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1. Abstract
Inflammatory bowel diseases (IBD) are chronic conditions of the intestine characterized by the inflammation of the gut’s wall or mucosa. Their etiology is unknown, most probably multifactorial including
genetic susceptibility, dysbiosis and environmental factors. The diagnosis is based on both clinical and endoscopic features. However,
recently easy, fast, reliable, and non-invasive biological markers have
been used not only in diagnosis but also in therapeutic monitoring.
To date, fecal calprotectin (FCP) is widely used, and is approved by
the European Crohn’s and Colitis Organization (ECCO). Nonetheless, other biomarkers such as zonulin have also been investigated for
IBD. These markers allow the discrimination between functional and
organic bowel conditions. The aim of this study was to review currently available biomarkers of intestinal inflammation and increased
gut permeability in IBD.

2. Introduction
Inflammatory bowel diseases (IBD) that comprise of Crohn's disease
(CD) and ulcerative colitis (UC) are chronic, relapsing disorders of
the intestine [1]. Their incidence is increasing globally, especially in
the developed countries [1]. So far, the pathogenesis of IBD has
not been fully understood but it is most probably multifactorial, and
includes genetics, environmental factors, dysbiosis and impaired host
immune system [1,2]. The diagnosis is based on both clinical and
endoscopic features [1]. However, recently easy, fast, reliable, and
non-invasive biological markers of intestinal inflammation and gut
permeability have gained a lot of interest. They allow the discrimina-
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tion between functional and organic bowel conditions and are used
not only in diagnosis but also in therapeutic monitoring [1]. The fecal
calprotectin (FCP), fecal and serum zonulin are the biomarkers that
have been broadly investigated in IBD [1,2].
Calprotectin is a leukocyte protein of the S100 family belonging to
the group of acute phase reactant proteins found in the granulocytes,
neutrophil cytosol, in monocytes and activated macrophages [1].
When released into the extracellular space, it induces migration of
neutrophils to the inflammatory lesion and stimulates their phagocytic activity. Moreover, calprotectin not only prevents the growth of
bacteria within the intestinal lumen and their adhesion to the intestinal epithelium due to the ability to inhibit zinc-dependent bacterial
metalloproteinases, but also induces apoptosis, both in normal and
cancerous cells [1,2]. Since inflammation leads to the significant increase of calprotectin in the blood serum, other body fluids and in
the stool, it has been used as a marker of inflammatory processes in
the gastrointestinal tract such as IBD [1], wherein its concentration
is much higher in the stool than in the blood serum [1]. There are
also limited pilot studies evaluating the usefulness of immunohistochemical (IHC) detection of tissue calprotectin in bowel mucosa in
children with IBD that have demonstrated its well correlation with
microscopic scores. However, PCP and clinical scores seem to be
better predictors of patients’ outcome than tissue calprotectin [1].
Zonulin is a 47-kDa human protein which reversibly modulates the
intercellular tight junctions whose proper functioning is crucial for
maintaining physiologic processes in the intestine, that leads to increased permeability in the epithelial layer of the small intestine [1].
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Increased serum/plasma zonulin levels have been reported in celiac
disease, type 1 and type 2 diabetes or in obesity-associated insulin
resistance [1-3]. However, the role of zonulin in the development
of intestinal inflammation for e.g., in IBD is not clear. There are
also discrepancies regarding the correlation between serum and fecal
zonulin, and which of them could be more useful in the diagnostics
of IBD. The aim of this manuscript is to review the role of biomarkers, calprotectin and zonulin in the diagnostics and monitoring
of IBD.

3. Calprotectin
Fecal calprotecin, (FC) as a noninvasive marker of intestinal inflammation, has been used to assess and monitor disease activity, mucosal
healing (MH) and disease recurrence in patients with IBD [9,10,19].
It was demonstrated that a cutoff point of 50 μg/gr discriminates
patients with IBD from controls with 79.4% specificity and 91.9%
sensitivity and better correlation with clinical activity than C-reactive protein (CRP) [20]. This shows better sensitivity of FCP than
its specificity which is the main limitation of this marker, especially
in discriminating active IBD from other intestinal inflammation, as
well as CD from UC [21]. Several factors may influence FCP levels,
including age, diet, exercise, use of nonsteroidal anti-inflammatory
drugs, colonic cleansing, and the fecal amount of blood or mucus
in stools [22-25]. As it was mentioned, FCP is also a predictor of
disease relapse - Tibble et al proved that its high level could identify
patients with IBD who were at risk of early relapse [26]. On the
other hand, Costa et al. showed that FCP concentration higher than
150 µg/g in patients in clinical remission was correlated to a 2-fold
increase in the relapse risk in CD and a 14-fold increase in UC which
indicates its stronger prediction value of clinical relapse in UC than
in CD [27]. Furthermore, FCP was proposed as a marker in monitoring therapy efficacy.
Wagner et al. demonstrated that FCP correlated with clinical scores
after 8 and 4 weeks of conventional therapies (mesalamine, steroids or
azathioprine) in patients with CD and UC respectively [28]. A significant decline in FCP levels after 4 weeks, of treatment was observed
in patients with complete response to therapy but not in partial or
nonresponders, which suggests its role in prediction of therapeutic
response [19]. In a study by Kolho et al. evaluating pediatric patients
with IBD FCP levels decreased in line with clinical improvement in
children with active disease treated with steroids, but its values hardly
ever declined to normal values [29]. In a prospective longitudinal cohort study in patients with IBD (24 ulcerative colitisand 71 Crohn’s
disease) treated with anti-tumor necrosis factor (TNF) agent FCP
had a high prediction value of clinical relapse during follow-up and
its levels <130 µg/g during remission correlated with persistence of
clinical remission, while the concentration higher than 300 µg/g was
a predictor of relapse within the next four months [30]. Moreover,
some studies underline the role of FCP in predicting the risk of clinical relapse after discontinuation of biologic therapy [31]. According
to Buisson et al. levels >100 μg/g, can be used to identify patients at

risk of clinical relapse [32]. While it was >250 µg/g in the study by De
Suray et al [33]. Many studies have demonstrated that FCP is a useful
tool for assessing endoscopic disease activity and its levels correlate
well with disease extension, both in UC and CD [34], Schoepfer et
al. showed that FCP was the only biomarker which discriminated
among mild, moderate and severe disease [35]. Moreover, it has been
reported that FCP predicted histological remission in both children
and adults [36] showing better correlation with short-term outcome
in comparison with CRP, with a cutoff of 174 μg/g to predict MH
[37]. Fabian et al. evaluated the usefulness of immunohistochemical
(IHC) detection of tissue calprotectin (T-CPT) in bowel mucosa in
children with UC. They focused at correlation of T-CPT with levels
of F-CPT and endoscopic and microscopic disease activity at the
time of diagnosis and tested whether T-CPT could serve as predictor
of complicated course of the disease. The authors demonstrated that
T-CPT correlated well with microscopic scores. F-CPT and PUCAI
appear to be better predictors of unfavorable outcome in patients
with UC [38]. Aiming for the best long-term outcome of IBD the
new challenge of the coming years will be the evolution of the therapeutic target in IBD from MH to histological healing and FCP is
probably the best marker for identifying this deeper remission. Aiming for the best long-term outcome of IBD the new challenge of the
coming years will be the evolution of the therapeutic target in IBD
from MH to histological healing and FCP is probably the best marker
for identifying this deeper remission.

4. Zonulin
Zonulin is the protein that reflect the intestinal permeability, and its
increased fecal levels are considered to be a marker of an impaired
intestinal barrier, especially in the small intestine [39]. Increased serum/plasma zonulin concentrations have been found in different
immunopathological diseases such as food allergies, infections of the
gastrointestinal tract, systemic autoimmune diseases and inflammatory diseases of the intestine [40]. However, there are discrepancies
on the correlation between fecal and serum zonulin levels [41]. Only
few works published so far describe zonulin use in IBD, and all of
them include adult patients [6,7,42]. Caviglia et al. investigated the
role of zonulin in patients with IBD and the correlation between
its serum and fecal levels and they demonstrated that serum concentrations were higher in IBD patients compared to control group
(34.5 [26.5-43.9] ng/mL vs. 8.6 [6.5-12.0] ng/mL, P<0.001), but no
correlation was observed between serum and fecal zonulin (rs=0.15,
P=0.394) [6]. Chech study from 2017 that examined 40 IBD patients
and 40 healthy persons for fecal and serum zonulin concentrations
has shown that both of them were elevated in patients with active
CD but not in UC. A very interesting outcome from this study was
the observation that smokers had high zonulin levels irrespective of
IBD, which may point to the significant up-regulation of gut permeability in cigarette smokers [7]. Since zonulin is considered to be
the best marker of increased permeability in the small intestine [43],
and CD can extent to the whole gastrointestinal tract including small
2
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intestine its levels may be higher in CD than in UC which is restricted
to the large intestine (with exception of rare backwash colitis). On
the other hand, Wegh et al. who investigated which markers were
most relevant to assess intestinal permeability in UC patients have
demonstrated that serum not fecal zonulin was elevated in active
disease and had better correlation with other inflammatory markers such as CRP [3]. It is important to mention the limitations of
the current commercial ZRP ELISA assays which exercises caution
in considering the measurement of serum zonulin as a marker of
intestinal barrier integrity. The study by Ajamian M et al [17]. That
investigated different zonulin’s assays demonstrated that all of them
detected different proteins, neither of which was Zzonulin. Therefore, there can be no value of circulating concentrations in assessing
intestinal mucosal barrier dysfunction and permeability until the target proteins are indeed identified [44]. Commercial ELISA detection
methodology may be improved with the development of specific and
reliable monoclonal capture and detection antibodies to recombinant
zonulin/prehaptoglobin-2 protein [45]. Taking into consideration all
these results and discrepancies between them, not enough evidenced
is available to draw any firm and objective conclusions on zonulin
role as a potential new noninvasive biomarker of IBD activity.

5. Haptoglobin
Haptoglobin has been shown to have a protective effect against experimentally induced colitis - HP knockout mice have more weight
loss and higher macroscopic and histological scores as compared
with their wild-type littermates [46]. This means that HP plays an
important modulatory and protective role in inflammatory colitis in
experimental models. Clinical data are not unequivocal. Maza et al
[47]. Found that HP11 was significantly less common in CD. However, Papp et al [47]. Discovered a higher frequency of HP11 in CD.
However, a well-powered study from Marques group demonstrated
that HP2 is a risk allele for IBD, with a higher frequency in both CD
and UC compared with controls . Mouse model studies showed that
Hp knockout mice are more susceptible to experimentally induced
colitis than their wild-type littermates which would support the protective effect of the HP1 allele in IBD patients. However, more data
is needed to draw any firm conclusions on HP role in IBD

6. Conclusion
To conclude, FCP is currently one of the best biomarkers in IBD,
and its use will probably increase in the future, especially during biological therapies. Zonulin, as a marker of increased intestinal permeability with promising results in pilot studies is worth further research
with properly designed clinical trials.

References
1.

Flynn S, Eisenstein S. Inflammatory Bowel Disease Presentation and
Diagnosis. Surg Clin North Am. 2019; 99(6): 1051-1062.

2.

Malik TA. Inflammatory Bowel Disease: Historical Perspective, Epidemiology, and Risk Factors. Surg Clin North Am. 2015; 95(6): 11051122.

3.

Zhang YZ, Li YY. Inflammatory bowel disease: pathogenesis. World J
Gastroenterol. 2014; 20(1): 91-99.

4.

Geremia A, Biancheri P, Allan P, Corazza GR, Di Sabatino A. Innate
and adaptive immunity in inflammatory bowel disease. Autoimmun
Rev. 2014; 13: 3-10

5.

Torres J, Bonovas S, Doherty G, Kucharzik T, Gisbert JP, Raine T,
et al. ECCO Guidelines on Therapeutics in Crohn’s Disease: Medical
Treatment. J Crohns Colitis. 2020; 14(1): 4-22.

6.

Piton G, Capellier G. Biomarkers of gut barrier failure in the ICU. Curr
Opin Crit Care. 2016; 22(2): 152-60.

7.

Ricciuto A, Griffiths AM. Clinical value of fecal calprotectin. Crit Rev
Clin Lab Sci. 2019; 56(5): 307-320.

8.

Caviglia GP, Dughera F, Ribaldone DG, Rosso C, Abate ML, Pellicano
R, et al. Serum zonulin in patients with inflammatory bowel disease: a
pilot study. Minerva Med. 2019; 110(2): 95-100.

9.

Pang T, Leach ST, Katz T, Day AS, Ooi CY. Fecal biomarkers of intestinal health and disease in children. Front Pediatr. 2014; 2.

10. Berni Canani R, Rapacciuolo L, Romano MT, Tanturri de Horatio L,
Terrin G, Manguso F, et al. Diagnostic value of faecal calprotectin in
paediatric gastroenterology clinical practice. Dig Liver Dis. 2004; 36:
467-470.
11. Montalto M, Gallo A, Santoro L, D’Onofrio F, Landolfi R, Gasbarrini
A. Role of fecal calprotectin in gastrointestinal disorders. Eur Rev Med
Pharmacol Sci. 2013; 17: 1569-1582.
12. Carroccio A, Iacono G, Cottone M, Di Prima L, Cartabellotta F, Cavataio F, et al. Diagnostic accuracy of fecal calprotectin assay in distinguishing organic causes of chronic diarrhea from irritable bowel
syndrome: a prospective study in adults and children. Clin Chem. 2003;
49: 861-867.
13. Gaya DR, Mackenzie JF. Faecal calprotectin: a bright future for assessing disease activity in Crohn’s disease. QJM. 2002; 95: 557-558.
14. Fabian O, Hradsky O, Lerchova T, Mikus F, Zamecnik J, Bronsky J.
Limited clinical significance of tissue calprotectin levels in bowel mucosa for the prediction of complicated course of the disease in children
with ulcerative colitis. Pathol Res Pract. 2019; 215(12): 152689.
15. Fasano A. Intestinal permeability and its regulation by zonulin: diagnostic and therapeutic implications. Clin. Gastroenterol. Hepatol.
2012; 10(10): 1096-1100.
16. Fasano A, Not T, Wang W, Zonulin. A newly discovered modulator
of intestinal permeability, and its expression in coeliac disease. Lancet.
2000; 29(9214): 1518-1519.
17. Kort S, Keszthelyi D, Masclee AA. Leaky gut and diabetes mellitus:
what is the link? Obes. Rev. 2011; 12(6): 449-458.
3

2022, V8(15): 1-4

18. Küme T, Acar S, Tuhan HA. The relationship between serum zonulin
level and clinical and laboratory parameters of childhood obesity. J.
Clin. Res. Pediatr. Endocrinol. 2017; 9(1): 31-38.
19. Lehmann FS, Burri E, Beglinger C. The role and utility of faecal markers in inflammatory bowel disease. Therap Adv Gastroenterol. 2015;
8: 23-36.
20. Xiang JY, Ouyang Q, Li GD, Xiao NP. Clinical value of fecal calprotectin in determining disease activity of ulcerative colitis. World J Gastroenterol. 2008; 14: 53-57
21. Tibble JA, Sigthorsson G, Foster R, Forgacs I, Bjarnason I. Use of
surrogate markers of inflammation and rome criteria to distinguish
organic from nonorganic intestinal disease. Gastroenterology. 2002;
123: 450-460.
22. Poullis A, Foster R, Shetty A, Fagerhol MK, Mendall MA. Bowel inflammation as measured by fecal calprotectin: a link between lifestyle
factors and colorectal cancer risk. Cancer Epidemiol Biomarkers Prev.
2004; 13: 279-284.
23. Garcia-Planella E, Mañosa M, Chaparro M, Beltrán B, Barreiro-de-Acosta M, Gordillo J, et al. PRECUCAL study group Investigators. Serial semi-quantitative measurement of fecal calprotectin
in patients with ulcerative colitis in remission. Scand J Gastroenterol.
2018; 53: 152-157.
24. Kolho KL, Alfthan H, Hämäläinen E. Effect of bowel cleansing for
colonoscopy on fecal calprotectin levels in pediatric patients. J Pediatr
Gastroenterol Nutr. 2012; 55: 751-753.
25. Calafat M, Cabré E, Mañosa M, Lobatón T, Marín L, Domènech E.
High within-day variability of fecal calprotectin levels in patients with
active ulcerative colitis: what is the best timing for stool sampling?
Inflamm Bowel Dis. 2015; 21: 1072-1076.
26. Tibble JA, Sigthorsson G, Bridger S, Fagerhol MK, Bjarnason I. Surrogate markers of intestinal inflammation are predictive of relapse in
patients with inflammatory bowel disease. Gastroenterology. 2000;
119: 15-22.
27. Costa F, Mumolo MG, Ceccarelli L, Bellini M, Romano MR, Sterpi C,
et al. Calprotectin is a stronger predictive marker of relapse in ulcerative colitis than in Crohn’s disease. Gut. 2005; 54: 364-368.
28. Wagner M, Peterson CG, Ridefelt P, Sangfelt P, Carlson M. Fecal markers of inflammation used as surrogate markers for treatment outcome
in relapsing inflammatory bowel disease. World J Gastroenterol. 2008;
14: 5584-9.
29. Kolho KL, Raivio T, Lindahl H, Savilahti E. Fecal calprotectin remains
high during glucocorticoid therapy in children with inflammatory bowel disease. Scand J Gastroenterol. 2006; 41: 720-725.
30. Ferreiro-Iglesias R, Barreiro-de Acosta M, Lorenzo-Gonzalez A,
Dominguez-Muñoz JE. Accuracy of consecutive fecal calprotectin
measurements to predict relapse in inflammatory bowel disease patients under maintenance with anti-TNF therapy: a prospective longitudinal cohort study. J Clin Gastroenterol. 2018; 52: 229-234.
31. De Vos M, Louis EJ, Jahnsen J, Vandervoort JG, Noman M, Dewit O,
et al. Consecutive fecal calprotectin measurements to predict relapse in
patients with ulcerative colitis receiving infliximab maintenance thera-

py. Inflamm Bowel Dis. 2013; 19: 2111-2117.
32. Buisson A, Mak WY, Andersen MJ, Lei D, Kahn SA, Pekow J, et al.
Faecal calprotectin is a very reliable tool to predict and monitor the risk
of relapse after therapeutic de-escalation in patients with inflammatory
bowel diseases. J Crohns Colitis. 2019; 13: 1012-1024.
33. De Suray N, Salleron J, Vernier-Massouille G, Grimaud JC, Bouhnik Y,
Laharie D, et al. Close monitoring of CRP and fecal calprotectin levels to predict relapse in Crohn’s disease patients. A sub-analysis of the
STORI study. Clinical Gastroenterology and Hepatology: the Official
Clinical Practice Journal of the American Gastroenterological Association. 2012; 6: 118-119.
34. D’Haens G, Ferrante M, Vermeire S, Baert F, Noman M, Moortgat L,
et al. Fecal calprotectin is a surrogate marker for endoscopic lesions in
inflammatory bowel disease. Inflamm Bowel Dis. 2012; 18: 2218-2224.
35. Schoepfer AM, Beglinger C, Straumann A, Safroneeva E, Romero Y,
Armstrong D, et al. Fecal calprotectin more accurately reflects endoscopic activity of ulcerative colitis than the Lichtiger index, C-reactive
protein, platelets, hemoglobin, and blood leukocytes. Inflamm Bowel
Dis. 2013; 19: 332-341.
36. Canani RB, Terrin G, Rapacciuolo L, Miele E, Siani MC, Puzone C,
et al. Faecal calprotectin as reliable non-invasive marker to assess the
severity of mucosal inflammation in children with inflammatory bowel
disease. Dig Liver Dis. 2008; 40: 547-553.
37. Guardiola J, Lobatón T, Rodríguez-Alonso L, Ruiz-Cerulla A, Arajol
C, Loayza C, et al. Fecal level of calprotectin identifies histologic inflammation in patients with ulcerative colitis in clinical and endoscopic
remission. Clin Gastroenterol Hepatol. 2014; 12: 1865-187.
38. Fabian O, Hradsky O, Lerchova T, Mikus F, Zamecnik J, Bronsky J.
Limited clinical significance of tissue calprotectin levels in bowel mucosa for the prediction of complicated course of the disease in children
with ulcerative colitis. Pathol Res Pract. 2019; 215(12): 152689.
39. Fasano A. All disease begins in the (leaky) gut: role of zonulin-mediated gut permeability in the pathogenesis of some chronic inflammatory
diseases. F1000Res. 2020.
40. Guttman JA. Finlay BB. Tight junctions as targets of infectious agents.
Biochim. Biophys. Acta. 2009; 1788(4): 832-841.
41. Fasano A. Intestinal zonulin: open sesame! Gut. 2001; 49(2): 159-162.
42. Wegh CAM, de Roos NM, Hovenier R, Meijerink J, Besseling-van derr
Vaart I, van Hemert S, et al. Intestinal Permeability Measured by Urinary Sucrose Excretion Correlates with Serum Zonulin and Faecal Calprotectin Concentrations in UC Patients in Remission. J Nutr Metab.
2019; 2019: 2472754.
43. Fasano A. Zonulin and its regulation of intestinal barrier function: the
biological door to inflammation, autoimmunity, and cancer. Physiol
Rev. 2011; 91(1): 151-75.
44. Ajamian M, Steer D, Rosella G, Gibson PR. Serum zonulin as a marker
of intestinal mucosal barrier function: May not be what it seems. PLoS
One. 2019; 14(1): e0210728.
4

2022, V8(15): 1-5

45. Scheffler L, Crane A, Heyne H, Tonjes A, Schleinitz D, Ihling CH.
Widely Used Commercial ELISA Does Not Detect Precursor of Haptoglobin2, but Recognizes Properdin as a Potential Second Member of
the Zonulin Family. Frontiers in endocrinology. 2018; 9: 22.
46. Márquez L, Shen C, Cleynen I, De Hertogh G, Van Steen K, Machiels
K, et al. Effects of haptoglobin polymorphisms and deficiency on susceptibility to inflammatory bowel disease and on severity of murine
colitis. Gut. 2012; 61: 528-34.
47. Maza I, Miller-Lotan R, Levy AP, Nesher S, Karban A, Eliakim R. The
association of Haptoglobin polymorphism with Crohn’s disease in Israel. J Crohns Colitis. 2008; 2: 214-8.
48. Papp M, Lakatos PL, Palatka K, Foldi I, Udvardy M, Harsfalvi J, et al.
Hungarian IBD Study Group Haptoglobin polymorphisms are associated with Crohn’s disease, disease behavior, and extraintestinal manifestations in Hungarian patients. Dig Dis Sci. 2007; 52: 1279-84.
49. Scheffler L, Crane A, Heyne H, Tonjes A, Schleinitz D, Ihling CH.
Widely Used Commercial ELISA Does Not Detect Precursor of Haptoglobin2, but Recognizes Properdin as a Potential Second Member of
the Zonulin Family. Frontiers in endocrinology. 2018; 9: 22.

5

