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have had chronic symptoms for more
than six weeks,11 who are low risk for
malignancy and where others causes
have been excluded.1 The British
Society of Gastroenterology (BSG)
suggests a minimum of 100-250 µg/g
to trigger colonoscopy investigation1

though the yield in primary care can be
low.20 Faecal calprotectin is not
sufficiently sensitive as an assessment
for colorectal adenoma or carcinoma.1 

A normal faecal calprotectin is
defined by the assay as < 50 µg/g
stool. However, at this threshold,
although the negative predictive value
(NPV) is 98% the PPV is low at 20%.20

The BSG suggests using a higher
threshold to trigger colonoscopy
investigation.1 The York Faecal
Calprotectin Pathway for primary care
using a higher threshold of 100 µg/g
for ‘normal’ had an NPV of 97% and 
a PPV of 40%. The pathway advises
repeat faecal calprotectin within 
2 weeks if >100 µg/g, routine referral to
gastroenterology for a faecal
calprotectin of 100-250 µg/g and
urgent referral to gastroenterology 
if >250 µg/g.

REFERRAL AND DIAGNOSIS
All people with suspected IBD should
be seen within four weeks from referral
for a specialist assessment,11 or more
urgently if symptoms are indicative of
a more severe disease course.11 Patients
should be referred directly to a consultant
gastroenterologist specialising in IBD
to ensure that there is no delay in
diagnosis and treatment can be
commenced quickly.11 Treatment is
usually initiated in secondary care.
Patients fulfilling the Truelove and
Witts’ criteria for a severe flare require
hospital admission.

The diagnosis of IBD is based on
clinical features, imaging findings,
macroscopic features on endoscopy
and microscopic features on histology.
The gold standard for diagnosis is
histology following endoscopy or
surgical resection.1

Table 2

Differential diagnoses for chronic
diarrhoea and abdominal pain

• Inflammatory bowel disease
• Irritable bowel syndrome21

•Bowel cancer9

•Coeliac disease1

•Endometriosis and ovarian cancer9

• Infection 

Table 1

Truelove and Witts’ classification of severity in
ulcerative colitis25

Disease activity

Number of bloody 
stools/day

Temperature (°C)

Heart rate (beats/min)

Haemoglobin (g/L)

ESR (mm/hr)

A severe flare is currently defined on the basis of stool
frequency, plus one or more of the additional features1

(rectal bleeding with diarrhoea,
thrombocytosis, low MCV, low Hb or
raised inflammatory markers; change in
bowel habit with low MCV,
thrombocytosis or low Hb; and
diarrhoea with thrombocytosis) may
raise the positive predictive value
(PPV) for either IBD or colorectal
cancer above 3%.12 In practice, a
threshold of 3-4 weeks will help
differentiate self-limiting causes such
as infection and in the presence of a
negative stool culture or severe
symptoms, earlier referral should be
considered.13

Smoking is an important risk factor 
in CD, whereas in UC the disease
predominantly affects former smokers
and nonsmokers.1

Chronic diarrhoea is a common
symptom in UC and CD.2,3 Weight loss,
rectal bleeding and nocturnal diarrhoea
are clinical features that indicate a need
for further investigation.1

The vast majority (90%) of people
with UC report bloody stools14

compared with < 50% of those with
CD.15 Diarrhoea in UC is commonly
associated with urgency both during
the day and night. Urgency reflects
rectal involvement and the stool
frequency and presence of blood are
markers of disease severity. This may
be associated with lower cramping
abdominal pain.9

The severity of an acute episode or
flare of UC is usually described using
the criteria of Truelove and Witts,3
shown in table 1, below.

CD is characterised by a triad of
abdominal pain, diarrhoea and weight
loss. Perianal disease is more common
in CD and can consist of skin tags,
fissures, abscesses and fistulae.15

Associated symptoms of pain and
discharge are intrusive and debilitating
but may be under-reported by people
with CD and under-appreciated by
clinicians. Upper GI CD is rare in adults:
symptoms may include upper
abdominal pain, nausea and vomiting.1

Fatigue is a common and debilitating
symptom in IBD.1 It may be related to a
range of causes including anaemia or
iron deficiency, sleep disturbance from
pain or diarrhoea and depression but
there may be no underlying explanation.1

IBD can also affect other parts of the
body in approximately 25% of cases.16,17

Patients may suffer from arthropathies,
skin manifestations such as erythema
nodosum and pyoderma
gangrenosum, ocular conditions such
as episcleritis, scleritis and uveitis,
aphthous oral ulcers, osteopenia,
primary sclerosing cholangitis and
autoimmune hepatitis.16,17

ASSESSMENT
The differential diagnoses for chronic
abdominal pain and diarrhoea are
shown in table 2, below, right. 

A history of foreign travel, diarrhoeal
illnesses and other contacts should be
sought. Antibiotics may be associated
with self-limiting diarrhoea or more
severe Clostridium difficile colitis. 
A range of drugs including proton
pump inhibitors, NSAIDs, acarbose and
sertraline can be associated with
microscopic colitis.18,19

If IBD is suspected, the severity of
symptoms should be assessed and risk
factors such as smoking history and
family history reviewed. In primary care
the following investigations should be
considered:
•Stool microscopy and culture, and
Clostridium difficile toxin assay to
exclude infective causes1,3

•Microscopy and culture for amoebic
or Shigella dysentery should be carried
out if travel history is suggestive1

•Blood tests: full blood count (FBC),
urea and electrolytes (U&E),
inflammatory markers: CRP and ESR
and haematinics
•Anaemia may be due to iron
deficiency (frequently unrecognised in
established IBD), B
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or folate deficiency

or anaemia of chronic disease 
•CRP, ESR and platelet count may be
raised due to the acute inflammatory
phase response 
•Faecal calprotectin: Faecal
calprotectin is a protein released by
intestinal neutrophils. It is a non-
invasive test, both sensitive and
specific for intestinal inflammation that
can be used to investigate people who

Mild

< 4

Afebrile

Normal

> 11

< 20

Moderate

4-6

Intermediate

Intermediate

10.5-11

20-30

Severe

> 6

> 37.8

> 90

< 10.5

> 30


