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Overview

� Laboratory support for POCT in the community
� Developing new POCT services
� How to engage with PCTs
� The future of laboratory support for POCT in

the community



1) Laboratory support for POCT in the
community
• Laboratory run POCT services

• Anticoagulation service
• POC Lab

• Providing quality assurance & EQA schemes for:
• Blood glucose monitoring for GP practices, district

nurses, nursing homes, mental health trusts,
community teams, walk-in centres

• HbA1c for community diabetes clinics
• Blood gases for community COPD teams
• Lipids for pharmacies, GP practices
• GUM clinics, STD clinics



Laboratory support for POCT in the
community (2)

• Providing scientific advice on:
• Equipment procurement
• Quality aspects: fitness for purpose
• Suitability for use in POCT setting
• Recommendations for POCT from MHRA

• Education sessions on quality & POCT
• Training
• Community representation on POCT committee
• ISO 22870: Point of Care Testing



2) Developing new POCT services

Example:
PCT service development via LIFT centre
Chronic Disease Suite forming part of Litherland Town Hall

Health Centre (Sefton PCT):
� Diabetes
� COPD
� Heart failure

Opened Feb 2007





Scope of POCT provision

� Service for Chronic Disease Management only
� Not intended for use by the 2 GP surgeries on

site or out of hours service
� PCT keen to ensure that the quality of services

provided was equivalent to secondary care



Issues to decide early on

� Quality vs convenience
� POCT vs POC laboratory
� Nursing staff/assistants vs lab biomedical

scientists to perform tests
� Repertoire of tests offered
� Workload
� Managerial & clinical support
� IT/EPR
� Space



Point of care testing
POCT

Point of care laboratory
POC lab



POCT vs POC lab: cost analysis

Point of care testing
� Lower capital
� Higher test costs
� Lower staff costs; can be

run by clinic
nurses/nursing assistants

� Variable cost for service
ie. if workload increases,
cost increases
significantly

Point of care laboratory
� Higher capital
� Lower test costs
� Higher staff costs: run by

biomedical scientist (BMS)
staff

� More stable cost for
service



POCT vs POC lab: quality vs convenience

POCT
� Faster results
� Less space required
� Multiple devices
� Training and ensuring

continuity of trained staff
can be difficult

� Ensuring robust quality
assurance can be a
challenge

POC lab
� Turnaround times greater
� More space required
� Pool of trained staff
� Consistency of results

with central laboratory for
continuity of care

� Ensure quality & CPA
accreditation



POCT vs POC lab: how to decide?

� Test repertoire
� Workload
� Cost
� Space
� Which solution is fit for purpose?

� Purpose of tests e.g. monitoring vs diagnosis
� Quality
� Convenience, turnaround time
� Service required by chronic disease management

clinics



Test repertoire

� Renal profile including eGFR
� Liver function tests
� Glucose
� Lipid profile (cholesterol, triglyceride, HDL, cLDL)
� FBC (3 part diff)
� HbA1c
� Blood gases

Tests requested depend on type of consult e.g. dose
titration, new patient



Defining the Service Specification:
Responsibilities

� PCT responsible for purchase
� Provider responsible for:

� Technical specification and selection of equipment
� Provision and management of trained competent staff
� Management of service
� Quality assurance
� Standard operating procedures

� PCT & provider jointly responsible for IT links



Defining the Service Specification:
Service outline

Provider to provide PCT with service to include:
� Analysis and reporting of results within 2 hrs
� Interpretation of results
� Follow up of abnormal results & clinical advice
� Recording of PID & results
� Documentation of all procedures & operator ID
� Standard of service to be achieved (CPA)
� Documentation of quality assurance procedures



Costing the service
Capital costs
� Analysers

� IL350
� Sysmex KX-21N
� BioRad D10
� IL GEM 3000

� IT (ILIMS)
� Equipment

� Water system
� Centrifuge
� Fridge, Air conditioning

Recurring costs
� Staffing

� Biomedical Scientist
Band 6

� 1 session Band 8b
(clinical/management)

� Reagents
� Service contracts
� EQA schemes
� Consumables





Funding the service

� Capital purchase of equipment funded by PCT
� Infrastructure provided as part of LIFT build
� Recurring costs cross charged to PCT
� Staffing costs include:

� Band 6 BMS (able to practice independently)
� 1 session Band 8b

� Includes management support
� Includes clinical support for both biochemistry &

haematology



Issues to consider
� 2-way education between PCT & provider Trust:

how they work is very different
� Must start dialogue early
� Need defined SLA for any POCT support
� Costs inclusive of ‘management’ support
� IT links/connectivity
� Need to consider suitability of any POCT

� Space constraints/layout of building dictate choice of
equipment and workflow

� Who is going to analyse POCT?
� Laboratory support required/able to provide
� Responsibility for result and any follow up



3) How to engage with PCTs

� Try and find contacts within PCTs
� Speak to clinical teams within acute Trust
� Be enthusiastic about POCT in the community &

sell the benefits of ensuring quality
� Keep up with latest developments as political

drivers usually create new services



Who should you contact?

� Every PCT has a Director of Provider Services
Huge remit but includes:
� Diabetes, heart failure, COPD [long term conditions]
� Sexual health
� CATS (clinical assessment treatment services)
� Operational services

� Director of Strategy & Service Development
Effective management of medical emergencies
� Paramedic care, out of hours triage & treat service
� Acute hospital LOS <1d



Expanding areas of POCT in the community

� Long term conditions
� Diabetes (HbA1c) management
� CVD – lipids
� HF – electrolytes, LFTs
� COPD - gases

� STD- Chlamydia, HIV
� Expansion of clinics in primary care (Darzi)
� ‘Any willing provider’



4) The future of laboratory support for POCT
in the community

� Managed service contracts
� Development of a POCT team to oversee a

network of community POCT services
� Direct POCT services
� Managed POC labs
� POCT sites in the community with EQA support
� Quality management of community POCT (CPA POCT)

� MSC may provide new staffing models including
healthcare science assistants for POCT

� Future proofing
� Need to include management session to create

potential for expansion of POCT support
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