
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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VITAMIN A AND VITAMIN E TESTING NOW IN-HOUSE
AVAILABLE FROM 1 SEPTEMBER 2026

Dear Colleagues,

We are proud to announce that, from  
1 September 2026, PathCare will 
perform Vitamin A (retinol) and Vitamin 
E (α-tocopherol) testing using HPLC-UV. 
Bringing these tests in-house will improve 
turnaround times and introduce updated 
reference intervals aligned with international 
best practice.

Vitamin A (retinol) utility

Vitamin A testing is used to investigate 
suspected deficiency in patients with 
poor intake, fat malabsorption or liver 
disease, and may also assist when excessive 
supplementation or toxicity is suspected. 
Results should be interpreted in clinical 
context, as Vitamin A may be reduced 
during an acute-phase response. Excessive 
Vitamin A supplementation is teratogenic.

Vitamin E (α-tocopherol) utility

Vitamin E testing is most useful when 
deficiency is suspected, particularly in 
patients with fat malabsorption, or when 
excessive supplementation is a concern. 
Results should be interpreted alongside lipid 
status, as hyperlipidaemia may increase the 
serum α-tocopherol concentration without 
indicating true Vitamin E excess. Excessive 
Vitamin E supplementation may increase 
bleeding risk, particularly in patients 
receiving anticoagulant or antiplatelet 
therapy.

Specimen and patient preparation
•	 Specimen: serum (SST / yellow-top 

tube)

•	 Minimum volume: 2 mL blood (~1.0 mL 
serum)

•	 Fasting is ideal but not mandatory

•	 Protect the specimen from light 
immediately after collection and 
throughout transport and storage  
(e.g., cover with foil)

•	 If unseparated, refrigerate, protect from 
light and ensure arrival at a lab for 
separation within 24 hours

•	 Specimens not protected from light, or 
specimens that are grossly haemolysed 
or grossly lipaemic, will be rejected 

Testing frequency and turnaround 
time

Testing will be performed in two batches 
per week. The expected turnaround time is 
approximately four days from arrival at  the 
Reference Laboratory.

For queries or assistance with interpretation, 
please contact your nearest PathCare 
laboratory and ask to speak with a Chemical 
Pathologist.


