
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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PathCare would like to inform you that, with immediate effect, the Bilharzia Urine CCA (circulating cathodic antigen) test will 
no longer be performed at our diagnostic laboratories. Our supplier has advised that the test kits cannot currently be produced, 
owing to manufacturing problems with the Schistosoma antibodies used in the kits and the lack of a suitable alternative that 
meets WHO product specifications. No other commercial urine CCA kits are currently SAHPRA approved. We apologise for any 
inconvenience this may cause.

Recommended alternative: Bilharzia PCR on urine
We recommend the PCR Bilharzia (PMSCHBILH, X5875) on urine in place of the urine CCA test. Real-time PCR is sensitive and 
specific for S. haematobium, S. intercalatum and S. mansoni DNA, and is more sensitive than microscopy, particularly in early and 
low-intensity infections where eggs are often missed. Unlike microscopy, PCR is not affected by the day-to-day and circadian 
variation in egg excretion, so a timed midday urine sample is not required.

Test Request code Sample type
Bilharzia Urine CCA MUBILCCA (L3446) ‒ discontinued -
PCR Bilharzia (recommended) PMSCHBILH (X5875) Urine
Bilharzia Microscopy Urine (MUBIL) or Stool Parasite (MFM) Urine (collected 12:00‒15:00) or Stool
Bilharzia Antibody Tests SBIL (T1173) Blood (SST gel tube)

Limitations of Bilharzia PCR on urine
• Reduced sensitivity for S. mansoni. Although urine is the optimal sample for urogenital schistosomiasis (S. haematobium),

S. mansoni eggs are passed in stool, and detection in urine relies on small amounts of circulating cell-free DNA. Therefore, a 
negative urine PCR does not exclude intestinal or hepatosplenic schistosomiasis. Since the CCA test was best suited to S. mansoni; 
for suspected intestinal disease, please consider stool microscopy.

• Early infection & Katayama fever. PCR may be negative during the pre-patent period before adult worms begin laying eggs. In 
recently exposed or acutely symptomatic patients, a negative PCR should be interpreted with caution; serology (from 6‒8 weeks 
after exposure) or repeat testing is advised.

• Not suitable as a test of cure. DNA from dead worms and eggs may be detected for weeks to months after successful praziquantel 
treatment, therefore a positive PCR after therapy does not necessarily indicate treatment failure.

• Viability and intensity. PCR detects DNA and cannot distinguish viable from non-viable parasites or reliably indicate infection 
intensity.

• Ectopic disease. A negative urine PCR does not exclude ectopic disease (e.g. neuroschistosomiasis) or infection with low or 
intermittent DNA shedding.

• Sample-related factors. Inhibitory substances in urine and low sample volume can reduce sensitivity. Please submit an adequate 
urine volume in a sterile container.

Other available tests:
• Microscopy (MUMIC) for eggs in urine (S. haematobium), faeces (S. mansoni) or bladder/colon biopsy samples remains the 
gold standard for diagnosing active schistosomiasis. Sensitivity is low, especially in low-intensity and in early or late chronic 
infections. Urine should ideally be collected between 12:00 and 15:00 to improve the yield.

• Serology (SBIL, T1173) is most useful for symptomatic travellers returning from endemic areas. Antibodies may be detected 
from 6‒8 weeks after exposure. A positive IgM suggests recent infection, while a positive IgG suggests recent or past infection. 
False-positive results, especially IgM, may occur following exposure to animal schistosomes or other soil-transmitted helminths.

Because infections vary in stage and intensity, schistosomiasis is best diagnosed by combining these tests with the 
exposure history, clinical signs and symptoms, and supporting laboratory findings such as eosinophilia and haematuria.
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