Appendix 7 Improving Pathology Usage by DME

If in doubt, seek guidance from a more senior member of the team before undertaking a test.
Tests should only be performed if:

· The clinical condition has changed

· An intervention has happened eg diuresis, contrast given, transfusion

· The result will change management

· The result is not already known (B12/folate/Tsh) have often been done recently
If possible, group tests to keep episodes of venepuncture down:
· Reduces patient discomfort & risk of complications

· Eases workload for phlebotomy – potentially meaning earlier results

Out-of-hours and weekend testing should only be done if required for out-of-hours care. Tests should be handed over to relevant on-call doctor for chasing. 

Specific Tests:

Coagulation Profile & INRs:

· No role for routine testing 
· Only needed if coagulopathy suspected or invasive procedure planned
· If on warfarin, daily INRs are rarely indicated unless very abnormal. Once or twice weekly should be sufficient in most cases. If in doubt, ask a senior to help with dosing. 
· If a patient requires warfarinisation, consider:

· Does this need to be rapid (e.g. DVT, PE, embolic TIA)? 
If so, follow trust loading protocol on green chart.
· Could this be slow, e.g. chronic AF?
This can generally wait until the patient is recovered from their acute illness and so can be referred to the GP for initiation after discharge. 
If initiating in hospital, check baseline INR and if <1.8 start 2mg daily and arrange INR for 1 week. If sub-therapeutic, increase dose by 1mg and repeat INR again in 1 week 

C-Reactive Peptide (CRP):

· Rises at 4-6hrs. Peaks at 36-48hrs
· Check at diagnosis and then repeat at 48hrs
· If CRP and clinical picture improving, no need to repeat until near completion of treatment
· If CRP and / or clinical picture not improving, review treatment 

· No merit in daily CRPs
Urea & Electrolytes (U&E):

· Testing urea as well as creatinine and electrolytes doubles the cost, but adds little 

· Check baseline urea, then monitor creatinine and electrolytes alone (EC) unless specific further indication to check urea.

Full Blood Count (FBC):

· Check baseline
· Further tests only needed if:

· Change in clinical presentation

· To review changes in inflammatory response (as per CRP guidance)
· Blood loss

Blood Cultures:
· Do not take from afebrile patients with no signs or suspicion of infection (risk of false +ves)

· Optimise chance of positive result by using 10ml per bottle and taking before initiating antibiotics. If on antibiotics, take pre-dose

Urine Culture:

· Rarely indicated unless dipstick positive (nitrites & leucocytes) 

· Review previous isolates before starting empirical therapy

Liver Function Tests (LFTs):

· Often tested on admission 

· Not useful as a further ‘routine’ test unless:

· Clinical suspicion of abnormality

· Following up initial abnormality (may be more appropriate to hand over to GP)

Stool Cultures:

· Only test if patient has diarrhoea (Type 6/7 stool)

· Check drug chart for laxatives

· If diarrhoea starts whilst in hospital – think C. Diff and Norovirus; bacterial gastroenteritis is rare in hospitalised patients. 
· Routine stool culture should only be sent on admission, or at request of senior

Avoid unnecessary repeats:

· Thyroid Function Tests (TFTs)

· B12 & Folate Levels 
· Myeloma Screen

· Vitamin D Level

Check if done in last 3 months before re-requesting, unless reason to suspect there has been a change.

Ver 003

SJW – Aug 2013

