MEMORANDUM

«G)‘ » DIAGNOSTIC SERVICES  SERVICES DE DIAGNOSTIC
OF MANITOBA DU MANITOBA

MS543 - 820 Sherbrook Street, Winnipeg, Manitoba R3A 1R9

February 16, 2016

To: Gastroenterology Physicians and Wards Hematologist/Oncologists Clinics
Nephrology Physicians and Wards Respiratory Medicine Physicians and Wards
Internal Medicine Physicians and Wards Allergists and Wards

Rheumatologists and Wards

From: Dr.Carmen Morales, Medical Director Immunology, DSM
Sheila Ozamoto, Technical Director Immunology, DSM

Requisition Change for Ordering Anti Neutrophil Cytoplasmic Antibodies

An update to the DSM Immunology requisition is included (form #NS01719, 12/15). If completed as required, it will
eliminate misinterpretation of requests and subsequent testing delays. By using this requisition as intended, it will
improve the process and reporting time.

It would be appreciated, if you could instruct all of your team members to use this requisition in the following
manner:

1. When the intent is to request ANCA immunofluorescence testing for the purpose of Inflammatory Bowel
Disease investigation, then the IFA Neutrophil Cytoplasmic AB box (IFNC) should be checked. (See Sample 1)
Note: A result for the IF test only will be issued with no MPO or PR3 performed.

Note: Due to the manual methodology for this test, a longer TAT should be expected

2. When the intent is to request the anti-neutrophil cytoplasmic antibody testing for the purpose of
Autoimmune Vasculitis investigation, then Myeloperoxidase (test code MPO) and Proteinase 3
(test code PR3) should be ordered and the respective boxes checked. (See Sample 2)

Note: No immunofluorescence ANCA (IFNC) test will be performed, unless specifically requested.

Effective Monday, February 29, 2016, the ANCA test code will no longer be available on the revised Immunology
requisition. After this date, “ANCA” requests identified in the “Additional Tests” box will automatically have MPO
and PR3 performed.

Please ensure that all those responsible for completing these requisitions on your behalf have been made aware
of these scenarios. Attached are SAMPLE completed requisitions for both situations.

The revised Immunology requisition will be available February 29. All old requisitions should be removed from
circulation. To facilitate the changeover, the discipline will visit frequent user clinics on February 25 and 26 to
remove all old requisitions and drop off a small supply of the new requisition for immediate use. The new
requisition may be found at https://apps.sbgh.mb.ca/labmanual/test/loadDocumentPdf?documentid=55. It will no
longer be a stocked item; however it can be ordered by special request through the HSC Print Shop.

Thank you for your patience and cooperation.

Please contact Dr. Carmen Morales, 204-787-4682, or cmorales@dsmanitoba.ca with any questions.

Diagnostic Services Manitoba’s vision is to create a patient-first environment that provides quality laboratory and diagnostic imaging services
supporting the health care needs of all Manitobans.

www.dsmanitoba.ca
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