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Issue 24 // July  2017 

eOrders 
An innovation in referrer/
laboratory communica-
tions 
 
Over the last 30 years we 
have seen the traditional 
ways of transacting with 
service providers undergo 
significant changes. Who 

goes to a bank these days to check their bal-
ance? does anyone still use a cheque book or 
phone up an airline to book a flight?  Patholo-
gy was one service that moved quickly to 
sending results electronically, directly into 

the Practice Management System and so it is 
only natural we are beginning to introduce 
the electronic request.  The system we have 
developed is mostly our own work based on 
our main Laboratory Information System (LIS) 
and Sysmex Éclair.  We have taken great care 
to ensure that it user friendly and does not 
impact the time for the consultation between 
the doctor and patient. The benefits of such a 
system are both for the practice and the la-
boratory including, but not limited to, accura-
cy of patient identification, avoiding duplica-
tion, better managing copy to results and 
reduction of paper.  Last month we set up the 
first pilot in a practice in Northland and a 
subsequent practice in Warkworth. We have 

identified several issues that were either 
fixed on the spot or went back to develop-
ment, it is not yet the perfect product but 
from the original design to today, major im-
provements have been made. Thank you to 
those wonderful practice staff and doctors 
who are helping us make it work. When the 
development is complete we will commence 
offering it across the Auckland region in the 
very near future. If anyone is interested in 
finding out more about this project contact 
the project Manager,  
Geniene.cantin@labtests.co.nz 
 
Mike Norriss 
General Manager 

When at the Goodfellow 
GP conference earlier in 
the year I got to talking to 
a company representative 
at one of the vendor 
stands, and signed up to 
receive some samples.  
Sure enough, in a few 
weeks I received samples 

of a dietary supplement that purports to 
reduce the incidence of recurrent UTIs, 
something of interest to me given the burden 
of recurrent bacteriuria and UTI in our com-
munity.  Today, some months later, I re-
ceived some acidifying vaginal gel by courier.  
I am hoping that tomorrow will be flowers, or 
diamonds… 
 
New Zealand has an antibiotic overuse prob-
lem.  This was highlighted in a 2014 report 
(https://surv.esr.cri.nz/PDF_surveillance/
AntibioticConsumption/2014/
Antibiotic_Consumption_Report_Final.pdf) 
which showed that our consumption of anti-
biotics continues to increase with time, and 

that NZ has one of the highest rates of antibi-
otic consumption in the developed world.  Of 
course some of this use is clinically valid and 
makes a real difference to patient outcomes, 
but much of it cannot be justified on clinical 
grounds, particularly in the community.   
 
For example, the promoted sore throat / 
rheumatic fever campaign appears to be 
associated with a three-fold increase in the 
number of throat swabs being performed in 
the Auckland region on people NOT consid-
ered at risk of rheumatic fever (based on 
demographic factors such as age, ethnicity, 
and socio-economic status/housing condi-
tions).  Regardless of what is causing the sore 
throat presentation, up to about 15 – 20% 
will grow group A streptococcus.  But where 
the patient is not considered at risk of rheu-
matic fever, and they are not clinically unwell 
(high fever etc), antibiotic treatment is not 
recommended.  In fact, the original throat 
swab is also not recommended.   
 
I acknowledge there is pressure from some 

patients to prescribe antibiotics; this is only 
worsened by doing a test whose results may 
further encourage the misunderstanding that 
antibiotics are indicated.  Interestingly, talk-
ing to midwives has given me the opposite 
impression – they are very open to discussion 
about avoiding antibiotics unless absolutely 
necessary.  In fact, some midwives don’t 
routinely treat asymptomatic bacteriuria in 
pregnancy, despite current guidelines.  And 
there is some evidence that these midwives 
may be on the right track. 
 
There is interest in reducing antibiotic con-
sumption in NZ and the spotlight will be com-
ing on the community.  In the laboratory, our 
role is to help you get the best outcomes for 
your patients, including appropriate antibi-
otic decisions.  We publish annual antimicro-
bial susceptibility charts, and our clinical 
microbiologists are happy to discuss cases 
with you. 
 
Dr Arlo Upton,  
Medical Director 
Labtests and Northland Pathology 

Protein serum electrophoresis re-

questing 

Pge 2 Requests for reflex testing Pge 4 LABORATORY UPDATES                  Pge 5 

Requesting HbA1c in children Pge 3 Mobile phlebotomy—home visits Pge 4 ARDHB Safety in Practice—result 

handling 

Pge 6 

mailto:Geniene.cantin@labtests.co.nz
(https:/surv.esr.cri.nz/PDF_surveillance/AntibioticConsumption/2014/Antibiotic_Consumption_Report_Final.pdf)
https://surv.esr.cri.nz/PDF_surveillance/AntibioticConsumption/2014/Antibiotic_Consumption_Report_Final.pdf
https://surv.esr.cri.nz/PDF_surveillance/AntibioticConsumption/2014/Antibiotic_Consumption_Report_Final.pdf
https://surv.esr.cri.nz/PDF_surveillance/AntibioticConsumption/2014/Antibiotic_Consumption_Report_Final.pdf


 

The Scope, Issue 24, July 2017 2 

Serum protein  electrophoresis requesting 

Serum protein electrophoresis (EPP) is a labour intensive, manual test that involves some variability in interpretation. This is performed in 
context of the clinical background and results of other investigations such as renal function, serum calcium, haemoglobin, serum free light 
chains, and previous EPP findings. Whereas an automated test can be resulted within hours, EPP resulting can take up to a week.  
The primary reason for requesting an EPP is to identify a monoclonal gammopathy for the diagnosis (or exclusion) of myeloma or a lym-
phoproliferative disorder. It can also occasionally be requested for other reasons, e.g. for identifying the type of proteinuria in a patient, 
although other tests such as urine albumin, and specific tubular proteins can provide more specific information.   
 
The most common clinical and laboratory findings leading to suspicion of a lymphoproliferative process are listed in the table below: 
Note that the diagnosis of myeloma and other lymphoproliferative processes rests not only on the electrophoresis findings but on other 
evidence of tissue damage, and on the haematology and bone marrow findings.   

 
While they can occur in younger patients, myeloma and other lymphoproliferative disorders are much more common in patients over age 40 
years.  Labtests receives many requests for children and young adults, the vast majority of which show normal patterns.    
 
During one week this year Labtests received a total of 624 requests of which 43.7% were from specialists and 56.3% from general practition-
ers. Sixty five requests (10.4%) were for patients ≤ 40 years old.  
 
For ages ≤ 40 years old, there was a 32 year old patient with a history of MGUS, a 40 year old with a history of marginal zone lymphoma, a 
28 year old who is a potential live kidney donor, a 31 year old with “unusual marrow appearance”, and a 36 year old being followed up for a 
paraprotein.  These are uncommon and suitable reasons.  For ages 41-45 years, there was a 43 year old being followed up for MGUS, a 44 
year old being investigated for paraesthesia, and another 44 year old with renal impairment of unknown cause.  
 
We encourage you to use the above table as a guide to requesting EPP in all patients, but particularly in young patients in whom lymphopro-
liferative disease is rare. 
 

A change in reporting paraproteins in the beta region.   
 
Most paraproteins migrate in the gamma region, and such bands can be followed by measuring the size of the peak in a scanner, by drawing 
a line between the edges. 
 
However, a small number of bands (about 10-15%) migrate in the beta zone, and rarely, in the alpha zone (<1%).  Quantitating bands in 
these regions is difficult due to the number of other proteins underlying them.   
 
Different laboratories have historically taken different approaches to this problem.  While no method is perfect, after discussion among 
North Island laboratories, and with regional clinical haematologists, local laboratories have agreed to standardise the technique for quanti-
tating paraproteins in the beta (and alpha) regions.  
 
The new method quantitates paraproteins down to the baseline lying directly under the margins of the paraprotein band i.e. the vertical 
area that incorporates the paraprotein and some physiological proteins in the region (see figure).   This reduces, but unfortunately does not 
eliminate the influence other physiological proteins have on quantitation, especially of smaller bands (under 10g/L).    
 
Furthermore, because of inherent inaccuracies in quantitating small paraproteins, when quantitation is less than 3 g/L it will be reported as  
< 3g/L. This is a change from the current practice of reporting quantitation down to 1g/L and recognises the great difficulties in quantitating 
very small bands, and the fact that the quantitative result in the beta zone will inevitably include some non-monoclonal proteins as well.   

Indications based on clinical findings: 
· Suspected multiple myeloma, Waldenström’s 

macroglobulinemia, primary amyloidosis or 

other related disorders 
· Unexplained bone pain or fracture 
· Recurrent infections 
· Unexplained peripheral neuropathy (not able 

to be attributed to another condition, e.g. 

type 2 diabetes, chemotherapy) 

Indications based on laboratory findings: 
· High (or low) total serum globulin or immunoglobulin 
· Extremely high percentage of lymphocytes 
· Incidental finding of an increased total protein level 
· Unexplained anaemia (multiple myeloma is a recognised cause of non-iron deficiency 

anaemia) or other persisting cytopaenias for which there is no other explanation 
· Unexplained high ESR (>50) with a normal CRP 
· Unexplained hypercalcaemia or renal impairment 
· Red cell rouleaux formations noted on the peripheral blood smear 
· Unexplained high urine protein with relatively low or normal urine albumin 
· Presence of urine free light chains (Bence-Jones proteinuria) 

Indications based on radiological findings: 
· Lytic lesions in bone 
· Unexplained osteopaenia (as not all patients with multiple myeloma will have osteolytic lesions) 

Continued on page 3 
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Serum protein electrophoresis requesting  continued from page 2 

 

Requesting of HbA1c in children 

 

 

 

 

 

 

 

 

 

 

These changes only affect patients being monitored for paraproteins in the beta and/or alpha regions.  Accordingly, at first presentation after 
the changeover, paraproteins in this region will be quantitated by both methods once, to allow for re-baselining. After that, only the new 
method will be used. 
 
 Please note that this change does not affect paraproteins in the gamma region, nor patients presenting with new paraproteins in the beta or 
alpha region/s in whom quantitation will be by the new method. 
 
The change is effective as of 12 July 2017 
 

References:  

Making Sense of Serum protein electrophoresis http://www.bpac.org.nz/BT/2011/July/serum-protein.aspx (accessed May 2017) 

Albumin                         α1      α2     β1     β2      ɣ                                α1        α2        β1    β2       ɣ 

Band overlying 

β2 zone 

During one year, April 2016 to April 2017, Labtests received 40 re-
quests for children under one year old, and 91 requests for children 
aged 1-2 years old. Most results for children under one year of age 
are of dubious clinical value (see clinical information below). 

Therefore, as of 1st August 2017, Labtests  will restrict testing of 
HbA1c for children less than one year old with the following excep-
tions: 

 - Known diabetes as documented on the request form 

- Previous high glucose or HbA1c 

- Requests from paediatric endocrinologists 

We encourage you to provide clinical details and relevant infor-
mation on the request form to allow timely processing.  

Haematological physiology in childhood, particularly in the first six 
months of life, is different to that in adults. The most obvious differ-

ence is the increased proportion of fetal haemoglobin (HbF). HbF (

) lacks the N-terminal valine of the beta chain of adult haemoglo-

bin (HbA, ) which is glycated to form HbA1c. It is not measured 
in Labtests assay, with high HbF levels potentially leading to a falsely 
low HbA1c value.  Furthermore, while type II diabetes mellitus is non
-existent at such a young age, type I diabetes mellitus is also very 
uncommon in the first year of life.  As type I diabetes can develop 

rapidly, HbA1c (which reflects average glucose over the previous 2-3 
months) is also unreliable for this reason and diagnosis in a child with 
suspicious symptoms is by measurement of plasma glucose.  

Type II diabetes is rare before puberty.  While HbA1c correlates with 
blood glucose as in adults, its sensitivity and specificity to identify 
children with prediabetes or early/mild diabetes is limited unless 
there is good reason for clinical suspicion.  Interpretation can be 
confounded by the potential for false positive elevation in children of 
non-Caucasian ethnicity, iron deficiency, haemaglobinopathies etc, 
which reduces the positive predictive value (PPV) of a borderline or 
mildly raised result.      

In children with known diabetes, the targets for control are slightly 
different to adults, and a target of 58 mmol/mol (7.5%) has been 
suggested as reasonable for most patients by the American Diabetes 
Association (ADA).  

To facilitate interpretation we will therefore append the following 
comment to all results for children aged 1-16 years: “HbA1c may be 
less reliable than conventional glucose criteria to identify diabetes in 
children/adolescents, especially type 1.  If in doubt consider other 
means for diagnosis.  For monitoring children with known diabetes a 
target of 58 mmol/mol has been recommended by the American Dia-
betes Association, however a lower target may be appropriate in 
some patients if it can be achieved without unacceptable hypoglycae-

Diabetes Management Guidelines. American Diabetes Association (ADA) 2016 Guidelines. http://www.ndei.org/ADA-diabetes-management

-guidelines-children-adolescents-type-1-diabetes-type-2-diabetes.aspx.html (accessed April 2017)  

Dr Cam Kyle 
Cam.kyle@labtests.co.nz  
Phone 027 276 0038 

Dr Charles Ng 
charles.ng@labtests.co.nz 
Phone: (09) 574 7291 

Dr Samarina Musaad 
samarina.musaad@labtests.co.nz 
Phone: (09) 574 7286 

Quantitation by old method Quantitation by new method 

8 g/L 6 g/L 

http://www.bpac.org.nz/BT/2011/July/serum-protein.aspx
http://www.ndei.org/ADA-diabetes-management-guidelines-children-adolescents-type-1-diabetes-type-2-diabetes.aspx.html
http://www.ndei.org/ADA-diabetes-management-guidelines-children-adolescents-type-1-diabetes-type-2-diabetes.aspx.html
mailto:Cam.kyle@labtests.co.nz
mailto:charles.ng@labtests.co.nz
mailto:Charles.Ng@labtests.co.nz
mailto:samarina.musaad@labtests.co.nz
mailto:Samarina.musaad@labtest.co.nz
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Requests for reflex testing 

Often a Clinician will make a note on a request form that, depending 
on the results, they would like further (reflex) testing to be carried 
out. 

Some examples of this could be: 

 If the HCG is positive please do an antenatal screen. 

 If the HCV is positive do genotyping. 

 If the ferritin is raised do hemochromatosis. 

Unfortunately, although Labtests would like to oblige “reflex” testing 
of this nature is not possible.  

Firstly, this places our phlebotomist in the position of having to make 
a decision around how much blood to take and may also require a 
different tube type of blood, which may or may not be required. 

Secondly, our laboratory processes are highly automated and it is not 
possible to pre-programme ‘ad hoc’ reflex testing of this nature into 
our system.  To provide such a service would require our staff to 
check each and every one of the 10,000 to 12,000 patient episodes 
per day to see if an ad hoc reflex test has been requested, before the 
results are released.  Results are released (often automatically) ac-

cording to strict criteria and staff do not manually check all results or 
notes; it is simply not feasible. 

Should reflex testing of this nature be required we suggest you pro-
vide your patient with a second request form for the additional 
testing, to be activated as required or phone and ask for add-on tests 
when you receive your results.   If we have the required tube type of 
blood from the initial presentation this could prevent the need for 
another collect. 

Report comment: 

“We regret that we cannot comply with reflex testing request . Un-
fortunately it is not logistically possible to provide this service at this 
time.  If you require additional testing please phone (09) 574 7379 as 
we may be able to take an add-on request from you if we have the 
required sample type. 

 

Cheryle Dyson 
Laboratory Operations Manager 

Recent practice manual updates: 
 
Labtests practice manual contains some of the most 
commonly referred to information on our website.  It 
is always preferable to access this information on our 
website, however, if your practice holds a hard copy 
Practice Manual you will need to keep this up to 
date.  The Practice Manual Index is updated regularly 
on the website and carries the date of the most re-
cent versions of all the documentation. 
 
To print the most recent copy of the practice manual 
Index please follow this link  
 Most recent updates are: 

 
 
Please check your hard copy manual to ensure it is 
up to date. 

Practice Manual Index 21/7/17 

Key contacts  18/4/17 

Home visit request guidelines  24/4/17 

Collection Centres with hours and fax 

numbers  

11/4/17 

Collection Centres by test type  21/6/17 

Patient Instructions: Urine for Culture in 

pregnancy  

10/4/17 

Specimen collection guide  5/5/17 

Reference ranges  2/5/17 

Home Visit criteria 
Labtests provides a ‘home visit’ (HV) phlebotomy service for 
patients who fulfil the criteria as set by the ARDHB.  
 
Patients, or the parent/caregiver of minor patients must be 
bedbound, have impaired mobility, mental or physical in na-
ture, and have no support person to provide transport to a 
collection centre  
or/  
Be referred by Auckland’s Public Health Service (ARPHS), due 
to being confined to their home with a known or suspected 
infection of public health concern such as measles. 
 
Labtests is committed to providing this important service to pa-
tients who fulfil the criteria.  Because of the inappropriate de-
mand for HVs we cannot respond to those in genuine need in a 
timely fashion.  In order that we continue to have the capacity 
to do so the following will be introduced: 
 
Home visit requests will only be accepted if the medical practi-
tioner certifies that the patient fits the eligibility criteria. 
 
Patients who are not home will be removed from the home 
visit list, and will need to be rebooked by the medical practi-
tioner.  Patients admitted to hospital will need to be rebooked 
on return home. 
 
This is not a change in level of service; rather it is Labtests rein-

forcing the criteria for home visit phlebotomy as set by the 

Auckland Regional DHBs. 

 

Gale Wieland 

Collection Services Business Manager 

http://www.labtests.co.nz/images/Practise_Manual/Practice-Manual-Index.pdf
http://www.labtests.co.nz/images/Practise_Manual/Practice-Manual-Index.pdf
http://www.labtests.co.nz/general-information/key-contacts
http://www.labtests.co.nz/general-information/home-visit-request-guidelines
http://www.labtests.co.nz/images/Practise_Manual/3.2_Collection_Centre_Locations_with_hours_and_fax_numbers.pdf
http://www.labtests.co.nz/images/Practise_Manual/3.2_Collection_Centre_Locations_with_hours_and_fax_numbers.pdf
http://www.labtests.co.nz/images/Practise_Manual/3.3_Collection_Centres_by_Test_Type.pdf
http://www.labtests.co.nz/images/Practise_Manual/4.1.19-Urine-For-Culture-in-Pregnancy.pdf
http://www.labtests.co.nz/images/Practise_Manual/4.1.19-Urine-For-Culture-in-Pregnancy.pdf
http://www.labtests.co.nz/images/Referrers/Tests/170505-Specimen_Collection_Guide.pdf
http://www.labtests.co.nz/tests/reference-ranges-antibiotic-sensitivity-tables


Labtests Key Contacts  

  

Updated: 4/5/17 

The contact numbers for all enquiries related to Anatomic Pathology  
Mt Wellington  are:  
Phone (09) 302 0516  Fax: (09) 302  0517 

Labtests Services (09) 574 7399   

Results  Press ‘1’ 24 hours/7 days per week 

Courier  Press ‘2’ 24 hours/7 days per week 

Home Visits  

Email to auk.home.visits@labtests.co.nz (preferred) 

Or fax the request form for the test/s to  (09) 574 7383. 

If the home visit  cannot be booked for the date requested 
Home Visits staff will contact the referrer to arrange an 
alternative date. 

Phone enquiries to 574 7399 

 

 

 

Press ‘3’  

Mon-Fri:     8:00am to 6:00pm 

Sat:              8:00am to 12:00pm  

Special Test Bookings  Press ‘4’ Mon-Fri      8:00am to 6:00pm 

Other Enquiries 
 

Hold the line 
Mon-Fri      7:00am to midnight 

Sat-Sun       8:00am to 7:00pm 

ADD ON TESTS  
To add test/s to an existing patient request form, Press ’1’ 
to speak to our call centre staff.   Press ‘1’ Note: some add on tests may 

require pathologists approval. 

Dedicated line for practitioners to access all results  (24/7)  (09) 574 7398 

Labtests Pathologists Medical Director: 
Dr Arlo Upton 

574 7228 // 021 0215 9863 
arlo.upton@labtests.co.nz 

Chemical Pathologists Microbiologists Haematologists  

Dr Charles Ng 
(09) 574 7291 // 021 0215 6042 

charles.ng@labtests.co.nz 

Dr Arlo Upton 
(09) 574 7228 // 021 0215 9863 
arlo.upton@labtests.co.nz 

Dr Fransisca De Silva 
(09) 574 7317 // 021 626 176 

fransisca.desilva@labtests.co.nz 

Dr  Dona  Madola 
(09) 574 7286 // 027 4047426 

Dona.madola@labtests.co.nz 

Dr Samarina Musaad 
(09) 574 7283 // 021 404 769 

samarina.musaad@labtests.co.nz 

Dr  Gary McAuliffe 
021 0215 7069  
gary.mcauliffe@labtests.co.nz 

Dr George Chan 
(09) 574 7309 // 027 286 5091 

george.chan@labtests.co.nz 

Dr Lochie Teague 
(09) 574 7309// 021 723 069 

lochie.teague@labtests.co.nz 

Dr Cam Kyle 
027 276 0038 

cam.kyle@labtests.co.nz 

 Immunopathologist 
Dr Miriam Hurst 
(09) 574 7399 // 021 403 478 

Miriam.hurst@labtests.co.nz   

 

Pathology numbers   

Biochemistry:   DDI: 09 574 7254 // Fax:  09 574 7308 

Microbiology:   DDI: 09 574 7348 // Fax:  09 574 7344 

Haematology:  DDI: 09 574 4728 // Fax:  09 574 7308   

Duty Scientist: DDI: 09 574 7382 // Fax:  09 574 7308 

Note: When faxing to these numbers please use a header sheet and 
our team will endeavor to contact you that day.  Do not hesitate to 
phone the Pathologist directly. 

Customer Services — Medical Liaison Officers  Administration Fax 

Customer Services Manager, 
Public Hospitals and Midwives 

Southern and Eastern Districts Northern and Western Districts Commercial Services Manager 

Wayne Dawn 
(09) 574 7306 // 021 407 300 
wayne.dawn@labtests.co.nz 

Sarah Davoren 
(09) 574 7256 // 021 622 973 
sarah.davoren@labtests.co.nz 

Tim Fisk  
(09) 574 7233 // 021 0215 5454 
tim.fisk@labtests.co.nz 

Uma Singh 
(09) 574 7258 // 021 0214 1560 
uma.singh@labtests.co.nz 

mailto:arlo.upton@labtests.co.nz
mailto:charles.ng@labtests.co.nz
mailto:arlo.upton@labtests.co.nz
mailto:fransisca.desilva@labtests.co.nz
mailto:Dona.madola@labtests.co.nz
mailto:samarina.musaad@labtests.co.nz
mailto:gary.mcauliffe@labtests.co.nz
mailto:george.chan@labtests.co.nz
mailto:lochie.teague@labtests.co.nz
mailto:cam.kyle@labtests.co.nz
mailto:Miriam.hurst@labtests.co.nz
mailto:wayne.dawn@labtests.co.nz
mailto:sarah.davoren@labtests.co.nz
mailto:tim.fisk@labtests.co.nz
mailto:uma.singh@labtests.co.nz
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Interested in making your results handling systems better 
for you and safer for your  patients? 

 

 Workload from managing test results is increasing rapidly year on year.  

 The Medical Protection Society identified that 85% of practices have significant 
risks associated with results handling systems   

 Recent cases involving the Health and Disability Commissioner have involved 
failure to follow up on test results. 

 

How can Safety in Practice help?  

 “Safety in Practice” has made care safer in 70 innovative GP practices in the Auckland region. 
 
“Safety in Practice” is an improvement programme that helps you measure how reliable your results handling system is and 
gives you insights into how you might improve. This process opens up lots of discussion about how your current systems 
work and generates ideas for change.  
 
One change which has been widely adopted is to develop an agreed set of comments that clinical staff use on reviewing test 
results and use quick keys to apply to record these comments in the clinical system.  
 

 

Practices report: 

“It has been motivating to see the staff buy-in in general on providing a more streamlined results handling process within 
the practice.” 

“HUGE improvement in the ease of communicating with patients around their results” 

“Less time chasing up doctors about interpreting someone’s results” 

“Significant tangible improvements in efficiency” 

 

We are now engaging practices for 2017/18 
If you want to know more about Safety in practice or register for 2017/18 

Please go to www.safetyinpractice.co.nz 

Quick key 

Press spacebar after letters 

Suggested comments for INBOX results 

.a acceptable – no action required 

.ar acceptable – repeat in (insert time frame for recall or message) 

.disc non-urgent - can discuss at next visit 3/12 visit 

.ex ordered and being followed up by external provider 

.inr INR result been actioned 

.life please discuss with patient appropriate lifestyle advice 

Dr Vikas Sethi 
Clinical Lead, Safety in 
Practice 

Dr Neil Houston 
Clinical Director for Quality 
and Safety in Primary Care, 
WDHB. 

http://www.safetyinpractice.co.nz



