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q HAEMATOLOGY
=
5 HAEMOGLOBIN (HB)
o
E HAEMOGLOBIN (HB) gL gm/dL 12.0-17.0
‘@ by CALORIMETRIC
INTERPRETATION:-

temog B obin is the protein moBeculle in red bBood cel Bs that carries oxygen from the Bungs to the bodys tissues and returns carbon dioxide fr
tissues back to the Bungs.

A Bow hemog Bobin Bevel is referred to as ANEMIA or Bow red bl ood count.

ANEMIA ( DECRESED HAEMOGL.OBIN):

1) Loss of blood (traumatic injury, surgery, b Beeding, colBon cancer or stomach ull cer)

2) Nutritionall deficiency (iron, vitamin B12, folate)

3) Bone marrow prob Bems (rep Bacement of bone marrow by cancer)

4) Suppression by red bBood cel B synthesis by clemotherapy drugs

5) Kidney failRure

6) Abnormall hemog N obin structure (sickBe cel I anemia or tha lassemia).

POLYCYTHEMIA (INCREASED HAEMOGL.OBIN):

1) People in higher a B titudes (Physio Bogical)

2) Smoking (Secondary Po Bycythemia)

3) Detydration produces a falseBy rise in hemog B obin due to increased haemoconcentration

4) Advanced Bung disease (for examp e, emphysema)

5) Certain tumors

6) A disorder of the bone marrow known as po Bycythemia rubra vera,

7) Abuse of the drug erythropoetin (Epogen) by athBetes for bl ood doping purposes (increasing the amount of oxygen available to the body by
chemical By raising the production of red bl ood cell Is).

NOTE: TEST CONDUCTED ON EDTA WHOL_E BL.OOD
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®  UREA:SERUM 44.34 mg/dL 10.00 - 50.00
(“A,_J by UREASE - GLUTAMATE DEHYDROGENASE (GLDH)
CREATININE: SERUM 1.73H mg/dL 0.40 - 1.40

by ENZYMATIC, SPECTROPHOTOMETERY
BLOOD UREA NITROGEN (BUN): SERUM 20.72 mg/dL 7.0-25.0

by CALCULATED, SPECTROPHOTOMETERY
BLOOD UREA NITROGEN (BUN)/CREATININE 11.98 RATIO 10.0 - 20.0
RATIO: SERUM

by CALCULATED, SPECTROPHOTOMETERY
UREA/CREATININE RATIO: SERUM 25.63 RATIO

by CALCULATED, SPECTROPHOTOMETERY
URIC ACID: SERUM 6.56 mg/dL 3.60-7.70

by URICASE - OXIDASE PEROXIDASE
ADVICE KINDLY CORRELATE CLINICALLY
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Test Name Value Unit Biological Reference interval

INTERPRETATION:

Normall range for a heal thy person on normal diet: 12 - 20

To Differentiate between pre- and postrenall azotemia.

INCREASED RATIO (>20:1) WITH NORMAL CREATININE:

1.Prerenall azotemia (BUN rises without increase in creatinine) e.g. feart failure, sall t dep Betion,detydration, bl ood Boss) due to decreased
glomerular fill tration rate.

2.Catabo lic states with increased tissue breakdown.

3.Gl femorrhage.

4 High protein intake.

5.Impaired renall function plus .

6.Excess protein intake or production or tissue breakdown (e.g. infection, GI b Beeding, thyrotoxicosis, Cushings syndrome, high protein diet,
burns,surgery, cactexia, high fewver).

7.Urine reabsorption (e.g. ureteroco I ostomy)

8.Reduced musc Be mass (subnormall creatinine production)

9.Certain drugs (e.g. tetracyc line, g Bucocorticoids)

INCREASED RATIO (>20:1) WITH ELEVVATED CREATININE LEVELS

1.Postrenall azotemia (BUN rises disproportionate By more than creatinine) (e.g. obstructive uropathy).
2.Prerenall azotemia superimposed on renall disease.

DECREASED RATIO (<10:1) WITH DECREASED BUN :

1.Acute tubu Bar necrosis.

2.Low protein diet and starvation.

3.Severe Biver disease.

4.0ther causes of decreased urea synthesis.

5.Repeated dia Bysis (urea rather than creatinine diffuses out of extracel Rullar fhuid).

6. Inferited hyperammonemias (urea is virtuall By absent in bl ood).

7.SIADH (syndrome of inappropiate antidiuretic farmone) due to tubuBar secretion of urea.
8.Pregnancy.

DECREASED RATIO (<10:1) WITH INCREASED CREATININE:

1.Phenacimide therapy (acceBerates conwversion of creatine to creatinine).

2.Rhabdomyo Bysis (re Beases musc Be creatinine).

3.Muscu Bar patients who deveBop renall faillure.

INAPPROPIATE RATIO

1.Diabetic ketoacidosis (acetoacetate causes fallse increase in creatinine with certain methodo B ogies,resul ting in normal ratio when defydrati
shou B d produce an increased BUN/creatinine ratio).

2.Cepha B osporin therapy (interferes with creatinine measurement).
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GLOMERULAR FILTERATION RATE (GFR) - ESTIMATED

ESTIMATED GLOMERULAR FILTERATION RATE ~ 455L mL/min/1.73m2 KIDNEY FAILURE: < 15.0

(eGFR): SERUM
by SPECTROPHOTOMETRY-ENZYMATIC, MDRD CALCULATION
INTERPRETATION:
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CKD STAGE DESCRIPTION GFR ( mL/min/1.73m2 ) ASSOCIATED FINDINGS
G1 Normall kidney function >40 No proteinuria
G2 Kidney damage with >90 Presence of Protein ,
normall or high GFR Al bumin or castn urine
G3a Mi B d decrease in GFR 60 -89
G3b Moderate decrease in GFR 30-59
G4 Sewvere decrease in GFR 15-29
G5 Kidney faillure <15
COMMENTS:

1. Estimated G BomeruBar fill tration rate (eGFR) is the sum of fill tration rates in all I functioning nephrons and so an estimation of the G
measure of functioning nephrons of the kidney.

2. eGFR callculated using the 2009 CKD-EPI creatinine equation and GFR category reported as per KDIGO guide B ine 2012

3. In patients, with eGFR creatinine between 45-59 mB/min/1.73 m2 (G3) and without any marker of Kidney damage, It is recommended to measure
eGFR with Cystatin C for confirmation of CKD

4. eGFR category G1 OR G2 does not full Rfill B the criteria for CKD, in the absence of evidence of Kidney Damage

5. In a suspected case of Acute Kidney Injury (AKI), measurement of eGFR shou B d be done after 48-96 hours of any Intervention or procedure

6. eGFR callcullated by Serum Creatinine may be Bess accurate due to certain factors Bike Race, Musc Be Mass, Diet, Certain Drugs. In such ce
eGFR shou I d be callculated using Serum Cystatin C

7. A decrease in eGFR imp Ries either progressive renall disease, or a reversib e process causing decreased nephron function (eg, severe dehydration).
ADVICE:

KDIGO guide Bine, 2012 recommends Chronic Kidney Disease (CKD) shou B d be c Bassified based on cause, eGFR category and Al buminuria (ACR)
category. GFR & ACR category combined together ref Bect risk of progression and he B ps CHinician to identify the individuall who are progressir
more rapid rate than anticipated

*** End Of Report ***
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