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Respiratory viruses account for a large proportion of 

acute respiratory admissions in adults.1 Off-site 

testing has traditionally led to 48 hour delay. 

Increased diagnostic speed while maintaining testing 

accuracy may lead to improved patient outcomes as 

well as reduced inpatient admissions, ward closures, 

antibacterial requirements and hospital costs. 

Background 

To evaluate the effectiveness of a point-of-care testing 

(POCT) model for influenza A/B and respiratory 

syncytial virus (RSV) in an NHS Trust without onsite 

laboratory-based virus diagnostics. 

Objective 

1. Brendish NJ, Malachira AK and Clark TW (2017). Molecular point-of-care testing for respiratory viruses versus routine clinical care in adults with acute respiratory illness presenting to secondary care: a pragmatic randomised controlled trial protocol (ResPOC). BMC Infectious Diseases. 17:128. DOI: 10.1186/s12879-017-2219-x 

• Retrospective pre-post intervention study from 

December 2016 to February 2018 at 

Pinderfields Hospital in Wakefield (below). 

 

 

 

 

 

• POCT machine (Cepheid Genexpert®; above) 

introduced to ED for use by clinical staff 

• Patients were tested based on PHE guidance 

• Positive influenza A/B tests were compared for: 

length of hospital stay (LOS), hospital costs, 

antibacterial duration, and inpatient mortality. 

Hospital outbreaks and test costs were also 

evaluated. RSV tests were excluded from 

analysis due to low numbers (n=34 in 2017/18). 

Methods 

Comparative measures for 2016/17 vs 2017/18: 

 

 

 

 

 

 

 

 

 

 
1. 2016/17, n=46 pts; 2017/18, n=346; 2. 2016/17, n=41; 2017/18, n=119; 3. 
2016/17, n-29; 2017/18, n=118; 4. 2016/17, n=19; 2017/18, n=116 

• For positive influenza tests, introduction of the 

POCT machine was associated with a reduction 

in LOS and hospital costs, antibacterial use and 

inpatient mortality 

• There were no hospital outbreaks in 2017/18, 

compared with three in 2016/17 

• The cost of the POCT cartridges in 2017/18 was 

£73,000 at £36 per test. An additional £12,000 

was spent on viral testing at a neighbouring 

teaching hospital 

Results 

Introduction of a POCT method for influenza and 

RSV was associated with improvements in patient-

related outcomes. Limitations included: retrospective 

design, low test numbers in the first year limiting 

statistical power, and lack of availability of clinical 

information due to paper notes and lack of IT system 

linkage. Further research is warranted using 

prospective methodology. 

Conclusions 

 Measure 2016/17 2017/18 

Length of stay for positive 

tests1; median, days (IQR) 

8.5 (4-21) 4 (2-8); p=0.12 

Hospital income2;  

median (IQR) 

£3,438  

(£2,605 - £4,608) 

£2,050  

(£843 - £2,850) 

Hospital cost2;  

median (IQR) 

£3,895  

(£2,206 - £10,037)  

£2,174  

(£1,058 - £3,338) 

Surplus/deficit2,  

median (IQR) 

-£1,310  

(-£3,394 - £632) 

-£381  

(-£1,145 - £395) 

Antibacterial duration3, 

median, days (IQR) 

6 (2.5-7) 

  

4 (2- 6) 

  

Days to antiviral treatment4, 

median (IQR) 

-1 (1-1) 0 (0-0) 

Inpatient mortality (%)  7/46 (15%) 

  

26/353 (7%); p=0.07 
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