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Assessment of Two Blood Glucose Monitors: BM Reflolux Il and DIC Glucoscot Il.
John M Mellelieu A.N.Z.L.M.L.T, Staff Technologist, Biochemistry Department, Palmerston

North Hospital

A description of a laboratory assessment of a new (to the
New Zealand Market) glucose monitor : DIC Glucoscot (1) in
parallel with the BM Reflolux (2) monitor.

Blood volume is not critical aithough a larger volume is
required for (1).

The time duration for blood incubation and colour
development requires greater precision (1) as a rate type
reaction is followed.

Correlation coefficients for blood glucose measured
against a YSI giucose oxidase analyser were 0.986 (1) and
0.997 (2).

Dependence on ambient operating temperatures is
demonstrated by both monitor types and especially at tow
extremes (1) gave spurious results while (2) only gave error
messages.

Monitor (2) strips show sufficient colour stability to allow
rechecking days after development.

Key phrases:
Diabetic glucose monitoring, test strips, analytical error,
self testing.

Introduction:

The DIC Glucoscot lI blood glucose test monitor,
manufactured by DIC Kyoto Japan, is relatively new to the
New Zealand market. It is available through New Zealand
Medical and Scientific Ltd with test strips available on
prescription.

Advertised as the smallest, clearest and simplest blood
glucose monitor available it would appear to be an ideal
choice for the diabetic home user. Little published data is
available on the performance of this monitor.

The long term quality of life for the diabetic is largely
determined by therapy equated to laboratory resuits in
consultation with the Medical Practitioner, but increasingly,
and of greater convenience, is self monitoring.

| have, therefore, undertaken an assessment of the
Glucoscot monitor using the Boehringer Mannheim Reflolux
Il as comparison.

It was considered thatthe Reflolux was widely accepted for
self monitoring of glucose and would be familiar to the reader.

Results were referenced to a Yellow Springs Instrument
(YSI) Glucose Analyser (Model 23AM) in the laboratory using
the glucose oxidase, electrode reduction principle.

Tests conducted were considered on the basis that the
meters are designed for the ‘unsophisticated’ home user and
it is their operating procedure that will affect the performance
of the monitor.

Materials and Methods:

Glucose monitors, test strips and laboratory (reference)
assay of glucose.

| obtained two of each type of monitor and arbitrarily
assigned an identifier A and B.

in all studies, unless intra-meter comparison was
performed, monitor A of each type was used.

Three different batch/lot of strips were obtained from
suppliers. All work except inter-batch strip variability was
performed on the one ot number:-

BM Reflolux 62332
DIC Gilucoscot 7078

Manufacturers’ instructions were followed exactly for
calibration and use of monitors, after thorough familiarization
by myself, the only operator in this study.

Results were referenced to our laboratory glucose-oxidase
electrode reduction method (YSI), calibrated prior to each set
of data assays, using Welcomtrol Normal and Abnormal sera
as control material.

In no instance was there a time lapse of greater than one
half hour between relevant comparisons of the same blood
sample.

Figure 1: BM Reflolux
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Figure 1: DIC Glucoscot
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Figure 1: Effect of blood volume.

Manufacturers’ instructions were followed for each result with
blood volume being varied for each monitor at each of three
glucose levels. Dotted line denotes reference (YSI) result. Neither
manufactuer makes reference to a quantifiable blood volume. The
following notes are taken from the operator handbooks:

Reflolux: *...good size drop of blood, large enough to cover both test

zones completely.”
Glucoscot: "Apply a large drop of whole blood to the entire reagent
surface area.”
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Specimens:

In all cases, heparinized whole blood collected into a B.D.
vacutainer tube was used. Previous studies! show little or no
effect of Na Heparin on strip performance.

Blood was obtained from Diabetic Out-patients coming to
our laboratory clinical room for routine Biochemical checks,
after explanation and verbal consent for its use. No
identification of sample was made.

Statistics:

Statistical methods — Regression analysis, standard
deviation, coefficient of variations calculated using standard
formulae 2

Results:

Variation in size of blood sample applied to the test strip:
The test strip is adequately covered by 20ui for the
Reflolux strip but to achieve coverage on the Glucoscot strip
a smearing technique is required. This is not recommended
and was rejected in favour of a 50ul application. In both
cases these volumes were selected as adequate coverage

Figure 2: Reflolux
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Figure 2: Average value of glucose concentration showing
variation due to blood incubation time on strip, prior to wipe. Arrow
denotes manufacturers recommended wipe time. Read time was
120 seconds after blood application.
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and satisfactory results (Figure 1) were obtained, and are
standard Oxford pipetter volumes, eliminating possible minor
variations from application.

Variation in incubation time:

Blood is incubated for 30 to 90 seconds before being
removed, results obtained at a read time of the recommended
120 seconds. (Figure 2). i

Reflolux shows little effect of a variation of +10 seconds
from manufacturer's recommended 60 seconds at levels up
to 10mMol/L but higher levels show dependency on the
blood incubation time.

Glucoscot shows considerable dependence on incubation
time with small time variations at all levels having a marked
effect on glucose resuits.

The tailing effect seen at high levels for both monitors in this
experiment is probably due to an inadequate development
time after blood removal.

Variation in colour development time:

Blood is incubated on the strip for the manufacturers'
recommended 60 seconds prior to removal. Strips
subseguently read at 10 second intervals up to and beyond
the recommended 120 second read time. (Figure 3).

Figure 3: BM Reflolux
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Figure 3: Variation in colour development time.

Strips are wiped at (recommended) 60 seconds and glucose
result read at 10 second inverals. Arrow denoles the correct read
time.

It is proposed that the initial peaks in the Reflolux graphs
are due to increased reflectance of the incompletely dried
strip at this early read time.

Reflolux shows a colour development end point at least 20
seconds prior to the recommended 120 seconds and is
stable thereafter.

Glucoscot demonstrates a rate type reaction, results being
dependent on read time.
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Colour stability of strips:

| studied the stability of the developed strips after correct
development procedure.

Strips were stored in empty capped metal cannisters, at
room temperature for a period of up to seven days.

Figure 4: Reflolux
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Figure 4: Glucoscot
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Figure 4: Stability of developed strip stored at RT in capped cannister for
up to one week. Slrips were reread at intervals and the mean glucose
result plotied. Figures in () denote the percentage of initial glucose
concentration at 48 hours and (()} at 1 week after inttial application per
manufacturers instructions.

Glucoscot strips are not stable (Figure 4) and cannot be
considered useful after a time lapse of only a few heurs, whilst
the Reflolux strip could be rechecked with confidence after
several days and up to a week later with some compromising
of accuracy at elevated levels.

Itis my opinion that a laboratory with a Reflolux monitor and
a full range of calibration bar-code strips could be helpful to
the diabetic patient. There are occasions when the patient
obtains a result that does not correlate with their expectation
after consideration of exercise, insulin dosage, food intake,
etc.

Suitably trained laboratory staff could check the strip for
evidence of correct blood application and removal, and
check the strip in a laboratory calibrated monitor. Early
warning and remedy of technigue or monitor fault could be
available if blood application time and strip batch number
were noted.

Effect of using an incorrectly calibrated monitor:

Reflolux uses a bar-code film strip for calibration for every
pack of strips. This code is ot specific, the information being
stored in the instrument until re-calibration is performed.

Glucoscot uses a single digit code entered by key input for
calibration. For all three different batch/lot number strips
used in this study, the calibration digit required by Glucoscot
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was the same. This suggests a greatly reduced lot specificity
by this monitor.

The effect of entering the wrong calibration information
was studied using ten blood samples with a glucose value in
the range 3.4 — 16.4mMol/L.

Although Reflolux shows a greater variation of values
resuiting from incorrect calibration suggesting increased lot
specificity of calibration, both monitor types are affected more
towards the higher glucose results (Figure 5). This is probably
due to linearity variation from lot to lot of strips.and is the most
important aspect of calibration, therefore increased accuracy
at high levels.

Figure 5: Reflolux
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Figure 5: Glucoscot
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Figure 5: Effect of using incorrect calibration.

Blood glucose was estimaled using manufacturers
recommended procedure except for entering the wrong
calibration strip/number. Graphs show mean deviation from target
values at various glucose levels for both monitor types. Dotted line
denotes no variation, .e. result equal to target or correct calibration
result

Afurther aspect of calibration technique needs to be noted:

Glucoscot strip entry is via a sliding aperture, the optical
window aligning with a white pad, blanking on this pad for
each glucose determination.

Any blood contamination of the back of a strip due to poor
wipe procedure will contaminate this area, resulting in
deterioration of results with no error code warning (Figure 6.).
A regular visual inspection and cleaning (awkward)
procedure cannot be emphasised enough.

Reflolux performs a blanking procedure once per pack of
strips at time of calibration. The strip entry port assembly is
totally removable, making inspection and cleaning
(recommended prior to each new calibration/pack of strips)
much easier.

By its nature, contamination of this port is virtually
eliminated and related error minimized. It is also possible to
remove this assembly with a strip installed and visually
inspect blood coverage at the optical window site, ensuring
technigue has adequately covered the strip pads.
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Figure 6
00pF — — — e e — -

Deviation (mMol/l)

A

o

T
O

-6.0 L L 1 L i 1 L ] 1 | 1 , O
30 40 60 60 07 08 08 100 11.0 120 13.0 140 150

Glucose level (mMoal/l)

Figure 6: Effect of blood contamination of the blanking pad of the
Glucoscot monitor. Graph shows the deviation of glucose value
from that observed with a clean pad. Reflolux is not prone to this
error as blanking is performed at time of calibration only, not every
assay as with Glucoscot. (See text)

Effect of storage conditions on strips:

A number of strips from each manufacturer were stored for
one week at conditions contrary to recommendation. They
were compared at the end of this time with strips from the
same batch stored correctly.

The mean glucose value for each group at glucose
4.0mMol/L and 13.0mMol/L was obtained after performing
several repeats on each group per manufacturer’'s
procedure.

Conditions: Correct (for both types) — capped at room
temperature. 4° capped, RT (22°C) uncapped, 30°C capped.

Glucoscot showed a mean variation of no greater than
+6% at all conditions for both levels.

Reflolux showed a mean variation of no greater than 4%
at all conditions for both levels.

Neither showed any bias for a particular condition although
Glucoscot showed greater percentage error (still small actual
mMol/L difference) at low glucose concentration.

Visual displays and audibility:

The glucose monitor is marketed for the out-patient
diabetic for self testing. Consideration of clarity of display and
warning signals is, therefore, important.

Both monitors have large LCD displays:

Glucoscot 15 x 7mm digits
Reflolux 12 x bmm digits

Audible warning is by beep tone. Both are in the range 55-
60 dB at 300mm in a sound-proof room, the difference
between the two being a single beep warning of wipe time at
60 seconds, plus visual display instruction for Glucoscot,
while Reflolux gives four advance warning beeps at second
intervals up to the 60 second warning which is a longer tone.

The Reflolux monitor tone is over a wider frequency range,
giving better audibility to the hearing-impaired or over
background noise distraction likely to be encountered in the
out-patient environment.

As high pitch definition is the first lost, the Glucoscot
monitor is thus more prone to timing errors if noisg distraction,
coupled with loss of attention, occur, and being more
sensitive to timing error (Figure 3) this compounds the
potential for error.

Variation of assay temperature:

Monitors and stoppered strips were stored overnight at two
temperature extremes — 6° and 37° and evaluated the
following morning for the effect of temperature on their
performance.

N.ZJ. Med. Lab. Technol, 1990

It was considered that these two extremes could be
realistically expected in the home environment without
central heat control at the extremes of seasonal temperature
change, and would, therefore, highlight the effect to the home
user of operating outside manufacturer's quoted operating
temperature range:-

Reflolux between 18° and 35°C.

Glucoscot between 20°C and 30°C with a warning that low
temperatures may cause low results.
6°C:

Reflolux would not perform at 6°C in the glucose range 3-
20mMol/L. It consistently gave Error code messages. It was
noted that the developed strip colour on one of the pair of
reagent areas on the test pad was markedly different from the
package key, precluding manual assessment of results at this
extremely low temperature.

Glucoscot gave low results at this temperature, the
difference between them and YSI reference values (Figure
7.1) ranges from -1.8mMol/L at low glucose concentrations
to -6mMol/L at high concentrations.

Figure 7.1: Glucoscot at 6°
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Figure 7.1: Resuilts show the mean deviation from reference
glucose values when monitor and strips are stored and used at
6°C. No results were obtained for Reflolux at this temperature.
(See text)

37°C:

The high extreme of temperature gave less dramatic effect
on Glucoscot, with glucose values less than 10mMol/L giving
a mean negative bias of -0.6mMol/L, and values greater than
10mMol/L showing a mean positive bias of +1.3mMol/L
(Figure 7.2).

Reflolux gave a mean negative bias of -0.7mMol/L
throughout the range 3.0 — 19.0mMol/L at this temperature.
Less effect was noted at glucose values around 10 +
0.1mMol/L with a greater effect at both high and low levels
(Figure 7.2).

Temperatures intermediate to these extremes and
manufacturer's recommendations were not studied.

Agreement between methods:

Two of each monitor type were compared with our YSI
Glucose method for a range of glucose values (20 —
25.9mMol/|. n = 38. The following data was obtained applying
normal regression statistics;

BM Reflolux ~ Monitor A r=0.9974
y =1.0659x - 0.4509
Monitor B r=09974
y =0.9818x + 0.1464
DIC Glucoscot Monitor A r=0.9859
y =0.9765x - 1.06
Monitor B r=0.9924

y = 1.054x - 1.406
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Figure 7.2: Glucoscot at 37°C
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Figure 7.2: Reflolux at 37°C
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Figure 7.2: Effect of operation of monitors at 37 °C. Graphs show

deviation of result from target or reference value for a range of
blood glucose levels.

In each case monitors and strips were handled per
manufacturer’'s instructions under ideal conditions, as
determined by the preceding experiments.

While both monitor types show good correlation with the
YSI glucose method, graphical representation of this data is
better handled by Altman-Bland plots 3, plotting the individual
differences between monitor and YSI.

Reflolux shows a mean positive bias of 0.33mMol/L
(Figure 8.1) while Glucoscot gives a comparatively large
negative bias of -1.13mMol/L (Figure 8.2).

Agreement with routine laboratory method:

The slight positive bias shown by Reflolux, although not
claimed as deliberate by the distributor, does in part give a
mean correction toward plasma/serum results as normally
assayed in the laboratory on a routine method, from the whole
blood result obtained by the home user on this monitor. In our
laboratory this would give excellent, direct, uncorrected
equality of result from this monitor to our routine serum
method.

Intra batch precision of strips:
Two levels of blood glucose were repeatedly (n = 20)
assayed on both monitor types yielding the following data.

Reflolux
Level: 1 %= 288SD=0.103% CV =3.59
2x=1185S8D=0.251%CV =211
Glucoscot
Level: 1 x=373SD=0.134 % CV = 358
2x=11.48SD=0419 % CV =365
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Inter batch precision of strips:

Blood samples in the range 3.1 — 21.3mMol/L (n = 25)
were assayed on three different batch/lot numbers of strips
for each monitor type. All batches used were inside
manufacturer's expiry and the correct assay procedure was
employed.

The mean differences for each glucose value between
strip batch/lots were calculated and expressed as a
percentage.

Reflolux, for batch/lot numbers 62332, 67031, 62341 gave
a mean variation of £:3.1% for any giucose result between
any lot number.

Glucoscot, for batch/lot numbers 7078, 8098, 8108 gave a
mean variation of +4.3%.

it is noted that greater variation is demonstrated on both
monitors at low level glucose (being up to +8%), but at a level
of 4.0mMol/L glucose this would only amount fo +0.3mMol/
L which is of littie clinical significance. At high levels both gave
less difference suggesting better precision at medium to high
levels of glucose, Reflolux showing less variation overall.
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Figures 8.1, 82: Altman-Bland plots showing the mean (dotted
line) and +28D difference between each monitor and YS! glucose
concentrations, plofted against mean glucose for 36 patients’
samples.

Discussion:

The YSI Glucose Analyser used in this study estimates
whole blood glucose and was chosen for this reason.

The accuracy and precision of both the Reflolux and
Glucoscot is impressive, although Glucoscot shows a
negative bias against our whole blood method (Figure 8.2).

Many assessments of Blood Glucose Monitors have been
performed 4,58 but to my knowledge not of the DIC Glucoscot.

Used per manufacturer's recommendations and limitations
the Glucoscot Monitor is simple to use, but | make the
following observations when compared with Reflolux.

The Glucoscot requires a larger blood volume (Figure 1) for
adequate strip coverage. As finger puncture wounds may not
always bleed freely, the requirement of a larger volume has
the potential for inaccuracy of result.

Both monitors have large, clearly read displays, with the
Reflolux having better audibility making it slightly less
concentration intensive to use.

As the Glucoscot is more sensitive to incubation and
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NEW PRODUCTS AND SERVICES

Trimtech instruments are pleased to announce that they
have been appointed New Zealand agents for the range of
optical microscopes manufactured by Carl Zeiss JENA.

Carl Zeiss JENA is a well-established and respected
company — they are one of the world's largest and most
prestigious manufacturers of scientific and optical
instruments.

Carl Zeiss JENA manufacture an extensive range of
instruments for the medical laboratory. Trimtech are
introducing much of their range, including:

* Eduval-4: Low cost transmitted light
microcope for teaching and
training purposes.

Transmitted light microscope for
routine laboratory work. Specialist
outfits available for Cytology,
Haematology, Microbiology,
Histology, etc.

Specialist fluorescence
microscope for routine analysis.

Systems for co-observation,
photomicrography and video/
CCTV imaging.

Trimtech Instruments operate their sales office and
microscope servicing unitin Auckland. For further information
regarding Carl Zeiss JENA microscopy products contact:
Trimtech Instruments (Carl Zeiss JENA) P.O. Box 76-356,
Manukau City. Telephone (09) 277-9184, Facsimile: (09)
277-7689.

IMPROVEMENTS TO MYCOPLASMA TEST KIT

Mp Test is a single ELISA test for the differential
determination of IgM and IgG+igM+IgA antibodies to
Mycoplasma pneumoniae in human serum. The test enables
early diagnosis of current infection in a single serum
specimen in the majority of cases by determination of IgM
antibodies. In other cases the test also provides the diagnosis
of current infection by determining the rise in IgGMA
antibodies in paired sera, taken 7-10 days apart.

Mp Test, has now had modifications in order to be more
“user friendly”. Firstly Diatech Diagnostica have reduced the
total incubation time and it is now 1.5 hours. Secondly the
calculations involved have been simplified to a one step
simple formula. Shelf life of kits has also been extended to a
minimum of six months.

* Laboval-4:

* Jenamed-2
Fluorescence:
* JENA Accessories:

Comparative studies with other kits performed recently in
Australia and lsrael show Mp Test to have superior
performance. Copies of studies available on request.

Mp Test is also now available in an optional format that
measures IgM only. This Kit has a sensitivity fractionally less
than the IgGMA Mp Test Kit but costs less.

Further information from Diatech Diagnostica’s N.Z.
Distributor: Ngaio Laboratories, P.O. Box 4015, Nelson South.

NEW RANGE OF PLASTICWARE PRODUCTS FROM
LINKSEAS

Linkseas Trading Company, whose Microbiological Loops
and Streakers are proving very popular in New Zealand, now
have a complete range of quality disposable plasticware
available.

Examples of products available in this new range include:

Culture tubes (Polystyrene, all standard sizes).
Culture tubes (Polypropelene, all standard sizes).
Autoanalyzer Sample Cups.

Petri dishes — 3 sizes and 2-compartment.
Multipurpose container — 40 ml and 120 ml.
Multipurpose container — 40 ml with spatula.
Plastic inoculating loops (1ul and 10ul).

Mailing vials.

Dilution vials.

Centrifuge tubes — 10 ml polystyrene and polypropylene with
push-in or screw caps.

Elisa plates — U shape and V shape.

Transfer pipettes — ali sizes.

Pipette tips — to fit Eppendorf style pipettes.
Microcentrifuge tubes — 0.5 ml and 1.5 ml.

For more details on this range of products please contact
the New Zealand Distributor for Linkseas Trading Company:
Ngaio Laboratories, P.O. Box 4015, Nelson South.

HISTOLOGY TISSUE CASSETTE SYSTEM FROM LKS

Part of Linkseas Trading Companies new range of
disposable plasticware is a tissue cassette system for
Histology Departments. )

Ten different coloured cassettes are available at very
competitive prices. For further details and samples of these
quality cassettes please contact the New Zealand Distributor
for Linkseas Trading Company: Ngaio Laboratories, P.O. Box
4015, Nelson South.

BLOOD COLLECTION TUBES FROM LKS
Linkseas Trading Company are pleased to advise the
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DNA Diagnostics Ltd has been set up on a commercial
basis and charges rates which are competitive. It is providing
a new range of testing not routinely available elsewhere.

The chief executive of Uniservices and director of DNA
Diagnostics, Dr John Kernohan, describes this venture as yet
another example of a university partnership with the
commercial world. "We are making available the very latest
technical expertise which, combined with the skills of an
established service organisation, will provide the community
with additional high quality diagnostic tests.”

For further information contact Dr John Kernohan 737-808,
or Dr Patricia Stapleton, 795-780 Ext 6407.

UNIQUE COLOUR TEST FROM WELLCOME SPEEDS
SHIGELLA DIAGNOSIS

Wellcome Diagnostics, a division of The Wellcome
Foundation Limited, has introduced a unique colour latex test
that will identify Shigella species within 24 hours. This
represents a considerable advance over current screening
technigues which demand a time-consuming array of tests
that in most laboratories can take up to 3 days.

The Wellcolex Colour Shigella test incorporates red and
blue latex parlicles sensitised with antibodies raised to
specific antigens of different Shigella species. In studies
where the disease incidence was 33%, sensitivity and
specificity were established as 99.8% and 99.3% respectively
(using primary plate, broth subcultures and pure culture
plates).

In a single test, this simple protocol allows Shigella species
to be identified from the colour of the agglutinated particles
and the contrasting change in background colour. Results
are easily interpreted by laboratory personnel.

This is the only colour latex test for Shigella able to
distinguish between species and give results on the second
day (24 hours after receipt of the sample). In addition, the
Wellcolex Colour Shigella protocol can be easily incorporated
into the current routine for laboratories screening faecal
samples. As many samples prove to be negative, using this
test means that they can be discarded early in the screening
process; therefore, saving considerable time and money in
the diagnosis of Shigella.

Wellcolex is a trademark of The Wellcome Foundation
Limited.

For further information, please contact: Wellcome New
Zealand Limited, PO. Box 22-258, Otahuhu, Auckland.
Phone: (09) 276-1877

WELLCOME'S NEW COMBINED HIV-1 AND HIV-2 ASSAY
OFFERS HIGHEST POSSIBLE SENSITIVITY

Welicome Diagnostics (a division of The Wellcome
Foundation Limited) has introduced a combination assay that
offers excellent sensitivity and specificity to both HIV-1 and
HIV-2 antibodies.

In a single test, the Wellcozyme HIV 1+2 kit can detect
extremely low levels of HIV antibodies especially at or around
the time of seroconversion to either HIV-1 or HIV-2. The high
sensitivity and specificity of the test will help to detect those
individuals who are antibody positve and maintain
confidence in the security of donor blood supply.

From studies where the prevalence of HIV-1 antibody in
European AIDS and ARC patients is assumed to be 100 per
cent, the sensitivity of HIV 1+2 kit to HIV-1 antibodies is
estimated to be 100 per cent. With European samples, when
a zero per cent prevalence of HIV antibody in random donors
is assumed, the specificity of the test was estimated to be
99.92 per cent.

The high performance capability of Wellcome Diagnostics’
HIV 1+2 kit has been achieved using advanced enzyme-
labelled antigen sandwich technology. This is based on a
proven Wellcome recombinant HIV-1 core and envelope
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fusion protein, an ultra pure synthetic HIV-2 envelope peptide
and an amplified enzyme detection system. Positive control
sera for both HIV-1 and HIV-2 are supplied for added
confidence in interpretation of results.

In addition to high sensitivity, the advanced technology
used inthe HIV 1+2 kit also provides excellent specificity. This
allows the detection of HIV-2 antibodies without
compromising specificity to HIV-1. Therefore, Welicome
Diagnostics’ new assay offers considerable advantages over
conventional combination HIV 142 kits where significantly
decreased specificity has frequently been a major practical
drawback.

Wellcozyme is a trademark of The Wellcome Foundation
Limited.

For further information, please contact: Welicome New
Zealand Ltd, P.O. Box 22-258, Otahuhu, Auckland. Phone:
(09) 276-1877.

“NEW" POLYPROPYLENE "PLUG TOP" 5ML TEST TUBE

Labserv has a New Zealand made, polypropylene 5mltube
with a “much in demand” piug top.

The precision moulding provides Tolerance and Uniformity
and prevents cracking and leaking.

Polystyrene is available if required, and the polypropylene,
76mm x 12mm, are colour coded in blue, orange, yellow,
green and red. Plug caps come in natural and white.

Available through: Biolab Scientific, Private Bag, Northcote.
Phone (09) 418-3039, Fax (09) 418-0729.

BECKTON DICKINSON BRINGS YOU AWARD WINNING
TECHNOLOGY WITH AN INEXPENSIVE HAEMATOLOGY
ANALYZER

QBCll is a Centrifugal Haematology System which allows
quick determination and 8 parameters in a single test:-

* Hemoglobin

* Hematocrit

* Platelet Count

* Total white cell

* Total Granulocyte

* % Granulocytes

* Total Lymphocyte/Monocyte

* % Lymphocyte/Monocyte

Specimens are whole — either capillary or anticoagulated
venous sources. The reagents are dry and require no
refrigeration or preparation.

Little maintenance is required and the analyzer has simple
start-up and shut-down.

The QBC Il is now used around the world as a stat backup
in field laboratories, emergency rooms and in physician’s own
laboratories.

For more information contact:- Biolab Scientific, Private
Bag, Northcote, Phone (09) 418-3039, Fax (09) 418-0729.

EASY BREEZE - HOEFER'S NEW AIR GEL-DRYING
SYSTEM

Easy Breeze can dry as many as six 20 x 20 cm gels or
twenty-four 8 x 10 cm gels at a time. This seif-contained
system includes the Easy Breeze Open Air Oven, precision-
machined Hoefer Gel Frames to hold the gels, and a specially
designed platform for easy loading. No need for a vacuum
pump or cold trap. Compact, 12" wide x 182" long x 9%" high,
the Easy Breeze Oven takes up little bench space. The
Hoefer Gel Frames hold gels taut and free of wrinkles or other
surface irregularities. Precision machined of %" acrylic, each
Gel Frame holds one 20 x 20 cm standard gel or four mini gels
on clear cellophane. After loading the gel in the Hoefer frame,
slide the frame inside the Easy Breeze Oven. Warm air will
blow across the top and bottom of each gel. Gels generally
dry in only 2-3 hours.

For more information on the SE 1200 Easy Breeze Air Gel
Dryer, contact: Biolab Scientific, Private Bag, Northcote.
Phone (09) 418-3039, Fax (09) 418-0729.
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LETTERS TO THE EDITOR

Dear Sir,

I would like to offer some further information concerning the
situation described by Lyn Happy [NZJ Med Lab Technol.
1990; 44 (1): 22] The private hospital referred to is the Mercy
Hospital in Auckland and the private laboratory is Auckland
Diagnostic Laboratory. For many years the Mercy operated
its own Private Laboratory which was staffed to a substantial
extent by the Nursing Sisters. As the years went by, outside
paid staff were required to an increasing extent and about five
years ago it became clear o the management that the
Laboratory was running at such a loss that something needed
to be done about it. It was pointed out that the laboratory as it
stood was too small to be viable so they asked Diagnostic
Laboratory to take over. A computer screen and printer were
installed at the Mercy to provide on-line enquiries and stat
printing of results.

The system has worked well but unfortunately substantial
financial losses continue, a significant proportion of these
coming from the all-night service for blood gases required
following open-heart surgery.

In the end we decided to do what most public hospital
Laboratories have done long ago and that is have the nurses
and/or medical staff in the Mercy Intensive Care Unit do the
blood gases themselves through the night. Auckland Hospital
Intensive Care does this, so does Waikato Hospital. So does
Christchurch and probably quite a few others.

Although we feel sympathy for Lynin losing her job as Night
Technologist, we feel we must also point out that we did not
invent this solution, we are merely copying what we have
seen in the public hospitals.

There is a tide of change running in health care at the
moment and trying to stem that tide is unlikely to be
successful. These changes include looking at less costly
ways of achieving the same result. There is also a move
towards having patients themselves do their own tests —
witness blood glucose in diabetes.

If we are to hold our position as leaders in the laboratory we
need to be out there at the front end, advising, selecting
methods, interpreting, applying quality control.

One last point. Lyn states that two thirds of all tests
available in the present system “will be sent to the all ready
over-burdened Public Hospitals involving unnecessary time
delays.” This is incorrect. All the tests currently being done at
the Mercy will continue to be done either there or at
Diagnostic Laboratory.

Yours sincerely

D M Reilly
PRINCIPAL TECHNOLOGIST
DIAGNOSTIC LABORATORY

Dear Sir,

One must feel sympathy for Lyn Happy with her problems
re: Nova Stat.

| wonder however if her concerns would not be better
handied by the Medical Laboratory Workers Union.

Over the years the Institute has shot itself in the foot time
and time again, from the Palmerston North Private Laboratory
fiasco, to the Extra Laboratory testing endorsement, and for
the series of meetings over the status of technologist, a thinly
disguised them and us i.e. technologist vs pathologists.

The Institute has been used as a ready vehicle for any real
or imagined problems. | would ask when will the Institute
finally divorce itself from Union activities and concentrate on
the real issues. ie. education and professional development.

The Institu e has a large private laboratory membership
and this type of letter however justified needs to be handled in
different forum. | wonder whether or not the Institute is aware
of the sensitive nature of the letter and its effect on private
laboratory members.
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Before this letter was published did the Editor:

(a) Approach the private laboratory concerned?

(b) Ascertain the letter was factual and also investigate
situation in other institutions in order to give a valid
comparison?

{c) Refer the letter to the Medical Laboratory Workers Union
for their comment?

(d) Consider not to publish the letter because of sensitive

nature?

These are questions that the Editor must answer.

If the Institute, through its Journal still wishes to pursue its
union activities then it has the responsibility to present a more
balanced account in order to retain credibility with its private
laboratory members.

Yours faithfully

Godfrey Dodd

EDITORS NOTE:

Letters to the Editor present an open forum for members —
it Is not the policy of the current or previous Editors to
investigate items accepted for publication.

Where a person or organisation is identified they are
offered right of reply prior to publication, for publication with
the original letter, wherever possible.

Dear Sir,

In reply to the points raised by Mr Dodd's letter on behalf of
the Institute | have the following comments.

1). The acceptance and/or rejection of correspondence to
the Journal is a discretionary right of the Editor and is neither
under the direction nor is it considered by the Institute’s
Council.

2). The profession through the Institute has a very definite
role in the establishment of standards of practice for Medical
Laboratory Technology. As a registered profession in the
Public interest it must advise on proper practice. This is not an
Industrial perogative.

The establishing of standards of practice are applicable to
all under-taking Medical Laboratory Technology whether in
private or public employment.

W.J. Wilson
President

CHARGE TECHNOLOGIST IMMUNOLOGY

Diagnostic Laboratory situated in Central
Auckland has a vacancy in the Immunology
Department for a Charge Technologist.

The Department currently has a staff of 16 and
is continually expanding in all areas. Work
performed includes general serology,
immunofluorescence, immunohaematology and
some virology. The Department is well equipped
and is serviced by a very efficient computer
system.

Applicants should have experience in
immunology and immunohaematology and be
willing to work with a young friendly group of staff
a number of whom are presently undergoing
training at various levels.

Salary by negotiation
qualifications and experience.

Apply in writing to:

Whena Anderson
Personnel Officer
Diagnostic Laboratory
PO Box 5728
AUCKLAND 1

according to
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