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Issue 26  // April 2018 

Getting the boring bits right: repeat requests   
 
Our systems in healthcare are imperfect, and as 
healthcare becomes increasingly complex, and more is 
asked of providers for the same or less resource, we 
tend to rely on systems more and more.  Accepting that 

our systems are far from ideal, we need to be as good as we can be 
in our provision of healthcare. 
 
A long-standing issue in community laboratory testing is that of 
‘repeat’ or ‘serial’ request forms.  Understandably, where patients 
have chronic conditions, or are requiring tests for a certain length of 
time, doctors and other healthcare providers (referrers) give pa-
tients forms for repeat bloods / tests.     
 
But this well intentioned and seemingly sensible request form can 
come with the following unintended issues – all of which result in 
the patient having more blood drawn than necessary, and the labor-

atory performing more tests than necessary. 

 Request forms from multiple referrers (often GP and another 
specialist – e.g. GP and rheumatologist) resulting in multiple 
unnecessary tests 

 Requests that are never expired – so bloods / tests continue 
beyond when clinically indicated  

 Request forms that have tests at different time intervals – all 
tests are performed each time the patient presents as we don’t 
have a system to prevent this from happening 

 
Labtests would like to work with referrers to find potential solutions.  
We will undergo a consultation process soon.  In the meantime, if 
you have any ideas about how we can all work together to improve 
‘repeat requests’ please contact me at  
Christine.Davey@labtests.co.nz 
 
Chris Davey, General Manager Labtests 
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Some of you may be surprised to see me still in the Lab-
tests Scope newsletter, after announcing my retreat 
from the Auckland traffic and rain.  However, I am 
writing this sitting in my home office complete with slip-
pers, heater, and blanket – in April.  While Dunedin is my 
base, and I am mainly working for Southern Community 
Laboratories (Labtests’ sister lab), I continue to have an 

ongoing commitment to Labtests providing some holiday cover for 
the other microbiologists and working on some of the ‘systems’ is-
sues that we are trying to improve.  
 
One of the projects I have started helping with in Dunedin is the 
requirement for clinical details on all microbiology and molecular 
requests.  As you know, we introduced this concept in a limited way 
a few years ago asking that clinical details are provided for pro-
cessing of routine vaginal swabs.  Labtests has also introduced a 
policy of requiring appropriate clinical details for ESR testing.  While 
these requirements do add an extra few seconds to test requesting, 
and we do appreciate how under pressure primary care is – particu-
larly in the Auckland region – it is part of good clinical practice.  Thus, 
we are very pleased to see that most referrers are providing clinical 

details where required.  We hope that this will become ‘reflex’ be-
haviour for all test requesting.   
 
We certainly are not perfect.  Recently we have fielded feedback 
from several rheumatologists about ESR tests not being performed 
despite the provision of appropriate clinical details.  Our investiga-
tions found that this was due to a systems error on our part, which 
we have fixed.  We are grateful for the collegiality and professional-
ism of the rheumatologists in their approach to us and the issue, and 
their patience with our investigation and resolution.   
 
The importance of open and respectful communication between 
healthcare providers cannot be over-emphasised; our common goal 
is the provision of excellent healthcare to our population. 
 
My Labtests email address (arlo.upton@labtests.co.nz) continues to 
be active and I am happy to continue to hear from you with feed-
back, ideas, etc. 
 
Dr Arlo Upton 
Medical Director Labtests and Northland Pathology 

mailto:Christine.Davey@labtests.co.nz
mailto:arlo.upton@labtests.co.nz


 

The Scope, Issue 26,     April 2018 2 

Introducing Dr Mary De Almeida, Microbiologist 

Updated New Zealand CVD risk assessment and management for primary care    

  

The CVD risk assessment guidelines for primary care have been up-

dated and published in February. New equations will be available, 

through electronic software, based on the PREDICT NZ cohort using 

locally derived outcome CVD data.  Risk estimation cannot be done 

by paper charts anymore because the new variables involved are too 

numerous. An electronic decision support system will need to be 

used.  The new guideline is available electronically at https://

www.health.govt.nz/publication/cardiovascular-disease-risk-

assessment-and-management-primary-care 

Some important similarities and differences between the old and the 

new guidelines include:   

The age of initial risk assessment for non-Caucasian ethnic groups is  

fifteen years earlier.  (Table 1).   

Starting risk assessment for people with serious mental illness from 

age 25.  (Table 1).   

A single non-fasting lipid profile is still  the initial lipid screen, and the 

TC/HDL ratio is still used to risk stratify.  The predictive value of this 

ratio is not significantly affected by fasting status 

HbA1c is still recommended as the primary screen for diabetes, un-

less there are reasons to invalidate its use (e.g. haemaglobinopa-

thies, blood loss or iron deficiency).  A second HbA1c test should 

ideally be used to confirm, preferably after 3 months, or use a fasting 

plasma glucose (≥7.0 mmol/L) 

The new equations include information such as deprivation code, use 

of preventative medications (e.g. statins,anti-hypertensives, anti-

platelet agents or anticoagulants), and atrial fibrillation or heart fail-

ure.   

An earlier age for family history of CVD is used, i.e. 50 years at first 

hospitalised event (M.I. or stroke) for both men and women. (Table 

1) 

There are specific risk equations for patients with type 2 diabetes, 

who are at higher risk.  There are no specific equations for type 1 

diabetics, but these patients are considered to have risk as high, or 

higher, than type 2.  

Certain high risk groups justify treatment of risk factors regardless of 

calculated risk.  These include:  

 TC/HDL ≥8, after lifestyle intervention and without other sec-

ondary cause (e.g. steroid treatment). In the presence of an 

autosomal dominant family history this raises suspicion of fa-

milial hypercholesterolaemia (FH). Such patients are at much 

higher risk than calculated by the general population equation, 

and FH is now recognised as more common than previously 

thought (about 1:250 patients).  

 persistent office SBP >160 and/or DBP >100 

 nephropathy (CKD with eGFR <30 mL/min/1.73m
2
 and/or ACR 

>30 mg/mmol), eGFR <45 mL/min/1.73m
2 if known overt 

nephropathy or other renal disease 

 known CVD (including angina, MI, PCI, CABG, TIA, ischaemic 

stroke, peripheral vascular disease, heart failure, atrial fibrilla-

tion, and coronary calcium score >400 even if no history of 

event) 

 those with triglycerides >11 mmol/L, who are at increased risk 

of pancreatitis 

Treatment is still recommended if calculated risk is 15% or more 

(including patients with prior CVD). For 5 year calculated risk be-

tween 5-15%, the decision of whether to intervene with drug treat-

ment (statins) should now be individualised. (Table 2) 

An LDL target <1.8 mmol/L is recommended in high risk patients on 

statin treatment.  This target is similar for primary and secondary 

prevention in patients at sufficiently high risk. 

While risk can be calculated for individuals > 75 years old it should 

only be taken as a guide because the equation has not been validat-

ed for those over 74 years of age.     (continued over) 

Dr De Almeida is a graduate of the University of Auckland Medi-

cal School. She trained in clinical microbiology in Auckland.  

Since completing her training in 2015 Dr De Almeida has worked 

as a locum Clinical Microbiologist at Middlemore Hospital and 

later at Auckland City Hospital. Her special areas of interest in-

clude nosocomial infections and infection control.   

Dr De Almeida currently works part time at Labtests as well as 

part-time at Auckland City Hospital.  She is a Fellow of the Royal 

College of Pathologists of Australasia and a member of the Aus-

tralasian Society for Infectious Diseases. 

As an Auckland trained pathologist I feel privileged to work in both our hospital 

and community laboratory environments.  I welcome getting to know you, our 

referrers, as we work more closely to help deliver the best care to your patients. 

Mary De Almeida       

Mary.DeAlmeida@labtests.co.nz      Phone:  (09) 551 7661  // 027 2148659 

https://www.health.govt.nz/publication/cardiovascular-disease-risk-assessment-and-management-primary-care
https://www.health.govt.nz/publication/cardiovascular-disease-risk-assessment-and-management-primary-care
https://www.health.govt.nz/publication/cardiovascular-disease-risk-assessment-and-management-primary-care


 

The Scope, Issue 26,     April 2018 3 

Updated New Zealand CVD risk assessment and management for primary care   Cont…... 

Table 2: Recommended interventions, goals and follow-upbased on CV risk assessment for clinicians  

 Table 1: When to start risk assessments for men and women in different population subgroups. 

Table 2 from the guidelines summarises the approach to be taken in managing and following up individuals based on their risk profile and 

Table 3 from the guidelines summarises the frequency of risk assessment.  

Table 3: Frequency of risk assessment based on CVD risk profile. 

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 7283 

mailto:cam.kyle@labtests.co.nz
mailto:Charles.Ng@labtests.co.nz
mailto:Samarina.musaad@labtest.co.nz
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SMALL RED CELLS 

What is microcytosis?  

It is the condition in which red blood cells are 
smaller than normal but their biconcave 
shape is maintained. The size of the normal 
adult human red cell diameter can be as-
sessed by microscopic examination of the 
blood film and measured by a blood cell ana-
lyser in the CBC testing. The analyser meas-
urement is reported as Mean Cell Volume 
(MCV), which is the average volume of red 
cells measured. Red cell size varies with age, 
and the age-specific MCV reference range is 
given in the report.  

There is usually good agreement between red 
cell size assessments by the two methods, 
but they may not always be the same. Micro-
scopic examination allows assessment of 
individual cells but the result is subjective and 
can be operator-dependent. The MCV is ob-
jective and more sensitive but gives an aver-
age value which can be misleading when 
there are both small and large red cells pre-
sent. The two methods are complimentary, 
and both are used in our laboratory. 

What are the causes of  
microcytosis? 
Microcytic red cells result from reduced hae-
moglobin inside the cells. The exact mecha-
nism is not clear, but is believed to be related 
to the amount of haemoglobin which moves 
from the cytoplasm where they are produced 
into the nucleus of the red cell precursors. 
The concentration of the nuclear haemoglo-
bin regulates red cell precursor activity, 
which in turn affects the size of the mature 
red cells. It follows therefore that any condi-
tion which reduces haemoglobin production 
by the maturing red cells will lead to microcy-
tosis.  

Haemoglobin production requires the syn-
chronised production of haem molecule 
which contains the iron, and globin chains 
which bind the haem molecules and also 
together to form the haemoglobin. The com-
mon causes of reduced haemoglobin produc-
tion in clinical practice are:  

 

1) Insufficient iron for haem production 

a. True iron deficiency with reduced 
body iron store 

b. Functional iron deficiency in anaemia 
of chronic disease (ACD) in which iron 
cannot be used by developing red cells 

2)  Reduced globin production in thalassae-
mia conditions including thalassaemia trait 

The following focuses on these common con-

ditions, and rare causes of microcytosis will 
not be discussed. 

Microcytosis and anaemia 

The body will make more red blood cells to 
compensate for reduced haemoglobin in 
individual red cells in order to maintain the 
total amount of haemoglobin available. This 
is the situation in early iron deficiency and 
some thalassaemia carriers. Anaemia results 
only when the compensatory increase in red 
cell production fails. Microcytosis is therefore 
not always associated with anaemia.  

 What investigation are useful? 

The initial investigations should be targeted 
at iron deficiency, ACD and thalassaemia 
conditions, which are the more common 
causes of microcytosis. 

A serum ferritin and CRP should be request-
ed. As acute phase reaction with reactive 
increase in ferritin can mask a true iron defi-
ciency, CRP is useful to screen for inflamma-
tion which is present in ACD and to help in-
terpret the ferritin result. Additional tests 
useful for iron store assessment are serum 
iron, transferrin, soluble transferrin receptor 
assay, and the Ret-HE (reticulocyte haemo-
globin equivalent) which is reported with 
reticulocyte count.  

Ret-HE is useful to distinguish between iron 
deficiency anaemia and ACD, but cannot be 
used for iron deficiency anaemia versus tha-
lassaemia carrier state, as red cell haemoglo-
bin is reduced to the same extent in the two 
conditions. 

A haemoglobinopathy study should be ar-
ranged after iron deficiency has been exclud-
ed, or at the same time when there is urgen-
cy in clarifying the underlying cause such as 
in early pregnancy (see below) or to avoid 
repeated venepuncture in children or pa-
tients with difficult venous access. 

Additional tests to exclude conditions leading 
to ACD may also be appropriate and should 
be guided by the clinical assessment. 

Clinical relevance of the diagnosis 

Only a brief discussion on the common cause 
of microcytosis is provided here. Detail re-
views are available in the medical literature 
1,2. 

1)  Iron deficiency 

Iron deficiency and iron deficiency anaemia 
are common. In Auckland, iron deficiency 
with or without anaemia affects around 14% 
of children between 6 and 23 months, 20% of 
women and 2% of men. About 15% of the 

world population have iron deficiency anae-
mia 3,4. 

Typically, in iron deficiency serum iron is low, 
transferrin raised, transferrin saturation low, 
soluble transferrin receptor raised, and Ret-
HE low with result typically <25 pg in iron 
deficiency anaemia.   

In addition to treating the iron deficiency, the 
cause of the deficiency must be defined and 
treated. 

2)    Thalassaemia 

Normal haemoglobin is made up of two pairs 
of alpha-globin/haem units combined with 
non-alpha-globin/haem units. In normal 
adults, the globin chains in HbA, which is the 
predominant form of haemoglobin, are the 
alpha-globin and beta-globin. The alpha glo-
bin production is controlled by two pairs (i.e., 
total of 4) genes on Chromosome 16, and 
beta globin by one pair of genes on Chromo-
some 11.  

Thalassaemia is an inherited disorder of re-
duced globin synthesis. Haemoglobin cannot 
be formed normally as the globin molecules 
are not produced at a synchronised rate, 
resulting in anaemia and other complications.  

 Thalassaemia can be due to reduced produc-
tion of the alpha globin (alpha thalassaemia) 
or beta globin (beta thalassaemia). The num-
ber of defective genes determine the clinical 
presentation, which can be mild 
(heterozygous carrier or trait) or severe. 

Thalassaemia is common, though the preva-
lence varies in different geographical regions 
5 (see Table). There are 90,000 to 150,000 
births with significant thalassaemia disorders 
every year globally, and around 80,000 are 
severe. With the demographic change in New 
Zealand, the number of thalassaemia carrier 
is increasing. While these carriers will not 
have severe anaemia, they will present with 
microcytosis, which can be confused with 
iron deficiency. 

The importance of the thalassaemia carrier 
diagnosis is: 

a. to avoid unnecessary iron supplement/
therapy, and 

b. in persons of reproductive age, the 
spouse should be screened for thalassae-
mia to assess the need for antenatal 
counselling and diagnosis for severe 
thalassaemia affecting the pregnancy. 

 

Haemoglobinopathy study is useful for beta 
thalassaemia and Hb E (which presents as 
beta thalassaemia trait) carrier diagnosis. 



 

The Scope, Issue 26,     April 2018 5 

SMALL RED CELLS  Cont…... 

This study, however, is less sensitive for al-
pha thalassaemia carrier diagnosis, with a 
significant number of false negative (normal) 
results. This study also cannot predict the 
thalassaemia mutation, which determines 

the clinical severity. DNA study of the rele-
vant globin gene cluster is required to estab-
lish the mutation involved. This is particularly 
important for alpha thalassaemia carrier 
diagnosis. 

The haematologists at LTA welcome discus-
sions on individual patients with suspected 
thalassaemia problem, and to advise on and 
arrange the appropriate investigations. 

3) Anaemia of chronic disease (ACD) 

ACD results from the sequestering of iron 
into macrophages due to an increase in hep-
cidin, a molecule central to iron homeostasis, 
in response to inflammation. The iron is not 
available for red cell production and this 
leads to a functional iron deficiency.  

Hepcidin measurement is useful but this test 
is not generally available worldwide including 
New Zealand. The diagnosis of ACD therefore 
is mainly by excluding other causes of micro-
cytosis.  

The Ret-HE can be helpful to distinguish be-
tween iron deficiency and ACD. Ret-HE of <25 
pg usually indicates iron deficiency anaemia, 
while in ACD without iron deficiency the Ret-
HE will be low normal or slightly reduced, but 
generally >25 pg. It is not useful to differenti-

ate between reduced iron without anaemia 
and ACD. 

ACD does not respond to iron therapy, but 
will improve when the underlying disease/
inflammation is treated. In renal failure, defi-
ciency of erythropoietin which is produced by 
the kidneys may also contribute to the anae-
mia. 

 

 

Dr George Chan 
Haematologist 
Labtests 
George.chan@labtests.co.nz 
574 7309 // 027 286 5091 
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Table: Percent of population carrying thalassaemia genes (data from Ref 4) 

WHO Region β-thalassaemia and Hb E αo-thalassaemia α+-thalassaemia 

Africa 1% (0-5%) <0.01% (0-0.5%) 43% (13-70%) 

Eastern Mediterranean 
(incl North and Eastern 
Africa, and parts of West-
ern and South Central 
Asia) 

3% (2-20%) <0.01% (0-1%) 20% (1-60%) 

Europe (incl parts of 
Western and South Cen-
tral Asia) 

1% (0.1-5%) 0.01% (0-0.1)% 3% (0-32%) 

Southeast Asia (incl Indi-
an subcontinent and part 
of Melanesia) 

5% (2.5-26%) 0.2% (0-5%%) 45% (8-95%) 

Western Pacific (incl Indo-
chinese Penisula, Polyne-
sia, Micronesia, Australia 
and New Zealand) 

3% (0.1-30%) 1.5% (0-5%) 12% (0-95%) 

Americas (North, Central, 
South America and Carib-
bean) 

 0.7% (0.1-3%) 0.05% (0-0.3%) 5% (0-33%) 

The percent is the mean value in each region. The figures in brackets are the ranges in the countries in the re-
gion. 

αo-thalassaemia – clinically and genetically significant; α+-thalassaemia – unimportant but can present with mi-
crocytosis 

https://bpac.org.nz/BT/2013/September/docs/BestTests20.pdf
https://bpac.org.nz/BT/2013/September/docs/BestTests20.pdf
https://bpac.org.nz/BT/2013/September/docs/BestTests20.pdf
http://www.modell-almanac.net/
http://www.modell-almanac.net/
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Submission of High Risk           

specimens for culture 

Microbiological cultures from patients with 
certain infections, including brucellosis and 
melioidosis, pose a significant risk to laboratory 
personnel.  Specimens obtained from these 
patients require special laboratory precautions 
to prevent accidental laboratory exposure.  
Etiologic agents of particular risk include: 

 Brucella spp. (brucellosis) 

 Burkholderia pseudomallei (melioidosis) 

 Bacillius anthracis (anthrax) 

 Dimorphic fungi (e.g. Coccidioides, Histo-
plasma, Blastomyces, Paracoccidioides) 

 
These infections are rare in New Zealand, how-
ever could present in a person who has trav-
elled or lived overseas.  Hence, clinicians are 
reminded to elicit travel and other relevant 
history from patients presenting with fever and 
infectious symptoms.   
 
If specimens are being submitted for culture 
from patients suspected to be infected with 
these pathogens, please alert the laboratory 
by: (i) contacting the on call clinical microbiol-
ogist; and (ii) specify any relevant details on 
the laboratory request form (e.g. travel histo-
ry, specific pathogens that may be suspected). 
 
Dr Mary De Almeida 
Microbiologist 

Mild elevations in prolactin, do they justify referral? 

White cell differential—Reporting 
change 

The decimal place for the white cell differ-
ential will be changed from 2 decimal plac-
es to 1. This is to bring Northland Patholo-
gy and Labtests in line with current prac-
tice performed by the SCL group and local 
Auckland laboratories.  

Quality Corner 

Take home message:  In borderline cases, at least one and preferably two re-
peat measurements are needed to establish a consistent prolactin level – taken 
when the patient is clinically well, in the afternoon, and off relevant 
drugs.  Please consider whether referral is justified.   

Mildly elevated prolactin results (up to 50% above reference range) are very common for 
a range of mostly temporary clinical reasons, which include: 

 The combination of time of day (levels are higher in the morning) and pulsatile vari-
ation can sometimes affect the result by up to 20% but occasionally significantly 
more.  Tests should preferably be done in the early afternoon, and one sample 
alone should not be relied upon if in doubt. 

 Physical and/or psychological illness or stress.  This can be chronic, temporary, or 
sometimes even acute and related to anxiety over venepuncture. 

 Drugs – a very common cause, particularly psychotropics (most types), analgesics 
containing opiates (including codeine), and dopamine antagonists (e.g. metoclo-
pramide, domperidone), and oestrogens (OCP, HRT).  In most cases, withdrawal of 
the likely drug for 48-72 hours when possible is sufficient for it’s influence to be 
minimised. 

 Macroprolactin – this occurs in about 10% of patients tested in most assays, due to 
binding of prolactin to an immunoglobulin.  This elevation is not biologically active 
and should be considered artefactual.  Laboratories test for this interference and it 
is identified in most, but not all, cases. 

  Other – mild elevation is reported in about 10% of PCOS patients, for reasons that 
are unclear.  Other possible causes include hypothyroidism, recent seizure, and 
liver/renal disease. 

The two key reasons for measuring prolactin are galactorrhoea and oligoamenorrhoea in 
women , and low testosterone (often with gynaecomastia) in men.   Mild elevation other 
than in these clinical settings is unlikely to be significant and has low predictive value for 
organic disease, unless there are other reasons to suspect pituitary pathology.    

Laboratory assessment for other possible evidence of pituitary disease may be appropri-
ate depending on suspicion – e.g. combined TSH and free T4, early morning cortisol, day 2
-3 LH/FSH and oestradiol.  Measurement in a man, other than in the setting of a low tes-
tosterone, evidence of pituitary disease, or monitoring compliance with psychotropics, is 
discouraged.   If in doubt, we recommend prior consultation with a chemical pathologist 
or endocrinologist.  Public hospital endocrinologists are increasingly carefully vetting out-
patient referrals for such patients.   

Labtests’ Siemens prolactin assay measures lower than the Roche Cobas assay used at 
Auckland Hospital and Middlemore hospital.  However, the reference interval reflects this 
and is also 30% lower.                  Dr Cam Kyle, Chemical Pathologist 

At Labtests we strive to deliver a quality service for 

all requestors and users with a patient centric 

focus. Our focus is on making sure that the service 

‘fits the purpose’, ‘complies with standards’, and 

‘meets user needs’.   

Labtests participates in a rigorous external au-

diting program to ensure compliance to interna-

tional standards for medical laboratories.  The 

audit cycle spans four years and is composed of three surveillance 

visits (focus on quality processes) and one peer review (focus on 

quality and technical process). 

In late March 2018 we completed our third peer review audit.  Audi-

tors and peer remarks were all complimentary of the processes we 

have developed over the years.  

I would like to take this opportunity to thank all of you who have 

provided us with feedback.  Your input has been a motivation, along-

side our focus on patient care, for improving and optimising our pro-

cesses.  

On a final note we are proud to announce that Labtests is now the 

first accredited New Zealand laboratory to provide non-invasive pre-

natal testing (under the name of Illumiscreen).   

For further information  on non-invasive prenatal testing (NIPT) see:  

https://www.illumiscreen.co.nz/ 

Saad Mansour 

Quality Manager 

Labtests and Northland Pathology 

https://www.illumiscreen.co.nz/
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Practice Manual Index 

 Section 1 LABTESTS’ CONTACT INFORMATION Document Updated 

1.1 Key contacts 21/2/18 

1.2 Pathologists See ‘Referrers/menu’  
on website 

Section 2 CONSUMABLES INFORMATION   

2.1 Supplies order form (Fax) 20/7/15 

2.2 Consumables online ordering process for practitioners August 2013 

Section 3 COLLECTION CENTRES/HOME VISITS INFORMATION   

3.1 Home visit request guidelines 28/9/17 

3.2 Labtests Collection Centres with hours and fax numbers 29/3/18 

3.3 Collection Centres by test type 29/3/18 

Section 4 SPECIMEN COLLECTION   

4.1 Patient Instructions   

4.1.1   24 hour urine collection for HIAA (5-Hyroxyindole acetic acid) 22/8/16 

4.1.2   24 hour urine collection in hydrochloric acid containers 28/12/16 

4.1.3   24 hour urine collection in a plain container 28/1/16 

4.1.4   Fasting tests 28/12/16 

4.1.5   Faeces collections – culture & microscopy 28/12/16 

4.1.6   Faecal occult blood testing 28/12/16 

4.1.7   Glucose tolerance test (2 hour) 28/12/16 

4.1.8   Glucose challenge gestational test (1 hour) 28/12/16 

4.1.9   Pinworm (threadworm) specimen collection 28/12/16 

4.1.10   Safety information for patients having a blood test 28/12/16 

4.1.11a   Semen for fertility 28/12/16 

4.1.11b   Semen for post vasectomy testing 28/12/16 

4.1.12   Sputum specimens 28/12/16 

4.1.13   Timed urinary microalbumin 28/12/16 

4.1.14   Urine collection for chlamydia or TB testing 28/12/16 

4.1.15   Urine specimens for creatinine clearance & cytology 28/12/16 

4.1.16   Urine specimens for culture 28/12/16 

4.1.17   Skin sensitivity test 28/12/16 

4.1.18   How To  Self Collect A MRSA Swab Sample 28/12/16 

4.1.19   Urine For Culture In Pregnancy 10/4/17 

4.2 Eligibility August 2011 

4.3 Tube type and order of draw for collection of blood 8/8/17 

4.4 Which swab-specimen for which test 13/7/17 

4.5 Specimen labelling guide August 2013 

4.6 Storage and transport of specimens (urgent and non-urgent) August 2013 

4.7 Specimen collection guide 5/5/17 

Section 5 CLINICAL INFORMATION   

5.1 Cumulative antimicrobial susceptibility report 17/3/17 

5.2  Reference Ranges 9/4/18 

5.3 Protocols - Urgent tests, Troponin, Cervical cytology, Result mapping, Accessing his-
torical results, Repeat requests 

August 2013 

5.4 Frequently asked questions August 2013 

The following index provides a link to the most up to date files on our website.  Please check the dates against the versions in 

your practice manual and update if necessary.  Contact your Labtests Medical Liaison Officer for further information. 

http://labtests.co.nz/general-information/key-contacts
http://labtests.co.nz/images/Practise_Manual/2.1_Supplies_Order_Form_Fax.pdf
http://labtests.co.nz/images/Practise_Manual/2.2_Consumables_Online%20Ordering_Process.pdf
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Labtests Key Contacts  

  

Updated: 21/2/18 

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. 

eOrders Helpline Email:  helpdesk@eorder.co.nz  0508 37 37 83  

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

Labtests Pathologists 
Medical Director: 

Dr Arlo Upton 

021 0215 9863 

arlo.upton@labtests.co.nz 

Haematologists  Chemical Pathologists  

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

charles.ng@labtests.co.nz 

Dr Cam Kyle 
027 276 0038 

cam.kyle@labtests.co.nz 

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

fransisca.desilva@labtests.co.nz 

Dr  Lesley Overend 
(09) 574 7286 // 027 4047426 

Lesley.overend@labtests.co.nz 

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

samarina.musaad@labtests.co.nz 

Dr Melissa Yssel 

021 568 530 
melissa.yssel@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 

Microbiologists Immunopathologist 

Dr Mary De Almeida 
(027 2148659 

Mary.DeAlmeida@labtests.co.nz 

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

Dr Juliet Elvy 

027 839 3726 
juliet.elvy@medlabsouth.co.nz 

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 

(09) 570 1700 

HOD Customer and Commercial 
Services  

Medical Liaison Officer Medical Liaison Officer Commercial Services Manager 

Wayne Dawn 

(09) 574 7306 // 021 407 300 

wayne.dawn@labtests.co.nz 

Karen Buchan 

(09) 574 7256 // 021 622 973 

karen.buchan@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 
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