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Salmonella - not your average enteric pathogen 

Annmarie Clarkin, Senior Technologist 
Microbiology Department, Waikato Hospital, Hamilton. 

Case History 
A 64-year-old woman w ith a history of angina and non-insu lin 
dependant diabetes mel litus (NIDDM) presented with abdominal pain 
and dehydration. Routine blood, urine and faeces cultures were 
obtained. 

The urine showed a white cell count of 450 x 1 06/L with 
bacteria present, and an initial diagnosis of pyelonephritis was made. 
A heavy pure growth of Klebsiella pneumoniae was isolated. 

The blood cultures became positive on Day 1 with a gram 
negative bacillus in two bottles. Th is isolate was identified through the 
VITEK system as a presumptive Sa lmonella species, and typed as Group 
C using the Wellcolex Colour Salmonella latex. The faeces specimen 
also grew a Group C Sa lmonella, biochemically confirmed through the 
VITEK, and both of these isolates were typed at ESR CDC as Salmonella 
lnfantis. 

The patient was treated with cefuroxime and amoxycillin and 
discharged. 

Five weeks later, the same patient presented aga in with 
abdomina l pa in. Urine and blood cu ltures were obta ined. The urine 
w hite cel l count was > 1000 x 1 06/L and a preliminary diagnosis of 
pyelonephritis was made. Culture once again yielded a heavy pure 
growth of Klebsiella pneumoniae. The patient was commenced on 12-
hourly ciprofloxacin. 

Her blood results on admission showed a Hb of 55 g/L (normal 
range 11 5-165 g/L) and a WBC count of 37.3 x 1 0' /L (normal range 
40-1 1.0 x 10'/L) 

The patient complained of terrible pain in the left abdominal 
region and a CT scan showed a large area of blood loss in the 
abdomen. She received 10 units of blood and her results 6 hours after 
admission showed a Hb of 73 g/L and WBC count of 31.8 x 1 0'/L. 

The patient was taken to theatre where she had a cardiac 
arrest and died less than 12 hours after admission. 

The patient's blood cultures became positive on Day 4 with a 
gram negative bacillus, later confirmed as Salmonella lnfantis. 

The post mortem report noted " ... the left iliac artery shows a 
ruptured aneurysm ... (wh ich) ... measures approximately 2 em across 
and has ruptured into the retroperitoneal tissue on the left side 
causing some large collections of clot to form. The size of the 
haemorrhage is sufficient to have caused death." 

Discussion 
The unusual presentation of a repeated isolation of Salmonella lnfantis 
from the blood cultures 5 weeks after the original episode, and the 
cause of death being attributed to haemorrhage from a ruptured iliac 
artery aneurysm is consistent with previously published data describing 
Sa lmonella bacteraemia associated w ith a mycotic aneurysm ' 

The term 'mycotic aneurysm' was originally used in 1885 to 
describe a mushroom-shaped aneurysm (ie: loca l dilatation or 
stretching of an artery) that developed in a patient with SBE. At the 
t ime, 'mycotic' was used to refer to all micro-organisms. Presently, the 
use of 'mycotic' has been restricted specifically to funga l infections, 
but the term 'mycotic aneurysm' is still used for all intra-(or extra-) 
card iac aneurysms of infectious etiology except for syph ilitic aortit is. 

Focal intravascu lar processes involving the wa ll of major 
arteries are uncommon. Haematogenous seed ing of a previously 
damaged atherosclerotic vessel constitutes the most common 
mechanism of infection. When bacteria 'seed' a preexisting 
atherosclerotic vessel, gram negative bacilli (chiefly Salmonel la) are 
isolated in 35 percent of cases. The presumed portal of entry is the 
gastrointestinal tract. 

Salmonella infections of aortic aneurysms were first reported 
in 1948. The predi lection for involvement by th is organ ism is not 
understood but Sa lmonel la organ isms tend to seed abnormal t issues 
during bacteraemia eg: haematomas, malignant tumours, cysts, gall 
stones, bone infarcts and altered endothelium.' 

Sa lmonella gastroenteritis may result in positive blood cultures 
in 1-4 percent of patients, and it has been estimated that 25 percent 
of patients over the age of 50 with Salmonella bacteraemia have an 
intravascular focus of infection because of the high likelihood of 
atherosclerotic lesions in this age group. Salmonella can produce a 
syndrome of susta ined bacteraemia and fever, and it is important to 
determine whethe r the bacteraemia is of high grade (> 50 percent of 
blood cultures positive) because this suggests intravascular infection -' 

Therapy 
For uncomplicated bacteraemia due to Salmonel la species, 7-14 days 
of antibiot ic therapy w ith amoxicill in, cotrimoxazole or ciprofloxacin is 
adequate• .s For infections showing evidence of intravascular compli ­
cations, 6-8 weeks of intravenous antibiotic therapy is essential. (~­

Lactam antibiotics are the preferred antimicrobial agents for this type 
of infection.) Surgical intervention with resection of the infected 
aneurysm or structure w ill also be requ ired -' 

Conclusion 
The mortality for patients with infected atherosclerotic aneurysms is 
very high. A high index of suspicion is necessary for early surgical 
intervention before rupture occurs. Rupture of the aneurysm is 
uniformly fatal and occurs in about 80 percent of cases. 

There are no characteristic laboratory abnorma li t ies in cases of 
infected aneurysms. Bacteraemia is found in up to 90 percent of cases, 
is continuous and usually does not clear with antibiotic therapy alone. 
Evidence for a primary source of bacteraemia (eg: pneumonia, 
osteomye litis) may be evident but is absent in up to 46 percent of 
cases.' A high index of suspicion is needed and factors such as the 
patient's age, likelihood of atherosclerotic lesions and the degree of 
bacteremia (ie: w hether it is sustained and of high grade) shou ld be 
taken into account when assessing whether an infected aneurysm is 
clinica lly likely. 

Helpful diagnostic tools include computed tomography (CT), 
magnetic resonance imag ing (MRI), x-ray, ultrasonography and 
echocardiography. 
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Editorial 
Write me a (research) letter 

Rob Siebers 
Wellington School of Medicine 

Our Journal has a proud history of publishing continuously for the last 

52 years. The original aims for producing the Journa l were "(1) a mean 

of keeping all members of the Association acqua inted with the 

progress of their fe llow members and (2) the dissemination of all 

knowledge thought to be of interest and use". These aims are still re l­
evant today, especia lly the latter. 

Over the years Editors of the Journal have many t imes had 

great difficu lty in attracting suitable papers for the Journal from mem­

bers of our profession. Th is is despite the many excellent presentations 

made by them at conferences. seminars and Special Interest Group 
meetings, and the personal contact made by the Editors to those 

members presenting there. 

Many reasons for not submitting their presentation to the 

Journal has been put forward, the main one seems to be that it takes 

much hard work (often in thei r own time due to heavy work commit­

ments) to construct a paper su itable for publication in the Journal. 

We owe it to ourselves, our colleagues who have assisted in 
the study and to the members of our profession to disseminate more 

w idely the results and f indings of the case stud ies, and method and 

inst rument evaluations and improvements that we have presented 

orally at scientific meetings. 

To make it easier for you to present your f ind ings in the Journal 

a new category of pub lication will be introduced, namely the Research 
Letter. For this type of commun ication the fo llow ing guidelines will 

apply. 
1. In no more than 500 to 600 words give a brief background to 

why the study was done, briefly how it was done (methods), 

what the main findings were (where appropriate with statisti­

ca l resu lts). and the conclusion (based on the results). 

2. Give the name(s) of the author(s), the inst itution where the 

work was done, and a bri ef t it le at the sta rt of the Research 

Letter. 
3. No more than one Figure or Table (with an appropriate t itle) 

will be allowed. 

4 . No more than 5 key references can accompany the Research 

Letter. 

5. Acknowledge financia l and other support (that does not justi­

fy authorship) at the end. 

6. The submitted Research Letter will be peer-reviewed as hap­
pens at present for submitted papers. Thus if your Resea rch 

Letter is accepted for publication (at the Editor's discretion) in 

the Journal it w ill count as a ful l publication for MOLS points. 

Th is type of publication has recently been instituted by the Lancet 

w here it has been very popular in relaying scientif ic study resul ts in a 

brief but concise manner. It is hoped that the int roduction of the 

Resea rch Letter category to our Journa l w il l result in members of our 
profession to disseminate their research find ings to a wider audience. 

So if you have in the last couple of years presented at the NZIMLS 

Annual Scientific Meeting or Special Interest Group meetings and have 

not previously published it in any scientific or medical journal, please 

make that little extra effort and write it up and send it as a Research 

Letter to the Journal. 
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A Simplified lgG Anti-D Quantitation Method 

Jandhe Carter, Robert Coleman, Graeme Woodf ield, Steve Henry. 
Department of Transfusion Medicine, Auckland Regional Blood Centre, Auckland, and Auckland 

Institute of Technology, Auckland 
Author for correspondence: Dr. S. Henry, Department of Transfusion Medicine, Auckland 

Regional Blood Centre, Auckland. 

Abstract 
Plasma containing anti-D for the production of anti-D immunoglobu­
lin requires quantitation. A simple enzyme linked immunoassay proce­
dure was established wh ich was compatible w ith the routine proce­
dures of a serology lab. The method developed is albumin free, per­
formed in serologica l test tubes, and util ised routine serology cel l 
washers. Unlike ear lier methods no transferring of the tube contents 
is required other than to facil itate reading the final colour develop­
ment w ith a microplate reader. The technique can reproducibly quan­
t itate a single anti-D plasma dilut ion over the ra nge of 1 0-70 IU of 
anti-D per mi. 
Keywords: anti-D quantitation, plasmaphersis 

Introduction 
The classical and most w idely used method for measuring anti-D lev­
els is w ith a single channel autoanalyser ''·'>. However, other methods 
can also quant itate ant ibod ies and these include enzyme immuno 
assays (EIA) of both intact 131 and solubilised red ce lls 14•51, and more 
recently by flow cytrometry '6•71 Although f low cytometry is suitable for 
the quantitation of red ce ll ant ibodies this instrumentation is genera l­
ly not readi ly avai lable to most laboratories. Serological t itration, the 
most widely available technique, is at best only able to semi-quantitate 
antibody levels but is subjective in endpoint. and as a consequence has 
a large range of error. 

In 1980 Leikola and Perkins "' reported a simple enzyme-linked 
antig lobu lin test for the quantitation of red cell antibodies. This test 
was sensitive and reproducible but encumbered by a requirement to 
transfer the reactants into new tubes during the procedure. We mod­
ified this method to produce one that was compatible with the tech­
nology used in a routine serology department that has access to a 
microplate reader. We could accurately measure anti-D in donor plas­
ma, at levels that were suitable for fractionation into anti-D 
immunoglobulin. 

Materials and Methods 
Enzyme immunoasay 
A 1 :41 dilution of donor plasma (conta ining ant i-D), controls, and 
standards were prepared by adding 25~1 of sample to 1 000~1 of 0. 1% 
PVP-PBS (0.1% polyvinylpyrrolidone 360,000, (Sigma P-5288, St Louis) 
dissolved in phosphate buffered sa line, pH 7.0) and vortex mixed. 
Stored plasma samples were clar ified by centrifugation in an 
Eppendorf centr ifuge prior to di lut ion . From the 1 41 pred ilution, 
duplicate 1 00~1 samples were added to 1 0 x 75 mm plain glass tubes 
followed by 1 00~1 of a 15% washed red ce ll suspension. The red cells 
used were of the Rhesus R0 r (ccDee) phenotype, recovered from liqu id 
nitrogen, and di luted in 0.1 %PVP-PBS. The reactants were incubated 
at 3TC, resuspended at 30 mins, then incubated for a further 30 min-

utes before being washed 4 times with PBS in a cell washer (Baxter 
Serocent. Heraeus Sepatech, WG) 1 00~1 of anti- lgG-a lkal ine phos­
phatase conjugate (Dako Corp., D0336, Denmark) diluted 1 :250 in 
0.1 %PVP-PBS was added. Reactants were mixed and allowed to incu­
bate at RT for 30 minutes after which they were again washed 4 t imes 
in the ce ll washer. 200~1 of the chromogen ic substrate 1 mg/ml p-nitro­
phenylphosphate (Sigma N-9389, St Louis) in 0. 1 M carbonate-bicar­
bonate buffer, pH 9.8 w ith 0.00 1 M M

9
C12 was added. The reactants 

were allowed to incubate at 3TC for 1 0-15 mins. The time of incuba­
tion was dependent on the age of the conjugate, w ith longer times 
being required towards the end of the product's life. The reaction was 
stopped by t he addition of 50~1 of 0.2 M EDT A. The reactants were then 
mixed by shaking and the red ce lls sedimented by centrifugation for 15 
seconds in an lmmufuge II centrifuge (American Dade, Miami) 1 00~1 
of supernatant was transferred to a microplate, 50~1 of 1 M NaOH was 
added to further develop the react ion and the microplate was read at 
405 nm. The microplate is used only to facilitate microplate reading and 
may be washed and reused. Quantitation results were read from the 
standard curve and reported to the nearest 5 IU . 

References, Standards and Controls 
The primary external standard was the WHO reference prep 68/419 
reconstituted to 50 IU/ml. Internal standards were prepared by diluting 
anti-D positive plasma in anti-D negative plasma to give standards with 
a range of 100, 75, 50, 25, 12 and 6 IU/ml. In-batch controls consist­
ed of a negative plasma and positive plasma with a nominal value of 
45 IU/ml. 

Results and Discussion 
The method reported here is a refinement of the original method of 
Leikola and Perkins '", and incorporating steps wh ich make the 
method compatible with a routine serology lab. The non-specific bind­
ing of immunoglobulins to glass tubes, as encountered by Leikola and 
Perkins, was eliminated by using 0.1 %PVP in the diluents. The use of 
PVP removed the requ irement to t ransfer t he reactants into new tubes 
prior to add ition of subst rate. PVP has previously been reported by us 
to have superior qua li t ies to albumin in microplate assays '"' and is fre­
quently used as a blockin g agent in commercial reagents. We chose 
1 5~1 of red ce lls (1 00~1 of a 15% cell suspension) because t his was the 
amount wh ich, w hen sensit ised with anti-D plasma diluted 1 :41, poor­
ly supported agglutination when the conujugate was added (ie. ant i­
gen in excess) and was compatible w ith insign if ica nt loss during auto­
mated cell washing procedures. Liquid nitrogen recovered R0 r ce lls 
were used not only to prevent quantitation of anti-C but also to have 
a constant cell between assays. 
A standard curve was prepared with dilutions of a plasma containing 
anti-D, and were used to sensit ise R0 r red cel ls. The re lationsh ip 
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between the amount of anti-D and t he f inal colou r development is 
shown in Figure 1 (standard curve), w hich typica lly represents a quan­

tifiable range of 1 0-70 IU/ml. Often, w hen using a 1 :4 1 d ilution, the 

curve reaches a plateau w hen the level of anti-D is in excess of 70-80 

IU/ml. Donor samples wi th levels of ant i-D in excess of 70 IU/m l requi re 
predilution in antibody negative plasma before test ing. 

Fig u re 1. Exa mple of a typica l ant i-D quant itation standard curve. 
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Analys is of 26 repl icate t ests of the internal cont rol (45 IU/ml) revea led 

that t he average variation between duplicates w ithin the same batch 

w as 12% w hile the average difference in anti-D value between batch­

es was± 10% (data not shown). In order to va lidate our method we 

tested samples from the UK. Blood Tra nsfusion Service ant i-D quality 
cont rol survey. As this prog ramme is intended for the quant itation of 

antenatal anti-D samples we selected only t hose w it h anti-D w ithin our 

quantitation range (tab le 1) Most samples were quantitated within 

t he reported range and were close to the median va lue found for the 

UK. samples. All samples with values less than 10 IU/ml were below 
the quantitation range of our assay (not shown) As it is known that 

most autoanalyser users use pooled R1 R1 (CDe/CDe) ce lls (personal 

communication) we exchanged 6 pure anti-D samples with two 

Australian laboratories (lab1 and lab2) and compared the results (table 

2). There appeared to be a large inter-laboratory variation between 

values obtained for the individual samples. The range was not too dis­
similar to that seen in the UK. survey (table 1) 

The UK. and the two Australian labs used autoanalyser methods to 
determine anti-D levels. Autoanalyser technology is based on the auto­

mated detection of agg lutination after significant dilution, whi le the 

EIA method re lies on the detection of cell bound lgG. The lgM com­

ponent of an anti-D plasma can make a considerable contribution to 

the overa ll value obta ined by automated haemagglutination '9'. 

Ashford and coworkers report that in more than a th ird of anti-D 

plasmapheresis samples, after DTI t reatment to destroy lgM , the level 
of ant i-D dropped by more than 15%. In some instances much larger 

drops were observed. It is t herefore not surprising that discordant 

results are seen w ith some samples w hen compared by different meth ­

ods. An anti-D quantitation method using f low cytom etry also reports 

fi nding several samples w it h significant variance w hen compared to an 

autoanalyser m Li ke previous invest igators 1' 0·"' we also f ind that repro­

duci bility is dependent upon the serum in use . Some samples had con­
sistently high accuracy whi lst others were low. 

With t he introduction of t his technique into routine use for the quan­

ti tat ion of anti -D plasma we have found it to be compatible with rou­
ti ne practice, and of adequate sensitivity and accuracy (12). 

Table 1. Comparisons of Anti-D Qual ity Assura nce Data between 
Auckland and U.K. labs. 

UK range (IU!ml) U.K. Auckland ratio 
min max median result A/UK 

UKNBS01 /96-01 B 3 17 8 10 1.3 
UKNBS07/95-03 0 3 22 9 10 1.1 
UKBTS07/96-03 C 9 19 12 10 0.8 
UKBTS04/94-02 A 6 21 12 10 0.8 
UKBTS04/96-02 C 6 23 14 10 0.7 
UKNBS01/96-01 0 12 25 18 45 2.5 
UKBTS04/93-02 A 10 26 18 10 0.6 
UKBTS10/95-04 0 14 35 20 20 1.0 
UKBTS04/94-02 0 45 88 56 90 1.6 
UKBTS04/93-02 0 33 99 59 70 1.2 
UKNBS07/95-03 B 34 89 65 65 1.0 

Table 2. Comparisons of Auckland's Anti-D EIA results with auto-
analyser results from two independent labs. 

(IU /ml) Anti-D 
Sample Auckland Lab1 Lab2 

01 15 14 15 
02 40 31 17 
03 60 31 26 
03.1* 35 14 13 
04 35 71 27 

*Sample 0 3. 1 is a half dilut ion in negative plasma of sample 0 3. 
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South Island Seminar Report 
A proven successful format was retained by the organ isers of this 
years' South Island Sem inar held at Methven Sovereign Resort Hotel on 
Saturday 21 March 1998. 

Delegates came from lnvercargi ll in the south to Nelson in the 
north including two delegates from North Island laboratories. These, 
as well as a sign if icant presence of representatives from a variety of sci­
entific companies, made up the 150 delegates who assembled on a 
fine autumn Saturday morning in t his rural mid-Canterbury setting. 

The delegates were welcomed by the Organising Convenor 
who cha llenged the aud ience to be unified in addressing the opportu­
nities and challenges wh ich exist in a continua lly evolving and chang­
ing hea lthcare environment. Four sessions of diversely interesting and 
topical papers of a high ly commendable quality followed and were 
presented by a mixture of first time presenters and experienced cam­
paigners who came from the large centra li sed metropolitan 
Canterbury Hea lth Laboratories to the smallest laboratory in the coun­
try at Balclutha hosp ita l w here near patient testing plays a significant 
part in patient management. The Med-Bio award went to Judith 
Cooney for her case study in Haemostasis. This lucidly clea r and most 
interesting presentation was of exceptional quality and should not be 
missed at th is year's IMLS conference. Th e dual presentation of a suc­
cessfu l near pati ent testing venture was very well received, particular­
ly by those w ho come from the smaller centres. The presence and par­
ticipation by a clinician intimately involved in this process added insight 
into the value and practical issues raised in this ventu re. 

A discussion on the role of the South Island Seminar in contin­
uing education resu lted in a clear mandate to preserve the current for­
mat of the general forums in the South Island. The bal l is clearly in our 

hands. 
A panel interview of four scient ific company representati ves 

added interest and diversity to the day and was well received . Respect, 
honesty and openness are the fuel for successful dia logue between 
supplier and customer. Half hour tea breaks, lunch and a 5:00pm bar 
session allowed ample time for socialising and that exchange of per­
sonal and scientific information which is such a vital component of 
such a gathering. The evening dinner session which followed, allowed 
a further opportunity for fraternisation with colleagues and was a fit­
ting conclusion to a most enjoyable informative and stimulating event. 

Next year's seminar w ill be organised by Canterbury Hea lth 
Laboratories and we look forward to this in anticipation. 

J B Kitto 
Convenor 

M E DI~A LTD 

CSL Biosciences 

Hemoliance 

Jrace Scientific 

BioWhittaker 

Oncor Inc 

representing 

Blood Banking Anti-Sera 

Reagen/ Red Blood Cells 

Hemostasis from MLA & Ortho 

Reagenls, Con/rots & Instrumentation 

single vial, liquid stable 

Amylase, Ammonia, Creatin ine. 

Automated HDL Cholesterol 

Direct LDL, PBG Ki1 

Viral Serology Reagenls 

Endotoxin Testing (QCL-1000) 

In Situ Hybridization 

Probes, Kits & Reagenls 

Boule Diagnostics AB Phadebact St rep, Pneumococcus, 

Hybritech Inc 

Labsystems Oy 

MediSense Inc. 

Monociona l GC Identification Sys/em . 

Staph, Au reus Kit Now Available. 

Urine & Serum HCG Kit, Cal 25. 

Ostase Bone Alkaline Phospalase 

Finn Pipelles & Finn Disposable Tips 

Multiskan, Mufliwash & Fluoroskan 

F!uorime/ers, Plme Readers & Wash ers 

Medisense Precision QID 

Blood Glucose Moni!Ors 

Medisense Precision- G 

Hospital QA Dala Manager 

Precision Link 

Patienl Dma Manager 

Clements Aust P/L Bench-lop Cenlri.fuges 

SEBRA 

Suspension Mixers 

Blood S10rage Refrigermors 

Vacuum Pumps 

Blood Bag Tube Sealers 

Tube Strippers 

Blood Donor Lounge Suites 

Medical Research JRH Powder and Serum-Free Media 

Endogene - Cytokines, T-Ce/1 Receptors 

Appligene - Kils For PCR 

Macherey-Nagel GmbH & Co. 
MediTest Combi System 

Urinalysis Reagen! Strips 

Uri Color Re.flec/Omeler 

Automclled Urinalysis 

BioMedix LT & M Laboratories 
lmmunochroma/Ographic /est kits 

for Hormonal, Bacterial, Viral, 

Cance1; Drug & Myocardial 

Rapid ldentificmion. 

Thace Scientific single vial, liquid stable 

Amyhlase, Ammonia, Creatinine, 

Aurommed HDL Cholesterol 

Direcl LDL, PBG Kit 
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P 0 Box 102-062 NSMC, Auckland 10 
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Haematology 
Spec al Intere st Group 

Haematology Self-Assessment Journal Reading 
for MOLS 
Questionnaire prepared by Soakimi Tai Po'uhila 
using true/false format 
Reference article: Acute Promyelocytic Leukemia: 
Biology and Treatment 

The fo llowing are the correct answers for this self-assessment exercise: 
1 . APL is characterised by the morphology of blast ce lls 

according to the FAB classification of AML 
Cytogenetical ly APL involves translocation between 2. 

3. 
4. 

chromosome 15 and 17 in most cases 
APL ce lls are usua lly CD35-, CD11 a, and CD15-
The discovery of the differentiation of APL blasts by 

True 

True 
False 

all -transretinoic acid (ATRA) has changed the therapeutic 
approach of APL True 

5. 

6. 

7. 

8. 

9. 
10. 

11. 

12. 

13. 

14. 

15. 

16. 
17. 

18. 

19. 

Each APL patient is characterised by a specific fusion 
transcript bcr1, bcr2, or bcr3 
PML protein in normal cel ls is not specifica lly 
bound to a nuclea r body 
All transcripts bcr1, bcr2 and bcr3 are easily detect­
able on northern blot analyses 
The APL specif ic fusion transcripts can all be observed 
in all cases by reverse transcriptase polymerase chain 
reaction (RT-PCR) 
Morpholog ica l va ri ants of APL are never observed 
Other reported cases of APL showed t ranslocations 
involving chromosomes other than 1 5 and 17 
APL is distingu ished cytolog ica lly by an arrest at the 
promyelocytic stage of myeloid differentiation 
Retino ids are successfu lly used to induce the differenti­
at ion in vitro of APL cells to polymorphonuclear ce lls 
Differentiation of APL cell by retinoids is reduced with 
the addition of cytokines 
Disseminated intravascular coagulation (D IC) is one 
of the complications associated with APL 
Intensive platelet support during chemotherapy is a 
major factor in reduction of incidence of haemorrhag ic 
deat hs in APL 
ATRA th erapy has no major side effect 
ATRA treatment and intensive chemotherapy have 
been proven to prolonged remiss ion in APL patients 
Addition of Low-dose chemotherapy and 
leucophereses are used to reverse ATRA syndrome 
The ATRA syndrome is due to leukostasis and/or 
thrombosis 

20. Cells that harbour translocation s resulting in 
rearra ngements of the retinoic acid receptor alpha gene 
(RARa) but involving chromosomes other t han 15, do 

True 

Fa lse 

Fa lse 

Tru e 
Fa lse 

True 

True 

True 

False 

True 

True 
False 

False 

Fa lse 

not differentiate in the presence of ATRA True 
21. Early reports showed that failure to achieve complete 

rem ission was due to central nervous system bleeding True 
22. Presence of tumour necrosis factor alpha (TNFa) 

sign ificant ly reduced the efficacy of ATRA to 
differentiate APL ce lls False 

23. Significant coagu lopathy, present at diagnosis of 80% 
cases of APL is worsened by the onset of chemotherapy True 

24. Relapse is often associated with blasts acquiring 

resistance to chemotherapy and to ATRA Tru e 
25 . G-CSF reduces the differentiating effect of ATRA on 

APL ce lls Fa lse 
Journal Based Learning - Questionnaire 
Pathogenesis of polycythaemia vera 
S Hinshelwood, A J Bench, A.R. Green- Blood reviews (1997) 
11:224-232 
Please circle your choice of correct answer: 
1. PV is divided into three phases 
2. PV results from the transformation of a multi-

potent stem cell. 

3. Progenitors from PV patients display abnormal 
responses to several growth factors. 

4. PV w ith a normal karyotype w ill not progress 
to acute leukaemia. 

5. PV is probably a clona l ma li gnancy resulting 
from acqu ired genetic events. 

6. X-i nactivation occurs in human males and 
females. 

7. Plate lets, red blood ce lls, granu locytes and 
eryth roid progenitors have al l been shown to 
form part of the mal ignant clone. 

8. The find ing of skewed X- inactivation probably 
indicates a clonal disorder. 

9. There is a suggestion that x- inactivation patterns 
could be used in diagnosis of PV 

10. Endogenous erythroid colonies yielded in PV 
BM culture are dependent upon erythropoitetin . 

11. Normal progenitor ce lls do not exist in PV 
12. Erythropoietin independent BFU-E are found in 

97% of PV patients and less frequently in El 
13. Erythroid progenitors are hypersensitive to SCF, 

IL3, 6M-CSF and 16F-1. 
14. Non erythroid progenitors are hyposensitive 

to IL-3 and GMCSF. 
15. PV progenitors are hypersensitive to cytokines 

wh ich resu lts in the over production of 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 
TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

TRUE/FALSE 

cha racterist ic blood ce ll s. TRUE/FALSE 
16. EPO-R is activated indirectly by EPO. TRUE/FALSE 
17. 20q- is the most frequently observed 

chromosomal abnorma lity in PV patients, (and 
is observed in other myeloproliferative 
disorders, MDS and AML) TRUE/FALSE 

18. A ra ised red ce ll mass (>25% above normal), 
absence of ca use of secondary polycythemia, 
thrombocytosis and splenomega ly constitute 
a diagnosis of PV TRUE/FALSE 

19. PV is an acquired (somatic) chromosom e 
mutation in a multipotential progenitor that 
resu lts in dysregu lated growth of a clone of 
abnormal ce lls. TRUE/FALSE 

Please contact Lynda Kape at Haematology Lab, Diagnostic Lab, P.O. 
Box 5728, Auck land or phone 357 4113, fax 357-4 128, ema il 
lynda@diagnostic.co. nz; if you are unable to obta in a copy of 
this journal art icle. 
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Fellowship of the New Zealand Medical Laboratory Science 
So what's it all about? 
Who can sit and how do you find out more about it? 
Application forms and an information booklet (which contains all the 
regu lations for Fellowship) are ava ilable through the Executive Officer, 
NZS, P.O. Box 3270, Christchurch. 

Here are some of the requ irements for Fellowship of the NZIMLS that 
may be of interest especially if you already hold a Specialist Certificate. 

First ly the Special ist leve l examination no longer exist, it has 
been effecti vely replaced by the Part 1 of Fellowship by examination. 
Genera l notes for applicants of Fellowship, 
1. Applicants must be financial member of the NZIMLS at the 

time of application and examination. Must be a member of the 
NZIMLS for not less than 2 years, or are exempt as approved 
by the Fellowship Committee . 

2. The NZIMLS w ill not accept material that has been submitted 
or accepted for any other qua lif ication. 

3. Any further applications w ill not be accepted f rom cand idates 
who have previously made 3 unsuccessful attempts. 

Fellowship of the NZIMLS may be ga ined; 
a) by exam ination, or 
b) by submission of a t hesis, or 
c) by publications 

If gaining the Fellowship by a) examination . It consists of two parts. 
Part 1: Two written papers each of three hours duration. 

Application form and fee must be in by March 31 st. 
Examinations wi ll be held in the first week of November. 
Examinations are offered in all the major disciplines of Med ica l 
Laboratory Science, although the NZIMLS reserves the right 
not to offer al subjects in any one year. 
Due to Medica l Laboratory Science rapid ly changing there will 
not be a syllabi ava ilable. However a list of textbooks and rec­
ommended Journals w ill be provided. 
Costs $650 (ind GST). 

Part 2: Upon successful completion of Part 1 a dissertation of 3000-

5000 words w hich directly re lated to the Part 1 examination. 
The dissertation may take the form of; 
I. a review 
II. development of an hypothesis 
lll. any other presentation which meets with the approval of 
the Fellowship Committee 
Part 2 must be submitted within three years of completing Part 1. 
(Extensions may be granted in special circumstances.) 
The title and synopsis shou ld be forwarded to the Fellowship 
Committee by March 31st in the yea r fo llowing successful 
completion of Part 1. Then submission of the dissertation by 
September 30th . 
In the event of faili ng the Part 2, the candidate may resubmit 
their dissertation by March 31st of the fo llowing year. (This is 
at the discretion of the Fel lowship Committee .) 
Costs $250 (incl GST). 
The NZIMLS reserves the right to publish in the NZIMLS Journal 
and dissertation submitted. 

**Medical Laboratory Scientists who hold a Specialist 
Certificate are exempt from sitting the Part 1 examination. This 
well be effective for a maximum period of 3 years, and the final 
date for applications and synopsis is March 31st 2000. 

If ga ining the Fellowship by b) thesis. 
The thesis should be submitted no later than three yea rs following 
acceptance of the synopsis. (Extensions may be granted in special cir­
cumstances.) 

The thesis must be original work and should not exceed 
20,000 words. 

The thesis must be based on the style of Master of Science by 
thesis requirements of Universities in New Zealand. 

If gaining the Fellowship by c) publications. 
A minimum of five peer reviewed articles published in international or 
discipline acknowledged scient ific journals may be submitted for con­
sideration. A review of the submitted articles of 3000-5000 words 
must also be submitted. 

Histology 
Special Interest Group 

Convenor : Elaine Mullins 
Contract Address: C/o 
Pathology, Taranaki Base 
Hospita l , Private Bag, New 
P ly mo u t h 
Pho n e: 0 6 7536139 Ext 7874 
Fax: 0 6 7532956 

The Histology SIG w ill once again hold its Annual Seminar concurrent­
ly w it h the annual Conference of the New Zealand Society of Cytology. 
This year it wil l be held in Dunedin on 15, 16 and 17 October at Pacific 

Park . 
The tentative programme has been distributed to laboratories, 

and the committee wi ll be requesting abstracts w ithi n the next few 
months. Your participation in these Annual Seminars is important No 

topic is too small or too trivial to be discussed. 
Otago is celebrating the 150th anniversary of the first landing 

of the European settlers, so there wil l be numerous attractions . For fur­
ther information or queries, contact Elaine Coory, An atomy 
Department, Medical School, Otago University - phone (03) 479-
7376, or ema il elaine.coory@stonebow.otago.ac.nz. 
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Book Review 
Standardised Reporting of Haematology Laboratory Results Third Edition 1997 

Ten years ago the Haematology Charge Technologists Group drew up 
recommendations for the reporting of blood f ilm s. These have been 
refined by the Auckland Haematology Special Interest Group and are 
presented in a Third Edition of this booklet. 

The aims of this document are laudable. They provide a stan­
dard nomenclature for reporting results from the haematology labora­
tory especially the reporting of blood films. As well as standardising 
the authors have made every attempt to simplify the language used in 
haematology reporting. This is long overdue with the reporting of 
blood cell morphology riddled with synonyms which do noth ing but 
confuse the laboratory scientists aspiring to report films and, equally 
importantly, the clinician trying to interpret the laboratory report. One 
of the interesting features of the booklet is the appendix section which 
lists a recommended name for a particular cell type and then next to 
it the synonyms that the authors have found in the literature. It is inter­
esting to f ind for simple red ce ll f ragments no fewer than 15 substi­
tute names are listed, rang ing f rom the dangerous sounding 'pincher 
cell' to the long winded 'keratosch istocyte' 

The format of the book is to present red ce ll morphology fo l­
lowed by w hite ce ll and then platelet morphology. A sma ll colour pho­
tomicrograph is presented on the left of the page illustrating the 
abnormality under discussion. On the ri ght of the page the correct 

name to describe it and any defining characteristics are presented. This 
format works we ll being easy to understand and access. The book pro­
vides a comprehensive listing of the common abnormalit ies seen in the 
routine haematology laboratory. The quality of t he photomicrographs 
is adequate. The colour reproduction is of variable quality but in all of 
the picture the abnormal ity illustrated is clearly discernible. 

One of the difficulties in reporting blood films is determini ng 
whether an occasional abnormal ce ll seen carries any pathological sig­
nificance. A useful table is provided listing various abnormalities and 
the threshold (expressed as a percentage of cells) above wh ich such an 
abnormality is significant. It is usefu l that these statistics are provided 
both for adult and cord blood samples. 

This booklet sets out to present a standardised reporting sys­
tem for blood films. It achieves this admirably. As such it should be 
ava ilable in al l laboratories and wi ll provide an excellent adjunct for 
teaching programmes for those students learning to interpret and 
report blood films. The booklet is not a substitu te for deta iled haema­
tolog ica l at lases and, appropriate ly, no attempt is made to delve into 
the minutae of microscopy, and in particular the complex classif ication 
of leukaemia and myelo or lymphopro liferat ive disorders. 

J. Carter 
Wellington 

This long awaited revision of the well known 'Standardisation Document' has 
been upgraded for use at the microscope. 

Name: 

67 Colour photographs are positioned alongside text descriptions of normal 
and abnormal red cells, inclusion bodies, white cells and platelets. 

The book also contains recommendations for standard units for reporting, 
nomenclature, and a guide to the reporting of degree of abnormality. 

Consistency in reporting, Clear Guidelines for morphology reporting 

Price $50 (including GST) 
Special Student price $40 (20% discount, one copy only, with Student ID) 

How to get your copy 
Photocopy this order form 

Position Held: 
Address for delivery: 

Number of copies required: Receipt required: Yes D No D 

And send with payment (Cheques Payable to NZIMLS) 
to 

L Glogoski- Secretary Haematology Special Interest Group, Haematology Laboratory, 
Middlemore Hospital, Private Bag, Otahuhu, New Zealand. 

Phone (61) ( 9) 276 0167 ext. 8542, Fax (9) 270 4706 

NZ J Med Lab SCience 1998 

50 



New Products and Services 

New configurations for biology and medicine using the more­
than-routine microscope Axioskop from Carl Zeiss 
Carl Zeiss' Axioskop was launched more than 1 0 years ago, closing the 
then existing gap between simple laboratory microscopes and expen­
sive research microscopes. It was the first and only routine microscope 
wh ich cou ld be equipped for all imaging and contrasting techniques 
and featured Infinity-Corrected-System (IC S) optics. 

The Axioskop is equipped to handle the extreme of situations. 
For example, it is currently ploughing Antarctic waters on the German 
polar and marine research vessel MS 'Polarstern' and the Australian 
research vessel MS 'Aurora Australis'. The Axioskop w ill be used even 
further away on board the ISS International Space Station, and has 
already been part of several Space Shuttle missions. 

Ca rl Zeiss also offers specia l Axioskop configu ration packages 
for the solution of 'terrestrial ' problems, e.g. for histology, genetic 
engineering and immunology. In addition, special equipment is ava il ­
able for image processing and analysis. 

The technology of the Axioskop more-than-routine micro­
scope has proven successful in practical use, ensuring that it has main ­
tained its strong position on the market to this very day. 
For more information please contact: 
Carl Zeiss (NZO Limited Carl Zeiss (NZ) Limited 
9-7 5 Davis Crescent Suite 2, 7 Ward Street 
Newmarket, Auckland 
Phone. (09) 520 5626 
Fax: (09) 520 5679 

AVL & Med-Bio 

Lower Hutt 
Phone.· (04) 566 7607 
Fax (04) 566 7507 

email: info@zeiss.com.au 
web: http://www.zeiss.de 

Med-Bio Enterprises Ltd is pleased to announce that from the 23 April 
1998, they became the exclusive New Zealand distributors of AVL 
Medical Instruments. 

AVL Medical Instruments is a leading global supplier of blood 
gas and electrolyte analysers. They have a wide range of analysers, to 
meet any need a laboratory or critical care area may have. 

AVL have done very well in the Austra lian market during the 
last couple of years and now have approximately 60 instruments place 
throughout Australia. 
For your current and future blood gas and electrolyte analyser 
requirements contact Med-Bio Enterprises Ltd. 
Med-Bio Enterprises Ltd 
Rose-Marie Daniel - Technical Representative, North Island 
Nicola Egerton - Technical Representative, Wellington South 
Ph. 0800 733 599 
Fax: 0800 7 07 44 7 
email: jvincent@medbio. co. nz 

Astrovirus detection 
Astroviruses are now recognised as a common cause of vira l gastroen­
teritis in young chi ldren worldw ide. Recent reports indicate that the 
incidence of astrovirus infection may have been greatly underestimat­
ed and that after rotavirus, astrovirus may be the second most com­
mon cause of infantile vira l gastroenteritis. Astroviruses have been 
associated with outbreaks of gastroenteritis in hospita ls, families, 
community and adult institutions. 
It is therefore important for the clin ician to define the cause of infec­
t ion to ensure correct patient ca re and to manage and control any out­
breaks. 
Recently, astrovirus specific monoclonal antibodies have been pro-

duced, which have been shown to react with al astrovirus types. This 
has lead to the development of an enzyme immunoassay for the 
detection of astroviruses. 
DAKO IDE lA ™ Astrovirus is a qualitative enzyme immunoassay for the 
rapid detection of astroviruses in human fecal specimens. The test 
utilises group reactive monoclonal and polyclonal antibodies. 
For more information, please contact us. 
Med-Bio Enterprises Ltd 
Ph: 0800 733 599 
Fax. 0800 707 447 
email: jvincent@medbio. co. nz 

Roche Boehringer Mannheim Diagnostics 
Chlamydia trachomatis detection with COBAS AMPLICOR 
Roche Boehringer Mannheim Diagnostics is pleased to announce the 
launch of COBAS AMPLICOR for diagnostic PCR in New Zealand. 

The COBAS AMPLICOR system integrates five instruments into 
one compact unit, thereby fully automating all steps in the amplifica­
t ion and detection process. 

The instrument is a two-seg ment thermal cycler capable of 
accommodating a total of 48 specimens, 24 in each segment. Each 
thermal cycler segment can be controlled independently. Two 12-well 
stations in the instrument amplify specimens and two stations detect 
the amplified specimens. An automated pipetting system is incorpo­
rated to standardise the aliquoting of reagents and specimens. 
Reagent dispensing is conducted in a closed-via l system to minimise 
contamination, and since the procedure is performed automatical ly, it 
reduces the risk of manual errors. 

An incubation station holds the specimens at 3TC whi le the 
on-board washing system washes the magnetic beads wh ich are coat­
ed with specific oligonucleotide probes and util ised in the capture of 
the hybridised nucleic acid complex. Finally a photometer is integrated 
into COBAS AMPLICOR to perform the colourimetric readings, and an 
on-line printer prints the results automatica lly. 

With COBAS AMPLICOR up to six assays can be performed in 
one amplif ication and up to 1 00 detections can be run without oper­
ator intervention. Automation reduces the amount of labour and 
'hands on' time and allows: 
• Parallel amplification and detection 
• Unattended overnight operation 
• Self-monitor ing software 
• Automatic monitoring of reagent and consumables inventory 
• Option for multiple diagnostic tests on one system 
Moreover, standardisation of the assay and elimination of manual 
errors is assured with the following automated features: 
• Qual ity control checks 
• Internal control option 
• AmpErase® contamination control 
• Closed, contained amplification 
• Standardised, automated protocols 
• Precision pipetting of specimens and reagents 
• Bar-coded data entry 
COBAS AMPLI COR has been developed to allow both qua litative and 
quantitative detection . The quantitative systems (COBAS AMPLICOR 
MONITOR) for vira l load measurement provide the additiona l auto­
mated features of calculation of titre and availability of raw data, and 
a data archive to allow future comparisons of MONITOR results. 
For more in formation contact your Roche Boehringer Mannheim 
Diagnostics representative, or call David Beins at 09-2 76 4 7 57, 025-
270 57 7 7 or beinsd@bmnz.co.nz. 

NZ J Med lab Soence 1998 

51 



INSTITUTE BUSINESS 
Office Bearers of the N.Z.I.M.L.S. 1994-1995 

President 
Shirley Gainsford 
Va lley Diagnostics, Lower Hutt 

Vice President 
Anne Paterson 
Lakeland Hea lth, Rotorua 

Secretary/Treasurer 
Trevor Rol linson 
Southern Community Laboratories, Dunedin 

Council 
Pip Sarcich, Chris Kendrick, Les Milligan 
Tony Mace, Grant Moore 

Executive Officer 
Fran van Til 
P.O. Box 3270, Christchurch 
Phone/Fax (03) 313 -4761. 
E-Mail:exevents@ihug.co.nz 

Editor 
Rob Siebers 
Dept. of Medicine, Wellington 
School of Medicine, P.O. Box 7343 
Wellington South . 
E-Mail:rob@wnmeds.ac.nz 

Membership Fees and Enquiries 
Membership fees for the yea r beginning April 1, 1998 
are: 

For Fe llows- $101.40 GST inclusive 

For Members- $101.40 GST inclusive 

For Associates - $48.1 0 GST inclusive 

For Non-practising members - $42.20 GST inclusive 

All membership fees, change of address or particu­
lars, applications for membership or changes in status 
shou ld be sent to the Executive Officer at the address 
given above. 

Please address all correspondence to the Executive 
Officer, including Examination and Membership enquiries . 

Members wishing to receive their publications by airmai l 
shou ld contact the Editor to make the necessary 

.. . . . . .. ........ .. ... . . .. . .. . . . . . .. ... . . . . . 

MEDICAL SCIENTISTS 
COME AND WORK IN THE UK! 

........................... .......... ...... 

Our free service gives you: 
o A superb choice of locum assignments throughout 

England 

o Top mtes of pay, paid weekly 

o Free Professional Liability insLUance 

o Meet and Greet sei,~ce on arrival at London airport 

o Accommodation arranged from your first night on 

o Exclusive orientation program at our associate's 
offices in the centre of London 

o Access to our local expCiience in helping New 
Zealanders arrange UK lisas, professional 
registration, airfares .. 

Find out whv so manv New Zealanders like vou have 
chosen us to help them find the right job m;erseas 

Call Catherine Olsen 
on 

0800 803 854 -
61 Malvem Road, 

Mt. Albert, 
Auckland 1003 

b~ 
ASSO!!!~ 
~ 

University of Otago 
Te Whare Wananga o Otago 

A MESSAGE TO ALL GRADUATES 
and holders of Diplomas in Home Science, 

Physical Education and Surveying 
You are invited to let the University know your 
current address for the purpose of the Court of 
Convocation (in parhcufar to update the 
electoral roll for graduate representatives on the 
University Council, elections for which are due 
later this year) and also so that you m~ receive 
the annual magazine of the Graduates' 
Association, The Otago Graduate. 
You may choose to be either an "active" (voting) 
member or "inactive" (non-voting) member of 
the Court of Convocation. 
If your 1997 issue of the magazine was sent to 
your current address then no response is needed 
unless you wish to change or confirm your 
voting status. 
It would be appreciated if replies were received 
by 30 June 19gg, 
Reply: Court of Convocation, External Relations, 
University of Otago, PO Box 56, Dunedin. Email: 
external-rela tions@otago.ac.nz 
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JIM LE GRICE AWARD 

Tbis is an awar~ wbicb covers tbe cost of 
travelling to an~ from tbe NZIMLS 
Annual Scientific Meeting, accommo~ation 
an~ registration fee. 

An~ stu~ent (in fu[[ time tertia~ e~ucation)1 
qualifie~ technical assistant or staff technologist 
(with less tban s ~ears total work experience) is 
elipible for tbis awar~1 provi~e~ tbe~ are a member 
of tbe NZIMLS. 

Tbe onl~ criteria being presentation of a paper 
or poster at tbe Annual Scientific Meeting. 

Application forms an~ an~ more ~etails pertaining 
to tbis awar~ are available from: 

Tbe Executive officer 
NZIMLS 

P 0 Box 32.70 
christchurch 
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More Fishing on the Reef by Bullumakau 
Just received from Rarotonga was Volume 1, Issue 1 of the Rarotonga 
Hospital Labnews. It seems that all members of the laboratory staff 
have organised th is newsletter - perhaps the first such newsletter in 
the Pacific Great work. It contains information on new request forms, 
laboratory handbooks and updates about the tests available in the var­
ious sections of the laboratory. The final section of the newsletter is 
headed 'From The Bosses Desk' . The hospital in Raro is in the process 
of developing total quality systems and the lab is in the forefront of 
this movement Well done. 

It has been rumoured that Tirath Lakshman the PPTC tutor of the 
Blood Bank Technology course is running specia l courses in fence 
building for tra inees on weekends. I am told that a young lady from 
Rabi Island is most useful w ith a spanner. Th e PPTC is thinking of run­
ning a course in the near future ca lled 'Redesign and Rebuild your 
Laboratory in One Hectic Weekend'. Any applicants?? 

Who wou ld have thought that the Highlands of Papua New Guinea 
wou ld ever have been troubled by lack of rain. Well it happened in 
1997 w ith the effects of El Nino and it seems that some 500 lives have 
been lost as a resu lt of starvation and drought related diseases. Food 
aid has been entering the country but it is not easy to distribute it in a 
terrain where there are few roads. 

In 1994 American scientists cla imed they had discovered a cure for 
malaria. For security reasons (remember World War II was sti ll on) the 
nature of drug was kept hush hush. Don't you think that it is about 
time the world was told about this new cure? 

Bullumakau received good feedback about a presentation at the 
NZIMLS South Island Seminar from Liz Stephenson about her time liv­
ing and working at the laboratory in Vanuatu. People at the Seminar 
were most interested in aspects of laboratory work in the tropics . Liz 
and her family are now off to Fiji for the next three years so we will 
keep in touch and I am sure that we wi ll hear more from her in the 
future. 

A bad start to the year in Fiji when in the first two weeks six people 
died of dengue fever. Bullumakau was told that the lab in Suva was 
performing over 1 00 dengue tests per week and that hospital blood 
banks were working hard to provide the needed supplies of platelet 
concentrate. The last dengue epidemic in Fiji was in 1991 when 30 
people died. The answer to the problem is to t ighten up the environ­
mental conditions t hat allow the mosquito to breed. It seems that the 
Aedes mosquito bites during the day and lays its eggs in still water. 
Perhaps other Pacific countries should investigate the types of lab tests 
that are avai lable for the diagnosis of dengue. 

A group of lab techs and pathologists were in Fiji last November 
attending a WHO workshop at the Fiji Postgraduate Med ica l Centre. 1 

am told that the workshop was very useful and all had the opportuni­
ty to vis it the laboratory at CWM Hospita l. For some at the workshop 
it was the first time that they had been back to the laboratory since 
graduating from the Fiji Laboratory Technology School away back in. 
well a long time ago. 

Pacific Profile 
Name: Vasemaca Dolo Sigaba lavu (Dolo) 
Present Position: Laboratory Superintendent 

CWM Hospital, Suva 
Fiji 

Training and Qualifications: Started Medical Laboratory Course, Fiji 
School of Medicine 1962. 
Graduated with Certificate in Medical Laboratory Technology, 
1964. 
Joined CWM Hospital Laboratory 1965. 
Promoted to Technical Officer 1 in 1974. 
Trained medical cytology at National Women's Hospital 1975. 
QTA Medical Cytology 1977. 
Promoted to Laboratory Superintendent 1987. 

Main interests in laboratory work: Medical cytology. 
Highlight of my career: Reaching the top most position in the labo­

ratory structure and being the first woman in Fiji to do so. 
Upgrading the Divisional and Sub-Divisional Hospital 
Laboratories in Fiji and introducing interna l and external QC 
programmes. 

What are the main issues facing medical laboratory work in Fiji: 
Maintaining adequate and skilled manpower in urban and 
rural hospital laboratories. 
Keeping up w ith the latest technology and equipment 
Lack of continuing education opportunities (eg journals) 
Lack of Registration of qualified staff and accred itation of 
laboratories. 
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Blood Morphology Course: 1-26 September 1997 
Back row: Andrew Pala (PNG), Peter Kelinga (PNG), Marilyn Ea les, Mike Lynch (PPTC), Paula Finau (Tonga), Aikun Naus (PNG) 
Front row: Keshni Sharma (Fiji), Naomi Sameulu (Samoa), Ana Mosese (Solomons), Regina Flood (Kiribati) 

THE UK'S LEADING AGENCY FOR MEDICAL LABORATORY SCIENTISTS 

• Friendly advice on: 

• UK entry 

• Accommodation 

• Widest choice of posts 

• Top rates of pay 
:f: FREE Indemnity Insurance* 

For our FREE 'Working Holidays in Britain' 
brochure, contact Kate Williams AIBMS MECI on 
TOLL-FREE 0800-442933 (24 Hours) 

or Fax on 00 44 181 207 6894 or E-mail: locums@corinth.co.uk 
•subject to the Terms of tl1e Po lie}' 
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CORINTH 
MEDICAL 
can help! 

5 Theobald Court 
Theobald Street 
Borehamwood 
Herts, WD6 4RN, UK 
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AVLOPTI 
Gives 
You 

The Freedom 
You 

Always 
Wanted. 

Fast, reliable and easy to operate. The portable, battery­

powered AVL OPTI Critical Care Analyzer typifies the new 

genera tion of point-of-care analyzers. Its unique and unrivalled 

design allows you to concentrate on patient care, safe in the know-

Electrolytes 

ctHb/S02 

ledge that the AVL OPTI Critical Care Analyzer is instantly available 

when analysis IS required, wherever or whatever the situation. 

The heart of the AVL OPTI is its revolutionary single-use sensor 

cassette containing all reagents needed for automatic calibration 

and sample measurement. Once the cassette is inserted into the 

analyzer, the sample is aspirated and analyzed automatically with 

results displayed and printed w ithin 2 minutes. Practically no main­

tenance or training are necessary to produce accurate and reliable 

results every time. 

When it comes to Point of care testing, the AVL OPTI gives you 

the freedom you always wanted. 

Med Bio Enterprises Ltd 
PO Box 11-016 Sockburn, 46 Halwyn Drive, Hornby, 
Christchurch 8004, New Zealand 
Telephone (03) 349-4950, Fax (03) 349-4424 
Toll Free Phone 0800 733 599, Toll Free Fax 0800 101-441 



Abbott Aeroset TM* 

E SPEED, 

Abbott Diagnostics New Zealand presents the fastest random access Clinical 
Chemistry analyser in the world. If ease of use, reliability and freedom of reagent 
choice is important to you please contact us for more information on 0800 656 233. 

The only thing you won't get with Aeroset is the first one ... sorry, it's already sold ! 

..,- ,-------a Abbott 

CLINICAL CHEMISTRY 




