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 CAREC/PAHO/WHO European Union 
 

A European Union funded Project 
 

Strengthening of Medical Laboratory Services in the Caribbean 
 

Laboratory Management System Advisory Committee 
Microbiology Standard Methods Drafting Group Meeting 

 
August 7th – 11th, 2006 

Cascadia Hotel, St. Anns, Port of Spain, Trinidad 
 
 

Agenda 
 

                       
Meeting Objectives 

 
• To familiarize members of the Microbiology Standard Methods Drafting Group with the 

CAREC “Strengthening of the Medical Laboratory Services in the Caribbean” Project 
context, objectives and major strategies 

• To agree on terms of reference for the Microbiology Standard Methods Drafting Group 
• To produce a package of Standardized Operating Procedures as defined by the 2nd 

Microbiology Advisory Sub-Committee 
 
 
 
 

Terms of Reference for 2nd Microbiology Advisory Committee Meeting 
 

• Agree on a format for standardized SOPs 
• Produce packages of a number of prioritized standard methods, as defined by the 2nd 

Microbiology Advisory Sub-Committee 
• Initiate the process for the standard methods framework 
• Develop the strategies and plans for translating the recommended model into practical 

and acceptable solutions for the Microbiology systems of the region 
• Undertake any relevant tasks 
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Monday 7th August, 2006 
 
8:30  REGISTRATION 

9:00 Welcome, Introduction, Agenda Overview & Meeting Objectives  
  Ms. Julie Sims – Laboratory Technical Specialist – CARIFORUM SMLS Project 
 

SESSION 1 - REVIEW   

9:30 Feedback from Standard Methods Working Group / Review of Previous Meeting 
  Feedback and Questions 
  Ms. Julie Sims 
 
10:00 Format  - Principle / Introduction 
     Scope 
     Authorization 
     Sample Storage and Disposal 
     Serology 
     Document Control 
     Amendment Procedure 
  Dr. Harold Richardson - Facilitator 
 
10:30 B R E A K 

10:45 Overall Format - Amount of Background information 
     Placement / number of flow charts 
     Title 
     Document Control 
     Amendment Procedure 
  Dr. Harold Richardson 
 

  Review of Previous SOPs – 
     Additional Requirements 
     Flow Charts 
  Dr. Harold Richardson 
 

12:30  L U N C H 

SESSION 2 – OPERATIONALISING THE GROUP  

1:30 Formation of Working Groups 

 Additional SOPs Required by the Group - 
    Sputum 
    Rejection SOP 
    SOP for writing these SOPs 
    Inoculation of Media 
    Car-Parking Lot 
 Timeframes for Meeting 
 Dr. Harold Richardson 
                                                
SESSION 3 – STANDARDISING METHODS 

2:00 Standardising Methods – Group Work 

          
  
Tuesday 8th August, 2006 
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8:30  Review of Day 1 - Dr. Harold Richardson 
 

9:00 Standardising Methods - Group Work  
 

10:30 B R E A K 

 
10:45 Standardising Methods - Group Work 
  
  
12:30 L U N C H 

                                               
1:30 Standardising Methods - Group Work 
 

3:15 B R E A K 

 
3:30 Standardising Methods - Group Work 

 

 

 

 

Wednesday 9th August, 2006 

 
8:30  Review of Day 2 - Dr. Harold Richardson 
 

9:00 Standardising Methods - Group Work  
 

10:30 B R E A K 

 
10:45 Standardising Methods - Group Work 
  
  
12:30 L U N C H 

                                               
1:30 Standardising Methods - Group Work 
 

3:15 B R E A K 

 
3:30 Standardising Methods - Group Work 
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Thursday 10th August, 2006 

 
8:30  Review of Day 3 - Dr. Harold Richardson 
 

9:00 Standardising Methods - Group Work  
 

10:30 B R E A K 

 
10:45 Standardising Methods - Group Work 
  
  
12:30 L U N C H 

      
1:30 Standardising Methods - Group Work 
 

3:15 B R E A K 

 
3:30 Standardising Methods - Group Work 

 

 

 

 

Friday 11th August, 2006 
 
8:00  Review of Day 4 - Dr. Harold Richardson 
 

9:15 Standardising Methods - Group Work 
 

10:30 B R E A K 

 
10:45 Presentations and Feedback – Plenary Session 
   
  
12:30 L U N C H 
 
SESSION 4 – OPERATIONALISING OF DRAFTING GROUP  

      
1:30 Individual Roles within the Group – Plenary Session 
  
3:15 B R E A K 

 
3:30 Wrap Up and Next Steps - Dr. Harold Richardson 
 
 



Rapporteur’s Report on the 2nd Standard Methods Drafting Group Meeting, August 2006 

 
1 Welcome 

 
Ms. Sims welcomed the participants and the meeting facilitator, Dr. Harold Richardson, 
to the second of two working meetings of the Microbiology Standard Methods Drafting 
Group.  After the participant introductions, Ms. Sims gave an overview of the agenda for 
the meeting and in introducing her presentation on the August 2005 meeting of the 
Standard Methods Working Group, she reminded the participants that the purpose of the 
previous and present meetings is to produce some Standard Methods SOPs during the 
timeframe of the SMLS Project, in order to benefit from the funding currently available 
and for evidentiary use in seeking support for the writing of SOPs in the future.   

 
 

SESSION 1:  Review 
 

2 Feedback from the Standard Methods Working Group Meeting, 
August 2005 

 
After reviewing the terms of reference of the Sub-Committee and the aims of the working 
groups, Ms. Sims specified the recommendations emerging from the meeting on the 
production of SOPs relating to the prioritization of the methods and the sourcing of 
validated SOPs for consideration by the working groups.  She differentiated between 
regional SOPs, which would incorporate a variety of validated methods so that a single 
SOP could be used at all levels of laboratory service and national SOPs, which are 
definitive but refer to a minimum standard and are graded to different levels of the 
laboratory service.   
 
Ms. Sims then enumerated the items to be included in the SOPs as decided in the 
meeting, stressing that this week participants would have to refer to the list while 
creating draft SOPs, to ensure that all items on it are covered. The respective roles of 
the Caribbean Regional Microbiology Council and of the drafting group mandated by it 
were clarified.  The proposed framework for taking the standardization of SOPs forward 
was demonstrated.  The drafting group will feed its outputs to the Standard Methods 
Sub-Committee which, in turn, liaises with the Regional Microbiology Committee which 
meets annually. The consultation process and its timeframes were reviewed and the 
point made that, since the process takes one year, the meetings of the Standard 
Methods Drafting Group are taking place now in order to “kick-start” the process. 
 
In future the National Laboratory Advisory Committees will need to ensure that the 
standardization initiatives are incorporated into National Strategic Plans, to ensure that 
funding and development is ongoing.  Feasibility studies and cost benefit analyses may 
in some cases demonstrate the potential for improved health care and reduced hospital 
costs. 
 
The presentation forms Appendix 1. 
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3 Feedback from the 1st Standard Methods Drafting Group 
Meeting, June 2006 

 
Fourteen standard methods were produced at this meeting, reviewed by Ms. Sims for 
format, content and further work and compared to published standard methods. She 
noted that the SOP on female genital specimens is incomplete. As a result of her review, 
she recommended: 
 

 Replacement of “Principle” by “Introduction”, as there is a need to give 
background data 

 Discussion on a definition of the term “Scope” 
 Clarification of what is meant by “Further Work-up” 
 Removal of Serology as a heading and its inclusion in “Further Work-up” 
 Replacement of “Instructions for Examination” by “Examination Procedures” 
 Transfer of “Specifications for Storage and Disposal” to a position towards the 

end of the format 
 Clarification of what is meant by “Required Quality Control” 
 Inclusion of “Authorization” on the title page 
 Standardization of the titles (for ease of retrieval of SOPs) 
 Standardization of “Purpose” 
 Inclusion of an introduction which laboratories can use or précis for their own 

SOPs, especially as there are many new tests 
 Listing of safety instructions specific to the methods 
 Listing of specific rejection criteria 
 Listing of clinical data which is specific and relevant to the test and method 
 Tabulation of materials and reagents 
 Use of numerical form to list the individual components of examination 

procedures 
 Inclusion of guidelines for sample storage and disposal 
 Inclusion of specific reasonable pitfalls and limitations 
 Filling of all headings 

 
Recommendations made for the current drafting exercise were to: 
 

 Complete all headings 
 Supply a flow chart using the appropriate shapes. An SOP full of writing and 

annotation is not acceptable for accreditation 
 Complete a flow chart before the SOP is written and amend it later if necessary 
 Refrain from referring to SOPs which are not part of our remit and to local SOPs 

which may never exist (e.g. Health and Safety)  
 Include the actual methods, rather than referring to SOPs from other 

organizations 
 Read the reference material supplied 
 Ensure that all methods are evidence-based, so that they can withstand 

international scrutiny 
 Remember to make the draft appropriate for laboratories which have and those 

which have not, as it is a regional SOP. Remember that in some territories there 
is no Biosafety cabinet, whereas others have a Biosafety cabinet and, for 
example, a DNA probe.  

 Utilize published and validated methods, not local, non-validated ones 
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Ms. Sims indicated the need for further work on: 
 

 Amendment procedure 
 Title page 
 Authorization 
 The “look” of the SOPs 
 The list of “authors” 

 
The presentation forms Appendix 2. 
 
Ms. Tyrell-Langevine requested further definition of the term “Responsible Personnel” 
and asked why “Pitfalls” and “References” were placed together. It was indicated that 
this would be dealt with in due course. 
 
In response to Ms. Sims’ request for feedback on developments in country since the last 
meeting in June, the following feedback was given: 
 

 Mr. Scavella reported that other labs have been requesting material and 
feedback on what is taking place. He has written an SOP on how to write SOPs 
and will find out how effective it is when he returns home.  Getting others 
involved is difficult. Feedback goes through the National Laboratory Advisory 
Committee or through informal chats, which seems to be the only way to update 
people in a timely fashion 

 Ms. Leito shared information with her colleagues 
 Mr. Bayley went through the draft SOPs with his Heads of Department and 

encountered some skepticism but when he pointed out that they were drafts, 
there was renewed enthusiasm. At present they are using a mixture of old and 
new SOPs and are on a path of continuous improvement. 

 Ms. Pollard has passed the SOPs to her Microbiologist. She has completed 3 
SOPs and has promised her colleagues in Haematology to pass the format to 
them. 

 Mr. Wanga stated that his colleagues were glad he was coming to the meeting, 
as they have problems with technologists writing SOPs, which sometimes takes 
more than a year.  They will benefit from regional SOPs and with the template 
emerging from this group’s work, they will be able to write more SOPs.  He 
specified that in Curacao, in the section “Principle”, some aspects of why the 
SOP is being written are included 

 Mr. Blades indicated that there are problems with the SOP for stools 
 Ms. Wilson Pearson shared her folder with the Laboratory Manager. A list of 

required reagents is being written up and when they arrive, the SOP can be 
implemented. Information was shared with staff in house on ESBLs. Staff 
researched and presented the topic. 

 
Dr. Richardson pointed out the importance of agreement on and understanding of the 
underlying approaches to the writing of SOPs and how they fit into the overall 
management of the lab. Before you write an SOP, you should have a clear 
understanding of why you are writing that SOP. This takes you back to the policy 
statement. You must determine what you intend to see happen e.g. “to ensure that all 
bacterial pathogens are identified from all samples received.” Such a statement of intent 
drives everything which follows.   
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 Before you write an SOP, you must do a process flowchart.  A process is a clearly and 
succinctly stated set of steps which must occur for a policy to be fulfilled.  A policy is for 
the attention of the Board of Governors of a hospital and a process is for the laboratory. 
A procedure takes each of the process steps and gives detailed instructions to one 
individual on how to carry out that step.  A process flowchart should be created for the 
SOPs written at the last meeting when they are reviewed at this meeting.  ISO 15189 is 
a process-based accreditation body and assessors will look first at process flowcharts. 
They only look at procedures to ensure that the process is working.  ISO 17025, the 
standard for testing and calibration labs, is a procedure-based and goes through test by 
test.   
 
Microbiology is now seeing the same trends that have existed in Chemistry and 
Haematology for years (VITEC 2, Walkaway 96 SI as Mr. Scavella has, Microscan) and 
this conditions what the SOP should actually say. “Principle” is more relevant to 
Chemistry than to Microbiology, where it is more important to say what the SOP is 
intended to do. Mr. Wanga commented that in the SOPs in Curacao, there is “Purpose” 
and “Principle” and in “Principle”, they state in 2-3 sentences what it is about.  An SOP is 
of no use if people do not use it, if the bench tech does not have it at the bench. As it is 
for use at the bench, the SOP should be practical and have meaning.   
 
Dr. Richardson specified that flow charts can be done diagrammatically, using 
international symbols or written in point form. VISIO, a Microsoft product which comes 
with Office and uses standardized symbols, can be used, but you have to buy a license. 
Staff education would be required if this is used.  Staff should be integrated into the work 
and commit to being part of the team. He also reminded participants that they are 
working on regional SOPs which serve 2 purposes. 
 

1. They give guidance to laboratories that are regional 
2. They provide a template for national laboratories and an opportunity to 

standardize each laboratory, bearing in mind that the scope of each will differ. 
 
They are the ultimate standard for the region.  You hope that the practices in national 
laboratories will reflect those of regional labs but they must also reflect national 
requirements.  Local SOPs should reflect national as well as local requirements.  
“Scope” should say clearly what the SOP is expected to do.  A different scope is not 
needed for each SOP. 

 
 

4 Format for Standard Operating Procedures 
 

Ms. Sims then proceeded to review the format for SOPs The revised version forms 
Appendix 3. Notably the following changes were made: 
 

 “Principle” was changed to “Introduction”, which would include principle where 
relevant 

 A key at the bottom of the flow chart is acceptable practice 
 Reagents are to be tabulated, for ease of use 
 “Further Work-up” was discussed at length and consideration given to the use of 

“Additional required work-up”, “Identification and confirmation of organism”, 
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“Additional testing.”  However, it was decided that this section was not needed, 
as its contents would form part of the examination procedure. 

 “Serological testing” was omitted  
 Procedures were classified as pre-examination, examination and post-

examination procedures. “Analysis” was changed to “Examination”, the term 
used in ISO 15189, a multi-disciplinary standard 

 The position of “Interpretation” in the format depends on what is meant by the 
term – reading of plates or interpretation of data 

 Quality Control was moved to the beginning of Section 9. 
  Sections 11 and 12 are post-examination procedures, and also include 

specimen storage and disposal. The latter must be simply guidelines for the 
region, as the actual details are determined by local conditions. This section will 
just give a minimum length of time for storage and the temperature for the 
storage, Dr. Richardson felt that such information should be included in both the 
pre-examination and post-examination sections. 

 
5 Authorization 

 
In discussing “Authorization,” Dr. Richardson made the points that: 
 

 The SOP is a controlled document, like policies and procedures.  
 A document must have a unique identifier 
 There must be a document to tell you what you have to do to produce an SOP 
 Each document should have a date and this date (6-8 characters) should be 

included in the version identifier.  
 In the Quality Management (QM) system, there should be a note of which staff 

member is authorized to make changes to an SOP. It is normal to put the 
authorization as a header. 

 Accreditors will want to see your controlled documents and your QM system (ISO 
9001 2000 gives specific information on how to set up a QM system) 

 The document control should include an identification of the laboratory, the title of 
the document, the version and the name of authorized personnel 

 Documents produced by this group should be described as “Draft version 1” etc.  
Before they are released to the community, they will be authorized by whoever is 
in control 

 
Ms. Sims requested that for this meeting, the groups submit their work through her, 
typed or hand-written on a separate sheet of paper and she will enter and track the 
changes.   
 
Further specifications re the format of the SOPs were: 
 

 The title will be standardized and will begin with reference to the sample 
 The “Purpose” will be a generic statement, the same wherever you are, e.g. “To 

ensure…” 
 A paragraph approximately will suffice for the “Introduction.”  It will state only 

what the bench tech needs to know in order to carry out the procedure 
successfully 

 “Scope” will be a generic statement 
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 “Responsible Personnel” will refer to the persons who can carry out the activities 
described in the procedures.  It was suggested that the section should be re-
named “Competency Requirements”.  ISO 15189 defines “competency” as a 
combination of education, training and experience. In some countries the law 
identifies what a technician/technologist can do. Inclusion of such definitions may 
assist labs in lobbying for appropriate staff.  Competency of staff has to be 
reassessed after a staff member’s absence of a year, for example.  Accreditation 
will require this.  There is an increase in literature on competency assessment 
and the emphasis is now on this and not on the ability to pass an exam.  It is 
possible to put the level of staff authorized or authorized to perform the test 
under supervision. HR will need to keep records of training and continuing 
education. 

 
 
A generic statement for use under “Scope” reflecting the ISO approach to “Scope” 
statements was then crafted and forms Appendix 4.  It was specified that: 
 

 The word “detailed” should be left in the statement, as we are producing regional 
SOPs, which provide a “variety of validated methods applicable for all levels of 
lab service”  

 “Evidence-based” simply implies that some level of evidence must be used, 
either the highest level (randomized, double blind method of control) or the 
lowest level (consensus) 

 
A generic statement for “Purpose” was constructed and is also included in Appendix 4.  
It was specified that: 
 

 The word “utility” should appear in the statement because many tests are still 
performed which have no utility to the patient. Testing, like health economics, 
should be outcome-driven 

 
It was decided that “Staff Competency Requirements” should replace “Authorized 
Personnel”, especially since this is a requirement for accreditation.   

 
Flowcharts can be constructed using a Word Document with rectangles for the steps, 
diamonds for the decision points (e.g. does the colony look like a pathogen?) and arrows 
for feedback loops and directions forward. They should be on one page only.  They may 
be diagrammatic flow charts, with a line listing of the steps. They may also take the form 
of a series of columns, one each for the key persons/groups involved in the steps. The 
process component is placed in the column of the individual(s) responsible for it and 
lines across the columns mark the path of the workflow. (See Section 2 page 44 of the 
binder issued in the June meeting for a CSLI example of this). 
 
Re placing of the flowcharts (possibly as an Appendix or in “Examination Procedures”), 
there is no fixed format for this. Some people put the flowcharts in Quality Manuals and 
in technical SOPs only deal with procedures.  Others include them at the beginning of 
the SOP.  Use the position you think will work the best.  
 
Ms. Sims added  a sputum SOP to the list. Rejection criteria, an SOP for writing SOPs 
(perhaps with input from Mr. Scavella) and inoculation of media are still to be 
considered. 
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The participants then divided into groups of 3 as follows to review the SOPs devised at 
the June meeting. 
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SESSION 2:  Operationalising the Group 

 
AFB                          Edé Tyrell Langevine, Alexis Pearson Wilson,  
MRSA                       Rayaad Khan, Allison Scavella 
TB   
                        
Cannulae and Tips     Elliot Samuel, Juliana Applewaite, Solitaire Parra Maza 
Genital swabs 
Parasitology 
 
CSF                           Monica Pollard, Heather Wint, Sonia Edwards, Anthony Bayley 
Gram Stain 
GPB Strep Screening 
Urine Microscopy 
 
Enteric                         Zobida Khan Mohammed, Valerie Levy, Edmund Blades 
VRE 
Throat sputum 
 
ESBL                           Helga Leito, Osric Wanga, Astrid Dirksz  
H/Influenzae  
Urine Culture 
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REVIEW 
 

6 Days 2-3 - Tuesday and Wednesday 8-9 August 
 

In plenary session during day 3, the participants reviewed, discussed and amended the 
SOPs version 1 which they had expanded on expanded on day 2. The following points 
arose: 

 
6.1 Flowchart for Sputum Microscopy to detect AFB (Appendix 5) 

 
 Re “Perform concentration technique”, the 3 techniques referred to are 1. 

Bleach 2. Sodium Hydroxide 3. Petroff.  It was pointed out that the group 
would need to do separate flow charts for the techniques and staining 
methods; including Ziehl Neelsen and that there is a symbol for a 
separate process. Discussion ensued on whether the flowchart should be 
a simply a process flow chart, or whether it should include procedures, as 
Ms. Sims pointed out that the Council and Working group had mandated 
the Drafting Group to include procedures. She supported this view and 
not like the idea of including flowcharts in the SOP, as people do not work 
from SOPs but from a flowchart at the bench. Also, this will ensure that 
the procedures become part of a controlled document and the possibility 
of technicians making alterations/annotations will be eliminated. Dr. 
Richardson made the point that inclusion of procedures in this chart 
would make it a charted overview of a procedure and not in accordance 
with the standard international convention on flowcharts, according to 
which they depict a process. Mr. Wanga expressed the fear that if you 
have procedures spelt out on the flow chart, the technicians will be 
unlikely to read the SOP for guidance. Also, if there is too much detail on 
the flowchart, it becomes confusing.  Ms. Levy felt that the policy of the 
laboratory should be that new techs go through the procedure manual 
and thereafter the flowchart is just a guide. The idea of a reference “see 
Appendix 1, 2 3” was rejected by Dr. Richardson as inappropriate on a 
process flow chart. He suggested 3 boxes at this point in the chart, each 
with the name of a concentration procedure and a summary chart with all 
the steps in the procedures and an arrow to redirect the reader to the 
“Perform concentration procedure” box. An elliptical shape should denote 
the start and end of the process. It was pointed out that a rectangle with 2 
lines at the side refers to another process. 
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6.2 Sputum Microscopy to detect AFB (including Flowcharts)( Appendix 

6) 
 

 Re “Scope”, there was discussion on the question of whether the phrase 
“where there is no Biosafety cabinet available” should be removed  

 
 Discussion on the entry under “Staff Competency Requirements” assessed 

various alternatives, such as “Head of Microbiology department or senior 
technologist or trained and competent laboratory personnel”, “trained and 
competent technician or higher” and “personnel trained and assessed as 
competent to carry out this procedure”, the latter suggestion made by Dr. 
Richardson. The question of how to word the entry to cover all eventualities, 
such as those arising in Point of Care (POC) testing, was raised. Ms. Sims 
suggested that the group refer to the wording used in the regional POC 
testing policy document and differentiate “in the laboratory…” and “in POC 
testing…” as the latter is a reality in the region and what we want is for the 
SOPs to be used.  Ms. Leito expressed the view that, as this is a regional 
SOP, it should set a standard for the region which can then be adapted in 
national SOPs. So the entry should be “a qualified technologist”. If this 
proviso is removed, there is no incentive for people to seek college 
qualification. Another suggestion was to specify that personnel providing 
testing should be supervised directly or indirectly. Dr Richardson noted that 
protection of the profession is to be provided by legislation, not in a flowchart. 
If you put the professional designations of those who are to perform the test, 
you must still include “trained and competent”, as a professional designation 
does not confer competency. Mr. Samuel spoke in favour of the use of 
“professional, trained and competent”, to support the profession in its struggle 
for recognition. It was finally decided that “trained and competent personnel” 
would be appropriate and include also the multi-purpose technicians of 
Guyana, trained by personnel qualified at the University of Guyana. Dr. 
Richardson endorsed the decision, saying that there are other means of 
promoting the profession than in an SOP. 

 
 Re 6.2, the concentration of the bleach was discussed. 10% household 

bleach was generally felt to be too strong and the bleach solution should be 
freshly made up each day. 

 
 Re 6.3 “Biosafety cabinets” to be spelt out 

 
 Re 6.4, adjust the wording to read “samples must be handled…  and “duty of 

each supervisor to provide the correct information and appropriate 
environment to the laboratory personnel carrying out the work” 

 
 Re 6.4 Should the BCG requirements and tuberculin requirement go in to the 

SOP? Discussion on this point was not completed.  
 

 Re 7.2.1 It should read “patient should be given an appropriate sterile 
container”.  The numbering of clauses is then adjusted 
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 Re 7.2.2 It is appropriate to require that the patient expectorate outside the 
building 

 
 Re 7.2.3 It should read “for labs without a certified level II Biosafety cabinet, 

the patient should be given a plastic wrap to cover the specimen. The patient 
must close the container, using the screw-capped lid after covering and 
securing the plastic wrap…” 

 
 Re 7.3 “Sample Transport”. The aim is to state that the sample should be 

processed within 48 hours. Consideration was given to the wording 
“Transport within 24 hours” “If the delay is greater than 2 hours, store on ice 
or in a refrigerator”. (CDC guidelines state that the result should be out within 
24 hours of receipt of the sample by the lab.) “When circumstances do not 
permit, sample should not be stored for more than 48 hours at 2-8ºC in the 
fridge.” “Store sample at 2-8ºC until ready to process for a total time of 48 
hours”. 

 
 Re 7.5 Add “mislabeled”  

 
 Re 7.5.4 add “or no requisition form or undocumented sample”   

 
 Re 7.5.5 discussion was held on whether to process poor quantity samples 

 
 Re 7.5.6 Add “sample too old i.e. has taken longer than 48 hours to reach the 

laboratory” 
 

 Re 7.5.7 The addition reads “Pooled samples” 
 

 Re 7.6 Relevant clinical information (Check requisition for 7.6.1 to 7.6.4) It is 
considered that the following information is helpful but does not form the 
basis for rejection 

 
 Re 8 “Disinfectant as described in 6.2”.  Add “Malachite green” and “Brilliant 

green” which is in the CAREC guidelines. To make Brilliant green add 0.2 
grams of Sodium Hydroxide to Malachite green. 3% acid alcohol. Add 
“fluorescent materials” 

 
 Re 9.2.1 Number 5 Add “or sterile distilled water”. Number 8  “Prepare 

smear/two slides” (Can you conveniently autoclave small volumes?) Number 
14 can be omitted as it applies to doing culturing 

 
 Re 9.1.2 iv)   Add “as described below in 9.2.4”  

                          iii) “ Prepare smears as described in 9.2.4” 
 

 Re 9.2.2 Notation to be made at the end. “Persons receiving pre-prepared 
decontamination reagents should follow the manufacturer’s instructions, then 
make 2 smears.” 

 
 Re 9.2.3 Petroff method 
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 Re 9.2.4 Smear Preparation.  Recommendation was made to use lead pencil, 
not wax pencil, but Ms. Sims did not enter this 

 
 Re 9.2.5 Staining. Sentence should read “Used” not “sued”. Add the 

fluorescent staining procedure. Do not add “Kinyoun”.  Add examination of 
the fluorescent stains 

 
 Re 9.3 Culture- cross-reference to the “Culture” SOP 

 
 Re 9.4 Identification-cross-reference to the TB identification SOP 

 
 Re 9.5 Susceptibility –cross-reference to the TB susceptibility SOP 

 
 Re 9.6 “Sample referral”. Enter “Applies only to bleach-treated samples”.  For 

reporting practices, refer to the WHO reporting criteria which are under 
consideration. Refer to Dr. Rattan re changing “1-3 AFB” in “Number of AFB 
found”. Changes must be made to the interpretive table if referring to 
fluorescent methods. Note misspelling of “Smear validation”. 

 
 Re 11 “Pitfalls”… Add “Red/green colour blindness” 

 
N.B. Dr Rattan is looking into the problem of leaching out of stains.  Length of time 
for red to come out depends on heat and moisture conditions. The fluorescent ones 
would fade. An additional reference is to be made.  

 
6.3 Cannulae and Tips and Associated Swabs (including procedural 

flowcharts)(Appendix 7) 
 

 Re 5  It should read “trained and competent personnel” 
 

 Re 7.3 Wording should be “Samples must be transported to the laboratory 
immediately and must be processed on the day of collection”. N.B. Cannulae 
tips should not be in transport media.  It leads to a false colony count. Most 
organisms grow better in CO2.  Moisture gives you better growth.) 

 
 Add “7.4.4 Inappropriately collected tips” 

 
 Re 9.3, specify “swab of the cannulae entry site” 

 
 Re 9.4.1 Omit “> 15 CFU of each morphotype”. The source did not say “all 

pathogens” but you can only identify them at a minimum level. 
 

 Re 9.5 Add “antimicrobial sensitivity testing” before “AST” 
 

6.4 CSF Flowchart (reverse side of Appendix 5)  
 

 Omit “Start”. Put an ellipse around “Specimen received in laboratory” 
 

 Include a rectangle after this with “cell count, glucose and protein”. In this 
region, this flowchart applies only to Micro. If Micro does the cell count, build 
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it in.  Enter a rectangle for “perform cell count and biochemical tests and a 
second one for “centrifuge specimen if required” 

 
 Indicate Tube 1, 2 or 3. 

 
 Re “Reads”, refer to “24 hour read”, then telephone preliminary result, then 

“48 hour read” and “48 hour read” 
 

  Adjust chart to: 
 
 Negative  Positive 

                                                   
 
 
 

 Flowchart should indicate when to read the Gram stains 
 

 6.5 Cerebrospinal Fluid  
 

 Re 6 Labs are not using Biosafety Cabinets for Category 3 isolates, yet they 
are doing all specimens under a hood.  If the diagnosis is “query 
meningococcal meningitis”, the specimen should be processed using a 
certified Grade 2 Biosafety cabinet. If they have none, they should lobby for 
one.  In the absence of one, there is a trend to use facemasks so the 
chances of breathing in a pathogen are minimized. N95 masks could be 
used. A prophylactic can be given.  

 
 Re “Processing”, add “the presence of fibrin clots should be noted” and add 

“Note Xanthochromia if present” 
 

 A procedure for cell count should be included in this SOP 
 

 Re 9.4, do not identify the organisms.  
 

 There is a tendency to do sensitivity on every isolate. This is not necessary if 
you speak to the clinician to determine its significance. 

 
 You should have the Gram Stain, glucose and cell count in front of you or you 

could give a misleading report. If there is no other indication that it is 
meningitis, you could mislead the clinician. The growth may be viral, not 
meningitis. If cell count and blood count do not tie in, suspect a contaminant. 
Listeria causes problems. As lab professionals, we have to advise the 
clinicians. Therefore enter “identify any isolate/organism that is considered 
significant”. Labs are resource-limited and cannot do Chlamydia testing, for 
example, because they engage in redundant testing. 

 
 Re 9.5, it should read “do appropriate susceptibility testing where indicated” 

 
 Re 9.6 Add “haemophilus influenzae, streptococcus pneumoniae and 

cryptococcus spp” 
 

Result 
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 Never do sensitivity testing unless there are published, validated criteria (i.e. 
published in M100 standard from CLSI) 

 Other organisms may be referred following local protocols 
 

 Re 9.2, it should read “use sediment for AFB smear” 
 

 Re 10.2, it should read “as soon as available” 
 

 Re 10.3 “autoclaved”. (Omit “or incinerated”) 
 

 Re 11 “Limitations and Pitfalls”, add “insufficient samples, sharing of samples, 
contamination during collection, using re-used tubes for sediment collection, 
re-using microscopic slides”. The sentence “A repeat sample is not easily 
obtainable…” should be moved to “Rejection Criteria”. 

 
 “References” should include the title. “HPA BSOP 27: Investigation of 

Cerebro spinal fluid” 
 

6.6 Gram Stain - Flowchart  and Procedure  
 

 Prepare slide from “specimen or culture”. (Omit “swab” and “fluid”) 
 

 This is a procedure flow chart 
 

 Should read “acetone alcohol until no more blue colour leaches  (usually only 
a few seconds) 

 
 Re 7.1 Sample type, add “tissues”. Change “cultured media” to “isolates” 

 
 Re 5 It should read “trained and competent laboratory personnel” 

 
 Re 7.5 Erase the given information and enter N/A 

 
 Re 8 Enter N/A in the media column. Enter “Gram’s iodine” in the reagents 

column in place of “Lugol’s” 
 

 Re 9.1 Enter “Gram positive control ATCC  S. aureus 25923 
                                   Gram negative control ATCC E. Coli 25922 

Positive and negative control slides should be prepared, stained and 
examined daily and results recorded every time a new batch of stain is 
prepared. Results must be recorded”. 

 
 Re 9.1 g. should read “Gram’s iodine” 

                        i .Add “until the blue colour has washed out of the slide 
 

 Re 9.2.1, it should read “label slide clearly”. (No need for “name, age etc”) 
 

 Re 9.2.4 Enter “isolate” in place of “cultured media” 
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6.6 Extended Spectrum B-lactamases (ESBLs) (including flowchart)  
 

 Group should ensure that they have used the CLSI document of January 
2006 (which is in the binder distributed to the group in January 2006), as the 
HBA is the old one. 

 
 The introduction should point out that ESBL producers are Cefoxitin- 

resistant. 
 

 Re Flowchart, after “Non- Enterobacteriaceae”, enter “therefore no ESBL 
work-up required” 

 
 Re 9.1, correct to “ATCC 25922” 

 
 CAZ not CAX 

 
 Remove the superscript ²¹ and ²², as they pertain to references which have 

not been quoted 
 

 The spelling of the antibiotics needs to be checked 
 

 Re “Limitations and Pitfalls”, adjust spelling to “Citrobacter-freundii” and add 
“Amp C resisters are resistant on first screening to Cefoxitin” 
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7 Day 4 - Thursday 10 August 

 
In plenary session, the group continued to review the work done on Day 2 and undertake 
the tasks designated to them in the list at the end of the report on Day 1. 

 
7.1 Throat Swabs (including flowchart)   

 
 Re “Appropriate transport” was left in under “Sample transport”. The group 

uses various transport media (Cary Blair, Stuart’s, Amies with and without 
charcoal) 

 
 Re 7.3, “Sample storage”, time limit should be entered.  If Amies is used, 

(modification if Stuart’s is used), the sample should not be in the refrigerator. 
This is only critical for Gonococcals. (Mr. Wanga commented that he had 
read recently that temperature is no longer thought to affect Gonococcals.)  It 
was decided to leave the instruction “if processing is delayed, place in the 
refrigerator…” 

 
 Re 7.4, “Rejection criteria”, “Swabs not in transport media” was left as a 

criterion, although Ms. Khan Mohammed reported that if a dry swab is 
processed within 2 hours of receipt, it works.   

 
 Re 7.5 “Check requisition for clinical symptoms was added” 

 
 If a throat swab is received from a child or baby with tracheitis to look for 

haemophilus, Dr. Richardson indicated that this is the wrong swab and a 
serious error.  It can cause the child to go into respiratory arrest. For 
haemophilus, a blood culture should be taken and the child treated clinically. 
Dr. Richardson suggested that the lab ask the clinician how many normal 
children carry pneumonococci in their nasal pharynx. 

 
 Haemolysis is better if done anaerobically.  The quality of the blood agar 

makes no difference but it should be 5% sheep blood 
 

 Reference for the method is “Microbiology Practices and Procedures” 
October 2004 

 
 Re 9.4, if you have growth of GNBs from a throat swab of an elderly person, 

you do not work it up. There is an increasing incidence of Erythromycin  and 
Clindomycin resistance (shared resistance mechanism) and therefore there is 
a need to do susceptibility testing. The statement as is is correct. 

 
 Dr. Richardson expressed the view that it would be preferable for the report 

to go out earlier 
 

 In the case of pure staph aureus in a child, early treatment is of no effect. The 
Bailey and Scott manual on Clinical Microbiology, last edition, advises 
treatment in this way. Dr Richardson confirmed that this source is generally 
sound, although the Clinical Microbiology Procedures Manual is less sound. 
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 Re 9.1 Should the Bacitracin results be added? (No clear answer). The 

Bacitracin control was explained by Ms. Khan Mohammed. It is done with a 
sample on a half-plate and control on the other half. With inoculation itself, 
use the Bacitracin disc. The Quality Control procedure was then entered as 
“inoculate the sample isolate onto half of a blood agar plate, inoculate 
Streptococcus pyogenes ATCC 19615 to the other half and inhibition of 
growth should be seen around the disc”.  Once there is a zone size, it is 
positive. It looks clear. You are seeing no haemolysis. There is no negative 
control and the zone size is not critical. 

 
 Re 11 Limitations Doing a Group A rapid screening test is an expensive 

waste of time. A reliable lab can get a result within the timeframe. 
 

 
7.2 Vancomycin Resistant Enterococci (VRE) Screening (including 

flowchart)  
 

 The flowchart is in the middle of the procedure because it depicts the culture 
also. 

 
 Re 2 “Purpose”, the wording should read, “for processing samples for 

vancomycin –resistant enterococci” 
.   

 Re 3 “Introduction”, change NCCLS to CSLI. Re the last paragraph, now 
some strains of casseliflavus have been shown to carry van B.  The group will 
have to check the literature on this.   

 
 Re 4 “Scope”, enter “screening for” not “of” 

 
 Re 7.3 Sample storage 2-8°C 

 
 Re 9.4.1 Enter “Enterococcus” to replace “Enterocosel” in 2 places. (Check 

corrected version Draft V2. Is it correct?) 
 

 Re 9.5  References to CSLI documents outdated. See Informational 
supplement M 100- S16 

 
 Re 9.5.3 should read “performed” 

 
 In response to a question regarding the current level of awareness among 

physicians regarding VRE, Dr. Richardson indicated that it has been 
recognized 8 years ago and world-wide and if they are unaware, it means 
that they are not reading the literature 

 
 There should be an indication of procedure to follow if automated systems 

e.g. VITEK, Microscan, are used.  Ask the manufacturer how your instrument 
will help you to identify VRE and then adapt this in-house. There must be a 
software upgrade component which they should send to you, as there are 
constant changes. A note was inserted above 9.4 
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 The flowchart serves as both a process and procedure chart 
 

 The question of who you would refer it to was left open 
 

7.3 Enteric Specimens for Bacterial Pathogens (including flowchart)  
 

 Re “Introduction”, Vibrio spp was taken out and the group was asked to 
expand the different modes of transmission and causes of diarrhea 

 
 Re 7.1, it should read “stool or rectal swabs” 

 
 Re 7.2, rectal swabs should be placed in Cary Blair. Stool should be passed 

in a clean, dry container and then transferred into a clean, dry, leak proof 
container 

 
 Re 7.3, 2-8°C 

 
 Re 8, under “Reagents”, add 

 “C. difficile toxin detection kit (should be A and B).  
For Shigella, Salmonella and E. Coli 0157:H7, Antisera or latex.  
Reagents for API/Enterotube/inhouse biochemicals.   
C. difficile toxin detection kit.” 

 
 Re “Materials”, the GSSF project specifically states to use only XLD, which 

evidence proves is sufficient 
 

 Re 9.2 Microscopy N/A.   The only justification for doing it would be to look for 
polymorphs.  There is no advantage in terms of bacterial pathogens. 

 
 Re 9.3, remove references to HEK 

 
 Re 9.5, enter CLSI 

 
 Re 10.2 The intention is for the name of the pathogen to be inserted where 

the text says “pathogen investigated” 
 

 How would C. difficile be handled in the reporting format?  There should be 
direction on how to test for C. difficile In North America, it is standard practice 
if the patient is hospitalized for 3 days and develops diarrhea to screen only 
for C. difficile. 

 
 Give guidance on which type – monotoxin or covers A and B. 

 
 Re 11 “Pitfalls”, non-specific agglutinations were included. Suspect typhu 

when you boil it, how long.  Add: 
 

“Some antisera only give weak reactions”  
“False positives may occur if the isolate has lost its “O” antigen and become 
rough”  
“Some organisms e.g. Proteus spp and Citrobacter spp may ressemble 
salmonella spp on XLD” 
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 Require that the date of hospital admission be on the requisition, giving an 

indication of the length of stay of patient in the hospital 
 
 

7.4 Flow Chart – Isolation and Identification of Salmonella and Shigella 
 

 Delete “Mac with crystal violet/HEK” 
 

 The word “client” is correct as samples are received from health centres etc 
 

 Re “Typical colonies”, b and c were deleted 
 

 “Lysine” replaces the word “Lactose” 
 

7.5 Flow Chart for Enteric Specimen 
 

 C. difficile should be included as a side bar 
 

7.6 AFB flow charts for bleach method and ZN staining  
 

 No changes 
 

7.7 Group B Streptococcus Screening  
 

 Re Susceptibility testing on Group B streptococcus, Dr. Richardson believes 
that there is no validated method for this. Ampicillin is always used. Group Bs 
are not (?) resistant to Erythromycin. The group was requested to check the 
literature on this (CDC, American and Canadian Societies of Obstetricians 
and Gynecologists and the CDC website) 

 
 Re “Introduction”. In the newborn Group B presents as early onset meningitis 

or late onset septicemia. Many of the infections in newborns are acquired 
during passage through the birth canal. If the mother goes into labour, 
Ampisone can be administered during labour. It was necessary to change the 
order of what was stated in the introduction. This is screening and is limited to 
pregnant women. Screening is recommended at 32-37 weeks and lately it is 
thought at 32-35 weeks   

 
 Re 8 Cl. perfringens was added under “Materials” 

 
 Re 9.1 The reference on susceptibility must be checked. Which strain is to be 

used for the Camp test? Is it positive or negative control? Reference to 
susceptibility testing here and in 9.5 is to be changed 

 
 Re 11 “Pitfalls”, sometimes women go into labour before the work-up is 

completed. There are, however, rapid work-ups.  Give Ampicillin during Stage 
1. So far there are no rapid screening kits for Group B screening as far as Dr. 
Richardson knows. Some rapid kits have separate bottles for Group A and B. 
Report presumptively Group B. 
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7.8 Haemophilus Influenzae-Isolation and identification (including 

flowchart)  
 

 Editing changes only noted 
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8 Day 5 – Friday 11 August 

 
Participants continued the work and completed the following reviews. 

 
8.1 Urine Microscopic Examination (including Flow Chart)  

 
 Microscopy is not routinely done for pregnancy 

 
 Re containment, the group stated that the literature refers to doing the 

procedure under level III containment, which they modified to level II. They 
presumed this was for cases where TB is suspected. It was decided that the 
use of the Biosafety cabinet is not necessary. 

 
 Re 7.3, the final statement is true, as it has been decided that Boric Acid 

does not affect urinalysis 
 

 Re 9.2.2, more detail is needed because you cannot put 60 ml into any 
receptacle; it depends on the dimensions of the microtitre tray. Enter “60 ml 
or volume recommended in Appendix X” 

 
 Re 9.2.3 Some laboratories have urine discs instead of slides and cover slips.  

The slides come already fixed. Hence it is necessary to put in the counting 
chamber method.  Add “..or a counting chamber”. Bullet 4 should end “…or 
use a kova slide” 

 
 In the USA, Urine Microscopy is rarely done except, for example, for nephritic 

patients.  In a few years from now, it will no longer be needed.  
 

 In the Inverted Method where the Microtitre tray is used, there must be 
interpretation.  The diameter of the well used will give you how many fields 

 
 Re “References”, enter M. before “Cheesborough” 

 
 

8.2 Genital Specimens (including Flowcharts)  
 

Flow Charts 
 

 The group explained that they had done vaginal discharge in one flowchart 
and the others in another flowchart.  Each flowchart is in two parts - set-up 
and culture.  These are procedure flowcharts 

 
 Discussion was held on the question of why one would do a culture on an 

HBS. (For clinical reasons? But you are only looking for bacterial vaginosis. It 
depends on the clinical history. There are instances of pregnancy, pre-
puberty, post-menopausal instances…) The discussion was placed on hold 
until later in the review. 
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 New York City medium is preferable to TM. You do not need to do an initial 
chocolate, as Ms. Wilson Pearson suggested. Everything grows on 
chocolate. Dr. Richardson suggested to her that if she is picking up more 
isolates on chocolate, she needs to check the QC on her TM or use New 
York City. The method she referred to comes from CAREC but she was 
advised to remember that CAREC works on isolates that people send to 
them. The chocolate is used after you have completed the primary culture.   

 
 To look for BHS, to perform bile esculin is a cheaper approach.  Some 

laboratories do not have strep grouping kits. Nobody present at the meeting 
uses Hippurate. 

 
8.3 Procedure 

 
 Re 7.2 Is the sample collection too general?  Add “endocervical swabs should 

be collected under direct vision (or visualization).” Amies transport media with 
charcoal. 

 
 Re 7.3 Mr. Wanga circulated a note referring to the fact that N. Gonorrhoeae 

does not survive well at refrigeration temperatures (attached to the 
procedure) 

 
 Re 7, New York City was added under “media” and again at 9.3 bullet 3 

 
 Re 9.1 The ATCC Quality Control strains are in the back of the CSLI manual 

 
 Re 9.3, the suggestion was made that if only isolating for GC, one should 

start with the most inhibitory first but the suggestion was rejected 
 

 Re use of quarter plates, if not using pre-divided plates, remove a section of 
the media with a sterile scalpel. Reference to quarter plates was deleted; 
local practice will determine what takes place with respect to these. 

 
 Re 10.1, Nugent’s interpretive criteria table should be added.  If 3 of the 4 

criteria are met….positive for bacterial vaginosis.  
 

 Dr. Richardson pointed out that current antifungal therapies require distinction 
between Candida albicans and Candida glabrata. Bahamas and Curacao 
work them up, therefore “perform further identification” was included.  A note 
was added to the “Pitfalls” section to indicate that in some regions Candida 
glabrata is separately speciated from Candida albicans 

 
 The yield between 48 and 72 hours is virtually nil 

 
8.4 Sputum Culture  (including Flow Chart)  

 
 “Respirator” was removed. An N95 mask can be used. 

 
 Adjustments were made to the wording of 9.1 and 9.4. 
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 Dr. Richardson drew attention to the significant problem of Legionella in 
showerheads when solar panels are used. This is worthy of a comment in the 
introduction. “Legionellae should be considered as a cause of pneumonia”. 
Reference should also be made to pneumocystis carinii as a major cause of 
pneumonia in immuno-compromised patients. Under “Sample referral”, 
direction should be given to refer these samples to a reference laboratory if 
they cannot be investigated locally 

 
 Re Gram Stain method, there are at least 3 or 4 validated methods.  The 

advice given was to choose one and stick to it 
 

 Evidence has shown that visual determination of saliva and sputum is not 
adequate. The original work done on this by John Washington 20 years ago 
has been refined over the years 

 
8.5 MRSA (Hard copy not available during meeting) 

 
 Oxycillin has been replaced by Cefoxitin 

 
 Re 9.5.2, Dr. Richardson queried whether people know that they have to 

screen for vancomycin resistance and whether it should be explained in the 
introduction.  There are also strains known as BORSAs 

 
 There was no reference to how to screen nasal swabs when screening for 

MRSA. Some people would put into manitol…? broth. This can be done but 
the MRSA will not grow 

 
8.6 Parasitology (Hard copy not available during meeting) 

 
 Preserve in formalin or SAF? 

 
 Coccidia include cryptosporidium, cyclosporin… 

 
 “Modified Ziehl Neelsen” to be entered 

 
 Methods all indicate using a mortar and pestle to grind the stool but this is 

replaced here by use of an emulsifier 
 

 It was noted that WHO recommends the use of gasoline over ether 
 Re “Safety”, ether and gasoline are flammable, so the procedure should be 

carried out in a well-ventilated area 
 

 Re 7, even if you find cysts, only parasitic flora should be reported. You could 
report the other findings to CAREC simply for data collection purposes 

 
 Re 7.2, it was adjusted to match the recommendations in the Enteric SOP 

 
 Re “patients with noscomal diarrhoea”, the reference is to patients 

hospitalized for more than 3 days whose diarrhoea is not normally due to 
parasites  
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 Explain what are the “bench aids”. Enter “Appropriate reference source.” 
 

 The SOP was incomplete, discussion ended at 7 
 

8.7 Urine Culture (Hard copy not available at meeting) 
 

 Re 7.2 The change was made to “Urine samples collected according to 
required methods” because mid-stream urines are not “aseptically collected” 
as was stated in the draft 

 
 VITEK and Microscan were added to “Equipment” 

 
 CPSI d the medium is chromogenic medium 

 
 If the laboratory keeps on getting a result indicating Shigella or Salmonella, it 

should NOT report this, as it is a case of contamination. Patient probably has 
a fistula.  

 
 Chromogenic media, no need to use instrumentation. Neither VITEK nor 

Microscan have been validated as methods for doing urine bacteriology. They 
have been validated for isolates 

 
 Evidence shows that you can replace Blood Agar and Maconkey. We should 

do so here, in order to reflect best practice 
 
 

 Re yeasts, they grow on chromogenic media and on CLED but yeasts do not 
cause urinary tract infections. They are always the result of vaginal 
contamination. Dr. Richardson strongly disagreed with Mr. Scavella’s 
statement that if something is growing on CLED or chromogenic media, you 
still have to culture it. ALB ID 2 is for yeasts and is good for female genital 
swabs, but is not appropriate here 

 
 Re 9.1. If you do a dipstick screen of urine and it is negative for protein, 

leucocytes and nitrate, do not culture it. 
 

 Because this is a semi-quantitive method, it is important to specify an 
appropriate volume of urine (0.01 – 0.001 ml loop is planted onto the CLED) 

 
 Dr. Richardson believes that CUMITEC on Urinary Tract infections (UTIs) 

does not refer to dipslides. CSLI has not put out a document on UTIs. 
Dipslide use applies to urinalysis 

 
 

8.8 Urine Culture (hard copy not available at meeting) 
 

 Dr. Richardson again emphasized that reference to yeasts should be 
removed and the statement on reporting should be “report pathogens 
isolated”. If yeasts are found, it is invariably because the woman is on the pill. 
In a male diabetic, it is likely to be urithritis rather than a UTI 
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 Catheter urines are different. There are no specific guidelines for interpreting 
them other than the principle “garbage in, garbage out” 

 
 The general rule for interpreting urine cultures using the semi-quantitive 

method is to count the organisms on the plate and multiply by 1000.  This 
gives you the colony count. Report in traditional units 10:5 per ml. In SI units, 
that is the same as 100×10 to the power of 6 per litre. The numbers for the 
count came from studies done on asymptomatic pregnant women by Edward 
Kaas in Boston City. The world then applied the principle to UTIs generally. In 
the USA, Walter Stam did colony counts on women with UTIs and found that 
30% of women with a UTI were culture-negative by Kaas’ criteria. Women 
with a UTI urinate frequently and E. coli   cannot multiply fast enough to get to 
Kaas’ criteria. 10 the power of 4 or 5 may be significant but at 10 to the power 
of 3, you cannot count reliably. 85% of UTIs are due to E. coli. And a further 5 
% a mixture of E. Coli and Enterococcus. The Pyuria was removed because it 
is not influencing the decision. 

 
 Re c), never work up more than 2 in a midstream urine.  “Mixed” means more 

than 2 morphotypes and chromogenic media help you to sort that out. The 
table needs to be reworked to make it clear 

 
 Add a note defining “surveillance cultures”, i.e. cultures performed to predict 

when patient is getting a UTI e.g. a paraplegic patient 
 

 In and out catheters are treated like MSUs 
 

 Re “Introduction”. In the case of a Foley-type catheter, there are problems of 
interpretation when you culture, because there is no time when the urine 
stays in the bladder, so you cannot get a proper interpretation. Therefore be 
suspicious when interpreting results from a catheter urine and a synopsis of 
this information should go into the introduction 
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8.9 An SOP for writing SOPs (hard copy not available during meeting) 

 
 Re 5, Access to medical scientific literature, either hard copy of electronic 

 
A flow chart and the Vancouver standard for referencing are going to be attached 
to this document.  
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SESSION 4:  Operationalising of Drafting Group 

 
Ms. Sims then introduced the suggested procedure for the continuing activities of the 
Drafting Group over the next 2 months, in order to try out before the end of the Project a 
system for the group of liaising with each other, in the hope that the system will continue 
after December 2006. She explained that the SOPs completed at the present meeting 
would be sent for ratification to the Microbiology Council and distributed within 4 months.  
It is hoped to have another meeting in October on media, QC of media and QC of tests, 
without which these SOPs will not bear fruit and which are necessary for accreditation. 
At this meeting the work done by the network will be reviewed and other SOPs 
produced. It is hoped to demonstrate to the Microbiology Council that SOPs can be 
created faster using the network format. 2 weeks from Friday 11 August, researchers 
must have sent the relevant information to drafters to start the process 
 
Ms. Sims stressed that the October meeting will be different in that the attendees will be 
required to provide the reference material for the QC, media and QC of media SOPs, 
creating their own binders. A list of suggested topics for the network SOPs and a list of 
the roles of the persons in the network were distributed. Ms. Tyrell Langevine requested 
to be a checker as well as a coordinator. 
 
Suggested topics for the network were blood cultures, swabs of the ear, eye, mouth, 
nose and skin, superficial wounds, abscesses, post-operative and deep-seated wounds 
and fluids. The drafting group will make the decision on compiling the topics. They will 
incorporate a procedure flowchart and do the SOPs separately from the flowcharts, so 
that the latter can be used at the bench and the SOP can be a reference document. 
 
The group requested to receive emails from Stacey/Ms. Sims with a reiteration of the 
above information. 
 
Samples of Uriselect Chromogenic media were offered to the participants on condition 
that they report back on its performance. The meeting ended with feedback comments. 
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9 Wrap-Up and Next Steps  
 

Mr. Bayley: The week went well. It started slowly but things are now moving in the right 
direction. There is improvement from last time and more consensus. It is vital to sustain 
the thrust and use these SOPs to advocate e.g. in Belize to advocate for the hood 
needed. We need to work together as a team. 
 
Mr. Wanga:  Although participating for the first time, I have seen progress based on the 
materials seen from the last meeting.  I am looking forward to when it is finished.  It will 
be helpful as it is difficult to get colleagues to work on SOPs. 
 
Ms. Leito:  There has been progress from June to August but there are some things 
which, had we known them in June, we would have been further ahead.  For October, 
things will move more smoothly. I hope everyone will use the SOPs with colleagues and 
to get investments from government.  
 
(In response to her question on bringing SOPs on media to the next meeting, Ms. Sims 
requested her to email them to Stacey. If they arrive early enough, they can be given to 
a translator). 
. 
Ms. Dirksz: The better format and better teamwork were evident. People are working 
well together. 
 
Ms. Wint: I would have liked access to more textbooks, CLSI and resource material. 
 
Ms. Pollard: This week we achieved more than in June. A great improvement. 
 
Ms. Edwards:  I was not at the first meeting but I think we achieved a lot and it will help 
in the labs. 
 
Ms. Levy:  This time we had a better understanding of what we had to do and it can only 
get better. 
 
Mr. Blades:  After the first meeting we have been better able to gel. 
 
Ms. Pearson Wilson: I would have preferred to do what we did this week in June and 
do only 5 SOPs but finalise them. We are now getting to where we are going. 
 
Mr. Scavella:  More computers will assist us and we have only one typist 
 
Ms. Tyrell Langevine:  We needed to bring resource material 
 
Mr. Khan: I wish we had had pre-knowledge of what we were dealing with, so that we 
could have brought resource materials. It was a productive and taxing week. I would 
have liked more time to finalise things.  We now have many of the relevant skills. 
 
Mr. Samuel:  Thanks to Ms. Sims and Dr. Richardson. We need to be pre-informed of 
what we are going to do so that we can prepare. 
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Ms. Parra Maza:  The title of the Project is appropriate for what it is achieving.  We are 
committed to what has been achieved. 
 
Ms. Applewaite:  It was a very productive week and I am satisfied with the results.  The 
project we have to work on is a fantastic idea. 
 
Dr. Richardson: There has been a great improvement. A strengthening process has 
taken place.  We have all acquired knowledge and skills we did not have at the 
beginning of the process.  I look forward to working with you again perhaps. A meeting 
like this requires resources such as the ASM manual and the Mandel textbook of 
infectious diseases, both available on disk.  
 
The list of people who will ratify the SOPs will be circulated. 
 
Ms. Sims closed the meeting with thanks, declaring it to have been a learning 
experience which would have built the confidence of the participants for the period 
beyond the life of the SMLS Project. 

 
                                                                               Margaret Hunte 

                                                                               Port of Spain, Trinidad, 12 August 2006 
 

 
 
 
 
 
 
 
 


