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When it’s not just the drug: excipient allergy, testing, and is PEG causing allergic reactions to the Pfizer BioNTech 

Any manufactured medication will include not only the active drug 
but a variety of excipients; the average tablet or capsule contains ~9 
different inactive ingredients. These are substances with a variety of 
functions (binding, colouring, flavouring, lubrication, etc) to enhance 
pharmaceutical performance. However, these agents can cause aller-
gy or other adverse reactions. When patients report allergies to mul-
tiple unrelated drugs, excipient allergy is one possible explanation. 
Excipient allergy should also be considered if patients tolerate alter-

nate formulations of the same medication or with allergic reactions 
to vaccines. 
 
Excipients can also cause non allergic reactions such as contact der-
matitis, and in this setting dermatology review and patch testing can 
be very helpful in establishing triggers. Some food-derived products 
may also be concerns in patients with conditions such as coeliac dis-
ease; wheat starch can be used in oral formulations, although it is 

While we had been planning for a Delta outbreak 

and the requirement for additional surge capacity I 

don’t think anything quite prepared us for the ra-

pidity with which we would need to adjust to the 

unprecedented demand for COVID swabs and un-

predictable workflows.  

 

Within a day of moving into level 4 lockdown we saw a huge surge in 

demand for COVID testing.  From our daily baseline testing of 2000 

swabs/day we increased to 11,201 swabs/day on the 18th August and 

by the end of the first week Labtests had received 64,219 COVID 

swabs.  In the second week we received 69,699 COVID swabs includ-

ing a record day (24 Aug) 20,758.  For context this was more swabs 

than the previous record for the entire country in level 3 lockdown in 

August 2020. 

 

We are enormously proud of our staff throughout the business who 

were willing to change shift patterns, work overtime and upskill to 

help in other areas of the operation.  Without their resilience, pro-

fessionalism and dedication we would not have been able to suc-

ceed.   

 

In addition to our response to the current outbreak we have also 

been busy planning and building a new molecular laboratory at our 

Carbine Road site.  The new molecular laboratory is over 300sqm and 

will allow us to future proof our molecular capability allowing for 

automation of our NIPT and increased volumes of COVID PCR both 

on swab and saliva specimens. 

Whilst we have been ready to offer saliva testing for some time now 

on the 10th September we received the contract to increase testing 

to include permitted workers crossing the Auckland border.  This has 

seen a significant increase in registrations with over 8000 individuals 

registered in the first 10 days. We continue to refine this process and 

will look to offer the test more widely on a commercial basis once 

the current outbreak eases. 

Over the past 18 months I have seen the value of good partnerships 

and communication across the healthcare sector and the need to 

stay flexible in our approach to our future COVID planning.  This was 

demonstrated in our collaboration with the DHB laboratories in this 

outbreak distributing COVID swab workloads and in the mobilisation 

and support of the other laboratories within the APHG group to en-

sure appropriate turnaround times. 

 

During this outbreak I have personally made new connections 

through the NRHCC and I think this will become invaluable as we 

plan ahead for endemic COVID and the additional challenges this will 

present when we are required to have both surge capacity and high 

levels of routine testing operating simultaneously.  

We also appreciate those of you who have taken time to feedback to 

us both good and bad as this allows us to ensure we provide a quality 

service and assists us in identifying areas of unmet need. 
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When it’s not just the drug: excipient allergy, testing, and is PEG causing allergic reactions to the Pfizer BioNTech SARS-CoV-2 vaccine? 

Cont………. 

highly processed and it’s unclear how much gluten remains. Lactose 
is usually derived from milk and is also unlikely to be present in large 
enough amounts to provoke reactions in lactase-deficient individuals 
but polypharmacy in very sensitive individuals may cause problems. 
Vegans may decline lactose, gelatine, and other excipients derived 
from animal products. 
 
 In this review I focus on immediate allergic reactions and some of 
the major suspects. Where testing is available for these it is usually 
only at Auckland Hospital, and if excipient allergy is suspected pa-
tients should be referred to the clinical immunology and allergy de-
partment there for investigation. 
 
Polyethylene glycol (PEG): 
PEG is a polyether derived from petroleum that occurs in a wide 
range of molecular weights (MW), from 300 g/mol to 10 million g/
mol; differing weights have different properties. It is found in ~36% 
of medications as well as in cosmetics, personal hygiene products, 
and foods.  PEG3350 is used in oral bowel preparations (macrogol 
3350), PEG5000 in pegylated medications such as the GCSF analogue 
pegfilgrastim, and PEG2000 is used in the mRNA COVID vaccines 
produced by Pfizer and Moderna. Cetamacrogol (in Sorbolene®) is 
PEG1000. 
 
Anaphylaxis to PEG is rare and most of the cases in the literature are 
due to bowel prep and/or laxatives. Higher MW PEGs are more likely 
to cause reactions than low MW PEGs; probably both the MW and 
the dose are important. Most of these patients tolerate lower molec-
ular weight PEGs such as PEG400 in topical products, but there is at 
least one case of anaphylaxis to MW1000 or lower. 
 
The mechanism of reaction is unclear and some reactions may be 
mediated by complement rather than IgE. Skin prick testing to PEG is 
possible but not predictive, and is most well established for reactions 
to MW3350. Blood tests for antibodies to PEG are not available in 
New Zealand. 
 
PEG and the Pfizer-BioNTech SARS-CoV-2 vaccine(Comrinaty®) 

Anaphylaxis to this vaccine occurs ~5 in a million patients, most 
within 15 minutes. PEG is suspected as a cause but not proven. 
There is only one case report so far of anaphylaxis in a known 
PEG allergic patient, who reacted to both low and high MW 
PEGs. Small numbers of other PEG allergic patients have been 
vaccinated without reaction. 
 
Patients with first dose reactions can be given the second dose 
safely with antihistamine premedication (Krantz et al. (2021) 
revaccinated 159 patients with first dose reactions to mRNA 
vaccines, including 19 with anaphylaxis; only 32 had any symp-
toms, all of which were mild). This would not be the case for IgE-
mediated reactions and suggests that these reactions may be 
more like those to radio contrast, which can also be reduced 
with premedication.  
 
Skin and intradermal testing to the vaccine does not predict 
either reaction or tolerance and is not currently offered in New 
Zealand. 
 
Patients with a history of known or suspected PEG allergy should 
be referred to Auckland Hospital Immunology to discuss COVID-
19 vaccination.  

  

Polysorbate 80: 
Polysorbate 80 (also known as Tween 80) is a synthetic compound 
with structural similarities to PEG widely used in foods and medica-
tions. It is present in Boostrix® and FluarixTetra®. Allergic reactions 
have been described but as with PEG the mechanism seems likely to 
be non IgE-mediated. Testing is not currently available in New Zea-
land. 
 
Gelatine:  
Gelatine is found in ~17% of medications, including a number of vac-
cines such as the MMRII® vaccine, herpes zoster vaccines Varilrix® 
and Zostavax®, and the oral typhoid vaccine Vivotif®), as well as oral 
capsules, haemostatic agents, and intraoperative surgical supplies. It 
is derived from animals, most often pigs and cows. Patients with 
gelatine allergy may also have allergic reactions to gelatine in foods 
such as gummy sweets. 
 
Patients with the alpha gal allergy have specific IgE to the galactose-
alpha-1,3-galactose sugar found in mammalian meats and experience 
allergic reactions (usually delayed by 3-8 hours) with ingestion of 
mammalian meats. These patients can also react to high fat dairy 
products and gelatine. Usually these patients are sensitised via tick 
bite and so this allergy is rare in New Zealand but we do see cases 
from both here and overseas. 
 
Serum specific IgE testing (EAST) for gelatine is available, and Auck-
land Hospital can do skin prick testing to gelatine and products con-
taining it.  Alpha gal IgE can also be done on blood tests. 
 
Carboxymethylcellulose: 
Carboxymethylcellulose or carmellose (E466) is used as a thickener in 
foods and cosmetics; it’s also present in some eye drops and in Ke-
nacort® injections. Anaphylaxis has been described, especially to 
parenteral administration. 
 
Skin prick testing (using carmellose eye drops) can be done at Auck-
land Hospital. 
 
Dyes:  
Cochineal (E120) is a red dye derived from the cochineal insect; it can 
take up to 100 000 insects to make one kilogram of dye. As it is a 
natural protein some people do develop IgE antibodies to it and have 
immediate allergic reactions (urticaria, angioedema and anaphylaxis). 
A synthetic non-allergenic cochineal dye is E124.  
 
Tartrazine (E102) is a synthetic yellow dye used in foods, medica-
tions, and personal care products. Skin and respiratory reactions 
have been described, although it is uncertain if these are actually IgE 
mediated. 
Skin prick testing to these is available at Auckland Hospital. 

 
Dr Miriam Hurst 

Immunologist 

Labtests     
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IRON DEFICIENCY AND IRON DEFICIENCY ANAEMIA 

Iron deficiency is the most common micronutrient 

deficiency, affecting almost 2 billion of the total 7.5 

billion people worldwide.1  Research has shown high 

rates of iron deficiency in New Zealand, with a preva-

lence of ~12.1% in females aged 31-50 years.9  Girls 

are up to ten times more likely to develop iron defi-

ciency than boys.11  Moreover, patients of South 

Asian ethnicities are at increased risk with factors such as low dietary 

iron intake, an increase in vegetarianism and blood loss 

(menstruation) thought to be contributing.10  Iron deficiency is de-

fined as a state of negative iron balance where the demand of iron 

exceeds supply.  Essential for cellular function, iron plays a role in 

enzymatic activity, electron transport and oxygen delivery.  In an iron 

deficient state, incorporation of iron into the haemoglobin molecule 

is prioritised which makes the occurrence of anaemia a late event. 

Thus iron deficiency and iron deficiency anaemia are not inter-

changeable or synonymous.2   

The most widely used marker of iron deficiency is the measurement 

of the serum ferritin level.  In 2020, the WHO published guidelines 

for the use of serum ferritin levels for the assessment of iron status 

in individuals and populations.3  Owing to insufficient published data, 

the ferritin cut-off levels remained unrevised and were based on 

qualitative expert opinion.  A serum ferritin of <12ug/l in children 

and <15ug/l in non-pregnant women remained as diagnostic of iron 

deficiency.3  In the Lancet Haematology, Zuguo Mei and colleagues 

furthered existing research by other groups and aimed to determine 

a physiologically based serum ferritin concentration threshold for 

iron deficiency using data from the US National Health and Nutrition 

Examination Survey (NHANES).4  This study looked at the relationship 

between a fall in serum ferritin, a rise in the soluble serum transfer-

rin receptor (sTFR) and a fall in the haemoglobin (Hb).  They were 

able to demonstrate that a ferritin of <25ug/l in non-pregnant wom-

en and <20ug/l in children is a better indicator of iron deficiency.  At 

or above these levels, the association between ferritin and Hb plat-

eaued and the association between ferritin and sTFR reached its 

minimum. Importantly, they hypothesised that it was at these ferritin 

levels that they could identify the onset of iron-deficient erythropoie-

sis and thereby identify more patients with iron deficiency without 

anaemia.  

The many side effects of iron deficiency  

More than causing anaemia, iron deficiency impairs a number of non

-erythroid tissues resulting in a wide variety of adverse effects. The 

WHO identified fatigue, impaired physical performance, decreased 

work productivity and suboptimal brain development as consequenc-

es of iron deficiency.3  The use of a more physiologically based 

threshold would allow us to identify and treat the functional conse-

quences of iron deficiency before the onset of iron deficiency anae-

mia. 

The pitfalls of serum ferritin levels 

Interpretation of a serum ferritin can be complicated by the shared 

relationship between iron metabolism and inflammation. Ferritin is 

an intracellular storage protein and the measurement of serum ferri-

tin is a good indication of stored iron. A low serum ferritin is almost 

exclusively caused by iron deficiency. Acute infection, inflammation, 

kidney disease, liver disease and malignancies can all result in an 

increase in the ferritin measurement as it is an acute phase reactant. 

In addition, an elevated BMI and post-menopause can result in a 

higher ferritin measurement. (Scope Issue 28 February 2019). As a 

result, a normal ferritin level cannot be used to exclude iron deficien-

cy and a high ferritin cannot be used to diagnose iron overload if any 

of these conditions are present.5  

Iron deficiency in pregnancy 

Time is of the essence when diagnosing iron deficiency in pregnancy. 

The increase in iron demand is driven by the expansion of the mater-

nal blood volume, the foetus’ own metabolic and oxygen delivery 

requirements and the large iron requirements of the highly metaboli-

cally active placenta.2  In mild iron deficiency, the foetus is prioritised 

however moderate and severe iron deficiency can have significant 

long term effects on the unborn child.  Adequate iron availability not 

only improves maternal health but has been shown to better preg-

nancy outcomes and to foster healthy foetal development.2 Foetal 

brain development, long-term brain development in childhood and 

neurodevelopmental consequences of iron deficiency have all been 

described.6  

A further consideration in pregnancy, is the missed diagnosis of an 

underlying thalassaemia trait which may have clinical implications 

should the partner also be a carrier of a haemoglobinopathy-

associated mutation.  Thalassaemia should be suspected in a preg-

nant patient with a microcytic hypochromic anaemia if there is no 

response to iron therapy (and compliance is ensured), an unex-

plained anaemia predates the pregnancy or if the patient falls into a 

high risk ethnic group.7  Calculation of the Mentzer index (MCV/RBC) 

has been shown to have a population dependent sensitivity of ~90-

98% with a score of <13 suggestive of a thalassaemia trait rather 

than iron deficiency.8  As differentiation between iron deficiency and 

thalassaemia trait in pregnancy is time sensitive, it is advised that we 

consider partner testing so as to be timeously aware of genetic impli-

cations in the unborn child and to provide counselling and manage-

ment choices accordingly.   

Dr Kim Nash 

Haematologist, Labtests 

kim.nash@labtests.co.nz 
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Reference interval and the many causes of mild prolac-

tin elevation.  

Serum prolactin is a key hormone measured when suspecting pitui-

tary disease, particularly in: 

 women with galactorrhoea or menstrual irregularities (most 

often oligoamenorrhoea),  

 men with gynaecomastia or suspicion of hypogonadism 

While a clearly high prolactin level provides a ready explanation for 

one of these presentations, mild elevation is very common due to a 

wide range of physiological and other secondary causes.  These in-

clude: 

Diurnal variation - Levels are higher at night due to the effect of 

sleep and darkness, and typically about 30% higher on average in the 

early morning than in the afternoon.  This is an inconvenient time if 

cortisol is also measured for possible pituitary disease, as cortisol 

reference intervals are standardised to early morning collection.  

Pulsatile secretion – this has occasionally been noted to cause varia-

tion of up to 20-30% over a period of 15-20 minutes.   

Oestrogen status- Prolactin levels are higher in premenopausal wom-

en than in  post-menopausal women and in men, in part likely re-

flecting an oestrogen effect.  Studies suggest there is a small increase 

in the ovulatory and luteal phases of  the menstrual cycle, but this 

overall has little clinical significance to result interpretation. 

Physical/psychological stress or illness - Prolactin can be released 

transiently in response to physical and/or emotional illness, pain and 

nausea.  Acute, sometimes marked, elevation can occur after acute 

trauma, surgery, or an epileptic fit (when a high level is sometimes 

used to indicate a grand mal seizure has recently occurred).  In some 

needle-shy patients, even the psychological trauma of venepuncture 

can transiently raise prolactin levels.  

Other chronic comorbidities – including primary hypothyroidism, 

liver and renal disease, anorexia, Cushing’s syndrome, acromegaly 

Chest wall stimulation – trauma, shingles, nipple stimulation (esp 

women) 

Prolactin rises progressively through pregnancy, commonly up to 

5000 mIU/L, and rarely even up to 8,000 mIU/L in the third trimester.  

Levels during breast feeding are very pulsatile, with sharp peaks relat-

ed to suckling and milk letdown, especially early during lactation. 

Drugs – there are numerous potential causes of elevation, most 

often: 

 Antipsychotics, especially risperidone, haloperidol, amisulpride, 

and depixol, however less marked with some others such as 

olanzapine, quetiapine.  Limited with aripiprazole.  

 Other psychotropics – tricyclics (esp clomipramine), less marked 

with amitryptiline and desipramine.  Minimal with nortriptyline, 

SSRI’s and SNRI’s 

 Oral and transdermal oestrogens, including OCP and HRT (dose-

related) 

 Prokinetics, e.g. metoclopramide, domperidone 

 Opiates, including codeine, tramadol and methadone 

 Others – verapamil, methyl dopa, H2 antagonists (cimetidine, 

ranitidine), fenfluramine, methylphenidate (case reports) 

 Herbal preparations containing 5HT (a precursor of serotonin) 

 

Drug effects are typically due to a central dopamine antagonist ac-

tion, and stopping the likely causative drug for 48-72hr, if feasible, 

with a repeat afternoon prolactin when the patent is well is often 

helpful.   

Pituitary disease – elevation can be due to prolactin secretion by a 

pituitary tumour, or secondary due to anatomical effects of a pitui-

Continued over…... 
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tary or hypothalamic disease process, which interferes with the dopa-

minergic control of prolactin secretion through the pituitary stalk 

(e.g. non-secretory tumour, neurosarcoidosis, hypophysitis, ‘empty 

sella’).   

Macroprolactin is due to binding of prolactin an immunoglobulin 

(usually IgG), is present in about 10% of people.  This can be tested 

for using precipitation by polyethylene glycol (PEG), with the large 

prolactin-immunoglobulin complex being precipitated, and the small-

er bioactive monomeric prolactin remaining in solution.  If the mono-

meric prolactin is below the laboratory cutoff then whatever symp-

toms the patient has are most unlikely to be due to prolactin eleva-

tion.  If identified, macroprolactin is almost always persistent long-

term, and should effectively be regarded as an analytical artefact, 

although a genuine cause can co-exist.  In most cases the problem 

affects multiple different prolactin immunoassays.   

Labtests prolactin reference interval using Roche assay 

These numerous non-specific factors make establishing a clear refer-

ence interval for prolactin difficult.  The population distribution of 

results is not evenly bell-shaped (Gaussian), rather it has a ‘high tail’, 

reflecting in part these numerous external, usually temporary, 

effects.   

Like many proteins, prolactin is actually not just a single hormone, 

but is a mixture of different isoforms, which can react differently with 

different antibodies.  Reference intervals are therefore method-

specific, due to the unique antibody combination used in each assay.  

Results are not directly transferrable from one method to another, 

and there is not universal agreement between labs even using the 

same method.  Labtests’ prolactin assay was changed from Siemens 

to Roche in December 2020.  The upper limit was increased to 500 

mIU/L for women and 350 mIU/L for men, as recommended by 

Roche, and also recognising that the Roche assay measured about 

30% higher than Siemens.  

We have since had feedback from endocrinologists that these ranges 

lead to a significant number of ‘borderline’ elevations of doubtful 

clinical significance.  We have therefore recently analysed 3 months 

data for prolactin results using the Roche assay.  To do so, we exclud-

ed some results: 

 results over 1000 mIU/L 

 tests requested by specialists (in whom there was high likelihood 

of pathology) 

 samples collected before 10am (due to the known diurnal varia-

tion and effect of sleep) 

 patients on medications known to affect prolactin level (e.g. 

psychotropics, dopamine antagonists, opiates, cabergoline) 

The resulting distribution of results is shown below for men and 

women: 

These ranges compare very well with another very large population 

dataset obtained elsewhere using the Roche assay, with (Dr Ken Si-

karis, data from Melbourne Pathology).    

In view of these findings in our local population, our adult prolactin 

reference ranges will be modified to: 

*The post-menopausal range is based on comparing our Roche re-

sults with this very large Melbourne dataset.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The most important change is an increase in the upper reference limit 

in both premenopausal women and in men, which we believe reduc-

es the risk of potential confusion with marginal results due to transi-

ent non-specific influences and other comorbidities. 

We acknowledge that even these distributions may not be reflective 

of a truly healthy population, as the patients were having prolactin 

measured for a reason.  The various secondary factors above may still 

have an influence, but these are likely to be less frequent and lead to 

further investigations, which are in the large majority of cases un-

fruitful.   

We cannot call this a ‘normal’ range, rather a population ‘reference 

interval’, as is common terminology in clinical chemistry.  As such 

about 5% of ‘normal’ patients will have a prolactin result outside this 

range.  Conversely, a prolactin result within reference limits does not 

entirely rule out pituitary disease, and interpretation in clinical con-

text is always important. 

If you wish to discuss this change please contact one of our chemical 

pathologists.  

Dr Cam Kyle, Dr Charles Ng and Dr Melissa Yssel 

Chemical Pathologists 

Non-pregnant premenopausal female: 100 - 630 mIU/L  

Post-menopausal female: 80 – 500 mIU/L* 

Male: 65 - 400 mIU/L 
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Labtests to adopt new improved formula to calculate LDL cholesterol. 

Summary: 

 

 

 

 

 

 

 

 

 

 

Cholesterol in plasma is mostly contained in LDL and HDL particles, 

with a (usually) minor component present in other particles (VLDL, 

IDL, chylomicrons), which are larger precursors of LDL.  These large 

‘upstream’ particles vary in size, and contain virtually all of the tri-

glyceride in plasma, but the cholesterol in them is not easily meas-

ured directly.  

It has therefore been standard practice for almost half a century for 

LDL cholesterol to be calculated, rather than measured using a for-

mula, the Friedewald formula, to estimate this third component of 

cholesterol in non-LDL and non-HDL particles.  The cholesterol com-

ponent in these is estimated by dividing the measured triglyceride 

result by 2.2, as below 

Friedewald formula: 

LDLc (mmol/L) = TC – HDLc – Tg/2.2 

However, the Friedewald formula assumes the relative amounts of 

cholesterol and triglyceride are constant in these upstream particles.  

In fact this assumption becomes more and more unreliable as the 

triglyceride level rises progressively, and these particles become 

more numerous and triglyceride-enriched. The formula does not 

adjust for this, leading to progressive underestimation of the LDL 

cholesterol as triglyceride levels rise.  In rare patients the formula 

can even give a spuriously negative (less than zero) LDL result! 

Above a triglyceride of 4.5 mmol/L laboratories cannot report an LDL 

using this formula, even though the underestimation does become 

apparent even below this.  The positive LDL bias becomes more of a 

problem with very low LDL levels in patients on LDL-lowering treat-

ment, and in patients having non-fasting samples taken, both com-

mon practice nowadays.  

Therefore, after agreement with local cardiologists, new formula, 

the Sampson formula, will be adopted by local laboratories, re-

flecting an increasing trend by labs internationally.  For most pa-

tients, where the triglyceride result is below 2 mmol/L, there is no 

noticeable difference between the two formulae.  However, as tri-

glyceride levels rise above 2 and progressively higher the new for-

mula gives a more accurate LDL result.  Indeed, the Sampson formu-

la can give a reliable estimate of LDL even up to triglycerides of 9.0 

mmol/L, enabling LDL reported up to this level by labs.  The formula 

also appears more reliable than Friedewald in children. 

The Sampson formula is more complex than the Friedewald formula, 

but uses the same set of lipid results, just with greater finesse to 

achieve more accurate LDL results in those with high triglycerides 

and low LDL.   

Sampson formula: 

The table below shows some examples of LDL calculation using the 

Friedewald formula versus the new Sampson equation.   Note that as 

the triglyceride level rises, the Friedewald estimate of LDL becomes 

falsely low, giving false reassurance.  This effect  becomes more 

marked as the total cholesterol also falls and triglycerides remain 

mildly raised.  At very low cholesterol levels, not uncommon in pa-

tients on aggressive statin treatment, the Friedewald formula can 

even give a nonsense negative LDL result, with the Sampson being 

correct.  The Sampson formula can also give a reliable LDL result 

even at triglyceride levels up to 9.0 mmol/L, when no LDL can be 

reported using Friedewald.   

 

 

 

 

 

 

If you wish to discuss this change please feel free to contact one of 

our chemical pathologists. 

 

Dr Cam Kyle 

Chemical Pathologist 

Labtests 

cam.kyle@labtests.co.nz  
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TC HDL TG 
LDL 

Friedewald 
LDL 

Sampson 

5.2 1.2 1.1 3.5 3.5 

5.8 1.8 2.7 2.8 2.9 

4.7 1.2 4.4 1.5 1.9 

3.4 1.5 4.4 -0.1 0.5 

5.2 1.2 8.5 Not rep. 1.2 

 Labtests will shortly be adopting a new formula, 

the Sampson formula, to calculate LDL cholester-

ol 

 For patients with triglycerides under 2 mmol/L 

there will be no noticeable difference 

 The formula gives more accurate results in pa-

tients with high triglycerides and low LDL, and in 

children.  

 Adoption of the new formula is in agreement 

with other local laboratories, and local cardiolo-

gists 

 It is likely that the formula will become widely 

adopted throughout New Zealand 

mailto:cam.kyle@labtests.co.nz
https://jamanetwork.com/journals/jamacardiology/fullarticle/2761953


Labtests Key Contacts  

  

Updated: 23/7/21 

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

Client Services  

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  

General enquiries:  lta.clientservices@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. 

 

 

 

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 
Requests for add on tests can be emailed to:  

contactcentre@labtests.co.nz  
 

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 enquire about consumables orders Press ’2’ Mon–Fri   07:00am to 3:30pm 

Labtests Pathologists—phone 574 7399 
Medical Director (Acting): 

Dr Lesley Overend 

574 7399 

lesley.overend@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 Melissa Yssel 
(melissa.yssel@labtests.co.nz 

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

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

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

Dr Kim  Nash 

kim.nash@labtests.co.nz  

Dr Matt Blakiston 
matthew.blakiston@labtests.co.nz  Immunopathologist 

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

Relieving Microbiologists: 
Dr Sharmini Muttaiyah 

Dr Juliet Elvy  

Dr Gary McAuliffe 

Dr Aaron Keene 
Dr Max Bloomfield 
maxim.bloomfield@ccdhb.org.nz Operations Support Team 

Duty Scientist:  

DDI: 09 574 7382  
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