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To the Editor: There has been a sharp rise in the use of faecal calprotectin (fCP) in diagnosis and management of paediatric inflammatory bowel disease (PIBD). Emphasis is placed on avoidance of unnecessary colonoscopy through fCP screening of symptomatic patients, with those falling below the ‘normal’ cut-off not requiring further investigation, in line with adult practice[1,2]. The recent article by Roca et al detailing specific paediatric values for fCP is welcomed, relaying the important information that normal values may be different in younger children[3]. There is clear utility in avoiding unneeded investigations, however this presents a flip-side to routine use of fCP. As primary/secondary-care physicians gain increasing access, patients with less severe/atypical symptoms may undergo testing and clinicians must be aware of the ‘non-IBD’ causes of raised fCP. Within the last month we have been urgently referred a child with isolated mouth ulceration, no intestinal symptoms but with fCP of above 6000mg/L. Although this patient may have eventually had an endoscopy, the referral was expedited by the fCP result. The question must now be raised as to whether use of fCP will result in a change in disease phenotype in PIBD, analogous to that seen in coeliac disease with tissue transglutaminase screening leading to earlier and more widespread referral for assessment/investigation. Paediatric gastroenterologists may start to see more IBD and previously ‘adult-onset‘ disease detected earlier. With an accompanying rise in incidence either scenario is likely to result in an increased burden on pre-existing services with more children requiring specialist input[4]. 
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