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Editorial

Tuberculosis: An Ancient Disease ~ A
Contemporary Problem

Mary Carr,

Microbiology Laboratory,
Department of Laboratory Services,
Wellington Hospital.

Tuberculosis has come out of the closet in a way that was
unforseeable twenty years ago. Until the late 1970s mycobacteriology
was a quiet backwater of clinical bacteriology, save for the ripple of
interest in so-called ‘atypical’ mycobacteria which developed in the
1950s in response to the work of Runyon™.

Several factors have come together to bring tuberculosis into
the spotlight tn urban areas of the USA complacency and the running
down of public health programmes have led to an increased incidence
of the disease amongst the poor and homeless. In several areas of the
world inadequate or unsupervised treatment programmes have
resulted in the development of strains of Mituberculosis resistant to all
recognised antituberculous drugs. The carryover of disease into HIV
infections are both prevalent?,

The urgent need to contain the spread of tuberculosis in both
the developed and developing world has been a driving force behind
the accelerating rate of technological development aimed at isolating
and identifying the causative organism faster so that resistance to one
or more drugs can be detected earlier®.

As medical laboratory scientists we have an ongoing
responsibility to try to do things better — to assess new methods in
terms of quality and cost-effectiveness, not just in the narrow ‘user pays
sense but in the wider perspective of total patient and community care.

In this endeavour we need the support of all those involved in
health care, both in clinical care and in public health. New Zealand is
fortunate in lagging behind more urbanised countries in the incidence
of multiresistant tuberculosis, but there is no room for complacency.
Our incidence of resistance to isoniazid alone stands at around 8%*.
This means that there is increased selective pressure on rifampicin.
Cases of disease caused by strains resistant to both isoniazid and
rifampicin do occur in New Zealand from time to time.

Tuberculosis is primarily a disease associated with lifestyle
issues such as poverty and overcrowding, but medical laboratories
whether community or hospital based are a vital part of any control
programme.

‘
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Haematological parameters and low ferritin levels

Brian Millar from Diagnostic Laboratory, Auckland, examined
haematological parameters from pregnant and non-pregnant females
who had low serum ferritin levels to determine if iron deficiency, as
judged by a low ferritin level was accompanied by anaemia,
hypochromia and microcytosis,

Normal full blood counts were obtained in 42.6% and 71.4% of
non-pregnant and pregnant females who had low ferritin levels
respectively. The author concludes that iron deficiency should not be
excluded by a normal full blood count and suggests that serum ferritin
should be included as a screening test for iron deficiency in pregnancy.

Carcinoma of the breast and tumour cell proliferation.

Ann Thomton and colleagues from the Wellington School of Medicine
and Wellington medical Laboratory assessed tumour cell proliferation
and Langerhans cell numbers as predictors of the presence of lymph
node metastases for medullary carcinoma of the breast.

This retrospective study of archival paraffin embedded tumour
block specimens failed to support the hypothesis implying that tumour
proliferation and progression are two independently occurring
processes.

Is there life after 40?

In this paper, Fran van Til, Executive Officer of our Institute takes a light
hearted humorous look at what turning 40 years of age means to her
and some of our well-known Institute members.
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Haematological Parameters in Pregnant and Non-pregnant
Auckland Females With Low Ferritin Levels

Brian Millar, MNZIMLS,

Haematology Department, Diagnostic Laboratory, Auckland.
Address for correspondence: B. Millar, Haematology Dept., Diagnostic Laboratory, P.O. Box 5728, Auckland.

NZ JMed Lab Science 1995, 49{2) 76-79

Abstract

Screening for iron deficiency usually includes a full blood count (FBC). A
low haemoglobin level, hypochromia and microcytosis are the classic
indicators for possible iron deficiency; but is the converse true? How
often is iron deficiency, as shown by a low ferritin, accompanied by
anaemia, hypochromia and microcytosis? Haematological parameters
from 1173 women aged 15-50 years with low serum ferritins were
examined, of whom 391 were pregnant Normal FBC results were
obtained in 42.6% of the non-pregnant females, and 71.4% of
pregnant females. Iron deficiency, therefore, should not be excluded on
the basis of a normal FBC; and serum ferritin levels should perhaps be
included as a standard test in pregnancy.

Key words

iron deficiency, ferritin, pregnancy, haematology parameters.

Introduction

A full blood count (FBQ) is often performed to check whether anaemia
is present, and if normal, the patient may be assumed to have normal
haematinic levels. This, however, may not be true for wormen of
reproductive years,?

There is divided opinion as to whether patients with iron
deficiency without anaemia exhibit impaired physiological function and
the symptoms of anaemia such as lethargy and tiredness. Evidence has
shown that iron deficiency without anaemia can lead to limitation in
certain physical activity and work performance, as well as mental
impairment particularly in children?. In this study, haemoglobin (Hb),
mean cell volume (MCV), mean cell haemoglobin (MCH), and blood
film and/or analyser histograms were compared in patients who were
iron deficient with a serum ferritin (S. ferritin level of 10 pg/L or less.
Serum iron (SFe) and total iron binding capacdity (TIBC) were also
performed on a significant number of these patients. Results were also
compared with a recent Australian study*,

Methods

A selective report programme on our laboratory computer, using
DELPHIC software®, gave a printout of all S. ferritin results of 10ug/L or
less. FBC, S. Fe. and TIBC results were extracted if available, and results
from all females aged 15-50 years were assessed. This process began
in October 1992 and was stopped in February 1993, giving two
groups of patients:

1. 782 non-pregnant females of which 633 (80.9%) had S. Fe.
and TIBC performed;

391 ante-natal (A/N) patients, of which 220 (56.3%) had S. Fe.
and TIBC performed.

S. ferritin levels were determined using either a Baxter
Diagnostics fluorometric enzyme immunoassay kit, or ETI-Ferrik, a kit
from Sorin Biomedica. S. Fe. and TIBC were measured on a Technicon
Chem 1 system using standard procedures. All haematology samples
were processed through either a Technicon H*1 or one of two
Technicon H6000 analyzers, calibrated and run using approved

2.

standards and controls. Biochemistry and haematology tests were
mostly performed on the same samples, and results were included if
the collection time difference was up to seven days. Multiple results
were not excluded. it is possible that a few of the non-pregnant
females were in fact A/N patients, as occasionally the requesting
doctor asks for an FBC instead of an A/N blood screen and does not
indicate gravida status on the form. This group also would have
included a few patients where the haematology department arranged
S. Fe. and ferritin levels due to haematological parameters and/or
blood film suggesting possible iron deficiency, knowing that serum was
available from other biochemistry tests. S. Fe and ferritin levels were only
rarely arranged from the Haematology department on A/N patients. As
cut-off points we used our normal ranges for both groups (see table 1),

Table 1
Normal ranges at Diagnostic Laboratory used in this survey
Non-pregnant Pregnant
Hb g/L 115-165 100-150
MCV Al 80-98 80-98
MCH ug/L 25-33 25-33
SFe ug/L 10-30 10-33
TIBC ug/L 45-72 45-72
Ferritin ug/L 25-250 25-250

Results
Table 2 shows the various haematology indices and the percentage of
normals for each.

Table 2
Percentages of the two groups with normal results
Non-pregnant Pregnant

Hb 58.1 852
MCv* 57.2 803
MCH 63.8 86.4
Blood film 44.1 734
Hb, MCV, MCH, Film 42.6** 714
Sfe 40 67.7
TIBC 322 59
Low Fe, high TIBC 61.2 714

* Two patients in each group had MCVs above the normal range.
** This compares with 43% normal reported in the Australian study*

Of the patients who had S. Fe. and TIBC performed as well as
haematology, 15.6% of non-pregnant females were normal for all tests,
and 3.2% of A/N patients were normal for all tests.

With the MCV perhaps most likely to indicate early
haematological signs of iron deficiency, further comparisons between
the groups, and comparing the Australian findings,® were carried out
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Tumour Cell Proliferation and Antigen-Presenting

(Langerhans) Cell Density Does Not Predict Node Status For

Medullary Carcinoma Of The Breast

Alastair B Murray;' Ann Thornton', MNZIMLS; Brett Delahunt’, BMedSc, MB, ChB, FRCPA; Peter B Bethwaite?, MB, ChB,

FRCPA; Linda J Holloway', MD, FRCPA.

'Department of Pathology, Wellington School of Medicine, Wellington; and * Medical Laboratory, Wellington.
Addpress for correspondence: A Thornton, Dept. of Pathology, Wellington School of Medicine, PO Box 7343,

Wellington South, Wellington, New Zealand.
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Abstract

Obijectives. To assess the relationship between tumour proliferation
and Langerhans cell numbers, and the presence of lymph node
metastases in medullary carcinoma (MC) of the breast.

Method. Archival sections of MC were stained with anti-S-100 protein
and polyclonal anti-Ki67 for visualization of Langerhans cells and
cycling tumour cells respectively. T-lymphocytes were characterised by
staining for CD-3 antigen. In all cases immunostaining was undertaken
using the streptavidin-biotin method. Indices were derived for each
parameter and the results were compared with tumours divided
according to histological features (typical MC v. atypical MC) and lymph
node status.

Results. Apart from a significant difference in T-lymphocyte population
between both histological categories of MC, no signficant difference
was noted between the parameters Ki-67, and Langerhans cell index,
when tumours were divided according to histological type or lymph
node status.

Conclusion. Neither Langerhans cell index nor tumour proliferation
predicts the presence of lymph node metastases for MC

Key words

Medullary carcinoma, breast, Ki-67, Langerhans cell, lymphocytes.

Introduction

Medullary carcinoma (MC) is a relatively uncommon subtype of breast
malignancy comprising approximately 1% of tumours reported from
various series . it is well established that the tumour has a more
favourable prognosis than infiltrating duct carcinoma (IDC), the most
common malignant tumour of the breast .

MC is characterized by the presence of a prominent
mononuclear inflammatory cell infiltrate and it has been postulated that
these inflammatory cells act as mediators of tumour progression?. In
other forms of breast carcinoma a prominent inflammatory cell infiltrate
is associated with a poor prognosis* and to date the role of
inflammatory cells as tumour growth modifiers for MC is uncertain.

The degree of mononuclear inflammatory cell infilttrate in
benign tissues is largely determined by the activity of Langerhans cells
which function as potent antigen-presenting cells®. In some tumours it
is thought that Langerhans cells recognise tumour-specific antigens
and this stimulates a mononuclear inflammatory response directly
against the malignant cells. As such Langerhans cell density has been
correlated with prognosis in several reported series from a variety of
tumour types®,

This study was undertaken to evaluate the role of Langerhans
celis and T lymphocytes as mediators of tumour growth, as determined
by Ki-67 antigen expression, for MC and to determine if there is any
correlation between Langerhans cell index, tumour proliferation and
spread of tumour to adjacent lymph nodes.

Materials and Methods
Approval for this study was obtained from the Central Regional Health
Authority, Wellington Ethics Committee.

Cases originally diagnosed as MC of the breast were retrieved
from the archives of the Pathology Departments of Wellington, Hutt and
Palmerston North Hospitals, and from the archives of the private
laboratory, Medlab ~ Wellington. The paraffin embedded blocks from
each tumour were retrieved from the files and fresh sections were cut
at 4um thickness and stained with haematoxylin and eosin.

All sections from each case were reviewed and the tumours
were divided into those showing features of typical medullary
carcinoma (TMC) and atypical medullary carcinoma (AMC) using the
criteria of Ridolfi et al?. Sections in which the tumour contained the
greatest density of chronic inflammatory cells (lymphocytes and plasma
cells) in the absence of tumour necrosis, were chosen for further study.

Further sections were cut at 4um thickness from each of the
selected blocks and were stained for immunohistochemical detection
of Langerhans cells {S-100 protein)®, and T lymphocytes, (CD3
antigen)® and, for Ki-67 antigen using the strept-avidin biotin method.

For S-100 protein and CD-3 antigen localization, sections were
deparaffinised and endogenous peroxidase was blocked by immersion
in 0.5% hydrogen peroxide for 10 minutes. The sections were washed
in water and TRIS buffered saline (TBS) and then incubated for 10
minutes in 0.1% trypsin (Sigma T-8128) in 0.1% calcium chioride (pH
7.8) at 37°C. 0.5% casein was used to block non-specific binding and
was followed by incubation in either anti-S-100 protein (DAKO 7311,
diluted 1:300) or anti-CD-3 (DAKO A452, diluted 1:100) at ambient
temperature for 1 hour and 12 hours respectively, Sections were rinsed
in TBS and incubated in swine-anti-rabbit antibody (DAKO E353, diluted
1:300) for 30 minutes and 60 minutes respectively, followed by the
application of strept-avidin biotin complex (DAKQ K377). The reaction
was visualised with 3,3' DAB (Sigma D-5637) and a haematoxylin
counterstain.

For localization of Ki-67 antigen sections were deparaffinised
and endogenous peroxidase activity was blocked by immersion in
0.5% hydrogen peroxide for 10 minutes, The sections were washed in
water followed by incubation in 10mM citrate buffer in the microwave
in HIGH for 25 minutes at 7 minute intervals. After cooling for at least
20 minutes, the sections were washed in water and rinsed in TBS
followed by incubation in 0.5% casein for 20 minutes to block non-
specific binding. The sections were incubated in rabbit anti-human Ki-
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67 (DAKO A047, diluted 1:10) overnight at room temperature. After
rinsing in TBS, strept-avidin biotin complex (DAKO K377) was applied.
The reaction was visulaised with DAB (Sigma D-5637) and a
haematoxylin counterstain.

Sections were evaluated by light microscopy at 400x
magnification. CD-3 indices were determined by counting 1000 cells
within each tumour and the proportion of positive staining T cells was
expressed as a percentage. Ki-67 indices were obtained by counting
the number of positive staining cells in a sample of 1000 tumour cells
and again the index was expressed as a percentage. The Langerhans
cell index was determined by counting the numbers of Langerhans
cells within 50 consecutive high power fields (0.145 mm?) of tumour.
For each count areas of tumour necrosis were avoided and an
eyepiece integration grid was employed to ensure that each cell was
evaluated once only™.

Results

A total of 28 cases of MC were confirmed after review of the histology
of submitted cases. These comprised 19 cases of TMC and 9 cases of
AMC,

Lymph node metastases were identified in 7 cases (3 TMC, 4
AMOQ) while the remaining cases were classified as node negative (16
T™MC, 5 AMQ).

Langerhans cell density ranged from 0 to 101/50 HPF with a
mean index of 11.4 (SD 20.3)/50 HPF. CD-3 antigen positive cells
ranged from 16.2 to 48.1% of intratumoural chronic inflammatory cell
infiltrate with a mean index of 31.1% (SD 7.1%). Ki-67 indices were
highly variable and ranged from 1 to 233 per 1000 cells with a mean
index of 20.3/1000 cells (DS 42.9). The mean indices for 5-100 protein
positive cells and for CD-3 and Ki-67 antigen positive cells, with
tumours divided according to histologic category, are compared in
Table 1.

Table 1.

Comparison of 5-100, CD-3 and Ki-67 indices according to tumour

type.

mean indices (standard deviation)

n S-100 cD-3 Ki-67
T™MC 19 132 (239) 345 (82) 238 (516)
AMC 9 76 (838) 295 (6.1) 129 (115)
comparison (p) 0251 0038 0271

Cases were divided according to the presence or absence of
lymph node metastases and mean $-100, CD-3 and Ki-67 indices for
each category were compared using student's t test There was no
significant difference between each of the indices divided according to
lymph node status (Table 2).

There was poor correlation between cell proliferation (Ki-67
indices) and Langerhans cell density (S-100 indices) (correlation
coefficient r=0.23) which was not significant on regression analysis
(p > 0.05).

Table 2.
Comparison of S-100, CD-3 and Ki-67 indices according to lymph

node status.
mean indices (standard deviation)

n S$-100 cD-3 Ki-67
node
positive 7 69 (84) 286 (9.7) 142 (11.8)
node
negative 21 129229) 319(6.1) 22.3(493)
comparison (p) 0.253 0442 0336

Discussion

Two histological variants have been described for MC with the typical
form (TMC) having a pronounced inflammatory cell infiltrate associated
with sheets of malignant epithelial celis®. The second subtype of MC,
designated AMC, contains a minor ductal component but retains a
predominantly medullary growth pattemn. The inflammatory cell infiltrate
in these tumours is variable and it has been noted to be less marked
than that associated with TMC?,

Pedersen et al® have proposed that the presence of a diffuse,
moderate or marked mononuclear cell infiltrate is an important
diagnostic criterion for TMC although in their series there was marked
variation in interpretation by different observers. These criteria are in
contradiction to the observations noted in the present series where the
density of CD-3 positive lymphocytic infiltrate in AMC was significantly
higher than that for TMC. This finding suggests that due to considerable
intertumoural variation, the degree of T-cell lymphocytic infiltrate is an
unsatisfactory feature with which to differentiate TMC from AMC,

Bone-marrow derived dendritic cells have a central role in the
generation of immune responses® and several subtypes are recognised
on the basis of morphology and immunophenotyping. Langerhans cells
are type Il dendritic cells characterised by S-100 protein positivity and in
tissues act as outposts of the immune system by acquiring antigens
and, in the primary immune response, carrying antigens to the lymph
nodes where they initiate T-cell responses. In secondary immune
reactivity, dendritic cells appear to have a role in activating memory T-
cells in situ™.

The degree of dendritic cell infiltration into tumours and
adjacent tissues has been shown to be of prognostic significance. In
several series of tumours, including lung™”, gastric'?, nasopharyngeal”?,
laryngeal™, papillary thyroid™ and colorectal carcinoma"®, the
presence of a dense infiltrate of Langerhans cells has been associated
with increased survival,

Various studies have investigated the prognostic significance of
Langerhans cell density in in situ and invasive carcinomas of the uterine
cernvix ® and it has been shown that tumours showing fewer dendritic
cells have a poorer prognosis.

Previous series have shown a favourabie prognosis for MC
when compared with that for IDC*®. It has been speculated that this
favourable prognosis is due to the presence of a mononuclear cell
inflammatory cell infiltrate within the tumour which has been
considered to represent an immunologic host defence mechanism ™. In
the present study Langerhans cells, which act as immunologic
mediators in the development of a lymphocytic inflammatory cell
infiltrate, were detected in varying proportions within all tumours in the
series, The number of Langerhans cells present showed marked
intertumoural variation with no correlation between Langerhans cell
density and lymph node status being noted. This observation provides
evidence that the development of metastases in MC is not altered by a
host immune reaction to the tumour. These findings indicate that
Langerhans cell density cannot be utilized as a prognostic parameter
for MC.

Ki-67 antigen expression has been shown to be a consistent
marker of cell cycle activity with the antigen being expressed in all
phases of the cell cycle except G, . The recent development of a
polyclonal antibody to Ki-67 has permitted evaluation of archival tissues
and in several series tumour proliferation has been found to be of
independent prognostic significance®”, In series of breast carcinomas
consisting predominantly of infiltrating duct carcinomas, Ki-67 positivity
has been correlated with lymph node status? and disease free
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survival®,

MC is characterised by a higher grade of nuclear
pleomorphism than that observed for IDC which suggests that MC has
a more active proliferative compartment Evidence in support of this
may be derived from the comparison of Ki-67 indices from the present
study with those previously reported for IDC??, Comparison of indices
for tumours grouped according to lymph node status shows MC to
have a consistently larger proliferative fraction for both node positive
and node negative carcinomas,

Although MC shows greater proliferative activity than IDC,
tumour cell proliferation for MC is not significantly associated with the
presence of lymph node metastases. There is evidence to suggest that
tumour spread is a multistep event and that metastatic progression is
dependent on variation in oncogene expression?*, The results from the
present series show that, for MC, metastatic spread of tumour to lymph
nodes does not correlate with cell cycle activity which implies that
tumour proliferation and progression are two independently occurring
processes.
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SCIANZ Immunoassay Award

Recipient of this award in 1995 is Rob Siebers of the Wellington
Asthma Research Group at the Wellington School of Medicine. Rob
is involved in estimating house dust mite allergens (Der p 1) and
other allergens by ELIZA to determine their role in the pathogenesis
of asthma.

He will be using the award to attend the European Congress of
Allergology and Clinical Immunology in Madrid, Spain in June
1995, and a satellite symposium on house dust mite allergens in
asthma. A report on these meetings will appear in the next issue of
the journal,
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Is There Life After 40?

Fran van Til, Executive Officer NZIMLS, PO Box 78, Rangiora

NZ JMed Lab Science 1995; 49(2) 00-00

Reaching 40 was a time of discovery for me. A time when | realised
that the grey hairs now out-number what was once the basic brown
ones. The crows feet at the comers of my eyes, which were once a
temporary apparition have now become an abundant feature. |
discovered that the force of gravity had caught up with me and certain
unmentionable parts of my anatomy are, by natural attrition, migrating
south. My shoulders had slumped along with the 1987 share market
crash finances and the battle of the bulge is in its finest hour. Is there

life after 40 when what | used to do all night, now takes all night to do.

Or when | kid myself that an hour in the garden is enough exercise for
the whole week. At forty, | may not be over the hill, but | am certainly
getting a good look at the other side.

This was how | perceived myself to be and | was even more
horrified when my colleagues on Council were alerted to the fact that |
had now adjourned to the other side of 30 (and | didn't get a pay rise).
Life at 40 was the pits. How was | going to cope and what was to
become of me. Is this familiar to any of you? However, the above
scenario is now history. | read my microscope recently, it toid me to
update my appearance, adjust my sights and change my attitude and
these are the three areas | am going to address.

Firstly appearance. As scientists you know the importance of
appearance, Everyday you are looking at cells and tissues and other
unmentionable excretions and secretions to ensure that they have a
model-like appearance. So | have a few expression lines, a few
applications of the reagent, Revlon Results will help me here, as it has
obviously been successful for Lauren Hutton and | quote “This is your
prime, make the most of it". And | have a few grey hairs. Wella provides
me with a great range of hair colours. Gone are the greys and the
basic browns. | can be mahogany one week, orange fire or a blonde
bombshell. Rachael Jenkins could wear all three colours at the same
time.

You may not be aware that Warren Dellow of Med Bio has
expanded his business. He has come up with a unique package.
"Change the colour of your hair and at the same time, do an API
pregnancy test” And just look at all the colours Med Bio offers. Call
Warren toll free on 0800 733 599 for a free analysis of your current
hair colour.

Barrie Edwards is exceptional at keeping up appearances. He
appears at NZIMLS conferences, SI Seminars and in the past all Council
meetings. He appears at most social functions and never goes home.
And yet Barrie has relatively few grey hairs. However, Barrie’s winning
philosophy is to give them to others. When young Barrie does start to
go grey | think he will be very distinguished looking or should it be
extinguished.

One must be happy and comfortable with one's appearance -
if you don't like an aspect of your appearance, then visit Warren, avoid
Barrie or just accept yourself as you are.

Point number 2 is adjustment We all have to make
adjustments throughout our lives, no matter what decade we are in -
and the health industry is no exception. And okay, so Il never be as
adorable as this again, and | can abandon any hopes of being on the
front cover of “Play Boy". So the adjustment | will make here is first to
put on some clothes and secondly to set my sights to appearing in the
Woman's Weekly.

Now, getting back to front covers, who subscribes to this little

treasure, the New Zealand Journal of Medical Laboratory Science. This
publication if full of fact, seminal fluid and who done it with who,
commonly known as “Institute Affairs”. On second thoughts, who
doesn't subscribe to it It appears everyone subscribes, Rob Siebers will
be pleased.

Issue number 4, Now if you have read this mag from cover to
cover you will be able to tell me the name of the Council member who
features on this issue and it is not Paul MclLeod with his arm around
Debra. The front cover, is covered with none other than our Presiden;t
Dennis Reilly. Now | know this, not because | have been peeking, but
because our dearly loved President told me so himself. Dennis
telephoned me especially to let me know that this was him twenty
years ago. Perhaps this is not the best example. However, it will give
you some indication of how much Dennis has adjusted over the latter
years.

Les Milligan is a prime example of self-adjustment. While Shirley
Gainsford was out for a run this moming she ran into Les. He had just
finished playing a game of tennis with his wife Sandie and Les decided
to run back to the Village Inn. Now Sandie offered to carry his racquet
back if he could take the tennis balls. Les being a sensitive new age
guy put them down the front of his shorts, much easier than carrying
them. That's when Shirley ran into Les and she couldn't help but notice.
Les, by way of explanation said to her. Don't worry it's just tennis balls.
Shirley gave Les a very sympathic look and said that must be very
painful, my brother had tennis elbow once, After 40 it may become
necessary to make the adjustments that both Dennis and Les have and
may | say they have made the transition with dignity and dedication.
Remember the key is in adjustment, not abandonment or abolishment.

The final point I would like to make is regarding attitude. If at
40 we think "oh horrors, | am reaching pensionable status, I'm flirting
with Arthur Ritis, and Al Zhier has left his calling card, then we are
admitting defeat and life after 40 will be a continuous round of
specimen jars, test tubes and PSA treatments.

It has been said, in the past, that Council is made up of a iot of
old funny duddys. | found the meaning of the term duddy under its
botanical name, Furunculosis, in this book Dictionary of Medical
Laboratory Sciences and | quote:

“Recurrent appearances of tense, acutely inflamed and painful
abscesses in the butt, usually over areas of abrasion or excessive
perspiration. The lesions are commonly referred to as Council
Members. Sometimes they progress to become carbuncles’.

Now, this is not true. The majority of them may be having a
wee squizz at the other side of the hill and some are becoming
folically stressed, but they are definitely not by any stretch of the
imagination, carbuncles.

There is someone that does not need any introduction. This
person is charming and has been an integral part of the NZIMLS and
the old geezers club (Council). This geezer has a very positive attitude.
He is into the next decade and still into barbered singing. | am not
trying to transfuse you, he is affectionately known as Kevin McLoughlin.
You may think that I have been a little disrespectful calling Kevin a
grey haired old geezer, but | am using his words. At Kevin's acceptance
speech of life membership at the AGM - Kevin said “that he thought
Council was made up of grey haired old geezers who were well past
their used by date”,
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reminiscences about the good old days.

2. Who Dunnit?

Judith Palea’ae,
Transfusion Medicine,
Good Health Wanganui,
Wanganui.

- A dead body

- Numerous people at the scene of death

- What happened?

- A mystery that is waiting for the coroner to
bring all of the pieces together.

3. Oh No! An Incompatible Cross-Match
Donna Milner,

Blood Bank,

Taranaki Base Hospital,

New Plymouth.

A multiply-transfused patient has a
subsequent incompatible cross-match and a
positive DAT due to IgG. An investigation of
this produces an interesting result.

4. Afibrinogenaemia And Pregnancy
Suzanne Williams,

Transfusion Medicine Department,
Dunedin Public Hospital,

Dunedin.

A 29-year-old woman who previously had
three miscarriages presented during her
fourth pregnancy for treatment to maintain
her pregnancy to full term and to deliver a
healthy baby.

The method chosen and its impact on
the lab are discussed.

5. Intrauterine Transfusions At National
Womens' Hospital

Janette O'Leary,

Blood Bank,

National Women's/Greenlane Hospitals,
Auckiand.

A look at the criteria for acceptance onto the
Foetal Assessment Monitoring Programme at
National Women's Hospital, with regard to
Foetal Haemolytic Disease and how an
affected foetus will be assessed, monitored
and transfused if required.

6. The Source Of HUS
Sharon Kirk,

Blood Bank,

Kew Hospital,
Invercargill,

This presentation will examine a rare, life
threatening disease suddenly acquired by a
patient.

The diagnosis and treatment for this
condition and resulting impact on the
Transfusion Medicine Departments of
Southland and Otago will be reviewed.

7. Autologous Blood Donation For
Elective Surgery

Simon Campbell,

Blood Bank,

Tauranga Hospital,

Tauranga.

The risk of HIV and Hepatitis C has
popularised the practice of pre-donation of
autologous blood prior to elective surgery.
While popular in North America and Europe,
the practice is not widely accepted in New
Zealand for reasons of cost and logistics.
While carefully screened blood significantly
reduces the risks of transmittable diseases,
unrecognisable viral species and strains are
always possible.

A review of some elective orthopaedic
surgery patients was undertaken to review the
procedures used and assess patient
satisfaction.

8. Blood Banking in Sweden -
Impressions Of An Antipodean Visitor
Geoff Herd,

Blood Bank,

Whangarei Area Hospital,

Whangareli.

A brief discussion of the organisation of
Swedish health services and the operational
management of hospital laboratories with
particular reference to routine blood banking
is presented. In general hospital Pathology
services are separated into three departments:
medical microbiology, histopathology and a
“klin khem" department which comprises
transfusion science, haematology and
chemical pathology disciplines. In klin khem
90% of staff are laboratory assistants with 2-3
years polytechnic or university who rotate
through the three disciplines on a three
weekly basis. The laboratories use state of the
art equipment and are well staffed. PhD
students and engineers are responsible for
analyser evaluation, development of methods
and computer services. The Swedish Blood
Banking service has a centralised on line
database for donor records based in
Stockholm and can be accessed throughout
the country. Hospital blood banks are
responsible for donor collection and some
accreditation. Plasma for fractionation by
private companies is collected by extensive
plasmapheresis programmes, however, self-
sufficiency of supply has not yet been
achieved. The incidence of infectious diseases
among donors is very low and blood group
gene frequencies differ significantly from those
in New Zealand,

9. A Brief Comparison Of Antibody
Screening/Cross-Matching In Three
Countries

Simon Benson,
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Blood Bank,
Middlemore Hospital,
Auckland.

I have been lucky enough to work in Blood
Banking/Immunohaematology in three
countries, namely the UK, Australia and New
Zealand. During this brief presentation | aim to
compare the techniques used for antibody
screening and cross-matching in the various
laboratories | have been employed in.

10. CHE Orphans
Beverley Montgomery,
Blood Bank,

North Shore Hospital,
Auckland.

An overview of a small Blood Bank caught up
in changes bought about by the formation of
CHE's - being transferred from a Regional
Transfusion Centre, and integrated into a
hospital laboratory service only to have the
hospital laboratory service contracted to a
private laboratory.

11. The X-Files

Tony Morgan,
Immunohaematology Department,
Napier Hospital,

Napier.

One Blood Banker investigates paranormal
phenomena.

12. In The Beginning
Faye Martin,

Blood Bank,

Memorial Hospital,
Hastings.

Life as a trainee nearly 100 years ago.

13. Rotorua's Experience With Donor
Open Days For Donor Recruitment
Sue Baird,

Blood Bank,

Rotorua Hospital,

Rotorua.

Common to most Transfusion Services,
Rotorua is experiencing an increased demand
for blood products and this requires more
regular donors.

The drive to increase the donor roll
has been complicated by a low community
profile caused through a combination of the
centre’s location (within the hospital) and the
fact that no mobile collections are performed
except in the schools.

Two open days were organised with
wide newspaper and radio coverage. The
impact of the open days on the department
routine and a breakdown of donors attending
are discussed.




14. Journal Club
William Perry,
Biolab Scientific,
Auckland,

Why did they do the work? What were their
findings? What is the significance of their
findings? What should be done next?

15. K Typing — Do We Or Don't We
Christine Brenton-Rule,

Blood Bank,

Napier Hospital,

Napier.

The results of a survey on what different
laboratories are doing are presented.

16. Withdrawal - Who Does And Why
Judy Woodard,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

The reasons for blood donation withdrawals
and the trends seen in the last two years are
presented.

17. Separating Multiples
Jane Ashby,

Blood Bank,

Thames Hospital,

Thames.

A short, non-technical, personal account of
separating triplets between identical and
fraternal, by blood grouping.

18. Reminiscing Over CHIDO
Tony Mace,

Waikato Pathology Laboratory,
Hamilton.

Who wants to give the game away? This is an
excuse.

19. A Statistical Overview Of Paternity
Cases For 1994

Mansukh Patel,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

A brief summary of all of the paternity cases
analysed during 1994 in our laboratory using
DNA technology is presented.

20. MUD Update

Sandy Beckman,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

An update on where we are with the MUD
registry and matched unrelated bone marrow
transplants is presented.

21. Solid Organ Transplantation For 1994
- An Overview

Kathy Figgins,

Auckland Regional Blood Centre,

Auckland Hospital,

Auckland.

Presentation of statistical data from national
figures for Heart, Lung, Liver, Comeas and
Renal transplants for 1994,

22. PPP - Problem Platelet People
Margaret Ushakoff,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

Two case histories of "problem platelet
people” referred for investigative studies are
presented.

23. Appraisal Of The In-House Preparation
Of Platelets

Faine Parker,

Auckland Regional Blood Centre,

Auckland Hospital,

Auckland.

Platelet concentrates for therapeutic use are
routinely prepared in the laboratory. The initial
"light spin” centrifugation produces platelet
rich plasma from the whole blood units.
Platelets in the platelet rich plasma are
concentrated using a "heavy spin”
centrifugation. The focus of this project was to
optimise platelet yield from whole blood,
centring on the initial centrifuge time. Units
were processed closely to routine standard
operating procedures used in this laboratory.
Results of this pilot study indicate that the five
minute centrifugation yield of 79+£7.1% is
significantly higher than the six minute yield of
66+11.2% currently in use. Future direction
would be to confirm these findings by
processing more units under routine
laboratory conditions enabling a new
protocol to be established,

24. What Group Is My Platelet?
Sheryl Khull,

Dept of Transfusion Medicine,
Palmerston North Hospital,
Palmerston North,

Blood Bankers are familiar with the principles
involved with the selection of red cell
components that will be compatible with the
recipient's blood group.

But what about platelets? Do platelet
preparations contain ABO antigens? ABO
antibodies? Rh antigens? What rules, if any,
should we apply when selecting platelet
preparations for transfusion?

There is a wide variation in practice
throughout the country, but some guidelines
are available.
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25. Lowering The Threshold

Bart Barker,

Department of Transfusion Medicine,
Palmerston North Hospital,
Palmerston North.

Prophylactic platelet transfusions are widely
used in patients receiving intensive
chemotherapy to reduce or prevent bleeding
complications due to thrombocytopenia.

A threshold platelet count of 20 x
10¢/L has been generally accepted for many
years but the scientific rationale for this is not
clear. Careful review of the available data
suggests that a significantly lower threshold
platelet count may be adopted and the
recently modified Guidelines for Platelet
Transfusion in Palmerston North Hospital will
be discussed together with a justification for
lowering the threshold for prophylactic
platelet transfusion.

26. A Matter Of Degrees

Ray Scotf,

Auckland Regionai Blood Centre,
Auckland Hospital,

Auckland.

While by no means new, the requirement to
maintain blood and blood products within
tightly controlled temperature ranges has
been emphasised during GMP licensing
audits since 1993, The requirement for
validated storage and transportation
procedures is now under much greater
scrutiny than in the past and this, together
with conditions specified within contracts for
supply of blood and blood products, provides
compelling reasons for ensuring specified
temperature conditions are maintained. The
ability to provide evidence of transportation
temperature control is becoming easier with
the availability of temperature logging devices.
This paper reviews the options available in
this regard.

27. Centralised Temperature Monitoring
Roger Austin,

Blood Bank,

Taranaki Base Hospital,

New Plymouth.

Measurement recording and archiving of
temperatures of refrigerators and freezers,
both within the blood bank and at remote
locations to ensure that blood, blood
products, specimens and reagents
continuously meet code of GMP
requirements, has been achieved with a
centralised computer based monitoring
system.

28. The Importance Of Performing In-
House QC On Commercial Brands Of
Saline

Gerry Heta,






Auckland Regional Biood Centre,
Auckland Hospital,
Auckland.

The Blood Bank at Auckland Hospital has
been purchasing a commercial phosphate
buffered saline solution from a supplier for
many years. The QC results of the
manufacturer were accepted as being correct
and 10L bottles of solution were attached to
the cell-washers as required.

Intermittent problems occurred in
June 1994 and developed into major
problems in July 1994 when it was
discovered that antibody screens performed
by a 2-stage enzyme technique were positive
by Coombs Technigue.

My talk will examine the reasons, the
investigation undertaken and the resultant
change in the practices of the supplier and
the Blood Bank.

29. GMP Accreditation By TGA Of Green
Cross Blood Collection Bags

Gerard Volk,

Medi-Cross,

Sydney.

A brief outline of the requirements in Australia
for blood collection bags “To be listed by the
Therapeutic Goods Administration” as a pre-
requisite for use in Australia.

30. A Review Of BTS QM Procedures
David Fisher,

Laboratory,

Masterton Hospital,

Masterton.

A summatry of the response of the New
Zealand BTS laboratories to the Code of GMP
demand for formal Quality Management
procedures.

Bring your brickbats and bouquets.

31. Accreditation — Friend Or Foe?
Graeme Walker,

Telarc New Zealand,

Auckland.

The Telarc Medical Laboratory Programme has
offered accreditation to Transfusion Medicine
Departments, on a voluntary basis, for more
than 15 years.

More recently, mandatory reviews of
blood banks conducted by the Ministry of
Health's Good Manufacturing Practice teams,
have also been implemented.

The increased frequency of audit
activity within blood banks, whether voluntary
or mandatory, has prompted some
Transfusion Medicine Departments to ponder,
Is Accreditation Worthwhile?

While not attempting to answer this
question, this presentation by Telarc
summarises the standards, the criteria and the
procedures upon which the Telarc

Accreditation Programme is based. In
particular, the technical criteria for the
accreditation of Transfusion medicine
Departments is under review, and an invitation
is extended to the NICE Weekend participants
to contribute to the development of the
proposed criteria document.

By carefully researching existing
national and international guidelines for
Transfusion Medicine, by considering current
New Zealand blood bank practice and by
considering the input from New Zealand
blood bank personnel, it is envisaged that the
new criteria being developed by Telarc will,
within limits, be developed for New Zealand
Blood Banks by New Zealand Transfusion
Medicine specialists.

32. Unit Collection Weights: Statistical
Process Control

Margaret Dickinson,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

The Australian Code of Good Manufacturing
Practice for Therapeutic Goods, Blood and
Blood Products, July 1992, Chapter 8, Sect
819 requires 1% of all blood units to be
weighed and the actual volume of blood
calculated.

At the Auckland Regional Blood
Centre, the volume of blood collected into a
donation bag is controlled by "go-no go”
gauging. Gauges are monitored daily,
however quantitative data to allow monitoring
of collection volumes is not generated.

Daily random sampling of units (n=6),
weighing and plotting of x - R Statistical
control charts, demonstrates to process
control for CLX-CPD2 packs.

33. Tie Your Donor Down
Marie Willson,

Blood Bank,

Gisborne Hospital,
Gisborne.

Major errors can occur when you least expect
them. It only takes a brief lapse in attention.
An account of a potentially disastrous error is
presented.

34. Transfusion Practice Outside The Lab
Door

Nicola Beamish,

Blood Bank,

Taranaki Base Hospital,

New Plymouth.

Summary of the findings of a Quality Probe
(College of American pathologists) looking at
possible causes of transfusion error outside of
the laboratory. We looked at procedures used
from the time the unit was issued at the
laboratory until the first 20 minutes of the
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transfusion had passed.

The study raised several questions that
warrant discussion, such as:
- The need for laboratory involvement in
nursing protocols and audits.
- The lack of protocols and procedures for
medical staff
- The need for audits or studies such as this
to highlight deficiencies and prompt
improvements.

35. Oh No! Oh No! Not Again!
Susan Duncan,

Medical Laboratory,

Wanganui.

Two cases of laboratory error are reviewed,
The circumstances leading up to each

error, contributing factors, similarities and the

prevention of further errors are considered.

36. How is Our Computer Quality
Assurance

Paul Clark,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

As part of the ongoing Quality Assurance
programme, an internal audit of our
computers was carried out The questions, the
results and what we would do differently next
time will be discussed.

37. Internal Audit Feedback
Lorraine Rimmer,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

In 1994, Auckland Regional Blood Centre
carried out an extensive Internal Audit
Programme. Following these, senior and
middle managers received a personalised
letter including a questionnaire. 65% of the
managers replied. Form the questionnaire the
feedback indicated that the general opinion
of those audited was that the audits were
well conducted and they found them of great
heip.

38. Australian Manufactured Biood
Grouping Monoclonals Evaluated By New
Technologies

Jeanette Corley,

Commonwealth Serum Laboratories Ltd,
Parkville.

Over the last ten years a number of divergent
technologies are finding applications within
the blood banking laboratory.

Australian manufactured monoclonal
blood grouping reagents have been trialled
and adapted to some of these technologies.
The results of the evaluations in comparison
with traditional techniques show a high
degree of correlation.



These emerging technologies in
association with the Australian manufactured
monoclonal can offer many advantages for
the busy laboratory.

39. Gamma ReACT System
Jan Pritchard,

Biotek,

Auckland.

Gamma ReACT will be presented via a brief
video and verbal presentation. Gamma Re
ACT is an acronym for:

Red cell

Affinity

Column

Technology

The Acronym was chosen to
distinguish this new technology as one based
on a totally different principle from that of the
currently available micro-column test
procedures. These procedures utilise the
simple principle of the sieving effect of either
agarose or dextran gels or glass beads on
agglutinating cells.

Gamma ReACT is based on affinity
adherence of red cells to an immunoreactive
agarose matrix. The immunoreactive agarose
has a very high affinity and specificity for 1IgG

molecules.

40. Ph Dependant Anti-M

Diane Whitehead,

Department of Transfusion Medicine,
Christchurch Hospital,

Christchurch.

An elderly male patient presented for routine
urology surgery work-up. An uneventful
abbreviated cross-match screen led to
unexpected reactions in the saline cross-
match check.

An investigation was made into the
solutions, buffers and samples used routinely
in transfusion and blood donor accreditation.

41, The Changing Face Of Red Cell
Serology

Linda Pinder,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

A brief review of techniques used for antibody
screening over the past twenty years is
presented together with a discussion of the
pros and cons of the DiaMed gel technique in
current use at the Auckland Regional Blood
Centre.

42, Variants Of The “S" Theme
Alison Wilson,

Auckland Regional Blood Centre,
Auckland Hospital,

Auckland.

A brief discussion of three cases with
anomalous S typing results is presented.

43. Blood Transfusion Trust Update
Steve Gibbons,

Canterbury Health Laboratories,
Christchurch Hospital,

Christchurch.

Qver the last year, the BTT has worked with
varying degrees of success on the CSL
contract and the plasma credit system. These
and related issues will be discussed.

The recent legal opinion that bone
marrow is blood will potentially have a
significant impact on the Trust and will be
briefly discussed.

The most important purpose of this
presentation is to receive feedback from the
audience as to how the Trust can improve on
its functions or help you.

Questions are welcome.

Australasian Society of Blood Transfusion

The 28th Annual Scientific Meeting of the Australasian Society of Blood
Transfusion (ASBT) was held in Perth in 1994. It was a very successful
meeting with an excellent scientific standard, and a large input of
papers from members and invited speakers. This meeting is the main
focus for the Society and attracts an increasing number of persons who
are interested in contemporary transfusion practice.

The ASBT is a Society that is now well established and managed. The
ASBT Council normally includes a co-opted representative of New
Zealand when there is not an elected New Zealand member. New
Zealand is also represented on Working Parties.

There are approximately ten New Zealand ASBT members, and this
input to the Society has certainly been appreciated. It is probably the
main scientific organisation in Australia and New Zealand to represent
the various changes taking place in Transfusion Medicine, both on the
scientific and political sides. It is an organisation that should be utilised
by those working in Transfusion Medicine and Science in New Zealand.
Membership of this Society is not, as with some Societies, exclusive to
those who are medically qualified. The Society is rapidly moving
towards a membership that is more akin to the American Association
of Blood Banks (AABB) with applications invited from all persons
working in Blood Transfusion regardless of their Department. Basically
membership requires some form of tertiary qualification plus three years
experience in Transfusion work, and there is a conditional membership
clause until these levels are achieved. Membership does not exclude
technologists, nurses or administrators of Blood Services, and each
applicant for membership is evaluated on their particular merits. It is
considered that there are numerous persons working in 8lood
Transfusion in New Zealand who would be eligible for membership,
and participation is encouraged.

In these days of political and economic changes in Blood Transfusion
Services there is some benefit in joining with a group that has the best

interests of Transfusion Medicine as its basic theme. A larger New
Zealand membership would enhance the Society, and perhaps provide
a forum for the development of a New Zealand branch of the ASBT just
as there is in some of the States of Australia. This could easily provide a
focus for discussion of issues relevant to New Zealand. Furthermore, the
number of staff working in Transfusion in New Zealand is not large, and
there are benefits in joining with a larger group that represents both
Australian and New Zealand interests,

What are the advantages of joining the Society? Firstly there is access to
the Annual Scientific Meetings, the Newsletters and Broadsheets
produced by the ASBT. Secondly, membership provides a structure on
which local committees or organisations can be developed, and allows
New Zealand input to the various committees of the Society. Thirdly
there is benefit professionally in joining such a Society that represents
the interest of Transfusion Medicine, bringing with it a feeling of
solidarity, status and mutual cooperation,

The 1995 Annual Scientific Meeting will be held in Brisbane between
October 15th-20th, and the following year in 1996 in Adelaide. In
1997 the Annual Scientific Meeting will be held in Auckiand, and this is
another reason to increase New Zealand membership.

I would encourage those working in Blood Transfusion to seriously
consider the ASBT as an organisation that should be more fully
supported by New Zealand, as it is basically our Society and is
developed to represent interests of Blood Transfusion in Australia and
New Zealand. Details of membership requirements are available from
any ASBT member; the annual subscription is A$50. (Or write to the
undersigned)

Dr D G Woodfield
MEDICAL DIRECTOR
AUCKLAND REGIONAL BLOOD SERVICE
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1330-1400 An Overview of Leucopenia
Comparitive Features of Disorders that Cause Neutropenia
and Lymphopenia.
Dr. Hilary Blacklock, Consultant Haematologist.
Middlemore Hospital.

1400-1420 Case History:
()  Cyclic Neutropenia,
Ailsa Bunker, Staff Technologist,
Middlemore Hospital.
(i) Felty's Syndrome
Haematology Registrar, Middlemore Hospital.
1420-1440 Drugs Associated with Leucopenia.
Dr. Sharon Jackson, Consultant Haematologist,
Middlemore Hospital.
1440-1500 Case History:
() Drug Induced Neutropenia,
PhilipPa Sarcich, Staff Technologist,
Middlemore Hospital.
(i Colchicine Poisoning,
Lee Glogoski, Technologist in Charge,
Blood Film Morphology, Middlemore Hospital.

1500-1530 COFFEE BREAK

1530-1700 OTHER PENIAS
Chairperson Stuart Duncan,
Charge Technologist, Auckland Hospital

1530-1545 Introduction from Chair
1545-1600 Case History:
()  Thymoma

Dr. Graeme Taylor
Registrar, Auckland Hospital.
1600-1615 (i) PNH
Kristen Kelly,
Technologist in Charge, Special Haematology
Auckland Hospital.
1615-1650 Diamond Blackfan/Transient Erthroblastopenia of Childhood/
Fanconi's anaemia.
Dr. Lochie Teague,
Consultant Paediatric Haematologist,
Auckland Starship Hospital.
1700 Close Horst Stunza
Charge Technologist,
Medlab.

REGISTRATION

Registration fee is $50.00 including GST.

A discount of $10.00 is available for members of NZIMLS.

Registration is limited to 80 participants.

Closing date for registration:  Friday 8th September, 1995.

Ii_;ate Registrations may be accepted if places are available. Late Registration (after 8th September)
55.00

if your Registration must be cancelled, your fees less 10% for administrative costs, will be returned if

we are notified at least two weeks in advance of the seminar. No refunds will be made after this date.

The registration Fee covers the costs of lunches, postage, stationery, phone calls etc.
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Cultural Differences

Specific cues
Head tilt and/or eyebrow raise

Unresponsive looking ahead or down
Huntched shoulders

Quick frowns

Sniff

Hand down and in to chest
Touching and hugging

Standing up to greet

Sitting down to greet
Wandering eyes, looking away
Attentive and steady gaze
Using imperatives (‘Do this")

Requests as a question

Double negative e.g, "You don't want it, do you"

Pauses and silences

in Social Behaviour

Polynesians
Convey meaning by body language
and listen by watching

Agreement

Disagreement (verbal disagreement is rare)
" don't know"

Puzzlement, please help.

Admit mistake, apologise

Come here (Samoan)

Welcome, support, desire for friendship,
liking, gratitude or apology

Sign of superior status
Sign of respect
Politeness

Opposition or conflict
Acceptable
Uncertainty

“No" (I do want it)
Time to think, being companionable
and relaxed

Pakehas
Convey meaning by voice and word
and listen by attending to words

Questioning or surprise

Failure to understand

‘| don't care”

Disapproval

Disdain

It doesn't matter (Maori or Pakeha)

Close friendship only — otherwise seen as
excessive or hypocrisy

Sign of respect

Sign of superior status
Boredom, evasion or guilt
Undivided attention

An order

Politeness

“Yes" (| do want it)

Unresponsive or stuipd.

Creates awkwardness unless with
intimates.

What is written in scientific journals and what is
really meant!

“It is well known that . . ."
| have not looked up the reference.

“While definite answers are not provided . . ."
The experiment failed but | hope to get a paper out of it.

“This method was chosen as the most suitable . . .”
Borrowed from the lab next door.

“This hypothesis is of importance . .."
Of interest to me.

“Two of the subjects were selected for follow-up studies . . .”
The other subjects gave negative results,

‘Typical results from the study are shown in Table 1..."
The best results were chosen.

“It may be that..."
| think that

“It is believed that .. ."”
A few others think so too.

“Additional follow-up studies are required.”
| don"t know what the results mean.

“Thanks are due to Joe Bloggs for technical assistance and John
Doe for valuable discussions.”
Jjoe did all the work and John explained what it meant

"The results were somewhat disappointing.”
Worse than placebo.

“The results were encouraging.”
One of the rats survived.

“Equivocal results were obtained.”
We can't explain why all the rats died.

“Results obtained are worthy of further studies.”
I hope to get another research grant.

“We have previously shown that..."
I am boosting my citation index.
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Paper Two

Question 4

5/5 candidates attempted this question, with only 2/5 obtaining
passes. Most candidates had limited knowledge of the pathway
involved. Those that did know the pathway obtained very good marks.

Question 5
4/5 candidates attempted this question, all providing well thought out
answers,

Question 6
3/5 candidates attempted this question, with generally good marks.

Overall this section of the paper was answered OK,
Haematology

General

In general the performance of all candidates was disappointing. There
appeared to be little advancement of the candidates’ knowledge since
the certificate level and scant evidence of background reading or
experience gained at the bench. This may reflect lack of continuing
education in the candidates' places of work and/or inadequate
appreciation of the knowledge required for the specialist examination.

Paper 1

Question 1. For the third year running candidates were invited to
demonstrate their knowledge of a reference method for WBC
differentials and for the third year running this question was answered
very poorly. Only one candidate gained more than 50% in this question
and was the only candidate to mention testing both those with and
without a left shift No candidate mentioned the reference NCCLS WBC
differential.

Question 2. This question was answered adequately with two of the
three candidates gaining 50% or more.

Question 3. This question was answered adequately with two of the
three candidates gaining 50% or more.

Question 4. One candidate answered this question well, one
adequately and one poorly. Only one candidate demonstrated an
understanding of what the correlation coefficient measures,

Question 5. Two of the three candidates answered this question well.

Question 6. This question was included because the question on delta
check was answered poorly last year and with the increasing use of
computers in laboratories an understanding of the use of delta checks
is becoming increasingly important One candidate answered
adequately, the other two poorly.

Questions 7 to 11. See general comment.

Question 12. Only one candidate can construct a proper red cell
osmotic fragility curve from the data supplied. This is very disappointing
because the other candidates do not even know how to (or bother to)
copy from the osmotic fragility curves given in parts (c) and (¢) of this
question. The interpretations of the osmotic fragility curves were done
very poorly.

Question 13. Poorly answered question for a problem not infrequently
observed in the day-to-day practice.

Question 14. Considering that not many laboratories actually perform
chromosome analysis, this question is better answered than the other
more practical questions in this paper. It is worrying if this reflects
candidates only read and commit to memory and not think about what
they actually do.

Question 15. Interpretation of NAP score result is disappointing.

Question 16. While in general candidates were able to outline the
biochemical reactions, there is lack of understanding of the test/assay
requirements,

Question 17. Considering that only basic information is required in this
question, the answers given were disappointing and certainly do not
put the candidates at the specialist level.

Question 18. No candidate was able to satisfactorily answer this
question.

Question 19. Considering that these equipment are found in every
laboratory and the poor answers given, one has to wonder how much
the candidates have involved themselves in the quality control of these
items.

Question 20. Candidates have absolutely no idea about the aspects
covered in this question even though we are now practising in a more
and more legalistic and adverse environment

Paper 2

Question 1. Although leucocytosis is commonly encountered in the
laboratory practice and the listing of causes is on the whole satisfactory,
the section on peripheral blood features useful in distinguishing various
causes of leucocytosis is disapponting. Either blood cell morphology
has gone out of the window or the candidates have not applied
themselves to what they are doing everyday in the laboratory.

Question 2. Despite the explicit instruction in the question about
organising the information in the answer this question remains poorly
answered with information haphazardly presented. The information
remains superficial, and no candidate was able to satisfactorily indicate
the significance of diagnosing thalassemia traits.

Question 3 and 4. See general comment.

Question 5. No candidate answered this question on the planning of a
turn around time audit

Question 6. Two candidates answered this question on quality control
in microscopy. Both interpreted the question to mean quality assurance
rather than quality control so that they both obtained poor marks,
Quality control was mentioned by both of them but not how they
would go about carrying it out

Microbiology
This year the standard was good with 4 of the 5 candidates being
successful.

There was considerable unevenness in the individual
candidates knowledge with each candidate answering some questions
well while others were answered poorly. The questions that the
candidates had difficulty with were different for each candidate.

This probably reflects the work environment and experience of
each individual and the specialization that tends to occur at this level,

Itis also probably a reflection on the very broad range of topics
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that are specified in the syllabus,

Paper One:

Mycology and Parasitology were well done although marks were often
lost by students who omitted the obvious e.g. media or conditions of
incubation. Candidates tended to have a good working knowledge of
the less common bacterial species but seemed less familiar with the
background of some of the important antimicrobial agents that are
now in use.

Paper Two:

Candidates varied greatly in their knowledge in the topics covered in
this paper. Generally their understanding of the importance of
coagulase negative staphylococci was good.

Though many obviously had a good working knowledge of an
automated susceptibility/identification instrument it was disappointing
that few understood the wide range of factors that must be considered
when choosing such a machine. Knowledge of this type is important at
this level.

Exam technigue throughout both papers was generally good
with most of the candidates managing to provide answers that were
relevant to the questions asked.

Publications in Overseas Medical Laboratory Science Journals

We exchange journals with various overseas medical laboratory
science organisations. These journals are kept in the Philson 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 senvice.

Australian Journal of Medical Science. 1995;
Volume: 16, No: 1.

Short R Haematological effects of human immunodeficiency virus
infection. p.2-15.

Tristam S. Extended spectrum B-lactamases: Are we losing the battle? p.
16-25.

Casten RA, Peripheral blood stem cell transplantation. p. 26-35.
Williams AC, Vaccari J. Patient identification errors in a stand-alone
clinical laboratory computer system. p. 36-8.

Manandhar R, Bettiol SS, Goldsmith JM, Ott AK First report of the
isolation of Escherichia coli0157:H — in Tasmania.

Clinical Laboratory Science 1995. Volume: 8, No: 1.
Ward KM. Teaching instrument selection and evaluation: Point-of-care
testing as the model. p. 12-4.

Aliman GW, Anderson SC. Protein C: Rocket EID versus chromogenic
(coatest) methods. p. 14-7.

Mull RW. Comparison of three rapid test kits for detection of Human
Immunodeficiency Virus in blood. p. 17-9.

Gorman LS. Aging: Laboratory testing and theories. p. 24-30.

Boosalis M G, Stiles NC. Nutritional assessment in the elderly:
Biochemical analyses. p. 31-3.

Fowler JB. Medication monitoring in the elderly. p. 34-8.

Stiles NC, Boosalis MG. Case report of zinc deficiency in an elderly
woman. p. 39-42,

Littie LM. Pathogenesis of infectious disease. p. 44-9.

Guiles HJ. Perceived importance of clinical laboratory science
certification: Its conceptualization and relation to employment practices.
p. 50-6.

Clinical Laboratory Science 1995. Volume: 8, No: 2.
Bonhall LR. Reference preparation for proteins in human serum: the
new world-wide protein standard. p. 80-3.

Guiles Hl. Perceived meaning of CLS certification as related to
professional attributes and time spent with students. p. 84-6,

Walker M, Hundley JH, Junkins A. Variability in reporting neutrophilic
cytoplasmic alterations in South Carolina hospital laboratories. p. 86-8.
Rudmann SV, University-based clinical laboratory science programs:
Strategies for survival. p. 90-3.

Laudicina RJ. Student retention methods in clinical laboratory education
programs. p. 94-101.

Lehman DC, Wilson D, Ciulla A, Hingston M. Recruitment strategies
used by an allied health education program to increase student
enrolment p. 101-6.

Madden SK, Montoya ID, Richard Al Impact of substance abuse on
tomorrow's work force. p. 107-12.

Burns ER, Lee V, Wenz B. Detection of undiagnosed coaguiopathies
using routine rapid heparin neutralization. p. 113-6.

Antonian L, lacolina MD, Prouix RR. Automation of steroid
radioimmunoassays using a robotics workstation. p. 117-20.
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ew 'roducts and Services

Ciba Corning ACS Testosterone

As part of its ongoing development program, SCIANZ Corporation is
proud to announce the launch of the new ACS: 180 Testosterone
assay. The introduction of this new test enables clinicians to obtain a
full panel of reproductive tests in under 30 minutes, facilitating
immediate clinical counselling.

This represents a dramatic improvement over the majority of
testosterone tests which are labour-intensive and require several hours
to perform. By automating all assays on a single instrument platform,
there are obvious improvements in workflow efficiency and cost
effectiveness. The full range of ACS Reproductive assays now includes:

LH, FSH, Prolactin, Progesterone, Oestradiol, Testosterone and
HCG.

Measurement of testosterone is most commonly used to
evaluate males who may be impotent, infertile or in general present
with a lack or loss of masculine development In these cases the
testosterone levels would be depressed.

However, testosterone is also found in females, though at much
lower concentrations and primarily acts as a source or substrate for
oestrogen synthesis. Unlike males, it is high testosterone in females
which is clinically significant

Increased testosterone levels in females can contribute to
suppression of the normal menstrual cycle with consequent infertility.
Possible causes of elevated testosterone levels include conditions such
as polycystic ovary, congenital adrerial hyperplasia and adrenal/ovarian
tumours.

For more information on the ACS Testosterone assay please
contact:

Alan Cocks at SCIANZ Corporation

Free Phone: 0800 733 464

New Tumor Marker Plus Control
Ciba Corning Diagnostics Corp. announced the release of their
new Tumor Market Plus Control.
Ciba Corning's new Tumor Market Plus control is an assayed human-
serum based control for monitoring procedures that test for tumor-
related antigens and other ligands. Tumor Marker Plus control contains
21 cancer-related constituents including a comprehensive menu of
novel and established tumor markers. Two clinically significant levels
verify assay performance in normal and abnormal ranges. To enhance
laboratory personnel safety this control is screened, at the donor level,
for Hepatitis C.

Once reconstituted, Tumor Marker Plus constituents are stable
for 14 days at 2-8°C, with the exception of calcitonin (24 hours) and
IRE (5 days). One mL aliquots of Tumor Marker Plus control are stable

for 30 days when frozen at -20°C. This extended stability plus
convenient 3 x 2mL/level packaging ensures minimal waste.

Tumor Marker Plus control is part of Ciba Corning's extensive
portfolio of chemistry, immunodiagnostics, blood gas and specialty
quality control products and services. For further information about Ciba
Coming's Tumor Marker Plus control, please contact

Rose-Marie Daniel

SCIANZ Corp — 0800 733 464

New Co-Oximetry Package For Full Haemoglobin
and Saturated Oxygen Measurement

Ciba Corning Diagnostics is pleased to announce that the co-oximetry
upgrade module for the 800 series blood gas analysers has received
FDA approval. The first unit will be installed in New Zealand during May
'95.

The Co-oximeter uses whole blood and reports total
haemoglobin, oxygen content, fractional oxyhaemaglobin, accurate
oxygen saturation and the dyshaemoglobins.

Interfering substances such as fetal Hb, lipemia and bilirubin will
have minimal effect on results because of the advanced measurement
technology.

The new module simply attaches to the side of any of the Ciba
Corning 800 Series analysers. Only one sample insertion of less than
200p! will give full analysis of all critical blood analytes including gases,
electrolytes, metabolites and full co-oximetry.

Increase in running costs of the 800 Analyser is minimal with
addition of the co-oximetry module.

For further information please contact Rose-Marie Daniel,
SCIANZ Corporation, Phone 09-4807060, Toll Free 0800 733 464. Fax:
09-480 7090.

Micro Quality

Micro Imaging Division (Trimtech NZ Ltd) earlier this year became a
Quality Assured Supplier of NZS 9002/1SO 9002 - quality systems for
the importing, distributing and servicing of scientific optical instruments
{microscopes and imaging systems).

This registration, gained through Standards New Zealand, is
thought to be a first for a New Zealand microscope company.
"Although we are a small organisation,” says Micro imaging Manager
Richard Beddek, "we have developed an expertise in niche laboratory
markets, and a reputation for good, fast service - the 1SO 9002 has
helped us focus on the customer even more.

Staff have reacted well to the implementation, particularly as it
has provided more cohesion throughout the company. it has focused
everyone on the company's main aim, which is to provide quality
products and services at competitive prices,” he said.
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