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Abstract 
A survey of medica/ laboratories throughout New Zealand 

was carried out in order to accumulate information 
concern ing the prevalence of giardiasis throughout the 
country and laboratory testing methodology. Testing for 
Giardia Iamblia in faecal specimens was found to be routinely 
performed in 46% of laboratories and performed only at the 
request of a practitioner in 54%. Specimen concentration was 
routinely performed in 67% of laboratories. The most 
common procedure for analysis of faecal specimens for 
Giardia Iamblia was a direct wet film preparation with 
subsequent staining using iod ine or trichrome (44%). 
lmmunofluoresent Assays (IFAs) are not widely used for 
testing. 

Of the faecal specimens tested over a period of three 
months 2.7% were found to be positive for Giardia Iamblia 
(N = 839). Th is would suggest that there are at least 3,356 
cases of giardiasis per year in New Zealand. 

Data linking positive cases with the type of water supply 
offer no support to the hypothesis that water may be a major 
route of transmission of giardiasis in New Zealand. 

Key Words 
Giard iasis, laboratory survey, testing methodology, water 

transmission. 

Introduction 
Although Giardia Iamblia is known to have been identified 

in New Zealand since the 1940s, there is virtually no 
information on the role of Giardia Iamblia as a cause of 
disease in this country. Since it is not a notifiable disease in 
New Zealand, the only information avai lable is limited to 
positive cases reported on an intermittent basis by some 
laboratories as published in the Communicable Disease New 
Zealand (CDNZ). This data alone suggests that probably 
over two thousand cases are tested positive by laboratories 
annually. A larger number of cases may be asymptomatic 
and therefore remain undetected in the population. 

Concern over giardiasis is growing in the general 
population, along with increasing levels of media coverage. In 
April 1990. Giardia Iamblia cysts were identified in several 
sites of the Kakanui water supply system (a small South 
Canterbury town). The water supply was examined because 
of human cases of giardiasis in this population. Another 
chlorinated (but unfiltered) water supply has been more 
recently documented as being involved in a probable water­
borne outbreak of giardiasis in Whangarei (1 ). 

The chlorination-only treatment used for these water 
supply systems is similar to many others around New 
Zealand. Very few water supplies in New Zealand have in fact 
been tested for Giardia Iamblia. This is mainly due to th'e cost 
and time involved and the lack of laboratories that have the 
faci lities to test water. Such a situation raises the possibility 
that contamination by th is organism could exist in many of 
New Zealand's water suppl ies without our knowledge. 

In view of these concerns a survey was conducted in an 
attempt to accumulate some general information concerning 
the prevalence of giardiasis in New Zealand and the testing 
methodology used by medical laboratories throughout the 
country for the detection of the parasite. 

METHODS 
All of the seventy-one medica/laboratories in New Zealand 

at this time were asked to complete a questionnaire relating to 
methodological aspects of testing for giardiasis. Also 
included were questions re lating to the number of tests 
performed and number of positive results obtained in the 

months of May, June and July 1990. The names of the 
doctors involved with positive cases were requested so as to 
locate the type of water supply existing in the doctor's locality 
and therefore presumably the patient's locality. This was an 
attempt to determine if there might be any association 
between the type of water supply and the number of cases. A 
comparison group of doctors' addresses was randomly 
selected from telephone directories with the number selected 
being weighted accord ing to the population size in the areas 
covered by the directories. No practitioners or patients were 
contacted in this study. 

Information on the various types of water supplies and 
associated treatment was obtained by contacting city and 
regional counci ls and by referring to a number of booklets on 
water supply statistics (2,3,4). Water supplies were then 
graded on the following scale of one to five according to the 
decreasing theoretical li ke lihood of Giardia Iamblia cysts 
being present. 

0 = No water treatment 
1 = Chlorination only 
2 = Filtration and ch lorination 
3 = Filtration, flocculation and chlorination 
4 = Flocculation, fi ltration, sedimentation, and chlorination 
5 = Artesian water 

Results 
There was a 1 00% response rate to the questionnaire with 

eight (12%) of the responding laboratories reporting that they 
sent all microbiology specimens to larger or private 
laboratories for analysis. Another six (8%) laboratories were 
unable to supply data due to a variety of reasons, the main 
one relating to the capacities of their information systems. 
Four of these were from small towns and two were 
moderately large laboratories in two cities. Although there 
was a 1 00% response rate to the questionnaire, not all 
questions in the questionnaires were answered. 

The fact that giardiasis is not a notifiable disease also 
meant that detailed records have not been kept in some 
laboratories and thus for several laboratories only 
approximations of the number of specimens tested for 
Giardia Iamblia have been made. 

Testing Methodology 
Testing for Giardia Iamblia on faecal specimens was found 

to be routinely performed in 25 (46%) of the laboratories and 
performed only at the request of a practitioner in 30 (54%) of 
the laboratories. Specimen concentration was routinely 
performed in 36 (67%) of the laboratories and not performed 
in 18 (33%). It was noted that if testing for Giardia Iamblia was 
carried out at the request of a practitioner it was eight times 
more likely that specimen concentration would also be 
carried out. 

The most common laboratory procedure used for analysis 
of faecal specimens for Giardia Iamblia was a direct wet fi lm 
preparation with subseq uent staining, using iod ine or, more 
commonly, trichrome (Table 1 ). The next most frequent 
procedure was staining alone (31 %) followed by the use of 
only wet film preparations (19%). No laboratories used the IFA 
procedure only for Giardia Iamblia testing although it was 
used in 4% of the laboratories in conjunction with wet film 
preparations. At one laboratory the IFA method was carried 
out on faecal specimens only if specifically asked for, and 
on ly one laboratory used all available procedures. There was 
no significant relationship found between the use of 
specimen concentration and testing methodology. 
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Table 1. Laboratory procedures used to diagnose Giardiasis 

Laboratory Concentration Total 
Procedure Performed 

No. % No. % 
Wet film + Stained 16 44 24 44 
Stained 14 39 17 31 
Wet film 5 14 10 19 
Wet film + IFA 0 0 2 4 
All 1 3 1 2 
Total 36 100 54 100 

Diagnoses of Giardiasis 

The results obtained found that a total of 31 ,239 specimens 
were tested by the laboratories involved, of which 2.7% were 
positive for giardiasis (N = 839). In terms of individual 
laboratories, the average results were 253 negative 
specimens and 6 positive specimens per month per medical 
laboratory. The number of negative and positive specimens 
did not significantly differ over the three months surveyed. 

Relationship Between the Diagnosis of Giardiasis and Water 
Treatment 

The only large area for which virtually all laboratories 
provided data of numbers of specimens and the doctors' 
names attached to these, was the South Island (with the 
exception of one small town laboratory). The type of water 
supply associated with these positive cases was usually 
artesian, though this was also the major supply in the 
randomly selected areas as shown in Table 2. 

Table 2. Water supply associated with estimated location 
of cases with positive stool specimens and for randomly 

selected areas (For the South Island only). 

Areas With Randomly 
Cases* Selected Areast 

Water Supply Code No. % No. % 

Nil 0 5 4 11 8 
Chlorination 1 19 13 28 19 
C + F 2 15 10 28 19 
C + F + Fl 3 2 1 3 2 
C + F + Fl + S 4 8 6 1 1 
Artesian 5 95 66 73 51 

Total 144 100 144 100 

Notes: 
*As determined by the address of the doctor submitting the 
specimen. 
t Based on randomly selected doctor's address (weighted by 
population). 
C = Chlorination 
F = Filtrat ion 
Fl = Floccu lation 
S = Sedimentation. 

When the mean value of the codes given to the types of 
water supply used were compared, it was found that the 
mean was higher for water supplies associated with the 
positive specimens, ie, 3.9 compared to 3.2 for the controls 
(significantly different using the Kruskai-Wallis test for two 
groups, p=0.003). This difference was no longer significant, 
however, when rural and urban areas (over 20,000 
population) were examined separately. 

It was found that 81.9% of positive specimens were from 
designated urban areas as compared with 66J% of the 
randomly chosen areas being urban. 

This amounted to a significantly higher rate of positive 
specimens from urban areas compared to rural areas by a 
factor of over two (Odds Ratio = 2.27, 95% Confidence 
Intervals = 1.26, 4.1 0). 
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Discussion 
Giardiasis is normally diagnosed by faecal examination. In 

active diarrhoea a thin wet fi lm preparation will identify 
trophozoites, whi le normal or soft stool is more likely to 
contain cysts on ly (5). Detection using a direct wet film 
preparation with iodine or methylene blue is the simplest and 
quickest method although the frequent inabi lity of this test to 
identify cysts reduces its worth. Trichrome, although a longer 
procedure, is one of the better identificat ion methods 
available especially if coupled with some form of 
concentration procedure (6). Unfortunately these results 
indicate that concentration and trichrome staining tend to be 
used only when specifically requested by a practitioner, if 
foreign travel is mentioned or if a test for Giardia Iamblia is 
specifically asked for. The number of procedures used and 
their accuracy greatly increase the chance that cysts will be 
identified. The fact that the microscopy methods used for the 
detection of Giardia Iamblia cysts do not detect all cases 
means that the number of positive specimens noted in this 
study are an underestimate of actual numbers. 

lmmunoflorescent assays (IFAs) are considered 
sign ificantly more accurate than other microscopy 
procedures. Other methods of detection can be time 
consuming and fatiguing due to the poor visual contrast 
between cysts and contaminants, and the low number of 
cysts found amongst debris and microorganisms (7). The use 
of the fluorescein-labelled monoclonal antibody means that 
cysts are clearly visible and therefore identification is less 
tiresome. Due to the high cost of this relatively new test, few 
laboratories can invest in the materials and equipment 
required for the procedure, as reflected in the results. One 
laboratory that did use this test commented that an IFA was 
only carried out at the request of a practitioner. 

Extrapolating the positive number of results obtained for the 
three month period to a year suggests a total of 3,356 cases 
per year in New Zealand. It is li kely however that seasonal 
trends in giardiasis occur (8), which would suggest a higher 
tota l. 

Also information concerning the number of positive and 
negative specimens is, unfortunately, somewhat inaccurate 
due the fact that multiple specimens may be included in the 
figures. Traditionally when patients are suffering from 
giardiasis three faecal cultures are requested, due to the 
intermittent excretion of the cysts. It is easier for some 
laboratories to access data on the number of specimens 
tested rather than the number of cases, so in this sense 
results may be overestimated by at most, a factor of three. A 
range of other factors however would tend to suggest that 
laboratory positive results represent only a small fraction of 
the total number of cases present in the community. These 
factors include the following: 
a) The high proportion of cases that are asymptomatic (9,1 0). 
b) Many patients may not seek medical advice if symptoms 

are mild. 
c) Some practitioners may treat patients on symptoms alone 

rather than request ing faecal specimens. 
d) Some patients may not supply faecal specimens when 

these are requested. 
e) Certain laboratory isolation techniques may be inadequate 

to identity Giardia Iamblia. 
Due to all these factors any efforts to predict the number of 

giardiasis cases in New Zea land is likely to be a large 
underestimate. Indeed it is conceivable that the total number 
of cases estimated here for a year (3,356) would need to be 
multiplied several times to produce the true number of 
symptomatic cases alone. 

Water is a well documented source of giardiasis in many 
countries. An estimated 69% of waterborne Giardia Iamblia 
outbreaks occurring in the United States from 1965-1984 
were in community water supply systems. Of these 
community outbreaks, 74% involved inadequately treated or 
chlorinated water only (11 ). The effectiveness of chlorine in 
inactivating Giardia Iamblia is dependent on pH and 
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temperature, water turbidity and the contact time of the 
ch lorine (11 ,12,13). With so many factors involved there is a 
high probability of treatment fa ilure occurring. Chlorine levels 
used in routine disinfection of municipal drinking water are not 
effective against Giardia Iamblia cysts. Jarroll (1988) 
considers a concentration of 3 ppm to be cystacidal. 
Standard chlorine levels in New Zealand drinking water are 
however approximately 0.5 ppm. 

Current research indicates that Giardia Iamblia cysts can 
be effectively removed and inactivated in water by using a 
combination of fi ltration and disinfection (14). Most forms of 
filtrat ion such as diatomaceous earth fi ltration, slow sand 
fi ltrat ion and coagu lation fi ltration can remove 99% or more 
Giardia Iamblia cysts if the processes are operated correctly 
and adequately maintained (11 ,14,15). 

The results obtained in the part of this study that examined 
numbers of positive specimens diagnosed by type of water 
supply, require cautious interpretation due to the various 
methodolog ical problems in the approach used. The major 
biases are probably the lower rate of symptomatic patients 
attending doctors and of doctors request ing laboratory 
specimens in rural areas. Th is cou ld well explain the 2.3-fold 
higher rate associated with the positive specimens in urban 
areas. The apparent association between a higher grading of 
water supply (according to the arbitrary scale used) and 
number of positive specimens for giardiasis is also probably 
due to these same biases. Nevertheless these limited results 
offer no support to the hypothesis that water is the major route 
of transmission of giardiasis in New Zealand. Indeed the 
association with urban areas may provide some support to 
the view that person to person contact is more important. This 
is presuming that in urban centres there is more interpersonal 
contact, eg, a greater proportion of chi ldren attending 
childcare centres. Okell and Wright (1990) also considered 
this after an in-depth study in the eastern Bay of Plenty area 
of New Zealand which found high numbers of positive 
specimens despite fu lly treated or artesian water (8). 
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PACIFIC PARAMEDICAL TRAINING 
CENTRE ANNIVERSARY 

FUNCTION 
The Pacific Paramedical Training Centre (PPTC) has 

recently celebrated its 1Oth year of operation. This occasion 
was marked by a luncheon held at the Beehive, Parliament 
Buildings, Wellington. 

Formal ly establ ished in 1980, the Pacific Paramedica l 
Training Centre is based at Wellington Hospital and provides 
training in appropriate medical laboratory technology for lab 
technicians from the Pacific and Asian Regions. 

First established in 1972 by a Red Cross initiative to assist 
with the development of blood transfusion services for Pacific 
Island countries, the Centre has grown from very modest 
beginnings to become an important contributor to the health 
services of the Pacific Islands, and as a significant part of 
New Zealand's Development Aid Programme in that area. 

The Centre 1s an excellent example of co-operative effort 
with a partnership comprising the Wellington Area Health 
Board, New Zealand Ministry of External Relations and Trade, 
the New Zealand Red Cross Society, the World Health 
Organisation and the New Zealand Institute of Medical 
Laboratory Sc1ence. 

Since its inception, over 200 trainees have attended 
courses and. in 1990. the Centre was recognised as a centre 
of excel lence. The P.PTC. has been invited to become a 
Collaborating Centre of the World Health Organisation and IS 

responsible for Medical Laboratory Teaching programmes 
and quality assurance programmes in hospital laboratories 
throughout the Pacific Region. 

For more information on the PPTC turn to "The Pacific 
Way" 

1Oth Anniversary Celebration of the PP T C. 
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Stability of Whole Blood for Plasma Sodium and Potassium Measured With lon 
Specific Electrodes. 
Robert W.L. Siebers, FNZIMLS, MIBiol. 
Department of Medicine, Wellington School of Medicine. 
Address for Correspondence: P.O. Box 7343, Wellington South, Wellington. 
Abstract 

Heparinised whole blood samples left standing at room 
temperature for up to three hours show an increase in plasma 
Na+ and K+ concentrations when measured by direct reading 
ion specific electrodes. Plasma Na+ concentrations 
measured at 0 h, 1 h, 2 hand 3 h were (x mmoi / L ± 1 S.D., n 
= 14) 139.9 ± 1.56, 140.6 ± 0.78, 141.0 ± 0.78 and 141 .6 ± 
0.84 respectively (p < 0.05 at 2 h and 3 h compared to 0 h). 
Plasma K+ concentrations measured at the corresponding 
times were 3.63 ± 0.53, 3.68 ± 0.55, 3.79 ± 0.52 and 3.93 ± 
0.55 respectively (p < 0.05 at 1 h, 2 h and 3 h compared to 0 
h). It is hypothesised that loss of bicarbonate upon stand ing 
results in the observed increase of measured plasma Na+ 
and K+ concentrations as these cations can form complexes 
with bicarbonate which are not quantitated as only free ions 
are measured by ion specific electrodes. lon specific 
electrode analysis of whole blood for plasma Na+ and K+ 
concentrations should be performed as soon as possible 
after blood sampling. 

Key Words 
Sodium, potassium, ion specific electrodes, bicarbonate. 

Introduction 
Instruments for the measurement of plasma sodium (Na+) 

and potassium (K+) concentrations with ion-selective 
electrodes (ISEs) are increasingly used in clinical 
laboratories and special-care units. These instruments are 
easy to use by non-laboratory personnel provid ing rapid 
results without the need for centrifugation of blood when 
using direct reading ISEs with whole blood. ISEs measure free 
ions compared to total ion concentration by flame 
photometry. Generally agreement between ISEs and flame 
photometry is good provided that there are no abnormal 
concentrations of lipids and/or proteins [1]. As Na+ and K+ 
can bind to bicarbonate [2], differences in plasma Na+ and K+ 
results between ISEs and flame photometry could 
theoretically arise, especially if there is C02 loss from 
specimens which have been standing for a whi le prior to 
analysis. Thus whole blood, if kept standing for a period of 
time prior to analysis with ISEs, could show changes in 
plasma Na+ and/or K+ concentrations. This study was 
undertaken to determine the effects of storing blood 
specimens for various time periods at room temperature on 
plasma Na+ and K+ concentrations as measured by ISEs on 
whole blood. 

Methods 
Blood was obtained by venepuncture from 14 subjects and 

each subject's blood specimen was placed into four 
heparinised VacutainerT• tubes. One tube from each subject 
was placed in a beaker of water for three minutes to allow 
them to reach room temperature prior to analysis for Na+ and 
K+ wi th an loneliesT" electrolyte analyser as previously 
described [3]. The other blood samples were then left at room 
temperature and one sample from each subject was 
analysed at 1 h, 2 hand 3 h post-blood sampling respectively, 
the specimens being gently mixed by inversion before 
analysis. A primary standardisation and quality control check 
of the instrument was performed just prior to these 
measurements. The results obtained at 0 h, 1 h, 2 h and 3 h 
were compared by analysis of variance (ANOVA) with 
repeated measures taking all ind ividual results into 
consideration. A p value of < 0.05 was deemed statistical ly 
significant. 

Results 
The results shown in Table 1 demonstrate a progressive 

increase in plasma Na+ and K+ concentrations when whole 

blood is left standing at room temperature over a 3 h period. 
Although the mean difference in plasma Na+ at 2 h and 3 h 
compared to 0 h was less than 2 mmoi / L, this was statistical ly 
significantly different (p = 0.029 and 0.0042 respectively) . A 
change of 2 mmoi/L in plasma Na+ would have little clinical 
significance but could be of importance in comparative 
stud ies with other methodologies. Plasma K+ progressively 
increased over time, the changes at 1 h, 2 h and 3 h 
compared to 0 h being statistically significantly different (p = 
0.033, <0.0001 and <0.0001 respectively). 

Table 1 
Comparison of results for plasma Na+ and K+ of whole blood 
progressively left standing at room temperature 

Time after Na+ K+ Mean difference 
venepuncture compared to 0 h 

Na+ K+ 

Oh 139.9 (1.56) 3.63 (0.53) 
1 h 140.6 (0.78) 3.68 (0.55) 0.71 0.05* 
2 h 141.0(0.78) 3.79 (0.52) 1.1 4* 0.16* 
3 h 141 .6(0.84) 3.93 (0.55) 1.79* 0.30* 

Resu lts shown are mean values(± 1 SO) in mmoi / L 
* Statistically significant at 95% by ANOVA (p <0.05). 

Discussion 
There are various possibi lities for the findings of this study, 

and one of these could be the bicarbonate factor. It has been 
previously demonstrated that bicarbonate forms complexes 
with Na+ and K+ under physiological conditions [2]. In plasma 
± 3% of total Na+ and K+ is bound to bicarbonate (at a 
bicarbonate concentration of 25 mmoi/L) which could 
explain some of the differences in results obtained when 
comparing ISEs with flame photometers. Upon standing 
blood may lose C02 resulting in a lowering of plasma 
bicarbonate concentration. This loss of bicarbonate could 
release Na+ and K+ from their respective bicarbonate 
complexes, thus potentially increasing the amount of free Na+ 
and K+ in plasma. As ISEs measure free ions, this may explain 
why when blood is left for a period of time at room 
temperature, plasma Na+ and K+ results increase, as 
evidenced in the present study. Alternatively, a shift of water 
from the extracel lular to intracellular space as a result of 
metabolic processes within the red cell may have contributed 
to the observed increase in plasma Na+ and K+ 
concentrations over time. The increase in plasma K+ over 
time could also be due to partial inactivation of Na+-K+ 
ATPase allowing K+ to passively diffuse down its 
concentration gradient as previously noted in heparinised 
whole blood specimens kept at 4 oc [ 4]. 

Neither loss of C02 nor cellular gain of water was 
measured in this study. Furthermore, similar studies need to 
be done on blood samples from patients with acid-base and 
electrolyte disturbances to see if measured plasma Na+ and 
K+ concentrations change in a similar manner as in this study. 
It is concluded that analysis of plasma Na+ and K+ 
concentrations by ISEs in whole blood specimens, should be 
performed shortly after venepuncture especial ly if 
comparison studies between ISEs and flame photometry are 
contemplated. 

Acknowledgments 
This study was supported by grants from the Lottery Board 

and National Heart Foundation of New Zealand. Mrs H. Bark 
kindly typed the manuscript. 



NZ.J. Med. Lab. Science, 1991 

References 
1. Russell LJ , Smith SCH, Buckley BM. Plasma sodium and 

potassium measurement mm1m1smg ISE-flame 
differences using specimens from patients. Ann Clin 
Biochem 1 988; 25: 96-1 01 . 

2. Coleman RL, Young CC. Evidence for formation of 
bicarbonate complexes with Na+ and K• under 
physiological conditions. C!in Chem 1981; 27: 1938-9. 

3. Siebers RWL, Bremner P. Woodman K, eta!. Evaluation of 
the lonetics electrolyte analyzer for plasma potassium 
measurement in whole blood. NZ J Med Lab Techno/ 
1990; 44: 85-6. 

4. Siebers R, Bird Y, Newton J, Chisnall W. Effect of cold 
storage whole blood on routine biochemistry parameters. 
NZ J Med Lab Techno/1988; 42: 78. 

ERRATA: BOOK REVIEW 
"Manual of Laboratory Immunology" 
Linda E Miller, Harry R Rudke, Julia E Peacock, 

Russell H Tomar 
Second Edition, 1991 
Publishers - Lea and Febiger 

This book was reviewed in the March Journal [NZJ Med 
Lab. Science. 1991, 45:1 p29J One very red-faced 
reviewer would like to apolog ise to the Editor for a lapse in 
proof reading wh ich resulted in a mistake not only in the 
title, but in the name of the publishers also. 

I stand by what I wrote for the rest of the review. This is a 
splendid little book and I hope it wi ll be on the shelves of all 
labs using immunodiagnostic techniques. 

Gillian McLeay 
Convenor, Immunology Special interest Group 

NZIMLS CALENDAR 1991 
22 February 

27/28 February 
1 April 

25 April 

7/8 May 
23/24 May 
30 May 

31 May 

31 May 

27 June 

3-5 July 
18 July 

6 August 

13 August 

20 August 

26/27 August 
27 August 
28-30 August 
13 / 14 November 

Applications close for OTA 
examinations. 
Council Meeting - Auckland. 
Staffing Survey forms to be 
completed 
Committee Annual Reports to be with 
the Execut1ve Officer. 
OTA examinations 
Council Meeting - Christchurch 
Proposed rule changes and remits to 
be with the Executive Officer 
Applications close for Specialist 
Certificate examinations 
All accounts to National Treasurer for 
auditing 
Nomination forms for the election of 
Officers and Remits to be with the 
membership (60 days prior to AGM). 
Fellowship examinations 
Nominations c lose for election of 
Officers (40 days prior to AGM) 
Ballot papers to be with the 
membership (21 days prior to AGM) 
Annual Report and Balance Sheet to 
be with the membership (14 days 
prior to AGM) 
Ballot papers and proxies to be with 
the Executive Officer (7 days prior to 
AGM) 
Council Meeting - Auckland 
AGM and SGM - Auckland 
South Pacific Congress 
Specialist Certificate examinations. 

PROTECT 
BACTERIAL 

PRESERVERS 
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• A styrene tray holding 100 
cryotubes each containing: 

• 25 specially treated glass 
beads in a cryopreservative 
fluid 

• Five colours of beads are 
available 

The culture is taken directly from solid media and 
innoculated into the vial. Excess fluid is removed 
and the vial stored at -20°C to -70°C. Recovery is 
effected simply by removing a single bead and 
innoculating directly on to solid media. The 
remaining beads are available for further use. 

TECHNICAL SERVICES 
CONSULTANTS LTD 

Marketed by: 

Labsupply Pierce {NZ) Limited 
Akd: PO Box 34-234, Auckland 10. Tel: 443-5867 
Chch: PO Box 20-035, Bishopdale. Tel: 358-7410 

FOR SALE 

1. AVL 947 Blood Gas Analyser (pH, 
po2 pco2 

Purchased 1986 fully serviced and 
parts replaced October 1990. 
Full stock of spare parts included. 

$15,000 

2. Radiometer KNa 1, Electrolyte ISE 
Analyser 

Purchased 1984. Fully maintained 
and operational. 

$5,000 

DIAGNOSTIC LABORATORY 
43 Symonds Street, PO Box 5728, 

Auckland 
Telephone: 0-9-795 225 

Fax: 0-9-366 0642 



50 N.Z.J. Med. Lab. Science, 1991 

INSTITUTE BUSINESS 
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Membership Sub-Committee Report -
February 1991 

Since the November meeting there has been the following 
changes: 

28.2.91 7.11.90 27.8.90 29.5.90 
Membership 

1277 1272 1315 1702 
less resignations 10 3 19 16 
less G.NA 11 5 35 51 
less deletions 116 328 
less deceased 
less duplications 9 

1140 1264 1252 1307 
plus applications 71 3 9 8 
plus reinstatements 2 1 11 

1213 1268 1272 1315 
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Life Member (Fellow) 12 12 12 12 
Life Member 

(Associate) 5 5 5 5 
Fel low 22 22 22 23 
Member 679 724 721 688 
Associate 399 424 425 503 
Non-practicing 56 60 56 53 
Honorary 30 30 31 31 

Total 1213 1277 1272 1315 

Applications for Membership 
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Alison GROOBY, Greymouth; Fiona BLOOR, Gisborne 
Medical Lab; Rowena KILROY, Med Lab South; Susan 
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Med Lab South; Margaret NISBET, Middlemore, Haem; Sonia 

Membership Convenor 
Geoff Rimmer 
P.O. Box 9095, Newmarket, Auckland. 

Membership Fees and Enquiries 
Membership fees for the year beginning April 1, 1990 are: 

For Fellows - $88.40 GST inclusive 

For Members - $88.40 GST inclusive 

For Associates - $33.80 GST inclusive 

For Non-practising Members - $33.00 GST inclusive 

All membership fees, change of address or particulars, 
applications for membership or changes in status should be 
sent to the Membership Convenor at the address given 
above. 

Members wishing to receive their publications by airmail 
should contact the Editor to make the necessary arrangment. 
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Natalie JAMIESON, Med Lab South; Dorothy McKANE, 
Christchurch, Histo; Linda BENDALL, Gynaepath, Sek-Fun 
FONG, Kowloon Hospital; Tania ROBINSON, Greymouth; 
Patricia BUCKTHOUGHT, Rotorua Med Lab; Fiona ROSS, 
Christchurch, Blood Bank; Jan MOYLE, Wellington Med Lab; 
Bernadette SULLIVAN, Med Lab South; Tania CLARK, Med 
Lab South; Gabrielle COLLINGS, Med Lab South; Karyn FISK, 
Med Lab South; Tamlyn COLE, Med Lab; Kellie PAYNE, 
Diagnostic Lab, Alan CHILCOTT, Diagnostic Lab; Frances 
HAYS, Diagnostic Lab; Pauleen WALKER, Diagnostic Lab; 
Deborah SATTLER, Diagnostic Lab; Amanda SMITH, 
Royston; Jacquel ine THOMPSON, Dunedin, Histo; Alison 
IDEMA, Princess Mary; Michael SOUTHERN, Christchurch, 
Immunology; Phi ll ipa SKELLERN, Med Lab; J. WILSON, 
Dunedin Med Lab. 

Resignations 
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Lisa GROOM, Princess Margaret; Bernadette HULSBOSCH, 
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Christchurch, Chem; Joanne DUNCAN, lnvercargill ; Kevin 
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Kamila PRASAD, Diagnostic; Frances BIGGINS, Diagnostic; 
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Announcing the 

WELLCOME 
INTERNATIONAL 
TRAVEL AWARD 

Dublin, Ireland 
l1pplications and nominations are invited from all 
members of the NZIMLS for this prestigious award. The 
Award sends our winner to the historic city of Dublin, 
venue for the 20th Congress of the IAMLT. 

This is the most significant award the Institute presents and 
rewards individual effort in support of the profession. As recipient 
of this year's award you will attend the 20th Congress of the 
IAMLT in Dublin, Ireland, during July 26-31, 1992. The award 
provides you with Congress fees, return airfare, plus a daily 
accommodation allowance. 

All practising Fellows, Associates and Members of the 
NZIMLS are eligible to apply or be nominated. If you believe a 
colleague deserves this award, then we recommend you complete 
the Application Form as their nominator. 

Current office bearers of the IAMLT or employees of 
Wellcome New Zealand Limited cannot apply. 

Applications will be judged on your professional and 
academic abilities together with your active participation in 
promoting Medical Laboratory Technology. 

Applications/Nominations must be on the official form and 
received by the Executive Officer, NZIMLS no later than Spm, 
June 28, 1991. 

Late applications or nominations will not be accepted. 
The decision as ratified by the council of the NZIMLS will be 

final. 

Closing date June 28th 1991 
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INTERNATIONAL TRAVEL AWARD 

I APPLICATION I NOMINATION I 
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I WISH TO APPLY FOR THIS WELLCOME INTERNATIONAL TRAVEL AWARD FOR 
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(IN LESS THAN 200 WORDS) 

··.··············································································································································· 

I AGREE TO ABIDE BY THE TERMS OF THE AWARD AND THE DECISION OF THE JUDGES. 
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NOMINEE/APPLICANT: ................................................... DATE: ............................................. . 
(DELETE AS APPROPRIATE) 
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(A) THE DIRECTOR OR SENIOR MEDICAL OFFICER IN CHARGE OF YOUR 
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APPLICATIONS MUST BE RECEIVED NO LATER THAN 5 P.M. ON JUNE 28, 1991. 
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WELLCOZYME~ Range 
Wellcome diagnostics supply a wide range of kits and diagnostic systems 

designed to accurately detect the causative viruses of many of today's 

most important diseases. The WELLCOZYME* range consists of sensitive 

enzyme immunoassays (EIA). 

WELLCOZYME* HIV 
Recombinant 

A diagnostic kit for the detec­

tion of antibodies directed against 

HIV, incorporating HIV antigen 

produced by means of Recombi­

nant DNA technology. 

HIV1& 2 
Recombinant HIV-1 protein 

and a novel Wellcome HIV-2 

peptide 

HIV Antigen 

WELLCOZYME* HSV 

An amplified immunoassay 
for the detection of Herpes Sim­

plex Virus types 1 and 2. 

WELLCOZYME* Chlamydia 

Hepatitis 
A range of diagnostic kits 

for the detection of Hepatitis B 

and Hepatitis markers. 

WELLCOZYME HBsAg 
An amplified enzyme immu-

noassay for the detection of Hepa­

titis B surface antigen. 

HBsAg Confirmatory Kit 

Anti-HBs 

HBe Aglanti-HBe 

Anti-HBc 

Anti-HBclgM 

Wellcome Diagnostics, P.O. Box 22258, Otahuhu, Auckland 6. 
*Trade mark 
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Vibrio vulnificus: Two Case Reports. 
Jacqueline M. Wright FNZIMLS; 

55 

Laboratory, Whakatane Hospital, Bay of Plenty Area Health Board. 
Abstract 

Two cases of infection with the lactose positive halophile: 
Vibrio vulnificus, serve to highlight the rapid progression of 
this infection in the susceptible host. One patient required 
digit amputation because of tissue necrosis and the other 
succumbed to septic shock within 48 hours of hospital 
admission; both had alcoholic liver disease. 

It is apparent that this potentially lethal organism is present 
in New Zealand coastal waters. 

Introduction 
The lactose positive halophile, Vibrio vu!nificus, is a 

commensal of the marine environment [1]. The syndromes 
associated with infection with this organism were first 
described by Blake et a/, in 1979 [1], however on ly one 
documented isolate has so far been recorded in New 
Zealand (Personal communication: D. Fraser, New Zealand 
Communicable Disease Centre). 

I report here two cases of infection with Vibrio vulnificus 
detected at the Whakatane Hospital in 1990 and review 
clinical and laboratory findings for this organism. 

Case 1. 
In February 1990, a 36 year old man was seen at the 

accident and emergency department 12 hours after he had 
fa llen on his outstretched hand into a tidally affected river. The 
patient had a previous history of alcoholic hepatitis and on this 
admission, his gamma glutamyl transferase level was 135 
IU/ 1 (normal range: 5-51 IU / 1). 

On examination, the right hand was acutely swollen and 
tender and a minor abrasion was noted on the hand. Possible 
diagnoses included: impacted fracture and compartment 
syndrome. An X-ray showed no fracture and the patient was 
commenced on Fluc loxacilli n. 

The fo llowing day the right hand was grossly swollen and 
the index finger was beginn ing to discolour; a fasciotomy was 
performed and Augmentin commenced. 

No improvement was noted and the finger was amputated 
on the third day, treatment was again altered this time to 
Cephradine. Post amputation, the right arm became grossly 
swol len and a swab taken from the amputation site showed 
numerous Gram negative bacilli on direct Gram stain. 
Gentamicin and Metronidazole were commenced on the 
basis of this report. Culture of the swab yielded a heavy pure 
growth of an organism which was identified as Vibrio 
vulnificus using the ATB 32E strip (API Systems France) and 
this identification was confirmed by the New Zealand 
Communicable Disease centre (NZCDC). 

The patient was discharged after a total of 1 5 days 
hospitalisation. 

Case2 
In April1990, a 51 year old man presented at the accident 

and emergency department with a trauma ulcer on his leg. He 
had a previous history of alcoholic hepatitis and his gamma 
glutamyl transferase level on admission was 241 IU / 1. 

The initial injury occurred one week previously when he 
struck his leg on a trailer hitch. 

On admission the ulcer was sore, swollen and weeping and 
poor foot pu lses were noted. The initial diagnosis was 
superfic ial thrombophlebitis with deep vein thrombosis and 
prescribed treatment included: heparin, Augmentin and 
saline rinses of the ulcer. 

The following day the patient exhibited signs of acute renal 
failure and septic shock. He suffered a cardiac arrest and 
died early on the th i~d day. The only bacteriological specimen 
received was a swab taken from the ulcer at time of 
admission. 

This yielded: Vibrio vulnificus, Pseudomonas aeruginosa 
and Aeromonas sobria. Unfortunately the Vibrio failed to 

survive stock culturing and the identity was not confirmed by 
the NZCDC. 

It was later noted that the patient had been collecting kina 
(sea eggs) with his family early on the day of admission. 

Alcoholic liver disease is a risk factor for severe infection, 
but the reason for this is unclear. Historically, 
haemachromatosis has developed in some alcoholics as a 
resu lt of high iron levels in some alcoholic beverages, 
however this is rarely seen nowadays [17). 

In acute liver disease, iron release from liver ferritin stores 
may result in elevated plasma iron levels [17] which could 
predispose to infection with this organism. It has been 
demonstrated that people suffering from alcoholic cirrhosis 
exhibit immunosuppression in the form of impaired 
opsonisation and deficiencies in leucocyte funct ion [18], this 
may be the more likely explanation. 

One other possibility, as yet unexplored in the literature, is 
whether or not alcoholic liver damage impairs the liver's 
potential to detoxify Vibrio vulnificus exo-enzymes. 

Laboratory findings. 
After 24 hours incubation on 5% sheep blood agar, Vibrio 
vulnificus appears as a large, grey colony with a small zone of 
f3 haemolysis. On McConkey agar the colony size is reduced. 
The organism may initially be confused with Streptococcus 
agalactiae if an oxidase test is not promptly performed. Vibrio 
vulnificus is oxidase positive and is glucose fermentative 
(thus distinguishing it from the oxidative Pseudomonads). It 
grows well at 42°C, which may aid in distinguishing from 
Aeromonads which often grow poorly, if at all, at temperatures 
above 37°C. 

The specific characteristics of Vibrio vulnificus include 
fermentation of lactose, but not sucrose; indole positive; 
Voges-Proskauer negative; lysine decarboxylase positive; 
ornithine decarboxylase variable; and growth in 6%, but not 
8% sodium chloride [19). Exceptions do occur- the isolate 
from Case 1 was negative for both lysine and ornithine. 

In this laboratory, oxidase positive colonies isolated from 
wound or faecal samples are all tested for glucose reaction 
and ability to grow at 42°C; all glucose fermentative 
organisms are then inoculated in the ATB 32E strip (API 
Systems, France), a manual identification test, requiring 4-5 
hours incubation time. The isolates from both cases reported 
here gave identification profiles with >99% certainty of Vibrio 
vulnificus, one of which was confirmed as such by the 
NZCDC. The isolate from Case 2 fa iled to survive stock 
culturing and the identification was not confirmed. The 
inability of Vibrio vulnificusto survive stock culturing has been 
previously descri bed [19]. 

In environmental studies, th iosu lphate citrate bile-salt 
sucrose (TCBS) agar has been shown to be an effective 
isolation medium [5). 

In conclusion, this organism is capable of causing rapidly 
fatal infection after glancing exposure. Infection has followed: 
being bitten by insects in the marine environment; cuts 
sustained on fi sh fins and mollusc shells; and wading in 
estuaries [20). 

In this country many potentially infected bivalves are 
collected and consumed during the summer months and 
beach swimming is a widely indulged pastime in the summer 
- thus many hundreds of people may be potentially exposed 
to the organism. 

Why then are so few cases noted? 
A likely explanation is that Vibrio vulnificus is a relatively 

avirulent organism which is on ly capable of causing disease 
in specific host groups, and it appears that people with no 
underlying disease or immune-suppression are not at ri sk. 

The severity of infection in the susceptible host is such that 
the risks of consumption of raw shellfish and of contact with 
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sea water must be public ised to at risk groups. Such publicity 
must be done carefully so as not to jeopardise coastal 
tourism. In the United States, families of victims of Vibrio 
vulnificus infection have instigated law-suits against Public 
Health authorities, c iting fai lure to warn of a known health 
hazard (12]. 

Vibrio vulnificus is in our coastal waters so we must 
familiarise ourselves with the c linical and laboratory aspects 
of this organism. 

Discussion 
Environmental studies (2-5) have shown that Vibrio 

vulnificus is part of the normal bacterial flora of the United 
States coastline. The organism is concentrated in filter 
feeders such as c lams. mussels and oysters, and its 
presence in coastal waters is not related to faecal 
contamination. A three year study of the waters of Long Island 
sound [5] demonstrated that Vibrio vulnificus is only isolated 
when the water temperature exceeds 1 JOC. 

Infection with Vibrio vulnificus can be initiated in three main 
ways: ingestion of uncooked, infected shellfish; contact of an 
existing wound with contaminated seawater; and a primary 
wound sustained in the marine environment [6]. 

Clinical syndromes include primary septicaemia; and 
wound infection, with or without secondary sepsis [1 ,6]. 
Primary septicaemia follows ingestion of raw or partially 
cooked infected bivalves. Sepsis is due to the organism's 
direct invasion of the bloodstream via the gastrointestinal 
tract. Initial features include fever, malaise and chills, and 
hypotension is a predictor of high mortality. Necrotising 
vasculitis and secondary skin lesions may develop - the 
later usually with in two days of symptom onset. These lesions 
may be culture positive for Vibrio vulnificus. Primary 
septicaemia has an associated mortality of 50%. 

Wound infection may be due to a wound being sustained in 
the marine environment, (case 1 ); or, contamination of a pre­
existing wound (case 2). Incubation time between exposure 
and symptom onset is often less than 24 hours. In a reported 
study of 17 cases of Vibrio vulnificus wound infections (6), 
four patients died and the median time between exposure and 
death was 4.5 days. 

A report from 197 4 (7], describes an infection with a 
"halophil ic non-cholera vibrio" which resembles Case 1. The 
patient cut his thumb on a shrimp shell and within hours, the 
thumb was swollen and painfu l. A fasc iotomy was performed 
and although no pus was found, a swab was taken for culture. 
The isolate was cultured from this swab and the patient 
responded to Gentamicin therapy. 

It is apparent that in vitro susceptibility results may not 
predict therapeutic outcome. The isolate from Case 1 
exh ibited large zones of inhibition to Ampic ill in, Cephrad ine 
and Augmentin, however neither Cephradine nor Augmentin 
showed therapeutic effect. The duration of treatment with 
each of these agents may have been inadequate to promote 
a recognisable improvement, however, it has been 
demonstrated that regardless of in vitro results, Vibrio cholera 
may not respond to Ampic illin (8) and for this reason it is 
suggested that Penicil lins not be considered as sole 
therapeutic agents for Vibrio vulnificus [9]. 

How the organism causes disease is not well understood , 
but it is evident that the presence of a polysaccharide capsule 
is strongly associated with viru lence [1 0,11]. Exo-enzymes 
such as: cytotoxic haemolysin, protease, collagenase, and 
phospholipase are produced, but their exact contribution to 
virulence remains undetermined [1 2]. 

The organism's exquisite sensitivity to iron may account for 
disease severity in some patients. Animal studies have 
shown that the intraperitoneal 50% lethal dose for Vibrio 
vulnificus in mice drops from 1 05-1 06 to 1 02 if the mice are 
injected with iron prior to bacterial challenge (13,14]. In the 
human host, capsu lated Vibrio vulnificus can use transferrin­
bound iron if the transferrin is 1 00% iron saturated. However, 
in the human host with normal saturation of 30%, iron is not 
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ava il ab le for organism use. For this reason 
haemachromatosis patients are at risk of severe infection 
with this organism; other at risk groups inc lude patients 
suffering from haematological disorders, renal fai lure, 
diabetes, other immunosuppresive disorders and those on 
immunosuppressant therapy (1 ,15,16]. 
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~kikar====================================rn 

Medical Laboratory Technicians 
Consider the Saudi Option 

WITAKAR, Saudi Arabia's largest healthcare management firm have managed 
hospitals for the Saudi Arabian government for 17 years. Witikar is currently seeking 
Medical Laboratory technicians at the Supervisory level to take section leadership 
responsibility and at the Senior and Junior level in the following speciality areas: 

• TRANSPLANTATION PATHOLOGY - RENAL (HLA) • 
• RADIOIMMUNOASSAY • CLINICAL CHEMISTRY • 

SEROLOGY • MICROBIOLOGY • VIROLOGY • HAEMATOLOGY • 
• BLOOD BANK • HISTOPATHOLOGY/CYTOLOGY • EM • 

Positions are available at the following WITIKAR Hospitals: 
Armed Forces Hospital - Tabuk 
King Abdul Aziz Air base Hospital - Dharhan 
King Fahad Military Medical Complex - Dhahran 

QUALIFICATIONS REQUIRED: 
Supervisory Level: Registered plus currently working at a supervisory level plus 
a minimum of 7 years experience. 
Senior Level: Registered plus a minimum of 5 years experience. 
Junior Level: Registered plus a minimum of 2 years experience. 

If you meet these qualifications and are considering an overseas assignment of at 
least 12 months duration, please contact us and we will be happy to discuss your 
career opportunities. 

SALARY: 
NZ $37,000 TO 52,500 depending on position, paid TAX FREE. There are no income 
or social security taxes in Saudi Arabia: (Salary quoted at current rates of exchange). 

BENEFITS: 
Free furnished all found accommodation • 40 days paid leave • FREE air ticketing 
• FREE recreation facilities and healthcare • FREE life insurance • contract comple­
tion bonus • a chance to save a very high percentage of your salary 

WORKING ENVIRONMENT: 
Laboratories with state of the art equipment • work performed according to 
western quality control standards • multi-national staff 

Call our New Zealand agent, telephone (09) 689357 
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AN INVITATION TO THE 20th WORLD CONGRESS OF 
MEDICAL TECHNOLOGY 

Dublin, Ireland 26th- 31st July 1992 

Presented by: 
THE INTERNATIONAL ASSOCIATION OF MEDICAL LABORATORY 

TECHNOLOGISTS 

Hosted by: 
THE ACADEMY OF MEDICAL LABORATORY SCIENCE AND THE 

MEDICAL LABORATORY TECHNOLOGISTS ASSOCIATION 

IMMUNOAG 
1992 IAMLT AWARD 

1. PURPOSE: 
To recognise outstanding work in the fie ld of 
a) Lipoprotein Metabolism 
b) Artherosclerosis 
c) Coagulation and Fibrinolysis 

2. ELIGIBILITY: 
The appl icant must have evidence of active membership 
in a constituent society of lAM LT. 

3. APPLICATION: 
a) The candidates should submit a paper in the area of 

Lipoprotein Metabolism or Artherosclerosis or 
Coagulaton and / or Fibrinolysis dealing with 
- Routine diagnostic - problems and experiences 

and / or 
- Research papers will be accepted 

b) The candidates should submit their paper in English 
and enc lose a Curriculum Vitae and a 
recommendation from the constituent society of IAMLT 
of which he/she is a member. 

4. 5 copies of the manuscript must be sent to 
Mrs Margareta Haag 
IAMLT Executive Office 
Ostermalmsgatan 19 
S - 11 426 Stockholm 
Sweden 

5. Deadline for receipt of applications by the Executive 
Office is the 1st of November 1 991 . 

6. Two prizes may be awarded by lmmuno AG: 

1) 2000 OM 
2) 1000 OM 

7. The prizes wi ll be presented at the IAMLT World Congress 
in Dublin / Ireland, 26- 31 July 1992, by a representative 
of IMMUNO AG in presence of the IAMLT Awards 
Committee. 

BOEHRINGER MANNHEIM GmbH 
1992 IAMLT AWARD 

1. PURPOSE: 
To recognise outstanding work in the field of Clinical 
Chemistry and lmmunodiagnostics. 

2. ELIGIBILITY: 
The applicant must have evidence of active membership 
in a constituent society of IAMLT. 

3. APPLICATION: 
The cand idates should submit their paper in English and 
enclose a Curriculum Vitae and a recommendation from 
the constituent society of IAMLT of which he / she is a 
member. 

4. 5 copies of the manuscript must be sent to 
Mrs Margareta Haag 
IAMLT Executive Office 
Ostermalmsgatan 1 9 
S - 11 426 Stockholm 
Sweden 

5. Deadline for receipt of applications by the Executive 
Office is 1st November 1991. 

6. One prize of OM 5,000 may be awarded by Boehringer 
Mannheim GmbH. If more than one author contributes to 
the paper, the prize can be divided. 

7. The prize wi ll be presented at the IAMLT World Congress 
in Dublin / Ireland, 26- 31 July 1992 by a representative 
of Boehringer Mannheim GmbH in presence of the IAMLT 
Awards Committee. 
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NZIMLS CONTINUING EDUCATION 
SPECIALIST INTEREST GROUP UPDATE 

FROM THE MICROBIOLOGY SPECIAL INTEREST 
GROUP (MSIG) 
Convenor: Shirley Gainsford 
Contact Address: Valley Diagnostic Laboratory, P.O. Box 
30044, Lower Hutt. 

The main event for the MSIG this year is the Symposium on 
Nosocomially Acquired Infections being held at Victoria 
University Wellington on Thursday May 16th. We have a 
varied programme which has been sent to all laboratories. 
The MSIG is also holding a Mycology workshop in Auckland 
the day before the South Pacific Congress. Allan Woodgyer of 
N ZCDC and Dinah Parr of Auckland Hospital will co-host this 
workshop entitled "Identification of Medically Important 
Saprophytic Fungi." This follows on from the Dermatophyte 
workshop held in lnvercargill last year. Membership of the 
Microbiology Journal Club is now available to any NZIMLS 
member in New Zealand. The librarian for Hawkes Bay, 
Taranaki , Manawatu, Wellington and the South Island is Pat 
Maddocks, Virology /Serology Lab., Department Laboratory 
Services, Wellington Hospital. For the rest of the North Island 
it is Ph ilippa Skellern, Med Lab, PO Box 4120, Auckland. 

We are offering to help Specialist Level Microbiology 
cand idates aga in this year with study guides. We do not have 
the resources to do the same for Certificate level candidates 
but any Institute member who is having problems finding 
material for this exam is welcome to write for advice. 

FROM THE BIOCHEMISTRY SPECIAL INTEREST 
GROUP (BSIG) 
Convenor: Alison Buchanan 
Contact Address: Clinical Chemistry Dept., Auckland 
Hospital, Park Road, Auckland. 

Thank you to all the Charge Technologists who returned 
the Questionnaire we sent in November. It was somewhat 
disappointing to get only a 29% return. 

We are attempting to set up regional representation to 
make dissemination of information more efficient and to date 
have received acceptance from:-
Richard Ward for Waikato/Bay of Plenty 
Alistair Kerr for Manawatu/Wanganui 
Rob McKenzie for Nelson/Marlborough/Greymouth 

The questionnaire replies received indicated a need for 
information to/from the smaller laboratories with the 
suggestions of Regional seminars and the circulat ion, 
monthly, of the index pages of Clin ical Biochemistry Journals 
on a user pays basis. 

The Journals suggested are: 
1. Annals of Clinica l Biochemistry 
2. Briti sh Medical Journal 
3. Clin ical Biochemist Reviews 
4. Clinical Biochemistry 
5. Clinical Chemistry 
6. Clinics in Laboratory Medicine 
7. Crit ical Reviews in c linical laboratory sciences 
8. Journal of Clinical Chemistry and Clinical Biochemistry. 
The cost will be $30 per year. 

If you wish further information. or would like to join the 
mailing please contact: Linda Kilminster, Cl in ical 
Biochemistry Dept. Middlemore Hospital. AUCKLAND. 

In July the Waikato Regional Biochemistry O.A. Group and 
the Auckland Biochemistry Regional O.A. Group join for a 
meeting. 

Further information is available from: Richard Ward, Clinical 
Biochemistry Dept. Waikato Hospital, Private Bag, 
HAMILTON. 

FROM THE IMMUNOLOGY SPECIAL INTEREST 
GROUP (ISIG) 
Convenor: Gi llian McLeay 
Contact address: Laboratory Training Centre, Building 18, 
Auckland Hospital, Park Road, Auckland 1. (Please note 
change of address). 

Thanks to all those who responded to the questionnaire. 
We have adopted the 5 regional centres proposed by the 
HSIG and currently ISIG has 27 members from every centre 
except Otago/Southland. Anyone who would like to join us 
wou ld be most welcome. Just write to me at the above 
address. 

Feedback indicates the group's requirements fall into two 
broad categories - communication and education. The first 
ed ition of the "ISIG Network News" was sent out early March 
to start the ball ro ll ing. However, I need material for further 
editions. so "keep those cards and letters coming". On the 
educational side, I should like to hear from our members of 
any seminars which they would like to hold in their region with 
support from ISIG. 

The Auckland group is investigating the possibility of 
holding a Floating Forum (ie. on the Waitemata Harbour) 
round about the time of the South Pacific Congress in August. 
If you plan to be in Auckland for the Congress or the August 
holidays, please let me know if you would like to take part. We 
will organ ise the forum so that it does not c lash with any of the 
Congress programmes. It is planned to make the occasion 
informative and fun, and to show off our beautiful harbour. 

FROM THE HAEMATOLOGY SPECIAL 
INTEREST GROUP (HSIG) 
Convenor: Ross Anderson 
Contact Address: C/- Miss M Eales, Department of 
Haematology, Middlemore Hospital, Private Bag, Otahuhu 

H.S.I.G. Regional representatives have been appointed for 
the following regions 

Auckland I Northland 
Mr Ross Anderson 
Cl- Miss M Eales 
Department Haematology 
Middlemore Hospital 
Private Bag 
Otahuhu 

Waikato/Bay of Plenty 
Mr S Shepherd 
C/- Medlab Waikato 
PO. Box 52 
Hamilton 

Hawkes Bay I Manawatu /Taranaki 
To be Confirmed 

Wellington / Wairarapa/ Nelson I Marlborough 
Mr Errol Crutch 
Haematology Laboratory 
Department of Laboratory Services 
Wellington Hospital 
Wellington 

Canterbury / West Coast 
Miss Christine Hickton 
C/- Department of Haematology 
Christchurch Hospital 
Private Bag 
Christchurch 

Otago I Southland 
Mr Steve Wilson 
Department Haematology 
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Dunedin Hospital 
P.O. Box 946 
Dunedin 

The regional groupings are not intended to be hard and fast 
and obviously changes will be made to suit the wishes of 
particular districts. The initial criteria was that there should be 
no more than about two hours car travel to a central location 
in the region. It could well be that in many cases people will 
wish to attend seminars in adjacent areas. 

Please contact your regional representative if you feel you 
can help or have ideas to contribute. 

The H.S.I.G. group will be sending a regular newsletter to 
Laboratories every two months and we would welcome any 
contributions for inclusion, these might be reports of regional 
meetings or seminars, interesting case histories or technical 
problems etc. These contributions should be addressed to Mr 
Ross Anderson, Chairperson, H.S.I.G., Auckland. 

NEW PRODUCTS AND SERVICES 
THE COMBITIP THAT FILLS THE GAP 

There is a new addition to the EPPENDORF Multipette 
System. The new 0.05ml Combitip, with a filling capacity of 
50u l, is ideal in many fie lds of molecu lar biology. 

In combination with the Comfortip Cri stal, it can dispense 
volumes from 1 to 5ul up to 48 times in succession with 
outstand ing precision and accuracy. Together with the 
autoclavable Comfortip Cristal, the new 0.05ml Combitip 
meets high purity standards. 

If you are interested and would like more information 
please contact: 

LABSUPPLY PIERCE (NZ) LTD, PO Box 34-234, 
Birkenhead, Auckland 1 0. Phone AK (09) 443-5867 or CHCH 
(03) 358-7 410. 

GLYCOSYLATED HAEMOGLOBIN TEST KITS 
The quantitation of glycosylated haemoglobin in blood is 

widely recogn ized as an important test for the diagnosis and 
management of diabetes mellitus. Pierce GlycoTest kits have 
been developed to re liably measure this important fract ion in 
the clinical laboratory on a routine basis. The test kits 
incorporate an easy-to-use protocol and requ ire only 
ord inary lab equipment and a spectrophotometer. Analysis 
time is approximately 30 minutes and multiple samples may 
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be run simu ltaneously. 
The Pierce - developed boronate affinity procedure 

(G iycoTest Kit ) is inherently specific, free from the effects of 
interfering substances, and easy-to-use. Whole blood is used 
with the sample preparation reagent; no additional 
pretreatment (as is required with other methods) is 
necessary. GlycoTest kits consist of small plastic 
chromatography columns, sample reagent preparation, two 
elution buffers and an instruction sheet. 

For further information contact LABSUPPLY PIERCE (NZ) 
LTD PO Box 34-234, Birkenhead, Auckland. Phone (09) 443-
5867. 

IDENTIFICATION SYSTEM FOR ENTEROBACTERIACEAE 
FLOW LABORATORIES have developed a system for the 

exact identification of pathogen. Their Titertek-Enterobac 
(TTE) system is an overnight (18-24 hour) incubation micro­
methd for the identificat ion of aerobic Gram negative glucose 
- fermenting organisms. Based on microplates, various 
biochemical substrates are predried onto the plates. To 
perform an identification, the test panels are reconst ituted by 
add ition of 1 OOul aliquots of a bacterial suspension. After 
incubation and addition of reagents the plates are read. They 
can be read visua lly using a Titertek mirror or they can be 
read and interpreted by Flow Laboratories Semi-automated 
Microbiology System. The kits come supplied with all 
necessary reagents and a fu lly informative instruct ion leaflet. 

For further information contact LABSUPPLY PIERCE (NZ) 
LTD, PO Box 34-234, Birkenhead, Auckland. Phone 
(09) 443-5867. (Please note our new number). The fax 
remains the same. Fax (09) 444-7314. 

MULTICHANNEL PIPETTES 
Titerte k Mu lt ic hannel Pipettes from FLOW 

LABORATORIES now come in an expanded volume range to 
300ul. The 4-, 8- or 12-channel pipettes allow simultaneous 
dispensing of 1 to 4, 1 to 8 or 1 to 12 drops respectively. FLOW 
Titertek Multichannel pipettes have individua lly replaceable 
tip cones. Each model is a digital variable volume unit, colour 
coded to different iate the volume ranges of 5 - 50 ul or 50 -
300ul. In addition to liquid dispensing, they can be used to 
perform accurate serial dilutions. 

For further information contact LABSUPPLY PIERCE (NZ) 
LTD, PO Box 34-234, Birkenhead Phone (09) 443-5867. 

Title 
Donor 
Nature 

Hilder Memorial Prize 

Eligibility 

Method of Entry 

Date of Entry 

Judging 

NZ Institute of Medical Laboratory Science (Inc.) 
This award honours the memory of the late FM. Hilder. An 
award of two hundred dollars ($200.00) wi ll be made biennially 
to the author of the best technical communication published in 
the Journal of the NZIMLS. 
All financial members of the New Zealand Institute of Medical 
Laboratory Science (Inc.) 
Publication of a technical communication in the Journal of the 
NZIMLS. 
All Technical communications published during the two year 
period ending in July 1991 will be considered for this award. 
The judge shall be the Editor of the Journal who also may seek 
the advice of the Awards Committee. If in the opinion of the 
judge the standard of articles submitted do not merit an award, 
then no award shall be made. 
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EPSTEIN BARR - VCA TEST SYSTEM 
Eliminate the hassle of drying slides. reconstituting, 

aliquoting and freezing reagentsllmmunoconcepts new EBV­
VCA test system uses patented slides featuring separate 
controls wells. This ensures that no patient tests wells are 
wasted. A titratable control is inc luded in the kit to provide a 
measure of precision for the test system. All controls, 
conjugates, mounting media and counterstain are pre-diluted 
and in liquid form. and provided in dropper bottles. The lgM 
negative control is lgG positive to crosscheck any 
interference from lgG in the lgM assay. 

The slides are provided in fo il pouches that are filled with an 
inert dry gas. Th is prevents oxidation and hydration of the cell 
substrate. The tests are available in both Fluorescent and 
Colorzyme lgG & lgM presentations. 

Enhance your EBV test results and contact Biolab 
Scientific for more information. Phone (09) 418-3039 or Fax 
(09) 418-0729. 

NEW 1990/ 1991 HELENA CATALOGUE 
Featuring electrophoresis products e.g. Cellulose acetate 

strips for which Helena is the market leader. Tanks, power 
supplies suitable for the clinical market are effective and 
economical. 

New products such as lmmunofixation and High 
Resolution Protein Kits are consistent with new technology. 
No large equipment investments are necessary. 

Citrate Agar Electrophoresis is a necessary confirmatory 
test for abnormal haemoglobins on cellulose acetate and is 
ideal for screening cord blood. 

Lipoprotein and Silver Stain Kits provide all materials 
needed plus all consumables and contents are available for a 
range of Haemostais and Biochemistry consumerable 
products. 

Contact the sole NZ distributor, Biolab Scientific. Private 
Bag, Northcote, Auckland. Phone (09) 418-3039, Fax (09) 
418-0729. 

SITUATIONS VACANT 
POSITION FOR MEDICAL 

LABORATORY TECHNOLOGIST 
TRAINEE 

A Philippine - registered medical technologist is 
seeking a position in any New Zealand Hospital or 
Private Laboratory to complete one years work 
experience prior to Registration by the NZ Medical 
Laboratory Technologists Board. 

He has a good background in English. ample hospital 
experience and post-graduate training in almost all 
essential sections of a Laboratory (conventional or 
automated}, and is also interested in entering long term 
employment in NZ. A detai led resume is ava ilable on 
request 

Contact: JOJO V TAYAG 
Dept of Pathology - College of Medicine 
Angeles University Foundation 
Angeles City, Pampanga 
2009 Philippines 
Tel: 2-3808/2-3069 

POSITION FOR CANADIAN 
REGISTERED MEDICAL 

LABORATORY TECHNOLOGIST 
A position is required for a Canadian Registered 
Technologist seeking work in New Zealand. She has 
worked at the Hospital for Sick Children in Toronto for 
six years. Trained in Biochemistry, Haematology, 
lmmunohaematology, Histology and Microbiology -
she would prefer to work in Microbiology or 
Biochemistry. 

References and resume available by contacting: 

Janice E Gravett 
2 Bryant St 
Palmerston North 
Tel: (063) 81-606 

Roche Products (New Zealand) Ltd 
Title 
Donor 
Nature 

Eligibility 

Method of Entry 
Date of Entry 

Judging 

Roche Diagnostics Microbiology Award. 

Roche Products (New Zealand) Limited. 
An award of two hundred dollars ($200.00) will be made 
biennially to the author of the best original or review artic le 
concern ing Microbiology published in the New Zealand 
Journal of Medical Laboratory Science. 

Al l financial members of the New Zealand Institute of 
Medical Laboratory Science (Inc.) 

Publication of an orig inal or review article in the Journal. 

All original and review artic les on the specified subject which 
have been published during the two year period ending in 
July 1991 will be considered for this award. 

The judging panel shall consist of the Editor of the Journal, 
the President of the Institute and a person nominated by the 
donor company. If in the opinion of the judging panel the 
standard of the articles do not merit an award or if there are 
no eligible articles in any judging period then no award shall 
be made. 
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SPECIALIST LEVEL EXAMINATIONS 1990. EXAMINERS' REPORTS. 

MICROBIOLOGY. 
PAPER 1. 
SECTION A: 

Range of marks: 9.5 - 19.0 Average: 14 
As indicated by the average mark most candidates 

answered this section adequately. 
In some questions e.g. Q2(b) some candidates went into 

far too greater detail for the marks available wh ile in Q2(a) a 
number of candidates had either little or no knowledge of 
P.C.R. 
SECTION B 

Range of marks: 3.5 - 17.5 Average: 13.1 
Only two candidates fa iled to pass this section. One of 

these two fa iled to answer question 1. The answers to the 
mycology and true/ false questions were in general quite 
satisfactory. In contrast, nearly all the candidates gave poor 
answers to question 3 (definitions). 
SECTION C: 

Range of marks: 9 - 16 Average: 11.5 
Question 1: Matching organisms to the most appropriate 

statement. Adequately answered by all candidates. 
Question 2: Part (b) poorly answered by all candidates. 6 

received 0 marks in reasons for choice. 
Question 3: All candidates answered this question 

satisfactorily. 
SECTION D: 

Range of marks: 2 - 10.5 Average 6.5 
This section was poorly answered by all candidates. The 

impression gained is that this section was the last answered 
and candidates were pressed to finish in time. Several omitted 
to answer parts of this section which is reflected in the low 
marks attained. 

In Question 1: Many candidates gave answers which were 
too detailed. Examples were not required. 

PAPER 2: 
SECTION A: 

Range of marks: 4.5 - 17.5 Average: 10 
Question 1: 9 candidates attempted this question on 

community acquired atypical pneumonia. 
As this average mark shows th is question was not well 

answered by most candidates in fact only 2 candidates 
received more than a pass mark of 12.5. 

A large number of candidates lacked a knowledge of the 
most likely aetiological agents but went into depth on unlikely 
agents such as pneumocystis or cryptococcus. It was 
specifically mentioned that the patient was not 
immunocompromised and so although marks were given for 
these agents they were not heavily weighted. 

Very few candidates gave information as to why they would 
prefer a particular type of specimen over another in helping to 
isolate the causative agent. Little regard was given to 
serology and blood cultures as part of the laboratory "work­
up". 

Some candidates I assume must have left th is question ti ll 
last as they gave very brief answers as shown by their marks. 

Question 2: One candidate attempted this question and 
achieved a satisfactory mark of 14. 
SECTION B: 

Question 1: 
Range of marks 13 - 17 Average: 15 
Nine candidates attempted this question. The answers on 

laboratory diagnosis of Giardia was good, but in general the 
answers to the other sections on epidemiology, 
pathogenesis, symptoms and chemotherapy revealed some 
lack of knowledge. 

Question 2: · 
Only 1 candidate attempted this question attaining over 

half marks. Part (e) on chemotherapy was the only part 
inadequately answered. 

SECTION C: 
Question 1: 
Range of marks: 16 - 21 Average: 18 
Four candidates answered this question. All the candidates 

gave good answers in generaL However, some lack of 
knowledge on antibiotic susceptibility of MRSA isolates was 
demonstrated by most candidates. 
SECTION D 

Question 1 : Candidates 6 
Range of marks: 2.5 - 16.5 Average 10 
More candidates answered th is question than question 2. 

Candidates scored best under the section on laboratory 
diagnosis, but generally fa iled to get good marks because 
they could not discuss the re lative merits of the different 
available methods. Their knowledge of the viru lence factors 
was virtually nil but most showed some understanding of the 
c linical disease. Overall, this question was only modestly 
attempted. 

Question 2: Candidates 6 
Range of marks: 7 - 14 Average: 10 
This question was poorly attempted and most answers 

were brief. Candidates knew least about the principles of 
antimicrobial susceptibility testing and the various 
therapeutic regimens that are available. The candidates 
knew more about the isolation and identification of these two 
mycobacteria but didn't appear to know why the methods 
they had mentioned should be chosen. The epidemiology 
section was generally well attempted. 

CYTOLOGY. 
GENERAL COMMENTS. 

The standard of legibility and layout was good in all papers. 
Use of diagrams was limited but appropriate. 

The examiners considered that the papers set were 
difficult, even for the specialist leveL Interpretation in 
gynaecological cytology was given minor emphasis, allowing 
extensive coverage of other aspects, some of wh ich may 
have been available in practice to the candidates only to a 
limited extent. 

SPECIFIC COMMENTS. 
1. Questions of an interpretive nature were dealt with well 

overalL There were notable areas of weakness in two 
candidates in non-neoplastic pulmonary cytology, 
cerebrospinal flu id and gastric cytology. 

2. The questions on quality assurance and laboratory safety 
were dealt with uniformly welL 

3. Questions of a technical nature showed considerable 
variation in responses, with particu lar weakness in one 
candidate in immunocytochemistry. 

4. The question on requirements for a national cervical 
cancer screening registry was well answered by all 
candidates. 

5. Questions dealing with general pathology such as 
amyloidosis and apoptosis were done rather poorly. 

6. The question on thyroid cytology was answered welL 

HAEMATOLOGY. 
Ten candidates sat this examination, 7 passed and 3 

fa iled. The mark range was 37 - 61 %, with a mean mark 
of 50%. 

Paper One consisted of 5 questions. Four questions 
presented laboratory data for interpretation and 1 question 
was an instrument evaluation. This paper included 
questions of a similar format to previous practical papers. 
The mark range was 30 - 67%, mean 50%. Four 
candidates fai led to gain a pass mark in this paper. This 
included the 3 who subsequently fa iled the examination. 
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Paper Two contained 6 essay questions with the candidate 
required to answer 4 of them. The mark range was 34- 58%, 
mean 50%. Four candidates fa iled to gain a pass mark in this 
paper and this included 2 who subsequently failed. 

Overall only 4 candidates gained more than 50% in both 
papers. Those who fa iled the examination, fai led convincingly 
with the highest overall mark by a failed candidate being 43%. 
The mean overa ll mark of those who passed was only 54%. 

Apart from a few isolated flashes of bri lliance, the standard 
overall was at best average. The interpretation of laboratory 
data was particulary disappointing, most candidates 
detecting the obvious, but ignoring results they were unable to 
explain. 

Examination techn ique must again be questioned. Th is has 
been a recurring theme in the last few years Examiner's 
Reports. 

CLINICAL BIOCHEMISTRY 
PAPER 1. 

Question 1. 
Six cand idates answered this question, one answer was 

excellent. Simple arithmetic errors st ill plagued the answers to 
the calculation question. Others were unable to use 
simultaneous equations to solve the answer. 

Generally the short answer part of the question was poorly 
done. 

Question 2. 
Six candidates attempted; 2 passed. 

(a) i. Some excellent answers with good marks. Nobody 
gave as an advantage or disadvantage the linearity 
limits of the glucose methods discussed. 

ii. Most candidates could give the principles but the 
advantages and disadvantages were not well done. 

(b) Five out of 6 gave the correct answer. 
(c ) Three out of six gave the correct answer. Disappointing to 

see two candidates missing parts of the question out and 
as a consequence, failing this question. 

Question 3. 
Six candidates answered this question, 5 of them 

gained 60% or more. The diseases of the adrenal gland 
and their influence on biochemical analytes were well 
answered while the difference between homogeneous 
and heterogeneous immunoassays was less well 
understood. 

Question 4. 
Five candidates attempted; 3 passed. 
Cholinesterase and a -antitrypsin question was well 

answered in 4 out of 5 papers. The section on Lactate 
was generally not well done. 

Question 5. 
Six candidates answered this question, 5 gaining over 

50%. Genera lly the standard of answer was good with a 
sound knowledge of the methodologies but less certainty 
of all the c linical implications. 

Question 6. 
Seven cand idates attempted; 4 passed. 
The question was well answered by the 4 that passed. 

The major problem with the failed candidates was not 
answering the question as asked, i.e. poor examination 
technique. 

Question 7. 
Six candidates answered th is question and all gained 

over 50%. Most knew the principle of fluorometry but the 
advantages and disadvantages were less well answered. 

Question 8. 
Five candidates attempted; 1 passed. 

(a) Excellent answers by three candidates. One 
candidate did not answer the question and failed. 

(b) Only one candidate passed. Very poor answers 
given, especially on the standardisation of neonatal 
bilirubin assays. Only 1 candidate mentioned the 
National Women's neonatal bilirubin survey and 
standardisation programme. 
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Question 9. 
Surprisingly only 4 candidates tackled this topical question, 

3 gained over half marks. Once again, the technical aspect of 
the question was well answered while the interpretive aspect 
not so. 

Question 1 0. 
Two candidates answered this question. Very average -

not enough detail supplied for the detection of the bands. The 
section on clinical significance was satisfactory. 

PAPER 2. 
Question 1. 
Overall, the standard was very disappointing, considering 

the fact that creatinine is probably the most common test 
done in Biochemistry, and that there has been so much 
written in the literature. 

Four attempted; 1 passed. 
Only one candidate gave a reasonable resume of the 

various methods available whi le some answers given were 
only a few lines. The question said discuss, not make short 
notes. 

Question 2. 
Seven attempted; 4 passed. 
The standard of answers was satisfactory. Those areas 

that were not well done included staffing. Most cand idates 
seemed to forget that a Stat service is required 24 hours/ day. 
Result reporting was also less than satisfactory; many 
candidates did not mention modern communication tools 
such as computers and fax machines. 

Question 3. 
Of the 6 candidates that answered this question, most had 

plenty to write about the metabolism of bilirubin and in doing 
so fai led to answer the question. 

Question 4. 
Two candidates attempted this question. They tended not 

to directly answer the question but got involved in the 
diagnosis of renal fa ilure. 

Question 5. 
Six attempted; 4 passed. 
Th is question was generally well done but two candidates 

did not mention purchasing arrangements for the 
consumables and spares and had little idea on a structured 
preventative maintenance programme. 

Question 6. 
Three candidates attempted this question, one of whom 

properly understood the Technical Article satisfactorily. 

OVERVIEW. 
All candidates answered some questions very well but 

were unable to maintain a high enough standard throughout 
their paper. This meant good answers were offset by the poor 
ones. One candidate only answered 5 out of the 8 required in 
Paper 1. 

Paper 1 was changed this year; it contained no sections 
and the selection was reduced from answering 9 questions 
out of 12 to 8 out of 1 0 with no compulsory questions. Paper 
2 remained the same with a choice of 3 out of 6 questions. 



Bio-Rad 
LYPHOCHEK® 
Therapeutic Drug 
Monitoring Controls 

The LYPHOCHEKfamily ofTDM Controls makes 
Bio-Rad the single source for complete therap eutic 
drug monitoring. Each control provides accurate 
and precise validation fo r assays of drug families 
most often encountered in the laboratory. Designed 
for both manual and automated methodologies, the 
LYPHOCHEK controls are versatile and economical. 

Therapeutic Drug Monitoring 
Control 

Whole Blood Control 

Drug Free Serum 

8 /o-Rad 
Laboratories Pty Limited 
(Incorporated in NSW) 

P.O. Box 100-051, Auckland 10, 
New Zealand. 
Telephone: (09) 443 3099 
Toll Free: 0800 805 500 
Facsimile: (09) 443 3097 



ELLCOl/JB 
L A B 0 R A T 0 R y 

SOFTWARE 

Wellconet* - powerful software for sample testing that puts you in 
total control 

There's no problem when it comes to choosing a software system for sample 
testing - it has to be Wellconet if you want power and flex ibility. 

Designed to perform microplate-based ELISA. Haemagglutjnation and 
Quantification assays, it can support up to 70 different diagnostic kits 
simultaneously. 

And there's much more: 

• Interfaces with a range of laboratory instrumentation 

• Pre-configured for all Wellcome Diagnostics microplate assays such as 
HIV 1 +2 ELISA and Wellcosyph haemagglutination 

• Complete flexibility to configure test parameters 
- direction. and number of wells per sample 
- type of control and/or standards 
- calculation steps for cut-off 
- quality control checks 
- equivocal range 

• Powerful patient/donor database 

• Extensive statistical, work-load and graphical routines 
- flexible search criteria 
- positive/negative frequency 
- qualification and analysis 
- Levy Jennings trend plots 

• Data Export/Import to and from external devices 

• Translation into any language 

So take a closer look at Wellconet. And you won't need to look any further. 

•wellconet is a registered trademark of Wellcome Diagnostics Ltd. 

~ 
Wellcome Wellcome New Zealand Ltd· PO Box 22-258 · Otahuhu ·Auckland · NEW ZEALAND· Tel: (09) 276 1877 



ANTIMICROBIAL SUSCEPTIBILITY TESTING 
A system for standardization 

BBL from Becton Dickinson, offering a complete line of products for susceptibility testing, including dispensers 
and the most complete listing of antibiotic and antimicrobial discs. 

BBL Sensi-Discse serve as a convenient method for addition of 
antimicrobial agents to culture media, especially for qualitative 
susceptibil ity testing of mycobacteria and related organisms. 
The discs are added to measured amounts of liquified medium 
in quadrant plates to prepare exact concentrations of the anti­
microbial agent in solidified agar. Following innoculation with 
the test organism, growth or no growth will occur, depending 
on whether the organism Is resistant or susceptible to the agent 
and concentration used in the quadrant. 

The self-tamping 6 and 8 place dispensers are designed for 1 OOmm style plates. 
Either dispenser can be used for susceptibility testing or for the presumptive 
identification of aneroblc bacilli using Sensi-Disc antimicrobial discs. 
They dispense and tamp discs onto the agar surface, eliminating the need for 
tamping with forceps. The units are less than 20cm high, are provided with a n 
interlocking base, cover and reusable indicator dessicant container. The u nit: fits 
readily between shelves in the refrigerator 

Zone Size Interpretation 
Measure zone sizes with a ruler, calipers or template provided to the nearest whole millimetre. 
End-point is the limit of the area showing no obvious growth. Report susceptible, intermediate 
or resistant using standard tables provided. (6-disc test shown) 

ENRICHMENTS 
lsovitalexe Enrichment, is a chemically defined 
supplement used as an additive to media for isol­
ation and cultivation of nutritionally fastidious 
microorganisms. 
Cat. No. BBL 11876 5 x 10m! 

Cefinase Discs are intended for use In rapid 
testing of isolated colonies of Neisseria 
gonorrhoeae, Staphylococcus spp., 
Haemophilus influenzae and anaerobic 
bacteria for the production of 8-iactamase. 
Cat. No. BBL 31650 Vial of 50 discs 

Penicillinase is a purified, nontoxic, clear enzyme 
preparation used to neutralize penicillin and permit 
growth of organisms ordinarily inhibited by the anti­
biotic. 
Cat.No. BBL 11897 20mls 

Coagulase Rabbit Plasma is used in qualitative 
procedures to determine the pathogenicity of 
staphylococci. Plasma with EDT A is used in the 
same way. 
Cat. No. BBL 40658 
Cat. No. BBL 40659 
Cat. No. BBL 40661 
Cat. No. BBL 40826 
Cat. No. BBL 40827 

(Sod.citrate) 10 x 1ml reconstitutes to 3 m I 
(Sod.citrate) 10 x 2.5ml reconstitutes to 7 _sml 
(Sod.citrate) 10 x 5ml reconstitutes to 15m I 
(EDTA) 10 x 5ml reconstitutes to 15ml 
(EDTA) 10 x 1ml reconstitutes to 3ml 

CVNT Inhibitor is an antibiotic mixture of vanco­
mycin, colistin, nystatin and trimethoprim which 
is incorporated Into culture media to permit the 
selective isolation of Neisseria gonorrhoeae and 
N.meningitidis by increasing the selectivity of the 
Isolation media. 
Cat. No. BBL 12408 10 x 10m! 

For prices, brochures, orders contact: 
AUCKLAND 

Private Bag Northcote 
Ph: (09) 418·3039 
FllX (09) 418-0729 

WELLINGTON 
P.O. Box 31-044 

Ph: 0800 807 806 
FllX: (04) 897-240 

CHRISTCHURCH 
P.O. Box 1813 

Ph: 0800 806 974 
FllX: (03) 663-647 

Biolab Scientific 
a division of Salmond Smith Biolab 
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BM-Test Colon Albumin:· 
quick, easy, specific and clean! 

Simple two-step test. Insert test 
strip in stool application sli de 
and add developer solution . No 
further attention required. 

BOEHRINGER 
MANNHEIM 

NEW ZEALAND 

Physician 
+- medecm 

- r/ "' I 

Boehringer Mannheim NZ Limited 
1 Te Apunga Place 
P.O. Box 62-089, 
Auckland. 

BM-Test Colon Albumin is t II e f 
immunochemical test str i r=> f or 
colon diagnosis combini n ~ s irr 
pli city of use with exact rE3 ~ u Its 
Due to its high specificity c::::l i eta 
interference (e. g. w ith vit E31.. r-r-1 in 1 

meat etc.) is eliminated . T ...--,_ .a.t i ~ 
why no dietary restri ct ion~ f or 
patients are necessary. N c:::> h a n 
ling of feces in the labora1:: c:::::> r y o 
additional apparatus requ - ..-E3d . 

The result can be read any 
between 5 and 15 minute !S> 
will be a definite yes or no _ 

-t: ime 
a.nd 


