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Read All About It -

The Clinical Benefits of 
Rapid Sepsis Diagnostics

Hospital Associated Infections (HAI) are a 
major concern for patient wellbeing and 
healthcare finances. Time is of the essence in 
their treatment, generating increased pressure 
on laboratory professionals to provide prompt 
pathogen identification from blood cultures. 
Once species diagnosis is obtained, clinicians 
can then initiate more effective targeted 
antimicrobial therapy, minimising the use of 
broad spectrum antibiotics.

There is now increasing evidence in the 
literature that the patented PNA-FISH 
technology, developed by AdvanDX, 
demonstrates significant clinical utility in 
accurately identifying the causative pathogen 
species directly from positive blood cultures, 
much faster than other methods.

Continued on page 2 

Continued from page 1

Are You Under-Reporting Bilirubin Values?
Neonatal bilirubinemia is common in 
newborn babies as they lack the intestinal 
bacteria that help process bilirubin.  
Typically this resolves itself in a couple of 
days.  However, in some instances, the 
bilirubinemia is a result of red blood cell 
destruction caused by newborn and maternal 
blood type incompatibilities, or other genetic 
factors.  In these cases it is important that 
the bilirubin levels do not get too high since 
excess bilirubin damages developing brain 
cells in young babies. 

Diazo based testing 
protocols are prone to 
negative interference 
from haemoglobin. 

This creates a risk of reporting values below 
the true concentrations.  This presents a 
problem for a number of laboratories as 
explained by Daniel Isemede, Specialist 
Biomedical Scientist, South Devon 
Healthcare NHS Foundation Trust:   

 The current Roche assay for 
Conjugated Bilirubin (CBil) which uses a 
diazo method, suffers from significant 
negative interference from haemoglobin 
and a concentration as low 40mg/dL 
(Haemolysis Index (HI) 40) completely 
invalidates the result. This compromises 
patient management especially in 
the paediatric ward and special care 
baby unit. The Wako CBil assay was 
investigated to assess the claim of no 
significant interference from haemolysis 
and compared to the established diazo 
method on the Roche Modular*. 

A selection of samples with a total 
bilirubin concentration greater than 
60μmol/L, CBil 40 -130 μmol/L and serum 
HI <5 were used to determine the effect 

of haemolysis; aliquots of each sample 
were spiked with varying amounts of 
haemolysate. 

As expected, patient samples with a 
HI greater than 20, gave higher results 
when tested using the Wako method, 
due to the negative interference inherent 
in the Roche assay. Assay precision 
showed CVs from 1.3%  (48 μmol/L) 
to 6.5%  (5 μmol/L) and UK NEQAS 
performance was close to ALTM 
(y = 1.05x + 0.64 (R2 = 0.997).

The Wako Direct Bilirubin assay is not 
significantly affected by haemolysis 
up to an index of 800: levels that are 
commonly seen in neonatal samples. 
The use of this assay prevents 
rejection of samples as unsuitable for 
analysis and has been adopted 
by our laboratory.

*Poster presented at FOCUS 2013.  
T16: Use of Wako vanadate oxidation 
method for conjugated bilirubin 
markedly reduces interference from 
haemolysis.  Isemede, D.A.; Waterson, 
M.J. & Beo, C.M.   Annals of Clinical 
Biochemistry (2013):50 (supplement 1)

Please circle 1 on the Reply Card 
for more information

Mr Edward 
Kearney
and Dr Elodie Hanon 
at East Kent Hospitals 
University NHS 
Foundation Trust have 
also evaluated the 
Wako Direct Bilirubin 
assay, using the Abbott 
Architect platform.

Read their report on page 3

NICE Calprotectin!

Faecal calprotectin testing hit the 
news headlines late last year following 
publication of the NICE diagnostic 
guidelines: ‘Faecal calprotectin diagnostic 
tests for inflammatory diseases of the 
bowel’ (DG11).

Measurement of faecal calprotectin is 
considered to provide a reliable indicator of 
gastrointestinal (GI) tract inflammation and 
numerous studies show that, while faecal 
calprotectin concentrations are significantly 
elevated in patients with inflammatory bowel 
disease (IBD), patients suffering from irritable 
bowel syndrome (IBS) do not have increased 
calprotectin concentrations. Elevated 
concentrations are shown to correlate well 
with both endoscopic and histological 
assessment of disease activity.

     Continued on page 2 
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Fast Frozen  
At first glance, there would not appear to 
be much difference between a lyophilised 
plasma and a frozen plasma, other than 
the obvious presentation variation.  That is, 
until you review the processing differences 
between them, especially when required to 
determine an urgent patient result.

Lyophilised plasma is stored at 2-8C 
and needs to be brought up to room 
temperature before reconstitution 
with sterile deionised water.  Typically, 
instructions for use suggest 15-20 
minutes.   A further 15–20 minutes are 
required for the lyophilised material to 
become completely dissolved and ready 
for use.  Thus, the total time before testing 
can begin is at best 30 minutes and in the 
worst case, 40 minutes.

Frozen plasma is stored at -40 to -80C 
and thawed in a water bath at 37C for 
4 minutes prior to use.  No pipetting is 
required and the vial can be placed on the 
analyser ready to use immediately after 
thawing.  This gives an advantage of up to 
35 minutes over lyophilised plasma in the 
turn-around time for results, excluding any 
additional hands on time for the pipetting 
of the lyophilised product.

The frozen format of the plasma brings 
added advantages. Other than a gentle 
inversion before use, frozen plasma does not 
require any operator handling prior to use.
In contrast, lyophilised plasma requires 
considerable manual handling. This starts 
with the removal of the vial cap. These 
used to be made of metal, but, due to the 
risk from injury, now tend to be plastic.  
Once removed, the rubber bung can be 
opened, taking care to ensure that no 
material is lost from the lyophilised pellet 
as the vacuum seal is breached.  Obviously, 
loss of any material would invalidate the 
documented activity for that batch and 
cause misinterpretation of test results.  

Then, the lyophilised material needs to 
be reconstituted with a specific quantity 
of deionised water. Pipettes need to be 
re-calibrated regularly to ensure accurate 
delivery of the correct volume.  Errors in 
pipetting will cause the results of the test 
to be inaccurate.
 
De-capping and pipetting the liquid for 
reconstitution all takes operator time.  
For one or two vials this may not be an 
issue but will cause a bottleneck when 
multiple vials need to be reconstituted. 
Complications can arise if different sized 
vials are used, requiring different volumes.  
This further increases the risk of incorrect 
liquid addition to the lyophilised material.
Another important consideration when 
multiple vials need reconstitution is the 
risk of Repetitive Strain Injury (RSI) to the 
operators from long term use of pipettes, 
although this is becoming less of an 
issue as automatic pipettes become more 
commonplace.

Finally, frozen plasma has a long shelf 
life, typically 3 years from the date of 
manufacture, versus a shelf life of 2 years 
for lyophilised plasma.  This reduces the 
amount of standardisation of the test 
method due to lot changes, thus lowering 
the set up cost and reducing interruptions 
to work flow.   

Overall frozen plasma products save time 
and improve quality in the haemostasis 
laboratory.

To find out more about our range of 
frozen plasmas and reagents, please 
visit alphalabs.co.uk/factordeficient 
or circle 2 on the Reply Card for more 
information.

The Future of Testing for 
Blood in Faeces

Guaiac-based Faecal Occult Blood Tests 
(gFOBT) have been used for many years in 
both diagnosis of the symptomatic patient 
and screening of the asymptomatic, but it 
is now widely recognised that gFOBT have 
major disadvantages.  This has resulted 
in many laboratories eliminating gFOBT, 
consequently creating an increase in referrals 
for colonoscopy in those presenting with 
lower abdominal symptoms, since these 
overlap considerably in serious colorectal 
disease and benign and functional bowel 
disorders.  Colonoscopy resources are under 
considerable pressure and, despite increasing 
referrals, disease detection remains low, only 
about a third of symptomatic patients having 
an abnormality detected. 

In recent years, many countries have 
carried out studies using FIT (Faecal 
Immunochemical Tests for haemoglobin) and 
subsequently replaced the traditional gFOBT 
strategy for screening with these, since 
FIT provide better analytical sensitivity and 
specificity for human haemoglobin and are 
superior in detection of adenomatous polyps 
as well as colorectal cancers (CRC). 

Currently, there are many studies, published 
and in progress, that examine the usefulness 
of measuring faecal haemoglobin 
quantitatively in those presenting with 
symptoms. If useful in this setting, FIT could 
potentially reduce the burden of colonoscopy 
in a similar way to calprotectin testing, 
provided FIT were adopted as a routine test 
for the symptomatic.

A recently accepted article1, concluded that 
FIT is highly accurate for the detection 
of CRC in symptomatic patients and was 
more so than the NICE (National Institute 
for Health and Care Excellence) and SIGN 
(Scottish Intercollegiate Guidelines Network) 
referral criteria. This work demonstrated that, 
when FIT with a 20 μg Hb/g faeces cut-off 
concentration was used instead of the NICE 
referral criteria, 19.6% fewer colonoscopies 
would have been needed to detect 42% 
additional CRC.

Alpha Laboratories currently supplies the four 
UK Bowel Screening Programmes with both 
gFOBT and FIT. Keeping pace with advancing 
technologies and requirements in this area, 
we are pleased to announce the introduction 
of a new quantitative FIT assay on an 
automated immunoturbidimetric analytical 
system. 

The HM-JACKarc analyser is a compact bench 
top system that uses Integrated Sphere Latex 
Turbidimetry to measure faecal haemoglobin 
concentration.  The system is designed 
for ease of operation with touch screen 
technology.  The technology and software 
ensures that the system can be used in either 
screening or assessment of the symptomatic 
applications since cut-off concentrations can 
be selected depending on requirements.

Evaluations of this new technology are 
underway and we are in the process of 
generating publications on the performance 
of the system in both clinical applications.

More information on the HM-JACKarc 
system can be found at 
www.alphalabs.co.uk/hm-jackarc or 
circle 4 on the Reply Card

Reference
1. Diagnostic accuracy of faecal 
immunochemical test for colorectal cancer in 
symptomatic patients: comparison with NICE 
and SIGN referral criteria. Cubiella J, et al. 
Colorectal Dis 2014: doi: 10.1111/codi.12569

Since its introduction, this technology has 
proven to be of great interest to clinical 
microbiologists. A number of reports have 
recently appeared in the scientific literature 
describing its performance and benefits, 
especially in comparison to traditional 
techniques such as coagulase assays and 
more modern methods such as MALDI-TOF. 
It is now available on the QuickFISH platform 
with even faster (20 minutes) species ID, without 
compromising specificity or sensitivity. 

At the time of the commercial release of 
QuickFISH, a study by Deck et al. (2012) was 
published. The objective of this study was 
to determine the robustness and specificity 
of the QuickFISH assay technique for the 
identification of Staphylococcus aureus vs 
Coagulase Negative Staphylococci (CoNS) 
within routine use in a clinical laboratory 
setting. Their study of 722 samples found 
QuickFISH to be both sensitive and specific. 
They commented that it would “enable 
a clinical microbiology laboratory to 
accurately identify S. aureus from CoNS 
in blood cultures in <30 minutes……
enabling physicians to implement 
targeted antibiotic therapy much more 
quickly than at present”.

They concluded that “the method has 
the potential to revolutionise standard 
testing and reporting protocols…. and 
significantly impact individual patient 
outcomes and overall bloodstream 
infection treatment costs”.

In early 2013, Caretto et al. published a 
paper comparing QuickFISH performance 
to the traditional tube coagulase method 
for the identification of Staphylococci. The 
data from this three month long study again 
demonstrate the utility of the QuickFISH 
platform. The major conclusion was that 
“the QuickFISH technology appears 
robust and reliable…..quick and 
simple to perform”. While these authors 
acknowledged that the ‘up front’ cost of 
the tube coagulase test was lower, they 
also pointed out that its inferior sensitivity 
and lengthy time to result (when compared 
to QuickFISH) eroded the actual value that 
this technique could offer. As a result, the 
QuickFISH technique has now been adopted 
by these authors as the standard test used in 
their laboratory.
For more information circle 5 on the 
Reply Card or visit: 
www.sepsis-diagnostics.co.uk/resources 
for the full literature review and 
references.

What do the NICE guidelines 
mean in practice?

Continued from page 1

NICE advises doctors to use simple faecal 
tests as an option to distinguish between 
potentially serious IBD and less serious IBS. 
The new guidelines advocate the use of 
faecal calprotectin testing as a first-line 
assessment for patients presenting with GI 
symptoms indicative of IBD or IBS. This is 
sure to lead to a change in current clinical 
practice.

The Director of the NICE Health Technology 
Evaluation Centre, Professor Carole Longson, 
said ‘it is important to distinguish IBD from 
IBS so that patients can be appropriately 
managed and monitored. Bowel disorders 
can be difficult to diagnose, but the 
treatments and outcomes can be very 
different.” 

Faecal calprotectin testing helps doctors 
to distinguish between non-inflammatory 
disorders like IBS, where sufferers will not 
come to serious harm, and IBD such as 
Ulcerative Colitis or Crohn’s disease, which 
need to be quickly referred to specialists.
“Looking at the available evidence, we 
found that faecal calprotectin testing 
is a good way to distinguish between 
IBD and IBS. As well as being of benefit 
to patients, the tests will  save the NHS 
money. They will reduce both the time 
spent searching for a diagnosis and the 
numbers of invasive procedures such 

as colonoscopy. The test is also likely to 
reduce the demands on colonoscopy 
departments which will be able to 
focus on people being investigated for 
more serious conditions such as bowel 
cancer.” 1

Estimated cost-savings are significant since 
the cost per calprotectin test is £22.79 
compared to £741.68 for colonoscopy. As a 
result, it is expected that faecal calprotectin 
measurement in patients presenting with 
lower GI symptoms will be adopted quickly 
by CCGs and Hospital Trusts.

Alpha Laboratories has extensive experience 
in calprotectin testing and supplies the 
market leading range of assays from 
Buhlmann. From point-of-care to the medical 
laboratory, our range provides consistent, 
reliable and accurate results to aid the 
clinician in the diagnosis of IBD/IBS. For more 
information on the Buhlmann Calprotectin 
range, please circle 3 on the reply card or visit 
the dedicated website calprotectin.co.uk
Reference
1. National Institute for Health and Care 
Excellence. Faecal calprotectin diagnostic tests for 
inflammatory diseases of the bowel. DG11, NICE, 
2013: http://guidance.nice.org.uk/DG11
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NO AKI

RIFLE - negative
Biomarker - negative

AKI WITH FUNCTION LOSS

RIFLE - positive
Biomarker - negative

AKI WITH TUBULAR 
DAMAGE

RIFLE - negative
Biomarker - positive

AKI WITH FUNCTION LOSS 
AND TUBULAR DAMAGE

RIFLE - positive
Biomarker - positive

FUNCTIONAL CRITERIA*   and/or    DAMAGE CRITERIA

RIFLE-R or AKIN-1
 

RIFLE-I or AKIN-2

 
RIFLE-F or AKIN-3

Biomarker Positivity
(+)

Biomarker Positivity
(++)

Biomarker Positivity
(+++)

Small Box, 
BigBig Impact!

The recently released NICE Guidelines 
have brought faecal calprotectin testing 
to the fore in gastroenterology (see 
page 1 & 2). Consequently, calprotectin 
requests to the laboratory are increasing 
at a rapid rate as the CCGs, together with 
gastroenterologists, recognise the patient 
and cost benefits of performing this simple 
and effective test.

Laboratories with lower numbers of 
requests, and those that were previously 
referring their samples to others, are 
now starting to receive larger numbers of 
requests for calprotectin and are looking 
to more efficient testing procedures. 
Dynex DS2 to the Rescue!

For larger numbers of requests, ELISA 
provides the best solution and, when 
performed on an automated platform, 
maximum speed and economy are 
achieved. The Dynex DS2 ELISA Processor 
is well established in the UK. This excellent 
system runs two ELISA plates and up to 

12 different assays simultaneously, and 
has the smallest footprint of all ELISA 
processors currently available. 

Alpha Laboratories has supplied the Dynex 
DS2 since 2012 and has placed a number 
in UK laboratories, both as stand-alone 
instruments and as part of reagent rental 
contracts combined with the Bühlmann 
EK-CAL Calprotectin ELISA assays.

For users of the Bühlmann Quantum 
Blue calprotectin assay (quantitative 
lateral flow) or those sending samples 
to reference laboratories, the DS2 and 
Bühlmann ELISA combination is the 
natural progression for increased numbers 
of requests. The correlation between 
the Quantum Blue and ELISA assays is 
excellent, ensuring there is a smooth 
transition with comparability of results 
between the two assays. This means 
clinicians can rely on the results with no 
change in accuracy, the reference interval 
or any decision limits applied.

Now, with the addition of the new 
Theradiag LISA-TRACKER line of anti-TNFα 
drug monitoring ELISA assays, it is even 
more cost-effective to use the DS2! 
A laboratory offering both calprotectin 
and anti-TNFα assays to their clinicians 
ensures that it is at the leading edge of 
gastroenterology diagnostics. Being able 
to provide both strong patient benefits 
plus major cost-savings, helps confirm the 
laboratory as a leader in their field.

For more information on the DS2 
combined with the Bühlmann 
Calprotectin and Theradiag Anti-TNFα 
assays, please circle 6 on the reply 
card or visit www.alphalabs.co.uk/ds2

Guidelines for AKI 
Inclusion of Biomarkers

Acute Kidney Injury (AKI) is seen in 13-
18% of all people admitted to hospital, 
particularly in the elderly. These patients 
are often under the care of healthcare 
professionals practising in specialities 
other than nephrology who may not 
always be familiar with the optimum care 
of patients with AKI.

The high number of patients affected by 
AKI creates a major impact on healthcare 
resources. Costs to the NHS (excluding 
costs in the community) are estimated 
to be between £434 million and £620 
million a year. These are more than those 
associated with breast cancer, or lung and 
skin cancer combined.

In August 2013, NICE published guidelines 
on the ‘Prevention, detection and 
management of Acute Kidney Injury up to 
the point of renal replacement therapy’ 
(CG169). The guideline emphasised early 
intervention and stressed the importance 
of risk assessment and prevention, early 
recognition and treatment. It is primarily 
aimed at non-specialist clinicians who 
will care for most patients in a variety of 
settings.

However, while the guideline states 
the need for early prevention, it still 
uses serum creatinine and urine output 
measurements as the diagnostic tools 
for AKI. These have been proven to be 
markers of function, not injury, and usually 
rise only when 50% or more of kidney 
function has been lost. This is too late to 
be able to save the kidney! Creatinine is 
also well known to be non-specific for AKI. 
Neutrophil Gelatinase-Associated Lipocalin 
(NGAL), on the other hand, has been 
proven to rise early upon onset of kidney 
injury. In fact, it starts to rise around 2 
hours after injury. This makes it the ideal 
biomarker for the early detection of AKI.

There have been many guidelines 
produced on the diagnosis of AKI. One 
of the most recent was published in 
late 2013 by the Acute Dialysis Quality 
Initiative (ADQI) and states that ‘A new 
spectrum of AKI is suggested by novel 
renal tubular injury biomarkers that 
complement functional criteria of AKI and 
enables the recognition of four subgroups 
of patients according to their AKI state’ 

In the appropriate clinical setting, the 
new injury biomarker criteria will enhance 
the ability of Risk, Injury, Failure, Loss of 
Function, End-Stage (RIFLE)/Acute Kidney 
Injury Network (AKIN) to define AKI. There 
is currently insufficient data on injury 
biomarkers to support the staging of 
AKI and, in consequence, ADQI suggests 
that AKI stages based on renal function 
changes remain. 

The semi-quantitative trend for increasing 
biomarker severity associated with 
increasing renal injury is suggested 
in the literature and is displayed by 
darkening background colour within the 
below figure, as well as the symbols: 
+/++/+++.

New criteria for AKI diagnosis.  

As shown, these new guidelines include 
biomarkers of AKI, i.e., NGAL. It is 
suggested that they are used alongside 
the usual criteria such as RIFLE, AKIN or 
KDIGO, as a way to improve the diagnosis 
of AKI. This would certainly help fulfil the 
aspirations stated in the NICE guidelines 
of early intervention, risk assessment, 
prevention, early recognition and 
treatment.

This is the first guideline to incorporate 
biomarkers and, alongside the growing 
interest in the wider medical community 
regarding NGAL, demonstrates that 
biomarkers are starting to be recognised 
as having a place in the diagnosis of AKI 
alongside creatinine and urine output.
Alpha Laboratories is the sole distributor 
in the UK for the BioPorto NGAL Test™. 
This turbidimetric assay can be run on any 
open channel analyser using just 3 μl of 
urine or plasma. Results are obtained in 
just 10 minutes, making it the perfect test 
for urgently required results.

For more information on the BioPorto 
NGAL TestTM, please circle 7 on the 
reply card or visit alphalabs.co.uk/ngal

Bilirubin 
Haemolysis

Continued from page 1

 Between May and October 2012 
we found that 36% of the samples 
analysed for direct (Conjugated) 
bilirubin were haemolysed. Our current 
working practice disregards samples 
with a haemolysis index above 0.39.  
We decided to investigate the Wako 
assay, which is claimed to be less 
sensitive to haemolysis.

The effects of haemolysis were 
determined by spiking a tri-level 
multiparameter control with lysed red 
blood cells to give a range of samples 
with haemolysis index (HI) spanning 0 
to 10.  The presence of haemolysis did 
not affect direct bilirubin measurement 
with the Wako assay. At a HI of around 
6, little loss (up to 7%) of bilirubin was 
observed with the Wako kit, while 
it decreased by 40-70% using our 
standard method.

A significant positive bias (36.46%) 
was observed when comparing the 
Wako assay to our current method. 
At HI above 0.31, which is below the 
laboratory cut-off point for reporting 
direct bilirubin (0.39), bilirubin 
concentrations were between 10 and 
26 μmol/L lower with our current assay 
compared to the Wako assay. In view 
of the impact of haemolysis on our 
current assay, it can be concluded that 
this assay underestimates the bilirubin 
concentration, due to haemolysis 
interference.

Blood sampling in neonates is not only 
difficult but it also requires taking very 
small volumes of blood. Haemolysis is 
very common amongst these samples. 
As re-bleeding the patient should be 
avoided, using techniques less affected 
by haemolysis interferences should be 
a priority and constitutes good clinical 
practice. We therefore recommend 
switching to the Wako direct bilirubin 
assay in the EKHUFT laboratory.

This method evaluation has confirmed 
the need to change the assay currently 
used for direct bilirubin. The lack of 
haemolysis interference and its good 
performance in this method evaluation 
demonstrated that the Wako assay is 
fit for purpose and should be 
introduced into routine use.

Please circle 1 on the Reply Card for 
more information



Dr Elodie Hanon of East Kent NHSFT
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TB or not TB? 
Myco DDR helps answer 
that question!

The clinical microbiology laboratory is 
often tasked with the analysis of samples 
to check for the presence of Mycobacteria 
such as Mycobacterium tuberculosis. 
However, such samples often originate 
from parts of the body where other 
bacteria are present. Since Mycobacteria 
are slow growing and require relatively 
lengthy incubation times for detection, 
the faster growth of other bacteria can 
obscure the presence of Mycobacteria 
preventing their detection in the sample.

To avoid this, samples submitted for 
Mycobacteriology must first be digested 
(to release the Mycobacteria from the 
tissue or sputum) and decontaminated 
(to remove other micro-organisms). The 
Myco DDR kit from Immuno Mycologics 
has been designed to make this process as 
simple, robust and reliable as possible. It 
features pre-measured quantities of high 
quality reagents packed in a ready-to-use 
format that maximises convenience and 
consistency.

The kit features an integrated pH 
indicator, which gives the user confidence 
that the correct pH has been maintained 
throughout the process, essential for 
optimal recovery of Mycobacteria. The 
indicator used is blue, making any colour 
change much easier to visualise during 
processing bloody samples compared to 
the red indicator used in other kits.
In addition, the 10ml sample capacity 
of the Myco DDR kit means it is able to 
handle larger sample volumes than other 
kits on the market. This avoids the need 
to split samples for processing and so 
incur additional costs. Myco DDR has also 
been designed so that the risk of cross-
contamination of samples is decreased 
since the buffers are packaged in single 
use bottles. This feature minimises the risk 
of a false-positive result and a potentially 
erroneous diagnosis of tuberculosis.
The introduction of the Myco DDR kit 
to the laboratory can simplify workflow, 
improve quality and increase confidence in 
results - and thus diagnosis. 

Myco DDR can indeed be the key to 
answering the question ‘TB or not TB?’! 

For more information please circle 8 
on the Reply Card.

Take Control of 
Your Stock

When you’re running a busy clinical 
laboratory, challenged to provide the best 
for patient care, deliver sustainable services 
and get the most value for money, you can’t 
afford to run out of key supplies.
The Alpha Laboratories’ Supply Schedule 
system is just one way we aim to help 
support you in achieving your goals.

This simple, flexible ordering option gives you 
easy access to all our products and brands, 
improved efficiency, added cost savings, ease 
of ordering and reduced administration.

Your purchasing department provides a 
single order number valid for a minimum of 
6 months to cover your expected product 
usage. We create a delivery schedule that is 

called off by you, as and when you require 
stock. Alternatively, you can opt to designate 
the products to be delivered on pre-set dates. 
In either case, you are completely in control 
with the ultimate flexibility to vary quantities 
and delay or advance deliveries. There is no 
minimum spend commitment required and 
goods are only invoiced on delivery.

Your purchasing process is streamlined, 
preventing administrative burden and delays; 
just phone or e-mail us for your next delivery. 
There’s no need to hold stock, meaning you 
save space and can manage budgets more 
easily. Our “next day delivery from stock” 
policy gives you peace of mind and enables 
“just in time” working.

Our Supply Schedule customers also get 
additional preferential treatment with a 
designated Alpha Laboratories’ contact, 
priority order fulfilment, reserved stock and a 
batch holding option. 

Reserving reagent lot numbers can ensure 
ongoing maintenance of test result quality 
and save time and money, further improving 
efficiency.

So why not take stock now and contact us 
about setting up your schedule?

Please circle 9 on the Reply Card if 
you would like us to contact you 
about our Supply Schedule service.

PrimeSurface: 
Spheroid Body Formation

Embryonic stem (ES) cells are pluripotent 
stem cells derived from the inner cell 
mass of a blastocyst formed during the 
early stage of embryo development a few 
days post -fertilisation.  ES cells undergo 
differentiation and cell specification along 
the three germ lineages – endoderm, 
ectoderm and mesoderm – which 
encompass all somatic cell types.   As 
precursors to all somatic cells, ES cells are a 
key focus in the fields of tissue engineering 
and transplantation research.  

In addition to ES cells, stem cell research 
also uses induced pluripotent stem (iPS) 
cells.  These are an artificially derived 
type of pluripotent stem cell produced 
from somatic cells by forced expression 
of specific genes.  Similar to ES cells, iPS 
cells express certain stem cell genes and 
proteins, chromatin methylation patterns, 
doubling times and embryoid body (EB) 
formation.  The size of stem cell spheroids 
has been reported to greatly influence stem 
cell differentiation and uniform EB 
formation is preferable.

The PrimeSurface range of culture ware 
from the Sumitomo Bakelite Company has 
been developed with low cell adhesion 
properties.  The proprietary low-protein-
adsorption technology prevents cell 
adhesion, making these ideal for spheroid 
cell colony formation.  

PrimeSurface products provide stable 
culture surfaces with an ultra-hydrophilic 
polymer coating containing a high density 
hydroxyl group. This prevents elution 
of chemicals from the plate that could 
affect cell response and also promotes 
spontaneous spheroid formation within 
stem cell cultures. Following EB formation, 
the ES cells can be stimulated to induce cell 
differentiation.
  
PrimeSurface culture plates have been 
successfully used to induce differentiation 
of ES, iPS and nerve cells.  

Please circle 11 on the Reply Card for 
further information or visit 
www.alphalabs.co.uk/primesurface

Faecal Collection 
with Ease

Convenient for the Patient, 
Quality Samples for the 
Laboratory

There are numerous assays now available 
that can assist in the diagnosis and 
monitoring of clinical conditions using 
biomarkers, analytes or pathogens found in 
faecal samples.

However, the process of collecting  
samples can sometimes prove difficult and 
unpleasant for patients and can lessen the 
uptake in screening programmes.  
For the laboratory, poorly collected samples 
that become contaminated with toilet 
water, etc. may lead to incorrect test results, 
requiring repeat collection and analysis, 
which are time and cost consuming.

New Fe-Col® sample collection devices are a 
simple solution to this problem. This unique, 
disposable paper faecal sample collector is 
easily and securely looped over the toilet 
seat, making it convenient and hygienic for 
the patient to use the toilet as normal. 
The paper is strong enough to hold the 
faeces, whilst a small sample for testing is 
taken. Following this, it can be torn at both 
sides, allowed to fall into the toilet bowl 
and then flushed away in its entirety since it 
is completely bio-degradable. 
No mess, no toilet blockages!

For the testing laboratory, Fe-Col reduces 
the risk of contamination, leading to higher 
quality samples, greater consistency and 
more accurate results. This means fewer 
repeat tests and reduced associated costs.

Fe-Col is perfect for sample collection 
in clinical trials, screening programmes, 
calprotectin testing, fat content assays, 
infectious disease tests, etc.

Circle 10 on the Reply Card to request 
a free sample of Fe-Col devices or 
visit alphalabs.co.uk/fe-col


