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Learning Objectives
1. Recognize critical patterns on CBC 
2. Initiate work up and seek urgent management of 

critical patterns on CBC



HOW (2 ways)

CCMB Central Intake
Fax to 204 786 0621

TRIAGE by PRIORITIES

• Wait time varies from <24 hours to 
>6 months for in person or virtual 
appointments

• ~50% will receive a letter 
response(~13 days) if an 
appointment is not required to 
address the question in the referral

Urgent Referrals

• Please page us
• HSC: 204 787 2071
• SBGH: 204 237 2053

Hematology referrals in Manitoba

Digital Health E-Consult 
Sign up at 
https://mbtelehealth.ca/

• Appropriate for referrals that do 
not need direct patient 
involvement

• Response time ~ 3 days



Case 1:



Case 1



Case 1: Agranulocytosis (ANC <0.5)
• All patients with neutropenia (ANC<1) with findings 

of infection require immediate attention, often 
hospitalization for emergent management (e.g. 
antibiotic within 60 minutes)

• Asymptomatic patients with unexplained ANC < 0.5 
should have a repeat CBC ASAP and urgent 
Hematology assessment within 2 weeks
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Case 2: Severe anemia (Hb<70)
• If symptomatic severe anemia (Hb<70), will need transfusion 
 can refer to ER or Emergent Hematology outpatient 
assessment depending on availability

• Do not need urgent Hematology referral if *bleeding* or due 
to iron deficiency

• Low reticulocyte count is specific for hypoproliferative anemia 
– Do not need bleeding work up 
– Need Urgent Hematology assessment for bone marrow/management
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Case 3: Severe anemia
• High reticulocyte count with spherocytes
• Need hemolysis work up: total and direct bilirubin, LDH 

and haptoglobin
• high LDH and high bilirubin is suggestive of autoimmune hemolysis 

(AIHA) and Direct antiglobulin test (DAT)

– Emergent Hematology assessment (steroid, IVIg etc)
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Case 4: Isolated thrombocytopenia

• Probable ITP with severe thrombocytopenia (Platelet <30)
– Emergent management in ER if bleeding (IVIg, steroid, tranexamic acid etc)

• rarely need platelet transfusion
– If asymptomatic (other than bruising/petechia)

• Emergent Hematology consultation as outpatient
– Medication review (including over the counter drugs)

• If COVID19 vaccination with viral vector vaccine within last 4-28 days, 
especially if suspected “thrombosis”/Vaccine induced 
thrombocytopenia/thrombosis (VITT) Emergent Hematology 
consultation with any degree of thrombocytopenia (Platelet <150)



Case 5



Case 5: Polycythemia
• If polycythemia is associated with thrombosis 

emergent Hematology consult for therapeutic 
phlebotomy 

• Review history to look for secondary causes (smoking, 
androgen use, hypoxia, OSA etc)
– Can start ASA if no contraindication
– If no secondary causes found and Hb >200  send for EPO, Jak2 

mutation along with Urgent Hematology referral
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Case 6:  Thrombocytosis
• Extreme thrombocytosis (Platelet >1000)

– Can be associated with bleeding (e.g acquired von Willebrand 
deficiency) or thrombosis

– Emergent Hematology referral if bleeding or thrombosis
• In asymptomatic patients

– Rule out secondary causes such as infection, inflammation, 
blood loss, iron deficiency anemia, post splenectomy state

– If no secondary causes found  send for Jak2 and bcr-abl
mutation as well as Urgent Hematology referral
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Case 7: Anemia with thrombocytopenia AND schistocytes on smear

• Needs rapid confirmation of thrombocytopenia and  
microangiopathic hemolytic anemia (MAHA)

• Thrombotic microangiopathy (TMA) syndromes 
should be suspected if systemic disorders are ruled 
out (e.g DIC, sepsis, pregnancy, malignant 
hypertension, cancer, SLE/vasculitis, drugs, post stem 
cell transplant, rejection etc)
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Case 8

LEUCO-ERYTHROBLASTIC 
PICTURE
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Case 8: The leuco-erythroblastic smear
• The combined presence of tear drop red cell, nRBC

and early WBC (e.g left shift, including blasts) suggest 
marrow fibrosis and/or marrow invasion
– Unless obvious cause has been identified, will need Urgent 

Hematology assessment with bone marrow
– If blast, promyelocytes or plasma cell seen  need 

Emergent Hematology assessment



Barriers to Practice Change
• Timely electronic review of CBC may not be possible 
– E.g. Differential of the WBC may come later that will report 

blasts
– Hematopathologist (or hematologist) review of smear isn’t 

always possible if not on site



Take home message(s)
• Complete review of “high yield” indices on CBC AND blood smear give important 

clues to the urgency of the referral
• Examples of Emergent referral that the Hematologist should be page to discuss 

include:
1. Severe cytopenias

• Neutropenia (ANC< 0.5 x 10 9/L)
• Anemia (Hb<70) that is not due to bleeding or iron deficiency

– Look at reticulocyte count and smear for clues for underlying cause
• Thrombocytopenia (Platelet < 30) 

2. Combined anemia/thrombocytopenia with schistocytes  suspicious for microangiopathic 
hemolytic anemia (MAHA)

3. Blast/promyelocytes/plasma cell on smear review is suggestive of acute leukemia
• Leucoerythroblastic blood film (tear drops, dysplastic changes, nRBC with left shift including metamyelocyte, 

myelocytes) is suggestive of marrow fibrosis or marrow invasion  Urgent Hematology referral (but not Emergent)





Referral assignment Examples
Priority 1-Emergent

Assess within 24-72 hours

PLEASE PAGE US

• Acute leukemia

• TTP/DIC

• Severe cytopenias

• Plt < 30 OR Plt <50 AND bleeding or needs urgent procedures

• Hb<70 (not yet transfused)

• ANC <0.5 with infection

Priority 2-Urgent

Assess within 2 weeks

 Severe cytopenias but asymptomatic 

o ANC <0.5

o Hb<70  

 Myeloproliferative disorders

 Polycythemia: Hb > 200 

 Thrombocytosis: Platelet  > 1000



Thank you

<vdao@cancercare.mb.ca>


