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Ed; orial

Author or co-author? Guidelines and
recommendations.

Rob Siebers, MiBiol, FNZIMLS
Wellington School of Medicine
PO Box 7343

Wellington South

A recent case of scientific fraud in Great Britain has highlighted the
not too uncommon practice of including heads of departments or
senior persons as co-authors in publications™. In this particular case a
British gynaecologist's name was removed from the medical register
as it was determined that two papers he had published in the British
Journal of Obstetrics and Gynaecology described fictitious research
findings. The head of his academic institution accepted gift co-
authorship. Even though this journal sent the paper out for peer
review, both medically and statistically, the scientific fraud was not
detected at this stage. However, the author was on the editorial
board of the journal and his academic head who accepted gift
authorship was editor in chief. A more rigorous appraisal of the
submitted publication may have detected the scientific fraud ™.

In the past other biomedical journals have been the victim of
scientific fraud, notably the cases of Darsee® and Slutsky® whom
both produced fictitious laboratory data. Upon investigation it was
discovered that Slutsky produced one publication per every ten day
period! Unfortunately many co-workers of Slutsky accepted co-
authorship without checking the validity of the research reported.

Why do some authors commit scientific fraud and why do
some researchers accept gift authorship? As Smith® noted in her
British Medical Journal editorial “authorship of a scientific paper
leads to grants, jobs and reputations.”

Papers submitted to the New Zealand Journal of Medical
Laboratory Science are refereed and published in the form known as
the “Vancouver Style”. The Vancouver Group, which is an
international group of medical journal editors, has published and
periodically updates their recommendations on uniform requirements
for manuscripts submitted to biomedical journals®. Their policy on
authorship states that all persons designated as authors should
qualify for authorship. They define authorship as follows: “authorship
credit should be based only on substantial contributions to (a)
conception or design, or analysis and interpretation of data; and to
(b) drafting the article or revising it critically for important intellectual
content; and on (c) final approval of the version to be published.
Conditions (a), (b), and (c) must all be met. Participation solely in the
acquisition of funding or the collection of data does not justify
authorship. General supervision of the research group is not
sufficient for authorship. Any part critical to its main conclusions
must be the responsibility of at least one author™®.

This paragraph is part of a lengthy document. Huth, a former
editor of the Annals of Internal Medicine (and a member of the
Vancouver Group), eloquently proposed five principles of what
constitutes authorship of submitted publications®. As editor of the
New Zealand Journal of Medical Laboratory Science | have adopted
Huth’s guidelines that are listed below. Additionally as published in
each issue of the Journal there is a requirement by the corresponding
author to state in an accompanying letter with the submitted
manuscript that (a) the work is original, (b) is not under
consideration for publication elsewhere, () and in the case of multi-
authorship that a/l authors have contributed directly to the planning,
execution, analysis or the critical writing of the paper.

Huth’s Guidelines on Authorship.
Principle 1. Each author should have participated sufficiently in the
work represented by the article to take public responsibility for the
content.

Principle 2. Participation must include three steps: (1)
conception or design of the work presented by the article, or analysis
and interpretation of the data, or both, (2) drafting the article or
revising it for critical important content; and (3) final approval of the
version to be published.

Principle 3. Participation solely in the collection of data (or
other evidence) does not justify authorship.

Principle 4. Each part of the content of an article critical to its
main conclusions and each step in the work that led to its
publication (steps 1, 2, and 3 in Principle 2) must be attributable to
at least one author.

Principle 5. Persons who have contributed intellectually to the
article but whose contributions do not justify authorship may be
named, and their contributions described — for example, “advice,”
“critical review of study proposal,” “data collection,” ”,

"o

‘participation in
clinical trial.” Such persons must have given their permission to be
named. Technical help must be acknowledged in a separate
paragraph.

Contributors to the New Zealand Journal of Medical
Laboratory Science who are perhaps unsure of whom to include as
co-authors on their submitted manuscript would benefit from
reading Huth's excellent article® that goes into more detail regarding
the above mentioned five principles for authorship and contains
further guidelines for specific kinds of articles.

It is not suggested that any article published or submitted to
the New Zealand Journal of Medical Laboratory Science has not in
principle followed these guidelines, or that scientific fraud has been
perpetuated. New Zealand medical and scientific journals have to
date been free from detected scientific fraud. However, as Robinson,
editor of the New Zealand Medical Journal notes in his recent
leading article “prevention is better than cure. ™.
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Modified R2 reagent - dilute human albumin. The antibodies
are specific to the human albumin molecule, therefore bovine
albumin is not satisfactory.

Correlations were performed using control material and
patient samples. Linearity study was performed using a high albumin
standard diluted down to give a range of concentrations from 5.0g/L
to 25 mg/L.

Sensitivity was established by assaying the O calibrator over a
period of 9 days. The requirement was to run the assay in random
access mode in conjunction with serum samples.

In order to determine whether or not there was any
significant carryover between serum assays and urine microalbumins |
sampled the same urine 35 times in groups of 5, during an entire
day. The first specimen in each group of 5 was immediately following
a serum sample. If significant carryover was present | would expect
the first sample in each block of 5 to be higher than the rest.

Parameters:

TEST [MAU]

ASSAY CODE [1POINT][22][50]

WAVELENGTH (SUB) [700] (MAIN)[340]
URINE

SAMPLE VOL. [20][20]

EXPECTED VALUE [USER DEFINED]

PANIC VALUE {01 - [350]

ABS LIMIT (INC/DEC) [0] [INCREASE]

PROZONE LIMIT [300] [LOWER]

R1 REAGENT VOL. [300] R2 REAGENT VOL.

[20]
R1 DUMMY INTERVAL [0] R2 DUMMY
INTERVAL [0]

DILUTION VOLUME ]

CALIBRATION METHOD [NONLINEAR1]

POINTS [5]

SD LIMIT [250]

DUPLICATE LIMIT [400]

SENSITIVITY LIMIT [0]

TEST [MAUBLK]

ASSAY CODE [1POINT][22][0]

WAVELENGTH (SUB) {700] (MAIN) [340]
URINE

SAMPLE VOL. [20]{20]

EXPECTED VALUE [USER DEFINED]

PANIC VALUE [-99999}-[99999]

ABS LIMIT (INC/DEC)
PROZONE LIMIT

[32000] [INCREASE]
[32000] [UPPER]

R1 REAGENT VOL. (300] R2 REAGENT VOL.
[0]
R1 DUMMY INTERVAL [0] R2 DUMMY

INTERVAL [0]
DILUTION VOLUME ~ {]

CALIBRATION METHOD [LINEAR]
POINTS [0]

SD LIMIT [0.1]

DUPLICATE LIMIT [100]

SENSITIVITY LIMIT [0]

S1 calibrator for the Microalbumin blank is saline with a value of 0
mag/L.

S2 calibrator for the Microalbumin blank is 0.15g/L Potassium
dichromate, with a value of 23 mg/L.

Abs

NOTE: These parameters are not endorsed by Boehringer Mannheim.
Compensated Test is MAU = MAU - MAUBLK

Results
The reaction curve for the standard Boehringer Mannheim assay is
shown below.

Fig.2
Rezction Curve for a ‘ozl
Microalourmnin
Abs
Sample Blank MAU Absorbance
S+R1 R2 -
Time

The sample plus R1 reagent (Tris Buffer) are added and stirred
at Time 0 and incubated for 5 minutes. During this time the sample
blank reading is taken and used later in the calculation.

R2 reagent {(Antibody) is added and stirred at Time 5
minutes, the reaction curve flattens out and the final absorbance is
measured at Time 10 minutes. The sample blank absorbance is
subtracted from the final absorbance and the result calculated and
reported.

A high microalbumin will often give the reaction curve as
shown (Fig 3), and the result will be flagged as invalid because the
linearity check on the analyser has detected the drop off in
absorbance.

Fig 3.

Peaction Curys for rlign
Microalournin

Linearity
Alarm

S+R1 R2

Time
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However, we found in very high concentrations, the curve
may appear normal and no linearity flag will result. This could lead to
false low/normal result being reported instead of the correct high
result (see Heidelberger Curve Fig 1.)

By using the modified reagent preparation (R1 and R2 from
the kitset at a ratio of 5:1) the reaction curve now looks like Fig 4.

At Time 0 the sample + R1 (now the kitset R1 + R2), is added
to the cuvette and stirred. Incubation lasts for 5 minutes where the
change in absorbance due to the Antigen/Antibody complex is
measured.

At this stage any prozone effects may still be taking place.

Fig 4.
2a0tion Curya ror “Modified”
Microalourmin Aszeay
A
Abs
3
MAU Absorbance
3 >
S+R1+R2

(Entire Kit) R2

Time

The R2 reagent (dilute albumin) is then added to the reaction
mixture at T=5 minutes. If the antibody has been depleted by the
microalbumin reaction, there will be no antibody left to react with
the R2 albumin and no increase in absorbance will be seen. If the
reaction has not achieved antigen excess the absorbance increase in
the second half of the reaction will be greater than a pre-determined
level. Through trial and error studies a good concentration of R2
albumin is 70 mg/L, which will give an absorbance increase
approximately 350 abs units at a microalbumin level of 360 mg/L.
Therefore by setting the prozone limit to 300 abs units in the
chemistry parameters a good prozone check is in place (Fig 5).

Fig 5.
Norsrzl Reaaction Curve For
“Mlodifizd” Microzilourmin fssay
4
Abs 300 Abs Units
MAU Absorbance
S+R1+R2 -

(Entire Kit) R2 Dilute Alb (~ 7T0mg/L)

Time

A high or very microalbumin will exhibit a curve as shown
(Fig 6), and no result will be reported, as the prozone alarm will be
triggered because the increase in absorbance from T=5 (immediately
prior to the R2 addition) to T=10 (end of the reaction) is less than
300 abs units.

Fig 6.
Feazction Curve For £ JLL j Of
Very Hi gr] J\/hrro alournin Using
1 Tna "Modifizd” Agsan
No Abs increase
Prozone Alarm
Abs issued

—

R2 Dilute Alb (~ 70mg/L)

S+R1+R2

Time

In the case of a high or very high result, all the antibody has
been used up by the microalbumin assay. At Time 5 min when the
diluted albumin is added, there is no antibody left to react with it,
therefore there is no increase in absorbance. The H747 issues a
prozone flag and the result is not released to the operator.

In reality there is a decrease in absorbance as the 300pL of
R2 reagent added acts as a dilutent and the overall absorbance
decreases.

The assay worked well in this form with aqueous standards
as patients, however, higher results were experienced with patient
urines, when compared to the standard methodology. This appeared
to be the effect of having no blanking system as part of the assay.

A blank channel must be set up using either Tris buffer or
saline as the R1 reagent, with no R2. The blanked reaction curve is
shown (Fig 7).

Fig 7.
Horrmal “Blanyad” Paaction Curye
For “Modifizd” Miorozlourrnin
\ Aszzly
Abs / J 300 Abs Units
I —
MAU Absorbance
k;
Blank Reaction -
S+R1+R2

(Entire Kit) R2 Dilute Alb (~ 70mg/L)

Time
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The fact that only a limited range of publications is used is
due to the paucity of literature available on this subject especially in
a New Zealand (NZ) context. | am not aware of any other papers
written by primary healthcare practitioners which relate to the
funding of laboratory services.

While some reference has been made to the American
situation in my paper the concerns raised have also been recognised
by the New Zealand authors quoted in my paper. While the
American situation may be as posited by Cameron (unreferenced
evidence) the economic concerns raised relate to the mechanisms of
payment which are the same regardless of national boundaries.

While there may be a database available for the acquisition
of “cost benefit and management information” this database is not
available for public or academic scrutiny?. However, as this data is
collected by Health Benefits Payment Ltd, which is owned by the
four RHAs, one can surmise that moves afoot to change the funding
mechanisms arise from analysis of this information gathered by the
RHAs.

| agree with Cameron that it would be interesting to know
why test costs are so disparate between North America and NZ (but
no reference has been given to allow this information to be
accessed) as analysis of this information could ensure that NZ does
not progress down that expensive path.

Cameron states in his letter that “easy and cheap access by
primary caregivers to diagnostic services is the most economic way to
keep patients away from expensive secondary care services “ but
offers no references or data to back up his claim. While this is true in
some cases it may not be true in all situations.

| disagree that capital/debt and other fixed costs of CHE
operations are impossible to define. In the last few years CHEs have
had to work on gathering this information and in my own
organisation a lot of effort has gone into identifying and allocating
COsts.

Community laboratories are demand driven in the same way
as hospital laboratories — the growth may not be attributable to the
laboratories inducing demand but to the lack of incentives inherent
in a fee for service system to actively curb the demand. Cameron
concedes that there are deficiencies and inequities in distribution of
laboratory diagnostic services in NZ and that in some cases
investigation and intervention would be appropriate. Yet a proposal
that recognises the problem and tries to address it is labelled
ideologically driven.

In writing this paper all the NZ based information available to
me was utilised and the conclusions are not based on North
American dogma. | stand by the paper as published.

Symonds’ claim that my paper ' is based mainly on an
American publication is misleading. All New Zealand (NZ) sources
that were available to me were used. Eight of the twelve references
are from New Zealand sources. While statistics are not always
applicable between countries, general economic principles are
universal, and it is accepted academic practice to use overseas
sources when NZ sources are not available. | can assure Symonds that
my conclusion was written in view of the findings in the paper and
not before them.

Secondly, while Midland Health has moved away from its
original discussion document, the Central Regional Health Authority
in their discussion document® signal a strategy that will make
referrers responsible and accountable using budget based contracts
for their utilisation of laboratory services. This is a move away from
the existing fee for service arrangement and is designed to manage
demand (a demand side solution) and reduce the risk to the Regional
Health Authority of uncontrolled growth in laboratory testing
expenditure.

1. Goodman GT. Options for funding private laboratory services: An
attempt to curb cost escalation in the provision of private laboratory
services. NZJ Med Lab Science 1995; 49 (1):22-6.

2. Hill S. Personal communication. Health Benefits Christchurch,
1995.

3. Central Regional Health Authority. Purchasing of laboratory
services in the central RHA region: Discussion paper. Central Regional
Health Authority, Wellington, New Zealand 1995.

GT Goodman

Charge Technologist
Haematology Laboratory
Taranaki Base Hospital
Private Bag 2012

New Plymouth
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tying up the telephone.

- Organise food for the workers; they may
not have time to go get any. (We were
extremely fortunate that a lunch meeting
scheduled in our building was cancelled,
so we appropriated the lunches!)

- Get out a press release asking for donors
to come next week, not today.

- Under other circumstances, we might not
have had operable telephone lines. We
have since begun to make a collection of
cellphone numbers of transfusion services
for use in emergencies. If you want to be
included in the list and receive other
numbers, just fax the number to Sheryl at
06 351 6656.

Technical
Communication

By Bronwyn Kendrick, MidCentral Health
Blood Service, Palmerston North and
Rochelle Roxburgh, Blood Bank, Tauranga
Hospital

The use of
Erythropoietin in
Autologous
Donation

Introduction

Autologous transfusion describes the

transfusion of any blood component that

was donated by the intended recipient. This
provides the safest possible transfusion
because the risks of transfusion transmitted
infections and alloimmunisations are
eliminated.

There are four categories:

1. Preop - before planned surgery.

2. Intraoperative haemodilution — blood is
collected at the start of surgery and
stored for reinfusion post bypass.

3. Intraoperative salvage for use during and
after surgery.

4. Post operative salvage where blood is
collected post operatively by the salvage
of shed mediastinal blood.

Preoperative autologous donations
are underused. They require 2-5 weeks to
complete.

Not all blood donors are able to
store enough blood by the time of their
surgery.

AABB recommends a minimum
haematocrit (HTC) of 0.34 at 7 day intervals.
This can delay a surgical procedure up to 5
weeks.

The amount of blood is limited by
the normal 4°C storage period and the
erythropoietic regeneration capability of the
donor.

The effectiveness of an autologous
donation strategy ‘depends largely on the
degree to which bone marrow production of

red cells is increased to replace those
removed by phlebotomy.

Accelerated endogenous erythropoiesis
This is not a new idea, but until
Recombinant Human Erythropoietin became
available in large quantities, it was not
possible,

Erythopoietin is the primary humoral
regulator of erythropoiesis. It has a plasma
half life of 6-9 hours and distributes in the
plasma volume. Normally 90% of the
hormone is produced in the kidney and
10% in the liver and elsewhere. There are
no preferred stores. The stimulus to the
production of EPO is the oxygen tension in
the kidney tissues.

When anaemia occurs or
haemoglobin for some reason is unable to
give up oxygen normally or damage occurs
to the renal circulation, EPO production
increases and stimulates erythropoiesis by
increasing the number of progenitor cells
committed to erythropoiesis. Late BFU-E and
CFU-E which have erythropoietin receptors
are stimulated to proliferate and
differentiate.

Clinical Indications for EPO therapy
Recombinant EPO may be given IV or more
effectively subcutaneously. The dosage is
usually 50-300 units/kg three times weekly.

Under trial at present are pre-
autologous blood transfusions.

In 1988 a study was done using
baboons. They were divided into two
groups.

The first group had a unit of blood
removed whenever the HCT was >0.3 and
received 750 units/kg of Recombinant
Human Erythropoietin (rtHUEPQ) and iron
dextran.

The second group received a
placebo. By the end of the 5 week period,
group 1 had donated 3.5 units more — an
increase of 35%.

In 1983 a study on 50 women took
place. They were divided into 3 groups.

1. given a placebo and iron (oral)

2. given 300 mg/kg rHUEPO and iron (oral)

3. given 600 mg/kg rHUEPO and iron (iron
saccharate) = [V

The study took place over a 3 week
period and there were 6 visits for possible
donation.

Every 3-4 days all groups received
their appropriate therapy.

When the HCT reached >0.34, 350
mls of blood was taken. Group 3 donated
4.5 units versus 2.8 units.

rHUEPO was effective in stimulating
erythropoiesis by the occurrence of
reticulocytes about 7 days after the first
injection. High reticulocyte counts were
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maintained with EPO administration, but
patients receiving only oral iron did not
maintain the retic response. This shows that
rHUEPO treatment rapidly exhausts iron
stores which cannot be replaced quickly with
oral iron.

The decrease in iron values began
after the second injection of rHUEPO.

Intravenous iron therapy yields the
highest sustained reticulocyte response, and
the greatest volume of preoperatively
donated autologous blood with the least
exposure to allogeneic blood. NO adverse
reactions or side effects of rHUEPO
administration were encountered and
hypertension normally seen in renal failure
patients were given rHUEPO therapy, was
not seen.

Use of EPO to enhance Autologous
Donation in Patients with Multiple Red
Cell Antibodies and anaemia of Chronic
Disorders

Up until 1991, rHUEPO was used in elective
orthopaedic surgery preoperative autologous
donors. There had been no reports of the
above patients having rHUEPO therapy.

A patient with alcohol induced
cirrhosis, defective hip prosthesis and
multiple red cell alloantibodies was treated
with rHUEPO prior to a hip revision. His
blood was unable to be crossmatched.

Following initiation of the therapy,
he had a prompt and persistent increase in
his reticulocyte count from 1.6% t0 8.6%.
His HCT was maintained at 0.32 and 0.38
despite having 7 units withdrawn over the
45 day treatment period.

This facilitated the harvest of
autologous blood for elective surgery in a
patient of chronic anaemia.

Use of rHUEPO in the Correction of
Phlebotomy Induced Anaemia

500 u/kg of subcutaneous rHUEPO
administered twice a week 3 weeks prior to
surgery was studied in 40 patients each who
had donated 2 units of blood for their own
use. This was to show the efficiency of the
recovery of the preop HB concentrations. 20
were given rHUEPO and 20 were not
treated.

In the treated group, the initial Hb
was completely recovered before surgery
while a drop of 138 to 122 was seen in the
control group.

Serum ferritin concentration fell to
42mg/! in the EPO treated group and to 54
mg/! in the control group.

This study demonstrated that
subcutaneous rHUEPOQ is safe and effective
for the complete correction of the loss of 2
units of blood within a 3 week period.



Conclusion

Homologous blood transfusions are
particularly hazardous in patients
undergoing surgical procedures.

Great interest has arisen for the use
of autologous blood. With the availability of
large amounts of rHUEPQ, acceleration or
erythropoiesis as an additional source of
autologous blood become possible.

rHUEPO has been proven to be safe
and compensates for anaemia caused by the
loss of 2 units of blood within a 3 week
period. Therefore rHUEPO enhances
erythropoietin in patients preoperatively
donating blood for autologous use during
elective surgery, significantly increases the
amount of autologous blood that can be
collected and decreases the number of
allogenic blood units transfused to these
patients.

The Role of Erythropoietin In the
Newborn

Since the isolation of the human EPO gene
in 1985 there has been interest in the
possible use of rHUEPO as an alternative
treatment to blood transfusion in premature
infants.

As yet there is no conclusive
evidence to support the routine use, despite
several studies.

There are two main groups of
preterm infants:

1. Those requiring early transfusion during
the first few weeks post birth.

2. Those who develop anaemia around 6
weeks post birth.

Group 1 receive a mean of 4
transfusions in the first 28 days — the main
cause being the need for multiple blood
tests for intensive care management.

Group 2 often require transfusion as
all infants undergo a falling Hb during the
first months of life, but in prem babies are
exaggerated.

Risks of Blood Transfusions
1. Viral — Hepatitis B, Hepatitis C, HIV.
CMV — Small, but significant
Before CMV testing 25-30%
infection rate with a mortality of 25% of
those infected.

Evidence for a Biological Response to
rHuUEPO
Several studies (in vitro) using cell culture
techniques have shown that prem babies
with anaemia at 27-33 weeks gestation have
inadequate numbers of erythroid progenitors.
The progenitors from both peripheral
blood and bone marrow are responsive to
rHUEPO in vitro.
Doses of rHUEPQ ranging from

70u/kg/week to 120u/kg/iweek have been
trialled.

Some of these studies have been
preventative, with rHUEPO treatment
beginning on 2nd, 3rd or 8th day after birth
without any additional RCR.

Reticulocyte Count as a Measure of
Response to rHUEPO

In a double blind study of 10 infants given
200u/kg week rHUEPO IV from 3 weeks of
age, there was no difference. BUT in a
controlled study using 75-600 u/kg/week
from 4 weeks of age, there was a 2 fold
Increase or greater seen in all but 1/18
infants.

A further study using 100-300
u/kg/week given subcutaneously from 8 days
of age showed a sustained and elevated
reticulocyte count of 110x10 9L compared
with 55x10 9/L in the placebo group.

Other studies have shown a
significant reticulocyte response x 2
suggesting rHUEPO will stimulate a retic
response whether given early or late and it is
dose dependant.

Additional evidence for active
erythropoiesis in infants treated with rHUEPO
has been shown in several studies by a rapid
fall in the ferritin levels.

Adequate iron supplies are essential
for an optimal response to rHUEPQ in adults
with chronic renal failure.

A debate remains about the amount
of Fe Supplement required to prevent
deficiency developing as a result of the
rHUEPQ treatment in prem infants.

Reported studies have ranged from
2-8 mg/kg/day orally while one study
administered 20 mg/kg/week intravenously.

Reduction in Transfusions
Few studies have addressed this issue.

One double blind study using 200
u/kg/week IV from 3 weeks of age showed
no difference in reduction.

The second double blind study using
the same dose, but given at 8 days old
showed a 41% reduction in transfusion, but
did not reach statistical significance; but
1200 u/kgiweek given from 2 days of age
reduced the transfusion rate.

Other studies have been small or
have not included control groups to enable
comparisons.

No conclusion can be drawn as to
the optimal dose of rHUEPOQ, the age for the
first dose, frequency of administration, route
of administration, length of the treatment
stage and the amount of Fe supplement
needed.
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Other Aspects of rHUEPO Treatment
Several studies have reported the
development of neutropenia in the treated
group.

Other studies showed an inverse
relationship between the neutrophil and
retic count.

A decreased neutrophil storage pool
on tibial bone marrow aspirates taken
between 7-10 days after the onset of
rHUEPQ treatment has been observed.

Transient small rises in platelets have
been seen and a positive relationship
between the retic count and platelet count
have been reported. The significance is yet
to be clarified.

No consistent adverse events have
been identified although two infants died of
SID syndrome 4 weeks after receiving
treatment.

No deaths occurred in studies giving
greater doses of rHUEPO.

Conclusion
rHUEPO stimulates the retic response in a
probable dose dependant fashion.

It appears that rHUEPO given in an
adequate dose for long enough, plus Fe
supplementation offers promise of
transfusion reductions for premature
anaemia.

There is no data as yet to suggest
that rHUEPO will provide an alternative form
of treatment for premature anaemia, but it
may reduce the numbers of transfusions.

There is a need for some large
studies to be undertaken to determine
efficiency and safety of rHUEPO.
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A SEMINAR1 THE CYTOPENIAS

including Thrombocytopenia, Pure Red Cell Aplasia,
Leucopenia, and much more.

Organised by Haematology Special Interest Group.
For the New Zealand Institute of Medical Laboratory Science (Inc), Auckland
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Ernest and Marion Davis, Post Graduate Medical Centre, Auckland Hospital.
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WORLD HEALTH ORGANIZATION
Regional Office for the Eastern Mediterranean

ANNOUNCES
THE PUBLICATION OF

Health Laboratory Facilities in Emergency and
Disaster Situations

Why has this book been written?

Many countries are vulnerable to disasters and emergency
situations. A number of countries in the Eastern Mediterranean
Region have suffered from such situations in recent years.
WHO/EMRO has identified the need for guidelines on health
laboratory services and problems associated with disasters and
emergency situations, and initiated the publication of this valuable
manual to assist international agencies, national authorities and
other bodies in drawing up contingency plans for the provision of
emergency laboratory services.

Who is the target audience?
All health professionals, including physicians, nurses, laboratory

technicians and other paramedical staff, international agencies,
national authorities and other bodies involved in emergency and
disaster relief.

Description

A valuable work with information on how to provide basic
laboratory services in emergency and disaster situations; the book
totals 168 pages and contains 12 chapters and 17 annexes.
Available in English only.

Price
US$9.00 + 25% for packing and postage (P&P). A discount will be
given for large quantities ordered,

US$11.25 per copy).

Please complete and return to:

P.O. Box 1517,

Representative in your country.

Please send me ............... copy/copies of HEALTH LABORATORY FACILITIES IN EMERGENCY AND
DISASTER SITUATIONS. Enclosed is a cheque (payable to the World Health Organization) for US$ ............. (at

Distribution and Sales,
WHO Regional Office for the Eastern Mediterranean,

Alexandria (21511), Egypt,
together with your cheque in US dollars. Should you wish to pay in local currency, please contact the WHO
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A Draft Discussion Paper on the Future of the Specialist
Examination and Fellowship of the NZIMLS

You will all be aware of the recent educational developments in our
profession: in 1994, we saw the first graduates of the Bachelor of
Medical Laboratory Science degree courses offered by Otago and
Massey Universities. The Diploma of Medical Laboratory Science
offered extramurally by Massey University for Technologists currently
employed in the workforce is now into its second year and proposals
for Masterate and PhD programmes have been submitted. Where
does the Institute’s Specialist Level Examination and Fellowship
qualification fit into the education programmes of Medical
Laboratory Scientists of the future? It is the view of Council that the
continuation of some form of higher qualification that is controlled
by the profession is essential and this should be Fellowship.

This Discussion Paper summarises the history of the
Fellowship and Specialist Examinations, their current status and,
finally, Council’s proposals for the future.

History of Fellowship

Fellowship of the Institute was first proposed in the early 1960s but
it was not until 1967 that Council appointed a subcommittee to
investigate and draw up regulations for conducting examinations.
The following quotation from the Council meeting minutes gives an
indication of their thoughts and intentions:

“Council envisages that the examination will be a truly
specialist one and that candidates will probably be expected
to submit a thesis or dissertation on some specialist facet of
medical laboratory work.”

At the July 1968 Council meeting, Mr Brian Main presented a
report on the conditions to be imposed for the admission of Fellows
to the Institute. The report was adopted and immediately
implemented. Our current regulations for Fellowship are still largely
based on the original ones adopted in 1968.

Applicants must have been members of the Institute for three
years. It can be gained in three different ways:

(a) By examination consisting of three written papers, the first of
two hours duration, a choice of one question out of four, of a
philosophical nature. The second paper of three hours with a
choice of two out of five questions, purely theoretical or more
academic aspects of the discipline and a third paper, also of
three hours, with three questions out of a total of six of a more
practical or vocational basis. Total marks 80 and an aggregate of
60% required to pass.

A treatise of three to five thousand words with a mark
allocation of 20% completes the requirements by examination.

(b) Thesis. The submission of original work not exceeding twenty
thousand words.

(c) Exemption. Granted in exceptional circumstances at the
discretion of the NZIMLS Council in recognition of an approved
higher degree from a recognized university. Other suitable
qualifications and experience, publications or outstanding
achievement.

There are currently 21 Fellows of the Institute. Some are
Founder Fellows who were eligible under the original regulations
drawn up in 1968, while the remainder have submitted a thesis or
completed the examination and treatise. No Fellowships have been
awarded since 1990.

Specialist Examination

Prior to 1988, the Specialist Examination was conducted by the
Medical Laboratory Technologists Board (MLTB) and was part of the
Board's Diploma of Medical Laboratory Technology. However, in 1988
the MLTB announced a change in the registration requirements from
either two Certificate Levels in different disciplines or one Certificate
level and Specialist Level in the same discipline to just one Certificate
Level.

At the NZIMLS AGM in 1988, Council was requested by the
membership to take over the Specialist Examination from the Medical
Laboratory Technologists Board. The NZIMLS has conducted the
examinations which consists of two 3-hour theory papers. Since
1990 the number of candidates sitting the examination peaked in
1992 with 45 then dropped to 29 candidates in 1993 and 22 in
1994.

The examination has been seen by many in the profession as
a prerequisite for employment in larger, more specialized
laboratories, or for those Medical Laboratory Scientists aspiring to
charge positions. It is also recognized as having value by employers,
who frequently state in their advertisements for prospective
employees that having a Specialist Level is a requirement for the
position.

The examination has always been a difficult one to prepare
for because of the depth and breadth of knowledge required.
Because of increasing knowledge, recently revised syllabi have again
increased in content, thus making the examination virtually
impossible to prepare for and pass in one year.

Council’s Proposal
Council is of the opinion that the Institute should offer one
postgraduate qualification only and that it should be Fellowship.

We propose that Fellowship can be gained in two ways.
These are:

1. by examination and submission of a treatise;

2. by submission of a thesis.

Route one would be divided into 2 parts:

Part I would comprise written examinations similar in depth
and knowledge to the current Specialist Level examination. The
minimum time after registration candidates could sit Part | would be
2 years.

Part Ii. A treatise of approximately 3000-5000 words would
be required on a subject related to the discipline selected for
examination. It could be submitted one to five years after completing
Part I.

Route 2:

There would be no change from the current regulations that
require the submission of original work not exceeding twenty
thousand words.

Fellowship of the Institute is bestowed upon members who
have excelled in their chosen discipline. Their efforts should be
recognized by presenting the award personally to the recipient at the
NZIMLS Annual Conference. The treatise or thesis should be
published in the NZIMLS journal and the candidate should be invited
to present a paper to conference based upon their submitted treatise
or thesis. In other words, members of the Institute who achieve
Fellowship should be recognized appropriately for their efforts.

This draft discussion paper has been published to stimulate
discussion and to obtain feedback. Please write with your comments
or suggestions to the Executive Officer of the Institute:

Fran van Til, Executive Officer, NZIMLS, P.O. Box 3270, Christchurch.
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reproduction and distribution of cockroaches, ¢) source, biology and
production of animal dander allergens.

House dust mites are eight-legged arachnids living in close
association with humans, their main food source bring shed skin
epithelial cells. Specific mite produce allergens that have been
characterised in mite faecal particles and are a major cause of atopic
asthma in the world. They require a moderate temperature and
relative humidity of greater than 50% and are virtually impossible to
totally eliminate from the home environment. Effective allergen
control regimes requires knowledge of the biology and ecology of
house dust mites. Recent advances in this area have been in
population dynamics, water relations and global distribution. Data
was presented showing that the main factors that control both the
distribution and abundance of house dust mites are temperature,
humidity and the availability of food. Although humidity is an
important factor, mite responses to humidity are temperature
dependent which is of importance when comparing mite population
growth in temperature versus tropical regions.

A data base of global distribution of the different species of
house dust mite is well under way so that researchers in this area can
see which species have been recorded in their own country, and
details how frequently they occur and how abundant they are.

Cockroach altergy is emerging as a major factor in atopic
asthma around the world, especially in the lower socio-economic
classes. Major allergens of the common cockroaches have been
characterised and many studies are planned or under way.

The main source of cat allergens were thought to come from
the salivary glands, however recent research has demonstrated Fel d
1, the main cat allergen, from cat anal glands and that Fel d 1
production is under hormonal control. Future research options in this
area are effective of castration on Fel d 1 production, seasonal
variation and cat age and the clinical relevance of other cat allergens.

Immunochemistry and Molecular Biology

In this section the issues of allergen identifications and nomenclature,
standardisation, molecular biology, cloning and immuno reactivity
were discussed. Various new allergens from the house dust mite
have recently been discovered. In this session their characteristics
were discussed and attempts were made to fit them into appropriate
categories. In regard to standardisation of the major house dust mite
allergen, it appears that the value assigned to the primary standard
may not be correct. This is to be further investigated before major
recommendations regarding changes to its concentration are to be
made internationally. There was also anecdotal evidence that results
from different research labs around the world may differ
substantially. A plea was made for continuous external quality control
programmes and a pilot project of quality control of Der p 1 (a major
allergen of one of the house dust mites) is to be initiated by the
Wellington Asthma Research Group.

Epidemiology and Risk Factors

Qut of this session came a set of recommendations for future
studies. These include dose response studies of cat, dog and
cockroach allergens similar to what has been described for
sensitisation and provocation levels of house dust mite allergens.
Epidemiological studies are required to measure associations between
exposure, sensitization and objective clinical outcome measurements.
Various environmental factors which may upregulate, potentiate, or
are precursors 1o the effects of allergen exposure, dietary factors,
bacterial and viral infections, tobacco smoke exposure and various air
pollutants.

Allergen Avoidance
Previous workshops had provided comprehensive recommendations

for controlling house dust mites and their allergens, such as encasing
bedding, heating and humidity control, and chemical treatment of
carpets.

Recent studies support the importance of other indoor
allergens particularly those from pets, cockroaches and fungi.
Exposure to indoor allergens may be potentiated by other non-
allergenic factors such as tobacco smoke and gaseous combustion
products. Further work also needs to be done to quantify risk factors
for sensitisation.

Controlling the indoor environmental exposure to allergens
can be done by a variety of methods, such as increased ventilation,
humidity and heat control, chemical neutralisation with acarides,
vacuum and steam cleaning. A multiple approach, both short and
long-term is required to reduce concentrations of allergens in settled
dust. A 90% reduction of allergen levels was proposed, however, this
may not be enough in some geographical areas with extremely high
levels of house dust mite allergen, such as Wellington and Sydney.

The reduction in allergen levels are best quantitated by
measurement of the settled dust allergen levels by immuno assays.
Further development is needed in devising simple screening methods
that do not require laboratory facilities and expertise.

How houses are designed may give clues on how allergen
levels may be controlled given that many public buildings have
allergen levels much lower than domestic homes. Differences in
heating and ventilation systems, carpets, construction of the
building, availability of food sources, etc may interact in a complex
way in regulating house dust mite populations.

After the presentation of the factors involved in indoor
allergens, which were predominantly presented by the various
experts in their particular research field but with considerable input
from others present at the meeting, sub-committees were set up to
specifically address the various topics and report back to the main
meeting the following day with recommendations and proposals.

I was part of the standardisation committee and was able to
express concerns regarding the lack of external quality control
programmes for measurement of the main indoor allergens. The idea
was enthusiastically received and as having raised the matter, we
were asked to set up a worldwide pilot project.

For most of the final day the various sub-committees
reported back their recommendations and proposals to all the
participants where they were intensively discussed by all. Ultimately
from this workshop and these discussions, a final document will be
written and published in the Journal of Allergy and Clinical
Immunology.

{ found this workshop to be extremely useful in what | have
learned and the many valuable contacts made. Furthermore it has
given us ideas on new areas of study in our research group.

Acknowledgements

I am grateful to SCIANZ Corporation for sponsoring the SCIANZ
Immuno Assay Award and to the selection committee for
recommending me as the recipient of this award in 1995. Additional
support came from Astra Pharmaceuticals New Zealand Limited and
the Wellington School of Medicine for which | am grateful.

Rob Siebers
Wellington Asthma Research Group
Wellington School of Medicine

NZ J Med Lab Science 1995

139
























NEW ZEALAND INSTITUTE OF
MEDICAL LABORATORY SCIENCE

50TH JUBILEE
1945 - 1995

To be celebrated with an historical publication in 1996

the 50th anniversary of the Journal

HISTORICAL PUBLICATIONS NEED THE FACTS
OURS ALSO NEEDS

THE STORIES AND ANECDOTES THAT DEPICT

"LABORATORY LIFE"

as it really is / was

WIN

a bottle of wine or C.D. voucber

For the BEST STORY or ANECDOTE of LABORATORY LIFE

for each decade of our Institute

Forward to:

Executive Officer Judges: Des Phillips registered 1952
NZIMLS Ross Hewett registered 1976
P O Box 3270 Anne Paterson registered 1979
Christchurch Gordon Sutton registered 1990

Entries close 1st December 1995

Sponsored by: BOEHRINGER - MANNHEIM '.,_’“\Ew“f






Publications in Overseas Medical Laboratory Science Journals

We exchange journals with various overseas medical laboratory
science organisations. These journals are kept in the Philsan Library
of the Auckland Medical School. Members wishing to obtain articles
of interest should forward their requests through their own
institution’s medical library through the Interloan service, -

Australian Journal of Medical Science. 1995;
Volume: 16, No: 2.

Fletcher A, A personal perspective on blood transfusion. 1969-1994.
p. 50-6.

Johnston AE. Acute mixed lineage leukaemia. p. 57-66,

Ford DS. Quality cantrot of the antiglobulin test. p. 67-75.
Hawhesford T, Goldsmith LM. Cryptosporidiosis in Tasmania. p. 76-8.

British Journal of Biomedical Science. 1994.
Volume: 51. No: 4.

Leaves NI, Anderson EC, Toy S). Cuter membrane protein profiling to
distinguish between Haemophilus aegyptius and non-capsulate
Haemophilus nfluenzae biatype i p. 307-11.

wWong KC, Ho BSW, Egglestone SI, Lewns WHP. Diagnosis of
urcgenital gonorrhoea: evaluation of an enzyme immunoassay and
use of urine as a man-invasive specimen. p. 312-5.

Ationu A, Carter ND. Molecular forms of hrain and atrial natriuretic
peptides in transplanted human heart. p. 316-20.

Craig S, Stevensan KJ, Taberrner DA Activated partial thrombaoplastin
time for automated techniques. a comparnison of two commonly
used reagents, p 32f1-7.

Baker P, loshi M, Luddington R, Monocyte procoaguiant activity:
developrment of a microtitre plate chromogenic assay. p. 328-31.
Daffalah A&, Eskandarani H, Rehaimi A, et al. Fructosamine in HbS
and GEPD-geficient Saudi Arabs in the Eastern Province af Saudi
Arahia p. 332-5.

Yap SF, Wong PW, Kenneth-Raj. Hybridisation analysis for serum
hepatitis B virus DNA. p. 336-40.

Bailey MH, Howel DR, Barbara JAl. Anti-HB¢ assays: evaluation of
end-point sensitivity and perfarmance. p. 341-4

Flemuing AF. Agriculture-related anaemias. p. 345-57.

Eaton-Evans J Osteoporosis and the role of diet p 358-70.

Nguyen DT, Moskowitz FB, Diamond LW. Potential diagnostic pitfalls
caused by blood film artifacts in prolymphacytic leukaemia.
Chbservations in two cases, p 371-4.

include:

are encouraged.

laboratary scienze.

THE MI'WY ZEALAND INSHTUTC CF MEDI AL LABORATORY SCIENCE (INC)

This award is intended 19 encourage and faster the submission of quality scientific or
management papers 1o the New Zealand Joumal of Medical Laboratory Science (NZIMLS)
All fellows, associate members and members of the NZIMLS are eligible.

Appllcations will net be required and all papers published in each edition of the NZIMLS

The award will be made following the publication of each edition of the NZIMLS.
The award will be for an annual sum of $600.00 which will be divided evenly between the

Responsibility for selecting the most suitable paper in each jounal will rest with the convenor
of the awards commlttee. Where necessary the convenor will consult with the editor of the

The Med Bic Jaurnal Award is offered for an initial period of one year and will be reviewed

Title Med Bic Journal Award.
Donor Med Bio Enterprises Ltd,
PO, Box 33135 Barrington
Christchurch
Nature
Eligibility
will be considered for the award,
EFrequency
Amount
number of journals published in each 12 manth period.
Judging
NZJMLS The decision of the convenor will be final,
Period of Award
annually thereafter
Selection

Facors which will be taken into account when selecting the best paper in each joumal will

(@ Appropriateness of content of paper,

o) Layout and presentation

(o) Evidence of original work or ideas.

{d) Previous publication experience of the aulhar(s). Quality papers by first ime authors

(e) The paper which makes the maost valuable contribution to a branch of medial

Winner of the Med-Bio Journal Award for the May 1995 issue was Brian Millar from the Diagnostic Laboratory, Auckland for hus article
“Haematological parameters in pregnant and non-pregnant Auckland females with low ferritin levels”. NZ f Med Lab Science 1995:49 (2y76-9.
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SOUTH PACIFIC CONGRESS SCIENTIFIC PROGRAMME

The scientific programme promises to be of interest to a wide spectrum of medical scientists. In tune with trends and our theme "moving
together” we have a most impressive programme of distinguished speakers and session topics. The proferred papers and poster sessions will

complete the programme.

Wednesday, 11th October

Opening Session Assoc Professor D Ellis, Adelaide Children’s
Haospital
“Saal Foley Memorial Lecture”
Plenary Session Professor £ McGoogan, University of
Clinical Management Edinburgh New Technologies
Issues "Medico Legal implications of cervical cancer
screening”
Assoc Professor A Nanji, Harvard Medical
School

“The implications of Near Patient Testing to
conventional pathology services”
Mr E Wilson, St Vincent's Hospital,
Melbourne
“Casemix Funding Aflocation for Pathology
now and in the Future”
Impact of Law on Mr P MacFarlane, Queensland University of
Medical Laboratory Technology
Science Ms C Blick, Health Rights Tribunal
Mr B Bartley, Medico Leqal Society
{Speakers will examine the legal issues vwhere
medical scientist practice is involved — Cases
of precedence - Pap smear case; Alternatives
to the fegal systern and future directions)
Near Patient Yesting Dr D Hailey, Monash University, Melbourne
“Latest trends in Near Patfent Testing in
Australia”
Assoc Professar Amin Nanji, Harvard Medical
School
“Latest trends in Near Patient Testing
internationally”
Dr P Lavercombe, Mater Adult Hospital,
Brishane
“Wear Patient Testing requirements of the
intensive care specialist”
Casemix Funding/ Ms S Lloyd, Queensland Hezlth
TQM Best Practice “Basic Resource Alfocation and Casernix
funding in Queensfand Hospitals”
Dr D Nicol, Royal Perth Hospital
“Moving Together — Laboratory change from
the old to new — A Best Practice Exercise”
Plenary Session Professor A J Webber, Queensland University
Accreditation MLS  of Technology
Courses South Pacific Mr B Day, University of Tasmania
{Speakers will lead Flenary session discussion
to set the scene — current strengths and
weaknesses, Future directions of the courses)

Thursday, 12th October Microbiology

Plenary Session Professor | Roitt, Londen Medical School
At the Cutting Edge  “Autoimmunity and latest developments in
of Clinical Medicine immunoassays”

Professor [ Frazer, University of Queensland

Vaccines

Molecular Genetics

Apoptosis

Histopathology

Toxic Metals
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*Therapeutic and Prophylactic Vaccines for
cervical cancer: Laboratory and Clinical
studies”

Professar G Doern, University of
Massachusetts Medical Centre

“The dlinical value of rapid antimicrobial
susceptibility testing”

Mr P | Isaacs, Beckman Instruments (Aust)
Pty) Ltd

“The new technologies in molecular biotogy
Mr C Bailey, USA, Australian Diagnostics
Corporation

“laboratary automation — revolution or
evolution”

Professor D Moss, Queensiand institute of
Medical Research

"EBV Vaccines”

Professor K Ellem, Queensland institute of
Medical Research

"Melanoma Vaccine”

Professor A Saul, Queensland Institute of
Medical Research

"Malaria Vaccines”

Professor J MacMillan, Clinical Genetic
Services, QIMR

(Topic to be confirmed)

I

Immunohaematology Mr T Forster, Queensland University of

Technology

“Lead a discussion panel - Education and
Training in Immunohaematology”

Or B Harmon, Queensland University of
Technology

“History of Apoptosis”

Dr D Allen, Queensland University of
Technology

“Apoptosis in Diabetes”

Dr G Middleton, University of Queensland
“Apoptosis in the Thymus in sudden and
delayed deaths”

Dr A Tannenherg, Mater Hospital, Brisbane
"Neurological Disorders”

Dr S Weinstein, Gold Coast Mospital
“Histopathology in Tropical Kenya”

Dr D Kanowski, Queensland Medical
Laboratory

“Lead"”

Or B Campbell, Drs Sullivan, Nicolaides &
Partners

“Mercury, Arsenic and Cadmium”
Professor G Doern, University of
fMassachusetts Medical Centre

“A rational approach to routing in vitro
antimicrobial susceptibility testing”

Assoc Prafessar D Ellis, Adelaide Children’s
Hospital



Microbiology Il

Haematology

Cytogenetics

Haemolytic Disease
of Newborn

Autoimmune

Cytology -
Preparatory
Techniques Body
Fluid Specimens

Hypertension

Proferred Papers/
Poster Sessions

“Current trends in anti fungal sensitivity
testing”
Mr L Hiley, Centre for Public Health Science,

the horses mouth”

Mr R Brown, Royal Prince Alfred Hospital,
Sydney

“John Whiteley Address — topic to be advised
Dr Harry Smith, Royal Brisbane Hospital
“Childhood Leukaemia Mimics”

Professor A Bunyaratvej, Mahidol University Hepatitis

Bangkok

“Novel applications of automated
haematology analysers in relation to
reticulocyte assessment, diagnosis of
Thalassaemias and malaria”

Dr P Marlton, Princess Alexandra Hospital,
Brisbane

“FISH in the diagnosis of haematological
malignancies”

Dr F Carmody, Wesley Medical Centre,
Brisbane

“Current and future impressions of trends in
the diagnosis and treatment of Haemolytic
Disease of Newborn”

Dr A Klestov, Royal Brisbane Hospital

“The laboratory diagnosis of autoimmune
disease — The clinicians perspective”

Dr R Thomas, University of Queensland
“The model for antigen presentation in
autoimmune disease especially rheumatoid
arthritis”

Mr R Wilson, Royal Brisbane Hospital

“Anti tissue transglutaminase antibody in
autoimmune disease”

Mr V Williams, QE Il Medical Centre, WA
“Transport media, Fixation, Preparation
methods, Smear technique”

Ms K Dowling, Flinders Medical Centre, SA
“Methods blood removal, Routine stains,
Cross contamination, Cell adhesives”

Ms J Halford, Royal Brisbane Hospital
“Specimen storage, Cell blocks, Freezing
techniques”

Dr P Shield, Royal Brisbane Hospital
"Histochemistry, Immunocytochemistry”
Mr J Gannon, Prince Charles Hospital,
Brisbane

“Electron microscopy”

Professor R Gordon, University of Queensland
“Hypertension Clinical Perspective”

Mr T Tunny, University of Queensland
"Hypertension Laboratory Perspective”

Friday, 13th October

Plenary Session
Tropical Health

Professor R Cooke, University of Queensland
“Tropical tumours”

Professor P Prociv, University of Queensland
Parasitology (Topic title to be advised)

Mr A Kingsley, Redcliffe Hospital, Brisbane
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Bone Marrow
Qld Transplantation and
“The horse morbilli virus — Vic Rail story from New Therapies

Haematology

Concurrent Proferred
Session/Papers

"Public Health Monitoring in North
Queensland”

Assoc Professor D Ma, Royal North Shore
Hospital of Sydney

"Anti-sense Therapy”

Ms A Trickett, St George Hospital, Sydney
“Current Research in Bone Marrow
Transplantation”

Dr Christian Starke, Miltenyl Biotec GmbH,
Germany

"MACS system and its applications”
Professor E Gowans, Royal Children’s
Hospital, Brisbane

"Hepatitis latest developments in research”
Professor WGE Cooksley, Royal Brisbane
Hospital Foundation

“Aspects of the epidemiology and clinical
presentation of hepatitis”

Dr M Harrison, Drs Suliivan, Nicolaides and
Partners, Brisbane

“Hepatitis Laboratory Investigation”

Dr Barbara Bain, St Mary’s Hospital Medical
School, London

“Diagnosis and Classification of Leukaemias”
Professor Eberhard Mammen, Wayne State
University, Detroit USA

“Future changes in routine platelet function
analysis in the clinical laboratory”










New ’'roducts and Services

New Distributor for Labsystems Finnpipette.
Labsystems of Finland have appointed Medica Pacifica Ltd exclusive
distributors of their Liquid Handling, Bio Technology & Research
Systems Divisions.

The Liquid Handling Division concentrates on the
Finnpipette & Finntip brand products for micro-volume handling.
The BioTechnology Division manufactures diagnostic kits, including
Torch, Chlamydia, HIV & Hepatitis plus NeoNatal Screening-pKU, TSH
& T4. The Research Division is a major innovator in photometer,
fluorometry & luminomatry microplate readers.

For further information on the above product groups please
contact our office; Medica Pacifica Ltd PO Box 24-421 Royal Oak
Auckland Ph 09-6255261 Fax 09-6254396, Mobile 025-974913.

B12 and FOLATE on IMx

Abbott Diagnostics (NZ) Ltd. is pleased to announce the launch of
B12, Folate and RBC Folate on the IMx immunoassay analyser. The
Folate assay uses “lon Capture Technology” and results indicate that
it is the most sensitive and accurate method currently available. For
more information please contact your Abbott Diagnostics
Representative on 0800 656 233,

Abbott Diagnostics will be launching its automated Ligase
Chain Reaction system at the beginning of June. The system consists
of a Heater Block, Thermal Cycler and LCx analyser and allows a
routing laboratory to perform DNA amplification and detection on an
expanding range of infectious diseases. LCR Chlamydia is available
now and allows the assay of urine in Males AND Females using only
1ml of specimen. Significant improvements in both sensitivity and
specificity over currently available methods make LCR the new “Gold
Standard” in Chlamydia Trachomatis detection. For more information
please contact David Akeroyd at Abbott Diagnostics.

Introducing the ABL5 from Radiometer

Radiometer Copenhagen has just released its latest blood gas
analyser, the ABLS, incorporating the essentials of blood gas for the
smaller throughput department.

The ABLS5 provides essential blood gas and acid-base
information from an 85uL whole blood sample measuring pH, pCO,
and pO, and then calculates sO,, HCO3, tO,, AaDpO,, SBC, ABE,
SBE and tCO,, all in 60 seconds.

Operation is menu driven. Designed to be extremely
straightforward, the operator simply positions the sample collecting
device against the probe and presses the aspiration button.

The ABLS is a true STAT analyser where calibrations can be
interrupted at any time for emergencies. A standby mode is
incorporated as standard and is ready in a few minutes when
brought out of standby. The ABL5 is compact and lightweight
making it easily transferred and shared between departments.

Little maintenance is required on the ABL5, limited to
checking the solutions and gas pressure. The ABLS uses the unique
"Click and Go” remembraning for all electrodes and is most cost
effective compared with disposable electrodes.

The ABL5 is the perfect main analyser for departments with a
smaller throughput of blood gas samples or as a second analyser for
larger hospitals.

New Data Management System for Blood Gas
Analysers from Radiometer

Radiometer Pacific Pty Ltd announces the latest release of Clinifile3;
the PC based data management system for Radiometer Blood Gas,
Electrolyte and CO-oximetry analysers. Clinifile3 is an efficient and

time saving programme for the documentation and reporting of up
to eight Radiometer analysers.

With Clinifile3, all patient results, quality control results,
calibration data and system status data are automatically
downloaded onto the PC for user interpretation. Patient information
can be accessed in seconds; trending results and plotting acid-base
charts for immediate viewing. All patient results can be verified
before sending to the hospital mainframe. QC data is automatically
collated, plotted on Levey-Jennings graphs and, if selected,
interpreted using Westgard rules. Calibration data is automatically
collected with sensitivity and status trends available for all electrodes.
There is a built-in maintenance schedule and log book that provides
organised documentation of maintenance and troubleshooting.

Clinifile3 incorporates automatic database backup, data
integrity checking, result index creation/regeneration, along with
automatic database self-diagnosis and maintenance to ensure you of
the highest system reliability. Clinifile3 enhances the already onboard
data management of the ABL500/600 series and is ideal for remote
monitoring including the locking of analysers.

ABL600 Multi-Profile System from Radiometer

Continuing "firsts in blood gas”, Radiometer’s newest Blood Gas
Analysers, the ABL600 series, offer an integrated random access
system with on-board data management. The analysers provide the
flexibility to select the parameters: choosing from pH, blood gas,
oximetry, and electrolytes or any combination, making the analysers
the most economical cost per test analyser on the market.

The on-board data management stores and trends patient, QC and
calibration data. For a multi analyser site, Clinifile3, Radiometer’s PC
data management system is available, allowing the monitoring and
locking of remote analysers.

B15 Compact Incubator

HERAEUS introduce the new all-purpose B15 Compact Incubator, a

must for all laboratories. The incubator is ideal for a wide range of

incubating, tempering, thermal storage and drying applications.

e |t operates at temperatures between 20°C and 50°C and is freely
adjustable with the temperature display registering increments of
0.2°C. The B15 ensures outstanding heat distribution by a
sophisticated air circulation system.

e The B15 is designed to handle loads of up to 5 kg, with a
removable insertion plate and a grip recess, ensuring easy
loading and unloading of the unit.

e The B15 incubator can be set up directly on any counter top or
work bench. The very narrow design and the swing up cover is
developed to take up minimum space when opened, optimising
the space on your laboratory bench.

e The B15 is equipped with a resettable over temperature
protection system designed in compliance with IEC 1010, Class 1.

Function Line Drying Ovens & Incubators
HERAEUS FUNCTION LINE DRYING OVENS & INCUBATORS
concentrate on only the most essential functions. This ensures high
effectiveness. FUNCTION LINE equipment can be used for a wide
range of applications, are easy to operate and very reasonably priced.

The units are designed for unattended continuous operation
and are noise suppressed.

FUNCTION LINE INCUBATORS handle a wide range of application
in biological and microbiological Jaboratories, in the pharmaceutical
and cosmetics industries, in hospitals and clinics for research in
veterinary medicine and for quality control tasks.
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They are extremely easy to clean and decontaminate. The Advertisers in this Issue

inner casing and perforated shelves for holding samples are made of

corrosive-resistant stainless steel. Bayer 145
Incubators run at operating temperatures of up to 70°C. Bio-Mediq DPC inside back cover
Precision temperature control is ensured by a microprocessor Bio-Rad Laboratories 124
controller with a large easy-to-read display. A timer and pre- Boehringer Mannheim outside back cover
programmed heating up/cooling down profiles are also provided. BMG Associates 134
: Coulter Electronics 120-121
FUNCTION LINE OVENS 76, T12 and T20 are ideal for heat Hoechst 137
processing applications such as thermal storage, heat treatment, . :
. ' } Med-Bio Enterprises 148
thermal testing and simple drying processes at temperatures of up to Medica Pacif 134
250°C. Air-circulation drying ovens equipped with hot air fans are edica Facfiica
designed for applications which require more sophisticated air Organon Teknika 132

circulation, fresh air supply and precision heat control systems. The Radiometer Pacific
ovens come in three sizes with working chamber volumes of 60, 120 SCIANZ Corporation
and 200 litres. Due to their narrow design, these ovens offer the
greatest possible volume in the least possible space. The air-
arculation drying ovens are especially easy to clean thanks to their
special design which ensures optimal heat distribution and short
heating up times without any obstructive spoilers.
Heating and drying ovens are equipped with a controller
which offers permanently-stored heating programs. Time functions,
simple temperature and cooling profiles can be used afone or in
combination.
For further information piease contact:
Radiometer Pacific Pty Ltd
Unit A, 10-20 Sylvia Park Road
Auckland
Phone: (09) 573-1110
Fax: (09) 573-1106

Assay Kits to Measure Connective-Tissue Proteins
Quick, inexpensive and simple-to-use assays suitable for measuring
extracellular proteins in tissues affected by arthritis, arterial disease,
tumour invasion, bone and teeth disorders, wound-healing and
pregnancy, have been devised by Dr Roy Elliott, a lecturer in
biochemistry at Queen's University in Belfast.

The Bicolor assay kits, from Bicolor Ltd, are primarily for use
in research laboratories and pharmaceutical R & D (research and
development) companies. The kits have been researched and
developed in Belfast where they are currently being manufactured.

The assays are easy to perform using commonly available
laboratory equipment so that the microgramme amounts of
substances which are present can be measured accurately.

The company was established after Dr Elliott won one of the
1992 SMART awards presented by Britain's Department of Economic
Development’s industrial Research and Technology Unit. Six new kits
are currently under development for use in the investigation of
connective-tissue diseases.

Bicolor Ltd, 10 Malone Road, Belfast, Northern Ireland,
United Kingdom BT9 5BN. Company contact: Dr Roy Elliott.
Telephone: +44 1232 233699, Fax: +44 1232 663015

NZ ) Med tab Science 1995

155

inside front cover















