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A WORD FROM OUR SERVICE LINE DIRECTOR

WAYNE THOMAS, CONSULTANT HAEMATOLOGIST, waynethomas@nhs.net

“Nearly a year has passed since our last newsletter. There are still though very few areas of healthcare that
are not feeling sustained pressure on services, perhaps more so than they did last year. Ongoing projects
though to help primary care remain key to our pathology strategy. These include bringing more send away
tests in-house to reduce turn-around times, looking at improved testing pathways particularly in point of
care, and clinical decision software which aims to guide further testing in areas such as anaemia.

You will hear a lot about digital pathology over the coming months and years. It's vital for pathology to
embrace these technologies to streamline the way that we work collectively. We need to constantly ask if
pathology is truly centred around the patient and user, and not just do things the way we always have.
Feedback from clinical colleagues is absolutely key to this. We want to know what works for you and what
doesn't. Please do let us know. Our key contact details are included on page 8”.
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ON for GPs

Elise D’cunha (Trainee Clinical Scientist) elise.dcunha@nhs.net

Dr Jim Greig (Consultant Microbiologist) jamesgreig@nhs.net

A recent review paper in the BMJ got me thinking about how good we are at locally investigating for
neonatal conjunctivitis, Ophthalmia neonatorum (ON)1. The review laid out clearly what ON is and
what it is not. The commonest presentation of ocular ‘issues’ in the first month of life is the
accumulation of gunck around the eye and the nasolacrimal apparatus. Usually simple gentle
toileting is all that is required and needs no further investigation or management unless it persists
beyond one year or develops into an acute inflammatory dacrocystitis. In the absence of an
associated inflammatory response infection is unlikely. The conjuctivum is not sterile and
accumulation of a nutritious moist nasolacrimal environment will allow growth of skin organisms
along with potential pathogens such as Staph. aureus, haemophilus and pneumococci. In the
absence of active infection this flora should not be disrupted with antimicrobials.

In the presence of ocular inflammation infection should be suspected. The colonising pathogens
noted above may be the cause of infection but common causes of infection, Chlamydia trachomatis
(Ct) and rare causes, Neisseria gonorrhoea (GC), are often overlooked or missed due to the
fastidious nature of their growth requirements. GC will grow on typical laboratory media but is
fragile and may die in transit to the laboratory whereas Ct requires specific molecular (PCR) based
diagnostics. Seek and you (might) find but only in you look in the right places or more accurately
using the right tools. GC is rare locally, the presentation is usually acute with severe and grossly
purulent eyes that if not promptly treated with systemic antibiotics can lead to blindness. The more
common and often more insidious pathogen causing ON is Ct. Up to 10% of pregnant women will be
colonised/infected. This is more common in younger mothers and typically up to 50% of children
exposed at vaginal delivery, or occasionally post partum, will develop ON. Even when ON is self
limiting, affected children often develop a pneumonitis in the following months, a difficult to
bacteriologically diagnose condition inherently resistant to typical antibiotics such as beta lactams.
In the last two years, of all neonates investigated locally for ocular infections, on only 1/5 of
occasions were suitable samples submitted for Ct and NG PCR, of these 5% were positive for Ct.

It is clear from the nature of samples submitted that most are submitted from children with sticky
eyes but many with true ON are likely missed due to inappropriate sampling. To improve diagnosis
and use of laboratory resource:

e Avoid sampling sticky eye, you will identify predictable host flora and lead to the temptation
to treat

e Identify true ON by the presence of ocular inflammation and concentrate diagnostics on this
smaller group of children by sending samples for molecular as well as conventional culture

| have not touched on viral pathogens and | refer you to the review paper itself

1. BMIJ 2022;376:e068023
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Updated guidelines (April 2022) Post
exposure prophylaxis for varicella and
shingles

Elise D’cunha (Trainee Clinical Scientist) elise.dcunha@nhs.net

Dr Jim Greig (Consultant Microbiologist) jamesgreig@nhs.net

New guidance was published on 27.4.22. Acyclovir is now indicated throughout pregnancy and on
exposure, all immunocompromised contacts should now be tested for immunity. The salient
changes are highlighted here but there is no space discuss all the nuances of testing and treatment
and we draw your attention to the full guideline at
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file
/1073013/UKHSA_guidelines_on_VZ_post_exposure_prophylaxis.pdf

Chickenpox in adults and the immunocompromised can lead to severe disease and chickenpox (not
shingles) in pregnant women can lead to foetal infection and congenital abnormalities. These
sequelae are serious and common enough to warrant offering therapeutic prophylaxis in the event
of exposure in the susceptible.

Post exposure prophylaxis (PEP) is recommended for at-risk groups (immunosuppressed patients,
pregnant women, and neonates). Suitable non neonate individuals who are identified as being
susceptible should ALL be given oral acyclovir from day 7 to day 14 after exposure, not immediately
after exposure.

Individuals require PEP if they meet ALL of these criteria:

1) Significant exposure to chicken pox or shingles during the infectious period

Varicella 24 hours prior to rash onset and until lesions have crusted over. If the shingles
infected individual is immunocompetent, infectivity maybe as short as five days
regardless of crusting

Shingles  From onset of rash until all lesions have crusted over

2) Inan at-risk group (Pregnant women, immunocompromised, neonates within first seven
days of life or longer if hospitalised)
3) Individual is susceptible to varicella (see below for detail)

Locally we test with an insensitive qualitative test (positive/negative result), if positive no PEP is
indicated, if negative we undertake quantitative antibody level measurement as many with a
negative qualitative are actually immune


mailto:elise.dcunha@nhs.net
mailto:jamesgreig@nhs.net

September, 2022 Edition

1. Immunosuppressed contacts

Even if there is a historical antibody result be it antibody detected or not detected DO NOT rely on
this but test again

Historically, these individuals were grouped into two categories based on whether a history of prior
infection or immunity could be relied upon. This distinction has been dropped and for simplicity all
should be tested for antibody immunity at the time of exposure.

A positive qualitative test or a quantitative level of >150mlU/ml is considered immune, and PEP is
not indicated.

2. Pregnancy contacts

A history of chickenpox, evidence of VZV vaccination or a previous positive VZV antibody test can
be relied on to indicate adequate immunity

If immunocompetent a good history of chickenpox in the past, vaccination against VZV, a qualitative
antibody test showing antibody detected or a quantitative level >100mIU/ml can be taken as
evidence that PEP is not indicated.

In the absence of evidence of past infection send a sample of blood for antibody testing.
What to use for PEP?

With the exception of rare individuals who cannot take acyclovir e.g., allergy, renal impairment,
malabsorption or neonates, PEP should be with oral acyclovir. Previously this was avoided in early
pregnancy. Acyclovir is now advised at all gestations.

Acyclovir should be started seven days after exposure and continued until day 14. Whilst not ideal,
prophylaxis can be started up to 14 days after exposure. Acyclovir may prevent congenital infection
(there is admittedly a lack of supporting evidence), this benefit if real is likely to be compromised by
delays in PEP beyond 7 days. However, starting PEP at <7 days is less effective.

The use of acyclovir for PEP is considered off label but is supported by the national expert
committee on prevention of varicella. The MHRA advise prescribers to draw attention to this when
seeking consent to treat and to outline and explain the rationale for the use of this medicine
especially during pregnancy.

Urgent testing for VZV IgG can be arranged by contacting the Microbiology laboratory (01752
437745) with details of the patient, nature, and timing of the exposure.
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Recent Issues with ICE Ordering System

Mike Biscombe (Pathology Improvement and Engagement lead) mike.biscombe@nhs.net

During the recent period when the ICE system was not working there was a need for GP practices to
revert to ordering blood tests with paper requests forms. Unfortunately, this did not go as well as
hoped with some practices. Some of the issues related to incorrect paper forms being used. What
we saw coming in from some GPs were:

e Improvised paper request forms,
e Photocopied request forms (varying shapes and sizes),
e Samples (and sometimes forms) not labelled correctly with 3 points of ID.

These were the main issues. This results in our reception staff taking longer with the booking in
process due to having to find missing information or check though unfamiliar paper requests. The
result is a delay in the patient test.

Hopefully we will not see this issue again but could you all ensure that your contingency plans for an
IT system failure resulting in the need for paper requesting is adequate and up to date, including
having a supply of the correct request forms.

Thank you for your support with this
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Update to Tube Type for IM screens at University
Hospitals Plymouth

(From Monday 26" September 2022)

Kat Mordue (Clinical Scientist | Haematology)

The Infectious Mononucleosis (IM) screen for suspected Glandular Fever tested at Derriford Combined

Laboratories will no longer require a gold-topped tube.

The IM screen will now only require the lavender-topped (EDTA) tube. The IM screen can therefore be

requested on the same sample as the Full Blood Count.



Barcode Labelling Guide

Barcode mis-labelling of patient samples is one of the major causes of
analytical delay which can be easily avoided through awareness of the
problem and taking more care when preparing blood tubes. Follow this simple
IIHHIHH \ guide to help us avoid delayed test results, improving the service we offer you

_——

and the patients you care for.
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Blood Sample Volume Guide

Avoid delays in analysis of blood specimens by providing sufficient
blood levels. Having sufficient blood levels ensures the patient
sample can be processed without manual intervention.
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Follow this simple guide to help us avoid delayed test results,
improving the service we offer you and the patients you care for.
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Key Contacts Information

Blood Sciences Microbiology
Main Reception 01752 433325 Main Reception 01752 433748
Private Patient Cost 01752 430343, The MicroClinicalEnquiries email
Enquiries 01752 433216, can be used for non-urgent
01752 432484 Microbiology enquiries. The inbox is
Main Chemistry Lab 01752 430868 monitored Mon - Fri and emails will
be forwarded to the duty
Duty Biochemist 01752 430900 microbiologist. Responses can be
expected within 3 working days
Blood Bank 01752 431670 (often same day).
Haematology Lab 01752 433244 plh-tr.microclinicalenquiries@nhs.net

Molecular Biology Lab 01752 430888

Immunology Lab 01752 430995
Point of Care 01752 433327,

01752 433328
Histocompatibility 01752 430870

and Immunogenetics

Histopathology and Cellular Pathology
Mortuary 01752 455045
Reception 01752 430836

Pathology Numbers

Pathology Directorate Office 01752 433666
Pathology Administrators 01752 430343, 01752 433216, 01752 432484
ICE Queries 01752 432083
Derriford Switchboard 01752 202082
Clinical Trials Team 01752 431098
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