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5. Quality Assurance

The laboratory be responsible for organising a quality
control programme.

Criteria for QC decision making be decided by
consultation between laboratory staff, operators and
appropriate other medical personnel.

The jaboratory maintains an overview of the quality
control results.

Participation in an external QC programme may be
appropriate.

Where appropriate, eg Intensive Care Units, Near
Patient Testing procedures should be TELARC
registered.

Maintenance

Laboratory staff carry out all maintenance of near
patient testing laboratory equipment.

The laboratory organises any service of the equipment
by an outside organisation.

The laboratory provides a procedure for obtaining
support, both within and outside normal laboratory
hours.

The laboratory provides backup service in case of
breakdown.
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GUIDELINES FOR GENERAL PRACTICE

1.

Purpose

It is important before accepting the need for near
patient testing on a site to define its purpose and
nature, and the benefits expected of it.

. Equipment

Equipment and reagents used for near patient testing
should be compatible with equipment and reagents
used elsewhere in the area and yield similar analytical
results to those produced by the main laboratory.

Uniformity of equipment brings with it advantages such
as simplification of training, the storage and supply of
disposable reagents, servicing and maintenance.

Placement

Care must be exercised in deciding upon the
placement of near patient testing facilities. The
environment should be clean, well lit, but not in direct
sunfight, temperature controlled and have facilities for
storing the reagents. Adequate bench space for writing
up results and appropriate containers for the disposal
of reagents and blood contaminated waste should be
available.

Safety

Staff must know the detailed procedures for the

collection and handling of specimens of blood, urine

and other body fluids and for their safe disposal on the

completion of the test.

A near patient testing site should have an action plan

to cover:

— malicious damage

— accidental swallowing of potentially hazardous
material

— accidental skin puncture or cut

— breakages and leakages

Maintenance and Storage

It is essential that all users of near patient testing
equipment are made familiar with the routine
preventative maintenance procedures necessary to
keep their equipment operating optimally. Instruction
in simple maintenance, including calibration if
necessary, should be given to all users by the supplier.
A record of regular maintenance should be made in
a log book kept adjacent to the equipment. More
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complicated servicing should be carried out on a
regular basis by the supplier’s service engineer or
representative.

Any service malfunction should be reported to the
supplier immediately.

Disposable reagents do have expiry dates and can, if
improperly handled, deteriorate more rapidly thus
producing invalid results. Adequate and appropriate
storage facilities must be available. Stocks of reagents
for near patient testing should only be used if stored
properly and still within their expiry dates. Any reagents
that fail to meet these criteria shouid be withdrawn and
replaced. Out of date reagents should be destroyed or
returned to the suppliers.

. Training

Training developed by manufacturers must be
appropriate for non laboratory staff. Only trained staff
should use the equipment, despite difficulties due to
the large numbers of potential users and the frequent
change of staff during the lifetime of the equipment.
The supplier of the near patient testing equipment is
responsible for the training which will be required on
a regular basis and given to all staff authorised to use
the equipment.

Training must be sufficient to enable the operator to
achieve reliable results. It should include instruction
on regular calibration (if indicated), reagent
management and the collection and handling of
samples.

Training should also be given in quality assurance (see
later, safety of equipment (electrical and mechanical,
etc) potential hazards of patient samples and the
possible problems encountered with the measurement
procedure.

The training session must include some practical
experience with the instrument and a detailed
procedures document.

Documentation

A written record, including the name of the operator,
must be entered in a book kept adjacent to the
instrument for all results whether for calibrant, quality
control or patient samples. The record must be made
at the same time of the analysis and entered into the
patient’s clinical notes as soon as possible. In addition
to the test resuit any other useful identification
information should be recorded by hand.

. Quality Assurance

The aim of quality assurance is to check on operator
performance as well as upon the reagents and
equipment. Most users of near patient testing are
unaware of the general concepts of quality assurance
and should be acquainted with them during their
training in the use of near patient testing equipment.
Suitable quality control material should be made
available to near patient testing users by the supplier.
The nearest TELARC registered laboratory may also
be able to assist in this area. A protocol for the use
of quality control material covering frequency and
interpretation of quality control results should be drawn
up. The protocol should include strict rules that require
the instrument to be taken out of use when quality
control results are unacceptable or out of range. When
this happens the supplier or other appropriate persons
should be contacted to ensure the problem is rapidly
dealth with.

. Authorisation

Only those individuals who have undergone
appropriate training should be authorised to use the
equipment. An up to date list of users should be kept.
Some authorised person should be responsible for
overseeing the use of the near patient testing
equipment checking maintenance, reagents, quality
control and documentation.
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mmol/L on a five year old girl. The clinical details of polydipsia
and polyuria were consistent with diabetes; the GP had
requested a battery of tests but avoided gluclose since we
were charging $5 for this test. When | rang the Medical
Centre with the result and enquired as to whether a glucose
had been performed at the surgery, the practice nurse
replied, “Well | was busy, and I'm not confident doing the
test and the patient looked so il | just sent her into the lab”.
In a similar circumstance we were alerted to a 52 year old
male with glucose of 42.9 mmol/L. Does NPT really mean
Non Patient Testing?

Consider this, when glucoses were taken off the Laboratory
Diagnostic Services Schedule in September 1991, Medlab
South began charging $5 per test. Requests for serum
glucose plummeted by over 90% in 5 months.

So, with the 3 largest community faboratories in New
Zealand, Auckland Diagnostic Lab, Medlab Auckland and
Medlab South all charging for glucose testing and
experiencing large workload reductions in this area one
would expect the major suppliers’ sales of glucose NPT to
skyrocket by at least 20,000-30,000 tests a month. The major
suppliers of glucose NPT equipment have not experienced
an increase in sales of this magnitude. This means glucose
testing is not being done, testing for a disease that affects
about 4% of the general population and 14% of those over
65 years. Indeed does NPT mean Non Patient Testing?

A ramification of decreased glucose testing is increased
morbidity. In the last three months of 1991 after Laboratory
funding for blood glucoses was removed the Biochemistry
Department at Christchurch Hospital experienced a 16%
increase in keto acid requests when the overall work showed
a 3% decrease compared to the similar period in 1990.

Needless to say Medlab South have stopped charging
patients for glucoses and other non funded tests.

STRATEGY FOR THE FUTURE

NPT testing is here and here to stay. There is no way we can
stop the introduction and use of NPT products. In some
situations, NPT is both practicable and desirable. lts apparent
simplicity often belies its complexity and masks the need for
attention to detail in order to achieve good results and avoid
disasters.

The pressure to increase NPT ultimately depends on
whether the routinely available testing is geared to provide
fast, accurate and meaningful results which enable rapid
diagnosis and appropriate therapy to be initiated. It remains
more efficient, and cost effective, for an individual practitioner
to send specimens to an independent laboratory unless the
service level adversely affects the delivery of clinical care.
For traditional laboratories to be successful they must:-
— Give fast quality service and provide accurate reporting.
— Communicate results effectively to the appropriate

clinician and be able to provide informed comment on
the interpretation of the results by appropriately trained
staff.

53

— Be able to demonstrate relevant quality control of the
testing provided, give evidence of a commitment to
quality assurance and where possible demonstrate
accreditation with an appropriate review board such as
Telarc.

— Invest in new technology, update client users on
developments in laboratory medicine and be responsive
to consumer demands.

THE ROLE OF THE HEALTH SERVICE
The aim of a health service must be to provide a laboratory
service of the highest quality at the most economical cost.
Economies of scale can only be achieved by professional
laboratories. It is only within the dedicated laboratory that
the appropriate skills can be perfected which result in the
most effective management of manpower and resources.
It is the responsibility of health authorities to ensure that
there are convincing benefits arising from establishing
laboratory testing outside the dedicated laboratory. Clear
policies must be developed for the types of testing which
are acceptable in medical surgeries and the clinical reasons
for performing these tests in this setting. There should be
a legislative requirement for quality control programmes and
enforceable guidelines for the levels of proficiency which
must be achieved. There should be a clear policy on the
relationship between those providing near patient testing and
the available clinical laboratory service. A clear definition of
the medico-legal responsibility assumed by those
practitioners offering near patient testing must also be
established.

REFERENCES

Hailey DM, Lea AR, Dunt DR, Thomas DW, Wyndham LE,
Maynard JH, Reed CSH, Mudge P Assessment of
physicians’ office pathology testing: organisational
considerations. Med Lab Sci 1990; 47, 251-255.

Farr AD. Near-patient ‘laboratory’ testing. Med Lab Sci 1990;
47, 249-250.

Leese Brenda, Hutton John. Desk top analysis in general
medical practice: how useful are they? Med Lab Sci 1990;
47, 256-262.

Hodgson W, McKenzie RS. Dip-Stick Chemistry: Simple and
Reliable or Simply Unreliable. NZJ Med Lab Technol. 1984;
38, 68-69.

Parker J. Extra Laboratory Glucose Testing. NZJ Med Lab
Technol. 1987; 41, 5-6.

Marks Vincent. Essential Considerations in the Provision of
Near-Patient Testing facilities. Clin Biochem Revs 1988; 9:
124-127.

IMLS Council Statement. Near Patient Testing. IMLS Gazette:
May 1992, 242,

Peddecord KM, Hammond HC. Clinical Laboratory
Regulation under the Clinical Laboratory Improvement
Amendments of 1988: Can It Be Done? Clin Chem 1990;
36:12, 2027-2035.

IRATUM

Ref: NZJ Med Lab Science 1993; 47(1): 38-39.

Glossary items marked with an asterisk in the article
entitled “Polymerase chain reaction from an
immunohaematology viewpoint” were reprinted by
permission of W H Freeman and Company from DNA
Fingerprinting: An Introduction, by Lorme T Kirby.
Copyright © 1990 by Stockton Press.

Ed Note: This acknowledgment was omitted in error.







NZJ Med Lab Science 1993

NZJ Med Lab Science 1993; 47(2) . 55-57

55

A random survey ¢ . laboratory scientists’ practices, attitudes and
oncerns regarding biological specimen handling in New Zealand in

relation to HIV/AIDS.

Robert W L Siebers, MIBiol, MNZIC, FNZIMLS Senior Technical Officerl, Michael
Lynch, MNZIMLS Tutor Co-ordinator2, Ron MacKenzie, PhD, FNZIMLS, Laboratory

Managers.

Department of Medicinet, Wellington School of Medicine and Departments of Pacific Paramedical
Training Centre? and Laboratory Services3, Wellington Hospital, Wellington.

Correspondence: R Siebers, Department of Medicine, Wellington School of Medicine, PO Box 7343,

Wellington South.

Abstract

The aim of this survey was to determine laboratory scientists'
practices, attitudes and concerns regarding handling of HIV
positive biological samples in New Zealand medical
laboratories.

A questionnaire regarding biological sample handling
practices, attitudes and concerns relating to HIV/AIDS, was
distributed anonymously to a random sample of laboratories
throughout New Zealand. Differences in response rates
between groups were analysed by analysis of variance
(ANOVA).

A total of 301 questionnaires were returned. The main
findings of this survey were that 146% and 233% of
respondents considered that their employer did not provide
adequate safety measures and education respectively in
regard to HIV/AIDS. Only four respondents were seriously
considering leaving their job because of fear of AIDS. A
further 16 respondents would have chosen another career
if given prior knowledge that they would be handling HIV
positive biological samples with 96 respondents being
uncertain. The majority of respondents had not in the
preceding year attended a workshop or lecture on HIV/AIDS.

The results of this survey suggest that concerns regarding
handling of HIV positive biological samples need to be
addressed in New Zealand laboratories through continuous
education.

Keywords:
HIV, AIDS, Education.

Introduction
Fear is the main source of superstition and one of the main
sources of cruelty. To conquer fear Is the beginning of
wisdom.

Bertrand Russell, 1950.

Although acquiring AIDS through exposure to HIV positive
biological samples is low, the fear of this is real, due to the
ultimate fatal outcome once infected. A seroprevalence rate
of 0.42% was found in 963 health care workers in the United
States of America exposed to HIV positive blood [1].

Numerous surveys amongst health care workers,
predominantly nurses, have demonstrated ill-founded fears
and attitudes and a lack of knowledge in regard to AIDS [2-6].
These fears are best tackled by educational means which
are successful in alleviating many misconceptions held about
AIDS and ultimately leads to a more liberal attitude towards
the disease and to those affected [2,7.8].

There is a lack of information of such attitudes among
clinical laboratory staff. Two surveys in the USA showed that
fear of handling HIV positive biological specimens
contributed to a large (up to 25%) attrition rate amongst
laboratory scientists [9,10]. However, a similar survey in one
New Zealand Area Health Board did not demonstrate a
simiilar attrition rate but did show that a significant percentage

of laboratory staff considered that their employer did not
provide adequate safety and education in regard to HIV/AIDS
[11].

The purpose of this study was to further explore the
practices, attitudes and concerns of medical laboratory
scientists in New Zealand regarding to handling of HIV
positive biological samples, to provide the beginnings of a
data base which may be of use in the development of
educational policies.

Methods

A questionnaire was constructed, consisting of three
sections. Part 1 asked for demographic variables. Part 2
consisted of questions regarding biological specimen
handling and concerns relating to this, generally requiring
a simple yes or no response. Part 3 consisted of three
structured statements utilising Likert rating scales with five
response options ranging from “strongly agree” to “strongly
disagree”.

The questionnaire was included in the programme satchel
for delegates attending the 1992 47th Annual Scientific
Meeting of the NZIMLS in Wellington. The delegates were
asked to voluntarily fill in the questionnaire anonymously. Due
to a poor initial response rate, various delegates were
contacted post-conference and asked if they were willing to
fill in the questionnaire and, if willing, to distribute it among
other staff in their laboratory. Aiter a two-month period the
guestionnaire responses received were entered into a data
base on a Macintosh Classic Computer and the results
analysed using the Stats View statistical package. Distinct
response rates are presented as proportions, and potential
differences to various questions between groups were
evaluated by analysis of variance (ANOVA). A p value of
< 0.05 was deemed statistically significant.

Results

A total of 301 completed questionnaires were received from
laboratory staff, 66 (22%) from private laboratories and 235
(78%) from haospital laborataries. Of the total, 79 (26.2%) were
male and 222 (73.8%) were female. Due to an oversight of
the authors, the category of laboratory assistant was
inadvertently omitted from the qualification category of the
questionnaire. Because of this, and the fact that various
responders did not fill in this section, no comparisons have
been made to questions or responses in regard to the
responders qualifications.

Table 1 lists the responses obtained from the questions
from part of the survey. Those respondents who always wear
gloves when dealing with biological specimens were more
likely to treat all specimens as potentially HIV/AIDS positive
(p=0.001).

Additionally, females were more likely to wear gloves than
males (24.8% vs 17.7% always do, and 2.3% vs 10.1% never
do; p=0.019). Those treating all specimens as HIV positive
more strongly agreed that they have the right to be informed
if HIV/AIDS positive specimens are present in their laboratory
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work area compared to those that did not treat all specimens
as potentially HIV positive (p=0.001).

Females were more likely than males to respond yes 1o
the question in regard to family/friends expressing serious
concern in regard to their work in the laboratory in relation
to HIVIAIDS (47.3% vs 32.9% respectively; p=0013).
Responders answering affirmative to this question were more
likely to agree to the statements that their employer provides
adequate safety measures (p=0.006) and education
(p=0.005) in regard to HIV/AIDS. Responders uncertain if
they would have chosen another career given prior
knowledge they could be handling HIV positive biological
samples, tended to consider more that their employer did
not provide adequate safety measures to minimise HIV/AIDS
transmission in the laboratory (p=0.021).

Only 31% of responders had attended a workshop or
lecture on HIV/AIDS in the preceding year. Those who had
attended were more in agreement that their employer
provided adequate safety and satisfactory education in
regards to HIV/AIDS (p=0.006 and 0.034 respectively).
Finally, there was an inverse relation between the safety and
education statements. Those who agreed that their employer
provided adequate safety measures tended to disagree more
with the statement that their employer provided satisfactory
education in regard to HIV/AIDS (p=0.001). Responses to
the statements A, B and C in the questionnaire are shown
in Table 2.

Discussion

The results from this random survey demonstrate various
pertinent points in regard to medical laboratory scientists’
practices, attitudes and concerns in regard to the handling
of potentially HIV positive biological specimens. A recent pilot
study among laboratory staff of the Wellington Area Health
Board showed that only 5 out of 133 laboratory staff were
seriously considering leaving their job because of their
concern at acquiring HIV/AIDS through handling biological
specimens [11]. This was similar to a study of nurses from
the same Area Health Board [6], but contrast with a study
of American medical technologists where 25% of delegates
(n=212) to the 1988 Annual Meeting of the New Jersey
Society for Medical Technology were seriously considering
leaving the profession because of fear of AIDS contraction
in their job [10]. This survey also shows that a negligible
number of medical laboratory scientists throughout New
Zealand are considering leaving because of fear of
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contracting AIDS in the laboratory. However, the current
economic climate and massive changes in the health sector
may well have affected this low response rate. It was not
possible to determine whether laboratory scientists who have
left have done so because of fear of HIV/AIDS. Of more
concern is the fact that 16 responders would have chosen
another career, and a further 96 (32%) were uncertain, if they
knew they could be handling HIV/AIDS positive biological
specimens prior to commencing training for or starting their
job in medical laboratory science.

These results suggest that appropriate education to both
educate and alleviate misconceptions, fears and attitudes
in regard to HIV/AIDS is desirable during training in medical
laboratory science [7,8,13]. One such study of nursing degree
students in Canada demonstrated a more liberal attitude
towards the disease, and improved students concerns after
an intense workshop on AIDS [2]. Additionally, continuous
in-service educational programmes also have to be directed
at the health care workers already in their job. Programmes
have to deal with participants’ attitudes in addition to factual
AIDS information [12], as another study demonstrated no
correlation between core knowledge and attitudes among
nurses [4]. Thus, courses focusing on knowledge alone are
unlikely to change health care workers' attitudes and
concerns towards AIDS.

Training courses for hospital staff, with emphasis on both
knowledge and attitudes are successful in decreasing anxiety
about AIDS and increasing positive attitudes both short [2]
and long-term [8]. Psychosocial issues also need to be
addressed as it has been demonstrated that emotional
reaction towards AlDS is not directly related to subjects’
knowledge and attitudes. For instance, taking blood
specimens from AIDS patients left many nurses and
physicians in the USA uncomfortable, the degree of concern
showing no relation to knowledge of AIDS or the health care
workers' personal attitudes [3]. The results of this survey also
suggest that medical laboratory scientists’ family and friends
concerns need to be taken into account when planning
educational programmes, given that nearly half of the
respondents replied affirmatively to the guestion that they
had family and/or friends express serious concern regarding
their work in relation to HIV/AIDS,

Although the majority of responders considered that their
employer provided adequate safety measures and
satisfactory education in regard to HIV/AIDS, a significant
number of responders disagreed. The percentage of those

Table 1 -—— Responses to biological specimen handling and concerns

Question Response
1. Do you wear gloves when handling biological samples? Always . 69 22.9%
Sometimes : 219 72.8%
Never 13 43%
2. Do you treat all specimens as potentially HIV/AIDS positive? Yes 1 220 731%
No : 81 269%
3. Which is your main concern about acquiring in the laboratory? HIVIAIDS . 68 226%
Hepatitis ;39 13.0%
Both equally : 164 54.4%
Neither ;30 100%
4. Are you seriously considering leaving your job because of concern about Yes D4 13%
acquiring HIV/AIDS through handling biological specimens? No 1 297 98.7%
5. Have you had family/friends express serious concern regarding your work in Yes 2131 53%
the laboratory in relation to HIV/AIDS? No 1 170 56.5%
6. Would you have chosen another career had you prior knowledge that you Yes ;16 53%
could be handiing HIV/AIDS positive biological specimens? No 1 189 62.8%
Uncertain  : 96 31.9%
7. Have you in the last year attended an AIDS Workshop/Lecture? Yes ;92 306%
No : 209 69.4%

Response rates given as actual number of respondents and percentage of total.
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Table 2 — Responses to Statements A, B and C.
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Response rates given as actual number of respondents and percentage of total.

A: | feel | have the right to be informed if HIVVAIDS positive specimens are present in my laboratory work area.

B: | consider that my employer provides adequate safety measures to minimise HIV/AIDS transmission in my laboratory.
C: | consider that my employer provides satisfactory education regarding HIV/AIDS.

Statement Strongly Agree Uncertain Disagree Strongly
agree disagree
A 203 81 10 5 2
67.4% 26.9% 33% 1.7% 0.7%
B 47 177 33 41 3
15.6% 58.8% 11.0% 13.6% 1.0%
C 30 131 70 65 5
10.0% 43.5% 23.2% 21.6% 1.7%
disagreeing with safety measures (14.6%) and education References:

(23.3%) is lower than those in a previous study where 22.8%
and 38.3% respectively disagreed with their employer’s
provision of safety and education [11]. However, it was only
after the conclusion of that study that the Wellington Area
Health Board instituted an in-service educational programme,
in contrast to the present study where 30.6% of responders
had recently attended such a programme. it is to be
expected to find in this survey that AIDS programme
attenders were more likely to agree that their employer
provided adequate HIV/AIDS education. However, this survey
shows that the majority of responders had not attended an
AIDS educational programme in the preceding year. It could
not be determined from this study whether non-attendance
was due to lack of such programmes in the workplace or
whether, for whatever reasons, there was a lack of motivation
of the medical laboratory scientists to attend such a course.
If an individual medical laboratory scientist has not attended
such a course, and shows concerns and/or attitudes in
relation to handling potentially HIV positive biological
specimens, our recommendation is that they do so, given
the various reports of the beneficial nature of such
programmes [2,7,8]. it would also be beneficial to incorporate
appropriate AIDS education in the medical laboratory
science curriculum of Universities and Technical Institutes
given the finding of this survey that a large number of
respondents were uncertain whether they would have
embarked on a career in medical laboratory science if they
had prior knowledge that they could be handling HIV positive
specimens.

It must be borne in mind that the results from this survey
have some limitations. Firstly, the responders may not be
representative of the whole laboratory work force in New
Zealand. The latest published staffing survey showed that
a total of 1592 medical laboratory scientists and assistants
were employed in New Zealand medical laboratories in 1991
[14], thus the response rate of this survey based on those
figures is 189%. Additionally a questionnaire can generate
biased and pre-conceived suggestions. However, the authors
feel that, given the lack of factual information regarding
medical laboratory scientists’ practices, attitudes and fears
pertaining to the important, growing and emotive disease
of AIDS, this study's results provide the start of a data base
from which further research and strategies, both safety and
educational, may evolve. This could assist medical laboratory
scientists in addressing their practices, concerns and
attitudes regarding handling of HIV positive biological
specimens.
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Abstract
The Ves-matic 20 is an automated ESR instrument which can
process and print out ESR results comparable to the
Westergren (International Committee for Standardisation
Haematology approved) (.C.S.H.) method within 24 minutes.
A closed tube system is used which eliminates the risk of
staff contamination from high risk blood samples.
The evaluation compared:
— Ves-matic 20 ESR resuits with the manual Westergren
ESR results.
— ESR results from Vacu-tec tubes filled from an EDTA
sample to those collected directly into the Vacu-tec tubes.
— The effect of time delay on the ESR when the Vacu-tec
tube is stored at room temperature and at 4 degrees.
— The cost differences between the Ves-matic 20 and the
Westergren method.

Introduction

The Ves-matic 20 is a bench top analyser designed to
automatically determine the ESR of a maximum of 20
samples per cycle, and provide results with an actual
sedimentation time of 20 minutes that are comparable to
those obtained by the |.C.S.H. approved 1 hour Westergren
method. The analyser has the facility to perform ESR's that
are comparable to the 2 hour Westergren method, but as
most laboratories do not perform the longer ESR, we did
not carry out a comparison for this,

The freeing up of technologist time and staff safety are
important issues for laboratory managers at present. The Ves-
matic 20 has addressed these issues in our laboratory.
Because samples are collected into specially designed
tubes, less time is spent in the retrieving of EDTA samples;
loading the analyser requires little time, and the result
turnaround is reduced by half. The collection of the sample
into Vacu-tec tubes at the time of venepuncture and the
automated system overcomes the problems associated with
sample handling.

Methods

The Ves-matic 20 uses specially designed tubes of which
there are two types. The Vacu-tec tubes are filled by vacuum
aspiration at the time of venepuncture (they can be filled
manually at the bench from an EDTA sample), and the
second type of tubes are the Ves-tec tubes which reguire
manual filling from an EDTA sample. The Ves-tec tubes are
currently not available in New Zealand.

Both tubes have the same dimensions and are enclosed
in a removable sleeve to which the patient |.D. is attached.
Both contain the same amount of anticoagulant/diluent,
0.35ml sodium citrate — 105mmol/l.. The sample volume
required to fill them to the intended height of 60mm is 1.1ml,
this gives a final ratio of 3.1: 1 of blood to diluent. The tube
can be filled to a maximum of 5mm above or a minimum
of 12mm below the mark, and the instrument will still perform
a reliable ESR. Because of the narrow tapering shape of the
tubes it is important that the samples are mixed well at time
of collection.

The Ves-matic 20 operates on the principle that
erythrocytes will sediment at a greater rate if the tube they
are contained in is deviated from vertical. In this instrument
the tubes are held at an angle of 18 degrees from vertical,
and associated with the design of the tube, and blood to
diluent ratio, the time required for sedimentation is 20 minutes

compared to the Westergren method which is 1 hour.

The analyser operations are very simple. A sampie holder
plate holds the tubes at the deviated angle. A motor then
moves the holding plate at 90 degrees from its resting
position where it rotates around its shaft for a fixed time,
allowing standardised mixing of the samples. After returning
to its horizontal position a photoelectric sensor passes up
the outside of each tube and records the height of the RBC
column ie., at what point there is an increase in light
transmission. After 20 minutes of sedimentation the
photoelectric sensor passes up the side of each tube again
and records the new height of RBC's. The analyser using
the decrease in height along with a mathematical calculation
gives a printed ESR result. The whole procedure takes 24
minutes, and is electronically timed.

Evaluation and Results

The evaluation of the Diesse Ves-matic 20 involved four areas,
as mentioned previously. In all these evaluations, the venous
EDTA specimens were collected using vacuum aspiration
tubes containing Freeze-dried EDTA (Naz) (Becton Dickinson
Vacutainer Systems, New Jersey). The ESR tubes used were
90mm long Diesse Vacu-tec containing citrate as discussed
above. (Expiry Dec. 1992). The Westergren ESR's were
performed using the [.C.S.H. recommended procedure,
using 300mm long plastic Westergren pipettes.

The EDTA sample was diluted with sodium citrate
(109mmol/L), in a ratio of 4:1 immediately prior to performing
the one hour Westergren ESR. The first comparison was to
establish that the Ves-matic 20 ESR results were in fact
comparable to the Westergren ESR results. The 1.C.S.H.
recommends that the validity of any method other than the
Westergren may be acceptable for performing ESR's
provided the validity is established (1). 124 ESR's were
performed by both methods under normal working
conditions. The criteria set for a comparable result, was that
when the Ves-matic 20 ESR results were plotted against the
Westergren ESR results on a linear regression plot, that the
correlation coefficient be approximately 1.0. The resuiting
correlation coefficient of these results was 0.96 (Figure 1).

55 ESR's were performed in the comparison of ESR results
using Vacu-tec tubes, which had been either filled from an
EDTA sample, or collected directly. Both were compared to
the Westergren method. The correlation coefficient of the
Vacu-tec tubes filled under vacuum, compared to the
Westergren ESR results was 097 (Figure 2). The Vacu-tec
tubes filled manually, also gave a correlation coefficient of
0.97 when compared to the Westergren ESR results (Figure
3).
In the third comparison, the effect time delay has on the
ESR result; 64 ESR’s were performed with each Vacu-tec
sample being retested every hour for 24 hours. The storage
over this time was at room temperature. The results were then
divided into three categories depending on their original ESR
result:

Normal  0-15 mm/hr.
Moderate 16-50 mm/hr.
High 51 mm/hr.

Over the 24 hour period a drop in all the ESR results was
noted, with some falling from the moderate to high ranges,
into the normal range. This is demonstrated in the plot for
the category which had an original ESR result greater than
51 mm/hr (Figure 4).
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SATURDAY’S PROGRAM

The seminar was scheduled to start at 12.30 to give delegates
plenty of time for a leisurely journey to Lake Taupo, which
had been chosen as a venue because it was so central. This
meant a three to four hour trip by car for most, although
Joanne MacDonald flew up from Christchurch (courtesy of
ISIG) and Jill Jones drove down from Northland.

The Taupo Yacht Club was a wonderful setting with large
windows looking out over the lake. It was comfortably
furnished and was the ideal size for the numbers present
— approximately 60.

Topics for the program had been nominated by Network
members. ISIG seminars have a rule that everyone must
actively participate — this resulted in a full program chosen
by the people attending. It was interesting that a large part
of the program centred on the laboratory diagnosis of viral
diseases.

Gerry Campbell from Wellington was in the chair to direct
the proceedings.

Hepatitis C

Marjorie Bridle from Auckland started off the program with
an excellent presentation on Hepatitis C. Some valuable
discussion followed, and because it is such a major topic,
it was a pity that people like Anne Couper from Auckland
and Ron Mayes from Rotorua could not have been there to
contribute also.

Chlamydia and other Sexually Transmitted Diseases

Another major topic getting a lot of attention lately is
Chlamydial infection. There were two presentations covering
this subject. “Confirmatory testing of Chlamydia EIAs” by
Jane Humble of Wellington and “Chlamydia and other STDs
in the Eastern Bay of Plenty” by Jackie Wright of Whakatane.

“The Rubella Dilemma’”

There are some subjects which come up year after year and
a specific example is Rubella — Rubella immunity and
Rubella serology. Sugi Shaw from Palmerston North
discussed ongoing problems in this field with regard to
selection of tests, interpretation of results, and problems with
financial constraints.

Laboratory diagnosis of Rubella — infection and
establishing of immune status — is an area where
standardisation of testing and reporting on a national level
is sorely needed.

Life after the ANA Workshop

This type of cooperation for standardisation of testing and
reporting has evolved from the ANA workshop in Wellington
last year. David Haines from Auckland and Gerry Campbell
described the procedures they have put in place to
accomplish these objectives. There is general agreement that
laboratories involved in ANA testing will take part in the QC-
style program.

Testing for Herpes

Gerry Campbell shared his laboratory’s experiences in
problems associated with these tests and the steps taken
solving them.

Rickettsial Serology
Judy Cull from the Virology/Immunology Department,
Auckland Hospital gave an update on the current diagnostic
tests available, with particular reference to those relevant to
rickettsial infections in the South Pacific.

This is one of Judy's special areas of interest and she
welcomes enquiries and requests for testing.

"ANCA the. INOVA Way”’

Glennis White from Wellington gave an informative account
of her experience using the INOVA test for the detection of
anti-neutrophil cytoplasmic antibodies which assist in the
diagnosis of conditions such as Wegener's Granulomatosus.
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This presentation was another example of Glennis' wide
range of knowledge and practical skills.

HEP2 Slide Production

Still on the subject of methods for detection of autoantibodies,
Jim Learmonth from Palmerston North shared details for
producing HEP:2 slides (used for the detection of antinuclear
antibodies) in the Laboratory.

The technique is simple, cost effective and not time-
consuming. The quality of the end-product is consistent and
standardised between batches. When commercially-
prepared materials are such an expensive part of the budget,
this information was welcomed by those involved in this area
of Immunology.

Hydatids
This disease continues to cause problems in this country
despite the existence of eradication programs for many years.

Paul Bolton from New Plymouth described the
epidemiology and pathogenesis of the disease and went on
to discuss two case histories and the problems encountered
with interpreting the results obtained.

Mark Warden followed with a discussion on the
performance, control and interpretation of the Arc 5 test, a
sensitive immunoelectrophoretic technique for detecting
active hydatid disease.

It is hoped that the member of the audience studying for
examinations would have benefited from these presentations.

C3d Assays — ? an aid in the management of difficult
pregnancies

Judith Hodgetts from Wellington introduced this interesting
topic for discussion. This would be an ideal subject, which
could be expanded and presented to a wider audience at
the Christchurch Conference in August.

Christchurch Conference Update

Joanne MacDonald, one of the coordinators for the
Immunology forums at Conference this year, described the
arrangements so far for Immunology and the program as
a whole. She encouraged presenters at the Seminar to
consider giving a longer, more detailed presentation of their
topics at Conference.

BMLS — Massey University

Professor Clarke outlined the structure and content for
Virology and Immunology in Levels 300 and 400 (Years 3
and 4 respectively). He wanted to establish that what has
been done so far is consistent with the requirements of the
Laboratory Services, and to have guidance in the details of
the 400 course.

There was some very worthwhile debate, with a number
of recommendations being made.

An undertaking was given by David Haines from Auckland
to consult immunologists with appropriate expertise in their
discipline and in the education, training and setting of
examinations also, to come up with specific details for the
Level 400 course.

The details for the fourth year for Virology have been
prepared already by Dr Ray Cursons from Hamilton.

BUFFET DINNER

The day ended with “Happy Hour” followed by a
smorgasbord dinner which was also held at the Yacht Club.
Some people returned home when the formal program
ended, but the majority stayed on to enjoy the social side
— an important part of any seminar where friendships are
renewed, information is shared and lines of communication
established.

SUNDAY’'S PROGRAM

Flowcytometry: Coulter Users’ Meeting

A number of seminar delegates elected to go to this
workshop meeting also. However, Robert Allan from
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SPECIALIST LEVEL EXAMINATIONS 1992

EXAMINEF

MICROBIOLOGY

CANDIDATES: 15 entered, 14 sat, 9 passed, 5 failed.
RANGE OF MARKS: The top mark was 58%, the low mark
36% with the average being 50%.
Paper 1 ranged from 62.5% to 39%: Average 52%
Paper 2 ranged from 56.5% to 31.5%: Average 47%
OVERALL COMMENTS: We were very disappointed with the
lack of knowledge exhibited by most of the candidates.
Our impression was that they were not exposed to
fundamental interpretative decision making re the suitability
and processing methods that they used, or had knowledge
of, in their day to day work.
Very few candidates knew of the correct application of
many of the test processes.
The Introduction to the Microbiology Specialist Level
Syllabus 1.1 among other things requires candidates to:
— critically evaluate methods and equipment
— discuss knowledgeably, with Medical staff, the results
obtained with regard to:

— validity

— suitability of the lab procedure

— other lab practices that may be applicable to the particular
patient.

The majority were unable to demonstrate this level of
knowledge to the satisfaction of the Examiners,
RECOMMENDATION: It may well be that any future
candidates should be encouraged to sit this Examination NO
SOONER THAN 2 YEARS POST REGISTRATION and that
concurrently they have no less than 4000 hours experience
in the clinical laboratory environment.

TRANSFUSION SERVICE

PAPER ONE:

The paper consisted of 5 compulsory questions each worth
20 marks.

QUESTION 1 (Range 3-115; Mean 8.2)

Not well answered.

(e) the Much antigen: 3 candidates failed to score any marks
QUESTION 2 (Range 11-18; Mean 14)

This question was fairly well answered. One candidate
demonstrated an excellent understanding of this subject.
QUESTION 3 (Range 105-14; Mean 11.8)

Most candidates demonstrated a surface understanding of
the topic — but most answers were disappointing and offered
no depth of knowledge.

QUESTION 4 (Range 11-14; Mean 12.1)

Fairly well answered — did not display specialist level
knowledge.

QUESTION 5 (Range 11-14v2; Mean 13)

Reasonably well answered — lacked some clarity and depth
of knowledge.

COMMENTS

NZCS and Certificate level notes were in evidence —
specialist level candidates need to be made aware of the
level of knowledge required to attain a specialist qualification.

PAPER TWO:

The paper consisted of 5 compulsory questions each worth
20 marks

QUESTION 1 (4 passes; range 6.5-17.5)

In general this question was reasonably well answered with
a good understanding of the basics. However, no candidate
demonstrated a good understanding of A1/A2 subgroups,
an area which was discussed recently in the NZJ Med Lab
Sci 45:4, 1991,

’ REPORTS

QUESTION 2 (2 passes; range 1.5-155)

Two candidates answered this question well, however 3
candidates answered this question extremely poorly (with
marks less than 6). This topic has been recently discussed
in the NZJ Med Lab Sci 46:2, 1992,

QUESTION 3 (1 pass; range 4.0-105)

No candidate answered this question well with a top mark
of 105 This question is very basic to a specialist
immunohaematologist and has also been very recently
reviewed (NZJ Med Lab Sci 46:2, 1992).

QUESTION 4 (4 passes; range 6.5-17.0)

This question was quite well answered by 3 candidates.
However, only one candidate showed any knowledge of the
Polynesian Lewis system, an area which has been the topic
of papers in the NZJ Med Lab Sci, Vox Sang and Institute
Conferences. It was disappointing that no candidate was up-
to-date with the literature post 1985 (esp Vox Sang 1986; 51,
161-171).

QUESTION 5 (2 passes; range 6.0-13.5)

Only one candidate demonstrated a good understanding
of this question. Most candidates failed to structure their
answer and gave very superficial answers.

COMMENTS

The quality of the answers was variable ranging from 1.5 to
17.5. Only two of the five candidates were of good specialist
calibre. It is somewhat disturbing to see that the two questions
that candidates found the most difficult were the practically
based questions (Q3 & Q5). Additionally it was clear that
candidates were not aware of work that is topical to NZ or
published in the NZJMLS, reviewed in Vox Sang and
Transfusion but instead relied solely on texts such as 3rd ed.
Issitt which is now out of date in some areas!!!

HISTOLOGY

PAPER ONE:

QUESTIONS 1-54

54 questions had a possible 80 correct answers carrying
a total of 60 marks. Therefore each correct answer = 0.75
marks.

There were a possible 163 incorrect answers, therefore if
all the boxes were ticked the final mark would = 0. Thus
1 incorrect answer gave a 60/163 mark penalty.
QUESTION 55
The question was not read properly the key word being list
not essay.

QUESTION 58

The key word was '“selective” — the methods given
demonstrated the stated granules, cells and bodies, but not
selectively.

PAPER TWO:

Artifacts in tissue sections:

The essay was poorly planned and structured. A large
amount of time was devoted to technical details. Fixation
artifacts were poorly dealt with. Distortion, Shrinkage, Pink’s
Disease, Nuclear Meltdown etc were omitted. No mention
was made of bone re sawing, drilling, decalcification etc.
Processing was not discussed. Microtomy — it was assumed
the examiner would know that disposable blades were being
used.

Chromaffin was wrongly attributed to the action of
chromates on 5HT to form tetrahydra-4-carbolamine. Little
detail was given of manipulation, mounting on waterbaths,
drying of sections, dehydrating cover slipping, fading etc.
EM was not discussed at alil.
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The role of special stains and Immuno-histochemistry in
Histopathology

The range of special stains available was not commented
on. Immunotechniques were focused on. The question did
not ask candidates to discuss the theory of staining or
methods — the key word being role.

HAEMATOLOGY

Ten candidates sat the examination with only four gaining
a pass mark. Final marks ranged from 39% to 62%.

We were disappointed in that the calibre of candidates
presenting themselves for this examination was little different
from last year. Only one candidate achieved an overall mark
in excess of 60%. Candidates frequently displayed only a
superficial knowledge of general haematological topics as
well as an apparent unawareness of recent diagnostic and
therapeutic advances.

PAPER ONE

The mean mark for this paper was 41%, the range 38.5%
to 64.5%. This short answer paper was quite full and a few
candidates jeopardised their marks by not attempting all
questions.

QUESTION 1

7 of 10 candidates gained a pass mark.

This question was generally well answered with most
candidates having reasonable knowledge of the use of at
least two of the three venoms.

QUESTION 2

3 of 10 candidates gained a pass mark.

Not well answered generally. Most candidates were satisfied
with writing only a single fact for the brief notes.

QUESTION 3

4 of 10 candidates gained a pass mark.

On the whole not well answered. Only a basic understanding
of the concept of the choice of populations for determining
reference ranges was demonstrated. There was a lack of
methodical approach to defining a protocol for calculating
reference ranges and establishing reference intervals.

QUESTION 4

3 of 10 candidates gained a pass mark.

It was surprising to see how little awareness there was of the
haematological manifestations of the acquired immune
deficiency syndrome. Although most candidates described
the reduced numbers of CD4 lymphocytes, they frequently
did not reconcile this with an absolute lymphopenia. Aspects
of AIDS generally not alluded to included the consequences
of AZT treatment. Kaposi's sarcoma and occurrence of the
Lupus anticoagulant.

QUESTION 5

6 of 10 candidates gained a pass mark.

The majority of candidates showed a reasonable working
knowledge of the biochemical nature of vitamin K and
warfarin. Less theoretical knowledge on the development and
use of the INR was evident.

QUESTION 6

9 of 10 candidates gained a pass mark.

Generally adequately answered. Most candidates thought
about the therapeutic use of the product and tended not to
mention potential problems with the use of the blood
products, eg infections etc.

QUESTION 7

All 10 candidates gained a pass mark.

This question required the candidates to document in tabular
form, the expected cytochemical, immunophenotypic and
cytogenetic findings in a range of acute and chronic
leukaemic conditions. The high pass rate probably does not
accurately reflect the true extent of knowledge on this topic.
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The requirement for an indication of only positive or negative
results almost certainly lead to good marks being obtained
through educated guess work.

QUESTION 8

5 of 10 candidates gained a pass mark.

The technique of monoclonal antibody production was either
well explained or the point missed with polyclonal antibody
production described. The use of monocional antibodies was
generally adequately answered in as far as naming specific
antigenic targets. However, the laboratory technigues were
not generally mentioned, eg latex, FITC, APAAP, ELISA.

QUESTION 8

6 of 10 candidates gained a pass mark.

While one candidate gave an excellent description of the
principles employed in the Technicon H1/H2 for the
cytochemical differentiation of leucocytes, other candidates
exhibited little better than a rudimentary understanding of
the concepts for leucocyte differentiation utilised in modern
analysers. No candidate was able to quote the reference
method for WBC differential counts.

QUESTION 10

8 of 10 candidates gained a pass mark.

With the exception of two candidates this question was well
answered. As with most safety aspects in the laboratory fire
safety is generally a matter of common sense and therefore
marks are readily available with a little thought.

QUESTION 11

5 of 10 candidates gained a pass mark.

This question was not well answered. Even the candidates
who gained a pass on this question did not score well. Most
candidates only demonstrated limited knowledge on one or
two of the three assays.

QUESTION 12
8 of 10 candidates gained a pass mark.
This question on thalassaemia was generally well answered.

QUESTION 13

6 of 10 candidates gained a pass mark.

Two candidates gave very good answers and were awarded
full marks for this question. Most other candidates were only
able to give a definition of proto-oncogenes and showed poor
understanding of the mechanisms of activation and the role
of oncogenes in the pathogenesis of haematological
neoplasms.

QUESTION 14

Only 2 of 10 candidates gained a pass mark.

The answers to this question on erythropoietin were generally
disappointing, especially given the large amount currently
in the journals about erythropoietin use. One very good
answer was written.

QUESTION 15

5 of 9 candidates gained a pass mark,

Apart from one very good and one good answer, there
seemed to be an almost total ignorance on the subject of
Haemochromatosis.

QUESTION 16

Only 1 of 8 candidates gained a pass mark.

This question on the anaemia of hepatic disease was very
badly answered with only one candidate gaining a pass
mark. There was a lack of appreciation of the types of
anaemia which may complicate liver disease and scant
knowledge of the aetiologies of each type of anaemia.

PAPER TWO
The mean mark for this paper was 45% with a range from
29% to 60.5%.
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QUESTION 1
This question on the thrombocytopenias was attempted by
8 candidates with 5 gaining a pass mark.

The mean mark was 135 out of 25. Classification was
generally logical though some tended to repeat themselves.
A classification in note or tabular form was quite acceptable
and easier to follow than sentences which may have had
several points within one sentence. The role of the laboratory
could have been answered more fully.

QUESTION 2

This question on the Myelodysplastic Syndromes was the
most popular in Paper Two, and was attempted by all
candidates. Only 3 of the 10 candidates gained a pass mark.
The mean mark was 11 out of 25 with a range of 65 to 14.5

MDS is a well established group of disorders of
considerabie haematological importance and has featured
frequently in previous Certificate and Specialist level
examinations. It was therefore somewhat surprising that the
guestion was not better handled. Most candidates gave a
good classification of Primary MDS and the defining
characteristics in terms of blast cell numbers in blood and
marrow. Causes of secondary MDS were seldom mentioned.
Particular areas of weakness included the value of bone
marrow histology and the role of cytochemistry and cell
surface marker studies. The section on cytogenetics was not
well answered and the majority of candidates had little
appreciation of the prognostic features.

QUESTION 3

This question on the classification and investigation of
haemolytic anaemia was popular with 9 of the 10 candidates
attempting it. The question was poorly answered in the main
with only three candidates achieving a pass mark and two
of those by a narrow margin. The mean mark was 10.7.

It may be a reflection on the volume of data that students
have to absorb that much of the supporting theory about
practical subjects is lacking depth. Most of the candidates
were able to list a variety of appropriate tests covering a
variety of haemolytic processes but the depth of knowledge
as to why the investigations are performed and the
classification of haemolytic anaemias appears to be sadly
lacking.

QUESTION 4

This question on bone marrow transplantation was only
answered by 2 candidates. This was disappointing, but one
answer was very good showing a good general grasp of the
principles and issues involved in this important treatment
modality. Though not strictly a laboratory procedure, many
of the techniques employed, such as donor selection and
source of stem cells, involve laboratory practice and these
and other similar topics should have been within the reading
of Specialist level candidates.

QUESTION 5

This question on the evaluation of a new analytical method
and its subsequent establishment as a routine procedure
was attempted by 5 of the 10 candidates. It was not well
answered with only one candidate gaining a pass mark.
Mean mark was 9.2 out of 25 with a range of 6.2 to 12.75.
Most candidates gave an adequate discussion on selecting
suitable methods for evaluation and determining their
applicability, however few made mention of [CSH
recommendations. Poorly handled was the rationale for
comparison with a reference method, establishment of
appropriate quality control, safety considerations and
establishment of workload units.

QUESTION 6

Six of the ten candidates attempted this question on
thrombosis. The mean mark being 9. One candidate
answered the question just well enough to gain a pass mark.
The other five candidates answered the question poorly.
Once again the candidates appeared to be able to list the
more common causes of thrombosis but showed little depth
of knowledge of the mechanisms or principles involved in
the testing for thrombosis. This may again reflect the
enormous gains in knowledge such that it is difficult to attain
the desired standard in one year’s study.
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CLINICAL BIOCHEMISTRY

Five out of six candidates passed.

Overall the candidates showed a better exam technique
than last year; with the majority of candidates attempting
every section of the paper with equal vigour. However
supervisors should continue to stress the importance of
reading the questions and structuring the answer to the
question.

PAPER 1

QUESTION 1

Lactate calculation; 2 out of 3 passed; none of the candidates
could explain why the theoretical absorbance could be
different from the observed absorbance.

QUESTION 2

HPLC,; 2 out of 2 passed; this question is based on last year’s
HPLC question which was answered very poorly.
QUESTION 3

Safety; 2 out of 6 passed; candidates gave poor coverage
of risks involved and follow up procedure after body fluid
exposure. This is very disappointing since a safe working
environment is essential for all laboratory workers.
QUESTION 4

Lipids; 1 out of 4 passed; this question was poorly answered
— particularly the interpretation of electrophoresis patterns.
QUESTION 5

Thyroid function; 5 passed out of 6; candidates gave a good
account of this topic.

QUESTION 6

2 out of 4 passed,; the calculation section was answered well
but the question on two analytically different methods for
either creatinine or potassium was answered either very well
or very poorly.

QUESTION 7

Method evaluation; 5 passed out of 5; this question was well
answered.

QUESTION 8

Therapeutic drug monitoring; 4 passed out of 6; this question
was answered well despite some confusion over definitions.
QUESTION 9

3 passed out of 6; diagnostic criteria for diabetes mellitus
was a weak area.

QUESTION 10

Cellular distribution of sodium and potassium; 1 out of 6
passed,; the distribution of sodium and potassium was poorly
answered. Not all candidates used graphs to display the
results as was requested.

PAPER 2

QUESTION 1

Laboratory audits; 2 out of 2 passed; this question was
answered well.

QUESTION 2

Cystic fibrosis; 3 out of 5 passed; the clinical features and
performance of a sweat test was answered well, the role of
blood spot testing and DNA testing was poorly answered
(these should be included in next year’s paper).
QUESTION 3

Reliability of laboratory results; 3 out of 5 passed;
preanalytical variables were well covered, weaknesses
showed in analytical variables.

QUESTION 4

Renal failure; 2 out of 2 passed; this topic was well
understood.

QUESTION 5

Serum calcium; 3 out of 5 passed; this question was not
answered well.

QUESTION 6

Sample reception protocols; 4 out of 5 passed; candidates
showed a good understanding of the information required.
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Funding of Clinical Training

Chris Kendrick
Massey University

In 1992 the Minister of Health established an advisory group,
headed by Professor David Stewart of Otago University, to
consider the issues of education and training of health
professionals arising from the proposed health reforms. Their
purpose was to ensure the continuing availability of a highly
qualified and well trained health workforce in New Zealand.
The issues considered include those of health workforce
planning, “teaching” hospital costs, source of funding for
education and training programs for health professionals,
purchasing arrangements for these programs, funding of
research in Crown-owned health agencies and issues arising
from the transition to the new arrangements.

As part of the process the Advisory Group invited
submission from bodies representing each of the
professional health care groups and, through them, from
interested individuals. The council of the NZIMLS provided
a submission that targeted concerns over funding of
technologist training, the oversupply of trained staff and the
industrial “status” of students during the fourth year
placements.

Recommendations of Advisory Group

The Advisory Group after consideration of the issues and

submissions, made a number of recommendations to

Government in mid 1992:

¢ that the Government be committed to maintaining a health
workforce database, to provide information for workforce
forecasting. This would be needed to inform policy
concerning priorities for funding of health professional
education and training programs.

e that all costs (with respect to “teaching”) of hospitals be
met from income received for specific contracts with the
respective purchasing bodies for the provision of health
care services, research, or clinical education and training.

= although there could be significant gains from sourcing
all funding of education and training for health
professionals within a single Vote, the transition costs would
be high. It is therefore recommended that the funding of
education and training of health professionals continue,
at least for the period of the transition, to be sourced in
both Vote: Education and Vote: Health, but with clearer
definition of the responsibilities of each.

it is recommended that Vote: Education be responsible

for all funding of education and training of health

professionals until the completion of the entry gualification
and that all post-entry education and training be the
responsibility of Vote: Health.

e it is recommended that there be no change in the
purchasing arrangements for Vote: Education funded
education and training of health professionals apart from
any adjustments required for post-entry funding. For Vote:
Health funded programs, it is recommended that a Health
Professional Education and Training Agency be set up to
act as the purchaser on behalf of the Government.

¢ it is recommended that the bulk allocation to the Health
Research Council be adjusted to allow for the increased
costs of public good research resulting from the necessity
to meet all costs of such research in Crown-owned
agencies after 1 July 1993.

In addition the Advisory Group makes a number of
recommendations concerning fransitional issues. These
include the necessity to properly identify the proportion of
current Area Health Board expenditure used to support
education, training and research, the definition of respective
responsibilites of Education and Health for future funding
of education and training programmes, the establishment
and funding of the proposed Health Professional Education
and Training Agency through the transition, and the making

of agreements between education and health care providers
concerning rights and responsibilities of all those concerned
with education and training within health care facilities.
Taken from the “Report to the Minister of Health from the
Advisory Group on the Funding of Clinical Training”.

Government policy

The Government has considered the Advisory Group

recommendations and appear to have made the following

decisions:

In a letter to the General Managers of the NZ Area Health
Boards, 22 December 1992. From the Department of Health,
Wellington.

e the funding agreements between the Minister of Health
and Regional Health Authorities (RHAs) will include
provision for the RHAs to purchase from crown health
enterprises (CHEs);

— till 30 June 1994, the same research programs; and

— till 31 December 1994, the same clinical training

programs (at both undergraduate and graduate level);
that exist on 30 June 1993 and are funded from block area
health board (AHB) grants;

e from 1 July 1994, health care providers should seek to
recover the costs associated with research, including
“public good” research, undertaken by other parties using
their facilities;

e from 1 January 1995, all health care providers should meet
the costs of providing clinical training, net of benefits,
through contracts with institutions providing educational
qualifications, or with whatever "purchasing” agency that
may be responsible for this function.

* the Minister of Health may, over the period:

— 1 July 1993 1o 30 June 1994 (for research programs);

and

— 1 July 1993 to 31 December 1994 (for clinical training

programs);

approve variations proposed by RHAs in the clinical

training and research programs that were in place at 30

June 1993.

e funding responsibility for the education and training of

health professionals will continue to be shared from 1

January 1995 between Vote: Education and Vote: Health,

but with clearer responsibilities between the two. Vote:

Education will be responsible for all “pre-entry” level

programs (ie all programs leading to entry to an

occupational group) and Vote: Health responsible for all

“post-entry” programs (except where they are of an

academic or research nature). Officials should begin work

to resolve this issue in the middle of next year and at the
same time, also consider the issue of the “purchaser”
responsible for Vote: Health funds.

an Advisory Committee, comprising members with health

educational, research and provider experience, will be

established in the new year. This committee, reporting to
the Director-General of Health, will be chaired by Professor

Michael Cooper, Commissioner of the Otago AHB. It wili

assist in the transition phase to provide advice on:

— the purchase agreements for clinical training and
research programs that the Government requires in the
funding agreement with the RHAs; and

— any outstanding issues arising from the Advisory Group
recommendations; and

e AHBs/CHE board designates should not discontinue or
reduce the clinical training and research programs that
exist on 1 January 1993, without first seeking approval from
the Minister of Health.
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Members wishing to receive their publications by
airmail should contact the Editor to make the necessary
arrangement.

Membership Sub-Committee

Since the November meeting there have been the
following changes:
230293 11.11.92 23.0892 12.0592

Membership 1242 1244 1256 1183
less resignations 3 7 27 6
less G.N.A. 8 19 19 -
less deletions 3 - -

less deceased -

less duplications 1 - - 1

1227 1237 1210 1181
plus applications 10 5 34 75
plus reinstatements - - N B

1237 1242 1244 1256

Composition

Life Member (Fellow) 12 12 12 12
Life Member (Member) 5 5 5 5
Fellow 20 20 20 20
Member 679 678 678 671
Associate 436 443 443 462
Non-practicing 59 68 60 60
Honorary 26 26 26 26
Total 1237 1242 1244 1256

Applications for Membership

M. WALLMANNSBERGER, Tauranga; C. MARTIN; R.
ALLAN, Dunedin; B. LOCKWOOD; J. BRIDGETTE,
Auckland; C. PRETORIUS; P. LINDSAY; S. MARTIN, Medlab,
Auckland; F KHAN, Overseas; S. BECKMAN, ARBC.

Gone No Address
A. SINCLAIR, Taranaki; J. GALLAGHER; K. EAYRS,
Wellington; M. MATSIS, Christchurch; C. HOPE, Wellington;
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P. MARRIOTT, Wellington; G. VADIVELOO, Wellington,
Medlab; K. PAYNE, Diagnostic.

Resignations
Y. CASEY, G. COATS, Waipukurau; M. KANG, National
Womens.

B TECH (BIOMEDICAL SCIENCE)

Professor Peter Gluckman, Dean of the Auckiand Medical
School, whilst recently launching the School's Strategic Plan
outlined the introduction in 1994 of a new 4 year technology
degree in Biomedical Science.

The degree awaits final approval by the University
Academic Committee but draft details available read as
follows. This course is intended to provide an appropriate
academic background for a professional career in
biomedical research and development. Graduates would
receive a rigorous training in the scientific and technological
bases of biomedical science, as well as experience in
research design, problem solving and management. It is not
the primary intention of this course to train hospital or
diagnostic laboratory technicians. Instead we would expect
that the BTech (Biomedical Science) degree would provide
an initial pathway for graduates who would be able to
undertake and manage independent research and
development in biomedical science. It is anticipated that a
broad range of career options would be open to graduates in
hospitals, universities, Crown Research Institutes,
pharmaceutical and biotechnology industries. The course will
be academically demanding and entry will be competitive.
The intake to the BTech (Biomedical Science) course will
initially be limited to not more than 25 students per year.
Because the degree may be awarded with honours, it will
provide an appropriate avenue for students who wish to
progress to a PhD in the School of Medicine.
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BOOK REVIEW

“IMMUNOLOGY”’
SEVENTH EDITION, 1993

ISBN 0 443 04660 3

Donald M. Weir MD FRCPE

Professor of Microbial Immunology, Department of Medical
Microbiology, University of Edinburgh Medical School,
Edinburgh

John Stewart BSc (Hons) PhD

Lecturer in Immunology, Department of Medical
Microbiology, University of Edinburgh Medical School,
Edinburgh

Publishers:

CHURCHILL LIVINGSTONE

Edinburgh London Madrid Melbourne New York and Tokyo
1993

Reviewed by Gillian McLeay, Laboratory Training Officer
Auckland Hospital

| came across one of the earliest editions when | first started
studying immunology in the early 1970s. There was not the
same assortment of text books available then; those on
Laboratory shelves were generally big, musty tomes, heavy
in weight and content and not particularly encouraging for
someone, completely new to the subject, to pick up and read.

The first edition (published in 1970) was written with the
student in mind. It was a small, relatively inexpensive
paperback, which fitted into the pocket of your Lab coat and
so was on hand if the opportunity arose for a quick read
during an incubation time or a tea break. | have very happy
memorigs of this little book. As this is the seventh edition,
it has obviously been popular with many other people also.

In the preface, the authors state why they considered a
new edition was necessary:

“The ‘jet propelled’ pace of immunology has not slackened
since the appearance of the 6th edition in 1988. This has
necessitated an almost complete rewrite of the ‘Basic
immunology’ section with extensive changes in the
‘Immunology in action’ chapters.”

This latest edition (still in paperback form) retains many
of the features of the earlier editions. The language is simple
and conversationat in style.

The sections on the Complement system and the Major
Histocompatibility Complex are not so easy to read, but then
| challenge anyone to be able to describe these bastions
of ‘immunological knowledge' in a simplistic manner. This
minor problem is compensated for by reinforcement and
additional explanations in following chapters.

The book is divided into two sections — ‘Basic
immunology' and ‘Immunology in action’ The latter is an
innovative name to describe the application of basic
immunological knowledge to Medical Laboratory Science.

In a student text it is not possible to cover the application
of immunological knowledge to the whole body of current
knowledge known at Clinical Immunology. Instead, the aim
is to provide insights on how the study of Immunology can
explain the origin and pathogenesis of certain disease states.
in short, it provides an overview of Immunalogy as a science
and its application in the field of laboratory diagnosis.

There are four chapters in Section 1, ‘Basic Immunology’:
‘Immunity, ‘Innate immunity, ‘Antigens and antigen
recognition’ and ‘Acquired immunity’ respectively. In Section
2, 'Immunology in action’ there are six chapters: ‘Infection,
immunity and protection, ‘Immunohaematology, ‘The
immunology of tissue transplantation’ ‘Malignant disease,
‘Immunopathology, ‘Interaction of antibody with antigen and
applications in laboratory investigations’

The objectives at the beginning of each chapter in this
section can be used as test questions to check the required
level and depth of knowledge has been achieved.

Despite the authors’ comment that the format “is designed
1o appeal to those who prefer descriptions in words rather
than complex illustrations”, there are many simple, clearly
executed diagrams and excellent tables.
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This book will be especially helpful to students studying
Immunology, Microbiology, Transfusion Science and Virology,
but also a great advantage to those in other disciplines where
a knowledge of the immune system is still required to
comprehend fully the consequences of disease and the
response to it in animals and man.

I highly recommend this book, which at only $60 (and with
student discount) is well within the reach of the average
impoverished student. Copies may be obtained from Medicall
Books (NZ) Limited which has branches in both Auckland
and Wellington.

7993 SOUTH ISLAND SEMINAR

The staff at Timaru Hospital organised this year’s South Island
Seminar at the Centrepoint Hotel in Methven on Saturday
28th March. This picturesque setting, nestled under the
foothills of the Southern Alps, and the beautiful autumn
weather combined with an interesting range of presentations
made this a very successful event. Presentations included:
“The Case of the Large Breast Haematoma™ by Katherine
Denton in which an unusual bleeding disorder was
diagnosed.

"Ovulation Profiles” by Jan Dean demonstrated how a single
serum progesterone result may give misleading information
in abnormal but fertile cycles.

“Slug Poisoning” by Trevor Walmsley presented cases of lead
poisoning in recreational indoor small bore rifle shooters.
“Parasites Keep the Upper Hand" by Janet Wilson reviewed
the major parasites still affecting mankind.

“The Great Detective Game” by Diane Phillips talked about
the interpretation of liver function tests by mutual cooperation
between Biochemistry, Immunology and Haematology
departments,

“Novus Actus Interveneens” by Graeme Bennett described
the death of a patient when transfused with a unit of blood
infected with Yersinia enterocolitica.

“A New Aeroplane in Town” by Jim Le Grice reviewed a year's
experience with the Hitachi 747.

“Will the Correct Cholesterol Resuit Please Stand Up” by
Richard Fowler solved a problem with cholesterol calibration.
"Neuroblastoma” by Chris Sies used a case study to
demonstrate that diagnosis of this paediatric disease requires
testing for urine dopamine.

“Bloody Helll Analysis of a Blood Transfusion Crisis” by
Gerard Verkaaik spoke on how a medium sized hospital
coped with the transfusion of 74 units of blood and blood
products during an operation.

“Simon Sez! Said!" A video by the Timaru Laboratory staff
took a light hearted look at the health ‘reforms.

An NZIMLS and an NZMLTB update by Kevin McLoughlin
and Jim Le Grice.

The winner of the Med Bio Enterprises prize for the best
paper was Chris Sies for his presentation on Neuroblastoma.
The 1993 Conference Committee also awarded Chris free
registration for this year’s conference in Christchurch.

The seminar was attended by 50 people from all areas
of the South Island. A scientifically and socially enjoyable
meeting.
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NEW PRODUCTS AND SERVICES

COULTER AND INSTRUMENTATION LABORATORY FORM
GLOBAL ALLIANCE

Recently, Coulter Electronics of Miami, Florida and
Instrumentation Laboratory (IL) of Milan, italy, announced
the formation of a worldwide, long term strategic alliance.
This alliance allows both companies to take advantage of
their market strength and to improve the efficiency of their
established operations.

In New Zealand, Coulter will handle the support and
distribution of IU's product lines. “This alliance allows both
companies to maximise their distribution and service
strength, while eliminating duplications in our infrastructures,”
said Wallace Coulter, Chairman of the Coulter Corporation.

Both Coulter and IL are world market leaders in their fields.
The complimentary nature of the product lines provide a
natural synergy that will benefit both companies and their
customers.

In addition, Coulter and IL share a history of innovative
technology and quality products. Both are pioneers in
introducing a systems approach to their product lines and
both have a corporate tradition emphasising complete
customer support and satisfaction.

In New Zealand, Coulter enters this exciting new era well
prepared. The national service and support operations have
been trained in all products. In addition, Karl Mikschofsky,
a long time IL employee has joined Coulter Electronics as
the IL Business Manager. Kart has 11 years experience with
IL, working in the areas of technical service, customer
support, sales and marketing. Prior to moving to Australasia,
he held the position of Marketing Manager with IL GmbH
in Munich, Germany.

Coulter commence support of the IL products on 1 April,
1993. For further information contact Sales 09 828 6621 and
Service 0800 446 109.

THE WHATMAN CLINIPREP™ SPECIMEN
PREPARATION DEVICE

The Whatman CliniPrep Specimen Preparation Device
comprising a test tube and filter plunger is a complete
specimen preparation system and provides one step filtration
even with viscous samples. The unique design incorporating
integral filter and membrane, stacks into the tip of the plunger
so that no assembly is required.

Pressing the filter-plunger through the specimen in the test
tube forces the filtrate into the reservoir of the filter-plunger.
The filtration process removes interfering particles to boost
sensitivity and reduces false positives and false negatives
in diagnostic assays, thus ensuring accurate results are
achieved the first time.

CliniPrep is completely self-contained to reduce exposure
to potential pathogens during laboratory handling. CliniPrep
devices can be automated using the Whatman Processor
so that up to 24 specimens can be clarified at one time. The
vial and plunger are made of medical grade polypropylene.
The hold-up volume of 100 ul can accommodate a maximum
specimen volume of up to 5 ml depending on sample type.

The filter-stack combination may be used to clarify faecal,
urine and STD specimens for ELISA assays for diagnostic
kits in research or clinical testing laboratories.

For more information please contact:- Labsupply Pierce
(NZ) Limited, PO Box 34-234, Birkenhead, Auckland 10. Tel
0-9-4435867. Fax 0-9-4447314.

ANOTOP & ANOTOP PLUS SYRINGE FILTERS FOR
ANALYTICAL, BIOCHEMICAL AND BIOLOGICAL
APPLICATIONS

The Whatman Anotop & Anotop Plus syrgine filters have
superior particle removal efficiency because of the narrow
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pore size distribution of the inorganic membranes inside. The
high porosity of the membranes also gives these filters very
high flow rate capability. The inorganic nature of the
membrane makes it compatible with a wide range of solvents
and aqueous solutions. No monomers, plasticisers,
adhesives, surfactants or wetting agents are used in
manufacture, so the level of extractables is well below
detectable limits, avoiding sample contamination. The
capillary pore structure of the membrane enables
microorganisms and particulate material to be trapped on
the surface of the membrane, and not within its structure.

Anotop is suitable for analytical sample preparation, cold
sterilisation of growth media, filtration of solvents for
spectrophotometric analysis, phage and virus filtration,
liposome extrusion and removal of high molecular weight
proteins or polymers,

Anctop Plus with its built-in glass microfibre prefilter is
suitable for filtration of tissue culture media, clean-up of
difficult samples for analysis, filtration of colloidal material and
removal of mycoplasma.

The filters have a polypropylene housing and are available
in two sizes. Anotop 10 and Anotop Plus 10 are for sample
volumes up to 10 ml while Anotop 25 and Anotop Plus 25
are for sample volumes up to 100 ml. Pore sizes available
are 002, 0.1 and 0.2 um.

For more information please contact:- Labsupply Pierce
(NZ) Limited, PO Box 34-234, Birkenhead, Auckland 10. Tel
0-9-4435867. Fax 0-9-4447314.

THE PROPPER STERILISATION SECURITY SYSTEM FOR
SECURITY INSIDE AND OUTH

For nearly sixty years Propper products have been serving
the medical and laboratory profession with innovative,
practical products.

The comprehensive selection of Propper sterilisation
system products includes sterilisation indicators, sterilisation
test sheets and test packs, packaging, tape and bags for
autoclave and gas sterilisation as well as biohazard and
decontamination bags and sterilisation record-keeping
systems,

The Chex-All™ pouches and tubes incorporate a
patented design with independent indicators on both the
inside and outside. This unique feature monitors the effective
penetration of steam or ethylene oxide gas on the inside of
the pouch or tube and eliminates the need for indicator strips.
The Chex-All Ii™ pouches have the added feature of self-
adhesive hermetic seals for convenience of use.

For more information please contact:- Labsupply Pierce
(NZ) Limited, PO Box 34-234, Birkenhead, Auckland 10. Tel
0-9-4435867. Fax 0-9-4447314.

INCREASE YOUR LABORATORY'S PRODUCTIVITY WITH
THE JUNG AUTOSTAINER XL

After years of research and engineering studies, Jung found
that laboratories were looking for improvements in automatic
slide stainers in three primary areas of operation: higher
throughput, more staining flexibility and betier safety features.
Setting these features as goals in the design and
development of a new instrument, the AUTOSTAINER XL was
the result.

The AUTOSTAINER XL has an innovative continuous
loading and unloading system that allows you to process
slides without stopping the instrument, and this coupled with
a capacity to stain up to 200 slides per hour or 1000 slides
per day gives you maximum laboratory productivity.

An integrated fan-forced oven gives quick slide drying
times and the ability to choose station times, station sequence
and to run simultaneous protocols gives you maximum
staining flexibility.

The unique external loading and unloading drawers, a
fume containment hood, and internal extraction fan with a














