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EDITORIAL 
Medical Laboratory Technol~gy - A Regulated Profession? 

In 1972 the Medical Auxiliaries Act 1966 was amended to include 
medical laboratory technologists. Since then those w ho practise 
medical laboratory technology and use the title medical laboratory 
technologist must be registered by the Medical Laboratory 
Technologists Board (MLTB) and hold an annual licence. 

In 1996 the M inistry of Health (MOH) undertook a review of 
this regulation along wi th other health occupation regulations. The 
NZIMLS was asked to discuss a number of issues with the MOH and 
to make a w ri tten submission on the following. 
1) Should Medical Laboratory Technologists (MLTS) be regulated' 
2) If so what form should this regulation take. Should it be 

licensing, certification or registration? 
3) Could the Medical Practitioners Act 1995, act as a model for 

regulation o f MLTs should regulation remain? 
The NZIMLS submitted a response to these questions and in 

November 1996 the MOH published a draf t report t itled " Review of 
the Arrangements for Licensing Podiatrists, Medical Radiation 
Technologists and Medical Laboratory Technologists." 

Some of the main points in the draft report are discussed 
below. 

1. The need for regulation. 
The question asked was: "Would the absence of statutory regulation 
for medical laboratory technologists result in significant harm to 
consumers or significantly endanger public health and safety'" 

The Minist ry supported regulation for podiatrists and Medical 
Radiation Technologists (MRTs} because they deal directly .w ith the 
public and may cause harm by using ionising radiat ion in the case of 
MRTs and infection or reaction to anaesthetics in t he case of 
podiatrists. However, they sta ted that " In comparison to MRTs and 
podiatrists the risks posed by the work of M LTs is not great. " They 
then presented arguments for and against the continued regulation 
o f MLTs. 

A response was made to the draft report, in particular to the 
arguments against regulation for M LTs The main points are 
summarised below w ith the statements in italics being the ministry's 
arguments and the NZIIVILS response in normal type. 
a) "Generally MLTs do not interface directly with the public The risk to 

the public comes, from the medical practitioner who requests the 
laboratory test and w ho may give incorrect treatment rather than 
the direct action of the M LT" 

We have explained that medical practit ioners act on our 
results, they rely on them to be correct and in some instances 
immediate action is necessitated by t he results, for example results on 
CSF and blood gas results to name two. The obvious example of 
incompatible blood transfusion causing direct harm has already been 
made. 
b) "Employers currently take responsibility for ensuring quality of their 

labora tory tests and there is no evidence to suggest that without 
regulation employers will employ unqualif ied incompetent 
persons." 

We have countered that if there is no regulation there is no 
guarantee that an unscrupulous employer will no t emerge, or that 
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w ith current commercial pressures employers w il l not be tempted to 
reduce costs by employing unskilled labour. Employers do not always 
have the ability to decide who is competent. The MLTB has the ability 
to do this and has buil t up expertise in th is area particularly in 
assessing overseas quali fications. 
c) "There is little overseas evidence of reduced consumer safety where 

MLTs are not regulated" 
This is true but may be because most countries w hich are 

similar to New Zealand ie. Canada, Britain and the USA have 
regulat ion. Austra lia does not but is proceeding towards regulation. 
d) "The NZIMLS could maintain standards without the need for 

regulation. " 
We have replied that the NZIMLS is a pro fessional society 

whose prime purpose is to benefit its members to whom it is 
accountable. The MLTB is there for the protection of the public and is 
accountable to the Minister of Health. The NZIMLS does not have the 
resources to monitor the BMLS courses or continuing competency, 
which are most important functions of the MLTB, ensuring that MLTs 
receive appropriate training. Most importantly the NZIMLS has no 
statutory power and practi tioners of medical labora tory technology 
do not have to belong to it. Therefore maintaining standards would 
be voluntary. 

2. W hat form of regulation should we have? 

Currently we are subject to a licensing regime, 1/vhich means that only 
those who have obtained a licence after meeting certain standards 
prescribed by the MLTB, are able to legally practice medical laboratory 
technology. Medical laboratory technology is defined in the act and 
w e have exclusive rights to the title " medical laboratory 
technologist." 

The Ministry suggests that the Medical Auxiliaries Act be 
amended so that MLTs are subject to a certification regime (they 
recommend the same for podiatrists and MRTs) This means that a 
person must reach a certain standard to be certi fied and rest ricts the 
use of the title MLT to those w ho are certifi ed. It removes the need 

for defining medical laboratory technology an.d does not restrict t he 
right of others to practise medical laboratory technology 

The Minist ry think that t his would ensure. that unqualif ied 
people do not practice medical laboratory technology. 

The NZIMLS is not convinced o f t his argument and st ill 
supports licensing. We have also asked f or a name change to 
medical laboratory science and for protection of the titles IVledical 
Laboratory Technologist and Medical Laboratory Scientist. 

3. The Medical Practitioners Act 1995 as a model for regulation 
legislation. 

The NZIM LS agrees that the Medical Practitioners Act 1995 would be 
a suitable model for the regulation of medical labora tory scientists. 

The main changes to the current regulations w ould be: 
a) Competence. 

Revised legislation would provide for review1ng IVILTs 



competence. The MLTB is already piloting a continuing 
competency programme, the MOLS programme. 

b) Discipline 

Reg ist ration and discipline w hich are currently both carried out 
by the MLTB would be separate . The MLTB wou ld have a 
registration function, w hile discipl ine wou ld be f irst 
invest igated by a complaints assessment committee then 
prosecuted before a disciplinary tribu nal. The MLTB and the 
disciplinary tribunal would have reg istered MLT and lay 
representation. The disciplinary tri bunal would have legal 
representation and it wou ld have much w ider powers than the 
MLTB has at present, including the abil ity to remove people 
from the reg ister, impose a fine, or impose supervision or 
cond it ions for practise. 

c) Structure of the Board 

The Board would be more independent, able to set its own 
fees, determine its own procedures and manage its own 
affairs. It has been recommended that Boards become bodies 
corporate providing more flexibi lity in the management of their 
business. However, this does mean an increased exposure to 
financial risk. 

The Ministry is revising the draft report on the review of the 
regulation of podiatrists, MRTs and MLTS. The revised report 
w ill be w idely circulated asking for more comment then a final 
report wi ll be put to the government. 
It is expected that the issue of regu lation and the new Act w ill 
be completed by the end of 1997. 
I believe that t he regulat ion of medica l laboratory 
technolog ists shou ld remain, so that th e standard of medica l 
l a borato ~y technology remains high in New Zea land and t he 
public are assured of a safe service. 

The Counci l w ill keep you informed of further developments. 
1 . Registration: Requires all practitioners to be on a reg ister. 

Does not requ ire a qual ification. 
Certification: Practitioners must reach a set standard and 

have exclusive right to a particular title. Does 
not restrict the right of others to carry out the 

Licensing: 

Shirley Gainsford 

occupation. 
Restricts the practice of an occupation to those 
who hold a licence. Must meet prescribed 
standard to gain a licence. 
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Paroxysmal Nocturnal Haemoglobinuria- A Review 

Andrea Lun, BMLS student, Chris Kendrick, MNZIMLS, Lecturer - Massey University, Palmerston North 

Paroxysmal nocturnal haemoglobinuria (PNH), formerly known as 
Machiafava-Michaelis syndrome," is a rare acquired defect of marrow 
stem cells which produces an abnormality of the red cell membrane. 
This renders it sensitive to lysis by complement causing chronic 
intravascular haemolysis6 PNE is estimated to affect 1/500,0001". 

Genetic Defect 
The defect lies in the phosphatidyl inositol glycan'• (PIG) anchor which 
attaches 15 or more proteins to the red cell membrane". These 
proteins include: 

1 . complement defence proteins - eg. decay accelerating factor 
(OAF or CD55), homologous restriction factor (HRF or C8bp), 
membrane inhibitor of reactive lysis (MIRL or CD59) 

2. receptors- eg. Fe gamma receptor Ill (CD16) and 
lipopolysaccharide receptor (CD 14) 

3 . enzymes- eg. acetylcholinesterase, neutrophil alkaline 
phosphatase (NAP), ectonucleotidase 

4 . proteins of unknown function 
About 10 genes are involved in PIG anchor biosynthesis but in 

PNH patients studies so far, all show somatic mutation in the pig-A 

gene14 which has been mapped to the X chromosome (Xp22.1 )26
·'·'
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Yamada eta! studied Japanese patients with PNH and discovered 
t here is no mutation hotspot in this gene ie. the mutations are 

entirely random and include single base changes through to frame 
shift mutations. Pramoonjago studied Thai patients with PNH and 

discovered the type of mutation varies between ethnic groups. In 
Thai patients, multiple base deletions are more common than in 
British and Japanese patients where the latter tend to have more 
substitutions. By 1995, 84 mutations had been identified in 72 
patients'6 Two other genes, pig-h and pig-f, (position unknown) can 
also contribute to PNH but these are autosomes and require defects 
in both alleles to produce the disease26

. This form of PNH is rare. The 
cause of the pig-A gene mutation is unknown. 

Gene defects have been shown to produce two populations 

of red cells, one sensitive to lysis and a normal population. The cells 
can be classified as: 

Type I which have normal sensitivity 
Type II with medium sensitivity ie. 3-5 times more sensitive than 

normal cells 
Type Ill very sensitive with 1 0- 15 times more sensitivity than 

normal•. 

It has been suggested that the two populations are derived 
from a single BFU-E". However, some patients develop two clones of 
PNH cel ls a resu lt of two different mutations' . Evidence that the PNH 
defect is expressed at the pluripotent haemopoietic stem cell is 
supported by the findings of Dessypris eta! who found PNH CFU-M 
express increased complement sensitivity as seen in PNH red cells. 
The question of how the PNH clone can dominate so much has been 
asked. Bessler suggests that since PNH does not possess invasive 

neoplastic features, the PNH clone must have a growth or survival 
advantage where normal haemopoiesis is decreased. Yamada states 
that the PNH clone expansion stabilises in the early stages of the 
disease and this expansion is not determined by the mutation in the 
pig-A gene but by other factors ie. some selective mechanism where 

normal haemopoietic cells are suppressed whi le the PNH clone 
expands. 

PNH also affects granulocytes, platelets and lymphocyte• cell 
lines supporting the theory that the defect originates in the bone 
marrow resident stem cell. 

Clinical Features 
There are four basic components to PNHs pathophysiology• 

1 . Hyperhaemolysis 
2. Bone marrow (BM) failure 
3. Infection 
4. Thrombosis 

PNH patients are classified as having either a haemolytic form, 
where red cell destruction dominates the clinical picture, or an 
aplastic form where pancytopenia and its consequences are the main 
findings9 Increased haemolysis is due mainly to the deficiency in 
complement defence proteins ie. OAF, which accelerates t he rate of 
destruction of erythrocyte-bound C3 convertase, HRF (which inhibits 
complement-mediated membrane channel expression) and MIRL 
(which regulates the assembly of polymerised C9 in the membrane 
attack complex)6

'
6

. CD 59 (MIRL) is of great importance accounting for 
most of the lysis and may be responsible for thrombosis as absence of 
CD59 on platelets leads to a hypercoaguable state'•. 

Infect ion is due to the qualitative and quantitative 
abnormalities of the neutrophils9 There is a deficiency of Fe gamma 
receptor Ill on PNH phagocytic cells causrng an increase in the number 
of circulating immune complexes and susceptibility to bacterial 
infections'•. 

Absence of urokinase plasminogen activator receptor (UPAR) 
on monocytes leads to more stable clots'6 As a result, monocytes 
cannot bind urokinase which activates plasminogen to plasmin and 
cleaves the f ibrin in clots. Ronne found that uPAR is elevated in the 
plasma of PNH patients but is deficient on affected monocytes and 
granulocytes. The binding of pro-uPA to uPAR in the plasma may 
interfere with binding of pro-uPA to cell-bound uPAR leading to 
inhibited cell associated plasmin generation and fibrinolysis. Venous 
thrombosis is also attributed to increased platelet activity. In PNH, 
platelets are abnormally sensit ive to activated complement fragments 
which cause platelet aggregation. This may be induced by ADP 
released from lysed red cells'6 Some patients may develop Budd­
Chiari syndrome, a severe condition where progressive, diffuse 
hepatic vein thrombi develop"- Thrombi also occur in other unusual 
places including the abdomen and cerebrum. Magnetic resonance 
imaging (MRI) can be used to diagnose and differentiate acute 
haemolytic attacks from abdominal venous thrombi which are very 
serious and often life threatening'0 

Other clinical features include haemoglobinuria although it is 
only seen in a minority of cases; renal function abnormalities where 
the kidneys are enlarged with cortical infarcts, cortical thinning and 
papillary necrosis; and neurological problems due to small venous 
occlusions" . In women, one third of pregnancies are successful but 
abortion and venous thromboembolism are common. Life­
threatening complications are rare" . 

Patient history in examples of PNH show few commonal ities 



suggesting a cause for the malignant phenotype. Patients are not 
exposed to ionising radiation although some have developed the 
disease following chloramphenicol induced aplastic anaemia '6 

Laboratory Diagnosis 
The two most commonly used diagnostic tests are Ham's test and the 
sucrose lysis test. However, these are qualitative tests and cannot 
distin guish t he phenotypes of PNH erythrocytes or determine their 
proportions. The complement lys is sensit ivity (CLS) test developed in 
1966 by Rosse and Dacie was able to do this but it is not used 
routinely for diagnosis. Other methods for PNH diagnosis and 
distinguishing phenotype have been sought including the use of flow 
cytometry (FC) and monoclonal antibodies (mAb). The measurement 
of DAF has been investigated using flow cytometry" and by ELISA 
using anti-DAF antibodies"- Schubert describes immunophenotyping 
of PNH ce lls using mAb against CD48, CDSS and CD 59 on 
leukocytes. This may be a more superior method than conventional 
laboratory tests especia lly in differentiating PNH and aplastic anaemia. 
Today some laboratories are using FC and mAbs aga inst CD59, CD 16 
and CD14 as well as conventional tests. 

By114 is a specific mAb for the 90kD component of CD66 
found on neutrophils"- It is a valuable marker for detecting PNH 
before the Ham's test becomes positive. So far, it has proved to be a 
more sensitive detector of deficient PIG-anchored proteins than other 
mAbs. It can also distinguish between PNH and AA. 

Schichish ima eta/ compared the CLS test and two-colour FC 
using mAb to DAF and CD 59. The two methods correlated well and 
indicated that two-colour FC is a method equa l or superior to 
standard tests. 

In patients undergoing bone marrow transplantation, the 
detection of PIG-anchored proteins using mAb aga inst monocyti c CD 
14 and CD 16 (found on granulocytes, NK ce lls and macrophages) is 
preferred over Ham's test as the results are often conflicting if the 
patient has had repeated blood transfusions". 

Ronne reported uPA is elevated in PNH but further research is 
needed to determine the significance. A decrease in serum 
haptoglobin in PNH patients correlates with decreased haemoglobin 
levels. Th is may help in the initial diagnosis and with evaluation of the 
severity and prognosis of PNH'. 

Association with other Haematological 
Malignancies 
PNH has been associated with aplastic anaemia (AA), 
myeloproliferative syndromes (MPS) and acute leukaemia9 The link 
with AA is particularly close as they have similar findings of moderate 
to severe pancytopenia, decreased number of white cells and 
platelets without increased peripheral destruction9 By using 
immunophenotyping techniques, it has been shown that a large 
proportion of AA patients have cells deficient in PIG anchored 
proteins30 In one German study, 22/40 patients with PNH had AA' 0 

It has been estimated that 58% of patients with PNH develop AA 
(1995)30 compared to the figure of 15% stated by Bowlen in 1989. It 
has been reported that t he evolution of PNH in AA patients treated 
with immunosuppressive. therapy (antithymocyte globulin and 
cyclosporin) is as high as 10-13% '6 There is epidemiological evidence 
of increased prevalence of PNH in areas w here acqui red AA is 
f requent eg. Thai land'·". Bowlen reported that half of PNH patients 
have marrow aplasia at some stage of the disease. 

PNH and myelodysplastic syndrome (MDS) has also been 
investigated . Longo followed the case of a patient with PN H who 
developed MDS and found MDS arose from within the PNH clone. 
He regarded PNH as a pre-leukaemic lesion. However, in a case 
described by van Kamp'', MDS did not arise from a PNH clone but 

was a separate clone from injured marrow. This patient's abnormal 
red cells disappeared with the onset of MDS. 

2-3% of PNH patients progress to develop AM '"- According 
to Longo occurrence of leukaemia in a patient w ith previous PNH 
cou ld be due to either the pat ient's marrow being generally prone to 
somatic mutation or to the PNH cel l population having an increased 
ri sk of leukaemogenesis. 

Treatment & Therapies 
Treatment for PNH is supportive. Bowlen lists these as: 

1. dextran to decrease haemolysis 
2. androgens to combat anaemia 
3. anticoagu lants to avoid thrombosis 
4. steroids to suppress haemolysis 
5. blood transfusions 
6. bone marrow transplantation (BMT) 

Luzzatto also suggests iron for anaemia due to recurrent 
haemolysis, iron chelation in cases of iron overload due to repeated 
blood transfusions, and other drugs to limit complement activation 
and/or stimulating haemopoiesis and splenectomy (a lthough surgery 
is not recommended due to thrombotic complications)"-

lf blood transfusions are to be given, the blood should be 
fi ltered or the red cells washed to min imise white ce ll and platelet 
alloimmun isation and subsequent immune transfusion reactions. 

BMT is a possible cure for PNH' . Myeloablative cond itioning 
using BUS (busu lphan) or FTBI (fractionated total body irradiation) is 
advantageous for BMT in PNH'. Perez-Oteyza eta/ described a case 
where a 20-year-old male was successfu lly treated for BM failure with 
an al logeneic BMT (from a sibling) using leukocyte depleted blood & 
blood products. 

Autologous BMT may be possible if subpopulations of stem 
ce lls exist w hich express DAF and CD59. These normal ce lls (C D34+, 
CD38-, DAF+, CD59+) are capable of self-renewal and could possibly 
be used in autologous BMT fol lowing the erad ica tion of CD34+, 
CD38-, DAF-, CD59- cel ls. 

Experimental therapies include prolonging the life span of 
PNH erythrocytes by incorporating DAF into the ce lls" . The mean red 
cell life span (MRLS) was 13.6 days before DAF- incorporation but 
extended to 30.9 days after OAF-incorporation. The researchers 
concluded that DAF could partially cure the shortened red cell life 
span but correlation of other membrane defects might be required 
for complete amelioration. 

Okada" described treatment with purified 20kD HRF (HRF20) 
plus DAF may provide resistance to lysis by homologous complement. 
Since HRF20 has been cloned, the possibility of using recombinant 
HRF20 exists. 
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Bayer essay prize 

Bayer NZ Ltd. th is year provided a cash prize for the best review of 
"Paroxysmal Nocturnal Haemoglobinuria" by students undertaking 
Haematology as an elective in the fourth year of the Massey 
University BMLS degree. This was t he first year t hat this prize has 
been offered and was contested by a small number of presentations 
of a high standard. The essay took t he form of a review of the recent 
li terature and was restricted to approx 1 500 words. The reviews were 
graded by Chris Kendrick from Massey University and Cindy Lincoln 
from Auckland Healthcare Ltd. 
The w inner of the compet ition was Andrea Lun w ho completed her 
placement in the Haematology laboratory of Canterbury Health Ltd in 
the f irst semester of 1996. Congratulations Andrea and best wishes 

for your career. My t hanks go to Cindy, Joanne Paton and Bayer NZ 
Ltd for their help and support. 
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Abstract 
Aims. To report on Enterobacteriaceae producing extended-spectrum 
beta-lactamases (ESBLs) giving misleading in vitro susceptibi lity results. 
Methods. Isolates of Escherichia coli and Klebsiella species recovered 
from blood cult ures in the fi rst six-months of 1994 from f ive major 
hospitals in the Auckland region were tested for the presence of 
ESBLs. To detect t ransferable resistance, ESBL-posit ive isolates were 
subjected to conjugation experiments. Prospectively, E. coli and 
Klebsiella spp. isolates from Auckland and Green Lane Hospitals were 
monitored for t he presence of ESBLs. Clinical details of patients w ith 
isolates producing ESBLs were recorded . 
Results. ESBLs were present in 3 of 152 f. coli, but none of 20 
Klebsiella spp.blood culture isolates tested retrospectively. 
Transferable resistance was demonstrated in two of the three E. coli 
tested. Prospect ive test ing detected four E. coli and th ree Klebsiella 
oxytoca isolates w ith ESBLS, giving a total of 10 patients w ith such 
isolates since January 1994. On rou ti ne breakpoint susceptibil ity 
testing for third generation cephalosporins, many isolates appeared 
susceptible to ceftriaxone (5), ceftazidime (6) and aztreonam (6). 
Three tested susceptible to both ceftriaxone and ceftazidime, and two 
tested susceptible to all three agents. In two patients, both of whom 
were neutropenic, death resulted from overw helming sepsis ca used 
by isolates producing ESBLs. 
Conclusion. 
Enterobacteriaceae producing ESBLs have emerged in Auckland. In 
two E. coli isolates resistance was t ransferable, making them the f irst 
such reported strains in New Zea land. Extensive use of broad­
spectrum cepha losporins applies a selective pressure for the 
emergence of these mutants. ESBL-mediated resistance has important 
implications for prescribing habits, therapy and infection control 
practices. Isolates producing ESBLs may not be detected by standard 
susceptibility testing methods. Procedures specif ica lly designed to 
detect t heir presence should be used in medical laboratories. 

Introduction 
Bacteria cont inue to develop resistance to antimicrobial agents. B­
lactamases, enzymes that bind and destroy B-lactam ant ibiotics, are 
the commonest mechanism for resistance against th is class of 

antimicrobial agents.'·' 
Plasmid mediated B-lactamases, e.g. TEM- I and SHV- 1, 

confer resistance to ampicill in and the f irst generation cephalosporins. 
TEM- I and SHV- I are widespread in Enterobacteriaceae. •·• Third 
generation cephalosporins are not degraded by these enzymes but in 
some strains, the genes encoding TEM- I and SHV- I B-lactamases 
have undergone point mutations. These mutat ions have led to key 
amino-acid changes at t he act ive sites of these enzymes resultin g in 
an increased hydrolytic spectrum wh ich includes both third 
generation cephalosporin s and monobactams, e.g. aztreonam-' TEM 
and SHV deri ved extended spect ru m B-lactamases (ES BLs) are usually 

transferab le plasmid mediated enzymes which are inhi bited by 
clavu lanic acid . ESBLs have little effect on cephamycins, e.g. cefoxitin 
or ca rbapenems, e.g. imipenem.' 

Since t heir f irst recognition in 1982 ESBLs have now been 
ident ified in all conti nents. ' This paper presents the results of 
retrospective and prospective studies to detect ES BL-producing 
members of the Enterobacteriaceae, particularly Escherichia coli and 

Klebsiella spp., from patients in Auckland Healthcare. 

Methods 
Ret rospective study. In July 1994 laboratories from f ive Auckland 
Hospitals provided blood culture isolates of E coli and Klebsiella spp. 
from the previous six month period . Participat ing hospita ls were 
Green Lane-National Women's (GLH), M iddlemore (MM H), North 
Shore (NSH), Auckland (AKH) and Auckland Children's 'Starsh ip' 
(AC H) hospitals. Isolates were screened for ESBLs on agar plates 
contain ing I mg/L of ceftazidime (CAZ), ceftriaxone (CTO) or 
cefotaxime (CFT) Isolates w hich grew at th is concentrat ion for any of 
these antibiot ics had minimum inhibitory concentrations (MICS) 
performed by the NCC LS broth microd ilut ion method' for ceftazidime 
(CAZ), ceftazidime + clavu lan ic acid (CAZ+C LAV), ceft riaxone (CTO), 
ceftriaxone + clavulan ic acid (CTO+CLAV), cefotaxime (CFT) and 
cefotaxime + clavu lanic acid (CFT +C LAV). Reduced susceptibi lity to at 
least one of the thi rd generation cephalosporins along w ith 
demonstration of synergism w ith clavulanic acid was considered 
confirmation of ESBL-production. 
Resistance transfer. Successful t ransfer of ES BL-mediated res istance 
from isolates producing ESBL (donors) to E. coli J62- 1 or E. coli J53- 1 
(recipient st rain s) was taken to indicate plasmid-mediated res istance. ' 
Prospective study. Between September 1994 and July 1995 all 
blood cu ltu re isolates of E. coli and Klebsiella spp. from patients at 
AKH and ACH were tested for ESBL-production by the double disk 
synergy test•· Isolates from other specimens were tested only 1f they 
had reduced susceptibi lity to CTO, CAZ, amikacin or gentamicin, in 
rout ine break point testing. ' 

Between August 1995 and January 1996 E. coli and Klebsiella 
spp. isolated from all sites from patients in AKH and ACH were 
screened for ESBL by inocu lation onto plates containing I mg/L of CAZ 
and CTO. Isolates grow ing at these screening concentrations were 
f urther tested using double disk synergy test to confirm ESBL­
production6 Between March 1995 and January 1996 blood culture 

isolates of E. coli and Klebsiella spp. f rom patients in GLH were tested 
for ESBL by the double disk synergy test. •·' 

Results 
Source, t ime f rame and distri bution of E. coli and Klebsiella spp. 

isolates tested during retrospect ive and prospective studies are 
summari sed in Table 1. 
Retrospective study. A total of 191 E.coli and 44 Klebsiella spp. 

isolates were submitted. A number had died, leaving 152 E. coli and 
20 Klebsiella spp. ava ilab le for testing. The number of E. coli and 
Klebsiella spp. iso lates respectively from the fi ve hospitals were AC H, 
8 and 0; AKH, 80 and 9; GLH, 8 and 2; M MH, 45 and 6; and NSH, I I 
and 3. Screening detected three E. coli isolates with ESBLS. No 
Klebsiella isolate possessed ESB L. MICs of ceftazidime, ceftriaxone 
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and cefotaxime with and w ithout 2mg/L of clavulanic acid to the 
three E. coli isolates are shown in Table 2. The addition of 2mg/L of 
clavulanic acid resu lted in ;::>:64 fold reduction in t he MIC of at least 
one of the antibiotics tested, demonstrating clavulanic acid­
susceptible ESBL production. 

Table 1. Isolates tested for ESBL production 

Hospital Time period Source E.co/i Klebsiella Total 
spp 

Five hosp1tals* Jan 94-July 94 blood 1S2 20 172 

APH and ACH Sept 94-July 95 blood 154 45 199 

APH and ACH Aug 95-Jan 96 all s1tes 931 139 1070 

GLH March 95-Jan96 blood 11 14 

Total 1248 207 1455 

* AKH, ACH, GLH, MMH, NSH 

Table 2. MIC (mg/ L) of three E. coli isolates with ESBL 

Isolate CAZ CAZ + CTO CTO + CFT CFT + 
Number CLAV CLAV CLAV 

27 8 50.25 16 50.25 16 05 

233 >128 4 50.2 5 50.2 5 

240 32 50.25 32 50.25 32 50.25 

CAZ = Ceftaz1d1me, CTO=Ceftr~axone, CFT=Cefotax1me, CLAV=2mg/L Clavulamc aod 

Resistance transfer. Plasmid-mediated transferable resistance was 

demonstrated in two of the three ESBL producing E. coli isolates 

tested. Repeated attempts to transfer resistance from the third E. coli 

isolate were unsuccessful. 
Prospective study. At GLH between March 1995 and January 1996 
a tota l of 14 blood cu lture isolates of E. coli and Klebsiella spp. were 
tested for ESBL production. None of these possessed ESBLs. At AKH 
and ACH prospective testing detected 4 E. coli and 3 Klebsiella 
oxytoca isolates producing ESBL-mediated resistance. In the two 
periods where different testing methods and criteria were used, 
September 1994 to July 1995 and August 1995 to January 1996, one 
and six ESBLs were identified respective ly. Thus, from January 1994 to 
January 1996, 1455 isolates of E. coli and Klebsiella spp. in the 
Auckland region were tested and 10 (0. 7%) ESBL producers were 
identified. Two patients had infection or co lonisation w ith these 
organ isms on two separate occasions giving twelve episodes in ten 
patients. 
Routine susceptibility results. Using the NCC LS interpretative 
criteria' all ten isolates were susceptib le to aminog lycosides 
(gentamicin and amikacin), quinolones and imipenem; nine isolates 
were susceptible to cefoxi ti n; all were resistant to amoxycilli n; and 
four isolates were resistant to trimethoprim and tr imethoprim­
sulphamethoxazole. Of t he thi rd generation cepha losporins and 

monobactam tested: five appeared susceptib le to ceftriaxone; six 
appeared susceptible to ceftazidime, six appeared susceptible to 
aztreonam; three appeared susceptible to ceftriaxone and 
ceftazidime; and two appeared susceptible to ceft riaxone, ceftazid ime 
and aztreonam. 
Patient Details. Clinica l deta ils and outcomes of the ten patients 
w ith these isolates are summarised in Table 3. Sources were blood, 
urine, trachea l aspi rate and a pancreatic drain . In two patients w ith 
underlying haematolog ica l disorder, ESBL-producing E. coli isolates 
caused fata l neutropenic sepsis. The duration of hospita lisation before 
the isolat ion of ESBLs ranged between 2 to 8 weeks for nine of the 
ten patients. In one patient, however, the isolate was recovered 
within 72 hours of hospitalisation. 

Discussion 
Emergence, spread and increasing preva lence of ESBL-producing 
Enterobacteriaceae has been recognised world-wide over the past 
decade '. The ability of these enzymes to hydrolyse the th ird 
generation cephalosporins limits the therapeutic efficacy of these 
otherwise useful agents in treating infections caused by this group of 
bacteria. 

Detection of three E. coli isolates producing ESBLs during our 
initial retrospective survey encouraged us to incorporate additiona l 
testing methods, specifical ly designed to detect ESBLs, into our 
routine protocol at APH, AC H and GLH . During the initial one and a 
ha lf years of testing at APH and ACH, i.e. , retrospective and initia l 
period of prospective test ing, four ESBL-producing stra ins were 
identified. However, a further six ESBL producers were identified in 
the following six months. Although this increase cou ld partly be 
exp lained by our altered testing methods, there appears to be an 
increasing prevalence of t hese isolates. 

In New Zea land different ESBLs have been reported in the 
South Island. Smith et al. reported seven ESBL-producing Klebsiella 
oxytoca isolates from Dunedin and Christchurch 8 For t hese isolates, 
however, res istance transfer experiments were unsuccessful and the 
resistance genes were thought to be chromosomal 8 Among our 
isolates, plasmid-mediated resistance was demonstrated in two of 
three E. coli stra ins tested, making them the f irst such strains reported 
in New Zea land. In our third isolate the resistance genes were 
probably chromosomal. The remaining seven isolates were not tested 
for transferable resistance. 

On routine breakpoint susceptibility testing, using NCCLS 
interpretative criteria ,' five isolates would have been reported as 
susceptible to ceftriaxone; six to ceftazidime; six to aztreonam; three 
to ceftriaxone and ceftazidime; and two to all three of these drugs. 
These false susceptibility results are due to low-level expression of the 
mutant enzymes• This low level resistance is, however, clinica lly 
important because it results in therapeutic failures.' 0 It is 
recommended that ESBL producers be reported resistant to all third 
generation cephalosporins irrespective of their apparent susceptibility 
results.' 

The need to detect ESBL production has led to the 
introduction of various novel supplemental methods of testing. 
Double-disk synergy testing, Vitek automated panels, and special E­
test strips all rely on demonstrating synergy between th ird generation 
cepha losporins and clavulanic acid to detect the presence of ESBLs.' 
We have found initial screening to detect th is low-level resistance 
using 1 mg/L CTO and CAZ fol lowed by double-disk synergy testing of 
iso lates a simple, effective approach. 

Genes encod ing resistance to other antimicrobial agents, 
especially aminoglycosides and trimethoprim-sulphamethoxazole, are 
often present on plasmids encoding ESBL production . Therefore 
finding aminog lycoside resistance in E. coli or Klebsiella spp. has been 
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Table 3. Details of patients with isolates producing ESBLs 

No. Age, Underlying Therapy 4 weeks Organism Source Clinical Therapy Outcome 
Sex Condition(s) of ESBL isolation relevance 

41 yrs AML *, allogen1c bone Ceftazid1me E. coli Blood Gram-negat1ve Ceftaz1dime then Death due to 
M marrow transplant sepsis. Neutropenic 1m1penem sepsis 

enterocolitiS 

6 mths SCIDt, haplo1dent1cal Ccfurox1me E.co/1 Blood Central line seps1s Amoxycillin, ceftaz1d1me Recovered 
M bone marrow transplant 

Ceftaz1d1me, amoxyclllm E.co/1 Urine, x 4 Colomser (bladder Cefaclor for chest 1nfect1on Well 
stab - negative) 

3 63 yrs Burk1tt's lymphoma N1l Ecolt Blood Neutropenic seps1s Gentam1c1n, amoxyclllm- Recovered 
M clavulan1c aod 

Gentam1c1n, amoxyollin- Ecolt Blood Sept1c shock P1peraclllin, flucloxaollin Death due to 
clavulan1c aod, cefp1rome, then ceftnaxone, sepsis 
metromdazole metronidazole 

4 44 yrs Hepatic f1bros1s . Pnmary Ceftaz1d1me, 1m1penem, E. colt Tracheal Colon1ser Ceftaz1d1me Death, unrelated 
M myeloprol1ferat1ve d1sorder cefurox1me asp1rate to 1nfect1on 

5 2 mths Prematunty Nil K oxytoca Unne um Gentam1on, ceftaz1d1me Recovered 
F 

6 2 mths Repa1red congenital Amoxyci ll1n -clavulan1c K. oxytoca Wound Colon1ser None Well 
M lumbar ac1d 

myelomeningocoele 

7 80 yrs Dementia, Cefurox1me, amoxyollm- K. oxytoca Unne UTI Tnmethoprim Recovered 
F malnourishment, clavulanic ac1d 

recurrent UTI 

8 86 yrs AF§, on warfann. Rectal Nil E. coli Blood Trans1ent Amoxyc1llin-clavulan1c Recovered 
F bleedmg bacteremia aod 

9 74 yrs CVA" Caronoma colon Amoxyc1111n-clavulanlc E. colt Unne UTI Norfloxac1n Recovered 
F recurrence ac1d 

10 70 yrs Acute necrot1s1ng lm1penem, amoxyclllln, E coli PancreatiC Abdom1nal seps1s Cefurox1me, then Recovered 
F pancreat1t1s cefox1t1n dra1n amoxyc1lim, gentam1c1n, 

metromdazole 

·Acute myetord teukaemra, t Severe combmed rmmunodefroency, ~ Unnary tract mfectron. §Atnal frbt~llatron. cerebrovascular acodent 

used as a marker to alert the laboratory to employ additional testing. 
All our isolates, however, were susceptible to gentamicin and 
amikacin. Traditionally ESBL enzymes do not confer resistance to 
cephamycins, e.g. cefoxitin, but one of our isolates was resistant to 
cefoxitin . Resistance to both third-generation cephalosporins and 
cefoxitin , mediated by other B-lactamases, e.g .. CMY-1, MIR-1, or 
porin deficiency has been reported "·" 

ESBL production limits the choices for treatment of infections 
caused by these strains as does the frequent co-existence of genes 
encod ing resistance to other antimicrobials on the same plasmid. 
Although B-lactam-inhibitor combinations and cephamycins are 
stable to these enzymes in vitro, their effi cacy in vivo is 
controversial-'·" On the other hand ca rbapenems, e.g. imipenem, are 
stable to these enzymes in vitro and are clinical ly effective aga inst 

these organ isms. 

All ten patients w ith ESBL isolates were from AKH Cind ACH. 
One patient had just returned from Austra lia after a bone marrow 
transplant, suggesting acquisition overseas. Among the 12 episodes 
where ESBL-producers were isolated there were eight episodes of 
clinical infection: four bacteremias, three urinary tract infections, and 
one episode of intra-abdominal sepsis. In three of the episodes the 
isolates were thought to be colonisers, and in one the isolate caused 
a t ransient but true bacteremia. In two patients, both w ith underlying 
haematolog ica l disorders, these organ isms ca used fata l septicaemia. 
One patient w ith f. coli bacteremia recovered with ceftazidime 
therapy, but change of central venous line contributed to this 
favourable outcome. The three patients w ith urinary tract infections 
treated with third generation cepha losporins and aminoglycosides or 
other agents were cured . 
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Previous therapy w ith third generation cephalosporins, applies 
selective pressure for the emergence of strains expressing mutant 
enzymes. " Due to co-existence of other resistance genes on the 
same plasmid as ESBL genes, use of antibiotics other than B-lactams 
may also play a role in selection of these organisms. Of our ten 
patients, two had received third generation cephalosporin therapy, 
three had not received any antimicrobial therapy, and five had 
received a combination of B-lactams and other agents. Nine of the 
ten had been in hospita l between 2 to 8 weeks before recovery of 
t heir ESBL isolate. Similar findings have been reported before• and 
extended periods of hospitalisation have been associated with 
outbreaks. '0 Long hospitalisation is often associated with exposure to 
multiple antibiotics and also carries with it the increased risk of 
nosocomial acquisition of resistant strains following breakdown of 
infection control measures. 

In overseas hospitals a number of nosocomial outbreaks have 
been reported due to ESBL producing strains. ' High level usage of 
extended-spectrum cephalosporins was often associated with these 
outbreaks. These were thought to result from the spread of a single 
resistant strain or spread of a plasmid among different species. 
Naumovski et al. reported an outbreak due to ceftazidime resistant K 
pneumoniae and f. coli among paediatric oncology patients who 
received empirical ceftazidime monotherapy for febrile neutropenia. '• 
Molecular studies revealed that all the isolates possessed the same 
plasmid encoding TEM-26 enzyme.'• Because they thought 
ceftazidime therapy exerted selective pressure on emergence of these 
mutant enzymes they changed their protocol to the combination 
therapy of amikacin, azlocillin and nafcill in. No further cases were 
identified over the following 18 month period. Venezia et al. recently 
reported an outbreak in a neonata l intensive ca re unit due to ESBL­
producing Klebsiella oxytoca -" Using DNA typing methods they found 
the majority of infants were colonised by the same strain. Cross­
infection following sporad ic breakdowns in infection control practices 
was thought to play an important role in this outbreak. " At present 
our testing to detect the presence of ESBL is confined to E. coli and 
Klebsiella spp., Although ESBL-producing stra ins have predominantly 
been found in Klebsiella spp., especially Klebsiella pneumoniae, they 
have also been found in E.coli, Serratia marcescens, Enterobacter 
spp., Citrobacter spp , Salmonella spp , and Morganella morganii. It 
has been suggested that it is a reasonable practice to confine 
monitoring for the presence of ESBLs to E. coli and Klebsiella spp. 
isolates when the prevalence of ESBL isolates is low. At present, the 
prevalence of ESBL producers among our isolates is low,< 1%. We 
will, however, have to extend our testing to encompass all 
Enterobacteriaceae if this prevalence increases. 

Conclusion 
The arrival of ESBL producers with their potential to cause outbreaks 
of nosocomial infection serve to remind us of the importance of 
infection control measures to prevent cross-infection within hospitals. 

Judicious use of broad spectrum cephalosporins should help curb the 
selection and spread of these mutants but all antimicrobial agents 
should be used selectively and for the shortest possible duration. 
Fina lly Microbiology laboratories need to employ methods designed 
specif ically identify these isolates. Fai lure to do so will lead to the 
issu ing of clinically misleading susceptibil ity resu lts. 
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Leading Article 

Laboratory Work, Pi petting and Musculoskeletal Ailments 

Marianne G. Bjorksten, Ergonomist, Lie Med, Sc., Department of Occupational and Environmental Medicine, 
University Hospital, S-751 85 Uppsala, Sweden. 

Ejvor Sassarinis Jansson, Registered Physiotherapist, Previa rikshiilsan, Universitetet, 
St Olofsgatan 9, S-753 21 Uppsala, Sweden. 

It is well known among experts and laymen that heavy physical 
load ing can cause musculoskeletal disorders. Outside the world of 
occupational health professionals it is perhaps less well known that 
also light physical loading covariates with ailments and problems 
mainly in the upper part of the body. 

Laboratory technicians who are working with pi petting in 
laboratories are often highly specialized. This may lead to repetitive 
and monotonous work in the sense of repeating the work tasks over 
and over again. in research settings or in routine work. Tasks with so 
ca lled light physical loading in industria l settings are known to have 
an impact on the preva lence of muscu loskeleta l disorders. Several 
factors must be taken into consideration to est imate physica l work 
load; type and design of equipment, level of muscu loskeleta l loading 
and organization of the work. These factors w il l be discussed in the 
article. 

To our knowledge, on ly a few studies have been performed to 
investigate the work situation of the laboratory technicians and the 
prevalence of ailments in shoulders and hands, but the findings are 
concordant. 

During recent decades there has been a change in the design 
of laboratory pipettes, with glass pipettes being replaced in favour of 
plunger-operated pipettes. They are maneuvered by a tangent for one 
or more fingers or the thumb. The handling of these pipettes 
demands a high degree of precision and a considerable amount of 
repetitive movements of the fingers and static work for the muscles 
of the hand, arm and shoulder, which is known to be harmful for the 
muscles, and show covariation with musculoskeletal ailments of 
different kind. 

Fredriksson ' provides a detailed description of the physical 
strain upon the shoulder, arm, hand and fingers when pi petting, in a 
study performed among the laboratory staff at a research department 
in a pharmaceutical company. She calculated the average percentage 
of maximal voluntary capacity (MVC) of the thumb muscles, used 
when depressing the tangent in pipetting for the female subjects. The 
resu lt was compared to acceptable average stress levels for muscles 
and Fredriksson' stated that the level of stra in can be unsuitable high 
for women. She also confirmed that the neck and shoulder muscles 
have to work statically when the head and neck are bent forward 
more t han 30° and the arm is elevated without support for lengthy 
periods. 

Bjorksten et al' performed a study to eva luate the prevalence 
of hand and shoulder ai lments among female laboratory technicians. 
A "nested case control" study in the cohort of subjects was 
performed to study the prevalence in re lation to the "dose" of 
pipetting and in relation to some psychosocia l factors. E.g. those with 
a lower dose were compared with a higher dose. Forty-four percent 
of the technicians reported hand problems, 58% shoulder problems 

and 44% neck problems. A dose of more than 300 hours per year 
(high exposed) was found to be associated with a five-fold increased 
risk of hand ailments. This annua lly high exposed group also had a 
two fold risk of getting shoulder ai lments compared to the annually 
low exposed group (less than 300 hours per year). Based on the 
assumption of 44 work weeks per year, 300 hours per year 
corresponds to 1-2 hours of daily pi petting. There was no difference 
in prevalence of hand (fig.) or shou lder ailments among those low 
exposed and a control group of female state employees in general. 

Shoulder ailments also cova riated w ith psychosocial factors at 
work. Repetitive, monotonous work, in add ition to the direct physica l 
strain, is often experi enced as boring and mentally inactivating, which 
workers interpret as poor "work content." Those of the laboratory 
techn icians w ho characterized their work content to be less 
satisfactory, had an eight-fold risk of report ing shou lder ai lments 
compared to those more sat isfied w ith their work content. 

In a clinical examination performed by Sassarinis Jansson', 
among those reporting hand ailments in the inquiry study, many of 
the laboratory technicians complained about a feeling of weakness in 
their hands. A strength test confirmed that they on a group level had 
a lower hand strength in the dominant hand than a control group. 

Those who were available 4 years later were followed up by 
Sassarin is Jansson•·• and re-examined. The conclusion from that fo llow 
up study was that many of those with earl ier hand problems and sti ll 
pi petting had changed their work organization to a pi petting time 
closer to 300 hours a year. Many also had changed pipettes to 
models better fitting their hands. The hand strength was tested and 
showed lower values for the right (dominant) hand compared to the 
left hand, which indicated a trend with weakening of the hands. 

The conclusion from these studies is that laboratory 
technicians to a rather great extent experience ailments mainly in the 
hand and thumb but also in the shoulders. 

Suggestions to diminish the load and improve the work 
situation of the laboratory technicians include both the design of the 
pipettes and change of the work organization. 

Fredriksson ' suggested: -mechanizing and purchase of 
diluting machines shou ld be considered, if series become large, -the 
producers shou ld be influenced towards the development of pipettes 
for different hand sizes and with as little resistance of the buttons as 
possible- pi petting work should be organ ized according to 
biotechnologica l/ergonomica l needs. She also advised short breaks. 
The relevance for use of short breaks, to diminish the physical loading 
of the muscles, without limiting total time of exposure is under 
discussion and is not proved. Referring to Bjorksten et al' we can 
advise that the daily exposure time of pipetting should not exceed 2 
hours altogether, to meet ergonomical needs. 
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% reporting ailments 

Reference group Exposed < 300h Exposed > 300h 

Figure - Percentage reporting hand ailments among female state 
employees (N = 25 378), female laboratory technicians pi petting less 
than 300 hours/year (N = 56) and more than 300 hours/year (N = 58) 

Reprinted from Applied Ergonomics, vol. 25, Marrianne Gerner 
Bjorkstlm, Bo Almby, Ejvor Sassarinis Jansson, Hand and shoulder 
ailments among laboratory technicians using modern plunger ­
oprated pipettes, pages 88-94, 1994 with kind permission from 
Elsevier Science Ltd, The Boulevard, Langford Lane, Kidl ington OX5 
1GB, UK. 
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Biochemistry 
Special Interest Group 

Meeting of the Biochemistry 
Special Interest Group, Tuesday 
27th August 1996 at the Ellerslie 
Convention Centre 

Measurement of Myocardial 
Proteins in Ischaemic Heart 
Disease. 
Dr. John French, Cardiology Dept. Green 
Lane Hospital 
The measurement of myocardial proteins 
from plasma samples to confirm the 
diagnosis of myoca rdial infarction has been 
widespread for severa l decades. The enzyme 
activities of proteins such as lactate 
dehydrogenase, aspartate transaminase and 
creatine kinase has been measured. Results 
of these assays aided diagnosis, contributed 
to the assessment of infarct size, but did not 
general ly influence acute management 

Prior to the introduction of corona ry 
ca re units (CC U) in the 1960s the hospital 
mortality from myocardial infarction was 
approximately 30%. The CCUs in the 1970s 
primarily aimed to treat arrhythmias which 
resu lted in an approximate halving of 
hospital mortality from myocardial infarction. 
The landmark work of De Wood et al in 
1980, which showed that most patients 
with in hours of myocardial infarction had an 
occlusive intra-coronary thrombus, provided 

the conceptual basis for thrombolytic 
therapy. Thrombolys is has subsequently been 
refined and recently it has been shown that 
primary ang ioplasty is an equally efficacious 
method of coronary reperfusion. The rapid 
ach ievement of comp lete reperfusion, 
known as TIMI-3 flow, is re lated to 
prognosis. However, the use of coronary 
arteriography to detect reperfusion is limited 
by the lack of widespread access. 

If reperfusion cou ld be detected by 
measuring non-invasively parameters such as 
myocardial protein release, this may suggest 
the need for further reperfusion therapy, 
either re-administration of thrombolysis or 
rescue angioplasty to be undertaken. The 
myocardial protein markers common ly used 
to measure reperfusion have been troponin 

Con venor : A li son Buchanan 
C li nical Biochemistry 
Main Bui l ding 
Auckland Hospital 
Ph: (09) 307 4949 
Ext: 7553 
Fax: (09) 307 4939 

l myoglobin and CKMB mass. In add ition 
measurement of troponin I and cytosolic 
fatty acid binding protein has been 
suggested though these proteins have not 
been measured in large stud ies. 

In order that results are available 
promptly for the clinician there is a need for 
rapid assays such as the spot bedside test, 
currently ava ilable for troponin T The 
challenge wi ll be to identi fy perhaps even 
sma ller cytosolic myocardial protein markers 
of less than 15 Kd that are rapidly released 
with minor myocard ial necrosis. Additiona lly 
troponin T levels on admission have been 
shown to be of prognostic importance, 
initially in unstable angina and more recently 
in myocardial infarction. Elevated Troponin T 
levels at presentation in these acute 
ischaemic syndromes have been associated 
with a poorer prognosis. 

In summary myocardial proteins were 
original ly used by clinicians as makers of 
myocardial infarction. More recently, these 
proteins have evolved to become tools for 
measuring reperfusion non-invasively and 
also predicting prognosis. 

CKMB 
Sarah Simmonds, Biochemistry Dept. 
Middlemore Hospital 

What is CKMB? 
Creatine Kinase exists as a dimeric molecule 
conta ining two subun its M and B. These 
combine to form 3 different lsoenzymes 
CKM M, CKBB and CKMB. 
CKM M is found primarily in Skeletal muscle 
tissue 
CKBB is found primaril y in Bra in t issue. 
CKMB is fou nd primarily in Cardiac t issue. 
The quantitation of CKMB in serum is the 
best known marker for diagnosing 

Myocardial infarction. 

CKMB Measurement 
CKMB is measured by several techniques. 
they fall into two main categories, one 
measuring activity and the other measuring 
mass. 
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Methods such as immunoprecipitation 
and immunoinhibition measure activity. 

Immunoassay methods measure mass. 
Assays based on monoclonal 

antibodies that measure CKMB mass are 
rapid, highly sensitive and specific, and are 
now the ana lytica l method of choice. 

CKMB evaluation on the 
AxSYM at Middlemore 

lnterbatch precision 

Sample 

Patient 1 

Patient 2 

Abbott Low 

Abbott Medium 

Abbott High 

Linearity 
Linear to 300 ug/L 

Number 

6 

6 

10 

10 

10 

Correlation with the Stratus 
Y (AxSYM) = 1 .27 (Stratus) 

Lower limit of detection 
Minimum detection limit= 0.16ug/L 

Use of the Algorithm 

%CV 

6.7 

4.9 

9.3 

7.8 

5.6 

An Algorithm is used to interpret CKMB 
results. This is so the CKMB is re lated to CK. 
To use this calculate the Relative index 
Relative index= CKM:liota'c' x 100 

If CKMB is< 4ug/L 
a) Do not calculate relative index 
b) Report interpretive comment "Results do 

not suggest Myocardial damage." 

If CKMB is> 4ug/L and CK < 400U/L 
a) Do not ca lculate relative index 
b) Report interpretive comment " Results 

suggest Myocardial damage." 
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Troponin T 
Don Mikkelsen, Health Waikato Laboratory 

Acute Myocardial Infarction (AMI) is a 
common medical emergency and usually of 
overt presentation requiring little or no 
diagnostic input from the Laboratory. In the 
cases of atypica l presentation where a 
diagnostic test is requ ired, the Laboratory 
provides a less than optimal service because 
the markers that are detectable in blood 
result from cell death w hich is the event that 
t reatment is designed to avoid. Cell death 
occurs outside of the w indow of opportunity 
for the most effecti ve treatment, wh ich is 
thrombolyt ic therapy aimed at re­
vascularisation. Markers of AM I are now 
ava ilable, which are ca rdiac specific (nearly) 
and are uncomplicated to interpret in t he 
presence of skeletal muscle injury. Cardiac 
Tropon in T is one of these. 

TnT is present in t he tropomyosin 
complex of muscle and binds the troponin 
complex to the myosin strand. The ca rdiac 
form of Tnt (cTnT) has a distinct amino acid 
sequence and is different from that fou nd in 
skeletal muscle. It is present in very high 
concentrations in the cytosol, approximately 
three times that of cTnl. 

Interest in cTnT has now focused on 
its apparent ability to risk stratify patients 
with ang ina into groups that do, and do not, 
requ ire treatment. This is based on the minor 
myocardial damage hypothesis w hich 
attributes the small rise in cTnT seen in at risk 
patients due to sma ll amounts of cell 
damage from vascu lar insufficiency. cTnT is 
considered effective because of its high 

cytosolic concentration. 
There are problems with the cTnT 

assay due to the specif icity of the assay and 
reversion to embryon ic protein forms in 

some diseases. 
Assays for cTnT are currently only 

available from Boehringer Mannheim and are 
offered quantitative ly on the ES systems and 
the new ElecSys as well as a Trop T rapid test 
dip st ick technology. 

Troponin I 
Karen Glover, Clinical Chemistry Dept., 
Auckland Hospital 

Introduction 
Troponin I is the contract ile regulatory 
protein complex of striated muscle. 

It exists as three different isoforms, 
the cardiac isoform being found only in the 
myocard ium. 

It is therefore a more specific marker 
of myocardial injury than CKMB and the 
levels remain elevated for 7 to 1 0 days. 

Troponin T has a similar early release, 
rema ins elevated longer than Troponin I, is 
specific for cardiac damage but increased 
levels have been seen in renal disease. 

Assay 
The assay described is the Stratus automated 
two-site immunoassay produced by Dade­
diagnostics 

The second antibody is labelled w ith 
alkaline phosphatase and the reaction rate 
measured is proportional to the 
concentration of Troponin I. 

The method takes approximately 15 
minutes, is very user friend ly and, on the 
li mited number of assays performed, appears 
to be very precise. 

Clinical Trial 
We are performing t he assay as part of a 
study separating unstable angina patients 
into t reatable high, medium and low ri sk 
groups. Th is study does not now sta rt until 
September so the resu lts I had hoped to 
show you have yet to be produced. 

Maternal Serum Screening for 
Neural Tube Defects and 
Chromosome Abnormalities -
Why it isn't just another lab test 
Dianne Webster; Mary Stuart, Dennis Dixon­
Mclver; Bruce Knox, Jennie Giles, Dale 
Gilbert and Alistair Roberts, Auckland 
Healthcare Services Ltd. 

Screening for neural tube defects (NTDs) and 
chromosome abnorma lities as it is done in 
Auckland involves analysis of material serum 
at 15-20 weeks gestation. Tests performed 
are a-fetoprotein (AFP) to ind icate NTD risk, 
and free a and B-subunits of hCG, 
unconjugated oestr iol (uE3) and AFP w hich, 
together w ith maternal age, are used to 
ca lculate a ri sk of chromosome abnormality. 
Women fou nd to be at increased risk are 
offered appropriate diagnostic tests (level-3 
ultrasound or amniocentesis and 
karyotyping). 
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This isn't just li ke any other lab test because: 
• Results are estimates of risk, not va lues of 

ana lytes. 
• Well women come into the program 

w hich creates, and must ca re for, worried 

women. 
• Wel l women are screened so there are no 

clin ica l details to help interpret results, 
most of w hich are normal. 

• Doing lab tests and getting mostly normal 
resu lts is boring and it is difficult to 
mainta in qua lity in this situation. 

• Pregnancy outcomes of screened women 
must be monitored to allow alteration of 
screening parameters if reca ll rates are too 
high or too many cases are missed. 

• The implications of fetal abnormality and 
possible termination of pregnancy must be 
dealt w ith when offering the test. 

• Gestationa l age information is critical in 
interpretation of test resu lts. 

The authors of th is abstract are clinical 
chemists; genetic counse llors; managers and 
cl inicians. 

Urinary Catecholamine 
Measurements and the 
Diagnosis of 
Phaeochromocytoma 
Alan McNeil, Departments of Clinical 
Chemistry, Auckland Hospital and Molecular 
Medicine, University of Auckland. 

Introduction 
Phaeochromocytoma in an uncommon 
tumour of the adrenal medu lla that secretes 
catecholamines and can ca use dangerous 
rises in blood pressure. Urinary 
catecholamine measurements are w idely 
used for the diagnosis of these tumours 
though the interpretation of the results is 
often difficult. 

Aim 
To review our experience with urinary 
catecholamine measurements in the 
diagnosis of phaeochromocytoma over the 
last 5 years. 

Methods 
The outcome of patients w ith elevated 
urinary catecholamines over a 14 month 
period was investigated by case-note review. 
The range of urinary catecholamine values 
was also determined for all patients 
diagnosed with phaeochromocytoma 
between 1990 and 1996. 

Results 
The majority of the patients with 
phaeochromocytoma had elevated urinary 
noradrena line excretion either alone (4/18) or 



in combination w ith adrenaline and/or 
dopamine (12/18) . One patient had normal 
urine catecholamines and one had a pure 
adrenaline secreting tumour. Over a 14 
month period 1% of all urine catecholamine 
results were elevated at least twice the upper 
limit of norma l. Of the pat ients w ith these 
results 11 % (5/46) had 
phaeochromocytoma, 48% (22/46) were 
normal w it h repeat testing and 7% (3/46) 

had unresolved abnormalit ies. Using a cutoff 
va lue of twice the upper limit of normal, the 
sensit ivity of urine catecholamine resul ts in 
the diagnosis of phaeochromocytoma was 
83%. Of concern, 35% (16/46) of the 

patients with high urine catecholamine 
results had not been investigated any further. 

Conclusions 
In this series urine catecholamine values 
above twice the upper limit of normal, 
particularly noradrena line, were seen in 
most, but not all , patients w ith 
phaeochromocytoma. Repeat urine testing 
was probably t he most useful initial 
invest igation for patients w it h one high 
result as the second result w as often normal. 
The fo llow-up of some patients w ith 
abnorma l urine ca techolamine results is 
probably inadequate. 

Sweat Testing - A Clinical 
Perspective 
Alison Wesley, Director of Cystic Fibrosis 
clinic, Starship Children's Hospita l. 

The diagnosis of cystic fib rosis is one with 
serious im plications for both the ch il d and its 
fami ly. The diagnosis shou ld be accurate and 
should be achieved as soon as possible 
whenever the diagnosis is suspected. Despite 
the availabi lity of molecu lar diagnosis the 

sweat test rema ins a maJor diagnostic tool 
for the confirmation of cystic fibrosis. 

Because of the identification of 
greater than 600 mutations in the CF gene it 
rema ins impractica l in the clinical laboratory 
to use the detection of these in the 
diagnostic process of a significant number of 
patients. 

The categorisation of these 
mutations into a number of classes has 
shown a correlation of between the sweat 
chloride level and some classes of the CFTR 
gene mutations. Those CFTR gene mutations 
that produce a cAMP - responsive channel 
w ith reduced conductance are associated 

w ith signi fi cantly lower, intermediate sweat 
chloride values. These patients frequently 
also have retained pancreat ic fu nction. There 
has been at least one mutat ion present in 
eit her the homozygote or heterozygote state 
i.e. 3849+ 10 kb C to T where sweat chloride 
va lues are normal. 

A recent report from Austral ia 
describes the delayed diagnosis of children 
with an uncommon genotype 
(dF508/R 11 7H). These children were 
identified in itially as a resu lt of a newborn 
screening program but were not diagnosed 
as having cyst ic fib rosis because their sweat 
chloride values ranged from 40 to 58mmoi/L. 

Two recent reports have advocated 
reducing the lower limit of a borderline 
sweat chloride to 30-40mmoi/L parti cu larly in 
infants less t han 6 weeks of age at the t ime 
of th e sweat testing. 

Sweat electrolyte ana lysis remains a 
very important part of the diagnostic process 
of cystic fibrosis. Measurement of the 
chloride level is preferable because there is 
less overlap between populations w ith and 
without cystic fibrosis. 

Sweat Testing - A Clinical 
Perspective 
Colleen Bassett, Snr Technologist, Special 
Techniques, Clin ical Biochemistry, Auckland 
Hospital. 
Most journa l articles w ill tell you -

"The sw eat test is not a difficult test 
to perform but is fraught w ith the possibili ty 
for error." 

" It is reported to have unacceptably 
high fal se positive and negative rates 
attri butab le to inaccurate methodology, 
techn ical error, pat ient phys iology." 

" Comprehensive guidelines 
addressing the collection of sweat and the 
quantitati ve analys is of electrolytes need to 
be set. " 

" It shou ld only be performed by fu lly 
trained, experienced personnel." 

"Both the sodium and the chloride 
shou ld be measured and when the resu lts 
fall with in the equivocal/borderline range 
particu lar attention shou ld be pa id to the 
sodium/chloride ratio and the summation of 
the 2 ions." 

"The diagnosis of Cystic f ibrosis 
should never rest on the sweat test alone. It 
should be considered with the cl inical 
findings and the laboratory evidence of 
pancreatic dysfunction." 

I w ill show the f indings of a 
retrospect ive study of our resul ts f rom 
November 1992 to May 1996 looking at: 

- The sod ium vs chloride argument 
- The sodium; chloride ratio and 

summation of the 2 ions. 
- The effect of age. 

Pancreatic Elastase 1 
P Rowe, Chemical Pathology, Middlemore 
Hospital, Private Bag Otahuhu, Auckland 

Introduction 
Pancreatic elastase 1 is a digestive protease 
synthesized and secreted by t he pancreas. It 
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is an absolutely pancreatic specific protein 
w hich shows an extraordinary high intestinal 
stability. Thus the faeca l concentration clearly 
refl ects the exocrine capacity of the 
pancreas. The test is used for the diagnosis 
and stag ing of chronic pancreatitis and may 
be used for monitoring cystic f ibrosis 
patients. 

Faecal Pancreatic Elastase 1 
Assay 
The assay uses two monoclona l antibod ies to 
human pancreatic elastase 1 and is based on 
the ELISA sandwich technique using a 1 00 
mg stool sample which has been extracted 
and diluted. 

The control and patient samples are 
compared to a six point standard curve run 
w ith each batch. 
Results Reported 1n ~g/g of 

wet faeces 
Greater than 200 Normal 
100-200 Mild to moderate exomne 

Less than 100 

Imprecision 

pancreatiC InSUffiCiency 
Severe exomne pancreatiC 
1nsuff1ency 
+1- 20% 

Evaluation done at Middlemore 
Hospital 

ImpreciSion : lnterbatch CV 
lnterbatch 
Control CV 

Pat1ents results over 1 2 months: 

9.2% 
11.6% 
4.9% at 200~g over a 
1 2 month penod (the 
control 1s not extracted 
or diluted) 

66.5% >200 
11% 100-200 
22.6% < 100 (w1th 81% of 

these <50) 

Clinical Evaluations 
Cl inical trials have compared the 
measurement of Elastase 1 in stool samples 
w ith the Secretin - pancreozymin test (the 
gold standard), the pancreolauryl test and 
faecal chymotrypsin. 

The Elastase test has been described 
as simple, accurate, more sensitive than 
faecal chromot ryps in and more specific than 
the pancreolauryl test. It shows excellent 
correlation with the invasive Secretin ­

pancreozymin test where the activities of 
amylase, lipase and trypsin are measured in 
basal and 30 mi nutes post IV secret in in 
duodenal ju ice. 

Advantages of using the Faecal 
Pancreatic Elastase 1 assay 

• absolute pancreat ic specificity 
• non invasive 
• good correlat ion w it h the secret in -

pancreozymi n test 
• not influenced by replacement therapy 
• not affected by extrapancreat ic disease 
• approximately 90% sensitivi ty and 

specif icity for chronic pancreati t is. 



Haematology 
Special Intere st Group 

Conference 
The high standard of papers presented and 
the selection of speakers at the HSIG seminar 
complimented the overall success of the 
NZIMLS 50th Anniversary Conference held in 
Auckland. The well attended session enabled 
technologists from all over New Zealand to 
revisit old friends, make new acqaintances, 
catch up on gossip and equally importantly 
reevaluate their Laboratory procedures in 
view of new information or technology made 
available to them at Conference. 

A wide range of haematology 
speciali ties were addressed. Papers presented 
covered, heparin li ke anticoagulant in a 
patient with carcinoma, near patient testing 
of INR's, new method for the evaluation of 
HbA2 & Hb F, presence of Barts in neonates, 
a panoramic view of Haemophil ia, Acute 
Leukaemia and Lymphoproliferative 
Disorders. Someth ing to suit every interest. 

For those unable to attend 
Conference, and in recognition of the time 
and effort required to produce these 
excellent papers, we w il l be actively 
encouraging speakers to forward their 

Con venor: Ross Anderson 
c/o Diagnostic Laboratory, 
Symonds Street, 
AUCKLAND 

presentations for publication in the Journal. 
After al l, there are financial rewards and it 
will contribute to MOLS! Have you caught 
your MOL yet? More on this in the next 
issue. 

Between a Rock and a Hard 
Place 
Today, in the laboratory, we have a wealth of 
information available to us from increasingly 
more sophisticated analysers and 
interconnecting computer systems. 

In our desire to provide the clinician 
with the best possible service, the 
researching of data and follow up tests 
required to either aid, clarify or find a 
diagnosis for a patient have been undertaken 
as matter of course. 

Today all medica l/hospita l 
departments operate under considerable 
financia l and staffing constraints, wh ile at 
the same time stil l trying to maintain 
professional standards. Requests for 
laboratory tests are now more ca reful ly 
scrutinised and rationalised. The focus in the 
laboratory is increasing on rapid turn around 

Book Review 
Bone Marrow Pathology 

times and throughput of samples with less 
time and fewer experienced staff avai lable 
for monitoring and eva luating of resu lts. If 
an abnormal result requires further 
investigation, who bears the responsibility for 
its initiation and what are the potential 
effects on the patient. 

For example, you have been 
monitoring a patient on hepann and as a 
matter of protocol you take off an FBC to 
check for HITS. Platelets are fine but the 
neutrophil count has been slowly dropping 
over the previous week (to 0.9 x 1 o•;L.) No 

FBC had been requested. Fortunately the 
change was noticed, the patient didn't 
develop septicaemia and corrective measures 
were taken, more by good luck than good 
management. Wou ld the Laboratory have 
been at fau lt had this not been detected? 

Similarly, shou ld fo llow up tests for 
haemolysis, haemoglobinopathies, HITS, DIC, 
Glandular Fever etc continue to be requested 
by laboratory staff? Who w ill bear the cost? 
(especia lly if the results show the Laboratory 
may have been a li ttle over zealous). 

Patient health versus financial health, 
that is the dilemma currently facing us all. 

By Barbara J Bain, David M Clark, and Irvin A Lampert. Blackwell 
Science, Oxford. Second Edition 1996. Pages 328 hardback 

The book is written by a Haematologist and two 
Histopathologists with cytological and histological assessments being 
presented. They look to place bone marrow abnorma lities with in the 
broader context of clinical and peripheral blood findings. The aim 
being an integrated approach to diagnosis. 

The chapters, ten in all, are comprehensive, well written and 
easy to read. They are supported by an extensive set of coloured 
photomicrographs of blood, marrow and treph ine biopsies that cover 
morphology, histology, histochemistry and immuno-h istochemistry. 
There is very little cytochemistry included in this book. One critic ism is 
that in a number of photomicrographs the ce lls appear faint and pale. 
Some pictures lack the clear, defined crispness found in some of 
Bain's other publications. Each chapter is referenced with a modest 
bibli og raphy. 

on artefacts that may be found 1n the aspirates and trephine biopsies. 
Chapter two is on infection and react1ve changes and encompasses 
the changes and infections found in AIDS. The lymphoproliferative 
disorders are covered in chapter five and given special attention. A 
comparison of the Kie l, European-American and Working Formulation 
classifications is usefully set out. Chapter ten, the last, is a good 
account of Diseases of Bone that may be seen when examining the 
trephine biopsies. 

The f irst chapter dea ls w ith the normal marrow in detail with 
tabl es of the ce llular elements at all ages. It conta ins a useful section 

This book achieves its aim and w ill appeal to all groups 
involved with reporting bone marrow pathology. The set of 
photomicrographs it conta ins, alone, is a very worthy reference 
co llection to have on one's shelf. 

G.J. Green 
Haematologist 
Wellington Hospital 
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Interview with the Editor 

The Council members of the NZIMLS w ill be profiled in the 1997 
issues of the NZIMLS journal. As well as a short biography of their 
ca reer, they will be asked a few questions about themselves. We 
begin with the PRESIDENT 
Name: Shirley Gainsford. 
Present position: Charge Scientist Microbiology, Val ley 

Diagnostic Laboratory, Lower Hutt. 
Training Wairau Hospita l, Blenheim. Well ington 

Hospital. 
Previous employment: National Heart Hospital, London. 

Wellington Hospital. 
Elected to the Council in 1987 as Region 3 representative. 
Subsequently served as SecretaryfTreasurer and Vice President 
Has represented the NZIMLS as Chairperson of the Advisory 
Com mittee of the National Diploma Medica l Laboratory Science at 
t he Auckland Institute of Technology and reviews of the BMLS 
cou rses in New Zea land and Austral ia on beha lf of the Medical 
Laboratory Technologists Board. 

What are your main interests in Microbiology / 

I am a jack of all trades in cl inica l microbiology. At Wel lington 
Hospita l my section was responsible for routine microbiology of about 
one third of the wards plus th e STD clin ic, mycology and 
identification of gram negative bacil li. At Va lley Diagnostic laboratory 
I have become reasonably adept at parasitology and 
mycobacteriology and reta in mycology as my special interest 

What do you consider to be the highlight of your career/ 

Isolating Prototheca wickerhamii from a gentleman's cerebrospinal 
fluid and perform1ng combined sensitivity on it by chequerboard 

titration. 

Shirley Ga insford and Hugh Bloore at the 1996 ASM . 

What has been the worst moment of your career? 

The weekend 5.00- 10.00 pm shift coveri ng all departments at 
Wellington Hospital in the late 1970s. There was considerable 
distance between the departments, I never seemed to be able to 
perform a bicarbonate with the Van Slyke apparatus without having 
mercury all over the bench and one night I shut myself in the tearoom 
of the blood donor area when raiding the blood donors biscu1t box. 

What do you think is the main issue facing medica/laboratory 
scientists? 

Facing the competitive hea lth environment by becoming more 
efficient and at the same time trying to mainta in the high standard of 
medica l laboratory science in New Zea land. 

During your term as president of the NZIMLS what do you hope to 
achieve? 

I wou ld like to improve continuing education opportun it ies for 
members and we hope to build up a library of CD Roms and have 
access to the Austra lian Institute of Medical Scientists programmes. 
would like to convince more laboratory workers to support their 
professiona l society so that we can ensure we have a voice in the 
political hea lth arena and in the education and training of medical 

laboratory scientists. 

Mr Bloore was Shirley's first boss at Wa irau Hospita l, Blenheim and is past-president of t he NZIMLS. 
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NEW ZEALAND INSTITUTE OF 

JMI 1E TIJ) IT CC AIL 

§CCIT1ENCC1E 

EXAMINATION LIFTOUT 

Specialist Certificate Regulations 
Specialist Certificate Examination Application Form 
Q.T.A. Regulations 
Q. T.A. Examination Application Form 
N.Z.I.M.L.S. Membership Application Form 

The New Zealand Institute of Medical Laboratory Science offers to medical laboratory assistants the qualification 
known as the Certificate of Qualified Technical Assistant (QTA) and to medical laboratory technologists the 
qualification known as the Specialist Certificate. 

The Examinations Committee is based in Christchurch and all correspondence should be addressed to:-

Executive Officer 
N.Z.I.M.L.S. 
P.O. Box 3270 
Christchurch 
Phone/Fax (03) 313-4761 
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NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE 
SPECIALIST CERTIFICATE EXAMINATION 

EXAMINATION SUBJECTS 

The examination is offered in: 

Clinical Biochemistry 
Haematology 
Histology 
Cytogenetics 
Virology 

PREREQUISITES 

Clinical Microbiology 
Transfusion Science 
Medical Cytology 
Immunology 

1. Candidates for the examination must be registered as a Medical Laboratory 
Technologist by the New Zealand Medical Laboratory Technologists Board and have 
completed one years practical experience in the examination subject in a laboratory 
in New Zealand. 

2. Candidates must be fmancial members of the NZIMLS at the time of sitting the 
examination and be a fmancial member or have submitted a valid membership 
application form at the time of applying to sit the examination. 

SYLLABUS 

Copies of the syllabus are available from the Executive Officer of the NZIMLS. 

EXAMINATIONS 

1. The examinations will be held annually in New Zealand during November. 

2. Candidates must complete the application form and forward this, complete with 
examination fees, to the Executive Officer of the Institute before the closing date. 
No late applications will be accepted. 

3. Candidates must be financial members of the NZIMLS at the time of sitting the 
examination. 

4. The examination consists of two written papers each of three hours duration. 

5. To pass the examination candidates must obtain an overall mark of 50%. 

6. The results of the examinations will be announced by the New Zealand Institute of 
Medical Laboratory Science. Successful candidates will be awarded the NZIMLS 
Specialist Certificate in the appropriate discipl ine. 

7. The candidate' s script will be returned upon receipt of a written request by the 
candidate. No copy will be retained and no correspondence relating to the marking 
of the script will be entered into. 

8. Candidates who have disabilities or injuries at the time of the examination may 
request the Examinations Committee of the NZIMLS to allow them a scribe. 
Enquiries should be made to the Executive Officer of the NZIMLS. 



NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE 
Application to sit Specialist Certification Examination 

12th and 13th November 1997 

SECTION A - TO BE COMPLETED BY THE CANDIDATE 

Mr 
Name: Mrs ........... .......................... ............ ................................................. .... ............ .. . . 

Miss (Surname) (First Names) 

Laboratory ............................................................................................................................ . 

Laboratory Address .............................................................................................................. . 

Examination Subject ............................................................................................................. . 

I certify that I am registered in New Zealand as a medical laboratory technologist and have com­
pleted a years practical experience in New Zealand in the examination subject post registration 

Signed ........... .. ....................... .. .. .. ... ... .. .......... .... ....................... . .. 

EXAMINATION FEE: $400 (GST Inclusive) 

The full examination fee must be paid with the application. 

SECTION B - TO BE COMPLETED BY THE PRINCIPAL OR CHARGE TECHNOLOGIST 

"I certify that the above candidate will meet the requirements of the 
Specialist Certificate Examination" 

Signed ................................................................................................ . 

Des1gnat1on ........................................................................................ . 

Please state the name and address of the person responsible for receiving 
the papers and supervising the Examination in your laboratory or centre. 

Name ...................................................................................... . 

Address ................................................................................... . 

APPLICATIONS CLOSE FRIDAY 23 MAY, 1997 
Please forward application forms accompanied by fees to: Executive Officer, NZIMLS, PO Box 3270, Christchurch. 

NO LATE APPLICATIONS WILL BE ACCEPTED 
Special Note to Applicants 
If not already members of the NZIMLS applicants to sit this examination must submit a valid membership 
application along with this examination application. 
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NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE 
CERTIFICATE OF QUALIFIED TECHNICAL ASSISTANT 

EXAMINATION SUBJECTS 

Clinical Biochemistry 
Haematology 
Histological Technique 
Clinical Cytology 
Immunology 

PREREQUISITES 

Transfusion Science 
Transfusion Science - Blood Products 
Clinical Microbiology 
Clinical Mortuary Hygiene and Technique 

1. Candidates for the examination must be employed as medical laboratory assistants in an 
approved laboratory in New Zealand and have worked continuously in the subject for 18 months 
prior to the examination or accumulated not less than 18 months practical experience in the 
examination subject. 
Upon completion of two years continuous or accumulated practical experience in the subject, 
the certificate of Qualified Technical Assistant will be awarded. 

2. Candidates who have passed a Qualified Technical Assistant examination and who wish to sit a 
second Qualified Technical Assistant examination must fulfil the above criteria but need only to 
have worked continuously or accumulated experience of one year in the examination subject. 

3. Candidates must be financial members of the NZIMLS at the time of sitting the 
examination and be a financial member or have submitted a valid membership application 
form at the time of applying to sit the examination. 

SYLLABUS 

Copies of the syllabus are available from the Executive Officer of the NZIMLS, P 0 Box 3270, 
Christchurch. 

EXAMINATIONS 

1. The examinations will be held annually in New Zealand in November. 

2. Candidates must complete the application form and forward this, complete with examination 
fees, to the Executive Officer of the Institute before the closing date. No late applications 
will be accepted. 

3. Candidates must be financial members of the NZIMLS at the time of sitting the examination. 

4. The examination consists of one written paper of three hours duration. Candidates for the 
Clinical Cytology examination are also required to complete a practical examination. 

5. To pass the examination candidates must obtain an overall mark of 50%. Clinical Cytology 
candidates must pass the practical and theory examinations. 

6. The results of the examinations will be announced by the New Zealand Institute of Medical 
Laboratory Science. Successful candidates will be awarded the NZIMLS QT A Certificate in 
the appropriate discipline. 

7. The candidate's script will be returned upon receipt of a written request by the candidate. No 
copy will be retained and no correspondence relating to the marking of the script will be 
entered into. 

8. Candidates who have disabilities or injuries at the time of the examination may request the 
Examinations Committee of the NZIMLS to allow them a scribe. Details may be obtained 
from the Executive Officer of the NZIMLS. 



NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE 
Application to sit the Examination of Qualified Technical Assistant 

5th November 1997 

SECTION 1 -TO BE COMPLETED BY THE CANDIDATE 

Mr 
Name: Mrs ..................................................................................................................... . 

Miss (Surname) (First Names) 

Laboratory ............................................................................................................................ . 

Laboratory Address .............................................................................................................. . 

Subject (Haematology, Microbiology, etc) ............................................................................. . 

EXAMINATION FEE: $80 (GST Inclusive) 

The full examination fee must be paid with the application. 

SECTION B -TO BE COMPLETED BY THE PATHOLOGIST OR CHARGE 
TECHNOLOGIST 

Date candidate commenced work in examination subject ............................... ............ . 

"I certify that the above candidate meets the requirements of the Q.T.A. Regulations" 

Signed ................................................................................................ . 

Des1gnat1on ........................................................................................ . 

Please state the name and address of the person responsible for receiving 
the papers and supervising the Examination in your laboratory or centre. 

Name ...................................................................................... . 

Address ................................................................................... . 

Office use only 

APPLICATIONS CLOSE FRIDAY 23 MAY, 1997 
Please forward application forms accompanied by fees to: Executive Officer, NZIMLS, PO Box 3270, Christchurch. 

NO LATE APPLICATIONS WILL BE ACCEPTED 
Special Note to Applicants 
If not already members of the NZIMLS applicants to sit this examination must submit a valid membership 
application along with this examination application. 
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THE NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE (INC.) 
Application for Membership (For use with Examinations only). 

(Please Print Clearly and Tick Appropriate Box) 

I, 

SURNAME 

MR, MRS, MS, MISS 

INITIAL(S) 

FIRST NAME(S) 

OF, 

WORK ADDRESS 

Hereby apply for membership of the New Zealand Institute of Medical Laboratory Science 
in the category of: 

D Member D Associate 

AND Certify That I Have: 

D Not Previously Been a Member D Previously Been a Member (State Category: _ ) 

D Resigned (Date: D Did Not Resign 

I am employed as: __________ _____________ _ 

in the Speciality Department of: ___________________ _ 

Highest Professional Qualification: _______ Year Obtained: ______ _ 

Nominated By: _________________________ _ 
(Current Financial Member N.Z.I.M.L.S.) 

Please forward payment with Application for Membership, to the Executive Officer, NZIMLS, 
P.O. Box 3270, Christchurch. 

Current Membership Subscriptions are: 

MEMBER $1 01.40 (GST incl.) ASSOCIATE $48.10 (GST incl.) 

Member - any person who is registered by the Medical Laboratory Technologists Board 
Associate - any person engaged in Medical Laboratory Science who is not eligible for any other class of 

membership. 

The appropriate membership subscription must accompany this application for this to 
be a valid application. 
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New Zealand Institute of Medical Laboratory Science 

NBC Conference 1997 

Wellington ---- ____ __..,. 

VE I 
IDI 

VI 

VE Ll 

26th Augu t to 29th Aug t, 1997 

• Full sci ntific program e 

• Cjeneral forum on work/family relationships 

• Social ~vent ... 1/WHEN IN ROME ............. " 

INVITATION TO ATTEND 

CALL FOR ABSTRACTS 

TENTATIVE PROCjRAMME 
~-------- --~ 



"Friends! Romans! Technologi! 
Lend Me Your Ears!!!" 

Ever since Shakespeare recorded these famous words of Marc Anthony, some 1600 years after 
they were uttered to catch the crowd's attention at Julius Caesar's funeral, they have been used 
by orators of many generations for the same effect. (Spike Milligan has been seen on 
numerous occasions carrying a large sack full). 

Ears are an integral part of Conference attending paraphernalia, along with eyes, a brain, and 
a reasonably functional liver. The organising committee invites you to bring all these along 
when you attend the 51st Annual Scientific Meeting of the NZIMLS being held in the old (but 
beautifully refurbished) Town Hall of Wellington. 

As our profession moves into its prime years, it becomes increasingly important, if our hard 
won professional status is to be maintained and enhanced, to continue supporting efforts made 
to advance scientific knowledge through information sharing and active discussion, 
both formal and informal. While acknowledging the strain under which we, ~ 
like all other Health professionals, have been asked to function under in /~;r~-~ -~<· 
recent years: we cannot al~ow this. to drain our enthusiasm, pride, or )-~~-~~:-· ·. ~(( t~; 
competence m our chosen fields of mterest. The Conference then, ~ ..... ::::-" ?iti:y' 

Nil Bureaucrati Carborundum" encapsulates the spirit whereby we as a /~·-- · 
viable profession can face the future with tenacity, effectiveness, and /c . · · 
even humour (never let bureaucrats grind you down). · 

This Conference will address issues of mutual concern in a / · '! 
constructive and supportive way, as well as continue the well 

1
.. · .... · 

established record of good scientific interchange. Its success is . ~-: 
dependent entirely upon those .who choose to support, p~rticip~te ·~*"ffit.~\ · 
and attend. The format will allow greater mteractiOn With ~:: · . :;~ ··".'' ,,.,_.,.,,. 

Ind~~try repres.entatives, and will be presented in an Absolutely, I ~~~. 
Positively Wellmgton style. ~~t~~ 

"~ 
Plan to participate, plan to be there ..... your future may well depend on 
it, for without an Institute and its annual conference, our profession will 
fragment and fade. Contracts, with or without Union involvement, are not 
enough, if we wish to be regarded and paid as professionals then we must 
continue to function as a profession, and be prepared to put in as well as take out. . 

Come along and Veni Vidi Vici in Wellington! 

Gerard R Verkaaik 
Convenor, NZIMLS 51st Conference 1997 
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ORGANISING COMMITTEE SCIENTIFIC PROGRAMME 

Convenor 
Will focus on comprehensive discipline sessions, 

Gerard Verkaaik business and stress related issues. 
Rob Siebers Scientific Convenor 

Exhibition 
Treasurer/Sponsorship 
Social 

Geoff Day Further details follow in the tentative programme 
Gerard Verkaaik format. Keynote speakers will be profiled in the 

Philippa Holdaway final announcement brochure. 

SECRETARIAT 
Fran van Til 
Executive Events 
P 0 Box 78 
Rangiora 
Tel/Fax: 03 313 4761 

VENUE 
The Wellington Town Hall is the venue for the 
NZIMLS 1997 Conference. This elegant Edwardian 
building has been completely renovated and 
upgraded, faithfully restored to its original state of 
elegance. Delegates can step outside the Town Hall 
to stroll or relax on the plaza, visit the stunningly 
designed Public Library , the children's science and 
technology museum or the City Art Gallery. 

ACCOMMODATION 
We offer accommodation in the following 
categories: 
Plaza International: 
Luxury rooms 
Executive Suites 
Terrace Regency: 
Business standard 
Twin Share 
Trekkers: 
Motels (Sleep 1-5) 
Back-packers (double) 
Back-packers (single) 

$213.75 
$331.90 

$101.25 

$99.00 
$19.00 
$17.00 

All accommodation is within easy walking distance 
of the Wellington Town Hall . 

ABOUT WELLINGTON 
Variety and centrality are the key to Wellington's 
success as a conference venue. Wellington is the 
country 's centre of politics and commerce. But 
there's also a fun side to Wellington's centrality - its 
cultural and social centre, boasting the best nightlife 
in the country. It is also the centre for static and 
performing arts . 

EXHIBITION 
Large-scale exhibitions are easily accommodated in 
the main auditorium of the Town Hall. Exhibiting 
is a powerful extension to a company's advertising, 
promotion, public relations and sales function. 

If you are interested in exhibiting, please contact 
HISANZ, telephone 09 486 3000 

SPONSORSHIP OPPORTUNITIES 
We offer a variety of sponsor categories from single 
items to specially tailored packages which set out 
benefits to the sponsors. Full details of 
sponsorships available on request to Secretariat 03 
313 4761. 

SOCIAL PROGRAMME 
The social programme has been designed to give 
delegates a taste of Absolutely, Positively 
Wellington! 

.,. Tuesday 2({h August 
Jim Le Grice Icebreaker/Opening of the Industry 
Display. Drinks, nibbles, entertainment and more. 

.,. Wednesday 27'-h August 
Wellington is known as New Zealand's cafe capital. 
In a single 500 metre stretch you will find more than 
100 bars, cafes, restaurants and night clubs. A 
recommended list will be available for you and your 
friends to choose from. 

.,. Thursday 28th August 
The CONFERENCE DINNER at a Mystery 
Destination!! Experience fine wine, cultural cuisine 
and a blast from the past. It's a secret but it wi ll 
follow the theme . . . 'When in Rome .. . ' 

CAR PARKING 
Is available in car parking buildings in the 
immediate area of the conference venue. 



CALL FOR ABSTRACTS 

Abstracts are invited for oral and poster 
presentations. Prospective presenters will receive 
notification in writing of the acceptability of their 
proposed presentation. 

Oral Presentations 
10 minutes duration with 5 minutes for questions. 

Posters 
1 metre x 1 metre. 

Abstracts 

CLOSING DATE 6 JUNE 1997 

Structure your abstract under the following four 
headings: 
~ Introduction 
~ Methods 
~ Results 
~ Discussion 

Please submit your abstract on a computer disk and 
one hard copy in an IBM compatible format 
(WordPerfect or Microsoft Word) . 
Approximate length 250 words on A4 page. Please 
include: 
~ The Presentation Title 
~ Authors with the presenter's name in bold 

and underlined 
~ Contact address. 

In a covering letter please state your preferred 
session and indicate whether a poster or oral 
presentation. 

Abstracts formats will be standardised for 
publication. 

Please post to: Fran van Til 
Secretariat 

Executive Events 
P 0 Box 78 

Rangiora 

REGISTRATION FEES 

Early Bird 
(before 30 June) 
Full Registration 
Day Registration 
Half Day Registration 
After 30 June 
Full Registration 
Day Registration 
Half Day Registration 

Member 
$300 
$100 
$ 50 

$360 
$120 
$ 75 

Non Member 
$400 
$130 
$65 

$460 
$150 
$90 

Registration forms will be available in the May issue 
of the NZIMLS Journal or by contacting the 
Conference Secretariat. 

QUESTIONS YOU WANT ANSWERED 
Who should attend? 
Anyone who: 
~ is associated with Medical Laboratory Science 
~ wants to keep up with the latest developments 

in Med Lab Science 
~ wants to be at the forefront of their profession. 
Why should you attend? 
~ Major changes are happening in the work place 

in science, technology and employment. This 
conference is addressing these changes. 

~ Discover how others are coping with the many 
changes that have happened and are going to 
happen in the working environment. 

~ Share new ideas with colleagues. 
~ Networking and socialising. 
I don't have time to attend! 
~ Time spent now may save valuable working 

hours later. 
~ Half day registrations will be available. 
I can't afford to go! 
~ You cannot afford not to go! 
~ It is in your best interests to attend, and the best 

interest of your employer for you to continue 
your education and competency. 

Same old thing 
~ The scientific fora has been designed to meet 

today's needs and changes, and a look at what 
maybe around the corner both in Medical 
Laboratory Science, the work environment and 
the home front. 

Enquiries to: Rob Siebers 
Tel: 04 385 5999 
Fax: 04 389 5725 ~ 

Some of the more mature professionals will be 
sharing with us, the way they have dealt with 
the changes which have occurred . 
Extended lunch-times will give delegates more 
time to converse with the exhibitors . 



Time Tuesday Wednesday Thursday Friday 

8.00am Registration Registration Registration 

9.00am Welcome Special Interest Workshops 
T H Pullar Address Groups .. Internet 

.. Performance 
.. Concurrent Appraisal 

Sessions .. How to Give a 
Presentation 

10.15am Morning Tea Morning Tea Morning Tea 

10.45am Health Service Special Interest Workshops 
Directions Groups .. Internet 

.. Performance 
.. Concurrent Appraisal 

Sessions .. How to Give a 
Presentation 

12.00 Lunch Lunch Lunch 

l .OOpm Guest Speaker I 
Entertainer 

Closing 

2.00pm Laboratory: Business Special Interest Happy Hour 
or Public Service? Groups 

Surviving the .. Concurrent 
3.00pm Registration 

Bureaucracy Sessions 
commences 

Regulation: 
3.30pm MLTB Afternoon Tea 

Transport 
Health & Safety 

4.00pm Afternoon Tea Special Interest 
Groups 

4.30pm Annual General .. Concurrent 
Meeting Sessions 

Evening Jim Le Grice Casual Dining Conference Dinner at 
Icebreaker a Mystery 

Destination 
Opening of Industry 
Displays 
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DAKO IDEIA 
PCE Chlamydia 

+ Uses dual amplification technology 

+ Excellent clinical performance 

+ Convenient economical testings 

+ Easily adaptable to open automated systems 

---~ 

1 substrate : 
I_------- J 

( 
--------, 
1 substrate : 

V Chlamydia elementary body (antigen) <_ Polymer backbone < Conjugate antibody 

~ Alk~i~p~~~~~~-Q_m_e~~~~~-~~~c_a_~_u_re_a_~_fu_o_~~~~-~-~-s_o_I~~Ph_a_~~~~ 

Clinical and in-house trials show very high sensitivity and specificity on male and female urines. 
Results from all specimen types compare very favourably with probes, PCR and other amplification 
methods. 

MED-810 ENTERPRISES+ Ph: 0800 733 599 +Fax: 0800 101 441 +email: jvincent@medbio.co.nz 



T.H. Pullar Memorial Address 

Marilyn M Eales FNZIMLS 

Laboratory Services Middlemore Hospital, Auckland 

What a great occasion this is, the 50th Anniversary of the New 
Zea land Institute of Medical Laboratory Sciences (NZIMLS). A time to 
celebrate, a time to reflect and a time to ruminate and predict the 
future. 

For me it is a t ime to feel both humble and honoured to be 
invited to give this address. Humble because I am deeply conscious of 
my forbears the prominent Pathologists and Medical Laboratory 
Scientists who have delivered this address before me. Honoured 
because a woman has been asked to deliver this address, only the 
th ird to do so in the 30 years si nce the inaugural address! ! Honoured 
also because this address is dedicated to a man who contributed so 
much to the gradual build up of professiona l laboratory standards 
throughout New Zealand during the first 20 years of this 
Organisation. 

Tomorrow the 29th of August is the 30th Ann iversary of the 
death of this man. I refer of course to Dr. Thomas Pu llar in w hose 
memory this address has been given at our Annual Conferences since 
1967. Thos Pullar was a true friend, teacher and supporter of the 
fledgling Organisation that we know today as the NZIMLS. 

This address does not need to have a title but in keeping with 
the conference theme I have chosen to entitle it "Going for Gold" for 
two reasons. The first being that never before in the history of our 
Organ isation have we been challenged like the Olympic ath letes in 
their quest for gold medals to become assertive and competitive. Our 
quest is not a gold medal, but financial gain [gold) in the market 
place. Every aspect of our working practices are being analysed, taken 
apart and examined by Managers with, [dare I say it] multi-ski lled 
backgrounds to see if our production line [laboratory tests) can be 
turned into a leaner meaner machine and return a profit to the 
organisations for wh ich we work. 

Some of you probably feel that you have been taken apart so 
many times over the past five years in an effort to seek financial gain 
"cutting off the f lesh" they call it that there is now nothing left but 
"the bones to rattle". 

The second reason for the title reflects on the 50th 
Anniversary, fifty golden years of our Organisation . Whilst we go for 
gold in the materialistic sense; in our confusion as we are re­
engineered to do so; let us not forget the GOLD of the past. What 
must be avoided before it is too late is : 

• The loss of professional knowledge and experience 
• The lack of opportunities to develop and maintain expertise 
• Loss of "Common sense" -that someth ing that all of us have, 

but regrettably seldom use. 
• Deterioration in our standard of work which directly relates to 

patient care. 
It has been said and I quote [lest I be accused of it) that 95% 

of Managers today say the right thing but only 5% do it. 
Fifty years to the very young seems an eternity; to those of us 

w ho are older, 50 years does not seem very long at all. In the context 
of history as it unfolds into the future our 50 years as an Organ isation 
wi ll certainly be viewed as our formative years, our metamorphosis 
phase, our evolution as a mature Organisation. 

Currently we are bouncing around in a sea of uncertainties as 
budget driven management, compounds our fee lings about our self 
worth; where the buzz words are redundancies, attr ition, multi ­
skilling, re-engineering of staff and equipment and "down-sizing". 

Where external surveys [usually done by Professional 
Accountants) relieve Managers by stating phrases like "your staff is 
surplus to supply" or "staff reductions are required as planning 
targets are exceeded". In short where the tota l emphasis is on cost 
control measures. In this envi ronment it is difficult to find our self­
esteem and respect both personally and professionally. We know we 
have a wealth of professional experience behind us which is gradually 
being eroded. We have concerns about our work quality and that 
multi-skilling wi ll lead to less expertise and inferior trained staff. 

What in bemusement we ask ourselves has happened to our 
comfortable working environment where we had, we believed, 
mostly a caring system. 

Now that caring system has been replaced by a dollars system 
and it's uncomfortable. 

For a few moments this morning I invite you to look behind 
w ith me to the future. To look back to our ach ievements- Nuggets of 
gold to be found there - polish and cherish t hem and take them into 
the future w ith us. 

Winston Churchi ll once said "The further backward you can 
look the further forward you are likely to see". 

The year we have travelled back in time to visit is not 1946 
but 1896. One hundred years ago, Queen Victoria is on the throne of 
England, hospital boards in New Zea land are being pushed by doctors 
to set up Pathology Departments. 

To understand the reason for this we need to glance even 
further back at what had been happening in medicine in Europe 
during the 19th centu ry. Doctors had been seeking answers to 
questions and had used their intelligence to ask the right questions 
about possible causes of disease. Severa l had set up their own 
primitive research laboratories in the hospitals in which they worked . 
The outstanding characteristic of 19th century medicine was the 
correlation of discoveries in these primitive laboratories and autopsy 
rooms with observations at the bedside. 

Alexander Virchow was one of these early pioneers fully 
utilising microscopic studies in the complete autopsy and he set the 
pattern for the full development of Pathology as a distinct speciality. 

Others who were medical pioneers and contributed greatly 
during this century were; 

Semmelweiss and Lister for their observations on cross infection 

and antiseptic technique . 
Robert Koch for his work on the causative organism of 
tubercu losis. Edward Jenner as a pioneer of vaccination. 
Paul Ehrlich as a founder of chemotherapy. 
Knowledge of pathology was passing from the realm of general 
information to that of immediate practicality. 

Samples of tissue a few mi llimetres wide cou ld be obtained 
for microscopic study f rom a w ide variety of organs and the 
interpretations of pathologists could determine not only t he diagnosis 
but the course of therapy and ultimate prognosis. 

Techniques were cumbersome and took many days to 
process, a far cry from the frozen section of today. In the primitive 

laboratories, disease processes were generated in laboratory an imals 
to provide information on the basis, nature and therapy of simi lar 
conditions in humans. 

Is it little wonder then that at this time one hundred years ago 
doctors were pushing to set up Pathology Departments in New 
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Zealand . Wellington Hospital appointed a Dr. Fyfe as its first 
Bacteriologist. Christchurch Hospital had set up a comer of the 
dispensary as a laboratory and any member of staff was free to work 
there if he was competent in the technique. Few were apparently and 
specimens were sent to Dunedin where there was more expertise at 
the Medical School. 

Christchurch Hospital then appointed a Bacteriologist, a 
young Dr. Lou isson w ho had been acting Bacteriologist at Guy's 
Hospita l, London. You will note that I said young as many years later 
as a General Practitioner in his late 60's he had the honour of 
bringing me into the world. Later I too, was to work at Guy's 
Hospi ta l. Such is the link in history. 

In 1900 the Hea lth Department in New Zealand was formed. 
It arose from a rushed piece of legislation w ith t he t hreat of bubon ic 
plague w hich had appeared in Auckland. It was given w ide powers 
and w hen t he urgency passed t he powers rema ined and have steadi ly 
increased. In the shadow of Baci llus pestis the Health Department 
was born . By 1910 it had a fi rm grip on hospital control, a grip it 

reta ined f irmly for over 80 years. 
Comi ng a little further forward in t ime and working towards 

1946, the birth of our Institute, w hat events were taking place to 
hasten t his birth? 

In 1912 t he first f ull time Path ologist Dr. A. B. Pea rson was 
appointed in New Zea land . Dr. Pearson sta rted in a laboratory t hat 
contained one incubator, one autoclave, one microscope and an iron 
saucepan for steri lising articles. From 191 3 onwards ski lled technical 
people were imported from the United Kingdom, a trend that 
continued for some considerable time. 

My esteemed Chairman today, Mr. John Case was one such 
import to Dunedin Hospital. 

In fact the occasional import from the United Kingdom is sti ll 

happening, particularly in the area of Blood Transfusion Science 
where we are woefully short of experienced people in New Zealand . 

Major happenings in the scientific world that affected the 
development of laboratory science in the early part of this century 
were: the discovery of the major blood groups the arrival of the 
electron microscope, the birth of antibioti cs, t hanks to Alexander 
Fleming's astute observations on the action of penicilli n. 

During the 1930's many qualified nurses went into tra ining in 
laboratories in New Zealand and once tra ined were transferred to 
sma ller hospita ls as bacteriolog ists. Perhaps the greatest influence on 
developing laboratory technology in New Zea land was the advent of 
the Second World War 1939-1945. The skilled techn icians went 
overseas and trained replacements were impossible to find . Married 
women, nurses, medica l orderlies, retired typists and volunteers all 
worked as techn icians. Many of the skilled techn icians w ho joined the 
Armed Forces became Commissioned Off icers, a recognition of their 

expertise. 
The ea rly 1940's saw the development of Blood Transfusion 

Services . Inoculat ions, vaccinations and blood grouping of soldiers 
were done by Pathology Departments. 

Penici llin was available for civilian use in 1944 and the 

distribution of this was rig idly controlled and entrusted to 
Pathologists. Prior to th is time it was never permiss ible for a technica l 

person to take blood from a patient by venipuncture. The 
Pathologists genera lly did not like doing it and viewed it as a 
formidab le procedure. Is it little wonder that as the Patholog ist 's 
duties increased, the delegation of t his procedure was given to the 
growing numbers of technical people in the laboratories? The Health 
Department introduced water and milk supply analysis and tests 

involving the use of live animals increased. 
Towards the end of the 1940's one era was closing and 

another beginning. The war was over, the skilled technicians retu rned 

f rom war service and with them many others who had gained 

laboratory experience in Mi litary Hospitals overseas - wider experience 
than the volunteers and nurses w ho had fi lled the void wh ile the war 
was on. 

Test numbers and test variety had increased. Pathology 
Departments were beginning to break up into specialities. The scene 
was thus set for the birth of the New Zealand Association of 
Bacteriologists that wou ld bring together t he diverse technica l people 
from all over New Zea land. An Organ isation w here professional issues 
wou ld be improved, where knowledge wou ld be shared, w here 
training programmes would be planned and developed and National 
Examinations established. 

Dissemination of information was one of t he primary aims of 
t he New Zealand Association of Bacteriologists w ho swiftly moved to 
produce a Journal, conduct forma l examinations and stage an Annual 
Conference. 

The need for ongoing training was recog nised from t he 
beg inning and was voiced in the Editorial of the January 1947 
Journa l. I quote "Senior members do not just happen, they grow 
f rom Junior Members and it is an urgent and essential duty to t rain 
our Junior Members now and in the best possible way so we w ill be 
prepared for the expansion that must come". 

From the enthusiastic beginning of this Organisation the 
Journal became our professional voice. Despite a paucity of art icles 
being proffered and Editors pleas for Journal material it has survived. 
That it has done so is a tribute to the foresight, intel ligence, stamina 
and determination of all the editors over the past 50 years. 

To those of you who have complained at t imes about the lean 
content of the Journal I say "look first to yourselves, what did you do 
to improve the content or more pertinently what are you doing today 
to ensure its survival into the 21st Century'". Is this one of the 
nuggets of gold we shou ld seriously be looking at to take with us and 

preserve? 
One person who quietly financially supported our Journal in 

the 1940's when it was struggling to become .established was Thomas 
Pullar. He w as not only a true friend, mentor and guide of our 
fledglin g Organisation but gave f inancial assistance as well. 

When I joined the New Zealand Association of Bacteriologists 
in the 1950's Senior members of staff were people alluded to earlier, 
war veterans who had returned after working in Military Hospitals in 
Ita ly or the Middle East and nurses who had trained as bacteriologists. 
The examination system had been established and the requ irements 
at that t ime were to sit an Intermediate Certificate after three years 
tra ining to be followed by the Certificate of Proficiency in Hospital 
Laboratory Practice two years later. A five year course. Since then the 
examination system has gone through many phases. The New 
Zea land Certificate of Science as the basic tra ining examination 
fo llowed by 0 and A levels in specifi c specialist topics. 

These were later ca lled Part 11 and Part Ill and later again 
Certificate and Specialist Levels, all incorporating both oral and 
practica l examinations. The ora l and practica l examinations were later 
phased out, to be fol lowed by t he introduction of log books for 
practi ca l assessment. 

After 50 years of metamorphosis, our examination system has 
thankfully emerged with a Bachelor of Medical Laboratory Science 
(BMLS) now firmly established for Technologists. Over the years many 

people worked extremely hard at different periods of our history to 
ach ieve this and I say today a specia l thank you to all those who 
contributed to this long strugg le to keep the professional hope alive. 

Your efforts have at long last been professionally realised. 
A training programme and examination system pioneered by 

the inva luable School of Medical Laboratory Technology in Auckland 
was established for Laboratory Assistants. The Qualified Technical 
Assistants (QTA) examination sti ll continues today for Laboratory 
Assistants. 
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Vacuf!tte® Blood 
~iction Systems 

~~· The Vacuette® Blood Coll ection System is made of plastic 
with a un ique SAFETY screw cap. The vacuum system 
ensures safe handli ng and un iversal appl ication on all 
common analysers. 

Vacuette® Tailor-made tubes 

Common sizes covering al l fields of blood ana lysis 
Transparent- like glass 
Virtually unbreakable 
light weight 
Easily disposa ble 

NEW uick Release Holder 
For safety and ease of use 

Enables a multi sa mple needle to be attached by 
simply clicking the needle into pla ce. 
Takes any size of Vacuette blood collection tube. 
Can be autoclaved and re-used up to 200 times! 

What's more - to remove the multi sample needle aher use simply push a side 
button on the holder and the needle "pops out". It can be directed into your 
needle disposal un it -without having to worry about unscrewing the needle 
from the ho lder. 

Greiner M ulti-sample Needles also Available 

,, BIOLAB SCIENTIFIC LTD 
To order or fo r more information, please contact either our Auckland (0800 807 809) 
or Christchurch (0800 806 974) offices of Biolab Scientific ltd. 



Many here today w ill recall the days when practical 
exa minations were held in the laboratori es at Massey University. 

Students and examiners all travelled to Palmerston North for the 

occasion . Students were not only under the expense and strain of 

travelling there but also often under the threat of " If you pass- we 
pay. If you fail - you pay" . 

· Examiners had the nightmare of trying to keep cultures vi able, 

reagents potent and have sufficient equipment and add itional 
reagents available to allow for any variations on the t heme of a 

method that a wayward candidate might embark upon. After arri ving 

at Massey w ith all this clobber, examiners might then f ind themselves 

gathering stones f rom the Massey driveway to hold down the plastic 
racks that insisted on fl oating in the water baths or sitting down and 

cleaning 30 microscopes so that vis ibility was a " little less than 
foggy". 

But I digress, teaching and training is another nugget of gold 

which must be cherished, pol ished and taken with us as we journey 
onwards. 

The formation of the Special Interest Groups and their 

cha llenge of continu ing education must be encouraged to grow and 
develop further. 

In the evolving years of our Organisation the New Zealand 
Institute of Medica l Laboratory Sciences has f irm ly established or 

assisted the fo llowing to be achieved often in conjunction w ith the 

Medica l Laboratory Technolog ists Board (MLTB). 

• A professiona l voice- The Journal 

• Degree status- BMLS 

• A qualification for Laboratory Assistants 
• Continuing Education 

• Encouragement of Laboratory Accred ita t ion Standards (Telarc) 

• Encou ragement to implement the Maintenance of Laboratory 

Standards (M OLS) prog ramme. 

• In ea rlier days guidelines fo r hours of work, remuneration, 
annual leave and sick leave. 

• Registration of Medical Laboratory Technolog ist s to protect 
patient care and professional interests. 

• Support and encouragement to t he successfu l Pacifi c 

Paramedical Tra ining Cent re in Wellington w hich began in 

1981 and is now recogn ised as a World Hea lth Organ isat ion 

col laborating centre. 

• Participation in t he affa irs of and Representation on the 
Council of the International Association of Medical Laboratory 

Technologists first with Desmond Phil ip and as from June of 

th is year Dennis Reilly. 

All of these things would not have been achieved w1thout the 

input of dedicated people who care about the profession of Medical 

Laboratory Technology and its direction into the future. 
Nothing can be ach ieved without people contribution and as 

with all major ach ievements it has been the ded ication and quality of 

a handfu l of the membershi p that have made these achievements 

possible. The majori ty of members and an even greater number of 
non-members have taken a free ride on all t hese achievements over 

t he yea rs w hi lst saying "w hat has the Institute done for me?" There 

w il l be many in the aud ience today !! 

There have been pred ict ions that by t he year 2000 our 

profession w ill cease to exist, that we are f inished, that w e have come 

to the end of the road. Our profession as we know it may cease to 

exist but we t he people (those w ho are allowed to, or choose to 

survive) wi ll sti ll be there. 

Our professiona l Orga nisation must survive to be the beacon, 

the guiding li ght of our aspirations our Olympic f lame burning 

warm ly to encourage us on. As w e race head long towards the year 

2000 w it h automation, computers, paperless and as t he facetious say 

"people- less " laboratories we w ill need more than ever before, that 

beacon, that Olympic flame provid ing gu idance and encourag ing the 

maintenance of our professiona l standards. 
This yea r for the first time in history we w ill have a female 

president and a female vice-president- two w omen at the helm . Are 

the men all scampering because the going is getting tough ? or are 
enlightened men of th is era awakening to the golden qualit ies of 

human understand ing th at w omen ca n contribute as w e go for gold 

together! I The road w ill not be easy, they w ill have to be women of 

substance to keep alive and nou rish our Organ isation into the future. 
Please if you care about patients, w ork quality, continuing 

education, professional standards and professional ethics give them 

and t heir committee your support. 

As you go into the unknown seeking gold, take t he gold 

standards of the past 50 years w ith you. 
We enter the future facing backwards seeing only the road on 

which we have just travelled. For a few brief moments this morning 

we have reflected on the achievements of the past. The advent of the 

computer has had an enormous effect on the lives of human beings, 
fa r greater than t he Industrial Revolution in the midd le of last centu ry. 

It has changed t he way we live, the way we do things, and we must 

change to meet the cha llenges that th is microch ip brings in its wake. 

For the experienced Technolog ist I have th is message -
"Experience is a qua lity you have, no one can buy it , it is inva luable, 

but you may have to change in t he way in w hich you present your 

experience. Be pro-act ive rather than react ive. In the competitive 

w orld of private enterprise those w ho say " it cannot be done" w ill be 

sw ept away by those who work out a way to deliver the requ ired 
improvements." 

To the young graduates of today I say "Go for it, but let your 

employer know t hat you want to learn as well as work, demand that 

your bright intu iti ve minds do not get neg lected . Encourage the 

Institute in its endeavours to provide Continu ing Education. " 

The day may well come w hen routi ne med ica l laboratories no 

longer exist because the ult imate testing device has been developed­
a wa lk in chamber where at the f lick of a switch the w hole body is 

scanned and wi thi n a few minutes the laboratory results, x- ray films 

and electrocard iog ram results are displayed on a screen in the 

Doctor's office next door, without any invasive techniques 

w hatsoever !! 

Shou ld the Doctor not be in the room when the screen results 

come through, the automatic locator attached to the Doctor, 
complete with mini-screen high lighting the abnormal findings would 

not on ly bleep but send mini-shock waves to the receiver until the 

screen had been cleared thus ensuring the results had reached their 

ultimate destination, the Medical Officer concerned. 
The Technolog ist of today may be transformed into an 

Information Systems expert. We must now live for the future. 

The Health Reforms are here to stay. Our 50 years of 

evolution are over. We face the dawn of the next 50 years in a state 

of revo lution driven by f isca l considerations. 

As we "Go for Gold" we must hang on tightly to our 

evolutionary Olympic torch and pass it safely on through t he 
revo lution to bum ever more brightly in the fu ture. 

If we drop the baton , all t he golden endeavours of people like 
Dr Thos Pu llar, Dr Stephen W il liams, Dr Denn is Stew art (who died 

on ly last week), Doug las W hil lans who began the Journal in 1947 and 

all the other Inst itute Office bea rers over the last 50 yea rs; w ill be lost 

forever. 

Don 't let them down. 
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New Products and Services 

New Dako Catalogue for 1997 

Many new products have been introduced to DAKO's expanding line 
of products. DAKO supplies a wide spect rum of high-quality 
ant ibod ies, monoclonal and polyclonal, fo r bot h diagnosis and 
research. They also have a w ide range of products for Clinica l 
Immunochemistry, Clin ica l Microbiology and Flow Cytometry. 

The 1997 cata logue is colour coded, w hich makes it very easy 
to find w hat you are looking for. For you r free copy, please contact 
us. 

DAKO IDEIA PCE Chlamydia 

IDEIA PCE Chlamydia is a new dual amplification enhanced EIA for 
the detection of Chlamydia. It provides a combination of excellent 
clinica l performance and ease-of-use. 

The antigen is "actively" captured onto the solid phase by 
ch lamydia-specif ic monoclonal ant ibody. Bound antigen then 
becomes labelled by an alkaline phosphatase conjugate. 

The alkaline phosphatase molecules are cova lent ly bound to a 
polymer backbone. Lots of alkaline phosphatase molecules can be 
bound on to this polymer backbone, w hich amplifies the rate of 
product (NADH) formation from substrate (NAPH) This amplif ication 

step signif icant ly enhances the test sensitivity. 
But it doesn't stop there ! The NADH catalyses a cycl ic, dua l 

enzyme reaction, w hich is the secondary amplif ication. Molecules of 
product are repeatedly cycled in the enzyme reaction to produce the 
coloured signal (a dist inct red), w hich can be read visual ly or in a 
spectrophotometer at 490nm . This signal amplification is DAKO 
patented. 

IDEIA PCE Chlamydia has convenient dropper bottles, colour 
coded and ready-to-use reagents and break apart wells. 
Med-Bio Enterprises Ltd 
Phone. 0800 733 599, Fax: 0800 70 7 441, Emaii.Jvincent@medbio.co. nz 

Bayer Builds Strong Internet Following With 
Central Lab "VIRTUAL" Symposium 

Tarrytown, NY. January 30, 1997 - Bayer's Business Group Diagnostics 
invites the worldwide audience of health care professionals and their 
interested parties to log-on to its "virtua l symposium" - Bayer 
Diagnostics Centra l Laboratory Internet Symposium: Series 1 featuring 
Anemia Management and Workflow. 

Whi le Bayer's Central Laboratory Symposium is being held in 
Rome, Ap ril 20-22, 1997, an interactive Internet site featuring the 
Anemia Management and Workflow portions of the Rome 
Symposium w ill be made ava ilable (beginning April 22) to expand 
part icipation. If you plan to attend on-line, you are invited to use 
Bayer's Internet Symposium website e-mail feature to dialogue w ith 
the Scientific Faculty. Presentations wil l cover topics such as a keynote 
on Anemia Management by Profs. Price and Newland; Workflow and 
its Economic Impact on the Laboratory; and others. The Scientif ic 
Faculty w il l respond to your quest ions and comments via Bayer's 
Internet Symposium website w hich is accessible at www. labfocus.com 
and www.bayerdiag.com. 

The Bayer Diagnostics Central Laboratory Internet 
Symposium: Series 1 featuring Anemia Management and Workflow 
w ill continue for three weeks to give participants suff icient time to 

communicate with the Scientific Faculty. 
David Davenport , Sen ior Marketing Manager f rom Bayer's 

Business Group Diagnostics commented: 
"By offe ri ng this symposium on the Internet, we open up 

productive and reward ing dialogue w ith a worldw ide aud ience . 

Anyone w ith access to the Internet and an interest in the subjects can 
log on to Bayer's Internet Symposium. They w ill have a chance to 
have questions answered by a high ly respected faculty w hich wi ll 
include for~er AACC President Peter W ilding, workflow expert Dr. 
Craig Lehmann and keynote speakers Professors Adrian Newland and 
Chris Pri ce from the United Kingdom." 

Bayer Corporation, Diagnostics Division, headquartered in 
Tarrytown, NY, is pa rt of Bayer's worldwide Business Group 
Diagnost ics. One of the largest diagnostics businesses in the world, 
t he group serves customers in 100 countr ies. Customer offerings 
incl ude in-home blood glucose mon itors such as the GLU COM ETER 
ELITE® and GLUCOM ETER ENCORE Diabetes Care Systems: urinalysis 
systems such as the CLI NITEK® 50 analyzer, and large automated 
laboratory analyzers such as the opeRA system, the BAYER 
IMMUNO'" 1 System and t he TECHNICON H*3® Hematology System. 
The Group has some 4,800 employees. 1995 sales were over $1 
bill ion. 
wwwbayerdiag. com 

Gen-Probe PACE®2 
Only PACE®2 combines DNA probe speed and sensit ivity with 
one swab/two test convenience. 

Gen-Probe PAC E®2 tests are the first definitive direct specimen assays 
for C. trachomat1s and N.gonorrhoeae. The system identif ies t hese 
important pathogens simultaneously from a single urogen ita l swab. 
The un ique characterist ics of PACE 2 make it idea lly suited for the 

cl inica l laboratory envi ronment. 
Clinical Laboratories - Sim ple and easy to use, PACE 2 

assays are non-radiometric and require no specialised t ra ining. W ith 
one swab/two test convenience, PACE 2 is a good investment for 
today's competitive cl inica l lab. 

DNA probe technology - Only Gen-Probe links DNA probe 
specif icity with chemilum inescent sensit ivity, giving clin icians the 
confidence of high-quality, objective results for better patient care. 

System Integration - Large batch ing capabil ity and 
automation enable Gen-Probe to meet the specia l needs of both low 
and high volume laboratories. 
Med-Bio Enterprises Ltd, Phone 03 349 4950, Toll Free 0800 733 599. 

Gen-Probe Announces the Release of New 
Amplified Chlamydia Test for Urine Testing 

Gen-Probe, the leading provider of tests for Chlamydia trachomatis 
(CT) to reference and hospital laboratories worldwide, announced it 
has added an extremely sensitive, non-invasive CT test, the Gen-Probe 
Amplif ied CT assay, to its line of top selling diagnostic kits for sexua lly 
t ransmitted diseases . The test, wh ich can detect as few as one 
Chlamydia organism present in a patient 's urine sample, is now 
ava ilable world w ide. 

The Gen-Probe Amplif ied CT Assay complements Gen­
Probe's exist ing line of non-amplif ied prod ucts, including PACE 2 and 
PAC E 2C Systems, w hich can accurately and cost-effective ly detect 
the presence of both Chlamydia trachomatis and Neisseria 
gonorrhoeae w ith one swab, one test. In instances that demand the 
highest possible level of sensit ivity - cases where patients are 
asymptomatic or w here low numbers of infect ing organ ism may be 
present - the heightened sensitivity of Gen-Probe's amplif ied CT 
diagnostic is beneficia l. The test has the ability to offer physicians a 
diagnosis through two sampling methods: co llect ing a patient sample 

w ith a urogen ital swab or using urine as a specimen . 
For further information please contact Med-Bio Enterprises Ltd, Phone 
03 349 4950, Toll Free 0800 733 599. 
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Finn Digital Pipettes 
Fully autoclavable in one piece 

For re liable delivery of microvolumes, the range has been extended 
w ith the addi tion of 0.2-2 ul si ngle channel and a 0.5- 1 Ou l 
multichannel pipettes. Both are designed with a te lescopic piston 
which boosts the power of the blow-out step. Finntips are also 
ava ilable in fully autoclavable, easy-open hinged tip racks. 

Available in seven sing le channel and five multichannel 
models for volumes f rom 0.2ul-1 Om I, the Finn pipette Digital range of 
pipettes are designed w ith a soft touch t ip ejection mechanism and 
each pipette is provided w ith a shelf hanger. 
Call Medica Pacifica Ltd on freephone 0800-106-100 or 

Freefax 0800-688-883 

Cardiac Troponins in routine clinical practice -
a cardiologist's perspective 

A lunchtime lecture series on the above topic will be given in maJor 
centres around the country in April. 

The speaker, Dr Peter Stubbs, is a visiting United Kingdom 
cardiologist with extensive knowledge of the biochemical markers of 
myocardial damage and their use in clinical practice. 

Among other topics the ro le of Troponin T as a diagnostic 
marker and in risk strat ifying patients admitted w ith acute coronary 
syndromes w ill be explored. As well a protocol for managing t he 
chest pa in patient w ill be discussed, as w ill the associated cosVbenefit 
analyses. 
Dates for the lectures w ill be: 
Thursday 17th April Christchurch Hospital 
Friday 18th April Dunedin Hospital 
Monday 21st April Wellington Hospital 
Tuesday 22 nd April Boehringer Mannheim Auckland 
For more information contact your local Boehringer Mannheim office, 
or call 0800 652634 (Auckland 27641 57) 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
MEDICAL SCIENTISTS 

COME AND WORK IN THE UK! 
....................... . . . . . ...... . . .. . . ... 

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

England 

o Top rates of pay, paid weekly 

D Free Professional Liability insurance 
D Meet and Greet ser.ice on arrival at London airport 

o Accommodation arranged from your first night on 

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

o Access to our local ex']Jerience in helping Ne\\' 
Zealanders arrange UK \isas, professional 
registration, airfares . 

Pind out whv so manv Nevv Zealanders like vou have 
chosen us to help them find the right job O\;erseas. 

Call Catherine Olsen 
on 

0800 803 854 -
61 Malve m Road. 

Mt. Albert, 
Auckland 1003 

Workshop Announcement 

Introduction to Molecular Genetics and Gene Manipulation 

A one week non-credit introductory workshop wi ll be held in the Microbiology and 
Genetics Department of Massey University during the mid-semester break 30 June -
4 July 1997. The aim of the course will be to provide a working introduction to the 
powers and limitations of molecular genetic techniques, for people with a professional 
interest in the subject. Material to be covered in lectures and discussions wi ll include 
DNA and genome structure, DNA polymorph isms, gene regulation, the molecular 
genetics of plasm ids and transposons and basic strategies of recombinant DNA research, 
including PCR and sequencing. Concurrent sessions wi ll be held on the final day to allow 
for specia lised interests in the areas of plant and medical molecular biology. Practical 
work w ill include plasmid isolation, transformation/electroporation, restriction enzyme 
mapping, DNA cloning, PCR and RFLP analysis. Background assumed w il l be the 
equivalent of Introductory Genetics and Introductory Biochemistry (200-level). 
Although Boehringer-Mannheim are conti nuing their generous sponsorsh ip for this 
course in the form of biological materials, t here w ill be a charge of $500 (plus GST), in 
order to cover the cost of additional materials and facilities. A lectures-only option is also 
available ($ 150 + GST). Accommodation w ill have to be arranged off campus as, 
unfortunately, extramural ful ly books the campus accommodations. The enrolment will 
be limited to 30 (the capacity of the teaching laboratory). For further information and an 
enrolment form, please contact: 

Dr Rosie Bradshaw (Organiser) 
or Ms Fiona Elrington (Departmenta l Secretary) 

Department of Microbiology and Genetics 
School of Biological Sciences 
Phone: (06) 350 4025 (R. Bradshaw) 

(06) 350 40 13 (F. Elrington) 
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CELL-DYN® 
4000 

ABBOTT Diagnostics Division 

WHITE CELL ANALYSIS 
• Five-dimensional cell -by-cell analysis 
• Expanded reportable range from 0 to 250,000 

cells/~L 

• Indication of white blood cell viability 

DIFFERENTIAL ANALYSIS 
• Increased sensitivity of abnormal ce ll detection 

• Fluorescent DNA staining of nucleated red 
blood ce lls 

• Reportable differential up to 36 hours post­
draw 

RETICULOCYTE ANALYSIS 
• Fu lly automated random access measurement 

• Rapid patented fluorescent RNA staining 
• Sensitivity appl icable for critical therapy 

monitoring 

RED CELL ANALYSIS 
• Focused flow impedance with optical validation 
• Hemoglobin free of interference from 

leukocytosis 
• Complete red blood cell lineage analysis, 

includ ing mature red blood cel ls, reticulocytes 
and nucleated red blood ce lls 

PLATELET ANALYSIS 
• Optical scatter and focused flow impedance 
• Autoverification of resu lts at critical decision 

points 
• Expanded reportable range from 0 to 2 million 

ce l ls/~L 

146A Harris Road, East Tamaki , Auckland, P.O. Box 58-611 , Green mount, Auckland , New Zealand 
Tel: 09 274 9886 , Fax: 09 274 6633, Toll free: 0800 656 233 



Pacific Paramedical Training 
Centre (PPTC) 

The PPTC has recently publi shed a new 
brochure updating information about the 
PPTC as fo llows: 

The Pacific Paramedical Training 
Centre is located at Well ington Hospita l, 
Welli ngton, New Zealand. It is a non-profit 
Organisation supported by the New Zea land 
Ministry of Foreign Affairs and Trade, the 
New Zea land Ministry of Health, the New 
Zea land Red Cross, the New Zea land Insti tute 
of Medical Laboratory Science, the World 
Health Organ isation, and others. 

• The Centre offers courses and train ing 
programmes in medical laboratory 
technology and blood transfusion 
service development both in 
Wellington and in countries 
throughout the Pacific region and 
Southeast Asia. 

• The Centre assists developing 
countries in the development of their 
own t raining programmes in med ical 
laboratory technology. 

• Th e Centre se rves as the major 
advisory agency for the placement of 
overseas technicians wh o wish to 
come to New Zealand for speciali sed 
training in medical laboratory 
technology. 

• The Centre runs an external qua li ty 
cont rol assessment programme 
specifica lly designed for medica l 
laboratories in developing count ries. 

• The Cent re has been designated by 
the World Health Organ isation as a 
Collaborating Centre for external 
quality assessment and training in 
hea lth laboratory services. 

• Personnel from the Centre are 
available for short term consultancies. 

• The centre collects and supplies used 
equipment to developing laboratories. 

• The Centre will appraise new 
instruments for laboratories. 

• Centre staff carry out short term 
consultancies for the WHO. 

• Centre staff engage in research 
proJects in the Pacific Islands and 
support loca l resea rchers. 

• All course lectu re rs are Reg istered 
Medica l Laboratory Scientists and have 
experience working in developing 

laboratories . 
• Centre staff have worked in most 

Pacific Islands, Papua New Guinea, 
Vietnam, Cambod ia, Lao, China and 

Philippines. 
Courses offered include haematology, 

blood bank technology, medical microbiology, 
clinical chemistry, water and food testing, 
HIV/HBV serology, laboratory equ ipment 

maintenance, laboratory management, the 
laboratory diagnosis of acute respiratory, 
diarrhoeal and sexually t ransmitted diseases 
and general updating courses. 

The courses conducted at the Centre 

are usually of two months duration and 
include both theory and practical work. They 
are designed to meet the needs of each 
participant and his/her home laboratory. The 
emphasis on practical and appropriate tra1n1ng 
ensures that the t rainee wi ll be able to use 
effectively the newly acquired ski lls 
immediately upon returning home. 

Sponsorship .. 
Application for sponsorsh ip to attend t ra 1n1ng 
courses at the Centre or for tra ining by 
attachment to a hospital laboratory should be 
made by the Government or State Training 
Officers to the nearest World Health 
Organisation office or to the nearest New 
Zealand High Commission or Embassy. 

Those not requiring sponsorship or just 
wanting further information should write to: 
Pacific Paramedica l 
Training Centre 
PO Box 7013 
Wellington 
New Zealand 
Tel/ Fax 64 4 389 6295 

Solomon Islands 
The Rehabil itation Workshop at the Central 
Hospital is manufacturing wheelchairs 
basically made from fibreg lass and stain less 
steel with solid and wide tyres. The 
fibreglass components are produced by a 
local fibreg lass manufacturer, Aru ligo 
Fibreglass and the rest of it is assembled in 
the Rehabilitation workshop by John 
Alingbatu, a disabled person. The 
wheelcha irs have minimal maintenance and 
whatever is req ui red should be ab le to be 
done in re mote villages. The aim is to 
provide w heelchairs to disabled people in the 
Solomon Islands w ith a design appropnate 
for loca l environmenta l conditions simple yet 
strong, rust -proof and puncture proof. 

The material cost of each fibreglass 
w heelchair is roughly about $1,000. The 
concept came from the New Zealand High 
Commission in Honiara. Donations from 
both the New Zea land and the British High 
Commissions in Hon iara have enabled the 
first 35 wheelcha irs to be manufactured. 

The w heelchairs w ill be monitored 
for performance in the loca l cond itions and 
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w ill be avai lable free of charge to disabled 

patients. Until now the Solomon Islands . 
have relied on receiving donated wheelcha irs 
from Austra lia and New Zea land as the cost 
of importing new wheelchairs is extremely 
high . There wi ll stil l be a demand for some 
imported w heelchairs as wel l as the local ly 
made fibreg lass ones. The type of 
wheelchair used w ill depend on th e va rying 
requ irements of the disabled . . 

This project is an exciting one as 1t 
provides work for loca l business as well as 
providing economica lly viable w hee lchairs for 

the disabled. 

Papua New Guinea 
Provincia l governments are to shoulder the 
bu lk of the Papua New Guinea's health 
services under health sector reforms 
approved by Parliament Health Minister 
Ph ilemon Embel said sign if icant aspects of 
the reforms include a sh ift in emphasis from 
urban to rural and from curative to 
preventive hea lth care. He sa id public 
hospita ls w ere now national functions and a ll 
rural hospital s, hea lth centres, clinics and a1d 
posts were th e responsibility of provincial 
governments PNG has a total of 2,399 aid 
posts, 199 health centres, 303 hea lth sub­
centres, 45 urban cl inics and 19 hospitals . 
c hurches provide 45 per cent of the total 
serv ices including 49 per cent of the rural 
health services. 

$40 million project to improve 
health 
Australia is to fu nd a multi-mi lli on hea lth 
project in Papua New Guinea, aimed at 
improving health standards of women and 
chi ldren. The project, expected to cost more 
than $40 mill ion over f ive years, w il l upgrade 
health centres and aid posts around the 
country. Aid posts and hea lth centres w il l 
also be funded to establish regular outreach 
clin ics in vil lages to ensure that women and 
chi ldren in even the remotest regions have 

regula r access to health care. The project 
w il l also train nurses, community health 
workers and vil lage-based health workers 

and birth attendants. 

Leprosy - Further Decline in 
Prevalence 
As a public hea lth problem, leprosy is slowly 
declining throughout the Pacific. However, 
the problems caused by disabil ity rema in. 
Patients who may no longer have active 
leprosy must still live with its devastating 
effect on their lives. Without continuous 
care and rehabilitation people w ill suffer 
needlessly. 

The number of registered leprosy 
cases in the world has fallen below one 

million for the f irst time since global statistics 



on the disease began to be col lected. This 
suggests convincing ly that WHO's strategy 
for eliminat ing leprosy as a public health 
problem is wel l on t rack. 

In fact, the overall prevalence of 
leprosy, wh ich declined by 27% between 
1994 and 1995, has fallen by a further 28% 
between 1995 and thi s yea r. Over the past 
ten years, the world's leprosy burden has 
been reduced by 83%. 

Leprosy remains a public hea lth 
prob lem in 60 countr ies or areas, but 16 
countries contribute to about 90% of the 
leprosy problem in the world. India heads 
the list w ith 560,000 registered cases, far 
ahead of Brazil w ith 95,564. 

Then fo llow Indonesia, Myanmar, 
Nigeria, Nepal, Bang ladesh, Ph ilippines, 

Mozambique, Ethiopia, Zaire, Madagascar, 
Sudan, Tanzan ia, Guinea and Cambodia. 

Dengu Fever Outbreaks 
Dengue fever f irst appeared in the 18th 
cent ury but the Worl d Healt h Organisation 
has only recently begun to count it as one of 
the most dangerous tropical diseases. The 
number of countries fatally hi t by dengue 
fever has ri sen since 1970 f rom nine to more 
than 40, and the WHO estimates t hat more 
than 20,000 people now die f rom the 
disease each year. Deadly outbreaks have 
erupted this yea r in Singapore, Indonesia, 
Malaysia and t he Philippines . None took 
anywhere near as many lives as a recent 
epidemic in India. 

In this epidemic, over 7,000 people 
were stricken and 270 died. It was India's 
worst dengue fever outbreak since t he 
1960s. There is no vaccine and no cure for 
dengue fever. 

Dengue fever has occurred recently 
in Western Samoa and sporadic cases have 
been reported from other Pacific Islands. 

Tuberculosis 
Tuberculosis (TB) is now the world's biggest 
disease. The disease is now the world's 
leading cause of death f rom infectious 
disease. Ten million people become infected 
and t hree million people die from TB every 
year and the fi gures are increasing. 
Haphazard use of drugs has led to the 
bacterium that causes the disease, 
Mycobacterium tuberculosis (MTB), 
becoming resistant to all the drugs used 
aga inst it in some areas of the world. 

British and United States scient ists 
have developed a new kind of vaccine to 
protect aga inst TB . Unl ike conventional 
vaccines this is made not from dead or 
weakened bacilli (bacteria) but from pure 
DNA genet ic materials. 

Research has shown that this shou ld 
make the vaccine cheaper to produce, more 
effective and easier to store and transport in 

t he tropics . 

Pacific Paramedical Training 
Centre 
Extracts from the Annual Report of the 
Chairman, Dr R McKenzie 
Activit ies 1996 
The official opening of the new PPTC 
premises in December last by Her Exce llency 
Dame Catherine Tiza rd marked the 
beg inning of another active year for the 
Centre. 

The activit ies included t raining 
courses at the Centre, tra ining placements in 
specialised laboratory discipli nes and the 
maintenance and f urther development of the 
Pacific Regiona l Health Laboratory Qua lity 
Assessment Programme. 

The work of the Centre has 
continued to broaden during 1996 with co­
operative links being made w ith other NGO 
groups worki ng in hea lth areas in the Pacif ic 
and SE Asia. 

Of special note is the joint venture 
established between VSA, PPTC and LABNZ. 
This has involved the placement of a 
laboratory scient ist in t he Binh Dinh Province 
of The Socialist Republic of Vietnam. 

The assignment is for a two year 
period and w ill involve medical laboratory 
and blood transfusion service development in 
district hospita ls. 

The focus of the Centre's activities 
during 1996 has been and w il l continue to 
be in the Pacifi c Region . Some 28 Pacific 
Island Laboratory Technicians attended 
courses or had work attachments. 

1996 w as also year one of the t hird 
cycle of the t hree year Samoan Laboratory 
Techn1ca l Programme at the National 
Hospital Laboratory in Apia. This course 
cont1nues to ru n well under the direction of 
the PPTC and technicians who have 
completed the course are making a 
significant contribut ion to the health 
laboratory schemes in Western Samoa. 

During 1996 negotiations were 
conducted with MFAT and WHO and 
planning is under way for the running of in­
country medical laboratory qua lity assurance 
courses in Papua New Guinea and Fij i. 

Planning was also continued w ith the 
University of Papua New Guinea and MFAT 
to begin the second cycle of in-country 
courses for rural medica l technicians. It is 
hoped th is w ill take place in 1997. 

During 1996 the Centre has 
continued to serve as a coordinati ng agency 
for the col lection of appropriate su rplus 
medical laboratory equipment and textbooks 
for donat ion overseas. 

The PPTC is indebted to the 
Communicable Disease Centre and a number 
of New Zealand hospitals for surplus 
equipment, journals and other reference 
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materials for this purpose. The PPTC are also 
most grateful to Mr David Wiseman of 
Medical Aid Abroadffhe Peace Council for 
packing and shipping arrangements. 

Projected Activities 1997 
The Wellington based t raining cou rses are 
planned for 1997. They are Blood Bank 
Technology in February, Laboratory 
Management in July and Blood Cell 
Morphology in September. 

The Pacific Regional Qua lity Control 
Programme w ill continue to run monthly 
from March to November and the second 
year of the th ird cycle of the Western 
Samoan Laboratory Technology course wi ll 
commence in February. There are 10 trainees 
sitting the end of Year I examinations in 
November 1996 and the successful tra inees 
w ill proceed to Year II. 

At the present t ime, there are two 
attachments at New Zealand laboratories 
being arranged for 1997. 

Negotiations are under way w ith 
Papua New Guinea and MFAT to undertake 
an eva luation of the two t raining courses run 
by Gilbert Rose for Rural Laboratory Workers 
in 1995. The University of Papua New 
Guinea and the World Health Organisation 
office in PNG have asked the PPTC to 
participate in two workshops on Quality 
Assessment in early 1997. 

The PPTC w ill also be involved in 
provid ing lea rni ng experience for a senior 
technician from the Provincial Hospital at Binh 
Dinh, Vietnam, and two blood bank 

technologists w il l be attending t raining in 
English language and blood bank technology. 

The World Hea lth Organisation 
Regional Headquarters in Manila have 
requested the services of Mr Lynch to act as 
consultant for a reg ional workshop on the 
Regional External QC Programme. This 
workshop will be held during the second half 
of 1997. 
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Prize Giving Address­
November 1996 
Margaret Chamberlain, International Liaison 
officer, Ministry of Health presented the 
prizes and gave the fo llowing address at the 
Prize Giving ceremony for the Medica l 
Laboratory Course and the Cytology Training 
students at Well ington Hospital on Friday, 1 
November 1996. 

Thank you for t his opportunity today 
to address the prize giving ceremony for the 
tra inees of the medical update course and 
the cytology tra inees attached to Wel lington 
Hospital. My congratulations to you and your 
tutors and management of this centre who 
together have made this event possible- well 
done. 

I always enjoy the prizegivings at this 
centre and try to attend as often as I can for 
it·gives me the opportunity to meet the 
students, who up until then have been names 
that have come across my desk. It is good to 
see so many countries represented here 
today. I note that we have students from 
Papua New Guinea, Solomon Islands, Kiribat i, 
Vanuatu, Fiji , Pa lua, Marshall Islands and 
Tuva lu . 

Back in 1979 I had the pleasure of 
attending an address given by Dr Alec Sinclair 
from the Department of Health on 
International Hea lth . In those days he wore 
two Department hats one being the Director 
of Hospitals Division and the other as 
Principa l Medica l Offi ce r, Internationa l Health. 
I was most impressed with the International 

Health work the Department was doing then 
in its advisory role to·the Ministry of Foreign 
Affairs on development assistance being 
given to the South Pacific and the ro le that 
WHO was planning in the same area -th is is 
for me, I thought! I'd like to work in the 
International health field. 

After spending time in the 
Department's Public Health and the then 
Hospitals Divisions, in 1980, I was appointed 
to the International Health Team led by Alec 
Sinclair and soon found that I was involved in 
the planning and establishment stages of 
what is today the Pacific Paramedical Training 
Centre. 

The establ ishment of this facil ity was 
almost entirely due to t he drive and 
enthusiasm of Professor Ford the then Head 

of Department, Clinica l Pathology at 
Welli ngton Hospita l and Dr Ron McKenzie at 
that t ime an administrative technolog ist at 
the hospital, later Director of Laboratory 
Services and currently the Chairman of PPTC. 

By the time I ca me on the scene, the 
ground work had been w ell laid : 

• a no longer used laboratory at 
Wel lington Hospital had been 
identified 

• Welli ngton Hospital had been 

persuaded to lease the space 
• and the Professional Organisation for 

Medical Laboratory and Technologists 
had given its support. 

For many years before 198 1 New 
Zealand had been accepting ODA and W HO 
Fellowships for some 5 - 6 laboratory 
technologies every year for "on-the-job 
training ." in general hospita l laboratories. In 
1981 however it became apparent that 
because of the w idening differences in the 
practices and technology developing between 
the countries seeking Fellowships the tra ining 
provided was not entirely appropriate to meet 
their needs. The Department of Health was 
therefore very supportive of the initiative to 
establish PPTC. The International Health 
sect ion, through the Min istry of Foreign 
Affa irs, was subsequently successful in 
persuad ing the New Zealand Government to 
provide some financial support towards the 
venture together with the Red Cross and 
WHO. 

So I have had the privilege of being 
associated w ith t he Pacif ic Paramedical 
Training centre, its students, tutors and 
management, in its planning stages and 
inauguration in 198 1 w ith its first Food and 
Water course run in September of that year. 

Since then laboratory trainees from 
abroad have been sent to this centre to take 

advantage of t raining programmes that are 
pitched to their appropriate level of practice 
and technology. 

I have seen this centre expand w ith 
the development of the Pacific Regional 
Health Laboratory Qua lity Assessment 
Programme and the In Country Training 
Scheme in Western Samoa- and not least 
the moving of the PPTC Operation, last year 
to these premises which were opened by the 
Governor General. 

This centre has captured the interests 
of previous Governors General, Ministers, 
Senior Health Officials, Red Cross, Health 
Authorities in the Western Pacific Region. 
The World Health Organisation which has 
designated PPTC as a WHO collaborating 
centre. Many other Organisation have also 
given support. The work done by PPTC is 
highly regarded in the Western Pacif ic 
Reg ion. In fact I have attended two meetings 
in the region -one W HO Reg ional 
Committee meeting in Hong Kong and the 
WHO Fellowships officers meeting in Man ila. 
At both these meetings the participants 
highly commended the work of PPTC and the 
benef it to their countries had got from the 
students w ho had attended PPTC. 

You the students from the Medical 

update course and the Cytology Trainees wi ll 
be an asset to your Health Services in your 
home countries just li ke the other 450 
students that have tra ined at this Centre 
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before you . 
Well done on your great achievement 

and knowledge that you will take back to 
your countries. You have had great tutors. 
You r country and families w ill be very proud 
of you today. 

It has been a privi lege to have been 
associated with th is centre as I have recalled 
over the years the one thing that has always 
impressed me is the spirit and goodwill that is 
shared amongst the students, tutors and 
management on each cou rse and Mr Lynch 
tel ls me that this group has been one of the 
best. 

I hope you have enjoyed your stay in 
New Zealand. Have a safe journey home and 
I wish you well with your careers. 



INSTITUTE BUSINESS 
Office Bearers of the N.Z.I.M.L.S. 1996-1997 

President 
Shirley Gainsford 
Valley Diagnostics, Lower Hutt 

Vice President 
Ann Patterson 
Lakeside Hea lth, Rotorl.Ja 

Secretaryffreasurer 
Trevor Roll inson 
Southern Community Laboratories, Dunedin 

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

Executive Officer 
Fran van Til 
P.O. Box 3270, Christchurch 
Phone/Fax (03) 313-4 761. 

Please address al l correspondence to the Executive 
Offi cer, including Examination and Membership enqu iries. 

Membership Report- February, 1996 

Membership 13.02.96 19.09.95 
1006 1079 

Less resignations 11 68 
Less G.NA 15 7 
Less deletions - -

Less deceased 1 2 
Less duplications - -

979 1002 
Plus applications 12 4 
Plus reinstatements 3 -

Total 994 1006 

Composition 

Life Member (Fellow) 12 
Life Member (Member) 9 
Fellow 21 
Member 618 
Associate 258 
Non Practising 49 
Honorary 27 
Tota l 994 

New Members 
M. NULSEN, Massey University, 
K. COOPER, Diagnostic 
S. HACKSHAW, Green Lane 

12 
9 

21 
621 
266 

50 
27 

1006 

19.07.95 07.06.95 
1084 1174 

6 28 
6 16 
- 109 
- -
- -

1072 1021 
5 62 
2 1 

1079 1084 

12 12 
9 9 

21 21 

645 644 

311 317 
54 54 
27 27 

10n 1084 

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

Membership Fees and Enquiries 
Membership fees for the year beginning April 1, 1997 
are: 

For Fellows- $101.40 GST inclusive 

For Members- $101.40 GST inclusive 

For Associates - $48.1 0 GST inclusive 

For Non-pract ising members - $44.20 GST inclusive 

All membership fees, change of address or 
particulars, applications for membership or changes in 
status should be sent to the Executive Officer at the 
address given above. 
Members wishing to receive their publications by 
airma il should contact the Editor to make the necessary 
arrangement. 

NEW ZEALAND 
INSTITUTE OF MEDICAL 
LABORATORY SCIENCE 

1997 CALENDAR 

March 
March/April 
30 April 

30 April 

30 April 

23 May 

23 May 
27 June 

1 Ju ly 
8/9/10 July 
18 Ju ly 

6 August 

13 August 

20 August 

25 August 
27 August 
26-29 August 
5 November 
12/13 November 
December 

South Island Seminar - Methven 
Council Meeting- Wellington 
Committee Annual Reports to be with 
the Executive Officer 
All accounts to National Treasurer for 
auditing 
Proposed rule changes and remits to be 
with the Executive Officer 
Applications close for Specialist 
Certificate examinations 
Applications close for QTA examinations 
Nomination forms for the election of 
Officers and Remits to be with the 
Membersh ip (60 days prior to AGM) 
Annual Staffing Survey 
Fellowsh ip examinations 
Nominations close for election of Officers 
(40 days prior to AGM) 
Ba llot papers to be with the membership 
(2 1 days prior to AG M) 
Annua l Report and Balance Sheet to be 
w ith the membersh ip (14 days prior to 
AGM) 
Ballot papers and proxies to be w ith 
Executive Officer (7 days prior to AGM) 
Council Meeting- Wellington 
AGM - Wellington 
Annual Scientific Meeting - Wellington 
QTA examinations 
Specialist Certificate examinations 
Council Meeting 
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C:OULTEn 
SCIENCE SERVING HUMANITY 

Coulter Electron ics (NZ) Ltd: PO Box 109518 Newmarket Auckland 
Free Call 0800 442 346 Free Fax 0800 442 347 
Internet: http ://www.coulter.com 



In order to get the most out of your working holiday in 

Britain, you'll want the expert care you can only gain from 

Corinth. With almost thirty years experience we've grown 

to be the leading specialist Employment Agency in our 

field by helping Medical Laboratory Scientists from all 

over the world combine business with pleasure; giving 

them the opportunity to work with the UK's leading 

hospitals and helping them take time out to enjoy the 

different cultures and sights. What's more, as well as top 

rates of pay and an excellent package of benefits, you 

won't be tied to any binding contracts and you won't be 

charged for our services . 

We' ll simply offer you the widest selection of jobs and 

supply friendly and confidential advice on all aspects of 

working through an agency. 

Want us to put you in the picture? 

If so, complete the coupon below and send it to our 

Recruitment Manager. Kate Williams AIBMS and she 

will send you our FREE 'Working Holidays in Britain ' 

Information Pack. Alternatively, you can 

Call Us Toll-Free on 0800 441586 (24 hours). 

I'd like to know more 
about Corinth Medical. 

Please send me your 'Working Holidays m Brita1n' brochure. 

Name ________________________________ __ 

Address---------------------------------

Tel: __________________________________ __ 

Anticipated date of travel:------- Month ----Year BSNZ 

Corinth 
Medical 

Post to: Corinth Medical, 5 Theobald Court, Theobald Street 

Borehamwood, Hertfordshire WD6 4RN. ENGLAND 

Tel: 00 44181 207 0234 Fax: 00 44181 207 6894 

THE PROFESSIONAL STAFFING AGENCY 
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BOEHRINGER 
MANNHEIM 

LAB DIAGNOSTICS 

Boehringer Mannheim NZ Ltd 
Toll Free: 0800 652 634 
Telephone: (09) 276 4157 
www.boehringer-mannheim.com 




