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Training for Paradise — T. H Pullar Address

Michael Lynch, MNZIMLS
Pacific Paramedical Training Centre, Wellington

I recently read in an international magazine that brevity is the first
principle of rhetoric and perhaps the most violated. Generally,
scientists obey a very important law known as The Law of Parsimony.
lan Wilmut, who recently announced his creation of Dolly the cloned
adult sheep, did so in three pages in Nature Magazine. Watson and
Crick announced their discovery of the structure of DNA in less than
two pages of Nature. Thus Lynch, who has cloned nothing and
discovered even less will, in the tradition of these great men, try to
observe the Law of Parsimony during this address.

Thomas Pullar was born in Auckland in 1907.

I'was born in Sydney in 1936.

Dr Pullar was appointed Pathologist at Palmerston Hospital in
1937 when | was one year old.

[ first met Dr Pullar in 1954 when [ was interviewed by him for
the position of medical laboratory trainee at his laboratory.

Unfortunately that meeting was when my personal association
with Thos Pullar began and ended because although | was successful
with my application to start my training at Palmerston North | accepted
an earlier offer from Dr Joe Mercer to train in Wellington.

Dr Pullar was a lifelong friend and champion of New Zealand
Medical Technologists and was intensely concerned with the training
of technologists and even in his retirement in Tauranga in 1963 he
travelled throughout the country setting up technologists
examinations and introducing new training schemes. Today | want, in
honour of Thos Pullar, to take up this theme of training.

| have titled this address “Training for Paradise” and those of
you with highly developed spiritual and evangelical leanings may think
that [ am going to talk about things heavenly and how to go about
getting there. Well this is not the case and the paradise that i am
referring to is not so far distant and you can't get there by
accumulating sufficient fly by points or simply buying a plane ticket.
Yes my paradise is a Pacific Island and my training refers to the training
of medical laboratory technicians for hospital laboratories in the
Pacific. I am sure that Dr Pullar from his paradise would be pleased to
look down upon my paradise and recognise similarities to the early
days of laboratory technician training in New Zealand. On perusat of
the titles of the T.H. Pullar addresses dating back to 1967 there have
been at least four concerned with the training of laboratory
technicians in New Zealand and today ! invite you to view the wider
picture of laboratory training in the developing countries that make up
the Pacific region.

In 1970, the then Prime Minister of Fiji Ratu Sir Kamisese Mara,
in a speech to the United Nations General Assembly launched the term
“The Pacific Way". This is not an easy term to interpret from our 20th
century Western perspective and as it is a Pacific term perhaps it
should only be used in the Pacific language. So in Samoan it would be
Fa'a Pasifika or any other Pacific causative prefix such as Va'a, vaka
faka, hak, mbaka, paka, aka Pasifika or even in the Melanesian Pidgin
as “Pasin bilong ol ailan” (The Island Way). So as there was a “Pacific
Way" of living and thinking in the Pacific there was also a Pacific Way
of training laboratory technicians.

As you all know the Pacific has been traditionally divided up
into three major zones, Polynesia, Melanesia and Micronesia and the

first two of these | further divide into English or French speaking. This
morning | am going to confine my remarks to the English speaking
countries, as | have no experience in the laboratory operations in the
French speaking Pacific.

For a long time, medical education in the Pacific virtually
meant the Fiji School of Medicine or FSM, as it is now known. This
school was established in 1885 as the Suva Medicine School and
between 1928 and 1995 it was called the Central Medical School. By
1995 it had graduated just over 1000 physicians and a little less than
1500 allied health workers in Dentistry, Dietetics, Environmental
Health, Pharmacy, Physiotherapy, Radiography and Medical Laboratory
Technology.

The laboratory training programme commenced in 1946, one
year after the formation of the New Zealand Association of
Bacteriologists, with the enrolment of 4 students for training as
Laboratory Assistants. Up until this time all the laboratory work for the
Suva Hospital was carried out by pathologists, and the assistants jobs
were to assist at post mortems, and general cleaning chores. Ev
entually the pathologists realised that there was too much technical
work for them to cope with alone and that a core of better trained
assistants was needed. The philosophy of the school was “Learning by
actually doing”. This meant that there were very few lectures and that
most of the teaching was done by demonstration at the bench.
Eventually other countries in the Pacific region sent assistants to the
school for training. These regional students came from Papua New
Guinea, Vanuatu, Solomon Islands, Yap and the Cook Islands.

Initially study was based on learning only that which was
needed to perform the work requested by the doctors and in the early
1960s 3 offiaal subjects, haematology, microbiology and post mortem
technology/histology were introduced. Nevertheless even though
there was a syllabus, teaching tended to be restricted to that which
the tutor (Pathologist) wanted the students to know. There was no
formal theoretical examination, only a practical one, and there was no
formal graduation ceremony - the Pathologist organised a party at his
residence and someone from the School of Medicine presented the
Certificates.

From 1963 to 1979 the training continued with the addition
of Chemical Pathology and Cytology and the teaching was now
carried out by the expatriate technicians from New Zealand or
Australia. In 1980 the teaching programme was reviewed,
Haematology and Immunohaematology were separated, the theory:
practical mix was set at 40:60 and it was recommended that the
course be lengthened to four years and upgraded to Diploma level.
This latter point was not acted upon at that time. in 1987 laboratory
technology as a topic was designed to include the basic science
subjects and added to the list of subjects to be studied. In 1988 the
Diploma course was resurrected, approved and the first four Diploma
students graduated in 1990. All Diploma students had to complete a
project which represented at least 60 hours work.

It is known that the organised laboratory training in Fiji
commenced in 1946 with two Fijian and two Indian students.
Unfortunately the names and numbers of students from 1946 to 1956
have been lost but from 1956 to 1996 there have been a total of 225
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technicians graduate from the school. Of these 120 have gained the
Diploma qualification including some who have updated their
Certificate qualification. A further breakdown of statistics reveals that
170 were from Fijian hospitals and 55 were from other countries in the
Pacific region. The Head of Department of the Medical Laboratory
Programme is Rajendra Singh, a local trained technician and since the
late 1970s all training has been given by local technicians.

Perhaps the most notable person to graduate from the Fiji
Medical Laboratory Technician Training School was Sir Maori Kiki from
Papua New Guinea. On his return to PNG Sir Maori eventually entered
politics and became PNG’s first Foreign Minister and was for a time
acting Prime Minister,

Another notable alumni of the Fiji school is Daniel Kalorib.
Daniel was for many years chief technician at the laboratory in Port
Vila, Vanuatu and now holds the position of Deputy Director of Health
for Vanuatu.

So there is life after training for paradise.

The next major development in the laboratory training saga
occurred at the western side of the Pacific Ocean in Papua New
Guinea. Initially, technicians were sent to either Fiji or Melbourne for
training but as Papua New Guinea developed a small urban vocal elite,
a demand for the sophistication of the developed world included a
demand for more sophisticated medical care. The first certificate
course for laboratory technicians was established in 1963 under the
Territory of PNG. This was later upgraded in 1972 and became a part
of several allied health courses which were conducted by the College
of Allied Health Sciences, Port Moresby, under the Department of
Health. Of the laboratory workers trained before 1963 only one
remains working in the profession.

The course which started in 1972 became a 3 year Certificate
Course. In the early days the tutors of this course were technologists
who worked in the hospital service but as hospital laboratory
workloads became heavier specific tutors attached to the College of
Allied Health Sciences took over the teaching. The first year of this
course was comprised of full time lectures and practicals in basic
science subjects. The second and third years were spent learning the
medical laboratory disciplines with 40% of the time spent in the
college and 60% of the time spent on bench training in the Pathology
Department of Port Moresby General Hospital. Entry qualification for
this training was somewhere between the New Zealand School
Certificate and University Entrance standards. The Certificate course
training finished in 1991 with a total of 165 technicians graduating.

In 1975 a Diploma course was commenced which was
available for certificated technicians who had had at least two years
post graduate work experience. The Diploma took two yeais study and
the lecture: bench work split was 50:50. To date 30 technologists have
graduated with the Diploma.

In 1994 both the Certificate and Diploma courses came under
the aegis of the University of Papua New Guinea and were combined
to form a three year diploma qualification and at the end of 1996
there were 20 graduates from this course. The University hopes to
develop this new course into a degree course in the near future. The
Department of Health now concentrates on the training of laboratory
assistants and the formal training of these workers commenced in
1976 with the institution of a 9 month certificate course held in several
venues around the country. These MLA (Medical Laboratory
Assistants), and to date 110 have been trained, are the back bone of
the work force and perform much of the work in the 20 Provincial
base hospitals.

The next level of laboratory worker is the Rural Laboratory
Assistants who work at the rural health centres. Often these people
are already working within the health system in positions such as nurse
aid or malaria microscopist. They receive training at various centres in
the country to perform a limited range of laboratory procedures. The

PPTC was involved in 1995 with the provision of training for this
category of worker when Mr Gilbert Rose conducted in-country
training for 20 Rural Laboratory Assistants in Port Moresby and
Goroka. The PNG health authorities hope to continue this
collaboration with the PPTC in future years.

By the end of 1996 there has been 507 laboratory workers
trained through the Papua New Guinea training system. These fit into
the following categories;

50 Medical Laboratory Technologists

165 Medical Laboratory Technicians

110 Medical Laboratory Assistants

182 Rural Laboratory Assistants

When the 1996-2000 Health Plan is implemented two new
rural hospitals will be built in each of the 20 provinces and a
considerable development of Public Health Lab oratory capacity will be
established in three regional hospitals. These developments indicate
that there will be an increasing need to train further laboratory staff.

There are a number of smaller training schemes in various
Pacific countries that merit mention in this review. These programmes
are mainly aimed at producing trained personnel to fill the countries
own needs. The ones that | will cover today are the programmes in
Tonga, Western Samoa and the Pacific Paramedical Training Centre.
There were other programmes set up in other countries by enthusiastic
volunteers (mainly American Peace Corps) but these sadly only lasted
as long as the volunteer was on the island. When their contract was
completed and the volunteer returned home the training programme
collapsed.

Firstly Tonga. In the early 1950s a Tongan Medical Officer
returned to Tonga from Niue where during his assignment he was
working in the laboratory and the radiology department as well as
performing his medical duties. On his return to Tonga this doctor
organised the on the job training of two laboratory assistants to
perform haemoglobin estimations, white cell counts, and urinalysis.

In 1977/78 the Tongan government approved the recruitment
of two laboratory assistants who were trained in a local nine month
course consisting of two hours per day in lectures. No certificate was
awarded at the end of the course. Unfortunately the government did
not approve the recruitment for the years 1978/79 and the
programme was discontinued.

In 1987 approval was given to start another course in 1988 to
include all the usual laboratory disciplines plus food and water
analysis. The class was divided into two groups with the first group
being made up of five long serving laboratory assistants who had their
training condensed to 12 months of theory lectures. The second group
of 8 students started their two year course in 1989 and studied both
theory and practical bench work.

At present the laboratory wishes to train a further seven
assistants and although the government has approved the course
funding stili has to be found. The graduates of the Tongan programme
are designated Assistant Laboratory Technicians.

The Western Samoan training programme started in 1989
following a review Ron Mackenzie carried out for the New Zealand
Ministry of Foreign Affairs on the activities of the National Health
Laboratory at Moto'otua Hospital in Apia. The outcome of Ron’s
investigation was that Samoa needed a programme to produce a corp
of laboratory workers who could provide a competent basic service in
the main laboratory disciplines. The programme to produce these
workers took the form of a three year course which the PPTC
designed, prepared the syllabus and the teachers reference resources.
The local senior technicians prepared and taught the programme. Thus
the programme was not directly reliant on expatriate teachers.
Lectures are for ninety minutes each working day and the
examinations until recently were set and marked by the PPTC in
Wellington. From 1997, with the appointment of an enthusiastic local
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coordinator, Samoa has taken over the running of year 1 and 2
examinations and the PPTC cooperates in running the finals
examination by sending an examiner to Apia to run the practical and
viva voce examination. The standard achieved is about equivalent to
that of the New Zealand QTA examination. Sixteen trainees have
started the programme since its inception in 1989, seven have
graduated and unfortunately of these seven only two are still working
at the laboratory. The retention of qualifying technicians is a problem
that the laboratory is trying to improve.

The poor pass rate reflects the poor selection of trainees rather
than poor training and although the training is provided mainly for
Samoa’s need, three of the graduating technicians have been trained
for the soon to be established laboratory service in the Tokolau Islands.

The trainees graduate as Staff Technician and schemes are
being developed for the Staff Technician to continue training for a
further two years and become a Technical Officer.

This programme is undergoing revision at the present time and
a greater emphasis is being placed on recruiting trainees with the
appropriate prerequisites.

The training of Pacific Island laboratory technicians is a
programme that commenced at the Pacific Paramedical Training
Centre in 1981. Prior to 1980 the training in New Zealand of Pacific
laboratory technicians consisted of attaching them in a New Zealand
laboratory for a period of time where they worked and learnt at the
bench. This did not prove to be satisfactory as often what they learnt
and the instruments that they used were inappropriate for an island
setting. Thus the PPTC was set up to provide training in appropriate
medical laboratory technology and, development assistance for the
clinical laboratory and blood transfusion services of Pacific Islands and
South East Asian countries.

The teaching and development assistance set up by the centre
are governed by one principle: it must be appropriate, affordable and
sustainable for the health care setting in which it is used. Short term
training courses of two to three months duration have been held in
the main laboratory disciplines and in the laboratory aspects of specific
topics such as sexually transmitted diseases, diarrhoeal diseases, acute
respiratory infections, blood transfusion technology and instrument
repair and maintenance. The topics for inclusion in the training
programme are decided upon after consultation with the island
laboratories and the World Health Organisation Regional Office. The
courses have been held at the Centre in Wellington or as in-service
training courses held in several countries of the region.

Since 1981 the PPTC has provided its form of training to about
400 technicians (including some repeat attendees) from the Pacific and
Pacific rim countries. Evaluation of the effects of the Centre’s training
is carried out by sending to the countries regular quality control
specimens in the four main laboratory disciplines. The excellence of
the Centre’s efforts in this has been recognised by the WHO when in
1990 it was designated a Collaborating Centre of the World Health
Organisation.

As a tribute to those dedicated laboratory workers both local
and expatriate who have contributed to the development of medical
laboratory sciences in countries of the Pacific region during the past
decades I say "Dr Pullar look at the good work these technicians have
done for laboratory medicine in the Pacific”. To the stake holders in
world health such as governments of developed countries, bilateral
and multilateral aid organisations, non governmental and voluntary
agencies | say that laboratory medicine has come a long way in the
Pacific since the 1950s and all groups of people are entitled to have
access to an appropriate, affordable and sustainable medical
laboratory service. Please maintain and increase your levels of support.

In conclusion | gratefully acknowledge the assistance | have
received in researching the information for this address. In particular |
thank Rajendra Singh (Fiji), Mike Ballinger (PNG), Sione Foliaki (Tonga),
Donna Le Tagaloa loane (Western Samoa), Marilyn Eales (New
Zealand) and Gilbert Rose (New Zealand).
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Implementing the RHA Draft National Quality Standards for

Medical Testing Laboratories for Glucose Near Patient Testing

Clare Murphy, Bsc, MNZIMLS, Quality Improvement Co-ordinator for
Laboratory Services and the Blood Service
Capital Coast Health, Wellington Hospital, Wellington.

Abstract

For some years the author and the diabetes nurse educator had seen
the need to review the practice of glucose POCT/NPT at Wellington
Hospital. Although the system in place was state-of-the-art when it
was introduced, it was well past its prime in 1996. More important,
there was no associated QC or QA programme,

An opportunity arose when a decision to replace the
reflectance meters with electrochemical meters was needed. A guality
improvement team of diabetes nurses, clinicians, charge nurses and
laboratory staff was convened to look at the issues. The team first
assessed all electrochemical meters on the market using data from
literature, previous trials and knowledge of the companies involved.

The availability of smart meters with on-board QA facilities
changed our whole way of looking at the project. Smart meters have
lockout capabilities, which reduces the need for user compliance. The
quality improvement team chose to recommend the use of the
Medisense smart meter Precision G.

A QA program was set up which required the training of over
400 staff, including key operators, over all shifts. The diabetes nurse
educators did the scheduling and Medisense/Medica Pacifica staff did
the training.

The success of implementation depended a great deal on
training and follow-up. This has required time and commitment from
both Capital Coast Health and Medica Pacifica. The nature of the
Precision G QA system means we have had no problem with QC non
compliance. However, it has proved more difficult than we thought to
get users to identify themselves correctly when using the meter.

Overall we have been extremely happy with the QA program
and could not have achieved the success we have had in implementing
the RHA Draft National Quality Standards without the Precision G
System.

Key Words

Point of Care testing / Near patient testing, Glucose, Quality Control
QC, Quality Assurance QA, Crown Health Enterprise CHE, Capital
Coast Health Ltd CCHL, Regional Health Authority RHA.

Introduction
For some years the author and the diabetes nurse educator had seen
the need to review the practice of glucose POCT/NPT at Wellington
Hospital.

A small study on two busy wards in 1993 showed that the
quality of the analysis on the meters was inconsistent. Many staff did
not accurately time the test and knowledge of calibration was patchy.
in the same study the ward staff were asked to analyse the same QC
material used by the laboratory to monitor their meter. The laboratory
meter had CVs of 4% and 3% at 2.5mmol/L and 15.8mmol/L, while

the wards had average CVs of 10% at 2.5mmol/L and 5% at
15.8mmol/L.

More importantly, there was no glucose POCT QC or QA
programme. The circulation of the draft RHA Draft National Quality
Standards for Medical Testing Laboratories made it apparent that QA
was going to be a big issue for Near Patient Testing.

The relevant section in the draft standards states:

(9) NEAR PATIENT TESTING

9.1  Management of Near Patient Testing Equipment

Test equipment operated remotely from an accredited laboratory shall
be subject to the same maintenance, calibration and QC criteria
applied to equipment located within an accredited laboratory.

9.2 Training of Staff

All staff using NPT equipment shall have successfully completed a
comprehensive training programme in the use of the equipment.
Training records for non-laboratory staff shall be kept and should be
reviewed regularly.

9.3 Responsibility of Near Patient Testing

The accredited laboratory within an institution or laboratory service
shall accept responsibility for the management of NPT equipment
associated with that institution or service, including the training of
staff using the equipment.

These standards reflect the requirements proposed by a
number of societies including the NZIMLS. (1-5)

An opportunity arose to introduce QA at the time when a
decision to replace the reflectance meters with electrochemical meters
was made.

Materials and Methods

Quality Improvement Team

A Quality Improvement Team was formed to make recommendations
on a new Glucose POCT System.

The team consisted of:

Louise Roche Diabetes Nurse Educator, Wellington Hospital
Clare Murphy Quality Improvement Coordinator, Laboratory
Services

Charge Nurse, Wd15

Diabetes Nurse Educator, Wellington Hospital
Chief Pharmacist

Ann Rees Jones
Lorna Bingham
Euan Galloway

Bob Smith Diabetes Physician
Brenda Anderson Diabetes Nurse Specialist, Kenepuru Hospital
lan Tompson Deputy PMLS, Biochemistry

Michael Crooke  Chemical Pathologist

The formation of the team was vital to the success of the
project. Capital Coast Health had introduced a Quality Improvement
programme and was encouraging initiatives that improved hospital
processes, and therefore the project had CHE approval. The group was
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were trained in eight sites.

1997 saw retraining and refresher courses given to 50 key
operators at Wellington Hospital and to 15 key operators at Kenepuru
Hospital. In November seven meters were introduced to the newborn
baby units, with additional training of 50 operators and 30 key
operators.

One or two page newsletters containing updates, helpful hints
and QC information were sent to all key operators in February, June,
and October 1997.

No matter how generous the provision of staff training it does
not necessarily ensure that all users are trained. By using the operator
ID lockout option on the Precision G we thought we could ensure that
only those trained or more precisely those who had done QC samples
could use the meters. The operator ID used was the employee number,
which is unique for all CCHL employees. Non employee staff, ie
agency nurses and trainee nurses, were not to use the meters. Very
quickly we discovered that operators were using a token number like
1117 or 9999. To assess the non compliance for the use of true
operator ID all numbers which looked like obvious nonsense were
counted and an estimate 12% over all the data from the QC
Manager™ was obtained. This is probably an underestimate as we are
aware that some nurses use other nurses’ numbers.

As demanded by the Precision G programming, QCs were run daily or
on the days patients were tested. The median compliance per site for
sending weekly QC reports from introduction to March 1997 was
73%. There were small improvements after newsletters were sent (eg
February to March 87.5%) and after retraining but the overall figures
have remained much the same (April to December 1997 was 65%).
Results from these reports show that very few results fall out of the
manufacturer’s ranges and due to the lockout the QC must be
repeated and in the vast majority of cases is acceptable.

QC Manager™ information collected from 33 meters (5845 QC
results) in April and May showed 0.76% out of range. The average CV
at a level of ~2.5mmol/L was 7.3% and at level ~16.0mmol/L was
5.1%. There were two batches of strips used over this period. BioRad
Lyochecks assayed at the time of QC Manager data collection gave a
similar overall picture. At a value of 6.0mmol/L the CV was 5.5% and
at 19.5mmol/L the CV was 4.1%. One outlier has been removed from
this data which was the result of a faulty meter. These results are all
within a total error of +/- 15%, parameters used by researchers
evaluating glucose meters for Pharmac(8).

Discussion

Have we been successful at implementing the RHA standards and
what have we learnt from the project?

9.1 Management of Near Patient Testing Equipment

The implementation of the RHA standards was greatly helped by the
work and recognition by the CHE of the Quality Improvement Team
and the purchase of the smart meters. CHE management approval
ensured the use of only one type of meter. In CCHLs case it was the
Medisense Precision G or in very few cases the non smart version
Precision QID. It also ensured that the QA program for glucose POCT
was CHE wide. Not all management decisions are welcomed by staff.
However, acceptance of the new meter and the QA program was
made easier by the recognised calibre of the team members and the
decisions made by them.

The purchase of the Precision G ensured compliance for the internal
QC and even if key operators do not send weekly QC reports the QC
still have to be analysed. There is no maintenance for the Precision G,
except for keeping it clean, and calibration is mandatory for operation.
The program relies not only on the frequency of testing but also on
acceptability of results. Allowable limits for the QC are set by
Medisense and range from +/~ 34% at a target of ~2.5mmol/L to +/-
25% at a target of ~16.0mmol/L. These limits are well above the

American Diabetes Association 1987 guidelines (9) of +/- 10% total
error and much higher than their 1994 goal of +/-5% (10). It is
fortunate therefore that the meters perform better than Medisense
allowable limits would suggest. Excessively wide QC limits are not
unigue to Medisense. Greyson (11) suggests that all manufacturers of
glucose POCT instruments should reduce their QC limits to more
closely reflect ADA goals.

9.2 Training of staff

Although there was comprehensive initial training many staff including
key operators remained unaware of some of the features of the meters
and aspects of the QA program. It appears the quality of some of the
training was such that key elements were not learnt, and a number of
staff were not actually trained. It could explain the reluctance of many
operators to use their unique identifier. Since the initial training, much
work has been done by the laboratory staff and Medica Pacifica to
upgrade the quality of the training material so that it more accurately
reflects the practice at CCHL. The success of the training also depends
on the skill of the trainers and the commitment they have to seeing
staff are competent users of both the meter and the QA programme.
Currently all records and accreditation forms are kept in the laboratory.
Ensuring all staff are registered is an onerous task in an environment
of rapid staff turnover. In contrast to the draft standards it would seem
more sensible to make the responsibility for ensuring re-accreditation
part of general CHE nursing education,

9.3 Responsibility of Near Patient Testing

Over all the system of sharing responsibility with key operators has
worked reasonably well, but it does depend on the enthusiasm of the
key operator. The refresher courses and the newsletters seem to have
helped maintain commitment to the role. The true indicator however
is the diligence of key operators at sending weekly QC reports and
undertaking staff operator retraining.

With the co-operation of the out of hours laboratory staff and duty
managers the backup system has meant there has been no problem
when on the rare occurance meters fail. Enquiries about the Precision
G glucose testing system are directed mostly to the author. Initially
there were a number of calls about why they had to do the QC: now
they usually concern a faulty meter. The support from Medica Pacifica
has been vital for the smooth running of the whole program.

With a few caveats CCHL has successfully implemented the RHA Draft
National Quality Standards for Medical Testing Laboratories.
Introducing the Precision G smart meters made implementing those
standards easier and improved the analytical performance of glucose
POCT at CCHL.

As of time of writing the RHA Draft National Quality Standards for
Medical Testing Laboratories had not been ratified by the current
funding agency, the Health Funding Authority.
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Letter to the Editor

Safe Usage of Gluteraldehyde
Dear Srr,

i would like to draw to your members, attention the safe usage
of the chemical GLUTERALDEHYDE, which is commonly found in many
professional situations (such as dentistry, podiatry, practice nursing,
laboratories, undertaking, verterinary practice to name a few.)

Occupational Safety and Health have a valuable 1992
publication:

“The Safe Occupational Use of Gluteraldehyde in the Health
Industries.’

Many radiographers, darkroom technicians and theatre nurses
are becoming ill from fong-term fume inhalation (minimum 10 year
work histories are reported) where the work place is inadequately
ventilated, and there is perhaps little importance attached to safe
handling of spills etc. The resulting iliness and chemical sensitivities
cause serious and unpleasant difficulties for those so affected. Nor
does ACC always accept a claim for such an injury. There has been a
support group formed for affected people, should you be aware of any
one having difficulty.

The address is: Support Network for the Aldehyde Affected
¢/o 48 Martins Road
Manakau RD 31
Levin

From a survey done in 1995-96 a list of symptoms was

compiled, as below.

Common early symptoms —

Bad/metallic taste in mouth, bad breath, numb lips, sore throat, cold
sores including nasal cold sores, gradual loss of singing voice especially
upper register, intermittent irregular headaches, migraine, chestiness,

excessive fatigue, exercise intolerance under load, transient nausea for
no apparent reason

Common later symptoms —

Reduced peak flow volume, very marked excess fatigue, dark circles
under eyes, sore eyes, difficulty focussing, irritability, mood swings,
increased anxiety, increasing memory loss particularly for material read,
neuro-cognitive difficulty, dizziness ‘spaced out' feelings, allergic
reaction to chemistry the last to appear.

The onset of these symptoms was from months to several
years — the symptoms are vague and general and can be put down to
almost anything. We would like you to pass this information gathered
from our professions to your members for their benefit.

Further to this we would like to advise you that the latest
information recieved by SNFTAA is that the British Health and Advisory
Committee on Toxic Substances (ACTS) has issued a Chemical Hazard
Alert Notice and has recommended a Maximum Exposure Limit for
gluteraldehyde of 0.05ppm (a very significant move).

The American Conference of Governmental Industrial
Hygienists has also issued a Notice of Intended Change to lower the
threshold from 0.2ppm to a ceiling of 0.05ppm for gluterladehyde.

We believe that everybody dealing with this chemical should
be given the strongest possible message that it is extremely dangerous.
We would like to enlist your support in asking the NZ Government and
OSH that the proposed safe limit for this chemical be set to 0.05ppm
instead of the proposed NZ/Australian limit of 0.1ppm.

A Pickford

SNFTAA

Nelson
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New Products and _ ervices

Outstanding optics for training and the doctor’s office - KF 2 1CS
Transmitted Light Microscope

For years now, KF 2 microscopes have been used all over the world -
in locations as diverse as jungle laboratories and Antarctic stations.
They have proven their excellence indoors and outdoors, in conditions
of high humidity and extreme dryness.

This robust and easy-to-use microscope is now equipped with
ICS-infinity colour-corrected system optics, enhancing the image
quality of the KF 2 even further.

Optical equipment is available for brightfield, darkfield and
phase contrast. A vertically adjustable ergonomic tube and ceramics-
coated microscope stages are further outstanding features not
normally found in a low cost microscope.

An SLR or CCD camera can be connected for documenting
observation results.

On request the KF 2 can be equipped for either 240V mains,
battery operation or mirror illumination, making it ideal for the
laboratory as well as field studies.

For more information please contact:

Carl Zeiss (NZ) Limited Carl Zeiss (NZ) Limited
9-15 Davis Crescent Suite 2, 7 Ward Street
Newmarket, Auckland Lower Hutt

Phone: (09) 520 5626 Phone: (04) 566 7601

Fax: (09) 520 5619 Fax: (04) 566 7501
Email: info@zeiss.com.au
Web:  Http://www,zeiss.de

Routine affordability with infinity optics — Standard 25 ICS
transmitted light microscope

The new Standard 25 ICS proves that even a compact transmitted-light
microscope can provide optimum performance at an affordable price.
Its configuration meets all the demands made on a microscope used in
doctor’s offices, clinical and other laboratories, and wherever high-
performance routine examinations of biological specimens must be
performed quickly and with high operating convenience.

The special feature of this standard microscope is its optics.
The ICS (Infinity Colour-Corrected System) provides a brilliant image
with pronounced contrast and high resolution. Contrasting can be
achieved by brightfield, darkfield, phase contrast and polarization
techniques. Photographic and CCD documentation of the specimens
is also possible.

Easy operation — easily accessible controls, a conveniently low
specimen stage, a luminous-field diaphragm for Kéhler illlumination or
the insertion of filters — and the sturdy stand of pyramid design permit
relaxed and fatigue-free operation for hours on end.

The Standard 25 ICS once again sets standards in routine
mICroscopy.

For more information please contact:

Carl Zeiss (NZ) Limited Carl Zeiss (NZ) Limited
9-15 Davis Crescent Suite 2, 7 Ward Street
Newmarket, Auckland Lower Hutt

Phone: (09) 520 5626 Phone: (04) 566 7601

Fax: (09) 520 5619 Fax:  (04) 566 7501
Email: info@zeiss.com.au
Web:  Http:/Avww.zeiss.de

Polarization microscopes for materials science and industry
Carl Zeiss has supplemented the line of Axiolab microscopes with two
further configurations particularly suitable for training and routine
applications in materials science.

The Axiolab polarization microscope is now available as a low-
price transmitted light model which is ideal as a course microscope for
petrography, for training in the fields of geography, geology and
mineralogy. However, it can also be used for the testing of transparent
materials such as fibers and films or for the examination of biocrystals.
The configuration consists of: a rotary stage with gradation and a 45°
stop, an analyser slider, a switchable polarizer and upgradable CP-
Achromat objectives. The line of accessories includes: a + 5 rotary
analyser, a + 5" rotary A compensator, a depolarizer, and equipment for
phase contrast and thermomicroscopy.

The Axiolab Pol materials microscope for transmitted and
reflected light has been particularly designed for various routine
applications in the materials laboratory. A  favourable
price/performance ratio has been achieved on account of focusing on
the major points. The Axiolab Pol is ideal both for the testing of
transparent materials (e.g. fibers, films, glass) and for the examination
of opague materials (e.g. metals, metal alloys, cake). The configuration
consists of: a 4-position nosepiece with individual centering, a rotary
stage with gradation and a 45" stop, an analyser slider, a switchable
polarizer and CP-Achromat Pol objectives. These accessories are
offered: a £ 10° rotary analyser, a + 10° rotary A — compensator, a
depolarizer, a three-axis universal rotary stage, the MPM 200
photometer, the UltraObjective, and equipment for Mirau
interference, microhardness testing, phase contrast and fluorescence.
For more information please contact:

Carl Zeiss (NZ) Limited Carl Zeiss (NZ) Limited
9-15 Davis Crescent Suite 2, 7 Ward Street
Newmarket, Auckland Lower Hutt

+

Phone: (09) 520 5626 Phone: (04) 566 7601
Fax: (09) 520 5619 Fax: (04) 566 7501
Email:  info@zeiss.com.au

Web: Http://www.zeiss.de

New Chairman of Diagnostic Announced

New Zealand's largest single community testing laboiatory —
Diagnostic Laboratory — has announced the appointment of a new
chairman.

He is Dr Tony Bierre, a histo-cytopathologist. Dr Bierre takes
over his two year tenure at the helm of the 420 employee organisation
from another partner, Dr Paul Ockelford.

Dr Bierre is also chairman-elect of the Auckland Division of the
New Zealand Medical Association.

Dr Bierre will lead the team of five director partners at
Diagnostic at a time when laboratory funding is under enormous
pressure from Government.

“This is a huge challenge,” he says. “The real difficulty is in
maintaining standards of excellence in the face of increasing costs and
unreasonably decreasing funding. International comparisons show
New Zealand has a cheap pathology service. Yet the costs involved are
similar to those of providing the same service overseas. The difficulty
for New Zealanders is: high standards can only be maintained with
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appropriate funding.

“Pathology has a pivotal role in diagnosis and in the health of
New Zealanders. it's often essential for accurate diagnosis. Without it,
disease often goes unrecognised. That's the real danger any drop in
funding is threatening to create.”

Dr Bierre is a widely respected practitioner who returned to
New Zealand after extensive study, research and professional
engagements overseas for six years.

He has held positions in the USA at Duke University Medical
Centre and at Harvard Medical School and the School’s attached
hospital, the Brigham and Womens Hospital. At Duke he was Fellow
in Surgical Pathology and Visiting Professor, in the highly respected
pathology department there, which he says was rated amongst the
'top ten’ in the US. At the Brigham and Womens Hospital, he
specialised in gynaecological pathology and cytopathology. The
Hospital is world renowned and it has a long a prestigious history of
research.

“My US experience taught me the importance of excelience.
On a day to day basis, | use more of what llearnt in the US in two years
about maintaining high standards than from almost any other area of
training I undertook, ” he says. “The way they approach problems, deal
with them and commit to excellence is unforgettable.”

Appointed as consultant pathologist to the Royal Melbourne
Hospital in 1986, Tony Bierre ventured back into this hemisphere to
consolidate his experience at the hospital's prestigious pathology
department.

Two years later came an offer to establish a gynaecological
oncology unit in Sydney with Professor Neville Hacker, gynaecological
oncologist at the Royal Hospital for Women in Paddington. He is an
outstanding Australian professional who in turn, had been wooed
back to Sydney from UCLA. He gave Tony the opportunity of helping
establish the second dedicated gynaecological oncology unit in that
City.

The offer to join Diagnostic as partner in 1989 however could
not be resisted, he says.

"I saw Diagnostic as a practice of excellence as good as any |
had seen overseas. It provided the promise of being able to work as |
had worked in North America, with control over what | did and how |
did it.”

Tony Bierre regards his role as one of the vital interface
between referring practitioners and the practice.

"It's important this interface is clear, well managed, and
obstacle free. We are in the business of providing referring
practitioners with information to aid in the management of their
patients. | am dedicated to ensuring Diagnostic provides high quality
information in a timely fashion.

For more information, please contact:
Dr Tony Bierre

Diagnostic Laboratory Auckland
Phone (09) 357 4100

bioMérieux-Vitek is pleased to announce the arrival of mini API
Mini APl will automatically read and interpret both ID32 identification
strips and ATB susceptibility testing strips, assuring your laboratory of
reliable and standardised bacteriology results. You simply place the strip
on the reading tray, initiate the reading and mini API does the rest!

Mini APl also allows visual reading of 1D32 and SPI strips,
computerised management of patient results, transmission of results
to your laboratory computer and an expert system to assist in the
interpretation of susceptibility results.

With its compact size, minimum maintenance requirements,
ready-to-use reagents and automated reading and interpretation of
results, mini APl will be a welcome addition to any microbiology
laboratory.

For more information about this exciting system, please contact us.
Med-Bio Enterprises Ltd

Ph: 0800 733 599

Fax: 0800 101 441

email: jvincent@medbio.co.nz

VRE detection
Enterococci are one of the most common causes of nosocomial
infections. With the emergence of Vancomycin Resistant Enterococci
worldwide, including New Zealand, an important factor in managing
emerging resistance in enterococci is the ability to have a proven
susceptibility testing method to detect this resistance pattern.

With this in mind, bioMérieux Vitek is very pleased to
announce the availability of the new

VITEK GPS-TB CARD

This card will be able to detect Vancomycin Resistance for
strains of enterococci which are resistant due to the expression of the
van A, van B, and van C genes.
For more information, please contact us.
Med-Bio Enterprises Ltd
Ph: 0800 733 599
Fax: 0800 101 441
email: jvincent@medbio.co.nz

News Release

Dade International and Behring Diagnostics Unit of Hoechst AG
announced at the end of last year that the merger is now complete.
The new company will be known internationally as Dade Behring Inc.,
a company dedicated to being the highest-quality, most responsive
provider of products and services to clinical laboratories world-wide.

Dade Behring’s product line is exceptionally broad. We serve
needs in clinical chemistry, immunodiagnostics, automated
microbiology, haemostasis/coagulation, plasma protein testing,
infectious disease testing, therapeutic drug monitoring, laboratory
quality control and testing for drugs of abuse.

The new company invest approximately $100 million annually
in research and development.

Dade Behring as a company is singularly focused. Our history
and our future are in the field of diagnostics. We are intent on helping
you in the creation of clinical information that leads directly to better
patient care.
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Council News

Last meeting December 1997

National Blood Service

The structure and organisation of the new National Blood Service
(NBS) was discussed. The Council is concerned that the centralisation
of processing could lead to a shortage of blood products in hospitals
outside of the designated processing centres, that a nationally
integrated IT system does not exist and that there could be problems
with the training of future staff for the service with only three centres.
We have written to the Transition Director of the NBS voicing these
concerns and asking for his comment. A copy of this letter has been
sent to all transfusion service laboratories.

Public Health Referendum

A letter was received from the Public Health Referendum group asking
for our support to the proposal “That the Government should increase
its annual spending on health services to at least 7% of GDP, funded
if necessary from personal income tax.” The Council felt that this
question could only be answered individually. If you would like to
support the above referendum question, either phone 0800 428327
or write to Public Health Referendum, P O Box 12145, Wellington.

Near Patient Testing

Guidelines on NPT have been received from the International
Association of Medical Laboratory Technologists (IAMLT) with a
request that they be adopted by the NZIMLS. As they are not in conflict
with our own guidelines adopted in 1993, Council decided to adopt
them alongside our own. The IAMLT guidelines were printed in the
Med Tech International Journal 1997.

Biomedical Laboratory Science Day

The IAMLT has advised the NZIMLS that the 15th April 1998 will be
Biomedical Laboratory Science Day and the theme will be "Biomedical
Science - The Key to Transfusion Safety.” Council has asked the
Tiansfusion Science Special Interest Group and the Ministry of Health
to promote this day.

Medical Laboratory Science Trust
Chris Kendrick has replaced John Beattie as a trustee for the Medical
Laboratory Science Trust.

Health and Safety Special Interest Group
Sue Duncan of Wanganui Diagnostic Laboratory is to establish a
Health and Safety Special Interest Group.

Survey on Annual Scientific Meeting

The results of this survey are published in this journal. The Council
hopes to meet with some of the industry companies in April and
following this meeting will inform members of any changes.

Awards/Sponsorship

Members are to receive membership packs which are sponsored by
Biolab Scientific. As you receive NZIMLS material put it in the pack for
future reference. Read the awards section in this issue, for details of
awards that you could apply for.

Meeting with Australian Institute of Medical Scientists

Shirley Gainsford met with Lance Chia, President of AIMS, in
Christchurch. Both institutes are to examine the feasibility of sharing
examiners and reviewers of dissertations for Fellowship. AIMS have a
Continuing Education Library which is restricted to members only at
the moment but which may be open to members of the NZIMLS in the
future. Both institutes are to look at the possibility of combining

journals.

Next meeting April 1998.

NZIMLS 1998 CALENDAR

1 February 1998
14 March 1998
21 March 1998
31 March 1998
1 April 1998

2/3 April 1998
30 April 1998

30 April 1998
30 April 1998

8/10 May 1998

22 May 1998
1 July 1998

1 July 1998

1 July 1998

23 July 1998

11 August 1998
18 August 1998

25 August 1998

Material for the March issue of the Journal
must be with the Editor.

Microbiology SIG Seminar, Flockhouse Hotel, Bulls
South Island Seminar - Methven.

Applications close for Fellowship examinations
Material for the May issue of the Journal must
be with the Editor.

Council Meeting - Auckland.

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.

NICE Weekend, Wairakei
Wairakei.

Applications close for QTA examinations.
Material for the August issue of the Journal
must be with the Editor.

Nomination forms for the election of Officers
and Remits to be with the Membership (60 days
prior to AGM).

Annual Staffing Survey.

Nominations close for election of officers (40
days prior to AGM).

Ballot papers to be with the membership (21
days prior to AGM).

Annual Reports and Balance Sheet to be with
the membership (14 days prior to AGM),

Ballot papers and proxies to be with Executive
Officer (7 days prior to AGM).

Resort  Hotel,

30/31 August 1998
31 Aug/1 Sept 1998
1/4 September 1998
2 September 1998

1 October 1998

Council Meeting - Palmerston North.
Haematology Morphology Workshop.

Annual Scientific Meeting - Palmerston North.
Annual General Meeting - Palmerston North.
Material for the November issue of the Journal
must be with the Editor.

Histology SIG Seminar, Dunedin.

SIG budgets for 1999 to be with the Executive
Officer.

4 November 1998 QTA examinations.

26/27 November 1998 Council meeting - Wellington.

16/17 October 1998
1 November 1998
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Fellowship Regulations

Introduction

1.1

Fellowship of the New Zealand Institute of Medical
Laboratory Science is the highest academic category of
membership and carries the right to use the letters
FNZIMLS.

1.2 Resignation from the NZIMLS entails forfeiting
Fellowship and all privileges associated with this
membership category.

General

2.1 Fellowship of the NZIMLS may be gained:

(a) by examination, or
(b) by submission of a thesis, or
(c) by publications

2.2 Applicants must:

(a) be financial members of the NZIMLS at the
time of application and examination

(b) have been a Member of the NZIMLS for not
less than two (2) years, or

{0 are exempt as approved by the Fellowship
Committee

2.3 An examination fee, which Council from time to time
shall determine, is payable by all candidates at the time
of application.

2.4 Applications must be made on the prescribed
application form and sent to the Executive Officer of
the NZIMLS together with the examination fee.

25 Three copies of prepared work in English (thesis,
dissertation or publication summary) must be
submitted (laser quality).

2.6 The NZIMLS will not accept material that has been
submitted or accepted for any other qualification.
Such material may be used only as supportive data.

2.7 All income accruing from the commeicial use of any
original work shall remain the property of the author.

2.8 Any further applications will not be accepted from
candidates who have previously made thiee (3)
unsuccessful attempts.

Examination

3.1 Applicants must forward their application together
with the fee by March 31st in the year they intend to
sit.

3.2 At the time of application an applicant shall supply
satisfactory evidence of at least one year’s
postgraduate experience in the subject nominated for
the examination.

33 The examination will consist of two parts:

(@) Part 1:  Two written papers each of three (3)
hours duration.
(b) Part 2. Upon successful completion of Part 1

(or qualification under subsection
3.12) a dissertation of 3000 - 5000
words which directly relates to the
Part 1 examination,
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34

3.5

36

3.7

3.8

3.9

3.10

3.12

3.13

The subjects available for Fellowship by examination
shall be those approved by the NZIMLS as major
disciplines in the Medical Laboratory Sciences.

The NZIMLS reserves the right not to offer all subjects
in any one year.

Part 2 must be submitted within three (3) years of
completing Part 1. Extensions may be granted in
special circumstances.

The dissertation may take the form of:

(a) a review

(b) development of an hypothesis

(© any other presentation which meets with the
approval of the Fellowship Committee.

The title and synopsis of approximately 250 words
shall be forwarded to the Fellowship Committee by
March 31st in the year following successful completion
of Part 1.

The dissertation shall be original, in English and be
approximately 3000 - 5000 words.

Candidates are referred to the instructions for authors
in the New Zealand Journal of Medical Laboratory
Science 1991; 45 (4) 108-11.

To pass Part 1 candidates must gain a minimum of 50
per cent and for Part 2 candidates must gain ‘a pass’.
In the event of a candidate failing Part 2, candidates
may be given the opportunity to revise and resubmit
their dissertation for reassessment, at the discretion of
the Fellowship Committee.

The Institute reserves the right to publish in the
NZIMLS Journal any dissertation submitted.

Medical Laboratory Scientists who hold a Specialist
Certificate are exempt from sitting the Part 1
examination. This clause will be effective for a
maximum period of three (3) years after the adoption
of these regulations.

The final date for applications under clause 3.72 will
be March 31st, 2000.

Thesis

4.1

4.2

4.3

4.4
4.5

The candidate must nominate a senior medical
laboratory scientist or a specialist medical practitioner,
or a suitably qualified university biomedical scientist to
act as supervisor for the work. The candidate must
submit regular reports signed by the supervisor to the
Fellowship Committee. The Committee reserves the
right to appoint an additional supervisor.

At the time of application, the applicant must submit
to the Fellowship Committee the title and synopsis of
the thesis.

The thesis is required to be submitted no later than
three years following acceptance of the synopsis.
Extension may be granted in special circumstances.
Normally the thesis should not exceed 20,000 words.
The thesis must be the original work of the candidate.
The extent of work contributed by collaborators must



4.6

be indicated in writing and suitably acknowledged.
The thesis must be based on the style of Master of
Science by thesis requirements of Universities in New
Zealand.

Publications

5.1

5.2

53

A minimum of five peer reviewed articles published in
international or discipline acknowledged scientific
journals may be submitted for consideration. A review
of the submitted articles of 3000 - 5000 words must
also be submitted.

The articles must be submitted to the Fellowship
Committee prior to the commencement of the review
article together with a synopsis of the review.

The candidate must state the contribution he or she
made to the publications. Written statements from the
other contributing author are required.

Fellowship Committee

6.1

6.2

6.3

6.4

6.5

6.6

The Fellowship Committee shall consist of three
members appointed by Council with at least two of
the appointees being Fellows of the NZIMLS. The
committee will be reappointed annually.

The Fellowship Committee has the power to appoint
examiners and assessors as necessary for the conduct
of examinations.

The Fellowship Committee shall submit the
examiners/assessors recommendations to Coundil.
The Fellowship Committee may use any reasonable
means of establishing the bona fides of a candidate.
Any enquiries so instituted shall be regarded as
confidential.

The Fellowship Committee reserves the right to
request further reports on a candidate as necessary.
The Fellowship Committee shall from time to time
make recommmendations to Council on changes to
the Fellowship regulations.
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FELLOWSHIP BY EXAMINATION — PART ONE

APPLICATION FORM

SECTION A To be completed by Candidate

Name: Mr

LaDOTATOTY .t e e et s ens

LLaDOTALOTY AGATESS ... viiriie ittt ettt e ettt et et ettt e s et e b et a e s et et

I certify that I am a member of the NZIMLS in the membership category of MEMBER and have been so for at least
2 years or am exempt as approved by the Fellowship Committee.
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FELLOWSHIP BY EXAMINATION — PART ONE

APPLICATION FORM

SECTION B To be completed by the Charge Medical Laboratory Scientist

[ certify that the Candidate has completed at least one year's post registration
experience in the subject nominated for the examination.

(Block Letters)

Please state the name and address of the person responsible for receiving the papers
and supervising the examination in your laboratory.
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FELLOWSHIP BY EXAMINATION - PART TWO
APPLICATION FORM

Name: Mr

Laboratory

LabOTatOry AQIESS .o.vi ettt
Title of Dissertation

(Please attach a copy of synopsis to this application form)

PREREQUISITES: You must complete Part A or Part B
Part A:
Date pased Part One FEllowShID ..o,
Subject

Part B:

Date passed Specialist CertifiCate ..o.oiviiiiaiieiieie ettt

SUDJECT e ettt et ettt ettt ettt

I certify that I am a member of the NZIMLS in the membership category of MEMBER and have
been so for at least 2 years or am exempt as approved by the Fellowship Committee.
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NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE
CERTIFICATE OF QUALIFIED TECHNICAL ASSISTANT

EXAMINATION SUBJECTS
Clinical Biochemistry Transfusion Science
Haematology Transfusion Science - Blood Products
Histological Technique Clinical Microbiology
Clinical Cytology Clinical Mortuary Hygiene and Technique
Immunology

PREREQUISITES

J.

o

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.

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.

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 O Box 3270,
Christchurch.

EXAMINATIONS

1.

2

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

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.

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

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.

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

The results of the examinations will be awarded the NZIMLS QTA Certificate in the appropri-
ate discipline.

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.

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.
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NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE
Application to sit the Examination of Qualified Technical Assistant
4 November 1998

SECTION 1 - TO BE COMPLETED BY THE CANDIDATE
Mr
Name: Mrs
Miss (Surname) (First Names)

LADOTATONY e

Laboratory AQAIESS .....cooi ittt et e et e e e e e e aae s

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

EXAMINATION FEE: $125 (GST Inclusive)

The full examination fee must be paid with the application.

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

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

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

Designated .......ooiiei

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

Office use only

APPLICATIONS CLOSE FRIDAY 22 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 fo 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)

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

[] Resigned (Date: ) [] pid 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 $101.40 (GST include.) ASSOCIATE $48.10 (GST include.)

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

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

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

Consistency in reporting, Clear Guidelines for morphology reporting

Price $50 (including GST)

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

How to get your copy
Photocopy this order form

Name:
Position Held:
Address for delivery:

Number of copies required: Receipt required: Yes . No__

And send with payment (Cheques Payable to NZIMLS)

to

L Glogoski — Secretary Haematology Special Interest Group, Haematology Laboratory,
Middlemore Hospital, Private Bag, Otahuhu, New Zealand.
Phone (61)( 9) 276 0167 ext. 8542, Fax (9) 270 4706

Stuart Duncan

Convenor HSIG

Welcome to another exciting year for haematology. For a start we have
the Palmerston North Conference to look forward to on the 2nd, 3rd
and 4th of September and we are looking at running a Morphology
Workshop on the 31st August and 1st Sept '98 also at Palmerston
North. If anyone would like to present a paper at Conference the
person to contact is Chris Kendrick

Dept Microbiology & Genetics

Massey University

Private Bag

Palmerston North

Fax 06 356 9099

Ph 06 350 5637

Email C.J.Kendrick@Massey.co.nz.

Because of the positive feedback to the Journal based self assessment
guestionnaires we are hoping to have at least 3 more this year. For
those who may not be aware of what is involved please see the HSIG
section of this issue of the NZIMLT Journal. Remember these are easy
MOLS points to gain. Anyone wishing to recommend subjects or refer
journal articles for inclusion please contact the HSIG secretary

Lee Glogoski

/- Haematology Laboratory

Laboratory

Middlemore Hospital Private Bag

Otahuhu

Auckland

We will have more on the haematology timetable of events in the next
issue.
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Haematology Self Assessment Journal Reading for MOLS
Questionnaire prepared by Soakimi Tai Po’uhila using true/false

format

Reference article: Acute Promyelocytic Leukemia: Biology and
Treatment

Authors: Fenaux, Chomienne and Degos

Journal: Seminar in Oncology Feb 1997 24(1)p 92-102

Please circle your choice of correct answer

1.

APL is characterised by the morphology of blast

cells according to the FAB classification of AML ~ True
Cytogenetically APL involves translocation

between chromosome 15 and 17 in most cases  True
APL cells are usually CD35-, CD11a, and CD15-  True
The discovery of the differentiation of APL blasts

by all-transretinoic acid (ATRA) has changed the
therapeutic approach of APL True
Each APL patient is characterised by a specific

fusion transcript ber1, ber2, or ber3 True
PML protein in normal cells is not specifically

bound to a nuclear body True
Al transcripts ber1, ber2 and ber3 are easily
detectable on northern blot analyses True
The APL specific fusion transcripts can all be

observed in all cases by reverse transcriptase
polymerase chain reaction (RT-PCR) True

Morphological variants of APL are never observed True
Other reported cases of APL showed translocations
involving chomosomes other than 15 and 17

APL is distinguished cytologically by an arrest at
the promyelocytic stage of myeloid differentiation. True
Retinoids are successfully used to induce the
differentiation in vitro of APL cells to

True

polymorphonuclear cells True
Differentiation of APL cell by retinoids is reduced
with the addition of cytokines True

False

False

False

False

False

False

False

False

False

False

False

False

False
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15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Disseminated intravascular coagulation (DIC} is

one of the complications associated with APL True
Intensive platelet support during chemotherapy

is @ major factor in reduction of incidence of
haemorrhagic deaths in APL True
ATRA therapy has no major side effect True

ATRA treatment and intensive chemotherapy have
been proven to prolong remission in APL patients True
Addition of low-dose chematherapy and
leucophereses are used to reverse ATRA syndrome True
The ATRA syndrome is due to leukostasis and/or
thrombosis

Cells that harbour translocations resulting in
rearrangements of the retinoic acid receptor
alpha gene (RARw) but involving chromosomes
other than 15, do not differentiate in the
presence of ATRA

Early reports showed that failure to achieve
complete remission was due to central nervous
system bleeding

Presence of tumour necrosis factor alpha (TNFe)
significantly reduced the efficacy of ATRA to
differentiate APL cells

Significant coagulopathy, present at diagnosis

of 80% cases of APL is worsened by the onset
of chemotherapy

Relapse is often associated with blasts acquiring
resistance to chemotherapy and to ATRA

G-CSF reduces the differentiating effect of ATRA
on APL cells

True

True

True

True

True

True

True

A copy of this article can be obtained by contracting
Soakimi Pouhila

Haematology Dept

Greenlane & National Women's Hospital

Ph (09) 638 9909 Ext 3060 Fax (09) 630 9996

False

False
False
False

Faise

False

False

False

False

False

False

False
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MEDICAL SCIENTISTS

CoMe AND WORK IN THE UK!

Our free service gives vou:

2 A superb choice of locum assignments throughout
England

£ Top rates of pav. paid weekly

C Free Professional Liability insurance

O Meet and Greet service on arrival at London airport

0 Accommodation arranged  from vour first night on

3 Exclusive orientation program at our associate’s
offices in the centre of London

D Acceess 1o our local experience in helping New
Zealanders arrange UK visas, professional
registration, airfares ...

Find out why so many New Zealanders like vou have

chosen us to help them find the right job overseas.

Call Catherine Olsen

on
0800803 854 -
61 Malvem Road,
Mt. Albert,

Auckland 1003 ASSOCIATES
‘0“ _— GOING LACES
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