Faecal Calprotectin Assay & Action Limits

* Limit requesting to differentiating between IBD and IBS
1 Recommendations

F.‘.rvr,:nl" alprotectin shoulkd not be used inthe following situations

*  Patients fulfilling NICAN red flag criteria whe should be referred in the usual way
via existing red flag pathways

bowel cancer
D.

ostic clinical assessment outside of its use in differentiating

* G.ILR.ET.

* Exclude other cause of Gl tract inflammation eg infection NSAID, PPI,
Aspirin, Coeliac etc

* Reject blood stained samples and ask for repeat collection

* Enough faecal material to fill 1/3 of the container-walnut size
* NHS England Pathway _
* First bowel movement and store at room temperature
FBC, CRP, coslinc screen, steol MCS, UL, Bone profile, TFT *  Please ensure accurate date of collection is recorded

* Preferably sample should be received in lab within 3days of collection

Negative Treat as *  Minimum retest interval (MRI) 14days
appropriate
Faecal calprotectin (FC)
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Your result
Target value

(ALTM) LIAISON® Calprotectin

Your Interpretafion E Assay Concentration

Mode P
Target P

< 50 pg/g (Normal)
50 - 120 pg/g (Borderline)
> 120 pg/g (Elevated)

Standard Uncertainty 95

no. of laboratories

Your specimen:
Yebias 204 ¢

D Method mean 122

100 200 300 400 Diasorin O |
Calprotectin (uglg) (Diasorin CLIA [3IN])

CLINICAL THRESHOLDS

concentration
<80 49l

. Follow-up within 4 — 6
80 - 160 ug/g Gray-zone/Borderline

> 160 ug/g Elevated Repeat as needed

Table 4: BUHLMANN fCAL® turbo diagnostic ranges.
Release date: 2026-01-19 page 8 BUHLMANN fCAL® turbo
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Diagnosis of IBD'

Algorithm for use of calprotectin

Cut Off (pg/g)

ory and clinical examination, consider whi
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d NOt eleninate or
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Pport dingnosis ar
eaciusion of BD dopending on local pathway

Sensitivity Specificity

e primary care lower Gl inv ations

O Couliac Screen positive BEFER to secondary care for diagnosts. Second
serology test roqured and possible bk If ©Cocliac dliagnosis confirmed, Hont
In primary care with deti up (a8 por OCountry nutionallocs guidance)

’ CIeeNn Negative green box balow and safety netting

FC for IBD testing tagh (>250) with high imndex of suspicion: REFER 1o
gustroentarology urgectly.

FC loe 180 testing figh [>250) with lower index of suspicon or equivocal (100.250)
Fepaat FC test within 4 weeks and REFER If result ligh (>250) of squivocal (100-250)
FC for IBD testing low [<100k Seé green box befow and safély netting

FIT Dsreshold 21000 Mg, REFER 1o Colorectal Cancer pathway,
FIT tweshold <10pg HbG. See green box belaw and safaty netting

Make a positive Odingnosis of 1IBS if Cosiflac and B0 are exciudad
OTREAT I primary Care and safaly NelTeassess If sympi Qg est

patient
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Retrospective audit Table 3. Characteristics of histologically positive cases

A retrospective search of the laboratory middleware system was undertaken to identify all faecal

calprotectin requests processed between July and September 2024, The search was performed by FCal Would Alternative
laboratory IT staff, and the resulting dataset was exported to Microsoft Excel for analysis. The Range Clinical Details Histological Diagnosis/Outcome Referral Route Have
dataset was filtered to include only patients with faecal calprotectin results between 50 and 250 (ug/g) Applied?

pg/g which had been requested in primary care in a patient not previously known to have
inflammatory bowel disease. Individual patient records were then reviewed using Encompass and

" Unusual histology suggestive of
the Electronic Care Record (ECR). The following data were collected: Initial FCal 120 pg/g, s ; il :

microscopic colitis; treated with
repeat 96.8 ug/g

budesonide

Additional findings Yes, qFIT alone would

Our results also showed 34 patients (17%) received a diagnosis of diverticulosis — a known Featsaapge Histologieally positive; qE:>A00 have triggered referral

cause for raised faecal calprotectin; and 28 patients (14%) had a finding of polyps on

colonoscopy. Initial FCal 76 pg/g, Initially diagnosed with proctitis;
150-200 repeat 158 pg/g four Crohn's disease diagnosed 6 months
weeks later later
CONCLUSION
Ultimately, the clinical context remains paramount when assessing these patients. Decisions 150-200 FCal 183 pg/g Distal colitis confirmed on histology  No
about whether specialist referral is warranted cannot rely on laboratory findings alone. Safety
netting is essential when there is clinical uncertainty. We conclude that it would be reasonable : ; _ Yes, raised qFIT would
: 200-250 FCal202 pug/g Histologically positive; gFIT 169 y
to adhere with the CCUK lower Gl primary care diagnostic pathway using the equivocal cut off have triggered referral
for faecal calprotectin of 100-250 pg/g used alongside educational and safety netting
mitigations. 200-250 FCal227 pg/g Mildly active chronic proctitis No




