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ABSTRACT
Introduction: One of the most frequently requested laboratory tests by the clinicians is full blood count (FBC). It is a group 
of tests to quantify the number of red blood cells (RBCs), white blood cells (WBCs) and platelets. In this study, we determine 
the effectiveness of the use of the total leucocyte count (TLC) in conjunction with the hemoglobin (Hb) value to determine 
the outcome of the FBC when the TLC and the Hb are: both within the normal reference range; beyond the reference range; 
Peripheral blood smear (PBS) examination in samples with both Hb and TLC beyond the reference range. Materials and 
Methods: Hospital based cross sectional study was conducted at Universal college of Medical Sciences and Teaching 
Hospital (UCMS-TH), Bhairahawa, Nepal. FBC data were collected for 6 months from September 2018 to February 2019. 
During the study period blood samples were collected from 502 patients who had the test requested by their clinicians. 
Results: A total of 171 (34.1%) FBC profiles were within the normal screened group where both the WBC and Hb values 
fell within the normal reference range: WBC = 4–11 x 109/L and Hb 13–17 g/dL (men), Hb 12–15 g/dL (women). There were 
331 (65.9%) FBC profiles in the abnormal screened group in which 86 (17.1%) cases had both Hb and WBC abnormality. 
In 198 (39.4%) cases Hb was abnormal but TLC was within reference range and in 47(9.4%) cases Hb was normal but 
abnormal TLC. Neutrophil and Lymphocyte abnormality was significantly higher (p<0.05) in abnormal screened group 
compared to normal screened group. The red cell indices [Packed cell volume (PCV), RBC, mean cell volume (MCV), Mean 
cell hemoglobin (MCH), Mean cell hemoglobin concentration (MCHC)] and platelet abnormality is significantly higher 
(p<0.05) in abnormal screened group compared to normal screened group. Peripheral smear findings in the patients with 
both Hb and TLC abnormality showed normocytic normochromic anemia in 48 patients, microcytic hypochromic anemia 
in 36 patients and macrocytic anemia in 2 patients. Conclusion: We have found that majority of FBC parameters are out of 
normal reference range when both Hb and TLC are normal. Abnormality in both Hb and TLC can be used for screening of 
other FBC parameters.
Keywords: Total leucocyte count, Hemoglobin, White Blood Cells

INTRODUCTON
One of the most frequently requested laboratory tests 
by the clinicians is FBC.[1] It is a group of tests to 
quantify the number of RBCs, WBCs and platelets. This 
test also provides various information about the size, 
shape of blood cells, RBC indices, Hb concentrations, 
determine the percentage (relative) and absolute number 
of five white blood cell types. It also helps identifying 
abnormal blood cells in the circulation.[2]
The clinical utility of this test is vast; an increased or 
decreased TLC could be due to abnormal bone marrow 
pathology.[3] Increase in TLC with an associated 
neutrophilia or lymphocytosis indicate the presence of 
bacterial or viral infections.[4] Chemotherapy causes 
chemo toxic effect and can cause decrease in TLC. [5]

WBC parameters can be used as a tool to assess prognosis, 
need of urgent treatment and close follow up.[6] Hemoglobin 
is a substance which is found inside the RBCs and supply 
oxygen all over the body parts. The amount of oxygen that's 
delivered to body's tissues will depend on the number of red 
blood cells. Hemoglobin estimation and RBC count is usually 
carried out as part of a full blood cell FBC.[7] A decrease in 
RBCs or Hb may cause anemia and depending on the red 
cell indices, the etiology of anemia can be determined.[8] The 
rate of increase in Hb could be used to monitor the treatment 
of anemia and determine the amount of blood required for 
transfusion.[9] The platelet count and its size can also be used 
to determine the thrombopoietic activity of the bone marrow, 
and an increase or decrease in platelet numbers can also point 
to disorders of hemostasis or liver disease.[10-11]
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Due to lack of proper screening, the effectiveness of the 
FBC has been hampered.[12] Out of multiple parameters 
reported routinely from FBC profile, a survey on 
clinicians and nurses shows that nine of ten only utilize 
the WBCs, Hb and platelets. The reason behind this 
is either due to lack of application and interpretation 
or due to time constraints.[13] Underutilization of 
FBC data can be due to large volume of work in the 
laboratory for interpreting all parameters.[12] In this 
study, we determine the effectiveness of the use of the 
TLC in conjunction with the Hb value to determine the 
outcome of the FBC; we determine the nature of the 
FBC profile in different TLC and Hb senarios:

(i)	 both within the normal reference range and
(ii)	 beyond the reference range. 
(iii)	 Peripheral blood smear examination in 

samples with both Hb and TLC beyond the 
reference range.

MATERIALS AND METHODS
Hospital based cross sectional study was conducted in 
Universal college of Medical Sciences and Teaching 
Hospital (UCMS-TH), Bhairahawa, Nepal. FBC data 
were collected for 6 months from September 2018 to 
February 2019. During the study period blood samples 
were collected from 502 patients who had the test 
requested by their clinicians.
Sample collection
Venous blood was collected with aseptic procedure, for 
hematological investigations in Ethylene diamine tetra-
acetic acid (EDTA) anticoagulant vial. The samples were 
processed in their fresh state according to the standard 
laboratory protocol.
FBC analysis
The collected blood was then analyzed by semiautomated 
electronic cells counter (Beckman Coulter DxH 520). 
The analyzer was adequately controlled by Internal 
Quality control. Hematological parameters including Hb, 
PCV,MCV, MCH and MCHC, TLC, Differential WBC 
count, Platelet count were obtained from the coulter. 
In this study, all the test results were obtained from the 
Laboratory and Hospital Informatics Systems.
The reference range used for the FBC profile. Table 1[14]

Table 1. Hematological values for normal adults 
expressed as a mean ±2SD (95% range)

Red blood cell count
Men 3.80–5.50 x 1012/L
Women 3.60–4.80 x 1012/L
Hemoglobin 
Men 13.0–17.0 g/dL
Women 12.0–15.0 g/dL
Packed cell volume (PCV)
Men 0.40–0.50 L/L
Women 0.35–0.45 L/L
Mean cell volume (MCV) 83-101 fL
Mean cell hemoglobin (MCH) 26-32 pg
Mean cell hemoglobin concentration (MCHC) 31-35 pg
Total leucocyte count 4–11 x 109/L
Differential count

Neutrophils
Lymphocytes
Monocytes
Eosinophils
Monocytes

2.0–8.0 x 109/L
1.0–3.5 x 109/L
0.1–1.0 x 109/L
0.01–0.7 x 109/L
0.01–0.1 x 109/L

The FBC data were then classified into two groups, i.e. 
normal screened group in which both Hb and TLC are 
within normal reference range and abnormal screened 
groups with either Hb or TLC is abnormal or both are 
abnormal. In each of the two groups, the remaining FBC 
parameters within the reference range was recorded. 
Blood film
A corresponding blood film were also prepared from 
the samples with both abnormal Hb and TLC within 2 
hrs of collection and stained with Leishman stain. The 
peripheral blood smear was examined under low (x10) 
objective, high (x40) objective and in oil immersion 
(x100) objective. 

RESULTS 
FBC data were collected from 502 patients who had the 
test requested by their clinician. The youngest patient 
taken was 16 years of age and the oldest was 96 years 
of age. In total cases, 288 (57.4%) were female, and 
214 (48.15%) with male to female ratio of 1:1.34.

A total of 171 (34.1%) FBC profiles were within the 
normal screened group where both the TLC and Hb 
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values fell within the normal reference range: TLC = 
4–11 x 109/L and Hb 13–17 g/dL (men), Hb 12–15 g/dL 
(women). In this group, there were 142 (83%) samples 
in which the remainder of the FBC was also within the 
normal reference range, i.e. there were only 30 cases 
in which remaining abnormal parameter was seen. 

There were 331 (65.9%) FBC profiles in the abnormal 
screened group in which 86 (17.1%) cases had both Hb 
and TLC abnormality. In 198 (39.4%) cases Hb was 
abnormal but TLC was within reference range and in 
47(9.4%) cases Hb was normal but abnormal TLC were 
seen which is shown in Table 2

Table 2. Status of RBC parameters and Platelet in study Group
Study Group PCV RBC MCV MCH MCHC Platelet
Abnormal screened 
Group(n=331)
Hb(A)+TLC(A)=86
Hb(A)+TLC(N)=198
Hb(N)+TLC(A)=47

N A N A N A N A N A N A
No. 
(%)

No.
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No. 
(%)

No.
(%)

128 
(38.7)

203
(61.3)

205
(61.9)

126
(38.1)

212 
(64)

119 
(36)

227 
(68.6)

104
(31.4)

239 
(72.2)

104
(31.4)

247 
(74.6)

104
(31.4)

Normal screened 
Group (n=171)
Hb(N)+TLC(N)=171

157
(91.8)

14
(8.2)

144
(84.2)

27
(15.8)

142
(83)

29
(17)

151
(88.3)

20
(11.7)

169
(98.8)

20
(11.7)

156
(91.2)

20
(11.7)

Total (502)
285 

(56.8)
217

(43.2)
349

(69.5)
153

(30.5)
354

(70.5)
148

(29.5)
378

(75.3)
124

(24.7)
408

(81.3)
124

(24.7)
403

(80.3)
124

(24.7)
A: Abnormal; N: Normal; Hb: Hemoglobin; TLC: Total leucocyte count; PCV: Packed cell volume; RBC: Red 
blood cell; MCV: Mean cell volume; MCH: Mean cell hemoglobin; MCHC: Mean cell hemoglobin concentration

Table3 shows differential WBC abnormality in two groups. Neutrophil and Lymphocyte abnormality was 
significantly higher (p<0.05) in abnormal screened group compared to normal screened group.
Table 3. Percentage and Number of samples outside reference limits and data range for white cell differential 
in two screened groups

Study Group Neutrophil Lymphocyte Monocyte Eosinophil Basophil
Abnormal screened 
Group (n=331) (65.9%)

116
(35%)

114
(34.4%)

3
(0.9%)

18
(5.4%)

0
(0%)

Normal screened group 
(n=171) (34.1%)

3
(1.7%)

2
(1.2%)

1
(0.6%)

6
(3.5%)

0
(0%)

P value < 0.05 Chi-
square 69.09

<0.05 Chi 
square 70.24

0.7 Chi square 
0.147

0.33 Chi square 
0.92 0

Table 4 shows that the red cell indices (PCV, RBC, MCV, MCH, MCHC) and platelet abnormality were significantly 
higher (p<0.05) in abnormal screened group compared to normal screened group (Patient with normal Hb and TLC)
Table 4. Percentage and number of samples outside reference limits for remaining full blood count (red cells 
and platelets) in two screened groups

Study Group PCV RBC MCV MCH MCHC Platelet
Abnormal screened 

Group (n=331) 
203 

(61.3%) 126 (38.1%) 119
(36%) 104 (31.4%) 104 (31.4%) 104 (31.4%)

Normal screened 
group (n=171) 

14
(8.2%)

27 
(15.8%)

29
(17%)

20 
(11.7%)

20 
(11.7%) 20 (11.7%)

P value <0.05 Chi 
square 129.74

<0.05 chi 
square 26.40

<0.05 chi 
square 19.56

<0.05 chi 
square 23.58

<0.05 Chi-
square 23.58

<0.05 Chi 
square 23.58

PCV: Packed cell volume; RBC: Red blood cell; MCV: Mean cell volume; MCH: Mean cell hemoglobin; 
MCHC: Mean cell hemoglobin concentration
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Peripheral smear findings in the patients with both Hb and 
TLC abnormality showed normocytic normochromic 
anemia in 48 patients, microcytic hypochromic anemia 
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in 36 patients and macrocytic anemia in 2 patients 
which is shown in table 5.

Table 5: Peripheral smear findings in patients with both Hb and TLC abnormality

Parameters PCV RBC MCV MCH MCHC Platelet
N A N A N A N A N A N A

Normocytic Normochromic 
anemia (n=48) 16 32 21 27 47 1 46 2 34 14 33 15

Microcytic hypochromic 
anemia (n=36) 19 17 0 36 5 31 9 27 1 35 30 6

Macrocytic anemia (n=2) 1 1 0 2 0 2 0 2 2 0 0 2

Total (n=86) 36 50 21 65 52 34 52 31 37 49 63 23
A: Abnormal; N: Normal;PCV: Packed cell volume; RBC: Red blood cell; MCV: Mean cell volume; MCH: Mean 
cell hemoglobin; MCHC: Mean cell hemoglobin concentration

DISCUSSION
Information about the patient’s blood cells is achieved 
by a panel of hematological tests known as FBC and 
PBS requested by a medical professional. According to 
the literature, 70% of clinical decisions and diagnosis 
are supported by laboratory medicine.[15] Studies 
reveal that although physicians commonly request 
for the laboratory test, they ignore or misinterpret the 
results which have obvious implications for the quality 
of patient care.[16-18]
White cell parameter ranges were significantly closer 
to the corresponding reference range in the normal 
screened group in comparison with the abnormal 
screened group. Within the normal screened group, 
the WBC differential was normal in most cases, and 
the data range for each of the white cell subtypes 
was significantly narrower in comparison with the 
abnormal screened group, (P<0.05). We observed that 
there were considerably few patients in the normal 
screened group (1.7% and 1.2% beyond the reference 
limit for neutrophils and lymphocytes respectively). 
These abnormal values can be caused by physiological 
condition like pregnancy, where counts return to normal 
after delivery.[19]
The red cells and their indices were within the normal 
reference limits in most cases when the TLC and the 
hemoglobin were normal. A rise or drop in the RBC 

count must be interpreted in conjunction with other 
parameters, such as Hb, PCV, and/or RBC indices. 
[20,21] The erythrocyte count, PCV and Hb are 
determined using routine laboratory tests used to screen 
for the presence of anemia. Generally, concentrations 
for these parameters parallel each other. If one of the 
three screening tests is abnormal, it is helpful to have 
the results of the other two so that the red cell indices 
can be calculated. A decreased concentration in one or 
more of these parameters based on the individual’s age 
and sex should be followed by other laboratory test to 
help establish criteria for diagnosis.[22]
Mean cell volume must be taken into consideration 
while interpreting MCH however, MCH does not 
take into account the size of a cell. Less hemoglobin 
is found in smaller cells and more hemoglobin is 
found in larger cells. In some anemias, the cells are 
normochromic (normal MCHC) because of a decrease 
or increase in cell size (MCV) associated with a 
proportional decrease or increase in the amount of Hb 
within the cell (MCHC). In other anemias, the cell 
appears hypochromic (decrease MCHC) because the 
decrease in the amount of hemoglobin within the cell 
(MCH) is relatively more than the decrease in cell size. 
Therefore, microcytic cell with an MCH less than 28 pg 
are not necessarily hypochromic and microcytes with 
MCH more than 34 pg are usually normochromic.[22]
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The MCHC is the ratio of Hb mass to volume of RBC 
in which it is contain and is calculated from the Hb 
and hematocrit. The MCHC can be falsely increased 
with hemolysis, cold agglutinins, or insufficient blood 
in relation to EDTA in the collection tube. The MCHC 
rarely changes using impedance analyzers and therefore 
its usefulness in classifying anemia can be limited.[22]
The platelet count was outside the normal reference 
range in only 11.7% of samples with a normal TLC 
and Hb. When either or both the TLC and Hb were 
abnormal, the platelet count was beyond the reference 
rangein 31.4% of cases and the degree to which the 
value deviated from the normal range was significantly 
higher. The possible reason for platelet beyond 
reference range in normal screened group could be due 
to isolated quantitative abnormality such as immune 
thrombocytopenic purpura. Routine laboratory test 
to screen anemia are RBC count, PCV and Hb and 
concentrations for these parameters parallel to each 
other. Based on the individuals age and sex, if there 
is a decrease concentration in one or more of these 
parameters it should be followed by other laboratory 
test to establish diagnosis.[22]
Thus, the high probability of FBC abnormality can be 
screened by measurement of TLC and Hb. This can help 
laboratory staff to focus on interpreting abnormal FBC 
more rapidly and effectively, focusing on more likely on 
abnormal FBC and if necessary, review with peripheral 
smear. Laboratory staff can properly utilize the time 
doing other important test in cases where the TLC and 
Hb are normal in FBC. In such a way, greatest benefit 
would be obtained at least cost. Majority of cases, the 
clinician just needs to know increment of Hb in case 
of post transfusion or whether leukocytosis is resolved 
in response to an antibiotic. In these circumstances, 
a finger prick to determine TLC and Hb accurately is 
sufficient with the advent of high utility of devices.[14] 
In developing country like Nepal, this is more economic 
approach rather than running FBC in the analyzer which 
can save chemicals and tubes. Moreover, it can also 
take time and travel for FBC testing. It is more valuable 
in rural clinics and in general practice where FBC 
analyzer is not available.[1] Numerous circumstances 
like disaster and war zones where adequate facilities 
may not be available for FBC, rapid determination of 

TLC and Hb value can be an effective tool to look of 
potentially abnormal FBC.[23]

CONCLUSION
In this study, we have found that majority of FBC 
parameters are out of normal reference range when 
both Hb and TLC are abnormal. Abnormality in both 
Hb and TLC can be used for screening of other FBC 
parameters.

REFERENCES
1.	 Bain BJ, Lewis SM, Bates I. Basic haematological 

techniques. Dacie and Lewis practical haematology. 
2006 Apr 28; 4:19-46.

2.	 Harmening D. Clinical Hematology and Fundamentals 
of Hemostasis, Fifth Edition, Published by F. A. 
Davis Company, Philadelphia, 2009: Chap 3, P p 
305-328, 578-589

3.	 Leguit RJ, Van Den Tweel JG. The pathology of 
bone marrow failure. Histopathology. 2010 Nov; 
57(5):655-70.

4.	 Estridge BH, Reynolds AP, Walters NJ. Basic 
medical laboratory techniques. Cengage Learning; 
2000:200–201. 

5.	 Debled M, Houédé N, Madranges N, Donamaria 
C, Floquet A, Durand M, Mauriac L. Does 
chemotherapy-induced neutropaenia result in 
a postponement of adjuvant or neoadjuvant 
regimens in breast cancer patients? Results of a 
retrospective analysis. British journal of cancer. 
2007 Dec;97(12):1642-7.

6.	 Paladino L, Subramanian RA, Bonilla E, Sinert 
RH. Leukocytosis as prognostic indicator of major 
injury. Western Journal of Emergency Medicine. 
2010 Dec;11(5):450.

7.	 Wallach, Jacques. Interpretation of Diagnostic 
Tests. 7th ed. Philadelphia, PA: Lippincott Williams 
& Wilkins; 2000.

8.	 Trent RJ. Diagnosis of the haemoglobinopathies. 
Clinical Biochemist Reviews. 2006 Feb; 27(1):27-
38.

          Evaluation of Full Blood Count with the help of Total Leucocyte and Hemoglobin
Anuj Poudel, Anita Shah

Original Article



SEED FOUNDATION HEALTH JOURNAL! Volume 3! Issue 1! Jan-Jun. 2019 | Published By SEED FOUNDATION 
24

9.	 Taher AT, Musallam KM, Inati A. Iron overload: 
consequences, assessment, and monitoring. 
Hemoglobin. 2009 Jan 1;33(sup1): 46-57.

10.	 Radaelli F, Colombi M, Calori R, Zilioli VR, 
Bramanti S, Iurlo A, Zanella A. Analysis of risk 
factors predicting thrombotic and/or haemorrhagic 
complications in 306 patients with essential 
thrombocythemia. Hematological Oncology. 2007 
Sep; 25(3):115-20.

11.	 Accardi L, Di Bonito P. Antibodies in single-
chain format against tumour-associated antigens: 
present and future applications. Current medicinal 
chemistry. 2010 Jun 1;17(17):1730-55.

12.	 Miyakis S, Karamanof G, Liontos M, Mountokalakis 
TD. Factors contributing to inappropriate ordering 
of tests in an academic medical department and 
the effect of an educational feedback strategy. 
Postgraduate medical journal. 2006 Dec 1;82(974): 
823-9.

13.	 Pennycook A. Are blood tests of value in the primary 
assessment and resuscitation of patients in the A&E 
department? Postgraduate medical journal. 1995 
Feb 1;71(832):81-5.

14.	 Osei-Bimpong A, McLean R, Bhonda E, Lewis SM. 
The use of the white cell count and haemoglobin 
in combination as an effective screen to predict the 
normality of the full blood count. International journal 
of laboratory hematology. 2012 Feb;34(1):91-7.

15.	 Adewoyin AS. Peripheral blood film-a review. 
Annals of Ibadan postgraduate medicine. 
2014;12(2):71-9.

16.	 Riley RS, James GW, Sommer S, Martin MJ. 
How to prepare and interpret peripheral blood 
smears. Medical College of Virginia, Virginia 
Commonwealth University, http://www. pathology. 
vcu.edu/education/PathLab/pages/hematopath/pbs. 
html, Date Accessed August 2013.

17.	 Tefferi A, Hanson CA, Inwards DJ. How to interpret 
and pursue an abnormal complete blood cell count 
in adults. In Mayo Clinic Proceedings 2005 Jul 1 
(Vol. 80, No. 7, pp. 923-936). Elsevier.

18.	 Munster M. The role of the peripheral blood smear 
in the modern haematology laboratory. SEED 
haematology. Sysmex. 2013.

19.	 Dale D, Liles W. Neutrophils and Monocytes: 
normal physiology and disorders of neutrophil and 
monocyte production. Blood; Principles and Practise 
of Hematology, Edition second. Philadelphia: 
Lippincot Williams & Wilkins. 2003:455-82.

20.	 Hoffbrand AV, Higgs DR, Keeling DM, Mehta AB. 
Postgraduate haematology. John Wiley & Sons; 
2016 Jan 19.

21.	 Johnson RL, Rubenstein SD. Anemia in the 
emergency department: evaluation and treatment. 
Emergency medicine practice. 2013:2.

22.	 Shirlyn B, Mckenzie B, Catherine N, Introduction to 
Anaemia. 2nd edition. Prentice Hall; 2010:196-234

23.	 Kost GJ, Tran NK, Tuntideelert M, 
Kulrattanamaneeporn S, Peungposop N. Katrina, the 
tsunami, and point-of-care testing: optimizing rapid 
response diagnosis in disasters. American journal of 
clinical pathology. 2006 Oct 1;126(4):513-20.

Corresponding Address
Anuj Poudel

Universal College of Medical Sciences, Bhairahawa, Nepal
Email: dranujpoudel@gmail. com 

          Evaluation of Full Blood Count with the help of Total Leucocyte and Hemoglobin
Anuj Poudel, Anita Shah

Original Article


