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Issue 29 // August 2019 

Microbiology 
 
These have been interesting times. 

You may already be aware of the new 

“Finnish” variant of Chlamydia trachomatis 

which is not detected by our NAAT platform. 

At this stage we are reassured that the per-

formance of chlamydia tests has not been 

affected in Australasia. An update for refer-

rers on this issue has recently been pub-

lished. 

In May of this year we notified referrers of a 

cluster of unexpected Neisseria gonorrhoeae 

results at a single practice. Further investiga-

tions showed that the issue was likely due to 

cross-contamination of nucleic acid from 

multi-use equipment at the practice, with 

particular emphasis on a reusable cold light 

source for disposable vaginal speculums. 

Whilst it is well known that nucleic acid con-

tamination of surfaces in clinical spaces can 

occur, it is unclear how frequently this issue 

may result in false positive results for pa-

tients, and as far as I am aware, has not previ-

ously been reported. My advice for practices 

is to make sure you clean any multi-use 

equipment touched during a pelvic exam or 

swab collection, particularly examination 

lights, at the beginning and/or end of a pro-

cedure. Otherwise, if that equipment is 

touched before or during a subsequent pro-

cedure, there is a risk that carry-over nucleic 

acid may contaminate the Aptima swab. I am 

happy to be contacted if referrers have spe-

cific questions around this.  

As part of our ongoing review of processes 

within the microbiology department, we have 

identified several areas where we can im-

prove alignment with our clinical and labora-

tory colleagues, and improve the clarity of 

our reporting for referrers. These include 

simplifying our reporting of Gram stains and 

cultures for female genital samples and the 

cessation of reflex Trichomonas vaginalis 

testing for male samples positive for Neis-

seria gonorrhoeae/Chlamydia trachomatis, 

which will be actioned over the next few 

weeks. 

Lastly, a request to referrers assessing pa-

tients for tuberculosis: submitting sputum 

samples for TB culture from individuals who 

have no history of spontaneous cough and 

sputum is of very low yield; if respiratory 

samples are required due to radiological ab-

normalities or past history, the test of choice 

in this situation is induced sputum or special-

ist referral. 

Dr Gary McAuliffe 

Medical Director and Microbiologist 

gary.mcauliffe@labtests.co.nz 

 

Welcome to this edition of the Scope. 

Labtests has recently undertaken to perform a number of tests in-house which were previously referred to LabPLUS, 

Auckland City Hospital. Our intention is that these changes will benefit patients by improving turn-around times, and 

reducing the volume of blood required where several tests are needed simultaneously. Tests new for Labtests include: 

NT-ProBNP, PTH, AFP, CEA, and anti-CCP.  In addition, we will now perform in-house several tests that we have been 

performing commercially for some time, including 25OH-vitamin D, SHBG, QuantiFERON-TB Gold, and VZV IgG. Further 

details of the comparisons and indications for these tests are given in this newsletter. 

We have also been working closely with the Auckland Regional Public Health Service as they focus on the syphilis epi-

demic. Part of this response has been to provide patient details of infected patients to the sexual health service so that 

they can ensure appropriate follow-up of contacts of this notifiable disease. Please see the article by Maggie Vulinovich 

and Subha Rajanaidu for more details. 

Lastly, I would like to encourage referrers to consider eOrders for their practices. This service offers many potential advantages to clinicians 
and patients, including paperless test ordering, one click access to previous results, and the ability to request additional tests post collection. 
Information for practices who wish to set up is available on the eOrders website https://eorder.co.nz/, and help to set this up is available 
through our IT helpdesk at helpdesk@eorder.co.nz. 
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Inherited thrombophilia testing 

 

 

 

From the 1st August 2019, inherited thrombophilia testing per-

formed at LabPlus for the Auckland region and Northland will only be 

performed for selected clinical indications. 

Background 

The incidence of venous thromboembolism (VTE) is high and as a 

result testing for inherited thrombophilia is requested more fre-

quently than is justified by available evidence.  VTEs are multifactori-

al and are dependent on a large number of genetic and environmen-

tal factors; therefore even in families where a hereditary thrombo-

philia has been identified the risk of thrombosis in individual asymp-

tomatic members of the family is difficult to predict and the benefit 

of testing is not always clear.  In addition testing does not usually 

influence the intensity or duration of therapy and may have a nega-

tive impact on the patient with respect to their insurance risk regard-

less of the result of the test. 

According to the national and regional guidelines including BPAC and 

British Society for Haematology guidelines, testing for hereditary 

thrombophilia is not indicated in unselected patients with venous 

thrombosis.  Testing may benefit select patients who would other-

wise stop anticoagulation.  It cautions that testing should only be 

done in situations where this would influence treatment decisions.  

To bring inherited thrombophilia testing at LabPlus in line with cur-

rent local and international guidelines and with the practice in major 

centres in New Zealand, testing will only be performed in the follow-

ing situations:  

 Unprovoked venous thrombosis in patients <45 years old 

 Patients with an unprovoked venous thrombosis and a strong 

family history of unprovoked venous thrombosis 

 Thrombosis in an unusual site (portal, cerebral, mesenteric NOT 

retinal, upper limb or catheter related) 

 Siblings of patients with homozygous factor V Leiden or pro-

thrombin mutations or a compound heterozygote 

 Warfarin induced skin necrosis, children with purpura fulminans

(Protein C and Protein S only) 

 Potential solid organ donors 

 Patients with recurrent miscarriage ≥3 consecutive first tri-

mester pregnancy losses or  ≥2 consecutive second trimester 

losses with no other cause (activated Protein C resistance only)  

 If the request does not meet any of the testing criteria, and 

testing is thought to be appropriate, it must be discussed first 

with a clinical haematologist, whose name must then be clearly 

identified on the request form, along with clinical details.  

Situations where testing is NOT indicated:  

 Prior to use of combined oral contraceptives in patients with a 

family history of VTE (Current British guidelines recommend 

avoidance of the combined oral contraceptive pill in women 

with a history of VTE in a first degree relative regardless of the 

thrombophilia results)  

 In unselected women considering the use of the combined oral 

contraceptive pill. 

 Recurrent VTE  

 Recurrent VTE despite adequate therapeutic anticoagulation  

 VTE in the context of a family history of unprovoked VTE in a first 

degree relative  

 VTE in association with a history of thrombophlebitis  

 Arterial thrombosis (Lupus testing is indicated in this setting)  

 Women with a history of miscarriage, pre-eclampsia, abruption 

or intrauterine growth restriction (Lupus testing is indicated in 

this setting).  

Tests included in an inherited thrombophilia screen 

include:  

 Antithrombin III 

 Protein C 

 Protein S 

 APCR (activated Protein C resistance); if positive FV Leiden 

 Prothrombin gene mutation (G20210A) 

Wherever possible testing should be avoided/ delayed in the follow-

ing circumstances (as testing may be misleading): 

 During pregnancy and for 8 weeks post-partum 

 Patients currently receiving oral or parenteral anticoagulation 

 At the time of an acute venous thrombus or within 3 months of a 
thrombotic event. 

 In patients taking hormone replacement therapy ( oestrogen) 
 

A thrombophilia testing request form must be filled out and 

attached to the laboratory request form with clear details of which 

criteria applies. 

The form will be available to print out and complete from: 

 The  ADHB Haematology intranet page  

 LabPlus test guide 

 Labtests website see ‘For Referrers’ section   

(www.labtests.co.nz/images/Referrers/Tests/

CC6934_Thrombophilia_Test_July2019.pdf). 

Should a sample be received without the form you will be notified 

with instructions on how to send the correct form directly to LabPlus. 

The sample will be held for two weeks. 

References:  

BPAC – The role of thrombophilia testing in general practice, March 2001 

(www.bpac.org.nz/BT/2011/March/thrombophilia.aspx) 

BPAC - The New Zealand Laboratory Schedule and Test Guidelines: haematolo-

gy tests, August 2014 (www.bpac.org.nz/BT/2014/August/haematology-

tests.aspx) 

Dr Lesley Overend 

Haematologist,  lesley.overend@labtests.co.nz 

Dr Fransisca De Silva 

Haematologist,  fransisca.desilva@labtests.co.nz  

Dr George Chan 

Haematologist, george.chan@labtests.co.nz 

https://www.labtests.co.nz/images/Referrers/Tests/CC6934_Thrombophilia_Test_July2019.pdf
https://www.labtests.co.nz/index.php/for-referrers
https://www.labtests.co.nz/images/Referrers/Tests/CC6934_Thrombophilia_Test_July2019.pdf
https://www.labtests.co.nz/images/Referrers/Tests/CC6934_Thrombophilia_Test_July2019.pdf
http://www.bpac.org.nz/BT/2011/March/thrombophilia.aspx
http://www.bpac.org.nz/BT/2014/August/haematology-tests.aspx
http://www.bpac.org.nz/BT/2014/August/haematology-tests.aspx
mailto:lesley.overend@labtests.co.nz
mailto:fransisca.desilva@labtests.co.nz
mailto:george.chan@labtests.co.nz
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Additions to Labtests Schedule for funded testing 

From 15th July, under an arrangement with the Auckland DHBs, 

Labtests has been performing a number of tests collected in the 

community and previously referred to LabPlus.  This will result in 

faster turnaround time, with fewer blood tubes being required for 

most patients.   

In each case careful comparisons have been performed and 

pathologists at Labtests and LabPlus have been satisfied that assay 

performance, comparisons and other relevant issues have been ade-

quately considered.  The Siemens assay platform used at Labtests is 

widely used internationally and all results are compared regularly 

with other Australasian laboratories, and locally by interlab compari-

sons.   

There has been no change to any of the restrictions currently in 

place for these tests.  

For further guidance or any queries please contact one of Labtests’ 

pathologists. 

The tests affected are: 

25OH-Vitamin D 

Sex hormone binding globulin (SHBG) and free testosterone 

NT-ProBNP 

Parathyroid hormone (PTH) 

Alpha-fetoprotein (AFP) 

Carcinoembryonic antigen (CEA) 

Anti-CCP 

Quantiferon Gold 

VZV IgG (chickenpox immunity testing)  

Further details on the affected tests are given below: 

NT-ProBNP 
NTProBNP is increasingly used in the diagnosis of heart failure in 

patients with non-specific symptoms, and periodically in the moni-

toring of anti-failure therapies in difficult patients.  

Our evaluation shows the Siemens assay has excellent precision and 

high correlation (>0.99) with the Roche Cobas assay used at LabPlus, 

however results are 20% higher across the measuring range.  This is 

similar to findings published elsewhere by other laboratories.  

Clinical cutpoints have been established in pivotal trials, estimating 

the likelihood of heart failure.  Comparative cutoffs for clinical guid-

ance are given below for the Labtests and Roche methods:   

If monitoring of patients is required then serial results should be 

compared using the same method.  

Note that normal biological variation means that NT-ProBNP levels 

vary by up to 20% from an individual’s mean value on 19/20 meas-

urements (95% of the time).   This means that in a stable patient a 

doubling or halving of results is needed to be significant between 

consecutive tests, e.g. in a patient where a new anti-failure treat-

ment is started or heart failure appears to be worsening.   It also 

takes at least 2-3 weeks for a new baseline to be established, so 

repeat testing earlier than this is not recommended and can be mis-

leading. 

 

 

References.   
Masotti, S, Musetti V, Prontera C, et al. Evaluation of analytical performances 

using standardized analytical protocols and comparison of clinical results of 

the new ADVIA BNP and NT-PproBNP immunoassays for the Centaur XPT 

platform.  Clin. Chem. Lab. Med. 2019; 57(6): 911-7. 

Ponikowski P, Voors AA, Anker SD et al.  2016 ESC Guidelines for the diagnosis 

and treatment of acute and chronic heart failure: the Task Force for the diag-

nosis and treatment of acute and chronic heart failure of the European Socie-

ty of Cardiology (ESC).  Developed with the special contribution of the Heart 

Failure Association (HFA) of the ESC.  Eur J Heart Fail 2016; 18: 891-975 

 

Clinical Conclusion Age Labtests 
Siemens 
method 

Roche Cobas 
method 
(LabPlus & 
Middlemore) 

Rules out heart 
failure 

Any 
age 

<43 
pmol/L 

<35 pmol/L 

Level which strongly 
supports  heart 
failure (age-
dependent) 

<50 
yrs 

>67 
pmol/L 

>53 pmol/L 

50–75 
yrs 

>138 
pmol/L 

>106 pmol/L 

>75 
yrs 

>279 
pmol/L 

>212 pmol/L 
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Additions to Labtests Schedule for funded testing, cont…. 

Parathyroid Hormone (PTH) 
Labtests will be analysing parathyroid hormone (PTH) requests 

referred from the community.  The method is an intact PTH assay 

on Siemens Centaur XPT analyser.   

Our evaluation shows the method is very precise and shows excel-

lent and reproducible correlation with the Roche method used at 

LabPlus and Middlemore.   This tight correlation is unchanged in 

patients with eGFR less than 30 ml/min/1.73m2, in whom some 

fragments such as PTH 7-84 may be increased. 

Note, however, that Labtests results are 40% higher than Roche, 

and this is reflected in a higher reference interval  (2 – 8.5 pmol/L) 

in vitamin D replete patients.    

Because of assay differences results will not be cumulated between 

laboratories , but can be cumulated within an individual laboratory 

in Testsafe.   Samples taken in public hospitals will continue to be 

analysed by hospital laboratories. 

Please note that, although PTH measurement has never been re-

stricted, PTH should not be measured as a primary screen for disor-

ders of calcium or bone metabolism.  It is only appropriate when the 

patient is already known to have an abnormal serum calcium level 

or other disorder of bone/mineral metabolism.  

  

 

 

 

 

Alpha Fetoprotein (AFP). 

Labtests will be measuring alpha fetoprotein levels using the Sie-

mens XPT laboratory analyser (chemiluminescent method). 

Results show close correlation with the Roche method used at 

LabPlus and Middlemore, and the Siemens Vista method at 

Waitemata.  AFP  will therefore be viewed cumulatively across all 

Auckland laboratories.  The reference interval will be the identical,  

0-10 ug/L.   

Note that, as with all tests, there is individual biological variation of 

AFP1.   Results can vary by up to ±25% from the patient’s mean 

value (on 19/20 repeat samples) with no change in clinical status.  

Small differences between a pair of serial results should therefore 

not be overinterpreted, with a progressive trend being much more 

likely to be of clinical significance.   

AFP performed by Labtests is not appropriate for samples used for 

antenatal risk screening, which should be referred to the National 

Screening Unit at LabPlus.  

Patients with samples taken in the hospital will continue to be test-

ed in hospital laboratories. 

 

Carcinoembryonic Antigen (CEA) 

Labtests will be measuring carcinoembryonic antigen (CEA) using 

the Siemens XPT laboratory analyser (chemiluminescence method).  

This method is highly precise with excellent result reproducibility.   

The most established use of tumour markers is in followup monitor-

ing of patients with malignancy, so it is a trend between serial re-

sults using the same method that is most useful.  

Siemens results are on average about 11% lower than the Roche 

method used at LabPlus and Middlemore in the large majority of 

patients.  The difference is slightly larger at low levels, so the upper 

reference interval in non-smokers using the Siemens method will be 

2.5 ug/L (compared with Roche upper limit of 3 ug/L).  Note that 

the upper limit for CEA is slightly higher in smokers in any assay. 

There are a small number of patients where the difference between 

assay methods may be larger.  This is because CEA is a complex of 

varying molecular weight molecules with variable glycosylation 

(sugar modifications), and this can vary from patient to patient.   

For this reason all results will be measured by both current (Roche) 

methods and Labtests (Siemens) method for a period of 6 months 

to allow a cross-over comparison for individual patients.  This is 

standard practice when laboratories change to different methods or 

recalibrate an existing method. Patients whose CEA is being moni-

tored should thereafter have serial monitoring with the same meth-

od.    

Because different methods are used, and the results are not exactly 

comparable, Labtests CEA results will appear on a different line in 

Testsafe, with the date performed, method and laboratory icon 
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Additions to Labtests Schedule for funded testing, cont…. 

clearly visible.  Roche results (LabPlus or Middlemore) will appear 

on a separate line with the method and laboratory also clear.  Re-

sults from Waitemata (Siemens Vista method) will also be on a 

different line.  

Note that, as with all tests, there is individual biological variation of 

CEA .  Results can vary by up to ±25% from the patient’s mean value 

(on 19/20 repeat samples) for any method used with no change in 

clinical status.  Small differences between serial results should 

therefore not be overinterpreted; it is a trend that is most im-

portant.    

Blood samples  for CEA collected from LabPlus or Middlemore hos-

pital inpatient or outpatient clinics on site will also be sent to Lab-

tests for duplicate results. if the requesting doctor asks for this to 

be done. 

If you wish to discuss further please contact one or our chemical 

pathologists, or the oncologist or surgeon caring for the patient. 

 

 

 https://www.westgard.com/biodatabase1.htm 

 

CCP antibody 

Rheumatoid arthritis (RA) is an autoimmune inflammatory arthritis 
that affects 1-2% of the NZ population. Early diagnosis and treat-
ment can slow or even prevent the development of erosive disease, 
reducing pain and joint damage.  
 
Cyclic citrullinated peptides (CCP) form in inflamed synovium in 
early rheumatoid arthritis. Antibodies to these peptides (anti-CCP 
antibodies) can be detected in blood as well as in the synovium; 
positive results are highly specific for rheumatoid arthritis and are 

part of the ACR/EULAR criteria for classification of RA. 
Patients with early undifferentiated arthritis who are positive for 
CCP antibodies should be referred to a rheumatologist. Low positive 
results may be less significant, especially in patients with arthralgia 
or other non-specific symptoms such as fatigue or myalgias. 
 
Labtests is now doing the CCP antibody assay on site rather than 
sending to Labplus. This means the assay platform has changed 
from the INOVA to Siemens Centaur XPT. Cut-off values for positive 
results differ between platforms (INOVA: ≥20 U positive, Siemens ≥5 
U/mL positive) but our validation studies indicate that results are 
concordant between platforms.  
 

Quantiferon Gold 

The assay that we use is the same as LabPlus; Qiagen’s Quan-

tiFERON-TB Gold Plus.  We have been using Qiagens QuantiFERON-
TB assays  for several years for our commercial customers as well as  
for public health contact tracing.  We do not expect that you will 
notice any difference in the way the results appear or their interpre-
tation. 

 
 

VZV (chicken pox immunity testing) IgG 

For VZV IgG testing we use the BioRad BioPlex 2200 analyser.  We 
have been using this assay for several years for our commercial 
customers as well as for Auckland Regional Public Health Service.  
 
DHB-funded VZV IgG testing is not often indicated.  Most requests 
are for pre-employment, and these should be patient-paid.  VZV IgG 
testing is indicated in pregnant women who have been exposed to a 
case of chicken pox.  If antenatal bloods were collected and tested 
at Labtests, stored serum should be available and VZV IgG can be 
tested on this.  This situation is best discussed with a clinical micro-
biologist before testing is requested. 
 
In pregnancy the indication for VZV testing is exposure without a 

history of chickenpox – there is no need to test if they have a histo-

ry of disease.  IgG testing is also indicated for heavily immunocom-

promised people exposed to chickenpox.  

This is a reminder to all referrers of patients for skin prick testing.  Since October 2016 a specific request form is required  (follow link to view).   
 
This is available on Labtests website (www.labtests.co.nz).  The form is composed of the request section, where detailed information is required, and the 
patient consent section which is completed in the collection centre at the time of testing.  All sections of this form must be completed.  Pads of these forms 
are available.  Should you require a pad please phone Labtests (09 574 7399) or email lta.clientservices@labtests.co.nz.  

Skin sensitivity testing request form 

Labtests Medical Director: 

Dr Gary McAuliffe 

 

Labtests Microbiologists: 

Dr Gary McAuliffe, 

Dr Matt Blakiston 

Dr Max Bloomfield 

Labtests Chemical Pathologists: 

Dr Cam Kyle D 

Dr George Ng 

Dr Samarina Musaad 
 

Labtests Immunopathologist: 

Dr Miriam Hurst 

https://www.westgard.com/biodatabase1.htm
https://www.labtests.co.nz/images/Referrers/Tests/SPT_request_consent_form.pdf
http://www.labtests.co.nz
http://www.labtests.co.nz
mailto:lta.clientservices@labtests.co.nz
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Labtests notifications for syphilis 

Dr Cam Kyle 
cam.kyle@labtests.co.nz  
Phone: (09) 584 7399 

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

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

Change of adult FT4 reference range 

Recently we evaluated our TSH and FT4 data as we noticed there 

were quite a few patients with slightly raised FT4 and normal TSH 

without clear explanation.  Below is our data over 3 months. 

The graph shows adult patients where there is no indication of T4 

treatment.  Based on this local population data, we believe our 

reference interval for FT4 in adults should be increased slightly, and 

we will modify our adult FT4 reference range from 10-20 pmol/L to 

11-22 pmol/L.  Note that patients are assumed by us to not be tak-

ing thyroxine when there is no indication in our laboratory infor-

mation system.    

For patients on thyroxine replacement FT4 levels are often slightly 

higher, even when TSH is not low.  This pattern (mildly raised FT4 

with normal or slightly high TSH) can reflect the fact that the usual 

10-20% production of T3 from the thyroid is not directly replaced 

when treating with T4 alone, but is converted to T3 in plasma and 

tissues.  Hence the plasma level of FT4 is often slightly higher when 

euthyroid status is restored.   

However, other common causes of such a pattern should also be 

considered, such as a recent change in dose within the last few 

weeks, or erratic T4 intake, in which case the profile will not be at 

equilibrium.  For example, if dose has recently been increased the 

FT4 will rise, but TSH will take time to fall and be more reflective of 

intake over the previous 6-8 weeks. 

ARSHS Syphilis Contact Tracing Nurses process 

Authors: Maggie Vulinovich, Auckland Regional Sexual Health Service 
and Dr Subha Rajanaidu, Auckland Regional Public Health Service. 

The Auckland region is currently experiencing a syphilis outbreak. 

Consequently, additional public health activities have been estab-

lished to help reduce syphilis transmission. The primary aim of one 

of these activities is to improve identification and treatment of con-

tacts of infectious syphilis. This involves regional laboratories provid-

ing details of individuals with positive syphilis serology profiles more 

likely to represent infectious syphilis (e.g. from Labtests: new pa-

tients with syphilis EIA+ and an RPR ≥1:4, new antenatal patients 

with EIA+ RPR+), to the contact tracing service of Auckland Regional 

Sexual Health Service (ARSHS).  

Please note this activity does not include all patients with syphilis, 

or even all with infectious syphilis. Clinicians need to consider the 

clinical and treatment history, current and past laboratory results 

and ensure appropriate and timely management/discussion/

referral of patients. Additionally, those identifying cases of syphilis 

are also required to notify ESR as per the national clinical pathway. 

The laboratory referred cases are added to the Syphilis Contact Trac-

ing Database managed by the contact-tracing nurses, and triaged. In 

the majority of cases these are actioned at/after one week following 

receipt of results from Labtests, giving the GP/requestor ample time 

to notify the patient and either treat or refer to ARSHS. At/after one 

week, a call is made to the requestor in order to check action has 

been taken and to discuss contact tracing. In the event that the con-

tact tracing team is unable to contact the requestor, the patient is 

contacted directly.  This is to ensure that infectious syphilis cases are 

being managed and individuals are aware they require treatment 

prior to further sexual contact.  The patient is counselled in the dis-

ease process, treatment, contact tracing, and given advice on where 

to find further information.  

If the patient is triaged as high risk, the contact tracing team will 

contact the GP/requestor and the patient as soon as possible. A 

positive antenatal test is considered to be high priority. 

When the requestor is contacted, the Syphilis Contact Tracing nurse 

may identify outstanding actions. These may be the result of: 

 The requestor’s inability to contact the patient. They may re-

quest assistance with this, which could result in the ARSHS con-

tact-tracing nurse visiting the patient at home to arrange treat-

ment and commence contact tracing.   

 The requestor requiring further clinical advice. The clinician will 

be provided the ARSHS Registrar’s contact number to call for 

clinical management advice or may be directed to the Auckland 

Health Pathways if required. 

 The requestor may ask for assistance for the patient with con-

tact tracing, resulting in a phone call/home visit to discuss this 

and to obtain contact details for contacts.  

mailto:cam.kyle@labtests.co.nz
mailto:Charles.Ng@labtests.co.nz
mailto:Samarina.musaad@labtest.co.nz
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Total Protein and globulin reference ranges 

Recently Labtests total protein method (Siemens Advia) had an 
international recalibration, which was expected to result in a small 
decrease of results.  We have since noted, that results have fallen 
on average by about 4-5 g/L.  Other laboratories internationally 
have also noted this change.  A subsequent comparison of total 
protein results between Auckland labs showed Labtests total pro-
tein results to average 1-3 g/L lower than Auckland (LabPlus) and 
Middlemore labs, and 3-4 g/L lower than Waitemata.  

 The adult reference interval for total protein (usually quoted as 66-

84 g/L) has been historical and based on consensus from many 

years ago.  Our analysis has indicated that levels slowly fall with age 

(although the spread between high and low also becomes great-

er).   Reviewing the available evidence we have therefore decided 

to lower the reference range and to make this age-related.  The 

new range will be 61-79 g/L for people up to 70,  59-77 g/L for peo-

ple over 70. The globulin ranges will also be modified. 

New Diabetes Comment Codes 

In response to a request from Auckland diabetes specialists, and after consultation, patients with suboptimal control of their diabetes and/
or nephropathy now have new comments accompanying their results: 

TEST 
Total protein  g/L Globulins g/L 

Age Old reference 
range 

New reference 
range 

Age Old reference 
range 

New reference 
range 

< 1 mth 45 - 75 40 - 70 0 - 90 days > 16 > 11 
1 - 2 mth 45 - 65 40 - 60 90 - 365 days > 18 > 13 
2 - 6 mth 50 - 75 45 - 70 1 - 4 yrs old 22 - 35 17 - 30 

6 mth - 1 yrs 55 - 80 50 - 75 > 4yrs* 25 - 41 20 - 36 
1 - 70 yrs old 66 - 84 61 - 79     
> 70 yrs old 64 - 82 59 - 77       

Please note that total protein is a relatively crude test for many 
different proteins in serum.  The single biggest component is albu-
min, and the difference (total protein - albumin) is reported as the 
globulin result.   This result includes the measurement inaccuracies 
of both protein and albumin results, so has an analytical error of 
around 3-4 g/L. Immunoglobulins constitute the majority of the glob-
ulin fraction in addition to  many other proteins in smaller quantities 
such as alpha-1 antitrypsin, haptoglobin, transferrin, complement C3 
and C4,  and C-reactive protein.  Together these other proteins can 
often also add up to around 6-12 g/L, depending on the patient and 

clinical picture 
If a patient has a low calculated globulin result, then the appropriate 
clinical approach is usually to ask whether other results are reassur-
ing or if there is evidence of some underlying pathology involving 
either the liver (protein production) or the kidney (protein loss), or 
less commonly an immune deficiency disorder.  Depending on clini-
cal background, in older patients the possibility of a lymphoprolifera-
tive disorder should also sometimes be excluded with a protein elec-
trophoresis and immunoglobulins. 
Labtests Chemical Pathologists 

RESULT COMMENT 

HbA1c >100 mmol/mol, and also on 2 or more occasions in past 
2 years: 

Referral to secondary care diabetes is strongly advised due to persistent 

very poor glycaemic control. 

HbA1c >75 and also on 2 or more occasions in the past 2 years & 
(any microalbumin >300 or ACR > 30 over last 6 months) 

Referral to secondary care diabetes is advised due to persistent very 
poor glycaemic control and diabetic nephropathy. 

HbA1c >75 & any microalbumin > 300 or ACR > 30 over last 6 
months 

Refer to the Auckland Health pathways and ensure diabetes is titrated 
up and ACE inhibitors are part of treatment unless contraindicated. 

Before recalibration After recalibration 

Total Protein concentration: patient means over 2 months 
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The contact numbers for all enquiries related to Anatomic Pathology  
Mt Wellington  are:  
Phone (09) 302 0516  Fax: (09) 302  0517 

Labtests Pathologists—phone 574 7399 
Medical Director: 

Dr Gary McAuliffe 

021 0215 7069 

gary.mcauliffe@labtests.co.nz 

Chemical Pathologists  Haematologists  

Dr Charles Ng 
charles.ng@labtests.co.nz 

Dr Cam Kyle 
cam.kyle@labtests.co.nz 

Dr Fransisca De Silva 
fransisca.desilva@labtests.co.nz 

Dr  Lesley Overend 
lesley.overend@labtests.co.nz 

Dr Samarina Musaad 
samarina.musaad@labtests.co.nz 

Dr Melissa Yssel 
(melissa.yssel@labtests.co.nz 

Dr George Chan 
george.chan@labtests.co.nz 

Dr Lochie Teague 
(lochie.teague@labtests.co.nz 

Dr James Liang 
(james.liang@labtests.co.nz Immunopathologist Microbiologists  

Dr  Gary McAuliffe 
gary.mcauliffe@labtests.co.nz 

Dr Matt Blakiston 
matt.blakiston@labtests.co.nz  

Department contact numbers 
Duty Scientist:  

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

Dr Miriam Hurst 
miriam.hurst@labtests.co.nz   

Dr Max Bloomfield 
maxim.bloomfield@ccdhb.org.nz 

Microbiology: 

Fax:  09 574 7344 

Haematology:  

Fax:  09 574 7308   
Biochemistry:    

Fax:  09 574 7308 

Client Services                                                                                 General enquiries:  lta.clientservices@labtests.co.nz 

Quality and Client Support Quality Administration Officer  Quality Manager 

Mala Govender 
(09) 574 7306//  021 407 300 
Mala.govender@labtests.co.nz  

Lorraine Elliot 
(09) 574 7379// 027 801 8184 
lorraine.elliot@labtests.co.nz  

Saad Mansour 
(09)  574 7302 // 021 021 63072 
saad.mansour@labtests.co.nz  

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 re-
quested 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 11pm 

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 

To order stores Press ’5’ Mon–Fri   07:00am to 3:30pm 
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