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Summary

AIM OF THE STUDY: Diagnosing small bowel pathology 
is challenging, and the diagnostic yield of small bowel cap-
sule endoscopy is highly variable. Faecal calprotectin is a 
non-invasive intestinal inflammation marker that could be 
used as a selection tool to identify patients who might ben-
efit from small bowel capsule endoscopy and increase its 
diagnostic yield. This study aimed to investigate the value 
of faecal calprotectin in detecting small bowel lesions in an 
unselected patient population.

METHODS: We performed a retrospective analysis of 
consecutive patients who underwent small bowel capsule 
endoscopy at the University Hospital Basel and the Uni-
versity Medical Clinic Cantonal Hospital Baselland, 
Switzerland, between 2010 and 2018. Patients without 
faecal calprotectin testing were excluded from the analy-
sis. The primary endpoint was the presence of a clinically 
significant small bowel finding.

RESULTS: Patients with positive faecal calprotectin re-
sults were more likely to have small bowel findings (66.7%
vs 39.4%; P = 0.007). The optimal faecal calprotectin cut-
off to identify clinically significant small bowel lesions was 
63 μg/g with 78.3% (95% confidence interval: 66.7–87.9) 
sensitivity, 47.9% (33.3–62.8) specificity, 1.50 (1.1–2.0) 
positive and 0.45 (0.3–0.8) negative likelihood ratios, 
68.4% (61.6–74.4) positive and 60.5% (47.3–72.4) nega-
tive predictive values, and 65.0% overall accuracy. Fae-
cal calprotectin performed best in patients with suspected 
inflammatory bowel disease, with 66.7% (48.2–82.0) sen-
sitivity, 70.6% (44.0–89.7) specificity, 2.27 (1.0–4.9) pos-
itive and 0.47 (0.3–0.8) negative likelihood ratios, 81.5%
(67.0–90.5) positive and 54.5% (39.7–68.6) negative pre-
dictive values, and 71.4% overall accuracy.

CONCLUSION: Faecal calprotectin testing increases the 
diagnostic yield of small bowel capsule endoscopy and 
may help identify patients at risk of small bowel disease.

Introduction

The small intestine can be affected by various infectious 
and inflammatory diseases, be the origin of primary bowel 
malignancies, and be the source of gastrointestinal bleed-
ing. In obscure gastrointestinal bleeding, bidirectional en-

doscopy may identify >90% of bleeding sources in the up-
per or lower gastrointestinal tract. However, 75% of the
remaining ~10% of cases are estimated to originate from
the small bowel [1, 2]. In inflammatory bowel disease
(IBD), about two-thirds of patients with Crohn’s disease
have small bowel involvement, mainly in the terminal
ileum [3, 4]. In a minority of patients, Crohn’s disease may
only affect small bowel segments beyond the reach of a
standard endoscope [5]. Patients with small bowel Crohn’s
disease usually present with chronic abdominal pain, po-
tentially overlapping with symptoms from irritable bowel
syndrome, which may delay diagnosis and early treatment
for IBD [6].

The evaluation of the small bowel remains challenging de-
spite technological advances in imaging modalities and de-
vice-assisted enteroscopy. Small bowel capsule endoscopy
is the most sensitive technique for detecting lesions in the
small intestine and allows direct visualisation of the mu-
cosa. It is becoming widely available and has a low com-
plication rate. Several societies have recommended small
bowel capsule endoscopy for evaluating small bowel
bleeding and suspected IBD after negative upper and lower
endoscopy [2, 5, 7, 8]. However, this method has limita-
tions since its diagnostic yield of small bowel capsule en-
doscopy is highly variable depending on the indication,
ranging from 4–44% in patients with abdominal pain [5,
9], 45–62% in patients with obscure gastrointestinal bleed-
ing [10–14], and 38–86% in patients with Crohn’s disease
[15, 16].

Additionally, interpreting findings related to clinical sig-
nificance can sometimes be challenging since findings sug-
gestive of disease may be observed even in healthy in-
dividuals [17, 18]. Therefore, selecting patients for small
bowel capsule endoscopy is difficult since most gastroin-
testinal symptoms are nonspecific, very common in the
general population, and often due to irritable bowel syn-
drome. Finally, since small bowel capsule endoscopy is
time-consuming and expensive, it should be prioritised in
patients likely to benefit from this investigation.

Family physicians and general practitioners are often con-
sulted first rather than a gastroenterologist in cases with
gastrointestinal symptoms. Therefore, a decision tool to
guide physicians on the need for further investigations or
referral to a secondary care centre is greatly needed.
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Calprotectin is a cytosolic protein present in granulocytes.
When measured in stool, it correlates well with neutrophil
infiltration into the intestinal mucosa. It has been estab-
lished as a non-invasive intestinal inflammation biomarker
in IBD and other gastrointestinal diseases, including of the
small bowel. Some studies have reported an association
between higher faecal calprotectin levels and small bowel
inflammation in IBD [19–24] and have shown correlations
between small bowel capsule endoscopy activity scores
and faecal calprotectin levels in Crohn’s disease [25–27],
while others have reported conflicting results [28–32]. In
addition, 20–42% of patients investigated for obscure gas-
trointestinal bleeding had inflammatory lesions that might
be detectable with faecal calprotectin measurement
[12–14]. However, none had their faecal calprotectin mea-
sured. One study even reported elevated faecal calprotectin
levels with non-steroidal anti-inflammatory drug
(NSAID)-induced small bowel pathologies after a short
course of diclofenac [18]. In summary, data on the value of
faecal calprotectin measurements in patients suspected of
small bowel pathology are scarce. This study aimed to in-
vestigate the value of faecal calprotectin in detecting small
bowel lesions in unselected patients undergoing small
bowel capsule endoscopy.

Materials and methods

Study design

We performed a multicenter retrospective data analysis of
consecutive patients who underwent small bowel capsule
endoscopy and had faecal calprotectin measurements.

Setting and participants

The study was conducted in the Department of Gastroen-
terology and Hepatology at the University Medical Clinic
of the Cantonal Hospital Baselland and in the Division of
Gastroenterology and Hepatology at the University Hospi-
tal Basel in Switzerland. All patients who had undergone
small bowel capsule endoscopy between September 2010
and November 2018 were assessed. Exclusion criteria
were age <18 years, current infection, abdominal surgery
within the last three months, pregnancy, and no faecal cal-
protectin measurement.

Ethical approval

This study was conducted according to the principles of the
Declaration of Helsinki, and the local ethics committees
(EKNZ–Ethikkommission Nordwest und Zentralschweiz,
Switzerland; project number: 2019-01855) approved its
protocol. Informed consent was not required for this retro-
spective analysis.

Endpoint

The primary endpoint was the presence of a clinically sig-
nificant finding in the small bowel, defined as mucosal ero-
sions, mucosal ulcers, adenoma/carcinoma, and angiodys-
plasia. The secondary endpoint was the presence of
inflammatory mucosal breaks (erosions or ulcers).

Faecal calprotectin measurement

Faecal calprotectin was measured in a single stool sample
from all patients. Patients were instructed to collect the
sample at home 24 hours before bowel preparation for en-
doscopy. Samples were delivered on the day of the inves-
tigation and sent to the study laboratory (Rothen Medical
Laboratories, Basel, Switzerland) for analysis within 48
hours. Faecal calprotectin is stable at room temperature for
≤3 days [33]. Faecal calprotectin was measured using a
commercially available enzyme-linked immunosorbent as-
say (Bühlmann Laboratories AG, Schönenbuch, Switzer-
land). The laboratory personnel performing the analysis
were blinded to the patients’ clinical histories and endo-
scopic findings.

Endoscopy

All patients had undergone esophagogastroduodenoscopy
and colonoscopy before referral for small bowel evalu-
ation. In Switzerland, this is a prerequisite for applying
for reimbursement for small bowel capsule endoscopy. All
small bowel capsule endoscopies were performed using the
PillCam® SB1/SB2 (Given Imaging Ltd, Yokneam, Israel).
Pre-procedure small bowel preparation used a 2-litre poly-
ethylene glycol regimen. Using the standard methodolo-
gy, experienced board-certified gastroenterologists blind to
the faecal calprotectin results analysed the video capsule
sequences. All indicative small bowel capsule endoscopy
findings were recorded.

Endoscopic findings adjudication

Two experienced board-certified gastroenterologists re-
viewed all investigations and adjudicated all endoscopic
findings using pre-specified lists for esophagogastroduo-
denoscopy (normal findings, erosion, reflux esophagitis,
ulceration, carcinoma, or other), colonoscopy (normal
findings, colitis, polyp, carcinoma, angiodysplasia, or oth-
er), and small bowel capsule endoscopy (normal, erosion,
ulceration, carcinoma, angiodysplasia, or other).

Statistical analysis

Where appropriate, numerical data results are presented as
mean (standard deviation) or median (interquartile range
[IQR]). Numerical data were compared using a Mann-
Whitney U-test (for two independent groups) or a
Kruskal–Wallis H-test (for >2 independent groups). Cat-
egorical data were compared using a Chi-square test. A
p-value <0.05 was considered statistically significant. Re-
ceiver operating characteristic (ROC) analyses were used
to determine the optimal faecal calprotectin cut-off value
based on the Youden index and to calculate the faecal cal-
protectin test’s characteristics for identifying small bowel
capsule endoscopy findings. The test characteristics pre-
sented are sensitivity, specificity, positive (LR+) and neg-
ative (LR−) likelihood ratios, and positive (PPV) and neg-
ative (NPV) predictive values. The test’s overall accuracy
was calculated according to the following formula: (true
positive test results + true negative test results) / total
population. We anticipated an area under the ROC curve
(AUC) of 0.750 for faecal calprotectin to identify clinically
significant findings during small bowel capsule endoscopy
and a ratio of 3 for the negative and positive groups’ sam-
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ple sizes (type 1 error = 0.05, type 2 error = 0.1), which
returned a sample size of 72 subjects. Considering an AUC
of 0.630 and a ratio of 0.7, the calculated sample size
was 155 (type 1 error = 0.05, type 2 error = 0.2). Statisti-
cal analyses were performed using MedCalc for Windows,
version 20.027 (MedCalc Software, Ostend, Belgium).

Results

Patient characteristics

A total of 485 patients had small bowel capsule endoscopy
during the study period, of which 117 (24.1%) were includ-
ed in the study (figure 1). Of the 368 patients (75.9%) ex-
cluded, no faecal calprotectin value was available for 357,
and chart review was insufficient to adjudicate a final di-
agnosis for 11 (figure 1).

Table 1 presents the baseline characteristics of our study
population.

Of the 117 patients included in the study, the indication for
esophagogastroduodenoscopy was obscure gastrointestinal
bleeding for 57 (48.7%), abdominal discomfort/pain for 36
(30.8%), chronic diarrhoea for 17 (14.5%), suspected ma-
lignancy for six (5.1%), and other indications (intestinal
tuberculosis) for one (0.9%). Colonoscopy was performed
for obscure gastrointestinal bleeding in 59 patients
(50.4%), suspected IBD in 42 patients (35.9%), chronic di-
arrhoea in nine patients (7.7%), and suspected malignan-

cy in six patients (5.1%). The indication for colonoscopy
was not available for one patient. Esophagogastroduo-
denoscopy and colonoscopy provided clinically significant
findings in 31 (26.5%) and 23 (19.7%) of the 117 patients,
respectively (table 2), all of which were judged to be mini-
mal lesions not relevant for diagnosis.

Table 1:
Baseline characteristics.

Variable Value

Age, median (IQR) 56.4 (42.4–68.2)

Female, n (%) 58 (49.6)

Laboratory test values

Haemoglobin (g/l), median (IQR) 125.0 (96.0–142.0)

Leucocytes (×109/l), median (IQR) 6.8 (5.3–8.8)

Thrombocytes (×109/l), median (IQR) 283 (231–332)

C-reactive protein (mg/l), median (IQR) 2.4 (0.1–7.2)

Ferritine (ng/ml), median (IQR) 70.9 (10.5–227.5)

Faecal calprotectin (μg/g), median (IQR) 181.0 (40.5–319.0)

Medication

Aspirin, n (%) 12 (10.3)

NSAID, n (%) 8 (6.8)

Oral anticoagulants, n (%) 12 (10.3)

Proton pump inhibitor, n (%) 49 (41.9)

IQR: interquartile range; NSAID: non-steroidal anti-inflammatory drug

Figure 1: Study flow chart of patients. SBCE: small bowel capsule endoscopy; FC: faecal calprotectin.

Original article Swiss Med Wkly. 2023;153:40050

Swiss Medical Weekly · www.smw.ch · published under the copyright license Attribution 4.0 International (CC BY 4.0) Page 3 of 7



Faecal calprotectin values according to small bowel
capsule endoscopy indication

The indications for small bowel capsule endoscopy were
obscure gastrointestinal bleeding in 56 of the 117 patients
(47.9%), suspected IBD in 50 patients (42.7%), and sus-
pected neoplasia in 11 patients (9.4%; table 3). Small bow-
el capsule endoscopy was performed a median of 84
(43.5–208.0) days after esophagogastroduodenoscopy and
89 (45.2–205) days after colonoscopy. The median small
bowel passage time was 250 (196.0–315.0) minutes. A
complete small bowel inspection was achieved in 88.9% of
patients. The prevalence of a clinically significant finding
in the small bowel was 59.0% (69 of 117 patients). Of the
117 patients, 84 (71.8%) had positive faecal calprotectin
test results with a median faecal calprotectin level of 181
(40.5–319.0) μg/g stool. The positive faecal calprotectin
test result rate (89.8%) and median faecal calprotectin lev-
els (268 μg/g; 149.8–462.3) were highest in patients with
suspected IBD, who also had the highest prevalence of
clinically significant findings in small bowel capsule en-
doscopy (68.0%; table 3).

Faecal calprotectin values according to small bowel
capsule endoscopy findings

Small bowel capsule endoscopy (SBCE) findings and their
associated faecal calprotectin values are presented in table
4. In total, there were 69 clinically significant findings dur-

Table 2:
Esophagogastroduodenoscopy and colonoscopy endoscopic findings.

Esophagogastroduodenoscopy (n = 117)

Normal findings, n (%) 86 (73.5)

Reflux esophagitis, n (%) 8 (6.8)

Gastroduodenal erosion, n (%) 15 (12.8)

Other lesions* 8 (6.8)

Colonoscopy (n = 117)

Normal findings, n (%) 94 (80.3)

Inflammation (colitis, terminal ileitis), n (%) 10 (8.6)

Adenomatous polyps, n (%) 9 (7.7)

Angiodysplasia, n (%) 4 (3.4)

* Other lesions included angiodysplasia (n = 2), adenomatous polyps
(n = 3), Barrett’s oesophagus (n = 2), and autoimmune gastritis (n = 1).

ing SBCE, of which the most common were ulcers/ero-
sions (60 patients; 87.0% of all clinically significant find-
ings). Fifty-six of 69 patients (81.2%) had positive faecal
calprotectin test results. Median faecal calprotectin lev-
els were higher in patients with SBCE clinically signif-
icant findings (226.0 μg/g; 75.0–408.3) than in patients
with normal findings (126.0 μg/g; 25.0–239.0; p = 0.017).
The prevalence of SBCE clinically significant findings in-
creased with increasing faecal calprotectin values. SBCE
clinically significant findings were present in 28.2% of pa-
tients with faecal calprotectin values of <50 μg/g (n = 13
[28.2%]), 61.0% of patients with faecal calprotectin val-
ues of 50–250 μg/g (n = 41 [35.0%]), and 72.1% of pa-
tients with faecal calprotectin levels of >250 μg/g (n = 43
[36.8%]) (p = 0.015).

Diagnostic value of faecal calprotectin

Patients with positive faecal calprotectin test results
(66.7%) were more likely to have SBCE clinically signif-
icant findings than those with normal faecal calprotectin
test results (39.4%; p = 0.007). A ROC analysis was per-
formed to evaluate the value of faecal calprotectin as a di-
agnostic test to predict SBCE clinically significant find-
ings. It had an AUC of 0.630 (95% confidence interval:
0.54–0.72) and indicated an optimal faecal calprotectin
cut-off value of 63 μg/g (figure 2).

The identified faecal calprotectin cut-off provided 78.3%
sensitivity and 47.9% specificity with an LR+ of 1.50 and
an LR− of 0.45 (table 5).

The test’s overall accuracy was 65.0%. Among patients
investigated for suspected IBD, the AUC was 0.691
(0.54–0.82) with an optimal faecal calprotectin cut-off val-
ue of 236 μg/g (figure 3). Small bowel capsule endoscopy
findings were predicted with 66.7% sensitivity and 70.6%
specificity with an LR+ of 2.27, an LR− of 0.47, and an
overall accuracy of 71.4%.

Discussion

This study examined the value of faecal calprotectin test-
ing in predicting small bowel lesions in patients undergo-
ing small bowel capsule endoscopy. Our study provided

Table 3:
Small bowel capsule endoscopy indications and faecal calprotectin values.

SBCE indication n (%) Positive FC result (%) Median FC value (IQR; μg/g) SBCE findings (%)

All patients 117 (100) 84 (71.8) 181.0 (40.5–319.3) 69 (59.0)

Obscure gastrointestinal bleeding 56 (47.9) 33 (58.9) 72.5 (25.0–255.0) 32 (57.1)

Suspected IBD 50 (42.7) 44 (89.8) 268.0 (149.8–454.0) 34 (68.0)

Suspected neoplasia 11 (9.4) 7 (63.6) 75.0 (25.0–195.8) 4 (36.7)

FC: faecal calprotectin; SBCE: small bowel capsule endoscopy: IQR, interquartile range

Table 4:
Small bowel capsule endoscopy findings and faecal calprotectin values.

SBCE finding n Positive FC result (%) Median FC value (IQR; μg/g) p-value*

Normal 48 28 (58.3) 126.0 (25.0–239.0) –

All findings 69 56 (81.2) 226.0 (75.0–408.3) 0.017

Ulcer/erosion 60 49 (81.7) 239.5 (92.0–434.5) 0.007

Angiodysplasia 7 5 (71.4) 64.0 (50.0–172.3) 0.990

Neoplasia 2 2 (100) 63.0 (51.0–75.0) 0.804

* FC (faecal calprotectin) values vs normal findings; SBCE: small bowel capsule endoscopy; IQR: interquartile range.
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the following findings. First, patients with small bowel le-
sions were more likely to have positive faecal calprotectin
testing. Second, the prevalence of small bowel clinically
significant findings increased with increasing faecal cal-
protectin values. Third, faecal calprotectin had limited val-
ue in identifying patients with significant small bowel le-
sions. Fourth, the faecal calprotectin testing’s diagnostic

Figure 2: Overall diagnostic value of fecal calprotectin to identify
small bowel findings. Receiver operating characteristics (ROC)
with area under the curve (AUC).

Figure 3: Diagnostic value of fecal calprotectin to identify small
bowel findings in patients with suspected Inflammatory bowel dis-
ease. Receiver operating characteristics (ROC) with area under
the curve (AUC).

accuracy was highest in patients undergoing small bowel
capsule endoscopy for suspected IBD.

These findings are of clinical importance since they high-
light an unmet need of clinicians to efficiently identify pa-
tients for small bowel capsule endoscopy who will benefit
most from this laborious and expensive procedure. Triage
based on symptoms alone is often complex and may result
in late detection of relevant disease. Only 75% of Crohn’s
disease patients are diagnosed within two years of dis-
ease onset [6]. This diagnostic delay decreases their quali-
ty of life and may lead to decreased therapy success, more
complications, and higher surgery rates [34]. Faecal cal-
protectin testing is a well-established diagnostic tool for
distinguishing functional gastrointestinal disorders from
organic bowel diseases [35, 36]. It accelerates diagnostic
investigations and reduces the need for endoscopy [37]. In
a primary care setting, referrals to secondary care centres
may also be avoided [38, 39].

In our study, most patients with clinically significant find-
ings in small bowel capsule endoscopy also had elevated
faecal calprotectin values (81.2%) due to inflammatory le-
sions in the small bowel in most cases (86.9%). Faecal cal-
protectin levels were higher in patients with small bow-
el capsule endoscopy clinically significant findings (226
μg/g) than with normal findings (126.0 μg/g), and patients
with positive faecal calprotectin test results were more
likely to have small bowel capsule endoscopy clinically
significant findings (66.7% vs 39.4%). The overall diag-
nostic yield was 59.0%, while patients with suspected IBD
had the highest yield (68.0%), similar to findings in other
studies [10–12, 15, 16].

A recent meta-analysis reported normal faecal calprotectin
values to reflect a very low likelihood of small bowel le-
sions in patients with suspected Crohn’s disease [23]. Oth-
ers have proposed that in patients with suspected small
bowel inflammation and negative bidirectional endoscopy,
an faecal calprotectin value of <100 μg/g would not require
small bowel capsule endoscopy [24, 31, 40], and patients
with faecal calprotectin values >200 μg/g should be re-
ferred for small bowel capsule endoscopy with higher pri-
ority[24]. In addition, a prospective single-centre study
showed no significant association between faecal calpro-
tectin levels >50 μg/g and small bowel capsule endoscopy
clinically significant findings [29].

Our study also showed that low faecal calprotectin values
<50 μg/g had a significantly lower diagnostic yield
(28.2%) than values >250 μg/g (71.2%). However, at the
optimal cut-off value of 63 μg/g, faecal calprotectin had
limited diagnostic accuracy and modest positive and neg-
ative predictive value. Our results are similar to another
study in unselected patients undergoing small bowel cap-
sule endoscopy [30], where a positive faecal calprotectin

Table 5:
The faecal calprotectin test characteristics for identifying small bowel lesions.

AUC FC cut-off value 
(μg/g)

Sensitivity (%) Specificity (%) LR+ LR− PPV NPV Accuracy

All indications 0.630
(0.53–0.72)

63 78.3
(66.7–87.9)

47.9
(33.3–62.8)

1.50
(1.10–2.00)

0.45
(0.30–0.80)

68.4
(61.6–74.4)

60.5
(47.3–72.4)

65.0

Suspected
IBD

0.691
(0.54–0.82)

236 66.7
(48.2–82.0)

70.6
(44.0–89.7)

2.27
(1.00–4.90)

0.47
(0.30–0.80)

81.5
(67.0–90.5)

54.5
(39.7–68.6)

71.4

AUC: area under the ROC curve; FC: faecal calprotectin; LR+: positive likelihood ratio; LR−: negative likelihood ratio; PPV: positive predictive value; NPV: negative predictive
value
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test (>50 μg/g) had 54.2% sensitivity and 69.9% specificity
but an overall lower diagnostic small bowel capsule en-
doscopy yield (37.3%) than in our study (59.0%).

Overall, inflammatory lesions are the most common small
bowel capsule endoscopy clinically significant findings. In
our study, 86.9% of small bowel clinically significant find-
ings were attributable to inflammatory lesions. According-
ly, the diagnostic performance of faecal calprotectin was
greatest in patients with suspected IBD. At the optimal cut-
off value of 236 μg/g, the PPV was 81.5%. Our results
are comparable to other studies investigating faecal cal-
protectin in suspected IBD. In a prospective study of 100
patients, an faecal calprotectin value >194 μg/g provided
46.7% sensitivity and 89.8% specificity in identifying
small bowel Crohn’s disease [31]. Similarly, a retrospec-
tive study of 70 patients reported a PPV for faecal calpro-
tectin values >200 μg/g of 78% [24]. Therefore, faecal cal-
protectin values >200 μg/g may be useful for prioritising
patients for small bowel capsule endoscopy.

Other factors, such as NSAID use, may also increase faecal
calprotectin and be potential confounders. A study in
healthy subjects showed elevated faecal calprotectin levels
in 75% and inflammatory clinically significant findings on
small bowel capsule endoscopy in 68% of participants af-
ter 150 mg of diclofenac daily for two weeks [18]. How-
ever, others could not find an association between NSAIDs
and faecal calprotectin levels [30]. Only 8% (8/117) of pa-
tients had NSAID treatment in our study.

This study also had several limitations. The retrospective
nature of its analysis may lead to a degree of selection
bias. Since faecal calprotectin measurement was based on
a clinical decision, it favoured the inclusion of patients
with higher suspicion of inflammatory lesions in the gas-
trointestinal tract in this study. This study was performed
in a tertiary clinic, and its results may differ in a primary
care setting where the prevalence of small bowel pathology
might be much lower, affecting the faecal calprotectin
test’s performance [41]. However, we believe that our pa-
tients are comparable to a real-world setting since all small
bowel capsule endoscopies within the region are per-
formed at the participating study centres. Additionally, the
pretest conditions for faecal calprotectin measurement
were not considered, noting that relevant day-to-day fluc-
tuations in faecal calprotectin levels may occur [33]. Ad-
ditionally, we anticipated a higher faecal calprotectin di-
agnostic performance for identifying clinically significant
findings during small bowel capsule endoscopy since more
participants would increase the robustness of the study’s
results.

Conclusions

In summary, this study showed that higher faecal calpro-
tectin levels increase the diagnostic yield of small bowel
capsule endoscopy but highlighted the limited diagnostic
accuracy of faecal calprotectin. Particularly in patients
with suspected IBD, faecal calprotectin testing can priori-
tise patients requiring small bowel investigations, avoiding
diagnostic delays and improving patient management.
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