RECENT ADVANCES IN CLINICAL PRACTICE

426

LABORATORY MARKERS IN IBD:
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SUMMARY
Laboratory markers have been investigated in inflammatory bowel disease (IBD) for diagnostic
and differential diagnostic purposes, for assessment of disease activity and risk of complications,
for prediction of relapse, and for monitoring the effect of therapy. The introduction of biological
therapies in IBD has renewed interest in inflammatory markers (especially C reactive protein
(CRP)), given their potential to select responders to these treatments.
Of all the laboratory markers, CRP is the most studied and has been shown to have the best
overall performance. CRP is an objective marker of inflammation and correlates well with disease
activity in Crohn’s disease (CD). Increased CRP levels are associated with better response rates
and normal CRP levels predict high placebo response rates in clinical trials with biologicals.
However, despite the advantages of CRP over other markers, it is still far from ideal. Furthermore,
CRP correlates less well with disease activity in patients with ulcerative colitis (UC) as compared
with CD.
Other laboratory markers, including erythrocyte sedimentation rate (ESR), leucocyte and
platelet count, albumin, and a1 acid glycoprotein (orosomucoid), have been studied either less
extensively in IBD or have proven to be less useful than CRP.
Faecal markers seem promising and may be more specific in detecting gut inflammation in
patients with established IBD. Promising results have been reported with the use of faecal
calprotectin in CD as well as in UC. Recent data however suggest that the performance of the
faecal calprotectin test is superior for UC than for CD.
Taken together, laboratory markers are useful and should be part of the global management of
our IBD patients. They are however not magic and until more data become available, the use of
CRP and other laboratory markers should be seen as an additive tool to clinical observation and
physical examination rather than a replacement.
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INTRODUCTION: IS THERE A NEED FOR LABORATORY MARKERS IN IBD?
Many aspects of the IBDs, CD and UC, still present challenges for physicians treating this
disorder: diagnosis, prognosis, assessment of disease activity and severity, as well as outcome of
therapy. For each of these aspects, there is no single ‘‘gold standard’’ test or examination. Instead,
physicians apply a combination of symptoms, clinical examination, laboratory indices, radiology,
and endoscopy with histology to make the diagnosis, to assess severity, and to predict the
outcome of disease.
There are several reasons why laboratory markers have been studied in IBD in the past decades:
firstly, to gain an objective measurement of disease activity as symptoms are often subjective; and
secondly, to avoid invasive (endoscopic) procedures which are often a burden to the patient.
An ideal marker should have many qualities (table 1). It should be easy and rapid to perform,
cheap, and reproducible between patients and laboratories. The ideal laboratory marker should
furthermore be able to identify individuals at risk for the disease and should be disease specific; it
should be able to detect disease activity and monitor the effect of treatment; and finally it should
have a prognostic value towards relapse or recurrence of the disease.
If the ideal marker exists for IBD, it would greatly facilitate the work of the gastroenterologist
or surgeon treating these patients. Unfortunately, no single marker has proven to possess all the
above listed qualities (table 1) although some interesting markers have been identified. In this
overview, we will first briefly discuss markers of inflammation studied in IBD, with special
reference to CRP, ESR, and faecal calprotectin. Thereafter, the use of laboratory markers in IBD in
various clinical situations will be discussed.

LABORATORY MARKERS IN IBD

Table 1

Performance and qualities of an ideal marker

Performance

Qualities
Be disease specific: identify individuals at risk for IBD and
differentiate IBD from non-IBD
Able to objectively measure disease activity
Able to predict the disease course (relapse or recurrence)

c Simple
c Easy to perform
c Not or minimally invasive
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Able to monitor the effect of treatment
Have a prognostic value in assessing morbidity/mortality

c Cheap
c Rapid
c Reproducible between labs and individuals

IBD, inflammatory bowel disease.

THE ACUTE PHASE RESPONSE AND IBD
During the acute phase response to infection, inflammation,
necrosis, neoplasia, trauma, severe stress, and childbirth, the
human organism will react by up- or downregulation of a
number of acute phase proteins (table 2).1 On resolution of
the event which triggered the production of these proteins,
their concentrations will return to normal levels but not all
with the same speed.
The presence of active gut inflammation in patients with
IBD is associated with an acute phase reaction and migration
of leucocytes to the gut, and this is translated into the
production of several proteins, which may be detected in
serum or stools.2–5

C REACTIVE PROTEIN
CRP is a pentameric protein consisting of five monomers and
is one of the most important acute phase proteins in
humans.6 Under normal circumstances CRP is produced by
hepatocytes in low quantities (,1 mg/l). However, following
an acute phase stimulus such as inflammation, hepatocytes
rapidly increase production of CRP under the influence of
interleukin (IL)-6, tumour necrosis factor a (TNF-a), and
IL-1b, and may reach peak levels of 350–400 mg/l. Generally,
CRP levels of 10–40 mg/l are found in cases of mild
inflammation or viral infections. Severe active inflammation
or bacterial infection will typically generate CRP levels of 50–
200 mg/l, and very high levels of .200–250 mg/l are only
found in severe conditions and burns.7–10
CRP has a short half life (19 hours) compared with other
acute phase proteins and will therefore rise early after the
onset of inflammation and rapidly decrease after resolution
of the inflammation.
The function is CRP in vivo is still incompletely understood. CRP binds to phosphocholine containing microorganisms or particles which in turn lead to C1q and classical
complement activation. CRP also plays a role in the
opsonisation of infectious agents and damaged cells.9–12
Table 2

ERYTHROCYTE SEDIMENTATION RATE
ESR is the rate at which erythrocytes migrate through the
plasma. Inevitably, ESR will depend on the plasma concentration and on the number and size of the erythrocytes.
Conditions such as anaemia, polycytemia, and thalassemia
affect ESR.19 Compared with CRP, ESR will peak much less
rapidly and may also take several days to decrease, even if the
clinical condition of the patient or the inflammation is
ameliorated. Increases in ESR with age have been described.1

OTHER LABORATORY MARKERS
More generally used laboratory markers include white blood
cell count, platelets, and albumin. White blood cell count will
increase as part of the acute phase response. Increased

Acute phase proteins
Increased

Proteinase inhibitors
Coagulation and fibrinolytic
proteins
Complement system
Transport proteins
Other

Although CRP is upregulated in most inflammatory
diseases, including IBD, there is remarkable heterogeneity
in the CRP response between CD and UC. Whereas CD is
associated with a strong CRP response, UC has only a modest
to absent CRP response.4 13 This is an important feature to
keep in mind when using CRP in clinical practice. There is no
good explanation for this heterogeneity given that in UC
increased amounts of IL-6, IL-1b, or TNF-a are also detected.
However, in the study of Gross et al, serum IL-6 concentrations were significantly increased in patients with CD
compared with UC and healthy controls and 68.5% of CD
patients had serum IL-6 concentrations of >4 U/ml compared with only 21.7% of UC and 0% of healthy controls.14
Another explanation may lie in the fact that in UC the
inflammation is confined to the mucosa whereas in CD it is
transmural. However, this is unlikely to explain all of the
differences. Recent studies have suggested that polymorphisms in the CRP gene, located on the long arm of
chromosome 1 (1q23–24), account for interindividual differences in baseline CRP production in humans.15–17 Results are
however conflicting and one recent study investigating CRP
polymorphisms in IBD patients showed no clear association
with serum CRP levels.18

Decreased

a1 Antitrypsin, a1 antichymotrypsin, a2
macroglobulin*
Fibrinogen, prothrombin, factor VIIII, plasminogen, Factor XII
tissue plasminogen activator antithrombin
C1s, C2, B, C3, C4, C5, C1INHibitor, C9
Albumin, transferrin
Haptoglobin, haemopexin, caeruloplasmin
Insulin-like growth factor, afetoprotein, cholinesterase
C-reactive protein, serum amyloid A, ferritin
Fibronectin, orosomucoid (a1-acid glycoprotein)

*a2 macroglobulin behaves differently in animals compared with humans (positive and negative acute phase
protein, respectively).

www.gutjnl.com

LABORATORY MARKERS IN IBD

428

leucocytosis is therefore not a specific feature of IBD and may
be seen in other inflammatory conditions and stressful
events. White blood cell count is also influenced by some
treatments used in IBD, such as glucocorticoids (increased)
or azathioprine and 6-mercaptopurine (decreased). Platelet
count will also increase and is therefore an indication of,
without being a specific marker of, inflammation. Given the
wide range of normal values for platelet count, it has been
less useful. Albumin is a typical example of a negative acute
phase reactant and decreased levels may be found during
inflammation. However, other conditions such as malnutrition and malabsorption also cause low albumin levels.
Other acute phase reactants include sialic acid, a1 acid
glycoprotein or orosomucoid, fibrinogen, lactoferrin, b2
microglobulin, serum amyloid A, a2 globulin, and a1
antitrypsin. Most of these markers have not been studied
widely in IBD and many have shown conflicting results.
Furthermore, their use in IBD has not proved superior to CRP
in general, mainly due to the longer half life of these proteins.
b2 Microglobulin is a low molecular weight protein and is
released by activated T and B lymphocytes on activation. The
estimated half life is two hours.20 b2 Microglobulin is filtered
through the glomeruli and levels increase with age and also
with decreasing kidney function.
Orosomucoid has been shown to correlate well with
disease activity but its half life of five days makes this a
less useful marker in clinical practice.21 22

FAECAL CALPROTECTIN AND OTHER FAECAL
MARKERS
An obvious reason to search for faecal markers is that stools
are easy accessible in IBD patients. Furthermore, serum
markers may be increased by various conditions other than
gut inflammation and therefore faecal markers would have a
higher specificity for IBD in the absence of gastrointestinal
infection. Also, if faecal markers are representative of
mucosal inflammation in the bowel in IBD patients,
endoscopic examinations could potentially be avoided.
A number of neutrophil derived proteins present in stools
have been studied, including faecal lactoferrin, lysozyme,
elastase, myeloperoxidase, and calprotectin.5 23 Calprotectin, a
36 kDa calcium and zinc binding protein, is probably the
most promising marker for various reasons. In contrast with
other neutrophil markers, calprotectin represents 60% of
cytosolic proteins in granulocytes. The presence of calprotectin in faeces can therefore be seen as directly proportional
to neutrophil migration to the gastrointestinal tract.
Although calprotectin is a very sensitive marker for detection
of inflammation in the gastrointestinal tract, it is not a
specific marker and increased levels are also found in
neoplasia, IBD, infections, and polyps.5 Faecal calprotectin
is a very stable marker (stable for more than one week at
room temperature) and is resistant to degradation, which
makes it attractive. Early studies using faecal calprotectin in
IBD have shown a good correlation with 111In labelled
leucocyte excretion and intestinal permeability.24 Increased
faecal calprotectin levels have been reported after the use of
non-steroidal anti-inflammatory drugs as well as with
increasing age.25

USE OF LABORATORY MARKERS IN
INFLAMMATORY BOWEL DISEASE
Laboratory markers have been investigated in IBD for various
purposes—diagnosis, differential diagnosis, monitoring of
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disease activity, response to therapy, and prediction of
relapse. In the second part of this overview, the role of
laboratory markers in each of these indications will be
discussed.
Use of laboratory markers in the diagnosis and
differential diagnosis of IBD
Only a few studies have investigated the value of laboratory
markers in identifying individuals at risk for IBD and
furthermore not all studies used the same markers.
An early study from St Mark’s Hospital, London, UK,
investigated 82 adults referred with abdominal symptoms.26
In all patients, clinical examination as well as a rectal biopsy
were performed and ESR, CRP, and a1 glycoprotein were
determined. Of these markers, CRP was increased in all
patients who subsequently were diagnosed with CD (n = 19),
in 50% of patients diagnosed with UC (n = 22), but in none of
the 41 patients with functional bowel symptoms. A paediatric
study by Beattie et al undertook a similar approach and
studied 91 children (mean age 11 years) referred for
symptoms of abdominal pain, diarrhoea, rectal bleeding,
weight loss, or mouth ulceration.27 All children underwent
extensive blood analysis (including haemoglobin, leucocyte
count, platelet count, ESR, albumin, and CRP), ileocolonoscopy, and small bowel follow through. Twenty six children
were finally diagnosed with CD, 13 with UC, eight with
polyps, two with tuberculosis, three with indeterminate
colitis, two with lymphoid nodular hyperplasia, and 37 had
a normal investigation. The best laboratory marker in
differentiating IBD from normals was CRP. Similar to the
study of Shine and colleagues,26 100% of CD patients but only
60% of UC patients had increased CRP compared with none
of the children with polyps and none of the children with a
normal investigation. ESR proved to be the second best
marker, with 85% of CD and 23% of UC patients positive
compared with none of the children with a normal
investigation. Finally, a larger study on 203 individuals
referred for symptoms suggestive of lower bowel disease also
showed that CRP was a good marker in differentiating IBD
from irritable bowel syndrome (IBS).28
Taken together, these studies seem to suggest that CRP is
the most sensitive marker in detecting IBD but values range
between 50% and 60% for UC and between 70% and 100% for
CD, and also depend on the cut off value used. Some authors
have suggested using more sensitive cut off values which
would allow an increase in sensitivity to 100%.28 In this
respect, high sensitivity CRP assays have been studied in
other inflammatory conditions, such as atherosclerotic heart
disease, but no studies investigating the role of hs-CRP in the
detection of IBD have been published.
Faecal calprotectin has been shown to enable diagnosis of
IBD. In this respect, a cut off of 30 mg/g had 100% sensitivity
in discriminating active CD from IBS in the study of Tibble
and colleagues.5 In the paediatric study by Fagerberg and
colleagues,29 36 children with symptoms and suspected
inflammation of the colon were subjected to stool analysis
for faecal calprotectin and an ileocolonoscopy. Twenty two
patients showed inflammation on endoscopy (of whom 20
were later diagnosed with IBD), and calprotectin levels were
much higher in these patients than in children without
inflammation on endoscopy. The authors concluded that
faecal calprotectin is helpful in the detection of colonic
inflammation in children with gastrointestinal symptoms
suggestive of IBD and that a positive test may prioritise
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endoscopy. Interestingly, increased faecal calprotectin has
been described in healthy first degree relatives of patients
with CD.30 Follow up of these individuals will determine if
faecal calprotectin may identify relatives at risk of developing
IBD.

Use of laboratory markers to monitor disease activity
in IBD
In general, patients with severe disease more often have
abnormal inflammatory markers, compared with patients
without or with only low grade inflammation. This has been
shown in a prospective study by Tromm and colleagues31 who
investigated laboratory markers ESR, serum albumin, a1
proteinase inhibitor, cholinesterase, CRP, and haematocrit,
and correlated these markers with endoscopic activity.
One of the early studies in IBD showed a good correlation
between ESR and clinical activity.32 The correlation was
however dependent on disease location, and ESR correlated
less well with UC restricted to the rectum and with CD
restricted to the upper small bowel.32 33 The study by Fagan et
al showed that both CRP and ESR correlated well with
disease activity but the correlation was better for CRP.34 This
was also the conclusion from various other studies where
CRP was either the best marker or the only marker which
correlated significantly with clinical activity status.21
However, a wide range of CRP values was observed and
overlap existed between mild to moderate (10–50 mg/l),
moderate to severe (50–80 mg/l), and severe disease
(.80 mg/l). What is undoubtedly more important than a
particular cut off value for CRP is the comparison of the CRP
value with previous values in a given patient.
With respect to CD and UC, the correlation of laboratory
markers with disease activity has been shown to be much
stronger for CD than for UC.34 Apart from clinical activity,
data from the Mayo Clinic have also shown good correlation
between CRP and endoscopic and histological activity in CD.
For UC, again, this correlation was less strong.35
Faecal calprotectin also correlates well with endoscopic
and histological activity in patients with UC36 and in CD,37
and increased calprotectin levels normalise once the inflammation is resolved.
Finally, some authors showed good correlation between b2
microglobulin and disease activity.38–40 However, data were
conflicting and not all authors were able to confirm these
findings.41
Use of laboratory markers to predict the disease
course
IBD follows a variable disease course and both CD and UC are
characterised by periods of remission altered with flares.
Disease flares occur in a random way and are often
unpredictable. However, if a relapse could be reliably
predicted, one could try and avoid them or treat with early
and more aggressive therapies.
CRP has been shown to be a good marker for predicting
disease course and outcome in a number of diseases. Most
well known is its association with cardiovascular disease and
poor outcome after myocardial infarction.42–44 Also, in multiple myeloma, serum CRP is a highly significant prognostic
factor and high CRP and high b2 microglobulin levels are
associated with worse survival.45
A number of studies in CD have investigated a panel of
laboratory markers in predicting clinical relapse. A prospective study by Brignola et al analysed 41 CD patients with

clinically inactive disease (CD activity index ,150) for six
months for a panel of inflammatory markers (ESR, white
blood cells, haemoglobin, albumin, a2 globulin, serum iron,
CRP, a1 glycoprotein, and a2 antitrypsin).46 All patients were
followed up until relapse. A total of 17/41 patients relapsed.
ESR, a2 globulin, and a1 glycoprotein were best at distinguishing relapsers from non-relapsers. Based on these
markers, a prognostic index (PI) was calculated and the
threshold of discriminant power was 0.35. Using this
threshold, all patients with a PI .0.35 relapsed over a period
of 18 months, compared with 5/29 patients with a PI ,0.35.
Therefore, although normal values did not guarantee remission in all patients, high values predicted relapse in the
following 1–2 years. A few years later, Boirivant et al
prospectively followed 101 outpatients with CD.47 Half of the
patients had a raised CRP and this correlated well with clinical
activity. Approximately one third of CD patients presented
with active disease despite normal CRP and one third had
raised CRP but clinically inactive disease. The likelihood of
relapse after two years was higher the patients with an
increased CRP compared with patients with normal CRP.
More recently, the GETAID group prospectively followed 71
CD patients with medically induced remission and measured
laboratory markers (full blood count, CRP, ESR, a1 antitrypsin, orosomucoid) every six weeks.48 In total, 38 patients
relapsed (defined as a CD activity index .150 with an
increase of .100 points from baseline) after a median of
31 weeks. Only two laboratory markers were predictive of
relapse: CRP (.20 mg/l) and ESR (.15 mm). Patients with
both markers positive had an eightfold increased risk for
relapse with a negative predictive value of 97%, suggesting
that normal CRP and ESR could almost certainly rule out
relapse in the next six weeks.
It is clear that we still cannot rely on CRP alone to predict
clinical relapse in CD. One of the crucial questions is how
early or late CRP and other inflammatory markers start
increasing and what the ideal time would be to measure
them.
There are much less data on the value of laboratory
markers in assessing disease course and outcome in UC. A
prospective study from Oxford evaluated 49 severe UC
patients treated with hydrocortisone and/or ciclosporin
(n = 49). On day 3, a frequency of .8 stools/day or
3–8 stools/day together with an increased CRP (.45 mg/l)
predicted with 85% certainty the need for colectomy.47
More recently, faecal calprotectin was shown to predict
relapse of CD.50–52 In the study by Tibble et al, calprotectin
levels of 50 mg/g or more predicted a 13-fold increased risk for
relapse.50 Costa et al included 38 CD and 41 UC patients in
remission for a mean of five months.51 A baseline level of
calprotectin of 150 mg/g or more was predictive for a relapse
in the next year. Although sensitivity was high for both CD
(87%) and UC (89%), specificity was much lower in the case
of CD (43%) compared with UC (82%). In this study, ESR or
CRP was not predictive of relapse.
Also, in a more recent study, faecal calprotectin predicted
clinical relapse but here the test performed better in patients
with UC than in those with CD.52 It is however difficult to
conclude from cut off values from these studies.
Role of laboratory markers for monitoring the effect
of treatment
A change in CRP following therapy is a good parameter to
assess the effect of the drug on the underlying inflammation.
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Table 3 Pros and cons of including C reactive protein (CRP) in future clinical trials in inflammatory bowel disease
In favour of including CRP in clinical trials

Against including CRP in clinical trials

(1) Allows objective selection of patients with active disease
(2) Higher likelihood of response and lower placebo response rates
(3) Objective marker for follow up effect of treatment

(1) Carries risk of restricting drugs to patient with high CRP
(2) Risk of more restrictive FDA label
(3) Yet unclear which CRP cut off value is best
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A decrease in CRP in response to therapy is objective evidence
that the drug has a beneficial effect on gut inflammation and
this even in patients with little change in symptoms. On the
other hand, persistently raised CRP indicates failure of the
therapy to control mucosal inflammation. Introduction of
biological therapies in IBD has led to a major improvement in
treatment options. Anti-TNF-a antibodies are very efficacious
in patients with CD. Nevertheless, anti-TNF treatment fails in
approximately 25% of patients. In a Belgian study, in 153
patients treated with infliximab, a baseline CRP .5 mg/l
before the start of therapy was associated with a higher
response (76%) compared with patients with CRP ,5 mg/l
(46%) (p = 0.004).53 Very similar results have been demonstrated for the humanised anti-TNF molecules CDP-571 and
CDP-870, and for the fully human anti-TNF antibodies
adalimumab and antiadhesion molecule strategies.54–56
Along the same lines, low or normal baseline CRP values
have been associated with a high placebo response and
remission rate in clinical trials.57
These findings raise the question of whether CRP should be
included in selection of patients in future clinical trials? There
are certainly pros and cons of such a strategy (table 3). On
the one hand, including only patients with raised CRP will
select patients with active disease who are more likely to
respond and will reduce placebo response rates. This
approach may therefore be beneficial in optimising treatment
and reaching primary end points in clinical trials. However,
including only patients with raised CRP carries the risk that a
drug and its FDA label may be restricted only to certain
patients. When considering results from the study by Louis et
al on infliximab, 46% of CD patients with low or normal CRP
still showed a response.53 Restriction of certain treatments
only to patients with increased CRP would deny them a good
drug. Less important but nevertheless an issue which will
need to be discussed is which cut off value to use when
including CRP in clinical trials.

CONCLUSION
Although various laboratory markers have been investigated
in IBD, none has been shown to be ideal or superior to our
current diagnostic tools. Nevertheless, CRP is a useful marker
and should be preferred in CD as it correlates well with
disease activity. The situation in UC is however different and
CRP correlates less well with disease activity compared with
CD. Faecal calprotectin is a useful, non-invasive, and
sensitive stool marker for gut inflammation in both CD and
UC. Recent data suggest that the calprotectin assay performs
better for UC than for CD. Whereas other acute phase
reactants and markers of inflammation such as ESR also give
reliable information on disease activity, their longer half life
and interference with other factors make them less useful in
clinical practice compared with CRP. In conclusion, laboratory markers are useful and should be integrated in the
overall management of the IBD patient.

www.gutjnl.com

..................
Authors’ affiliations

S Vermeire, G Van Assche, P Rutgeerts, Department of Internal
Medicine, Division of Gastroenterology, University Hospital
Gasthuisberg, Leuven, Belgium
Conflict of interest: None declared.

REFERENCES
1 Gabay C, Kushner I. Acute-phase proteins and other systemic responses to
inflammation. N Engl J Med 1999;340:448–54.
2 Mazlam MZ, Hodgson HJ. Peripheral blood monocyte cytokine production
and acute phase response in inflammatory bowel disease. Gut
1992;33:773–8.
3 Niederau C, Backmerhoff F, Schumacher B, et al. Inflammatory mediators and
acute phase proteins in patients with Crohn’s disease and ulcerative colitis.
Hepatogastroenterology 1997;44:90–107.
4 Pepys MB, Druguet M, Klass HJ, et al. Immunological studies in inflammatory
bowel disease. In: Porter R, Knight J, eds. Immunology of the gut, Ciba
Foundation Symposium. Amsterdam: Elsevier/Excerpta Medica/North
Holland, 1977:283–97.
5 Tibble J, Teahon K, Thjodleifsson B, et al. A simple method for assessing
intestinal inflammation in Crohn’s disease. Gut 2000;47:506–13.
6 Tillet WS, Francis T. Serological reactions in pneumonia with a non-protein
somatic fraction of the pneumococcus. J Exp Med 1930;52:561–71.
7 Kushner I. C-reactive protein and the acute-phase response. Hosp Pract (Off
Ed). 1990;25: 13, 16, 21–8).
8 Tall AR. C-reactive protein reassessed. N Engl J Med 2004;350:1450–2.
9 Pepys MB. C-reactive protein fifty years on. Lancet 1981;1:653–7.
10 Ballou SP, Kushner I. C-reactive protein and the acute phase response. Adv
Intern Med 1992;37:313–36.
11 Young B, Gleeson M, Cripps AW. C-reactive protein: a critical review.
Pathology 1991;23:118–24.
12 Mold C, Baca R, Du Clos TW. Serum amyloid P component and C-reactive
protein opsonize apoptotic cells for phagocytosis through Fcgamma receptors.
J Autoimmun 2002;19:147–54.
13 Saverymuttu SH, Hodgson HJ, Chadwick VS, et al. Differing acute phase
responses in Crohn’s disease and ulcerative colitis. Gut 1986;27:809–13.
14 Gross V, Andus T, Caesar I, et al. Evidence for continuous stimulation of
interleukin-6 production in Crohn’s disease. Gastroenterology
1992;102:514–19.
15 Szalai AJ, McCrory MA, Cooper GS, et al. Association between baseline
levels of C-reactive protein (CRP) and a dinucleotide repeat polymorphism in
the intron of the CRP gene. Genes Immun 2002;3:14–19.
16 Russell AI, Cunninghame Graham DS, Shepherd C, et al. Polymorphism at the
C-reactive protein locus influences gene expression and predisposes to
systemic lupus erythematosus. Hum Mol Genet 2004;13:137–47.
17 Carlson CS, Aldred SF, Lee PK, et al. Polymorphisms within the C-reactive
protein (CRP) promoter region are associated with plasma CRP levels.
Am J Hum Genet 2005;77:64–77.
18 Willot S, Vermeire S, Ohresser M, et al. C-reactive protein gene
polymorphisms are not associated with biological or clinical response to
infliximab in Crohn’s disease. Gastroenterology 2005;128(suppl):A311.
19 Thomas RD, Westengard JC, Hay KL, et al. Calibration and validation for
erythrocyte sedimentation tests. Role of the International Committee on
Standardization in Hematology reference procedure. Arch Pathol Lab Med
1993;117:719–23.
20 Bjerrum OW, Nissen MH, Borregaard N. Neutrophil beta-2 microglobulin: an
inflammatory mediator. Scand J Immunol 1990;32:233–42.
21 Jensen KB, Jarnum S, Koudahl G, et al. Serum orosomucoid in ulcerative
colitis: its relation to clinical activity, protein loss, and turnover of albumin and
IgG. Scand J Gastroenterol 1976;11:177–83.
22 Andre C, Descos L, Landais P, et al. Assessment of appropriate laboratory
measurements to supplement the Crohn’s disease acitivity index. Gut
1981;22:571–4.
23 Sugi K, Saitoh O, Hirata I, et al. Fecal lactoferrin as a marker for disease
activity in inflammatory bowel disease: comparison with other neutrophilderived proteins. Am J Gastroenterol 1996;91:927–34.
24 Roseth AG, Schmidt PN, Fagerhol MK. Correlation between faecal excretion
of indium-111-labelled granulocytes and calprotectin, a granulocyte marker
protein, in patients with inflammatory bowel disease. Scand J Gastroenterol
1999;34:50–4.
25 Tibble JA, Sigthorsson G, Foster R, et al. High prevalence of NSAID
enteropathy as shown by a simple faecal test. Gut 1999;45:362–6.

LABORATORY MARKERS IN IBD
26 Shine B, Berghouse L, Jones JE, et al. C-reactive protein as an aid in the
differentiation of functional and inflammatory bowel disorders. Clin Chim Acta
1985;148:105–9.
27 Beattie RM, Walker-Smith JA, Murch SH. Indications for investigation of
chronic gastrointestinal symptoms. Arch Dis Child 1995;73:354–5.
28 Poullis AP, Zar S, Sundaram KK, et al. A new, highly sensitive assay for Creactive protein can aid the differentiation of inflammatory bowel disorders
from constipation- and diarrhoea-predominant functional bowel disorders.
Eur J Gastroenterol Hepatol 2002;14:409–12.
29 Fagerberg UL, Loof L, Myrdal U, et al. Colorectal inflammation is well
predicted by fecal calprotectin in children with gastrointestinal symptoms.
J Pediatr Gastroenterol Nutr 2005;40:450–5.
30 Thjodleifsson B, Sigthorsson G, Cariglia N, et al. Subclinical intestinal
inflammation: an inherited abnormality in Crohn’s disease relatives?
Gastroenterology 2003;124:1728–37.
31 Tromm A, Tromm CD, Huppe D, et al. Evaluation of different laboratory tests
and activity indices reflecting the inflammatory activity of Crohn’s disease.
Scand J Gastroenterol 1992;27:774–8.
32 Sachar DB, Smith H, Chan S, et al. Erythrocytic sedimentation rate as a
measure of clinical activity in inflammatory bowel disease. J Clin
Gastroenterol 1986;8:647–50.
33 Sachar DB, Luppescu NE, Bodian C, et al. Erythrocyte sedimentation as a
measure of Crohn’s disease activity: opposite trends in ileitis versus colitis.
J Clin Gastroenterol 1990;12:643–6.
34 Fagan EA, Dyck RF, Maton PN, et al. Serum levels of C-reactive protein in
Crohn’s disease and ulcerative colitis. Eur J Clin Invest 1982;12:351–9.
35 Solem CA, Loftus EV, Tremaine WJ, et al. Correlation of C-reactive protein
(CRP) with clinical, radiographic, and endoscopic activity in inflammatory
bowel disease (IBD). Inflamm Bowel Dis 2005;11:707–12.
36 Roseth AG, Aadland E, Jahnsen J, et al. Assessment of disease activity in
ulcerative colitis by faecal calprotectin, a novel granulocyte marker protein.
Digestion 1997;58:176–80.
37 Roseth AG, Aadland E, Grzyb K. Normalization of faecal calprotectin: a
predictor of mucosal healing in patients with inflammatory bowel disease.
Scand J Gastroenterol 2004;39:1017–20.
38 Descos L, Andre C, Beorghia S, et al. Serum levels of beta-2-microglobulin—a
new marker of activity in Crohn’s disease. N Engl J Med 1979;301:440–1.
39 Manicourt DH, Orloff S. Serum levels of beta 2-microglobulin in Crohn’s
disease. N Engl J Med 1980;302:696.
40 Zissis M, Afroudakis A, Galanopoulos G, et al. B2 microglobulin: is it a
reliable marker of activity in inflammatory bowel disease? Am J Gastroenterol
2001;96:2177–83.
41 Ricci G, D’Ambrosi A, Resca D, et al. Comparison of serum total sialic acid, Creactive protein, alpha 1-acid glycoprotein and beta 2-microglobulin in
patients with non-malignant bowel diseases. Biomed Pharmacother
1995;49:259–62.
42 Ridker PM, Hennekens CH, Buring JE, et al. C-reactive protein and other
markers of inflammation in the prediction of cardiovascular disease in women.
N Engl J Med 2000;342:836–43.

43 Pearson TA, Mensah GA, Alexander RW, Centers for Disease Control and
Prevention, American Heart Association, et al. Markers of inflammation and
cardiovascular disease: application to clinical and public health practice: A
statement for healthcare professionals from the Centers for Disease Control
and Prevention and the American Heart Association. Circulation
2003;107:499–511.
44 Danesh J, Wheeler JG, Hirschfield GM, et al. C-reactive protein and other
circulating markers of inflammation in the prediction of coronary heart
disease. N Engl J Med 2004;350:1387–97.
45 Bataille R, Boccadoro M, Klein B, et al. C-reactive protein and beta-2
microglobulin produce a simple and powerful myeloma staging system. Blood
1992;80:733–7.
46 Brignola C, Campieri M, Bazzocchi G, et al. A laboratory index for predicting
relapse in asymptomatic patients with Crohn’s disease. Gastroenterology
1986;91:1490–4.
47 Boirivant M, Leoni M, Tariciotti D, et al. The clinical significance of serum C
reactive protein levels in Crohn’s disease. Results of a prospective longitudinal
study. J Clin Gastroenterol 1988;10:401–5.
48 Consigny Y, Modigliani R, Colombel JF, et al. Biological markers of short term
relapse in Crohn’s disease (CD). Gastroenterology 2001;20(suppl):A53.
49 Travis SP, Farrant JM, Ricketts C, et al. Predicting outcome in severe ulcerative
colitis. Gut 1996;38:905–10.
50 Tibble JA, Sigthorsson G, Bridger S, et al. Surrogate markers of intestinal
inflammation are predictive of relapse in patients with inflammatory bowel
disease. Gastroenterology 2000;119:15–22.
51 Costa F, Mumolo MG, Ceccarelli L, et al. Calprotectin is a stronger predictive
marker of relapse in ulcerative colitis than in Crohn’s disease. Gut
2005;54:364–8.
52 D’Inca R, Dal Pont E, Di Leo V, et al. Can calprotectin predict relapse in
inflammatory bowel disease? Gastroenterology 2005;128(suppl):A307.
53 Louis E, Vermeire S, Rutgeerts P, et al. A positive response to infliximab in
Crohn disease: association with a higher systemic inflammation before
treatment but not with 2308 TNF gene polymorphism. Scand J Gastroenterol
2002;37:818–24.
54 Rutgeerts P, Colombel J, Enns R, et al. Subanalysis from a phase 3 study on
the evaluation of natalizumab in active Crohn’s disease. Gut
2003;52(suppl):A239.
55 Sandborn WJ, Feagan BG, Radford-Smith G, et al. CDP571, a humanised
monoclonal antibody to tumour necrosis factor alpha, for moderate to severe
Crohn’s disease: a randomised, double blind, placebo controlled trial. Gut
2004;53:1485–93.
56 Schreiber S, Rutgeerts P, Fedorak RN, et al, CDP870 Crohn’s Disease Study
Group. A randomized, placebo-controlled trial of certolizumab pegol
(CDP870) for treatment of Crohn’s disease. Gastroenterology
2005;129:807–18.
57 Feagan B, Rutgeerts P, Schreiber S, et al. Low baseline CRP correlates with
high placebo remission rate in Crohn’s disease Clinical trials at 12 weeks.
Gastroenterology 2005;128(suppl 2):A307.

www.gutjnl.com

431

