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Trend
 How many times do we as clinicians request repeats? 

 The real important question to ask here is – ‘’is this changing 
the management and/or informing the next steps by 
repeating?’’ 

 Can we think of examples we see time and time again where 
we ask to repeat blood tests in two days, weeks; one month 
etc… 

 CRP, GFR, ALT, K+, HbA1c just to name a few…

 The most powerful aspect of a blood test is its trend where 
we refer to them typically as…

 Stable, up trending or down trending…

 The trend is the single most likely aspect of a blood test 
guiding your clinical decision making… 

 Equally, the trend can be an easy, numerical way of 
imparting some reassurance to patients – it is not always a 
matter of interpretation but simply appreciating the trend



Case 1
 A 57-year-old lady attends to see her GP with increased tiredness. She is 

noted to have Grave’s disease but otherwise has no significant past medical 
history. 

 A full blood count was carried out with haematinics 

 Thyroid function tests came back in range with a normal TSH and T4. 

 Hb 99g/L (134)

 MCV 106fl (82)

 FBC otherwise in normal range 

 Serum iron 2umol/l (normal) 

 Ferritin 50ug/l (normal) 

 Folate 9.8ug/l (normal)

 B12 – 22ng/l (low)

 Interpret the results above

 What additional tests may you request? 

 Anti-parietal cell antibodies and anti-intrinsic factor antibodies – POSTIVE

 What is the diagnosis? 

Pernicious anaemia 

A clue is the Graves’ disease 

which is another autoimmune 

disease leading to predisposition
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Case 2

 You review the case of a 79-year-old gentlemen who presented for his 
annual review. He has a background of T2DM, HTN, MI and CKD.

 You come across the results of his renal function which prompts review of 
his notes…

 His HbA1c is 43mmol/mol

 FBC reveals a new microcytic anaemia 

 Normal bone profile, LFTs. 

 He takes metformin 1g twice daily, sitagliptin 100mg daily, gliclazide
80mg daily and atorvastatin 20mg daily. 

 His BP is 128/67mmHg 

 His BMI is 21 (23 six months earlier) 

 His GFR is 46ml/min (54 six months earlier) 

 His ACR is too high to measure 

 His PCR is 1.9 (normal <0.3) 

 His cholesterol is 7.6mmol 

 What are your next steps or thoughts so far… 



Case 2 continued…

 You call the patient to review and he reports he hasn’t 
been feeling too well in himself and the only change is an 
atraumatic worsening of his lower back pain. 

 He does report some subjective weight loss but has been 
trying to eat better generally after going on some recent 
Diabetes education 

 He does not report any measured hypos although he has 
been testing regularly whilst not feeling so great 

 He agrees to have bloods for immunoglobulins; 
electrophoresis and a urine Bence Jones.

 After haematology follow-up he is diagnosed with multiple 
myeloma

 This is and can be at not such high levels missed in the 
context of diabetes and hypertension (see resource on next 
slide) 
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Case 3

 You review the bloods of a 48-year-old gentlemen who has the following 
LFTs

 ALT 76U/L, ALP 68U/L, bilirubin 16mg/dL, Albumin 48g/L 

 You trend the ALT and notice it has been persistently raised for the past 
six months with frequent repeats requested and no clinical correlation 

 Their bloods are otherwise unremarkable except a HbA1c of 
112mmol/mol

 The bloods were carried out for their annual review 

 You review their notes and they have a background of T2DM, HTN and 
obesity. 

 You discuss the results with the patient and they report no abdominal 
pain or GI symptoms of note.

 They do drink a glass of wine on occasion 

 No history of IVDU; tattoos abroad 

 Long term monogamous relationship with female 

 Next steps… 



Case 3 continued…

 We repeat with AST, GGT, full liver screen and refer for a liver 
USS

 Liver screen to include HCV, HBV, ferritin, iron studies, 
caeruloplasmin, immunoglobulins, A1 anti-trypsin, auto-
antibodies. 

 Liver screen comes back negative 

 Liver USS shows evidence of NAFLD 

 Next steps… 

 FIB4 score for risk stratification and ELF referral 

 FIB4 = 1.73 based on age, ALT, AST, plts

 Based on a FIB4 of 1.73, we should request ELF test under 
gastro 

 Alongside, we of course need to consider CVD risk 
optimisation…
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Case 4 

 56-year-old Maureen Smith attends for a GP appointment complaining of 
increased thirsty and passing excessive urine. She reports feeling tired all the 
time. She also has incidentally lost 8kg in the last three months. She isn’t well 
known to her GP having had no bloods in recent years. She has no long term 
conditions of note. 

 What bloods would we like to have been requested? 

 FBC, U+Es, LFTs, TFTs, Bone profile, HbA1c 

 Hb 105, MCV 72, ferritin 6 with a normal folic acid and B12

 GFR 62 (83);  K+ 3.8; Na 139;  urea 6.7 and creatinine 76

 ALP 454, GGT 367, Bilirubin 55 with a normal ALT and albumin

 HbA1c 98mmol/mol

 Bloods otherwise unremarkable 

 What is your interpretation and thoughts on the bloods as requested? 

 Microcytic anaemia indicating iron deficiency anaemia - ?malignancy/blood loss

 Obstructive liver function tests - ?pancreatic cancer

 TOP TIP – new onset diabetes with obstructive LFTs and/or IDA = pancreatic cancer 
until proven otherwise 



Final thoughts to finish…

 What is the trend?

 What was the indication and/or linked consultation?

 Review the background of the patient 

 If we are repeating, is it going to inform or change the 

management plan? 

 Do we need clinical correlation as the patient can often 

feel very different to how the numbers appear 

 We don’t need to know all the answers… consider your 

MDT within which you work



Thank you


