hCG

•	 TSH

•	 Prolactin

•	 FSH ± oestradiol, where primary ovarian insufficiency is 
clinically relevant

•	 17-hydroxyprogesterone + 11-deoxycortisol

Diagnostic inclusion/assessment testing
•	 Total testosterone (LCMS-method preferred) with SHBG 

and Free Androgen Index (FAI)

•	 DHEAS and androstenedione, particularly if testosterone/
FAI are not elevated but clinical suspicion remains

•	 AMH if ovarian morphology assessment is required in 
adults, and ultrasound is not being used

Metabolic risk assessment
•	 HbA1c and/or fasting glucose

•	 Lipid profile

PathCare value-added offering
PathCare now offers two streamlined test profiles to support the 
laboratory assessment of adult women with suspected PMOS:

Hyperandrogenaemia panel
•	 Testosterone (LC-MS/MS-based)

•	 Sex hormone-binding globulin (SHBG), with calculated 
free androgen index (FAI)

•	 DHEAS (LC-MS/MS-based)

•	 Androstenedione (LC-MS/MS-based)

Sample requirement: 2 × SST (yellow-top) serum tubes
Approximate total price (fund-dependent): R1 100

PMOS panel
•	 Hyperandrogenaemia panel

•	 Anti-Müllerian hormone (AMH)

Sample requirement: 2 × SST (yellow-top) serum tubes
Approximate total price (fund-dependent): R2 000

These convenient profiles combine the key biochemical tests 
into a single request, simplifying test selection and supporting 
a focused, cost-conscious investigation.

Chemical Pathologists, PathCare, July 2026 
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