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Please see our latest edition of the Pathology Newsletter, the first since
September of last year.

Pathology has continued to see significant rises in workload. In particular,
Blood sciences has seen a 17.5% increase in primary care workload
compared with Pre-Covid position. This equates to over 500,000 additional
tests YTD. Our dedicated teams continue to provide the best possible
service for our patients.

We are continuing our pilot of Clinical Decision software on the Anaemia
pathway and we are rolling out our pre-analytical solution to improve the
quality and efficiency of our pre-analytical processes. Look out for more
details, and updates, on these projects in future newsletters.

We are collaborating with our peninsula partners to ensure the
sustainability of our services across Devon and Cornwall. Integration of our
digital systems are a primary focus as we implement Digital Histopathology
and procure new Laboratory Information Management Systems (LIMS) to
provide improved connectivity.

We continually review our services to seek improvements for Primary Care.
Your feedback is absolutely key to this. Please continue to let us know
about any changes we can make. 
 
Our key contact details are included on page 12.
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SAMPLE REJECTION UPDATE

all request details are included and correct
barcodes are printed and applied properly
blood tubes are filled to the required level

From the 1st of April 2023 the Derriford Combined Laboratory (DCL) will be implementing a sample
rejection process through the introduction of a rejection management policy, which has been developed
in conjunction with the DCL clinical and managerial teams. The policy will result in patient samples
which are sent to DCL for testing without the necessary information or the required amount of blood
being automatically rejected.

Currently the laboratory is investing significant time and labour in correcting errors with patient
samples that are received from UHP clinical areas and GP practices, which has now become
unsustainable and will have an impact on the quality of results.

There will be exceptions to this policy that are explained in the attached summary document, which
also details the rejection criteria.

Between now and go-live, we will communicate the detail of the policy to our stakeholders. We will also
use this period to supply data to warn you of the inappropriate samples received that will be analysed
now but rejected as of the 1st April.

To guarantee that your patient samples are processed and tested in a timely manner you must ensure
that:

 

MIKE BISCOMBE, HEAD OF PATHOLOGY IMPROVEMENT AND ENGAGEMENT
MIKE.BISCOMBE@NHS.NET
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Insufficient volume of samples (gold top tubes must be at least half-filled) 
Leaking samples
Unlabelled samples
Incorrect sample type

Labels with missing or illegible patient ID
Labels with part of the barcode missing
Labels with no barcode
Labels with location or requestor as “Generic”
ICM or ICE samples with no date or time
Incorrectly applied labels, including surpassing the bottom of the tube
Incorrectly printed labels

Insufficient patient details
Discrepancy in details between form and sample
Samples received without a request form
Samples received with no test(s) requested
No date or time on sample/form
No requesting location and clinician

In exceptional circumstances, a specimen that would otherwise be rejected may need to be processed, e.g.,
CSF/Paediatric samples. In these situations the requestor (or nominated deputy) must gain approval from the
duty laboratory staff member and attend the laboratory to re-label the sample(s) (if applicable) and to sign a
disclaimer.

Rejection Criteria and Exceptions
Sample Quality

Electronic Requests (iCM/ICE)

Paper Requests

Exceptions to the policy

Over the coming days/weeks you will receive more detailed communication about the implementation of this
policy and you may already have noticed that certain samples are being resulted with the following comment…
 “POLICY UPDATE: 

After 01/04/23, requests that do not meet the following criteria will be rejected as part of a new
laboratory sample rejection policy:

 1. All ICE/iCM requests MUST have the following information: NHS and/or hospital number, patient’s
full name, date of birth and the date and time of sample collection.

2. All paper requests MUST have the following information: NHS and/or hospital number, patient’s
full name, date of birth and the date and time of sample collection, full name of the patient’s
consultant/GP, patient’s location and destination for report and the investigation(s) required on the
form.

3. All gold top samples MUST be filled to a minimum of half a tube in order to be processed upon
receipt in the laboratory.”
 

 
Please note that at this point in time this comment is for information only and your sample(s) will still be
processed until 31st March.
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FUTURE INNS ANNOUNCEMENT

Address: Future Inn Plymouth, 1 William Prance Road, Plymouth PL6 5ZD
Opening hours: Monday – Friday, 08:00 – 16:50
No appointment necessary, drop-in service.
The service is quiet at 08:00 and busy at the end of the day. 

As a result of feedback from practices, steady growth in demand and positive feedback from users, we
are pleased to be able to confirm continued funding for the UHP Community Phlebotomy Service at
Future Inn Plymouth until 31st March 2024. 

Please could I ask you make your practice team aware of key service information below? Below is a
simple patient information leaflet, which can be printed off for staff to give patients if helpful. 

Please advise patients to avoid arrival after 16:30 as there may not be time for them to be treated if it
is busy.

Please be aware of potentially longer waiting times during lunchtime.

Please ensure that patients being asked to attend the site have a valid request, i.e., appropriate
electronic order in ICE. Patients arriving to be bled without a valid order is stressful for the Future Inn
Team and can result in a poor patient experience. Also please remember that this service is only for
patients aged 16 years and over.

PAUL COOPER, LEAD BMS
PAUL.COOPER2@NHS.NET
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COLLECTING BLUE TOP SAMPLES

This is a general reminder to those collecting blood samples that the citrated blue top samples must be
filled up to the frosted line, as shown above.

Use of a vacutainer, or transfer device from syringe, should draw to the correct level. 
Those using a butterfly collection device should utilise a “throw away” tube to draw blood through the
line, before beginning collection into the blue top tube.

Original version of figure available at: https://www.yumpu.com/en/document/read/11279129/bd-
vacutainerr-plus-plastic-citrate-tube-draw-volume

 

ROBIN ELLIS, SPECIALIST BMS HAEMATOLOGY, COAGULATION AND TRANSFUSION
ROBINELLIS1@NHS.NET

https://www.yumpu.com/en/document/read/11279129/bd-vacutainerr-plus-plastic-citrate-tube-draw-volume
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HAEMOGLOBINOPATHY SCREENING RESULTS – A CLARIFICATION
AND A CHANGE IN PRACTICE




Following the return to the department of a number of haemoglobinopathy carrier status alert cards, we
wanted to clarify the nature of these results, and propose a way forwards. 

The vast majority of these results are generated as an incidental finding when an HbA1c test is
requested from primary care. The way an HbA1c is performed in the laboratory means it will also
identify any patients who are carriers of a variant haemoglobin. 

Rather than passing these results back to the GP and asking them to make a judgement about potential
clinical significance and asking for a separate sample for variant identification (as is done elsewhere),
our lab have always undertaken further testing to identify the variant where possible. This is to ensure
the chance finding of carrier status for a potentially significant haemoglobin disorder is not missed. Any
patient with a confirmed red cell disorder will be offered an appointment with haematology. However,
we do not have capacity to see all patients with an incidental finding of carrier status (also called ‘trait’) –
these patients do not have a haematological disorder themselves. 

Historically these results have been returned to surgeries with a cover letter and an alert card to pass to
the patient to make them aware of the potential reproductive implications of their carrier state (their
partners will require screening for haemoglobin disorders, ideally prior to conception).

After discussion, we will re-draft the letter so that it can be sent directly to patients with their alert card,
and copied to the requesting clinician for their information.

DR SAM BURROWS, CONSULTANT HAEMATOLOGIST
SAM.BURROWS5@NHS.NET

AND

DES ROGERS, SENIOR BMS HAEMATOLOGY, COAGULATION AND TRANSFUSION
DESMOND.ROGERS@NHS.NET
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SCREENING FOR GENETIC HAEMOCHROMATOSIS (GH)

We are seeing a number of requests coming through for HFE gene mutation analysis (genetic
haemochromatosis screening) in persons with a normal serum ferritin but modestly raised transferrin
saturation. By definition these people are not iron overloaded and should not be screen for GH. Only
request the genetic screening if the serum ferritin is above 200mcg/l in women with a Tsat% over 40%, or
above 300mcg/l in men with Tsat%>50%. 

You can request screening in persons advised to do so with a family history of GH, but even in these cases
a ferritin and transferrin saturation must be done alongside up to date liver function tests please.
Just like a serum iron, an isolated raised transferrin saturation has limited diagnostic capacity. If you take
iron supplements or eat a large bolus of iron-rich food this alone can push the transferrin saturation up.
It is the serum ferritin that gives you information about potential iron stores.

For further information please look at the National guideline that includes a helpful summary of
recommendations:

Diagnosis and therapy of genetic haemochromatosis (review and 2017 update). Fitzsimmons E, Cullis J, Thomas
W et.al British Journal of Haematology, 2018, 181, 293–303.

There is similar guidance around what to do for a raised serum ferritin:

Investigation and management of a raised serum ferritin. Cullis J, Fitzsimmons E, Griffiths W, Tsochatzis E,
Thomas W. British Journal of Haematology, 2018, 181, 331–340.

WAYNE THOMAS, CONSULTANT HAEMATOLOGIST
WAYNETHOMAS@NHS.NET
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VIEWING MICROBIOLOGY RESULTS

The Microbiology department, at University Hospitals Plymouth, performed an audit this year which
identified some minor issues with the view of results in your Clinical Systems.

We identified that comments may be separated over several lines, due to their length and some test
names may be worded slightly differently than we requested to be sent to you (i.e ‘SH-antigen’ instead of
‘Hep. B surface antigen’). if you have identified this issue and you have concerns, please speak with your
Systems Manager

Please look at images below for examples:

FELICITY NEWMAN WEBB, PATHOLOGY GOVERNANCE MANAGER
FELICITY.NEWMAN-WEBB@NHS.NET

MICROBIOLOGY REQUESTING AND CLINICAL INFORMATION

Please could we remind service users of the importance of entering good clinical information on the test
request, especially noting any antibiotics the patient is taking or about to be prescribed. This information
ensures that appropriate susceptibility tests are performed and reported on significant isolates.

Failure to include details of antibiotic therapy may result in a misleading report. The antibiotic may inhibit
growth of the causative organism or select resistant strains which colonise the site. 

Other relevant clinical information should include symptoms, duration of symptoms, and any relevant
foreign travel or risk factors. This really does help us help you and ensure we select the right tests to
perform and report relevant antibiotic results.

More information can be found on the pathology website here: 

https://www.plymouthhospitals.nhs.uk/microbiology

Many thanks from the Bacteriology Team!

NEIL COOPER, LEAD BMS, BACTERIOLOGY
NEIL.COOPER2@NHS.NET

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.plymouthhospitals.nhs.uk%2Fmicrobiology&data=05%7C01%7Ccamilla.redding%40nhs.net%7Cdf78def0e25943d7347508db039a1dc3%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638107732668775983%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=QS7W8h%2FwbNft1DjENDLCbTzadkvNY%2FPm%2B417cbnxx54%3D&reserved=0
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In 2013 Harvey was admitted to A&E of Worthing Hospital
in Sussex with a Hb of under 40g/L. He was later
diagnosed with Acute Myeloid Leukaemia requiring
chemotherapy, a bone marrow transplant along with long
term blood and blood product support. Sadly, Harvey
passed following graft vs host disease and rejected the
bone marrow.

To help Harvey with his treatment a tour of the Pathology
lab was organised so he could see where all his samples
went and appreciate the technology that gave him his
results. The consultant paediatrician later suggested
other long-term patients would be interested in a similar
tour and ‘Harvey’s Gang’ was created.

At Derriford Combined labs our own Harvey investigated
setting up a Harvey’s Gang for long term young patients
under the University Hospitals Plymouth umbrella. COVID
put a stop to immediate plans but in the background the
play team were contacted, and the Harvey’s gang charity
sent a box of lab coats and goodies for when the tours
could begin.

Our inaugural tour took place in May 2022 with lively
young boy who is now in remission from leukaemia. Mum
and a member of the nursing staff followed the tour
which showed the trainee scientist all aspects of the
testing in DCL.

These tours re-enforce the importance of the work that
DCL perform daily and a reminder to the DCL staff that
there is a patient at the end of each and every sample
and the role that is played by the lab in the patient
pathway. As this mum said, ‘I am confident that without
NHS my son would not be here today.’ DCL look forward
to welcoming more young patients to this journey in
better understanding healthcare

Harvey’s gang is a registered charity and DCL are active in
raising funds with cake sales and a Haematology Xmas
Gingerbread Bake Off. 

HARVEY'S GANG VISIT

HARVEY RANSOM, BMS HAEMATOLOGY, COAGULATION AND TRANSFUSION
HARVEY.RANSOM@NHS.NET
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EUTHERMIC INFECTIONS

Fever is a natural response to inflammation be it infection or other causes and is preserved across
animal groups including the cold blooded. This suggests that it has a fundamental beneficial effect. Anti-
pyretic treatments in mild infections may prolong the illness but in self-limiting viral illnesses simple
anti-pyrectics may be beneficial. In individuals with less physiological reserve, fever can cause a
significant metabolic burden and lead to attributable mortality and morbidity. The effect of modern
medical treatments, to some degree, render the physiological benefits of fever redundant.

Fever is often consider the hallmark of infection though as the protean causes of Fever of Unknown
Origin attest there are many other causes of fever. Importantly, in many cases, fever can be absent in
the presence of infection. In more severe cases of infection the thermoregulatory system can be so
deranged as to fail completely. In these cases the body cannot generate or preserve enough
temperature to remain euthermic and the core body temperature can fall below the norm eg <36C, a
condition colloquially known as cold sepsis. This is a rare and ominous sign in infection and associated
with a high mortality.

A more common and overlooked phenomenon is where normal body temperature (euthermia) is
associated with active infection. Core and peripheral temperatures in the elderly tend to be lower than
in younger individuals. The normal body temperature varies around a diurnal rhythm and realistically
anything under 37.8C cannot reliably be considered a fever though may of course be abnormal and
elevated for that individual, what is their normal? The national NEWS scoring notes this uncertainty by
assigning no score to a temperature of 36.1C to 38C. The absence of a demonstrable fever in no way
excludes an active infection and particularly in the elderly, euthermic infection is common with up to 1/3
of the elderly having serious bacterial infection in the face of euthermia as defined by a temperature of
36-38C. Whilst this phenomenon is more apparent in the elderly, euthermic infection does occur in
younger populations.

When assessing a patient for an infection, the body temperature needs to be interpreted in the round. A
body temperature greater than 38C is clearly abnormal as is one less than 36C. Body temperature varies
through the day and a temperature greater than about 1-1.5C above the normal baseline is also
abnormal but we rarely know the norm for that individual at any moment during the day. Cold sepsis
indicates significant hypothermia due to a abnormal host response to infection and is a term best
avoided, a far more common phenomenon is euthermic infection. Abnormal temperature is a relatively
specific way to identify an infection or inflammatory disorder but is not highly sensitive ie it can rule in a
condition but never rely on it to rule out an infection.

DR JIM GREIG, CONSULTANT MICROBIOLOGIST
JAMESGREIG@NHS.NET
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RECURRENT SHINGLES: MORE LIKELY TO BE HERPES SIMPLEX

A female presented with lesions, she had just delivered a baby and claims to suffer from recurrent
shingles, the lesions occurred last time she delivered and were centred in the same buttock area. The
likelihood this is shingles is very low whereas recurrent herpes simplex is far more likely. This alternative
diagnosis needs counselling regarding the likelihood of further recurrence, suppressive therapy and
raises the spectre that virus is being secreted in the birth canal and the new born baby is at risk of
subsequent neonatal herpes infection.

Herpes simplex is a common mimicker of shingles as the vesicular lesions look similar. An alternative
cause for chronic recurrent lesions could be post-herpetic neuralgia. This is where the patient has had a
prior episode of shingles and they experience pain, chronic itching and/or scaling at the same location as
their previous shingles episode with apparent recurrent lesions to trauma of scratching. These itchy
areas do not typically look like shingles and a swab from a lesion can be readily tested by PCR to
determine the diagnosis.

Data on relapsing herpes zoster is limited, recurrences occur in 4-6% of individuals, are more commonly
seen in women and usually occur no more than once or twice in a lifetime. Recurrences are more
common in immunocompromised individuals but the frequently encountered histories of reoccurrences
many times a year are rarely if ever due to shingles.

A recent blog from the US ID Physician, Paul Sax highlighted that shingles recurrences when they do
occur are infrequent and crucially usually appear at different dermatomes. Recurrent shingles is a rare
phenomenon, recurrent herpes simplex is common. The differentiation of these superficially similar
conditions is by sampling the site using PCR, allowing one to rationally target any suppressive acyclovir
therapy and inform individuals of the risk to others of this often distressing condition. 

DR JIM GREIG, CONSULTANT MICROBIOLOGIST
JAMESGREIG@NHS.NET

AND

ELISE D'CUNHA, TRAINEE CLINICAL SCIENTIST MICROBIOLOGY
ELISE.DCUNHA@NHS.NET
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KEY CONTACT INFORMATION

· Blood Sciences

Main Reception                                 01752 433217

Administrator                                    01752 430343

Private Patient Cost Enquiries          01752 430343

Main Chemistry Lab                          01752 792298

Duty Biochemist                                01752 517936

Blood Bank                                        01752 792465

Haematology Lab                              01752 433244

Molecular Biology Lab                       01752 792408

Immunology Lab                                01752 792293

Point of Care                                      01752 433327

Histocompatibility
and Immunogenetics                         01752 792390  

· Microbiology

Main Office                                                  
01752 437745

Administrator                                              
01752 433216

The MicroClinicalEnquiries email
can be used for non-urgent
Microbiology enquiries. The inbox is
monitored Mon - Fri and emails will
be forwarded to the duty
microbiologist. Responses can be
expected within 3 working days
(often same day). 

plh-
tr.MicroClinicalEnquiries@nhs.net 
 

 

  

· Other

Mortuary                                                     
01752 432400

Pathology Directorate Office                      
01752 432484

ICE Queries                                                  
01752 432083

Derriford Switchboard                                
01752 202082

  

· Websites

Pathology Handbook                             
 https://www.plymouthhospitals.nhs.uk/pathology

Test App (Non Internet Explorer            
https://pathology-hb-ionic-live.azurewebsites.net/home#/home

Test App (Internet Explorer)                   
https://pathology-hb-ie-live.azurewebsites.net/

Twitter
@Pathology_UHP
   




