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Abstract

When compared to conventional methods of yeast
identification, the Microring YT identified 70% of yeast
isolates. There was complete agreement between the two
systems for Candida albicans, C. parapsilosis, C. famata, C.
tropicalisand C. glabrata. However the results for a number of
other medically important yeast species were less
satisfactory. The Microring YT yeast identification system in
its present form cannot be recommended for the routine
identification of clinical yeast isolates.

Introduction

There is an increasing awareness that yeasts are
responsible for an appreciable number of opportunistic
infections in compromised patients. Also there is a growing
awareness that a number of yeasts apart from Candida
albicans and Cryptococcus neoformans are responsible for
such infections. Eight Candida species are recognised as
pathogens and these are C albicans, C. lropicalis,
C. glabrata, C. parapsilosis, C. kefyr (formerly C.
pseudotropicalis), C. krusei, C. guilliermondii and C.
viswanathii. Other yeasts which are isolated less frequently
from clinical specimens, but which are considered to be
potential human pathogens, include C. catenulata, C. famata,
C. inconspicua, C. intermedia, C. lusitaniae, C. norvegensis,
C. rugosa, C. zeylanoides, Cr. albidus, Cr. laurenti,
Rhodotorula  glutinis, Rh. rubra and Saccharomyces
cerevisiae (1). In the recent literature, the two yeasts,
Trichosporon cutaneum (syn T. biegeli) and Malassezia
furfur, which are characteristically associated with the
superficial infections, white piedra and pityriasis versicolor
respectively. have been shown to cause rare systemic
infections in patients at risk (2.3).

As a conseqguence of this increased awareness and
interest in yeast infections, there has been a proliferation of
kits for yeast identification. These have been based on either
the assimilation of carbohydrates (API 20C. Uni-Yeast-Tek,
Vitek Yeast Biochem Card, ATB 32C, Abbott Quantum ii etc)
or on enzyme based reactions (APl Yeast-ident, Baxter-
Micro-Scan etc). A number of publications have appeared in
the recent literature documenting the efficacy of a number of
these systems (4,5,6,7,8) and it is interesting to note that each
has been compared with the AP1 20C system as the standard
reference system.

It is a measure of the success of the APt 20C that it should
be regarded as equivalent to conventional yeast identification
methods in terms of a reference standard.

In 1985, Sobczak (9) published a method of yeast
identification based on the different susceptibilities of the
various species to six dyes/antifungal agents; Janus green,
ethidium bromide, triphenyl tetrazolium chloride, brilliant
green, cycloheximide and rhodamine 6G. Within a short
space of time the Microring YT system (Medical Wire &
Equipment Co Ltd., Corsham, United Kingdom), which was
based on Sobczak’s work, appeared on the market. The
present study set out to investigate the accuracy of the
Microring YT system when compared with conventional
methods of yeast identification.

Materials and Methods

Yeasts.

A total of 74 isolates comprising 53 fresh clinical isolates
from Valley Diagnostic Laboratory (VDL) and 21 isolates from

the collection held by the Mycology Reference Laboratory
(NZCDC) were used in the investigation.

Conventional tests (NZCDC).

The Dalmau plate technique using Rice Extract agar
(Difco) plus Tween 80 was used to study the
micromorphology of each isolate. Carbohydrate
assimilations/fermentations, nitrate assimilation, urease
activity and growth at 30/37°C were carried out as detailed in
the monograph edited by Kreger-van Rij (10). The germ tube
test was also performed when appropriate.

Microring YT yeast identification system (VDL).

The yeasts were grown on Sabouraud Dextrose agar
(Oxoid CM41) at 30°C for 24-48 hours. Suspensions of each
isolate were made in sterile distilled water to a density
equivalent to No. 1-2 McFarland Standard. These were
spread over the surface of a Sabouraud dextrose agar (Oxoid
CM41) plate with a swab. The plates were allowed to dry and
a Microring was placed in the centre of the plate and pressed
down gently to ensure good surface contact. The plates were
incubated at 37°C for 18-24 hours. Where insufficient growth
occurred inthis time, the plates were reincubated for a further
24 hours. The plates were then examined for zones of
inhibition around each of the Microring tips, with any zone, no
matter how small, being scored as susceptible. The results
were noted in sequence from 1-6 for each of the tips to
produce a six digit code. If no zone of inhibition was noted the
score for the tip was zero. If a zone of inhibition was present
this was scored as the number of that particular tip. Regrowth
within inhibition zones was also noted and scored with the
number of the tip with the suffix R. The identification of the
yeasts was made by comparing the codes, presence of
regrowth and the colour around tip No. 3, with the tabulated
results for each of the species supplied by the kit
manufacturers. A Rice-Extract Tween 80 plate was also
inoculated to study the micromorphology of each of the
isolates.

Results

The results of the comparative study are summarised in
Table 1. Seventy percent of the yeasts were correctly
identified by the Microring. There was complete agreement
between the two identification systems for C. albicans, C.
parapsilosis, C. glabrata, C. tropicalisand C. famata. However
for the remaining eight species, the accuracy of the Microring
was less satisfactory. The Microring identified 50% of the
strains of C. krusei (2/4) and C. lusitaniae (2/4), 40% of Cr.
neoformans (2/5) and only 33% of the C. guilliermondii (3/9)
isolates. The Microring failed to identify two isolates of S.
cerevisiac and one isolate of Cr. albidus. Six isolates of T
cutaneum could not be identified as there is no code for this
organism in the data base.

Discussion

After 48 hours incubation the two cryptococci,
Cr. neoformansand Cr. albidus, showed very poor growth and
it was very difficult to determine if zones were present around
some of the tips. The Microring did not distinguish between
the two varieties of Cr. neoformans. Those isolates of C.
guilliermondii and C. lusitaniae which were misidentified,
consistently gave no zone of inhibition with the Janus green
and were thus identified as C. famata. For some species,
different isolates gave dissimilar codes, none of which
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Table 1. Accuracy of the identification of common clinical
yeast isolates by Microring YT compared with the
conventional yeast identification.

% correlation with

conventional
Number correct/ identification
Yeast number tested system
C. albicans 19/19 100
C. glabrata 6/6 100
C. famata 1/1 100
C. guilliermondii 3/9 33
C. krusei 2/4 50
C. luisitaniae 2/4 50
C. parapsilosis 13/13 100
C. tropicalis 4/4 100
Cr. albidus 0/1 0
Cr.neoformans 2/5 40
S. cerevisiae 0/2 0
T. cutaneum 0/6 0*

* No code in the database for this yeast.

corresponded to the listed codes, and this was not due to any
consistent error(s) for any disc(s) but involved a number of
discs. In such cases there was only a partial resemblance
between the generated codes and those listed. On occasions
we obtained codes which bore no resemblance to any of
those listed. The system showed poor reproducibility in that
when a small number of isolates were retested, only 73% of
these gave the same six digit code.

Whilst the present study was being undertaken, two reports
on the Microring YT were published. Each of these reports
were from the United Kingdom and one was a multicentre
evaluation of the kit. The first of these reports, that of
Shankland etal (11), reported that only 52.8% of yeasts tested
were correctly identified. The publication by Ridgway and
Allen (12) reported that 72.6% of identifications agreed with
the reference system used and this finding is very similar to
that of the present study in which 70% of yeasts were
correctly identitied by the Microring YT. In most respects there
is good agreement between our results and the two reported
studies. Each shows that Microring YT readily identifies C.
albicans and most strains of C. glabrata and C. famata. The
results for C. guilliermondiifor each of the three studies show
good agreement. In the case of C. parapsilosis there is some
divergence between our study and those of the English
investigators. Our resuits indicate that this species is one of
the easier ones to identify using the Microring whereas both
of the English reports found it to be one of the more difficult.
The reasons for this disparity are not immediately obvious.

The information sheet accompanying the kits states that in
those situations where a code corresponds to more than one
species, the organisms may be differentiated by a number of
different tests including “microscopy”. Presumably this refers
to the use of a Dalmau morphology plate although this is not
specifically stated. The morphology of the yeasts on Rice
Extract Tween 80 agar was especially helpful in
distinguishing between two species when a code
corresponded to more than one species. For example, where
isolates of C. guilliermondii were misidentified as C. famata,
the micromorphology on Rice Extract Tween 80 agar readily
distinguished between the two as the former species
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produced pseudomycelium on this medium. The importance
of the micromorphology of the yeasts should not be
underestimated when using any of the yeast identification
systems presently available. Recent publications stress the
importance of micromorphology in the identification of yeast
isolates (4,6,8) as do a number of the kit manufacturers.

The Microring YT is easy to set up and is competitively
priced at only $1.75 per identification. However the
interpretation of the results is fraught with problems. Further,
the data base is limited in that it contains codes for only 18
species. It is surprising that organisms such as T. cutaneum
have been omitted from the data base. We would agree with
Shankland et al (11) that even if the data base were to be
considerably expanded, the inherent problems of inaccuracy
and poor reproducibility of the system impose major
limitations on the usefulness of Microring YT for the
identification of clinical yeast isolates.
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Convenor: David Wilson,
Contact Address: Manawatu Regional Blood Centre,
Palmerston North Hospital. Private Bag. Palmerston North.

The last meeting of the Transfusion Science Special Interest
Group was held in conjunction with the NICE Weekend at
Wairakei on 26 April, 1992,

FINANCES

David Wilson presented the financial reports of the TSSIG for
the last financial year ended 31 March. 1992, and for the
current year to date, to 22 April, 1992. We are not a profit-
making group, and don't have much in the bank, but we do
want to make sure that we spend our resources and efforts on
what you most want, so make sure you contact one of the
TSSIG members with any requests or ideas you would like
considered.

AUDIO UPDATES

As previously mentioned, this is a continuing education
programme presented on audio tape. The U.S. distributor has
the following to say about his product:

“This is a comprehensive and unique program which is
designed to keep blood bank professionals up to date in the
field and also serves as a vehicle for staff education. The
program is medically and technically oriented. The user has
access to timely and critical information which improves the
user's ability to provide better clinical care and to be better
aware of new developments and changes.”

The TSSIG has puchased a subscription and we now have
available the following topics:

Solid Phase Immunohaematologic Testing for Red Cells
& Platelets.

Monoclonal Reagents — What Should We Expect From
Them?

Total Quality Improvement — A Lifetime Goal

An Update on Hepatitis C — speaker: Dr Jay Menitove

They are available at a cost of:
$6.00 for the tape and a complete written transcript.
$4.00 for the tape only.
$3.50 for the transcript only.

We should be receiving further issues at the rate of about
one per month. | will keep you informed of the topics of future
issues as they become available. You can order your copy of
any or all of the currently available topics, or even pre-order
future issues without knowing what topics they will cover if
you find this more convenient. Send your orders to:

Sheryl Khull, Secretary TSSIG, Transfusion Laboratory,
Wellington Regional Blood Service, Wellington Hospital,
Private Bag, Wellington 6002.

STAR

We have obtained the first issue of the AABB programme
‘STAR’ (Self Test and Review). We think this would be best
made available via an interactive computer programme for
use on IBM-compatible PCs. We are working on this. If
anyone would like to heip or offer reasonably priced
alternatives, please contact Sherryl Khull at the above
address.

NZJ Med Lab Science 1992

TRANSFUSION SCIENCE

SPECIAL INTEREST GROUP

N.I.C.E. V.LS.L.T.

All NIPS participants received some information and a
questionnaire with the February survey about a planned
travelling road show titled ‘NICE VISIT' (Various Interesting
Speakers on Immunohaematology Topics). The response
was so disappointing that this event has been put on hold. We
are not prepared to spend TSSIG resources on projects in
which no-one is interested. If we receive a flood of letters
protesting that you really do want a traveliing road show, we
will organise one for the future.

NEWSLETTER

Some of you asked that we consider particular topics as
subjects for the road show. Thank you for your input. Many of
these would be appropriately dealt with by articles in the
TSSIG newsletter, and we will try to cover them in the next few
issues.

While we are on the subject of the newsletter, most of you
are no doubt very capable of writing an informative or
interesting article, query or note for publication. We do want to
hear from you. Please send all contributions to Sheryl Khull.

All of you are capable of wriling a scientific article for
publication in the Journal itself. The TSSIG supports the use
of the Journal for the publication of articles of scientific
interest, and we would encourage you all to work towards
publication of your work. The article in this newsletter 'How to
Write a Journal Article — A Beginner's Guide’ should be of
interest to you.

EXAMINERS FOR NZIMLS EXAMINATIONS
The TSSIG is asked by the NZIMLS to put forward names of
people suitable to serve as examiners in Transfusion
Science. 1t you would like to suggest someone for
consideration, please contact a TSSIG member.

WHO IS THE TSSIG?

The Transfusion Science Special Interest Group is simply a
number of people from throughout New Zealand who are
interested in Transfusion Science and prepared to do some of
the donkey work towards making working in this field more
interesting and rewarding.

We didn't get elected by any democratic kind of vote, we
were self-selected by standing up and making our presence
felt. You may feel that someone you know (maybe you?)
could make a worthwhile contribution and deserves a chance
to show what they can do. Great! Go ahead! Don't wait to be
asked, just do it. If you want to attend the TSSIG meetings (the
next one will be in Wellington in August) or be involved in the
production of this newsletter, or offer to help with anything
else the TSSIG is doing, just contact one of the TSSIG
members. We'd love to hear from you.

In case you've lost the list published in March, here it is
again:

David Wilson, Palmerston North — convenor
Alison Dent, Auckland

Grant Storey, Waikato

Roger Austin, New Plymouth

Shery! Khull, Wellington — secretary

Kevin McLoughlin, Christchurch

Les Milligan, Dunedin

Lindsey Browning, Invercargill
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REPORT FROM TRANSFUSION ADVISORY COMMITTEE (TAC) MEETING
held 19th & 20th March, 1992

Compiled by: Dr S Gibbons, Regional Transfusion Director, Canterbury-West Coast Centre.

NZBTS Standards

Unfortunately these are not completed. A working party
is to be established to work with the Therapeutic’s Unit
of the Department of Health. The aim is to have
standards available within three months.

Hepatitis C Antibody Testing

No progress has been made on this issue. In
anticipation that monies will be available in the next
financial year, TAC has asked if the tender process can
be initiated now, to allow testing to begin as early as
possible in the next financial year.

Adverse Reactions to Fractionated Blood Products
The Committee received a report from Dr Harding,
Auckland Regional Blood Centre, covering the period
January 1, 1992 — February 29, 1992. Eight adverse
reactions were reported. Six concerned a single patient
who receives monthly replacement therapy with
Intragam, and of these, four occurred during 1991, lot
numbers involved were 18402 and 22001. There was
one reaction to SPPS.

All adverse reactions should be reported through
your Regional Transfusion Director to Dr Harding.
Blood Bank Operating Procedures
This issue is still under review and a draft of standing
operating procedures is anticipated by the next
meeting.

Blood Donor Selection and Screening Criteria

The TAC consider that all blood donors should be
interviewed before donating. This requirement is to be
included in the NZBTS Standards.

Auckland use a stylised world map to indicate areas
where HIV-1 is endemic. It was decided to trial this map
in all Blood Donor Centres. A copy of the map may be
obtained from Regional Centres.

The medication deferral list used by blood donor staff
is under review although it may be some time before a
new list is circulated.

Fractionated Blood Products

All regional centres are attempting to build up stocks of
these products equivalent to three months supply. In
addition, national stocks of three months are to be held
in Auckland. Efforts are also being made to improve the
stock control of these items and all regional centres are
providing Auckland with a monthly balance.

Tetanus Immunoglobulin

In the past, this material has been sourced from
Australian plasma. This arrangement was recently
reversed. Approximately 100 litres of New Zealand
plasma has been collected for this purpose. In future
Dunedin and Christchurch will continue to collect
plasma for this purpose.

Intragam

Further batches of Intragam (now three in total) have
been found to be contaminated by significant quantities
of anti-D. A search is underway to determine the source
of the anti-D. Plasma with an anti-D titre of eight or
greater by antiglobulin testing or other antibodies to a
titre of 32 or greater should not be sent for fractionation
to Intragam.

Concerns have been expressed by clinicians that the
batches containing anti-D are not suitable for the
treatment of Rh positive children with
hypogammaglobulinaemia or those who require high
doses of gammaglobulin. A recent article in Blood,
Intravenous anti-D  treatment of immune
thrombocytopenic purpura: analysis of efficiency,
toxicity, and mechanisms of effect. Bussel J B, Grazino
J N, Kimberler RP, Pahwa S, and Aledort L M. (1991:7.9,

* * *

10.

11.

12.

13.

14.

15.

16.

1884-1893) suggests there may be no major problem
with anti-D contaminated Intragam. There are limited
quantities of non anti-D containing Intragam available
and alternative products such as Sandoglobulin may
have to be used. If Sandoglobulin is required it must be
purchased by the Area Health Board concerned.

CSL have indicated they may require in the future that
IgG titres of anti-A and anti-B not exceed 64 and 32
respectively. The TAC is reviewing the implications of
this requirement.

Anti-CMV Immunoglobulin

If this product is required by clinicians, individual
hospitals will have to purchase it directly from CSL.
Cryoprecipitate Usage

The amount of cryoprecipitate used is decreasing as
treaters of haemophilia favour the use of high heat
treated anti-haemophiliac factor. The TAC is keen to
identify the patient groups now receiving cryoprecipitate
and ask that this information be recorded.

Barcoding

The ISBT and the Australian Red Cross have adopted
Code 128 as the new standard. The TAC has also
adopted this and plan to co-ordinate the transition from
Codabar to Code 128 at the same time as Australia. The
advantages of Code 128 are: it encodes alphanumerics,
it incorporates a check digit system, the improved
efficiency of the code enables more information to be
encoded, eg donation number, country, centre 1D and
year of collection in the same space currently occupied
by a Codabar.

This latter feature means that duplication of numbers
is unlikely to occur for at least 100 years.

Adverse Transfusion Reactions

The TAC discussed which types of reactions should be
reported in the national statistics. A discussion
document is to be circulated amongst the regional
transfusion directors on this subject. It is also planned to
send a letter to the New Zealand Medical Journal
concerning adverse red cell transfusion reactions
which occurred during 1990/91.

Policy for Post Anti-D Immunoglobulin Testing in Rh(D)
Negative Mothers

Before recommending a change in policy the TAC is
conducting an informal survey, through the regional
centres, to determine the cost and other implications of
introducing Kleihauer testing.

Donor Registration Forms

These forms along with the AIDS pamphlet are
reviewed at each meeting. No changes were suggested
for the current registration form. Suggestions for
changes should be directed through your regional blood
transfusion service director.

Human Pituitary Gonadotrophin

individuals who have received, before 1988, either
human derived growth hormone or human pituitary
gonadotrophin are asked not to donate because of the
concerns related to the transmission of slow viruses.
Immunoglobulin (IM) Usage

Many overseas visitors are receiving free intramuscular
immunoglobulin which is paid for from a national grant.
Concern has been expressed regarding the cost of
providing this product to overseas visitors. The TAC has
asked the Department of Health for an exemption to
allow charging of overseas visitors for intramuscular
immunoglobutin.

The next meeting of the TAC is in Wellington on 9th-10th July,
1992

* *
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ARTICLES OF INTEREST
HOW TO WRITE A JOURNAL ARTICLE — A BEGINNERS GUIDE

by Roger Austin
Taranaki Base Hospital

Everyone working in a laboratory has a story to tell that is of
interest to others working in the same or related fields. The
proof of this has been the papers presented at the past three
NICE weekends (102 in total). All of them had something to
say and for every five minutes of presentation there was at
least 10 minutes of discussion.

A good number of those presentations are capable of being
modified and submitted as journal articles to the New
Zealand Journal of Medical Laboratory Science.

For those of you who are unsure about how to write an
article for publication the following are some ideas on how
you can go about it.

Obviously there must be a subject on which to write. It may
be a peculiar laboratory finding, a case study, a study of
certain parameters in a population or it may be a review of
published articles dealing with a particular topic. Get
information on the topic from various textbooks, remembering
to follow up any references quoted in the text for more
detailed information on the subject. The latest few years of
appropriate journals can be scanned to find updated
information. This is not as tedious now as it used to be as most
Medical Libraries will have access to CD-ROM or similar
which upon entering some key words the journal abstracts
can be shown on screen or printed out for you. Check it out
with your librarian.

The next job is to read and make notes of the articles that
have been located and relate them where possible to your
case study or review ensuring that when you use such
information in your journal article you acknowledge the
source through the use of references. At this stage you may
find that you need to carry out further investigations on your
study in light of the information that you have gleaned.

Getting all the information that you have gathered, both as
part of your study and from your literature search, into some
sort of logical sequence can appear to be a daunting task.
One suggestion is to look at the layout of similar types of
articles and plan your information under the appropriate
headings for the journal in which you wish to publish.

All journals will have directions for contributors and these
must be followed to ensure acceptance and early publication.

For publication in the New Zealand Journal of Medical
Laboratory Science directions are published in full in Volume
45, No. 4 — pages 108 to 111.

Having determined the journal you wish to have publish
your work you can now arrange your information in the order
required. An example would be:

Abstract: Write this last as a stand alone
summary of the important findings of
your study or review.

Introduction: Outline the purpose of your article

bringing together things like a brief
history if pertinent and state what it is
that you are trying to demonstrate.

* *

Materials and Describe how you went about your

Methods: study, what methods, reagents
equipment etc. were used. Other
workers using the information that you
provide here should be able to
duplicate your test procedures.

Present your findings with emphasis on
the important observations.

Results:

In this section you relate any new or
important findings to what you have
stated in your introduction as being the
objective of the article. Comparison
with other studies and the implications
and recommendations of your findings
are included here.

Discussion and
Conclusion:

Acknowledgements: There will be a number of people who
have helped you with your study. This is
your chance to thank those who have
made a substantial contribution to your
study. You must ask them first though
as they may not wish to receive such
acknowledgement.

References: As you use statements, facts, or

information from other sources in your

script you must indicate that source in
an approved manner. Reading
information for contributors (1) explains
how itis to be done. Your medical library
may have helpful publications such as
How to write and publish a scientific

paper (2).

Tables and
lllustrations:

If needed, can simplify what you are
trying to say in your article, again you
are referred to (1) for advice. The main
comment here would be, do not fill up
tables with unnecessary information —
it can hide the point that the table is
designed to get across.

By this time the 2.5cm folder of information and data that
you have collected has been reduced to 2-5 pages of
concise information for you to create a meaningful title for and
send it off to a grateful editor. Do not be surprised if you
receive it back for correction. It does not mean that you have
failed. You are the best person to make corrections and retain
the purpose of your study. You will find the exercise very
rewarding as will those who read your contribution.

Don't just think about it, do it!

References
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TITRATION STANDARDS

by Alison Dent
Auckland Regional Blood Centre

Salmond Smith Biolab produce a Control Serum which is an
IgG anti-D reagent. This is a useful reagent as a standard for
titration work.

The current batch of Control Serum 9061/1, expiry
September 1992, is still available and following it a further

* *

batch will be released.

This reagent is used at Auckland Regionai Blood Centre as
a standard for all titration work. When titrations are performed
with doubling dilutions in AB serum and R4R, indicator cells,
a titre of 256 is consistently achieved with a variation of one
‘tube’ higher or lower acceptable.

Upon- reledse of ‘the new batch of Control Serum from
Biolab, an update on the titre value achieved will feature in the
next appropriate TSSIG newsletter.

* *

TESTING AND REPORTING ANTENATALS

by Grant Storey
Waikato Regional Blood Centre

The routine immunohaematological tests that should be
carried out on an antenatal patient are a blood group (ABO
and Rh D) and a blood group antibody screening test using
either two or three selected screening cells by enzyme and
indirect antiglobulin tests at 37°C. Pooled screening cells do
not provide optimum sensitivity for antibody detection and
may not be used when screening patients/recipients but are
acceptable for antibody screening on blood donors. The

Table 1: Example of antenatal report.

BLOOD BANK
Waikato Hospital
IMMUNOHAEMATOLOGY
Patient No: Name;
D.0.B. Ward:
Clinician:

Specimen No:
Specimen Type: ANTIBODY IDENTIFICATION

Time of specimen:
Date of Specimen:

Antibodies — POSITIVE
Anti Fya DETECTED.

ANTIBODY TITRATION ANTIBODY TITRE : 8 (BY IAT)
BLOOD GROUP ANTIGEN TYPING Fy(a-)

General Comments

THIS ANTIBODY HAS BEEN IMPLICATED IN
HAEMOLYTIC DISEASE OF THE NEWBORN.
CONTINUE TO MONITOR ANTIBODY TITRE ON A

rationale behind this is that it is not so critical if a weak
antibody goes undetected in the plasma of a blood donor
whereas in a patient or recipient the consequences of this
can be serious — adverse effect 10 blood transfusion,
possibility of haemolytic disease of the newborn. It is also
sound practice to recommend that all women be Rh D typed
a second time, no later than at delivery, to eliminate the risk of
Rh D negative women being typed as Rh D positive in error
and thus failing to receive prophylactic immunoglobulin. It is
the patient's clinician who is responsible for ensuring that
appropriate testing is carried out throughout the pregnancy.

The laboratory has the responsibility to report accurately
the test findings and | also think it has the responsibility to
ensure that the significance of abnormal findings are also
conveyed (see Table 1).

Where a change in the test status has occurred i.e. marked
increase in antibody titre result, it does no harm to telephone
the clinician and alert him/her of the finding.

Suggested scheme for antenatal and postnatal serological
investigations from Biood Group Serology, Boorman & Dodd,
6th edition

Mother D Positive

(1) () 3)

Normal history History suggestive of HDN
No atypical antibody  No atypical antibody Atypical antibody
No further test Test as (4) Test as (6)
Mother D Negative
(4) (%) (6)

Normal history History suggestive of HDN
No atypical antibody ~ No atypical antibody
Repeat screen at Repeat screen monthly

Atypical antibody
Titrate at intervals

REGULAR BASIS. FOR FURTHER ADVICE CONSULT 32 weeks, delivery.  from 28 weeks. depending on the
WITH OBSTETRICIAN. Test baby. Test baby. case. Test father
PLEASE SEND A BLOOD SAMPLE FROM THE FATHER and baby
FOR BLOOD GROUP PHENOTYPE TESTING.

* * * *

HLA FOR NON TISSUE TYPING PEOPLE

by Jacinta Payne
Tissue Typing Laboratory, Dunedin Hospital, Dunedin.

Four suggested texts suitable for non-tissue typing people
to read and get a basic view of the HLA complex are:
— HLA Without Tears, Glenn E Rodney, De Nova Inc.
— Tissue Typing Techniques, H M Dick & W B Chrichton,
Churchill Livingston.
— The HLA System, K Bender, Biotest Diagnostics.

* *

— HLA Beyond Tears, Glenn E Rodney, De Nova Inc.

More advanced reading:
— Serological Definition of HLA-DR and DQ Polymorphisms,
G M T Schreuder.

if anyone wishes to follow up on this reading, please feel free
to contact any Tissue Typing Lab at the main Transfusion
Centres, which are: Auckland, Palmerston North, Wellington,
Christchurch, Dunedin.

* *
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BLOOD TRANSFUSION AND THE TRANSMISSION OF CMV.

by Bronwyn Kendrick.
Dept of Transfusion Medicine, Palmerston North Hospital,
Palmerston North.

CMV is one of the human herpesviruses. Other members
include Herpes simplex | and I, Varicella-zoster and Epstein-
Barr.

CYTOMEGALO
HERPES SIMPLEX |
HERPES SIMPLEX ||
VARICELLA — ZOSTER
EPSTEIN — BARR

HUMAN HERPESVIRUSES

These viruses are grouped together as they have common
morphological, biophysical, biochemical and biological
properties. The chief biological property is the ability to
establish a latent infection that persists throughout the host's
fifetime.

Being a Herpes virus CMV has a linear, double-stranded
core of DNA and a MW of 100-150 million daltons. A protein
shell called a capsid surrounds the viral DNA. Surrounding
this capsid is a lipid containing envelope from which viral-
coded glycoprotein spikes protrude. Some of these have Fc
receptor activity. The complete infectious virion can range
from 180-250nm diameter.

HSV |, ltand VZV have not been documented in transfusion
acquired infections as the latency sites are the neurons or
dorsal root ganglia. The latent virions are not usually found in
the peripheral blood.

The latency site of the CMV is in monocytes and
polymorphs of the peripheral blood and bone marrow. This
accounts for the occurrence of viraemia in post transfusion
infection.

Background

CMV was first recognised due to its ability to induce
intranuclear and intracytoplasmic inclusions in the cells it
affects. These inclusions are known as “owl's eyes”.

In 1881 they were found in the kidney of a stillborn infant. By
1932, 25 cases of cytomegalic inclusion disease in infants
had been found.

In 1956 the virus was isolated in cell culture and in 1965 the
disease was first recognised in adults as heterophile-
negative mononucleosis.

Transfusion associated CMV mononucleosis was reported
one year later.

CMV infections typically result in a period of prolonged viral
excretion followed by a state of latency. Latency is defined as
the undetectability of a virus via conventional cell culture
assays in a previously infected host.

Persons infected with one strain of CMV can be reinfected
with an unrelated strain suggesting reinfections can occur in
previously “immune” (seropositive) people.

Worldwide studies in adults show 40-100% of adults have
antibodies to CMV.

Prevalence is directly proportional to age and inversely
associated with socioeconomic level.

Female donors have a higher prevalence than males at
any given age.

Modes of Transmission

ROUTE SOURCE OF VIRUS
Congenital Maternal Blood

Perinatal Cervical secretions, milk
Close contact Saliva, Urine

Venereal Semen, Cervical secretions
Transfusion Blood

Transplantation Organ tissue

Blood transfusions are responsible for the direct
transmission of new infections or new latent infections in
thousands of people per year.

There are three types of infection — (a) primary
(b) reactivated
(c) reinfection.

Primary infection is characterised by the production of
antibody to the virus. IgM antibody is followed by IgG
production. There is usually viral shedding and the virus can
be found in the saliva and the urine. The infection is nearly
always asymptomatic in immunocompetent adults.

Reactivated infections are caused by latent, endogenous
virus.

Reinfection can occur in people with prior serological
evidence of CMV exposure. It is usually but not always
accompanied by a rise in CMV antibody titer.

Recurrent infections are less likely to be symptomatic than
primary infection.

Clinical Manifestation

A variety of clinical manifestations have been attributed to
Cytomegalovirus infection. These include:

Jaundice
Hepatosplenomegaly
Petechial rashes
Chorioretinitis
Post transfusion hepatitis
Pneumonia
Arthralgia
Cerebral calcifications
Chorioretinitis
Thrombocytopenia
CMV mononucieosis

IMMUNOSUPPRESSED

NEONATES

IMMUNOCOMPETENT ADULTS

Classical fulminant cytomegalic inclusion disease was the
first clinical syndrome linked to CMV infection. Jaundice,
hepatosplenomegaly, petechial rash and multiple organ
infection are prominent features of this syndrome. Infected
infants are often microcephalic and may have cerebral
calcifications, motor disabilities and chorioretinitis, along with
hepatitis. pneumonia, HA, and thrombocytopaenia leading to
high rates of mortality.

Fortunately less than 25% of infected infants are
symptomatic and a much smaller percentage show classical
CID.

In immunocompetent adults clinical evidence of CMV
infection is rare. CMV mononucleosis is the most common
presentation. in these people mild fever with a lymphocytosis
accompanied by the presence of atypical lymphocytes
similar to those seen in Infectious Mononucleosis are
common findings. Hepatitis in these people is not normally a
serious problem.

In immunosuppressed patients, a febrile mononucleosis is
the most common presentation. Frequently however there is
extensive organ involvement, fever, pneumonia, hepatitis,
arthralgia and retinitis. These can be a direct cause of
mortality. CMV has been implicated in post-transfusion
hepatitis in the immunocompromised.

AIDS patients are nearly always actively infected with CMV.
The infection in these patients tends to be more severe than
in others and may present itself as pneumonia, hepatitis,
chorioretinitis. The incidence of CMV as a contributor to
mortality in AIDS patients is high.

Seronegative blood and products should be considered for
those few seronegative patients who require transfusions.

Patients with malignancies have a higher rate of CMV
infection than other types of patients except for those with
AIDS and those receiving organ or tissue transplants. The
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available evidence to date does not indicate a need to supply
these people with seronegative blood products. Though they
may be at a greater risk of CMV infection due to their
underlying disease or therapy, the degree of
immunosuppression in most cancer patients does not
increase significantly the risk of CMV disease.

Laboratory Testing

The direct detection of CMV in tissue or cells is easy due to
the characteristic intranuclear inclusion of a single "owls eye”
that occupies most of the infected cells nucleus.

Successful isolation of CMV in cell culture is very sensitive
and has made possible the development of antibody testing
and is a third means of diagnosis.

Antibody tests that measure IgG-specific or total
antibodies (IgG, IgM, and IgA) are commercially available.
These are very specific, sensitive and convenient for
providing CMV seronegative blood. Most donor screening is
done either by Elisa or latex agglutination.

We use a latex agglutination method which detects both
IgM and IgG CMV antibodies. The cost of the latex CMV
screen is about $1.30 per test.

Transfusion Policy

The current guidelines for transfusion practice in New

Zealand as supplied by the Transfusion Advisory Committee,

has no policy to offer on the question of the provision of CMV

negative blood or products for CMV seronegative recipients.
At the Manawatu Regional Blood Centre we provide CMV

negative blood for transfusion to neonates and infants up to

* *
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four months old. As we use O Rh(D) negative blood for all
such transfusions, we have screened our O Rh(D) negative
donors for CMV antibody and so have a selection of
seronegative donors. Over a two year period of screening
during which we tested 1083 sera from O Rh(D) Negative
blood donors we found a rate of 74% CMV antibody negativity.

A supply of CMV antibody negative blood is therefore
always available for transfusion to these patients.

Another, but more expensive, means of reducing the risk of
CMV transmission to neonates and the immuno-
compromised is the use of leucocyte removal filters. As the
virus is transmitted intracellularly by polymorphs and
monocytes, exclusion of these cells from blood and blood
products will prevent post transfusion CMV infection.

CMV immune globulin appears to be useful, but further
work needs to be done to optimise its potential benefits.

Itis thought that the storage of blood may decrease the risk
of transmission of CMV, The move away from the transfusion
of fresh whole blood has decreased the incidence of post
transfusion CMV infection in the USA. There has been no
controlled study done to date that supports this theory.

In some areas of high CMV antibody prevalence, it may be
difficult to supply CMV seronegative blood. Our experience
with the uncontrolled screening that we have done is that the
incidence of CMV antibody negativity in the Manawatu
appears to be much lower than that experienced by other
workers.

At the moment each transfusion laboratory seems to have
its own policy on CMV. With the move toward the provision of
safer blood and products it may be timely for the TAC to
consider a standardised policy for the future.

* *

A PRELIMINARY LOOK AT POSSIBLE HLA AND COELIAC DISEASE ASSOCIATION
IN THE OTAGO REGION.

by Robin Ashton, Les Milligan, Jackie White, Dr C Hewitt,
DrJ M Faed.
Blood Bank, Dunedin Hospital, Dunedin.

Coeliac disease is a common cause of chronic diarrhoea,
abdominal pain and growth retardation in children. Gluten
causes a malabsorption syndrome with small bowel
enteropathy. A definite diagnosis of coeliac disease is at
present dependent on histological evidence of the lesion,
evidence of its disappearance after an adequate period on a
gluten free diet, evidence of its recurrence after the
reintroduction of gluten into the diet. Anti-gliadin antibodies
and anti-endomysium antibodies and the importance of
human leucocyte antigen (HLA) typing, associations were
first described with HLA-A1 and HLA-B8 and subsequently

* *

with DR3 and DR7. From the point of view of the diagnosis, it
can be concluded that the finding of one of these antigens,
although consistent with the diagnosis of Coeliac disease,
cannot be assumed to prove it. If no such antigens are found,
this is of great diagnostic importance because it implies that
Coeliac disease can confidently be ruled out.

Thirty-four patients presenting with symptoms associated
with possible Coeliac disease were typed for HLA-A, B, and
DR and DQ specificities. Of the 34 patients typed, 11 patients
lacked the antigens associated with the diagnosis of coeliac
disease. Two of these patients were diagnosed with multiple
food allergies, and three with wheat allergies. One patient was
shown to have recurrent tonsillitis, another was presumed to
have Giardiasis. Another patient was shown to have a feeding
problem which was resolved and the final patient was
diagnosed with psychological problems.

* *
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a competition in the June edition to choose a logo for 1SIG.

ISIG has had a logo since its beginning in 1990, and it
appears it has been a trendsetter. By popular request, it was
agreed that the other SIGs should be given the opportunity to
have their symbols of identity as well.

Deborah Richards a Technologist at the Auckland
Children's Hospital, and also a talented artist, was
commissioned by Maree Gillies, the Journal Editor, to draw a
logo for each discipline. These were then sent to each SIG for
approval, or the request to provide an alternative.
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| felt it was only fair that the Network be given the choice
between Deborah's imaginative concept and the more
stylised one | had chosen.

Democracy is a tedious process on some occasions and
this was no exception. There was only a small response, but
it was enough to retain the present logo.

| did not vote, considering | had a vested interest. However,
if the result had been a draw | would have felt justified in
having a casting vote. You may be interested to know that |
would have voted for Deborah’s logo!

A RO OO0

Convenor: Ross Anderson.

Contact Address: C/- Anne Cooke,

Laboratory Training Centre, Building 18, Auckland Hospital,
Park Road, Auckland.

Heading this newsletter is our new logo and letterhead
designed by Steve Johnson from Medical Diagnostics,
Palmerston North. The competition held during the recent
Seminar in Exotic Haematology in Auckland attracted over 50
entries and was judged by the HSIG commitiee and Regional
Representatives. The winning design has been slightly
modified by computer design and can be used as either a
three colour design or in black and white. Look for it on our
letterheads and as a masthead in the Journal.

Reports are included on two successful seminars held
recently and in the next issue of the Journal we hope to carry
a report on the Otago/Southland regional seminar that was
held on Friday 17th July in Dunedin.

HSIG ONE DAY SEMINAR AT PALMERSTON NORTH
28 MARCH 1992

We had the company of about 35 laboratory staff from
Taranaki, Hastings, Wellington and in between these cities at
the library of the new Palmerston North Transfusion Centre.
There was only just enough room for us all but it was
comfortable and cosy.

The day started with morning tea and a short time to chat.
Time to meet up with old acquaintances and meet some new
faces.

The first session was taken by Dr Elayne Knottenbelt on
Myelodysplastic Syndromes. Dr Knottenbelt is the
Haematologist at Palmerston North and she covered the
topic of M.D.S. in a very clear and interesting way. No doubt
there will be more cases of M.D.S. picked up in our area from
now on!

We retired for lunch and some folk took the opportunity to
have a look at the new Haematoiogy and Transfusion
Medicine Labs.

Back to the library for a selection of short presentations
from local laboratory staff. Subjects included: Cytogenetics,
Biphenotypic Leukaemias, B12 and folate deficiency in a
patient on methotrexate, combination of HbE and
Thalassaemia in an Asian family, Haemolytic Anamia, [.T.P,
an acquired FVIII inhibitor in a non-haemophilic and
Cytokines.

After afternoon tea Chris Kendrick brought us up to date
with the new Massey degree course. We discussed this
topical subject for some time. Finally we had a short

Jaematology
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labs well informed.
The day ended with a relaxing barbeque at Dave Hebden's
home for those who were able to stay.

EXOTIC HAEMATOLOGY SEMINAR
A seminar in Exotic Haematology was recently held in
Auckland, organised by the Haematology Special Interest
Group (HSIG).

The seminar was of a very high quality with guest speakers
including:
Dr John Walker, Director of Parasitology Dept, Westmead

Hospital, Sydney.

Dr Rod Ellis-Pegler, Infectious Diseases Physician, Auckiand

Hospital.
Dr Rasalingham, G.P. and President of the Auckland Refugee

and Ethnic Councils.
Dr John Rea, Mangere Immigration Hostel, Medical Officer.
Neil Caddie, N.Z. Immigration Service Manager.

A very wide range of topics was covered beginning on
Thursday morning with the Immigration perspective;
including some poignant accounts from three immigrants
seeking asylum in New Zealand. Having been put in touch
with the human side of things, Thursday afternoon
presentations included Haemoglobinopathies from the view
of global patterns, immigration trends, laboratory diagnosis
and case presentations.

Friday saw us all wriggling in our seats as we heard about
the morphology and detection of various parasites ranging
from Malaria and Microfilaria, through to Schistosoma and
Chlonorchis. Friday afternoon finished with a pot-pourri of
Tuberculosis, Heart Disease, Factor Xl Deficiency and
Hereditary Ovalocytosis.

The presentations were all extremely interesting and well
delivered. The number of registrations from all round New
Zealand were over 90, reflecting the degree of interest in this
seminar.

The excellent morning teas and the social evening kept us
not only well provided for, but gave everyone an opportunity to
catch up on what the rest of the country is doing!

During the seminar, a competition was run to design a new
logo for HSIG to use. Kathryn Schollum was pleased to be
able to present Steve Johnson from Medical Diagnostics,
Palmerston North with a couple of "exotic” bottles of wine for
his winning entry.

We look forward to next years seminar and the chance to
renew our acquaintance with our colleagues from around the
country.
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NEW PRODUCTS AND SERVICES

PROSPECT GIARDIA — NEW MICROTITER ASSAY
FORMAT

ProSpecT GIARDIA Enzyme Immunoassay is proving very
successful in New Zealand Medical Laboratories. It is now
available in a Microtiter Assay format to compliment the
Coated Tube and Rapid Membrane Assays. This new format
shares all the diagnostic benefits of the other formats that are
now well accepted and caters for laboratories that prefer
microwell assay systems. Breakaway microtiter wells enable
you to test small or large batches of samples. It also features
aready to use colour reagent. As with the Coated Tube assay
incubation is at room temperature, results may be read
visually and controls are included in each kit. There are 96
wells in each kit. Catalogue number for this product is 580-96.
Further details can be obtained from:

Ngaio Diagnostics Ltd. NELSON. Fax (03) 548-3043.

ENZYME IMMUNOASSAY FOR DETECTION OF
CRYPTOSPORIDIUM SPECIFIC ANTIGEN

ProSpecT Cryptosporidium Microtiter Assay, an enzyme
immunoassay for the detection of Cryptosporidium Specific
Antigen is now available in New Zealand. This assay, with a
totalincubation time of one hour 40 minutes, requires minimal
hands on time to process even a large batch of specimens.
The assay is performed on a stool specimen dilution and, with
the exception of PVA fixatives, all other fixatives or
preservatives are acceptable. Specimens obtained from
rectal swabs are also acceptable. Test results may be read
visually or spectrophotometrically.

Various studies have shown the assay to have a sensitivity
of 97% and specificity between 98 and 100%. Further details
of this new assay can be obtained from:;

Ngaio Diagnostics Ltd. NELSON. Fax (03) 548-3043.

THE NEW PHADEBACT SYSTEM

KARO BIO who produce the Phadebact range of
coagglutination identification test kits (formally marketed by
Pharmacia Diagnostics) have launched a new range of
diagnostic test panels.

Of interest will be their Streptococcus Respiratory kit.
KARO BIO have rearranged the kit configuration for
maximum economy of kit use, i.e. 100 A:S, 50 C:S and 50 G:S.
The inclusion of a negative control reagent means it is
possible to use only one of the specific reagents plus the
negative control.

Other panels available include direct tests for Strep A and
Meningitis. Recently a unique new diarrhoea panel (Shigella,
Salmonelta, ETEC-LT) has been introduced.

For more information contact:

Douglas Scientific, Fax (09) 837-5446, Ph (09) 837-5447,
Freephone 0800 735-725 (Outside Auckland).

LABSYSTEMS
Douglas Scientific are now the exclusive distributors of the
Liguid Handling and Laboratory Systems Divisions of
LABSYSTEMS OY (Finland).

The Liguid Handling division produces the popular
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Finnpipette range of single, multichannel and multidispenser
pipettes. (See advertisement in this issue).

LABSYSTEMS Laboratory Systems division specialise in
the production of EIA MICRO Plate instruments and assays.
Instruments such as the LABSYSTEMS “AUTO-EIA” are
available to fully automate EIA procedures. Other instruments
such as the world's leading Microplate reader, the
“MULTISCAN" {over 10,000 units sold), complete the range
for any EIA procedure.

Microstrips  and plates are also available from
LABSYSTEMS.

For more information and a 1992 FINNPIPETTE catalogue
contact:

Douglas Scientific, Ph (09) 837-5447, Fax (09) 837-54486,
Freephone 0800 735-725 (OQutside Auckland).
ROCHE MICROBIOLOGY/BECTON DICKINSON
MICROBIOLOGY
We are pleased to announce that Becton Dickinson
Microbiology Systems and Roche Diagnostic Systems have
reached an agreement that from May 7th Becton Dickinson
will take over all aspects of the Roche Diagnostic
Microbiology business.

All current pricing and contractual arrangements will be
upheld and handled in New Zealand by Biolab Scientific.

Marketed by Biolab Scientific, Division of Salmond Smith
Biolab.

NEW SAFETY DISPENSER FROM JENCONS
Jencons Scientific (UK) have just released an improved
version of their popular Zippette range of adjustable safety
dispensers. Featuring a new glass impregnated PTFE
plunger, the new Zippette is even more smooth in operation
than before, eliminating operator fatigue common to some
other bottle top dispensers. Also, unlike all other bottle top
dispensers, the Zippette does not need to be removed from
it's sterilisable reservoir for replenishing. A new valve system
prevents bounce and priming “spit”, a common hazard with
bottletop dispensers, making it a major advance in today's
safety conscious lab. The Safety Zippette is now available in
five fully adjustable sizes, 0-2.5ml, 0-5mi, 0-10ml, 0-30ml and
0-50ml, with all the features that have made previous models
so popular, including an accuracy of +£0.7% and a
repeatability of £0.1%.

Sole New Zealand distributor, Biolab Scientific, Private
Bag, Northcote, Auckiand. Phone: (09) 418-3039, Fax: (09)
418-0729.

STAINS THAT ALTER THE WAY YOU VIEW STAIN
TECHNOLOGY

Sigma Accustain formulations for Wright Stain and Giemsa
Stain are prepared in unequalled uniformity.

Accustain represents a group of Sigma Liguid Stains that
exhibit superior features and are designed for both manual
and automated appications.

Accustains for Haematology exhibit consistent
Romanowsky behaviour requiring no adjustment of staining
intervals each time a new batch of material is used.

Marketed by Biolab Scientific, Division of Salmond Smith
Biolab.
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