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CASE STUDY

Severe RhD haemolytic disease of the foetus and newborn in RhD
negative multigravida
Tsz Ki Yip*?

"School of Biomedical Sciences, Faculty of Health, Queensland University of Technology, Brisbane, Queensland

2QML Pathology, Department of Haematology, Murarrie (Central) Laboratory, Brisbane, Queensland

Abstract

RhD haemolytic disease of the newborn (RhD HDFN) involves the destruction of foetal red cells by maternal IgG antibodies
that enter the foetal circulation during pregnancy. The patient is a RhD-positive male born at 39 weeks due to suspected
RhD isoimmunisation. The mother is a RhD-negative 34-year-old female with history of vaginal spotting and missed
abortions. History of anti-D prophylaxis was denied but the antibody screening was positive for anti-D at 28 weeks gestation.
Severe anaemia with reticulocytosis, positive direct antiglobulin test and anti-D elution from cord blood supported RhD
HDFN. The mother required anti-D injection post-delivery and exchange transfusion with phototherapy for the neonate.
It was later confirmed that the clinician was not informed of the occurrence of a feto-maternal haemorrhage. This case
demonstrates the importance of anti-D prophylaxis after potential sensitising events and the patient’s ability to recognise
abnormalities and inform their clinician in preventing severe RhD HDFN.

Keywords: haemolytic disease of newborn, erythroblastosis foetalis, newborn haemolytic disease, rhesus factors, blood
group incompatibility

are cleared from the circulation by splenic macrophages
resulting in haemolysis and hyperbilirubinaemia (Keohane
et al 2016).

Introduction

RhD haemolytic disease of the newborn (RhD HDFN)
involves the destruction of foetal red cells (RBCs) by

maternal 1gG antibodies that enter the foetal circulation RhD HDFN is now uncommon due to the introduction of

during pregnancy (Delaney and Matthews 2015). This
occurs when a RhD-negative woman carries a RhD positive
foetus due to the RHD gene inherited from the father
(Hassan et al 2019).

If primigravida, and there is no history of sensitisation, the
baby is unlikely to be affected as a weak primary response
involves elevated IgM antibodies which cannot cross the
placenta and is therefore insufficient to cause haemolysis
(Hassan et al 2019). However, feto-maternal haemorrhage
(FMH) events can lead to the development of I1gG anti-D
if no anti-D prophylaxis administration was given (Hassan
et al 2019). Once IgG anti-D from the mother crosses the
placenta, RhD-positive foetal RBCs become sensitised and
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anti-D immunoglobulin prophylaxis in the mid-late 1900s.
Whilst the survival of affected foetuses is now greater
than 90% and routine anti-D prophylaxis is common,
cases of RhD HDFN are still reported. We describe a
case of RhD HDFN in a newborn of a 34-year-old woman
with a history of missed abortions. The case illustrates
the importance of anti-D prophylaxis after potential
sensitising events in primigravida and multigravida women
and the consequences of the lack of patient-clinician
communication resulting in severe HDFN.

Case history

The patient is a RhD-positive newborn male delivered via a
caesarean section at 39 weeks gestation due to suspected
RhD isoimmunisation from the mother. The mother is a
RhD-negative 34-year-old female with clinical notes of
vaginal spotting and a history of missed abortions. The
mother denied history of any anti-D prophylaxis.

Results

The mother was confirmed to be AB RhD-negative, with
negative antibody screens up until 28 weeks gestation.

Australian Journal of Medical Science May 2021 Vol. 42 No. 2



Table 1. Cumulative full blood count results of the patient. Note the marked anaemia with marked macrocytosis at birth and 6
hours after birth. Results for 1 day and 3 days are post-transfusion results. Flagged results are in red. Reference ranges
were obtained from Tran (2019).

Parameter At Birth 6 hours 1 day 3 days Reference Range
Haemoglobin (g/L) 54 (---) 56 (---) 149 155 145 -225
RCC (x10'2/L) 0.9 () 43 4.6 40-6.6
Haematocrit (L/L) 0.14 (---) 0.42 0.46 0.45-0.67
MCV (Hassan et al) 157 (+++) 98 100 95-121
MCH (pg) 35 34 31-37
MCHC (g/L) 354 336 310 - 365
RDW (%) 23.8 315 11.0-15.5
Platelet Count (x10°/L) 105 (-) 98 (--) N/A 56 (--) 150 - 550
WCC (x10°/L) 35.3 (++) 30.1 (++) 28.2 (++) 33.0 (++) 9.0-34.0
Neutrophils (x10%/L) 15.2 (+) 9.9 12.4 (++4) 16.5 (++) 5.0-21.0
Lymphocytes (x10°/L) 6.0 6.3 5.6 7.9 2.0-11.0
Monocytes (x10°/L) 1.8 0.6 2.5 4.0 (++) 0.2-25
Eosinophils (x10°/L) 1.41 (++) 2.41 (++) 1.41 (++4) 1.32 (+4) 0.1-1.0
Basophils (x10%/L) 0.00 0.30 (+) 0.00 0.00 0-0.20
Metamyelocytes (x10%/L) 4.59 5.72 3.38 0.33

Myelocytes (x10%/L) 3.88 2.11 0.28 0.99

Promyelocytes (x10°/L) 0.35 0.90 0.00 0.33

Blasts (x10°/L) 2.12 1.81 2.54 1.65

Band Forms (x10%/L) 2.12 0.00 2.82 2.64 0-1.4
NRBC/100WBCs 388 628 750 465 0-7
Reticulocytes (%) 24.2 56.8 3.0-7.0
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Figure 1. (A-B) Blood film showing erythrocytes at various maturation stages and apoptotic bodies present at birth of the RhD
HDFN neonate. (A&B: Giemsa/Wright stain; x500 and x1000 respectively). (C-D) Blood film showing abundance in
nucleated red cells, marked polychromasia and early myeloid cells 6 hours after birth. (C&D: Giemsa/Wright stain; x500
and x1000 respectively). All photomicrographs were taken on a Nikon DSRi2 microscope camera..

At 28 weeks, antibody screening was positive and anti-D
was identified. The anti-D quantitation was <4 |U/mL,
which suggested an unlikely risk of RhD HDFN. The anti-D
titre was reported to have increased to 4096 by 38 weeks.
Paternal antigen typing indicated the father as type A
RhD-positive with RhD homozygosity.

From 28 weeks to 39 weeks, the mother and foetus
were closely monitored and supported until delivery
was appropriate. The full blood count results at birth
showed a marked anaemia with normochromic RBCs,
mild anisopoikilocytosis, numerous round macrocytes and
marked polychromasia (Table 1). A moderate leucocytosis
due to mild neutrophilia and moderate eosinophilia was
present along with a mild thrombocytopenia. The blood
films, in figs 1A-D, showed an abundance of nucleated
red cells (nRBCs) at various stages of maturation, and
early myeloid cells with a calculated immature:total (IT)
ratio of 0.50.

Biochemical testing indicated markedly elevated
creatinine and urate, along with increased bilirubin, lactate

dehydrogenase and liver enzymes. A low bicarbonate
with an increased anion gap and hypoalbuminaemia
was also reported. Macroscopically the specimen was
moderately haemolysed, severely icteric and slightly turbid.
Hyperbilirubinaemia of >400 umol/L (normal reference
range: 17-170 umol/L) 2 days after birth was confirmed to
be predominantly unconjugated.

Blood banking results confirmed type A RhD-positive
for the foetus, and an antibody identification of anti-D
resulting in a strong (4+) positive 1gG specific response
in the direct antiglobulin test (DAT). Cord blood elution
was also consistent with strong anti-D sensitisation on
neonatal RBCs.

Blood investigations (severe anaemia with reticulocytosis,
positive DAT, mother with anti-D isoimmunisation and high
quantification of anti-D) supported the diagnosis of severe
HDFN due to anti-D isoimmunisation. The mother received
1 vial of prophylactic anti-D within 72 hours post-delivery.
Two paediatric packs of O RhD-negative packed cells were
transfused to the neonate under Australian and New
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Zealand Society of Blood Transfusion guidelines to treat
the anaemia, and phototherapy was required for treatment
of hyperbilirubinaemia. Monitoring of potential sepsis was
undertaken as required and fortunately the condition of
the newborn improved.

Discussion

In severe RhD HDFN, the free haemoglobin that results from
the spleen trying to clear maternal IgG anti-D bound RBCs is
metabolised into bilirubin which is conjugated by the liver.
However the haemolysis is so severe that extramedullary
haemopoiesis in the liver and spleen occurs resulting
in hepatosplenomegaly. In conjunction the connection
from the maternal circulation is severed at birth leading
to the inability of the foetal liver to maintain bilirubin
breakdown (Delaney and Matthews 2015). Bilirubin-
induced encephalopathy becomes a risk factor for the
neonate, along with kernicterus due to the undeveloped
neonatal blood brain barrier that allows for water insoluble
unconjugated bilirubin to pass and bind to lipids in the brain
(Urbaniak and Greiss 2000). Additionally, hepatic failure
leading to hypoalbuminaemia results in oedema and ascites
(Delaney and Matthews 2015). In the worst-case scenario,
the heart struggles to maintain adequate cardiac output
resulting in death (Delaney and Matthews 2015).

It is important to prevent RhD isoimmunisation to
avoid erythroblastosis foetalis and kernicterus in
neonates affected by RhD HDFN. As a prevention of RhD
isoimmunisation, many countries including Australia
have guidelines regarding to administration of antenatal
and postnatal anti-D immunoglobulin prophylaxis in all
non-sensitised RhD-negative women (Hassan et al 2019).
Based on The Royal Australian and New Zealand College of
Obstetricians and Gynaecologists (RANZCOG) Guidelines
for the use of RhD immunoglobulin (Anti-D) in obstetrics
in Australia, pregnant RhD-negative women are given 625
IU RhD prophylaxis injected intramuscularly in week 28 and
34 of gestation (Royal Australian and New Zealand College
of Obstetricians and Gynaecologists 2019). A history of
missed abortions should correlate with a history of anti-D
prophylaxis, however this was denied by the mother
in the case described here (Royal Australian and New
Zealand College of Obstetricians and Gynaecologists 2019).
Past antibody screens may indicate that she was either
sensitised previously with low numbers of RhD-positive
RBCs that resulted in antibodies too low to detect in vitro;
or that she developed anti-D in the third trimester. Neither
scenario can be excluded, as it was later confirmed that
the mother had a feto-maternal haemorrhage during late
pregnancy without informing the clinician.

The incidence of FMH is high in each trimester with a
56%, 63% and 71% chance respectively (Geaghan 2011).
One study shows that foetal red cell volumes of 0.07

mL, 0.08 mL and 0.13 mL respectively, are sufficient in
causing sensitisation (Geaghan 2011). However it has
been reported that as little as 0.01 mL with potent
Rh antigenicity is sufficient for sensitisation to occur
(Geaghan 2011). Without prophylaxis, isoimmunisation
occurs in approximately 16% of RhD-negative mothers
carrying a RhD-positive foetus (Geaghan 2011).

Prevalence of isoimmunisation varies significantly in
women of childbearing potential and the possibility
varies between populations based on the prevalence
of blood group antigens and the barriers in prenatal
testing. Frequency of RhD negativity is estimated at 15-
17% among Europeans and North Americans, 3-8% in
Africans and Indians, and 0.1-0.3% in the Asian population
(Webb and Delaney 2018). However despite its low RhD
negativity prevalence, the rates of anti-D in women of
childbearing potential are as high as 2-12% in Africa
(Webb and Delaney 2018). This is due to limitations in
prenatal testing in contrast to a separate study in the
United States that reports a rate of RhD isoimmunisation
of 1.5% third trimester prophylaxis reducing this figure to
approximately 0.1% (Geaghan 2011).

It has been reported that 83% of severe HDFN cases
are due to previous pregnancy, which emphasises the
importance of anti-D prophylaxis in not only multigravida
women but also primigravida women post-delivery and
after potential sensitising events (Webb and Delaney
2018). Recognition of potential sensitising events
including miscarriages, trauma, missed abortions and
transfusions should be diligently recorded, along with
prophylactic administration. Additionally, the importance
of patients being able to recognise abnormalities in
pregnancy, and the ability to trust in their clinicians is
critical in identifying and preventing severe RhD HDFN.
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ORIGINAL ARTICLE

The diagnostic challenge in a giant midline neck mass: spindle cell
pleomorphic lipoma versus soft tissue tumours
Nor Rahimah Aini ', Nurul Atiah Mohd Ali 2, Maryam Ahamad Sharifuddin 2,

Sharifah Emilia Tuan Sharif 2 Norhafiza Mat Lazim’
" Department of Otorhinolaryngology- Head & Neck Surgery, School of Medical Sciences, Universiti Sains Malaysia,

Health Campus, Kubang Kerian, Kelantan, Malaysia
2 Department of Pathology, School of Medical Science, Universiti Sains Malaysia,

Health Campus, Kubang Kerian, Kelantan, Malaysia

Abstract

Spindle cell/pleomorphic lipomas are uncommon subtypes of benign lipomatous tumours. They typically occur in the
subcutaneous fatty tissue of the posterior neck, back and shoulder. They rarely affect the anterior neck region, especially
excessive sizes (greater than 10 cm in length or weighing over 1000 grams). In a long-standing case it is critical to exclude
soft tissue tumours or malignant transformation or liposarcoma because of different therapeutic approaches. Thus
detailed histopathological examination is a pre-requisite. We report a rare case of a giant spindle cell/pleomorphic
lipoma of the anterior neck. The tumour was successfully removed surgically. The histopathology revealed spindle cell/
pleomorphic lipoma with the presence of atypical cells. The diagnostic challenge is highlighted, especially the difficulties
in distinguishing spindle cell/pleomorphic lipoma from liposarcoma as this influences the different treatment regimens
required. No recurrence has been noted up to eight months after surgery and the patient has had an excellent functional
and cosmetic outcome.

Keywords: spindle cell/pleomorphic lipoma; liposarcoma; neck mass

long-standing mass, which determines specific treatment
approaches. A rare case of a giant spindle cell/pleomorphic
anterior neck lipoma has been identified and, to our
knowledge, it is the first reported in the literature for this
rare lipomatous tumour entity with abnormal size in the
anterior region of the head and neck.

Introduction

Adipocytic tumours represent an extremely heterogenous
category of clinical and morphologically distinct lesions.
These types of tumours often present a diagnostic
challenge, especially when dealing with a rare subtype
that includes spindle cell/pleomorphic lipomas (SC/PLs).
Lipomas are frequently identified in the head and neck area

as soft tissue tumours. The diagnosis of atypical lipomatous
tumours (ALT) should always be excluded when the tumour
reaches an abnormal size of greater than 10 cm in length or
weighing more than 1000 grams (Copcu and Sivrioglu 2005).
There is a high likelihood of malignant transformationin a

Address correspondence to:

A/P Dr Norhafiza Mat Lazim

Department of Otorhinolaryngology

School of Medical Sciences,

Universiti Sains Malaysia,

Health Campus, Kubang Kerian, Kelantan, Malaysia
E-mail: norhafiza@usm.my

Case report

A 49-year-old man presented with a two year history
of a painless anterior neck swelling which was slowly
progressing in size. The lesion started at the left submental
region and extend to the right submental region as the
mass grew bigger. Local examination revealed a huge well-
defined anterior neck mass measuring 37cm x 27cm in
transverse and longitudinal dimensions, respectively. The
mass extended from the submental region, inferiorly to the
cricoid cartilage, and laterally up to the anterior border of
sternocleidomastoid muscle. The mass appeared soft to
firm, mobile, non-tender and not attached to the underlying
skin (Figure 1). No other lymphadenopathy was noted.

Contrast enhanced computer tomography (CT) of the
neck showed a large well- defined, minimally enhancing,

Australian Journal of Medical Science May 2021 Vol. 42 No. 2



Figure 1. Pre-operative photograph of patient with huge submental mass (red arrow).

slightly heterogenous mass at the anterior aspect of neck
and extending from the submandibular region to the
supraclavicular region. The mass measured approximately
11.7cm x 10.3cm x 7.5cm and had fat components;
calcifications were not seen (Figure 2). No clear fat plane
was seen between the mass and platysma muscle anteriorly
and posteriorly the mass mildly compressed the larynx to
the left.

Asurgical excision was performed under general anaesthesia.
A planned skin excision was marked on the skin surface. The
anterior neck was exposed and the skin incision following
the skin tension lines was made. The platysma muscle was
divided and superior and inferior flaps were raised. A well
capsulated mass was located at midline of the anterior
neck. The base of the mass extended from the hyoid bone
superiorly to the thyroid cartilage inferiorly and laterally
to the medial border of sternocleidomastoid muscle. No
cervical node enlargement was noted and the muscular
diaphragm of mouth was preserved. After deliverance of
the mass, the inferior flap was brought over the superior
flap and the redundant skin was then removed.

Post-operative histological examination showed a round
intact encapsulated mass, measuring 12.6cm x 11.0cm x
7.0cm and weighing 1083grams. The outer surface was
smooth with prominent vasculature (Figure 3). Dissection
revealed a circumscribed and encapsulated lesion

composed of predominantly homogenous greyish white,
myxoid to gelatinous material. A few small yellowish
foci ranging from 1.0-1.4 cm were seen. There were no
solid areas or papillary lesions noted. Microscopically,
the lesion is was composed of two main components
comprising adipocytes and spindle cells. The adipocytes
were predominantly uniform with focal areas of slight
variation in sizes, in the background of myxoid to pinkish
collagen embedded spindle cells. The spindle cells were
bland with no specific pattern. Scattered floret cells with
occasional cells showing mild atypia were seen, however,
no definite lipoblasts were detected. Thick ropey collagen
and scattered mast cells were seen in the background
which were the clue for the diagnosis (Figure 4). In some
areas, loose myxoid stroma with prominent, arborizing,
thick walled blood vessels were noted. The spindle
cells showed diffuse and strong positivity for CD34, but
negative for S100.

The post-operative course was uneventful and the patient
was discharged on the third postoperative day. He was
seen at one week postoperatively with no functional
impairment and good cosmetic result (Figure 5). He
had no evidence of recurrence up to twelve months
postoperatively.
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Figure 2. Contrasted Enhanced Computer Tomography imaging. A large well-defined minimally enhancing slight heterogenous
mass at anterior aspect of neck with fat components (red asterisk *) in axial (A) and sagittal view (B).

Figure 3. On gross dissection, the mass appeared round with capsule intact. The outer surface was smooth with prominent
vasculature.

54 Australian Journal of Medical Science May 2021 Vol. 42 No. 2



Figure 4. Microscopic features of the case presented. (A) Admixture of two components which are adipocytes and spindle cells (red
arrow) (H&E, X200). (B) The spindle cells are bland-looking and embedded within a myxoid background. Thick rope-like
collagen and mast cells (arrows) are also seen (H&E, X400). (C) Occasional floret cells are present (H&E, X400).
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Figure 5.

Discussion

Spindle cell lipoma is a discrete lipoma subtype with
a distinct morphology and molecular profile. Several
genetics studies in the 1990s showed that spindle cell
lipoma and pleomorphic lipoma share the same defects,
specifically losses of 16q and 13q (Van Treeck and Fritchie
2019). Recent cytogenic research revealed that the loss of
protein expression of retinoblastoma (Rb) associated with
13q deletions found in SC/PLs helped to distinguish SC/PLs
from ALT or other histologic mimics, such as hibernoma,
deep angiomyxoma and angiomyofibroblastoma (Chen
etal 2012).

The majority of SC/PLs usually occur in males between
the fourth and eighth decades of life as a solitary,
painless, subcutaneous mass in the posterior neck,
shoulder and upper back, whereas 20% of SC/PLs occur
elsewhere including the extremities, face and trunk
(Goldblum et al 2013). Most tumours appear as a well
circumscribed subcutaneous mass and seldom exceed
6 cm. Liposarcoma, on the other hand, occurs more
often as a larger mass at a deep position, such as in the
retroperitoneum or in the musculature of the lower
extremities with infiltrative borders (Shmookler and
Enzinger 1981). In contrast with the posterior neck, the
existence of this tumour in the anterior neck is rare and
to our knowledge, only one case has been recorded in an
almost similar tumour position (Munakata et al 2020).
Although the tumour may appear to be aggressive due to
its enormous mass and unusual location, the microscopic
features actually portray a non-aggressive result instead,
which is indeed a diagnostic challenge for this particular
case.

Three- month follow up photographs. The previous incision scar is currently well covered with a beard.

SC/PL tend to be firm, yellow-pink to yellowish-grey, well
circumscribed and often encapsulated macroscopically.
Usually, the average size is 4-5 cm in diameter, although
there was a case recorded up to 14 cm (Eryilmaz et al
2007). Microscopically, SC/PLs have diversity in morphology
and can display characteristics of spindle cell lipomas and
pleomorphic lipomas. The real problem is when just one
predominant characteristic is displayed. The function of
immunohistochemistry (IHC) is crucial and significant when
this is the case. SC/PL generally displayed a good diffuse
IHC profile of CD34 positive/S-100 negative. Occasional
lipoblasts may be observed in SC/PL, but there is typically
no infiltrative development, necrosis, atypical spindle
cells, bizarre pleomorphic cells, pleomorphic lipoblasts
and substantial mitotic activity (Van Treeck and Fritchie
2019). The lipomatous atypical spindle cell tumour is the
new terminology that was recently introduced to describe
SC/PL with atypical spindle cells, loss of Rb gene and
immunonegative for MDM2/CDK4 by IHC or fluorescence
in-situ hybridization (FISH). It was therefore inferred that
this was the SC/PL spectrum, but not ATL by molecular
classification (Cheah et al 2015). This case, however,
has a typical SC/PL characteristic with the inclusion of
adipocyte-spindle cell admixture in the collagen context.
No compelling evidence of atypical stromal cells, infiltrative
growth patterns, necrosis or repeated mitosis was found
in uncommon places, despite the large scale tumour.. In
this case the presence of an encapsulated lesion, dense
ropey collagen, distributed mast cells backed by CD34
positive/S-100 negative IHC profile strongly supports the
diagnosis of SC/PL (Cheah et al 2015).

As to the difference in the ratio of adipose and non-adipose
elements, SC/PL has variable imaging appearances and no
pathognomonic for diagnosis (Bancroft et al 2003). Several
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imaging characteristics have been shown to increase the
probability of sarcoma-containing fat, such as large lesion
size (more than 10 cm), thick septation, nodular or mass-
like areas, and decreased macroscopic fat composition
(less than 75%), although calcification is three times more
likely to occur in liposarcoma in CT scans (Jelinek et al
2020; Younan et al 2018). Lee et al (2013) recorded
almost identical CT scan images to those we obtained;
well-defined, non-infiltrative, heterogeneous hypodense
mass with limited enhancement, lack of calcification and
associated cervical lymphadenopathy (Lee et al 2013).
Imaging characteristics and demographics, however, are
not sufficient to distinguish between SC/PL and the ALT. The
diagnosis should be determined immunohistopathologically
with perhaps ancillary cytogenetic analysis in problem cases
(Younan et al 2018).

The gold standard treatment procedure for SC/PL s surgical
excision with clear margins. With low recurrence rate,
surgery provides excellent results (Digregorio et al 1992).
Some literature indicates simple enucleation and blunt
dissection, especially when dealing with the position of
the tumour near vital structures (Bryant 1987). Because of
its benign nature, radical deforming surgery must not be
considered for SC/PLs (Digregorio et al 1992). This differs
from the therapeutic approach for liposarcoma where
the only curative means for localised disease is complete
surgical resection. The outcome of adjuvant therapy
including radiation, chemotherapy and targeted drug
therapy for metastatic and unresectable disease remains
controversial (Guan et al 2015). A distinction between
SC/PL and liposarcoma is therefore important in order to
prevent needless overtreatment.

Conclusion

In summary, we report a rare case of giant SC/PL of the
anterior neck. The varied morphology and structural
characteristics with SC/PL's make both imaging and
immunohistopathology a diagnostic challenge. To distinguish
this tumour from liposarcoma, a biopsy with ancillary
laboratory assessment tools and immunohistochemical
staining is indicated. This is important because the
management of benign lipoma varies from liposarcoma
the latter involving clearance of the neck nodes as well as
adjuvant radiation.
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TRANSFUSION SCIENCE Qualification for the Fellowship is by EXAMINATION

in one of the eight disciplines.

Candidates for the Fellowship must have been
CLINICAL BIOCHEMISTRY members for a minimum of two years and must meet

certain other criteria.

CYTOLOGY The Fellowship program is modular - candidates must
complete:

e two compulsory modules

HAEMATOLOGY

e two elective modules

® aviva voce examination
ANATOMICAL PATHOLOGY e ascientific diseration OR a successful
relevant research degree thesis completed
within the last two years (eg Honours,

IMMUNOLOGY Masters, PhD); OR a relevant paper

published in a peer reviewed journal.

MICROBIOLOGY
To enrol in the Fellowship program or for further

. . information please contact the AIMS National
GENERAL (including Core Laboratory) ppmgrams Manager:

Ph: +61 7 3876 2988

E mail: programs@aims.org.au
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qualified v/

accmlsw e

Australian Council for the Certification of the Medical Laboratory Scientific Workforce

Why become certified?

Your status as a certified medical laboratory professional is a public guarantee that you are qualified, competent and
continuing your professional development.

Recognition of scientific qualifications;

Certification aligned with competency development and assessment processes;
Acknowledgement of participation in continuing educational activities;
Increased professional credibility and prestige in the industry;

Support of industry standards;

Demonstrated commitment to superior professionalism;

Advantage in the recruitment process.

https://accmlisw.wildapricot.org/
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Australian Joumal of Medical Science
PO Box 1911

Milton OLD 4064
Australia

E-mail: programs@aims.org.au




