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antigen used in this assay was cardiolipin and the antibodies
detected are called anticardiolipin antibodies (aCL). Although
a few laboratories still use RIAs most now use ELISA systems
to measure aCl (13,14).

Cardiolipin is found only in the mitochondrial membrane
of eukaryotic cells and therefore is never exposed to
circulating antibodies (15). As a result it is unlikely that
cardiolipin is the antigen for aCL in vivo. We, and others, in
studies examining the reactivity of aCl with other
phospholipids, have shown that these antibodies often cross-
react with other negatively charged phospholipids such as
phosphatidy! serine or phosphatidy! inositol (16,17). Both of
these phospholipids are found in the ptasma membrane of
mammalian cells. This has lead some workers to suggest
that Phosphatidyl serine should replace cardiolipin as the
antigen in solid phase assays for antiphospholipid antibodies
(17). However, this idea has not received general acceptance
and cardiolipin remains the antigen of choice in most
laboratories. Some laboratories use assays employing several
phospholipid antigens.

Several international workshops have been held to enable
the standardisation of the aCL ELISA (18,19). As a result a
set of standards, the KAPS (Kingston Antiphospholipid
Antibody Study) standards, has been produced and is
available for purchase from Dr E N Harris (University of
Louiseville, Kentucky). The KAPS standards use the units
GPL and MPL where one GPL or MPL unit is equal to Ivg
of affinity purified antibody of the IgG or IgM class
respectively (19). Samples containing greater than 4 GPL
or MPL units are considered to be positive. The KAPS
standards are now used in most laboratories and clinical
results should always be reported using these standards.

The Anticardiolipin Antibody Cofactor

Anticardiolipin antibody assays have suffered from excessive
inter-laboratory variation (20). Only those assays employing
10% bovine serum as diluent and blocking agent have
demonstrated reliability (18). Other commonly used blocking
agents such as BSA or gelatin solutions did not give reliable
results (18). It is now known that aCL do not bind to
phospholipids alone, they require an additional factor (Figure
1). This cofactor has been identified as the serum anti-
coagulant protein B2Glycoprotein 1 B2GP1 (21,22). This
protein is also known as apolipoprotein H. Patient serum
samples are normally diluted 1:100 prior to aCL assay and
at this dilution the patients own B2 GP1 is no longer effective
(23). Thus the bovine serum used as the assay "blocker”
and diluent provides the extra cofactor which is necessary
for aCl binding. Diluents such as solutions of BSA or gelatin
do not contain B2 GP1 and therefore aCL assays employing
these agents underestimate the amount of aCL. present. We
have also demonstrated that the amount of aCL cofactor
activity present in bovine serum differs significantly between
batches (24). Thus it is important to test different bovine
serum batches to ensure an adequate supply of the cofactor
in the test. A large part of inter-laboratory variation of the aCL
assay is likely to be eliminated by the use of standardised
batches of bovine serum.

The discovery of the aCL cofactor also has important
clinical ramifications. As described above aPLs produced
in response to syphilitic infection differ from auto-anti-
phospholipid antibodies in that the former are not associated
with thrombotic disease or recurrent fetal death whereas the
latter are. An important finding which may explain this
difference is that aPL from syphilitic infection do not require
the presence of B2 GP1, instead they bind directly to the
phospholipid (23,25). Indeed B2 GP1 inhibits these aPL from
binding to phospholipid (25). Thus it seems likely that B2 GP1
plays some role in the pathogenesis of aPL related disease.

Heat Induced Anticardiolipin Antibodies

Heating normal serum samples to 56°C for 30 minutes (for
example, as would be done for complement inactivation prior
to VDRL testing) results in the induction of antibody reactivity

with cardiolipin. This phenomenon has been reported by
several groups and occurs in up to 80% of all otherwise non-
reactive serum (26,27). That the heat induction of aCL is a
specific event was demonstrated by Hasselaar et al (27) who
found that simitar treatment caused no alteration in the serum
levels of tetanus, DNA or lymphocytotoxic antibodies. Heat
induced aCL are believed to be natural antibodies which are
normally bound to an inhibitor. Heating separates the inhibitor
from the natural antibody and allows their binding in aCL
assays (26). Although these antibodies are not clinically
significant it is important to remember this phenomenon
when preparing serum samples for aCL analysis in order
to avoid false positive results. It has also been shown recently
that bovine serum contains heat inducible aCL (28). This also
has an important implication for the assay of aCL. The use
of heat to thaw the bovine serum to be used as the assay
blocking agent may result in the production of heat-induced
bovine aCL. These antibodies can then bind to the antigenic
sites on the cardiolipin inhibiting the binding of clinically
relevant aCL from patients serum to the cardiolipin. The result
of this inhibition will be false negative results in the aCL assay
(28).

The Inter-relationship of Antiphospholipid Antibodies

Although it was initially believed that aCL and LLA were the
same antibody we and others have now demonstrated that
they are different antibodies. This has been achieved both
by showing that many patients who have aCL do not have
LA and visa versa and also by chromatographically
separating the two antibodies (29,3031). It is important to
recognise that both aCL and LA are different antibodies
because both antibodies are risk factors for fetal loss and
thrombotic disease. Thus both antibodies must be tested for
before aPL can be eliminated as a possible cause of
recurrent fetal death or thrombotic disease.

The Cross-Reactivity of Anticardiolipin Antibodies

Much attention was focused in the last decade on the cross-
reactivity of aCL with nucleic acids (32,33). This lead to the
suggestion that the epitope for aCL was a repeating
phosphodiester group separated by three carbon atoms.
This structure is found in both DNA and cardiolipin (32).
However, other workers have found that many serum derived
polyclonal aCL failed to demonstrate significant cross-
reactivity with DNA (34,35). It has been suggested that the
observed cross-reactivity of monoclonal aCLL may be due
to low affinity binding of these antibodies to a variety of
antigens. Conversely, aClL derived from patients with
autoimmune disease are believed to have high affinity for
cardiolipin. We and others have demonstrated considerable
cross-reactivity of aCL with other polyanions in particular the
glycosaminoglycans heparin, heparan sulphate, and
chrondrotin sulphate (36,37,38), (Figure 1). Inhibition studies
also demonstrate that these cross-reactive antibodies are not
always low affinity. These results imply that electrostatic forces
brought about by repeating anionic sites serve as the cross-
reactive antigen/epitope for polyclonal aCL. Alternatively, the
aCL cofactor B2 GP1, which is known to bind to DNA may
mediate the apparent cross-reactivity of aCL with DNA.

Clinical Associations of Antiphospholipid Antibodies

Antiphospholipid antibodies are associated with thrombotic
disease with the thrombosis occurring in aimost any vascular
bed. Originally conditions such as, pulmonary embolism,
renal thrombosis, thrombotic stroke and thrombosis of the
deep vessels of the limbs were associated with aPL (39).
More recently a much wider variety of thrombotic conditions
have been reported in association with these antibodies
including neurologic complications such as transient
ischaemic attacks, amaurosis fugax, migraine-like headaches
and multi-infarct dementia, and cardiac disorders including
valvular lesions and coronary artery occlusion (39). Other
organs may also be affected by antiphospholipid antibodies
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Figure 1

The ability of polyanions to inhibit aCL binding was tested
by incubating increasing concentrations of polyanions (X
axis) with a standard dilution of aCl for 1 hour prior to
measuring aCL binding by ELISA. Values shown in the figure
represent mean percent inhibition (Y axis) of anticardiolipin
binding for duplicate samples in the presence of the
indicated polyanion.

A) IgM specific responses. B) lIgG specific responses.
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Figure 2

A schematic model indicating how the binding of aPL to
glycosaminoglycans (GAGs), such as heparin or heparan
sulphate, on the surface of vascular endothelial cells could
inhibit the activation of antithrombin III.

A) Binding of antithrombin Il to endothelial cell GAGS is
necessary to activiate antithrombin lll as an anticoagulant.

B) Binding of aPLs to endothelial cell GAGs could prevent
the activation of antithrombin Ill by these molecules
leading to uncontrolled coagulation.

GAG
AAANT
endothelial cell

endothelial cell

including the skin and adrenal gland where the
manifestations are levido reticularis and Addisons disease
respectively (39).

A major area of clinical interest is the association of
antiphospholipid antibodies with recurrent pregnancy failure.
The prevalence of aPL in the general obstetric population
is approximately 2% (40). In contrast the incidence of these
antibodies in women with recurrent miscarriages is 41% and
in women with otherwise unexplained stillbirth it is 29% (41).
Other pregnancy complications associated with aPL are
gestational hypertension, intra-uterine growth retardation and
chorea gravidarum. These obstetric complications
associated with aPL are also believed to result from
thrombosis with the thrombosis posulated to occur in the
utero-placental circulation.

The association of aPL with thrombotic disease has lead
to the proposal of a unique syndrome, the Antiphospholipid
Antibody Syndrome (APS) to describe patients with these
antibodies (42). To fulfil the criteria for diagnosis of APS a
patient must have at least one aPL persistently and have a
thrombotic complication or fetal loss. Fetal losses occurring
in association with aPL may be either recurrent miscarriages
(at least three in consecutive pregnancies) or late fetal deaths
occurring in the second or third trimester of pregnancy.

Treatment of Patients who have Antiphospholipid Antibodies

Patients with recurrent life threatening thrombosis (eg
pulmonary embolism) are usually maintained on oral
anticoagulation with warfarin. Many patients with aPL also
have SLE and may be receiving corticosteroids in low
dosage (5-10mg/day) to control their SLE. This treatment may
also ameliorate the levels and effects of aPL but it is not
usually administered for this purpose. In pregnancy a variety
of treatments have been proposed ranging from the use of
high dose corticosteroids (up to 100mg/day) which has
significant side-effects to low dose aspirin (V4 of a tablet/day)
which has no documented side-effects. None of the
treatments for this condition have been verified by controlied
clinical trials. It is important to recall when testing for aPL
that diagnosis of APS particularly during pregnancy may
result in patients being treated with potent drugs. Thus
laboratory testing should be carried out with utmost diligence.

Mechanisms of Action of Antiphospholipid Antibodies

Injection of pregnant mice with purified aPL has been
demonstrated to result in fetal loss (43). These experiments
demonstrated that not only are aPL associated with fetal
death but they also caused fetal losses. The mechanism by
which they induce thrombosis and fetal loss still remains
unclear. Several mechanisms have been proposed. Originally
it was believed that aPL disrupted the balance between the
vaso-dilating substance prostacyclin and the vaso-
constricting thromboxane (44). However, there is now much
conflicting evidence surrounding this theory and it is no
longer considered to be the major cause of thrombosis in
patients with aPL (45). Other workers have shown that some
but not all aPL can inhibit the Protein C/ProteinS/Throm-
bomodulin anticoagulant pathway (46). We have recently
demonstrated that some aPL can inhibit the antithrombin
Il anticoagulant pathway (Figure 2) (37). This pathway is the
principle anticoagulant system in man. None of the above
mechanisms can account for all of the thrombotic events
seen in association with aPL but each may account for the
events seen in some individuals. The importance of the aCL
cofactor in the laboratory was discussed above but it's main
importance may be as a mechanism of action of aPL. The
aCL cofactor, B2 GP1, is a phospholipid dependent
anticoagulant. It is likely that the formation of an immune
complex involving phospholipid, an aPL and B2 GP1 would
inhibit the anticoagulant activity of the B2 GP1 (Figure 3). This
may lead to thrombosis. This is substantiated by the finding
that aPL from patients with syphilitic infection do not require
B2 GP1 as a cofactor, and these patients do not suffer
thrombosis (25). In contrast cofactor dependent aPL are
associated with thrombosis (23,25). This correlation between
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IMMUNOLOGY

SPECIAL INTEREST GROUP

Convenor: Gillian McLeay
Please note new address: Laboratory Training Centre,

Auckland Regional Blood Centre,
2-6 Park Avenue, Grafton, AUCKLAND.

BEHIND THE SCENES

One of the problems for the NZIMLS in the past has been
that between the annual Conferences and Scientific Meetings
(and of course the yearly examinations) in the perception
of many of the profession at large, nothing much appears
to be happening.

in reality, the business of the Institute in the hands of the
elected Council, continues throughout the year and the
proceedings are recorded in the quarterly publications of
the NZ Journal of Medical Laboratory Science and more
recently in the Institute News.

However, to many workers in Medical Laboratory Science,
the NZIMLS still appears a remote organisation, frequently
confused with the Medical Laboratory Technologists Board
— perhaps understandably as some MLTB members are
also NZIMLS councillors.

The Special Interest Groups are a recent innovation which
bring the NZIMLS to the individuals in their laboratories,
although the advice and support offered to assist groups
holding seminars and other opportunities provided for
continuing education are mainly taken up by the main
centers despite the encouragement given to smaller centres.

Since the annual gathering of ISIG members at
Christchurch in August, work has been going on with various
projects. Exams were set, sat and marked (the successful
candidates will be receiving their certificates shortly), the
Virology/Immunology log book for the Massey fourth year
students was completed and the Immunology QTA syllabus
was revised.

This latter project was not without its problems. The
Auckland Branch of ISIG, which traditionally undertakes the
syllabus reviews, had previously produced a syllabus which
the Council decided to use as a model for all other
disciplines.

The final version of a common core section, (agreed upon
by consensus between the SIG convenors and Council)
which was to be incorporated in all syliabi, was based on
the Basic Laboratory Practice section in the Immunology
prototype with certain additions, some of which the Auckland
group felt were irrelevant or inappropriate for the “redefined”
medical laboratory assistant.

In addition, the two hour papers from 1994 onwards will
be replaced by one three hour paper (a decision reached
also by consensus, but with one notable exception) thereby
increasing the amount of material to be learned and reducing
the time in which to examine it.

The Auckland group modified the core section for the
Immunotogy syllabus according to its views on what was
appropriate and as a result the revised syllabus was not
accepted.

Recently the role of the SIGs and their accountability to
the NZIMLS has been put on a more formal footing. A
document has been produced by Council, with input from
the SIG convenors, and the final draft will be circulated
shortly. The SIGs, amongst other requirements, advise the
Council “on matters pertaining to their discipline”.

In the case of the QTA Immunology syllabus, the

contentious issue was the section common to all syllabi,
which the SIG convenors had agreed to and so the Auckland
ISIG group has been forced to comply. Democratic decisions
do not please everybody but the majority rules. A new draft
has been submitted which conforms to the content agreed
upon and the group is awaiting confirmation that this draft
will be accepted.

Preparations for the North Island Seminar at Anzac
Weekend are underway, and the Treasurer has been busy
advancing funds to secure bookings for that event and the
Coulter Users’ meeting the following day.

Matters such as these, plus organising examiners and
moderators, preparing budgets, writing articles for the
Journal and producing and publishing the Network News
have continued to keep certain SIG members well occupied
over the last few months.

* * *

ACCREDITED EXAMINERS AND MODERATORS
ISIG wishes to thank the following people who attended one
of the two Examiners/Moderators Workshops held in
Auckland and Christchurch in 1993 thus making themselves
available to act as accredited examiners or moderators for
Medical Laboratory Science examinations in Virology or
immunology:

IMMUNOLOGY

Kamatla Dullabh
Arran Salter
Mark Warden
Sharon Clode
Mary-Ann White

Auckland Hospital
Auckland Hospital
Auckland Hospital
Auckland Hospital
Diagnostic Laboratory, Auckland

Gillian MclLeay Auckland Hospital
John McKay Auckland Hospital
fan Wilkinson Auckland Hospital

Michael Crowther  Diagnostic Laboratory, Auckland

VIROLOGY

Judy Cull Auckland Hospital
David Featherstone NZCDC

Judith Millar NZCDC

IMMUNOLOGY/VIROLOGY

Medlab, Auckland
Auckland Hospital

Paul Austin
Karen Stanley

Some of these people have already served in one or both
capacities for Virology and Immunology, and ISIG would like
to thank those especially who prepared, moderated and
marked the 1993 examinations. In the interests of objectivity
for disciplines with small numbers such as ours, it is felt that
examiners and moderators for specific years should not be
named.
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NEW ZEALAND INSTITUTE OF MEDICAL LABORATORY SCIENCE

Application to sit Specialist Certificate Examination
10th and 11th November 1994

SECTION A— TO BE COMPLETED BY THE CANDIDATE

Name: VI S e e e

(B2 o To ] = 1 (o] /N OO PURPR
Laboratory AQAIESS .....cooo e e
Examination SUDJECT .........o i

Medical Laboratory Technologist Board Certificate Examinations passed:

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

“| certify that the above candidate will meet the requirements of the
Specialist Certificate Examination”

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

APPLICATIONS CLOSE FRIDAY 27 MAY, 1994

Piease 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 S! 3JECTS

Public Health Microbiology

Clinical Biochemistry

Cytogenetics

General Certificate (See prerequisite 2)
Haematology

Histological Technique

Medical Cytology
E..________________________________________________________________________________________________________________]

PREREQUISITES

1.

Candidates for the examination must be
employed as medical laboratory assistants
in an approved laboratory and have worked
continuously inthe subjectfortwo years prior
to the examination or accumulated not less
than two years practical experience in the
examination subject.

. Smalllaboratories which require their medical

laboratory assistants to work in more than
one subject can apply to the NZIMLS for
students to train for the General Certificate
Examination.

. Candidates for the Immunohaematology

Examination must have completed not less
than 320 hours and candidates for the
General Certificate Examination not less
than 160 hours in practical cross-matching
of blood for clinical use.

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

The syllabuses for all subjects are available
from the NZIMLS, PO. Box 3270,
Christchurch.

Transfusion Science (Blood Products)
Medical Microbiology

Mortuary Hygiene and Technique
Radioisotopes and Radioassay Technique
Transfusion Science

Immunology (Microbiology)

Immunology (Tissue Typing)

(NOTE: LATE APPLICATIONS WILL NOT
BE ACCEPTED)

EXAMINATIONS

1. Q.T.A. candidates who began their practical
experience, on or before 31 January, two
years prior, will be eligible to sit the
examination.

2. Candidates must complete an examination
application form and forward this, together
with the appropriate fee, to the Executive
Officer before the closing date.

3. The examination will consist of one written
paper, of three hours duration. Candidates
for the Medical Cytology Examination will
also be required to complete a practical
examination.

4. The candidate must obtain an overall mark
of 50% to pass the examination. Candidates
forthe General Certificate Examination must
obtain a minimum of 40% in each of the four
sections and 50% overall to pass the
examination.

5. The results of the examinations will be
announced by the New Zealand Institute of
Medical Laboratory Science.

6. The candidate's script will be returned upon
receiptof written application by the candidate.
No copy will be retained and no
correspondence relating to the marking of
the script will be entered into.

7. Candidates must be financial members of
the NZIMLS at the time of sitting the
examination.
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THE NEW ZEALAND INSTITUT : OF MEDICAL LABORATORY SCIENCE (INC.)

Application for Membership (For use with Examinations only).
(Please Print Clearly and Tick Appropriate Box)

1,

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:

Member Associate
AND Certify That | Have:
Not Previously Been a Member Previously Been a Member (State Category: _ )
Resigned (Date: ) Did Not Resign

| am employed as:

in the Speciality Department of:

Highest Professional Qualification: Year Obtained:

Nominated By:

(Current Financial Member N.Z.1.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 $88.40 (GST incl.) ASSOCIATE $33.80 (GST incl.)

Member — any personwho is registered by the Medical Laboratory Technologists Board
Associate — any person engaged in Medical Laboratory Science who is not eligible forany other class of
membership.

The appropriate membership subscription must accompany this application for this to
be a valid application.
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Convenor: Rennie Dix
Contact Address: CI- Anne Cooke, Laboratory Training
Centre, Auckland Regional Blood Centre, 2-6 Park Avenue,
Grafton, AUCKLAND.

PAEDIATRIC LABORATORY SEMINAR

On November 11th 1993 approximately 50 technologists,
clinicians and industry representatives participated in a very
successful afternoon seminar, held at the Starship, Auckland
Children’s Hospital.

The laboratory seminar was part of a 3%2 day visit by Dr
Marilyn Manco-Johnson, Paediatric Haematologist from the
University of Colorado School of Medicine in Denver, whose
visit here was supported by the Kirsty McDermott Memorial
Trust.

Dr Manco-Johnson currently is the Associate Professor of
Paediatrics at the University of Colorado Schoot of Medicine.
She is also the Director of the Mountain States Regional
Haemophilia Treatment Programme. Previous appointments
include Medical Director of the Special Coagulation
Laboratory at the University Hospital, Colorado, and Director
of the Premature Infant Follow-up Clinic at the University of
Colorado Health Sciences Centre.

Dr Manco-Johnson's major scientific interests are neonatal
and paediatric thrombosis, the ontogeny of the protein C
system, mechanisms of hypercoagulability in infants of
diabetic mothers, haemophilia, and paediatric AIDS. The fact
that Dr Manco-Johnson has in the past and still works actively
in these fields is supported by an impressive list of current
and past grants held, representation on a number of
committees including the current ISTH Neonatal
Haemostasis Working Party, and numerous publications.

Without doubt Dr Manco-Johnson'’s visit promised to be
a rare opportunity to learn from a very experienced clinician
and local Haematologists who had the opportunity to meet
her on recent trips to international conferences assured us
that this petite, vibrant woman was an ideal guest.

The laboratory seminar was arranged by the Auckland
Haemostasis Group, supported by the Haematology Special
Interest group. A series of short presentations by
technologists from local laboratories was chaired by Dr
Elizabeth Berry. Dr Manco-Johnson commented briefly at
the end of each presentation, then expanded on the issues
raised in a lecture after afternoon tea.

Keiry Belton from Diagnostic Laboratory presented
“Aspects of Blood Collection for Haemostasis in Neonates
and Children"

Cord Blood
— requires planning for collection prior to delivery
— using blood drawn from a double-clamped
umbilical segment
— two-syringe technique
— fractionate sample eg. 3 tubes

Capillary Sampling
— puncture site must be warmed for at least 5 minutes
— bedside whole blood monitors are useful
— microtainer type most preferable
— unsuitable for APTT and Factor VIlIl:C

Venous Sampling
— 2 syringe technique preferable
— directly into anticoagulant in syringe
— adjust anticoagulant volume for HCT
— samples drawn from catheter to clear line may be
re-infused (approx 5mis)

Bleeding Times
— a rare requirement

Simon Jones’s presentation from Medlab Auckland, raised
issues pertaining to ‘Reference Ranges’. The ranges most
widely used in the Auckland area are those published by
Maureen Andrew et al in Blood, Vol 70, No 1 (1987) pp
165-172 and Vol 72, No 5 (1988) pp 1651-1657. These ranges
have been widely accepted but laboratories that use them
must be aware of variations due to instrumentation and
reagents.

In addition to this Dr Manco-Johnson advocated:

— establishing reference ranges for cord blood samples in
busy obstetric hospitals

— the value of specific factor assays such as PR and APTT
tend to be unreliable on neonate samples

— the use of family and clinical history in the diagnosis of
Von Willebrand’s Disease when patient is less than six
months old

Vivienne Muffty from Greenlane/National Women'’s Hospital
presented three case studies dealing with “Aspects of
Heparinisation in Neonates and Children”.

One of the problems with samples from low birth weight
babies and newborns is that often little or no effort is made
by ward staff collecting the samples to clear lines of heparin
before taking the sample. Dr Manco-Johnson and Dr Lochie
Teague, Paediatric Haematologist at Auckland Children's
Hospital, agreed that there ought to be no problem with
reinfusing the sample used to clear the line if correct
procedures were followed. In any event an optimal sample
is paramount.

Other issues discussed:

— difficulty in predicting heparin level in neonate

— APTT response affected by lower levels of Factor XI and
Xl

— shorter half-life (greater clearance rates) of heparin in
neonates

— nevertheless aim to achieve therapeutic level within 24
hours, monitor daily and maintain for 7 days.

Anita Karpik from Middiemore Hospital presented a case
of “DIC in a Neonate” with a view to discussing the value
of laboratory results. Some recent literature (Schmidt et al,
Thrombosis and Haemostasis, 69 (5) 418-421 (1993)),
demonstrated that the sensitivity of coagulation screens is
poor in neonates at risk of DIC, but the specificity is high.

Dr Manco-Johnson made the following points:

— Best tests to diagnose DIC in children are APTT (not
capillary), Fibrinogen assay and platelet count.

— The Ethanol Gelation test is of no value in children.

— When the PR is raised in neonates it is difficult to
differentiate between Vitamin K deficiency and DIC. The
Echis Ratio or specific factor assays may be helpful.
The final presentation was by Melissa Huizer from
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A report on the National Diploma of Medical Laboratory Science Survey.
Jan Nelson, FNZIMLS, MPhil(Hons) and Shirley Gainsford, MNZIMLS, Dip. Bus. Studies.

NZIMLS representatives on the Course Advisory Committee of the National Diploma of Medical

Laboratory Science.

Address for correspondence: J. Nelson, Department of Molecular Medicine, University of Auckland, Private

Bag 92 019, Auckland.

Introduction

The Course Advisory Committee of the National Diploma
of Medical Laboratory Science (NDMLS) was required,
under its Terms of Reference, to undertake a major review
of the course at the end of the fifth year. The NDMLS was
established in 1989 at the Auckland Institute of Technology
(AIT) with considerable contributions and monitoring from
medical laboratory professionals in the Auckland area.
Graduates of the NDMLS are eligible for registration by
the Medical Laboratory Technologist’s Board. The course
produced 26 graduates in 1992 and currently there are 11
second year, 20 third year and 29 fourth year students. The
course has the potential to provide a total of 86 registrable
medical technologists for the profession.

Although the present course will only continue for three
more years, it was considered that the information from
this review would be invaluable for any further
modifications to the existing course as well as being
applicable to the Degree in Applied Science which will
succeed the NDMLS. The review included a survey of
employers and supervisors, to seek constructive comments
regarding the training of the course graduates and students
and their standing in the profession. The survey elicited
an excellent response with a total of sixty-five replies
received. A summary of the survey results is presented
and a synopsis of representative comments. The
conclusions from this survey raise a number of issues
which are relevant to other training courses.

Circulation and limitations of the Survey

The survey was circulated in August 1993 to all Charge
Technologists in Auckland and Laboratory Managers or
Principal Technologists in Gisborne, Rotorua, New
Plymouth, Hawera, Napier and Paimerston North where
students or graduates had been employed. Recipients of
the survey were requested to circulate copies to other staff
in their department where appropriate and were advised
that individual questionnaires would be kept confidential.
Comments and suggestions for improvermnent to the course
were also invited.

There are some limitations to the survey which should
be considered when interpreting results. Replies and
comments were often based on experience with only one
or two students and in a number of cases, the same
students were being commented on by different people.
The size, type of laboratory and whether located outside
Auckland were not taken into account when summarising
the data.

Survey Results
1. Position in the Department

Charge technologists/laboratory managers/scientific

officers 27 (42%)
Graded technologists 30 (46%)
Staff technologists 8 (12%)

TOTAL 65
2. Laboratory Discipline

Clinical Biochemistry 16 (25%) Histology 2 (3%)
Microbiology 21 (32%) Cytology 3 (5%)
Haematology 12 (18%) Transfusion Science 3 (5%)
Immunology/Virology 5 (8%) General 2 (3%)
Unspecified 1 (1%)

3. Contact with graduates in the laboratory
Heavily involved in supervision: 28%

Some supervision: 52%
Little contact: 12%
No response: 8%

4. Overall performance

Graduates Students
Very good 23% 17%
Adequate 43% 68%
Poor 3% 4%
No response 31% 1%
Further comments
made by 49%

5. Lectures, laboratories and tutorials at AIT

Academic knowledge Integration of theoretical
of the students and practical components

Very good 22% 12%
Good 68% 57%
Poor 6% 28%

No response 4% 3%

6. The Logbook System

As a means of assessing  Did the NDMLS logbooks
practical laboratory skills assess practical competence?

Very good 15% Yes 32%
Adequate 78% Partially 53%
Inappropriate 4% No 12%
No response 3% No response 3%
Relevance of contents User friendly
Very 23% 6%
Fairly 75% 82%
Not very 2% 9%
No response - 3%

Further comments

made by 74%
7. Laboratory visits by tutor
Useful 12%
Not very useful 51%
No response 37%

Orientation (Blocks 1,2 and 3)
37%
23%
40%

8. Attributes of NDMLS Students and Graduates

Professional attitude

Very good 31%
Average 58%
Poor 5%
No response 6%
Technical skills
Very good 25%
Average 66%
Poor 5%
No response 4%

Motivation
38%
51%

3%

8%
Theoretical knowledge
28%

60%
8%
4%

9. Would you recommend NDMLS graduates for

employment?

Yes 29%
Some 60%
No 3%
No response 8%
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essential that we clearly identify the focus of our business
and question the need to provide services outside of it. For
example non-core testing may be better provided under
contract to another centre, or support services, such as
purchasing, personnel; information services etc, may be
more efficiently accessed through another source.

Next, we need to understand our costs. | have no doubt

that the private laboratories have a full understanding of their
costs. | doubt many hospital laboratories have. In the past
hospital laboratories saw their costs as their budget
responsibility and identified costs without considering capital,
corporate overheads, depreciation and tax liability. It is
essential that we know what our true and marginal costs are
in relation to every procedure performed in the laboratory.
Armed with this information we are then in a position to
decide if we continue to provide this service or access it on
a contractual basis. These costs will be determined by
laboratory scientists working alongside cost accountants.
We must review our personnel policies and procedures.

Remuneration must be tied to performance. Most agree with
this philosophy but very few adhere to it in practice.
Progression through salary scales is still driven by years of
experience and historical grading of job content rather than
by the level of performance. Staff must have clear and
measurable goals and objectives, must be reviewed regularly
and rewarded on results. This is now used for senior
management staff of the Crown Health Enterprises and |
believe needs to be extended throughout the Organisation.
If the Organisation is successful then all the staff responsible
for that success must share in the rewards.

Next, transfer your budget. If the opportunity exists

considerable benefit can be accrued to the Crown Health
Enterprise laboratory; it can transfer its budget to its users.
This system was gradually introduced in Canterbury in 1991.
We have this financial year concluded our first full year
without any guaranteed income, being fully dependent on
our users purchasing services from us. The costs associated
with setting up such a system are minimal for any laboratory
which is computerised. The main advantages of transfer
pricing are:

Firstly, the user, not the provider becomes responsible for
the expenditure and over-expenditure. We are all familiar with
the situation of having to explain why our budget was over-
spent when we did not control the demand on the service.
It also avoids the deveiopment of the ‘free good’ mentality.

Secondly. the laboratory staff become pro-active rather
than re-active. As we are dependent on our users for income
the staff are conscious of the need to ensure clients get the
best possible service. The issue is not “can we afford to
provide it", but rather “have they got the funds to purchase it".
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Thirdly, your financial performance can be measured by
monitoring income against expenditure, rather than the
traditional method of tracking actual expenditure against that
budgeted.

Without a history of transfer pricing Canterbury Health
Laboratories did not know what impact it would have on the
work demand. When budgets were devolved last year many
clinical teams identified some of the newly acquired funds
for other purposes, signalling through their reduced budget
that demand for laboratory testing was likely to drop by about
10%. In fact, workload increased by 11.6%. While clinical
teams overspent the laboratory service over-recovered.
However, these over-recoveries were returned to the client
in the form of rebates.

It is important therefore, to have an accurate forecast of
potential work demand so that over-heads can be
apportioned over the correct number of procedures. This
is best achieved through negotiation with users and by
developing contracts between the laboratory and clinical
team. Unfortunately many teams are not yet in a position to
know what their demand is likely to be and many have “wish
lists” of the new services they would like to introduce without
the guarantee of funding.

Finally, we must review our management structure. For

laboratories to respond to the demands of clients,
decentralisation of the decision making process is required,
with greater delegation to what is commonly called ‘the
coalface. This requires a review of the management structure.
The traditional method of managing major laboratories
through disciplines has to be challenged. These historical
structures often do litle more than add a layer of
management to the Organisation. It is also time to question
the management role of the pathologist. Dr Steven Williams
in delivering the 1969 T.H. Pullar Memorial Address said “In
all laboratories, however, there is the important interface
between the purely medical and the purely scientific aspects
of a patient’s illness and it is only by a properly regulated
and continuous flow across this interface that the laboratory
can perform its true functions of medical diagnostic support.
The pathologist must place himself in this area and, by the
virtue of this medical qualification and experience, he must
ensure that the vital communications are maintained”.

Other than the false assumption that all pathologists must
be male, | fully concur with Dr Williams™ comments. The
pathologist is an essential member of the laboratory team.
But it is as a consultant, not manager. that the pathologist
is so essential.

The health reforms are about change. Change has been
described as being threatening when done to you, and
exciting when done to others. Most of all change will create
opportunities. It is now over to each of you to make the most
of the opportunities that lie ahead.

'RRAT M

Biochemical effects of inhaled bronchodilators in asthma.
RW.L. SIEBERS, C.D. BURGESS, J. CRANE AND R. BEASLEY
Department of Medicine, Wellington School of Medicine, Wellington.

Volume 47, no. 4, p. 128: the table of plasma/blood changes should read

«caMP T+
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Minutes of the 49th Annual General Meeting held at Christchurch on Wednesday 25

August 1993 at 10.30am

Chairman

The President (Mr P MclLeod) presided over the attendance
of approximately 110 members.

Apologies

It was resolved that apologies be accepted from the
following:

A Nixon, Auckland
C Green, Lower Hutt
G Rimmer, Auckland

J Cull, Auckiand
A Cooke, Auckland

Proxies D Reilly/A Buchanan

A list of 28 proxy holders, representing 49 proxies was read
by the Secretary.

Minutes

It was resolved that the Minutes of the 48th Annual General
Meeting held on Thursday 27 August 1992 be taken as read
and confirmed.

R Dix/E Norman

Annual Report

It was resolved that the Annual Report be received.
E Norman/D Reilly

Speakers to the report were as follows:
E. Norman — Convenor, Awards Committee

Murex Award changed in objectives
— emphasis will be on professional and academic
achievements
— monetary reward and prestige will remain the same

Med Bio Award
— best paper published in each edition of the NZIMLS
Journal
— $150 per paper totals $600 per year
— to encourage production of papers for Journal

SCIANZ Award
— amount of award will be $1,000
— full details still being progressed

Council has investigated the possibility of a student award
and has agreed to offer $200 to an undergraduate student
who presents the best paper at an Annual Scientific Meeting.

M Gillies — Convenor, Publications Committee

— asked for more support from membership for
scientific papers to publish in the NZIMLS Journal

J Le Grice — Convenor, Education Committee

— Auckland Institute of Technology have gained
approval for their Bachelor of Applied Science degree
course

— exceptional response from laboratories for degree
student placements

— MLTB will cease to offer the Certificate level
examination after 1995

— NZIMLS upgrading QTA syllabi and decreasing scope
of QTA examinations.

Financial Report

It was resolved that the Financial Report be received.
S Gainsford/J Le Grice

S Gainsford spoke to the report.

— the difference in the 1992 Statement of Income and
Expenditure compared with previous years is mainly
due to the influence of the Special Interest Groups.
The SIG accounts are audited along with the main
account and there was a considerable increase in SIG
activities.

D Pees questioned who the debtors at $10,000 under
Current Assets were. The NZIMLS had a credit of $1,058 with
Air New Zealand and advertising credits for the NZIMLS
Journal owing at the time of publishing accounts.

G Cameron requested an explanation of the $4,000
outstanding. This was a very late account received for the
meal at the New Zealand Pavilion at the time of the South
Pacific Conference.

It was resolved that the Financial Report be adopted.
D Pees/R Dix

Election of Officers
The following members of Council were elected unopposed:

President D Reilly
Secretary/Treasurer P MclLeod
Region 3 Representative C Kendrick
Region 4 Representative J Le Grice
Region 5 Representative L Milligan

Elections were necessary for the positions of Vice President
and Region 1 and 2 Representatives.

Election results were as follows:

S Gainsford 212
E Norman 36

Vice President

S Gainsford was declared elected.

Region 1 Representative L Mayhew 75
H Perry 28

L Mayhew was declared elected.

Region 2 Representative, A Paterson was nominated to
Council unopposed.

Awards

The award winners were announced and the awards
presented by the President.

Qualified Technical Assistant Awards:

Linda Gordon, Invercargill
Medical Laboratory

Clinical Biochemistry

Haematology Tracey Crosby, Tauranga Hospital

General Paulette Brenkley, Diagnostic
Laboratory

Immunology Paul Bau, Diagnostic Laboratory

Karen Sullivan, Diagnostic
Laboratory

Cynthia Traynor, Invercargill
Medical Laboratory
Amanda Hayward, Tauranga
Hospital

Medical Cytology
Microbiology

Transfusion Science
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Certificate Examination Awards

Cytogenetics Colleen Myers, Dunedin Hospital

Haematology Wendy Maynard, Napier
Hospital

Histology Ann Thornton, Wellington
Hospital

Amanda Goodall, Hamilton
Medical Laboratory

Medical Cytology

Specialist Certificate Awards

Chitra Subramanian, Telarc
Keiry Belton, Diagnostic
lLaboratory

Jane Clark, Wellington Hospital
Geraldine Heta, Auckland
Regional Blood Centre

Clinical Biochemistry
Haematology

Immunology
Transfusion Science

Journal Awards

Shirley Gainsford and Gwenda
Young, Valley Diagnostic
Laboratory

Roche Diagnostic
Microbiology Award
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Hilder Memorial Prize  Trevor Walmsley, Princess
Margaret Hospital

Bert Nixon, Auckland

Ron Mckenzie, Wellington

Jan Parker, Dunedin

Life Memberships:

Honoraria
it was resolved that no honoraria be paid.

J Le Grice/D Reilly
Auditor

It was resolved that Deloitte, Touche, Tohmatsu be
reappointed as the Institute’s auditors.

S Gainsford/W Dellow
Future Annual Scientific Meeting

The 1994 Annual Scientific Meeting is to be held in Hamilton.
The President announced that in 1995 the South Pacific
Congress is 1o be held in Australia. Therefore, an NZIMLS
Annual Scientific Meeting will not be held that year.
There being no further business, the Chairman closed the
meeting at 11.28am.

Minutes of the 49th Special General Meeting held at Christchurch on Wednesday 25

August 1993 at 11.30am

Chairman
Mr P Mcl.eod

Minutes

It was resolved that the Minutes of the 48th Special
General Meeting held on 25 August 1993 be taken as read.
D Wilson/R Dix

Business Arising

The President informed the meeting that Council had
investigated the possibility of offering reduced membership
fees and conference registration fees to all undergraduate
students. It is not feasible to institute another category and
therefore there will not be a reduction in students member-
ship fees.

With regard to student registration for conference, this is
an issue to be dealt with by each conference organising
committee.

Students are being issued with complementary copies of
the NZIMLS Journal and Newsletter.

Remits

1. It was moved by J Le Grice, seconded by D Pees that
the Near Patient Testing Report as published in the
NZIMLS May 1993 Journal be adopted by the New
Zealand Institute of Medical Laboratory Science (Inc.)

After discussion the motion was put to the meeting and
declared carried.

2. It was moved by E Norman, seconded by D Pees that
in the following Rules the words Secretary or Treasurer
by replaced by Secretary/Treasurer.

8(a), 8(c), 9(b), 10(a), 12(d), 12(f), 13(e), 13(f), 14(b),
14(c) 16, 19(c)(v), 24, 26(a), 29 and 30(c).

The motion was put to the meeting and declared carried.

3. |twas moved by E Norman, seconded by D Pees that
Rule 10(a) be amended to read "‘The Rules of the
Institute may be amended (whether by way of repeal,
substitution or addition) by resolution at a General
Meeting of the Institute. All such amendments must be
notified by the Secretary/Treasurer in writing to each
member of the Institute not less than sixty (60) days prior
to the date fixed for the General Meeting™.

The motion was put to the meeting and declared carried.

4. it was moved by E Norman, seconded by R Dix that
Rule 13(d) be amended to read — "One ordinary
member of the Council shall represent each of the
following regions:

Region 1 The Northern portion of the North Island
comprising the provincial areas of North-
land and Auckland.

The Central portion of the North Island

comprising the provincial areas of

Waikato, Bay of Plenty and East Coast.

The Southern portion of the North Island

comprising the provincial areas of

Taranaki, Hawkes Bay, Wanganui,

Manawatu, Wairarapa and Wellington.

The Northern portion of the South Island

comprising the provincial areas of Nelson,

Marlborough, Westland and Canterbury.

The Southern portion of the South Island

comprising the provincial areas of Otago

and Southfand.

Region 2

Region 3

Region 4

Region 5

After considerable discussion as to how the provinces are
defined, the motion was put to the meeting and declared
carried.

5. It was moved by E Norman, seconded by R Dix that
the following sentence be added to Rules 14(b) and
14(c) — 'With the consent of Council the
Secretary/Treasurer may delegate any or all of these
duties to the Executive Officer’.
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The motion was put to the meeeting and declared carried.

6. It was moved by E Norman, seconded by G Cameron
that a further subclause be added to Rule 19(c) —
"19(c)(viii) To enter into employment contracts to assist
with the day to day running of the Institute’

The motion was put to the meeting and declared carried.

7. It was moved by E Norman, seconded by D Pees that
Rule 26 be as follows.

Executive Officer

(@) The Executive Officer shall attend all formal
meetings of the Institute and all meetings of Council and
shall record all proceedings.

(b) The Executive Officer shall undertake any other duties
as may be determined by Council. These duties may
be altered by mutual agreement”.

All subsequent Rules will be renumbered as follows:
Rule 27 Bylaws and Regulations

Rule 28 Dissolution

Rule 29 Indemnity to Council
Rule 30 Remuneration

Rule 31  Branches

8. It was moved by E Norman, seconded by R Dix that
as Rule 26 was accepted, the second sentence of Rule
14(b) be amended to read — “The Secretary/Treasurer
shall attend all meetings and ensure that records of all
proceedings are kept'

After discussion, the motion was put to the meeting and
declared carried.

9. It was moved by S Gainsford, seconded by D Reilly that
Policy Decision Number 3 (1982) be reaffirmed.

Policy Decision No 3: Council will make and administer
awards to members of the Institute, the details of each
award will be recorded and may be amended from time
to time by resolution of Council. The summary of these
details shall be published annually in the Newsletter,

Carried

10. It was moved by D Reilly, seconded by D Pees that
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Policy Decision Number 5 (1978) be amended to read:

Policy Decision No 5: That medical supply companies should
not be approached to aid in the finance of branch and SIG
meetings; companies may be invited to attend and although
donations may be accepted, money should not be solicited.

After discussion, an amendment was moved by D Wilson,
seconded by R Austin that Policy Decision No. 5 (1978) be
amended to read:

Policy Decision No 5: That medical supply companies
should not be approached to aid in the finance of
Branch and SIG committee meetings, companies may
be invited to attend and although donations may be
accepted, money should not be solicited.

After considerable discussion for and against, the
amendment was put to the meeting and declared
carried.

The amendment then became the motion and was
put to the meeting and declared carried.

There were no remits from the floor.

General Business

With regards to the amendments to the NZIMLS Rules, D
Pees asked that a new Rule book be printed and circulated
as soon as possible.

G Mcleay requested that the NZIMLS ask the MLTB to
resolve the issue of registration for degree students.

K McLoughlin replied to G McLeay’s request that until the
Universities release the full details of the fourth year course,
it is not known by the Board how the University
competencies will fit in with the Board's competency
document. It is difficult at this stage to make a decision
whether the university students will be registered as soon
as they come out or not.

MLTB and NZIMLS are taking a close watching brief on
all degree courses as they appear, to ensure that they will
reach the Board's competencies.

J Parker stated that the curriculums of both Universities
will be matched against the Board's competency document.
Once completed, then the Board will know if they will meet
the competency. It is hoped to have this exercise
completed early next year.

There being no further business, the Chairman closed the
final Special General Meeting at 12.27pm.
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come a long way in recent years to improve patient care.
Recommendations for further improvement should be left
to the discretion of those who make the important final
decisions, namely the individual technologists themselves,
management or the employer.

Taking orientation into consideration. In our situation this
is the beginning of on-the-job training for the students and
it begins on the first day of employment at work. Impressions
and attitudes about the job and how important it is will be
formed through the student's daily contacts at work. It is
necessary to relay accurate impressions and a good attitude
because students of today are technologists of tomorrow.
Recommendation: *'Senior technologists responsible for

teaching at work should not be rushing
around at the same time to finish the
work "

This is to remove the pressure of the workload which may
cause the technologist to be placed in a stressful situation
whereby he is trying to teach and at the same time trying
to complete the day's work. This stressful situation will place
the student at a disadvantage because he will be learning
in a not-so-orderly manner and the instruction may be
inadequate.

Other problems which may arise out of this situation
include the following:

1. Senior staff may be abrupt in communication without
really intending to be abrupt.

2. The student’s morale will be lowered because of the
above.

3. Due to inadequate training arising from the senior
technologist not being able to teach well, the student
may have a feeling of inefficiency and lack confidence
which in itself is a barrier to success.

4, The proper attitude towards quality service will not be
attained.

Recommendation: “‘Students to learn from patient samples

only after they have been analysed by
a senior staff member’’

This is to safeguard the patient. No one is perfect all the
time due to our being human, and mistakes are bound to
happen in the learning process. The student may learn from
his mistakes but human life is at stake.

The student's mistakes will also be an added burden for
the senior technologist, who may have to repeat one or more
tests, answer questions or have a repeat sample collected,
which is going to inconvenience the patient.

Moving a step further to where development is needed,
with respect to training and advancement in job skills, the
facilitators and officials of EM.LT.A. (past and present) should
be complemented on the stand for continuing education.
This is by running seminars and workshops. The support
of the Ministry also should not be forgotten, even if minimal.

Moreover, the current practice of on-the-job training is
powerful and has its advantage in that no special facilities
are required and one can be efficient practically while
learning from and helping senior staff with productive work.
Recommendation: ‘‘Before any technologist starts tutorials

for students, he/she should first have
further appropriate training. A training
college or university would be preferred
if resources are available or get
someone with skill, qualifications,
experience and knowledge, even if it has
to be from overseas’

The standard of tomorrow’s technologist will depend to
a great extent on how efficient and knowledgeable the
teacher is and the skill with which he imparts his knowledge.
Improving the skill and knowledge of the technologist will
be a credit to management, who should not regard the
technologist as the problem but the answer to the problems,
if properly trained. The work of the present tutors should be
acknowledged, but there is still room for improvement, as
there is no limit to education.
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Recommendation: "‘Resources for the degree course in
Medical Laboratory Technology at the
University of the South Pacific.”

With regard to our theme, it would be appropriate to be
geared towards the above and it should be of benefit, instead
of what we face nowadays. It is difficult to obtain a degree
from overseas. A degree is a recognised qualification. | feel
our profession is not getting the recognition it should have
in Fiji considering the contribution we make to patient care.
A degree will also mean more knowledge — so why not?
Let us not be discouraged by those who say it is not
necessary because the people saying it already have a
degree themselves and are proud of it and do not regret
studying to obtain it.

Recommendation: '‘Technologists should be sent for further
fraining in machine maintenance or
make the most use of expertise in the
country”.

Machines will only remain in good condition if they receive
the necessary maintenance at the right time. What needs
mentioning is that, at present, a technologist from China who
is at the Biochemistry Department in Suva, had undergone
(prior to coming to Fiji) a 120 hour course in “Machine
Analysis”. He is able to diagnose and remedy almost any
fault in the new machines the laboratory has acquired so
far. This knowledge and expertise on machine analysis
should be tapped. The subject could be introduced in the
curriculum later on, but for the time being there is no harm
if all technologists acquire whatever knowledge our Chinese
friend can impart in maintenance of machines. This will
almost be like going to China for training. If everyone knows
then we do not have to lament the emigration of the few who
had been taught. Please send him to Labasa if possible. The
technologist, being the daily operator needs the expertise
to detect any slight variation from the norm. The Biochemistry
Department in Suva is also short-staffed and has its priorities
in medical equipment. Staff are only called in or informed
when there is a problem. | presume this problem could be
delayed or prevented if regular maintenance is carried out.
Therefore it is left to the technologist to maintain his helper
in patient care.

The manufacturer's manual is provided, but necessary
maintenance such as changing of pumps, tubing and some
internal cleaning is not carried out because the technologist
is hesitant and apprehensive to do it because of lack of
knowledge and skill.

Recormmendation: '‘Refresher course and seminar on self
analysis.”

Refresher courses on-the-job are needed to go hand in
hand with seminars and workshops to refresh staff with new
concepts and ideas and be kept up-to-date with recent
changes and trends. Seminars on seff-analysis would help
in modifying attitudes, eg., work ethics, how one relates to
others, weaknesses and how to improve them, are just some
of the things that should be included.

Recommendation: "Incentives.”

This is needed so that staff do not leave for greener
pastures. It is usually the senior staff who leave, which is a
waste of resources after the training they have received.
Despite the trend to move towards automation, an increase
in technologists is still necessary. Extra staff are needed for
the following reasons:

1. to teach.

2. tomaintain machines regularly so that they are in good
working condition.

3. to be responsible for the successful application of quality
control which is the cornerstone to having confidence
in laboratory results.

4. to enable staff to take annual or study leave and not to
be held back as is often the case, due to shortage of
staff.

Furthermore, having one’s hard work recognised and
rewarded is an investment in itself because technologists will
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have a sense of belonging and will want to do better. Security,
safety and compensation are also needed for the
technologist’s peace of mind. The attitude of the technologist
is the most important feature in any quality control and
development programme. Attitude is the key to quality.
Technologists hold this key in their staff relationships. With
good human relations and thoughtful activities, cumulative
errors and costly repairs can be prevented. Of importance
here is the need for flexibility, which means free and regular
communication among all employees. The sense of
togetherness and team spirit should start from the top and
extend to everyone else, right down to the students.

Voluntary co-operation can be attained by free and
unbiased communication, with absence of barriers when
talking to one another. Free and fearless communication can
improve efficiency at work and prevent a build-up of stress.
Lack of communication and awareness can cause failures
and costs. Equally as important is respect. This includes
respect for patients, for fellow technologists, and all other
health personnel. Barriers between different departments
should be removed and one should see things from an
overall viewpoint. Even though individuals with different
ethical frameworks, attitude patterns and behavioural
experiences are thrown together, they need to co-operate
and move in the same direction with the same goal — to
provide an effective and efficient service for the patients.

Technologists should accept each other as individuals and
appreciate what one can do, instead of focusing always on
what one cannot do. | would like us ali to share the following
guotation:

“A wise person is one who looks into himself and finds
out his own mistakes and faults, but the one who finds faults
in others, he can neither know himself, what he really is nor
what his faults are”

Attitude modification, management and leadership go
hand in hand because how management treat the
technologist is going to affect his attitude to the job. Therefore
| feel that it is an advantage if all technologists get this training.

Everyone has a personal life to manage and it is interesting
to note and be aware of the fact that everybody was born
a leader. All that needs to be done is to tap this potential
and provide the proper training for it to be effective. This
potential is proved by one's ability to think, which people
regularly use in their personal life, for example, leadership
at home, girl guides or scout troops, youth functions or
church work etc., and they do it well. Encourage them to
think for themselves at work to get out of their own way.
Instead of always telling them what to do, learn to ask them
what they think should be done. Many may know the answer
but traditionally always expect management to do the
thinking because it has always been the trend. People should
be inspired and encouraged to take the "you can do it”
attitude and to make decisions for themselves. Also, your
assumption about people will affect them and their
performance. A pleasant, sympathetic and motivational
environment help bring out behavioural changes, and with
it the practice of excellence.

Furthermore, one should demonstrate a care for people.
This can be a strong motivational factor and there will be
a desire by all to do only the best. The individual's sense
of commitment may be increased.

To conclude, | would like to point out that the
recommendations made here are not cheap. Automation is
not cheap either. Investment in machines can be short term.
This has been proved when an expensive machine is not
functioning and there is no back up and no one available
to remedy the fault. Purchasing the machine in the first place
was a wasteful exercise. Machines decrease in efficiency with
increase in years whereas with the technologist it is vice
versa.

Therefore before any development in technology, the

technologists should be developed first, and we should not
sit back because no one else is going to initiate our
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development. And nothing, | repeat nothing, should be
impossible if technologists are united and work as a team
because “TOGETHER WE WORK BETTER”.

The Ministry and politicians have their priorities but with
diplomacy, the right representation, and talking to the right
people at the right time, we should be able to initiate a chain
of response which may possibly take effect within 5-10 years
time. If we are hesitant and do not voice what we need, then
no one is going to do it for us. We will aiways be left behind
while every other profession gets the resources. The
resources provided at the University of the South Pacific are
an example. While others have gone from one strength to
another, we have not even started. Let us go forward then
with determination and confidence along the pathway which
has been paved for us when the laboratory services started
in the country. The same pathway FMLTA has been
determinedly striding along in the past 10 years.

Lastly, as a reminder to us all. On our way forward and
with increased technology, let no two technologists spoil their
relationship because of our inanimate friend “the machine”.
It may be expensive and a great helper in patient care, the
help it gives is very specific and limited, whereas your fellow
technologist will help in almost anything. In the workplace
as well as outside, | regard technologists as more valuable
because they are able to give you a smile.

NEW PRODUCTS AND SERVICES
ACCURUN 1 Multi-Marker Run Control

ACCURUN 1 is a single level, multi-maker external run control
designed exclusively for Blood Banks, Clinical Laboratories
and Hospitals who perform Anti-HIV, viral hepatitis and other
blood virus testing. ACCURUN 1 can help you detect and
resolve potentially critical testing errors by monitoring the
performance of test kits, personnel and instrumentation.

This convenient and easy to use run control was designed
to supplement in-kit control-calibrators and perform the way
a true run control should — near the cutoff and within the
dynamic range of the assay. And each ACCURUN 1 reactive
control vial is supplied with a non-reactive control.

For further information contact the New Zealand distributor,
Medica Pacific Ltd. Ph. 09-6255261, Fax 09-6254396.

NEW AUTOMATIC PROCESSOR FOR DELFIA®
IMMUNOASSAYS

The 1235 AutoDELFIA™ immunoassay system is the world’s
first fully automatic processor for DELFIA® time-resolved
fluoroimmunoassays. Developed by Wallac Oy, the unit is
aimed at medium and large diagnostic laboratories needing
to improve productivity.

From primary sample tubes through to results print out,
AutoDELFIA performs all the sample and reagent handling
operations of standard, microtitration plate-based DELFIA
immunoassays.

AutoDELFIA capacity is 432 samples — and these may
be loaded directly in primary sampling tubes. Up to 8 tests
may be performed per sample. For speedy sample
dispensing there are 4 sampling probes with individual,
programmable liquid level sensors and sample clot detection.
Bar code readers pick up codes directly from the sample
tubes, so there is no need to enter patient data manually.
Samples are positively identified throughout the procedure.

MultiCalc™ software, which runs behind a handy Windows
interface allows linkages to mainframe or LAN as well as
comprehensive quality control. The Windows interface allows
easy control of the instrument and provides the user with
clear information about the status of the assays being
performed.

AutoDELFIA is designed to accord with the differing
priorities of DELFIA users. Due to the flexibility of the
instrument software, users can specify their preferred mode














