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Febrile patients with travel or exposure history considered 

at risk. Classified into one of three categories: 
 

  VHF Unlikely 

  Low Possibility of VHF 

  High Possibility of VHF 

 

Commonest cause of fever in these patients is malaria 

 

Essential to perform pathology tests locally to help 

diagnose and manage the patient appropriately 
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Perform a risk assessment 



Which assays are important? 
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Biochemistry Haematology Coagulation 

Sodium Haemoglobin Prothrombin Time 

Potassium Platelets Activated Partial Thromboplastin Time 

Urea Leucocyte count with differential Fibrinogen degradation products 

Creatinine Erythrocyte count   

AST   Others 

ALT Blood grouping & antibody screening  ICT Malaria 

Bilirubin Cross matching HIV Rapid 

Alkaline phosphatase     

C-reactive protein     

Lactate     

Blood gases     

Magnesium     
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Citation Virus and 

Year 

Location Comments 

J Stewart.  

 Euro Surveill. 

1998;2(8):pii=1256  

CCHF 

1997 

UK 64 contacts, including resuscitation. No secondary cases.  

N.S. Crowcroft et al 

Journal of Infection 

(2004) 48, 221–228 

Lassa 

2000 

UK Patient initially admitted to HTD (UCLH). 88 staff at RFH and 

UCLH followed up. No seroconversions. 

Haas WH, Clin Infect 

Dis 

2003;36(10):1254-8 

Lassa 

2000 

Germany High risk exposure to 18 staff (direct blood contact or unprotected 

handling of samples). No seroconversions or secondary cases. 

Asymptomatic seroconversion in one clinician with close contact.  

A Kitching et al. 

Eurosurveillance 

14(6), 12 February 

2009 

Lassa 

2009 

UK Patient initially admitted to Homerton University Hospital. Many 

samples taken and processed for in house and referred tests over 

two weeks. Transferred to HTD (UCLH) – further laboratory tests. 

Transferred to Royal Free. RIP. 72 lab staff considered low risk 

(handled samples with PPE). No secondary cases reported.  

S Atkin et al. 

Eurosurveillance 

14(10), 12 March 

2009 

Lassa 

2009 

UK Admitted to HTD (UCLH). RIP same day. Lab staff: 21 ‘no risk’, 45 

‘low risk’, 3 ‘high risk’. No secondary cases reported. 

Barr DA et al 

Lancet. 2013 Oct 26 

CCHF 

2012 

UK Admitted via Glasgow A&E. Routine bloods taken over 36 hours 

before diagnosis of CCHF confirmed and transferred to HSIDU. No 

secondary cases reported.  

  11 

Nosocomial Transmission of VHF 



18 VHF cases (12 Lassa, 3 CCHF*, 3 Ebola**)  

since 1971 

 

1 case of laboratory acquired Ebola in UK  

(1976): needle-stick at a research lab 

 

No routine nosocomial cases 
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History of VHF imported to the UK 



7192 cases (359 deaths) 

 

37 healthcare related (4 deaths) 

 

Greatest risk = ward-based staff performing  

invasive procedures including cannulation and  

venepuncture 

 

No possible/proven cases in laboratory staff,  

where no additional precautions are taken 

 

H Leblebicioglu & NJ Beeching, submitted 
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CCHF in Turkey 2002 - 2012 



Universal Precautions: If it’s good enough for BBV…. 

PPE 

 Laboratory coats 

 Eye protection 

 Gloves 

 

Auto-analysers 

 Sealed/open systems 

 Automated 

pipetting/dilutions 

 

  14 

Safe waste disposal 

 Clinical waste pathway - 

traceability 

 Direct to drain – dilution effect 

 

Decontamination 

 Same as for BBV 
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Thank you 
 

rob.shorten@cmft.nhs.uk 


