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Whakatane, Thames, etc. When you consider that I, and many
other senior members of the profession began our training in such
laboratories then something has gone wrong with the system.

During a recent visit to four major haematology laboratories in
Sydney | was surprised to find that all the staff were qualified
scientists and that no laboratory assistants were employed. There
must be a moral here surely. | think we would all agree that the
best and most efficient staff is a qualified staff and while the cost
may be slightly higher, they can cope with a greater workload and
their contribution to patient care is of a high standard.

It is my considered opinion that unless we all take remedial
action the profession as we have known it s likely to disappear by
the year 2000. What | would advocate is to replace laboratory
assistants with technologists or graduate technologist trainees as
natural attrition takes place. A registered technologist has the
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capacity of two laboratory assistants in my view and such a
course of action wili ultimately result in a smaller but more efficient
staff, able to produce the most effective patient care. lwould even
go so far as to suggest that Council should consider whether
continuing to offer the Q.T.A. qualification is in the best interests
of the Medical Laboratory Technologist profession as a whole.
For far too long we have put cost savings ahead of professional
aspirations and the provision of the best possible laboratory
service.

In conclusion | would reiterate that what | am advocating in no
way affects the employment or aspirations of laboratory
assistants working in New Zealand laboratories now but that the
long term future of Medical Laboratory Technology and patient
care in New Zealand would benefit greatly by the upgrading of
professional numbers such as | have outlined.

Legionellosis in New Zealand.

Four-and-a-half Years Experience in the Serodiagnosis of this Disease.

A.Y. Chereshsky, R.V. Metcalfe and K.A. Bettelheim

National Health Institute, Wellington.

Abstract

Four and a half years’ experience in the serodiagnosis of
legionellosis in New Zealand is presented. Most of the
investigations were on sera submitted from hospitals and
employed the Indirect Fluorescent Antibody Test. In that period
126 cases were confirmed, and 12 of these were fatal. The
importance of diagnosing this type of pneumonia is discussed.

Key Words
Legionellosis, Serodiagnosis, Indirect fluorescent antibody
test, Legionella

Introduction

Despite the fact that the Legionella bacterium was discovered
only in 1977, Legionella infections are neither new nor
geographically limited. The earliest known case occurred in
19477, and cases have been demonstrated worldwide.

Since the isolation of L. pneumophila, similar organisms have
been isolated both from patients and environmental sources such
as air conditioning cooling towers and evaporative condensers,
shower heads, wet soil, creeks and lakes, hospital equipment,
and plumbing systems in large buildings. So far 19 species and
many serogroups within them have been recognised?.

L. pneumophila infection has occurred in large common-
source epidemics®*, in smaller clusters®, and sporadically in
isolated cases®. A greater frequency has been observed in males,
and there is an increasing incidence with age. Risk factors include
immunosuppression, renal transptantation, cancer, smoking,
chronic bronchitis, travel to endemic areas, and exposure to
construction and excavation sites’.

Aerosol transmission of contaminated water is the usual
mechanism of dissemination. The organism may be associated
with blue-green algae or amoebae® in water. L. pneumophila can
survive in waters in the temperature range of 6°C — 67°C.

The disease caused by L. pneumophilais currently recognised
in two distinct clinical presentations. “Legionnaires’ Disease” is a
clinically severe multi-system illness, typically including
pneumonia, associated with significant case mortality rates,
whereas “Pontiac Fever” is a non-pneumonic self-limiting febrile
illness. Pontiac fever has no respiratory symptoms and presents
no radiologic evidence of pneumonia. There have been no deaths
reported’.

In 1979 the National Health Institute began developing a
laboratory diagnostic service for Legionnaires’ Disease, and by

1980 both the Indirect and Direct Fluorescent Antibody
techniques were routinely performed at the Institute on submitted
specimens. The first case of Legionnaires’ disease in New
Zealand was recognised in 1979°. Although many more additional
cases since then have been diagnosed throughout the country,
there has been no systematic study of the incidence of
Legionnaires’ disease in New Zealand.

This report summarises four-and-a-half years’ experience
(January 1979 — June 1984) in the serodiagnosis of legionellosis.

Materials and Methods
The Sera

Most serum samples were submitted to the National Health
Institute by hospitals. Clinical data supplied on the patients’ forms
indicated atypical pneumonia or pneumonia with abdominal pain.
vomiting and diarrhoea, or pleural effusion and consolidation. In
many cases clinical data submitted used the terms respiratory
distress, ‘flu’-like illness, or febrile illness with diarrhoea.

Other Clinical Specimens

The presense of Legionella organisms was investigated in
submitted paraffinised lung sections, formalised or fresh jung
tissue, pleural fluids and sputa.

The Indirect Fiuorescent Antibody Test (IFAT)'%"

Until August 1982 all submitted sera were tested with a
polyvalent antigen preparation (Pool A) consisting of L.
pneumophila serogroups 1 to 4. Since then a second polyvalent
antigen (Pool B) has been used as well. This consists of L.
pneumophila serogroups 5 and 6 and L. micdadei (Tatlockia
micdadei). All sera giving a positive reaction in one or other pool
were subsequently tested by the individual antigens within the
pool. The components of Pool A are a heat-killed preparation
supplied by the Centre for Disease Control (CDC), Atlanta,
Georgia, USA, while the components of Pool B are a heat-killed
preparation of strains ATCC 33216, ATCC 33215, CDC:BC 1752
grown on CYE-x medium.

The methods for performing the IFAT are the same as those
recommended by CDC'®'2, Control sera for the components of
Pool “A” were provided by CDC, while control sera for the
individual antigens within Pool “B” were obtained from
serologically diagnosed patients. The titres of these latter sera
were confirmed by CDC.
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Table 1:
Microbiological studies on fatal cases of legionellosis
Microbiological Studies
9 Total
DFAT IFAT number of
Year {post-mortem Sero- highsingle | Culture | fatal
specimen) conversion itre cases
1982 3 —_ — —_ 3
1983 3 2 — —_ 5
1984 NT 1 — 3 4
(Jan-June)
TOTAL 6 3 0 3 12
NT = Not tested
— = Negative

each year since Legionella testing started may be the result of a
growing awareness of the disease and the expansion of the
battery of antigens used in IFAT. In addition the use of further
antigens may increase the number of positive cases'.

The best approach to diagnosis that is currently available
combines suspicion on clinical grounds with the use of rapid
diagnostic methods. These methods include DFA examination
and culture followed by serial IFA testing of an acute-phase serum
specimen obtained at the onset of illness and convalescent-
phase serum samples obtained during the following weeks from
the onset. Isolation of the causative agent gives a more rapid
result than serological tests'*'®, Media for culturing Legionellae
are now available commercially and every attempt should be
made to isolate the organisms. Ali isolates suspected of being
Legionellae can be referred to NHI for confirmation.

According to the National Health Statistics Centre’s “Mortality
and Demographic Data”, about half of 3700 cases of pneumonia
in 1981 in New Zealand were caused by an unspecified agent. in
1980, 913 New Zealanders died from pneumonia of unknown
cause. There may be many cases of microbiologically
undiagnosed pneumonia in New Zealand that are Legionella
infection. As pneumonia is the fourth most important cause of
death in New Zealand more attention should be paid to
determining the aetiology of cases that are not responding to
conventional treatment. Non-pneumonic febrile illnesses with
vomiting, diarrhoea and/or renal failure could also be suspect.
Studies, both in USA and Western Europe, suggest that if figures
were extrapolated to New Zealand there would be up to 3000
cases of Legionella infection per year. These would range from
severe pneumonia to mild ‘flu’-like symptoms.
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Invercargill 1 1 2
TOTAL (each month) 6 19 10 13 12 8 10 8 7 12 6 14 126
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SCAP — A Survey of Coagulation Assay Performance

Karen F. Smith, ANZIMLT

Graded Technologist, Haemostasis and Coagulation Unit, Auckland Blood Transfusion Centre,

Park Avenue, Auckland, New Zealand.

Abstract

The Auckland Blood Transfusion Centre Coagulation Unit now
offers a regular quality control survey of coagulation assay
performance (SCAP) to New Zealand laboratories. This paper
reviews the results of the survey up to mid-1984.

Introduction

In Australia and New Zealand the Royal College of Pathologists
of Australasia offers the Haematology Quality Assurance
Programme which includes a limited assessment of coagulation
tests. In 1981, the Auckland Haemostasis Group (AHG) decided
that an additional Regional quality control programme in
coagulation was required that covered the spectrum of clinical
haemostasis tests.

The Auckland Blood Transfusion Centre (ABTC) Coagulation
Unit has for some years been the New Zealand representative
laboratory in the international quality control programme
operated under the direction of the International Committee for
Standards in Haematology (ICSH) Task Force for quality controlin
blood coagulation testing. The ICSH limits participation to one
laboratory for each country and also recommends that iocal
national quality control programmes should be instituted. In
accordance with this principle, and at the request of the AHG, a
pilot quality control programme was set up in 1982 and was
named the Survey of Coagulation Assay Performance (SCAP).

The first regional survey was despatched in September 1982.
The programme was subsequently extended in response to
requests from other New Zealand laboratories. With the number
of participating laboratories having now increased to 42, this
represents 60% of New Zealand laboratories undertaking
haemostasis testing. In addition one Australian iaboratory has
participated in recent surveys.

We now review our experience with the SCAP programme.

Methods and Materials

Lyophilized plasma samples used in the surveys were obtained
from either normal donors; patients with congenital coagulation
deficiencies; patients on anticoagulant therapy or plasma
specifically treated to alter levels of coagulation factors e.g.
cryoprecipitate supernatant. The plasmas were lyophilized in
1.0mL volumes in 2.0mL glass injection vials, After suitable
packaging they were forwarded by air mail to participating
laboratories.

In each survey four lyophilized normal or abnormal plasmas
were forwarded. Each sample was required to be tested by the
coagulation tests routinely reported by that laboratory. Duplicate
samples were occasionally included to enable reproducibility of
testing procedures to be reviewed.

The following haemostasis test procedures and reagents were
surveyed:

1. Prothrombin Time (PT)
New Zealand Standardised thromboplastin; Ortho; Behring,
Dade and General Diagnostics thromboplastins.

2. Activated Partial Thromboplastin Time (APTT)
Dade, Ortho, General Diagnostics, Roche, Hoechst and locally
prepared reagents.

3. Factor | Assay
The majority of laboratories used the Von Clauss method *.
The Heat Precipitation® and Ellis and Stransky® methods were
also used.
4. Factor VIl Assay
Methods used include the following activators — Kaolin,
Ellagic Acid and Activated Silica. The substrates used include
artificially depleted and commercial haemophilic.
5. Factor IX Assay
Methods used include the following activators — Kaolin,
Ellagic Acid and Activated Silica. The substrate was Factor IX
deficient plasma, some obtained commerciaily and others
from local patients.
6. Factar Vill RAg
The two methods used were Laurell Rocket Immuno-
electrophoresis’ and Partigen Plate techniques.
The resuits were analysed using an Apple Il microcomputer on
a specially prepared programme. The results were reported in the
following format:
1) Laboratory resuit
2) Mean result
} Standard Deviation (SD)
) % Coefficient of Variation (% CV)
) % Deviation from the mean (% Dev)
} Histogram plot
An overall summary of results was produced. Comments on
reproducibility of results on plasmas included in previous surveys
were also made.

3
4
5
6

Results

Five of the seven surveys since 1982 included repeat
specimens. The results on the repeat specimens form the basis of
our review. Because of the small size of test groups it has been
necessary to group some tests which involve different reagents
and/or techniques.

PT — Standardised Thromboplastin:

Consistently increasing numbers of participants has meant that
baseline levels of performance have been difficult to assess.
Although the mean Prothrombin Ratio (PR) has marginally
increased, the % CV remains low, suggesting that this test is
being performed satisfactorily in most laboratories. This trend can
be seen in Table 1.

APTT:

Various different reagents are being used for this test. The data
has been difficult to analyse due to the low numbers of
participating laboratories using the same reagent. In general the
% CV has been consistently below 10% in the normal plasma
group. A reduction in the % CV is apparent with the abnormal
plasma in all groups; however % CV still remains relatively high.
These results can be seen in Tables 2, 3 and 4.

Factor | Assay:
There has been an improving trend as shown in a reduction in
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Table 1: Table 5:
Prothrombin Time — Standardised Thromboplastin Factor | Assay.
SURVEY DATE MEAN PR SD % CV | TESTNo. SURVEY DATE MEAN RESULT SD |% CV|TEST No.
Plasma 3 Plasma 3
September 1982 0.94 0.07 7 18 September 1982 2.8 05| 17 12
February 1983 0.92 0.11 12 19 February 1983 2.8 05| 19 15
June 1983 0.93 0.09 9 25 June 1983 2.7 0.3 | 13 19
November 1983 0.99 0.07 7 31 November 1983 2.7 03| 13 22
July 1984 0.98 0.10 11 32 July 1984 2.8 0.2 ] 10 21
Plasma 4 Plasma4
November 1983 1.20 0.09 7 31 November 1983 23 03| 15 22
July 1984 1.24 0.10 8 32 July 1984 2.2 03| 15 21
Table 2: Table 6:
Partial Thromboplastin Time — Dade Actin. Factor Vil Assay.
SURVEY DATE MEAN CLOTTING | SD |% CV|TEST No. SURVEY DATE MEAN RESULT SD % CV{TEST No.
TIME Plasma 3
Plasma 3 September 1982 1138 182 | 16 11
September 1982 29.3 2.0 6 11 February 1983 1129 368 32 12
February 1983 28.9 2.4 8 10 June 1983 1238 315| 25 16
June 1983 28.5 1.9 6 12 November 1983 1063 180| 16 16
November 1983 29.1 2.2 7 14 July 1984 1146 177 | 16 15
July 1984 28.0 1.2 5 10 Plasma 4
Plasma 4 November 1983 510 152 | 29 16
November 1983 50.6 17.2 | 34 14 July 1984 519 119 23 15
July 1984 55.0 10.0| 18 10
Table 7:
Table 3: Factor IX Assay.
Partial Thromboplastin Time — General Diagnostics — Automated
SURVEY DATE MEAN RESULT SD [% CV[TEST No.
SURVEY DATE MEANCLOTTING | SD (% CV[TEST No. Plasma 3
TIME September 1982 1074 147 | 13 10
Plasma 3 February 1983 909 294 | 32 11
September 1982 33.5 2 June 1983 1036 69 6 13
February 1983 313 0.8 2 4 November 1983 1109 490 | 44 13
June 1983 31.8 25 7 5 July 1984 1142 293 | 26 12
November 1983 32.3 2.2 6 5 Plasma 4
July 1984 31.6 2.6 8 12 November 1983 716 281 | 39 13
Plasma 4 July 1984 728 253 | 35 12
November 1983 555 831 14 5
July 1984 55.6 6.4 | 12 12
Table 8:
Factor Vil RAg.
Table 4: p
Partial Thromboplastin Time — Ortho — Thrombofax. SURVEY DATE MEAN RESULT SD | % CV|TEST No.
Plasma 3
SURVEY DATE MEANCLOTTING | SD |% CV|TESTNo. February 1983 1204 204 | 16 6
TIME June 1983 1159 231 | 19 8
Plasma 3 November 1983 1180 165| 14 7
September 1982 25.0 1 July 1984 1113 267 | 24 6
February 1983 28.6 2 Plasma 4
June 1983 25.7 2.0 8 4 November 1983 1100 228 | 20 7
November 1983 26.2 36| 13 7 July 1984 1015 170 | 17 6
July 1984 27.6 2.5 9 6
Plasma 4
November 1983 49.0 123 | 25 7 ma .
y reflect the problems of an assay procedure carried out
July 1984 440 51] 12 6 relatively infrequently.

both SD and % CV in the normal plasmas over the period, as seen
in Table 5. These favourable results have been achieved, despite
grouping of all test methods.

Factor VIl Assay:

Table 6 outlines the Factor Vill results on the normal and
borderline normal plasma sample repeated in various surveys and
again demonstrates a reducing SD and % CV.

Factor IX Assay:
The % CV in Factor IX assays remains unacceptably high as
demonstrated in Table 7. The reasons for this are not obvious but

Factor Vill RAg:

Only limited data is available as the number of laboratories
performing this test is small but it appears that there has not been
any significant improvement in the standards of testing.

Discussion

SCAP was established to provide an external haemostasis
quality control assessment programme to service both hospital
and private laboratories, whether carrying out routine screening
or specialist testing. The aim of SCAP is to provide both an
external assessment of performance and to assist in improving
the overall standard of laboratory results. However, a survey of
this type can only be regarded as part of a total laboratory quality
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control programme which involves both internal as well as
external checks.

It is intended that the survey will expand to include other
coagulation test procedures and that all laboratories carrying out
coagulation tests will participate. In this way a national quality
control programme could be developed as envisaged by the
ICSH® and this may be useful to organisations such as TELARC.

The methods of analysis of SCAP results has been formatted on
those of the International Survey which is administered by the
National (UK) Reference Laboratory for Anticoagulant Reagents
and Control.

SCAP offers an assessment of both coagulation screening
techniques and snecialist tests. PT and APTT are assessed both
in terms of clotting time and as a ratio of normal. Beeser et al®
described PR as the most reliable evaluation parameter for PT
proficiency testing surveys. Goguel et al” described improved %
CV where a clotting ratio was used to assess APTT. In our
experience the ratio for PT and APTT minimizes differences in
endpoint recording techniques.

During the period of the SCAP surveys, PT, APTT, Factor |
Assay and Factor VIl Assay have all demonstrated a reduction in
% CV and SD. Factor IX Assays and Factor Vill RAg have shown
no improvement over the two year period but, however, the small
size of participant groups makes a reliable analysis difficult.

Recent reviews of the literature®® confirm the difficulties with
coagulation Factor assays which reflect the many variables
present in the assay system and their influence on clotting times
in Factor VIl and Factor IX estimates. Over® discusses in detail the
problems arising from the factor deficient substrates, activation,
activation time, phospholipid, dilution medium, calcium medium,
calculation and statistical analysis and standards. It is essential
that laboratories offering coagulation factor assays are aware of
these variables.

The continuation of this programme and its establishment as a
national survey is dependent on the co-operation and
constructive return of New Zealand laboratories. The eventual
result of SCAP could be improved standardisation and quality

N.Z.J. Med. Lab. Technol., 1985

control of all coagulation investigations carried out in New
Zealand.
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Abstract

Haemophilus influenzae was regularly misidentified as
Haemophilus parainfluenzae by routine laboratory tests for
growth requirements of x (haemin) and v (nicotinamide adenine
dinucleotide) factors. A spot indole test, a test for conversion of
delta amino levulinic acid to porphyrins and biochemical profiles
were used to obtain the correct identification of haemophilus
isolates. It was found that a minimal inoculum suspended in
diluent increased the accuracy of x and v tests from 67 to 92
percent. This increase in accuracy resulted in a marked and
sustained increase in the identification of H. influenzae.

Introduction

Suspicion of misidentification of Haemophilus influenzae in our
laboratory was aroused because of a low number of H. influenzae
isolates and lush growths of Haemophilus parainfluenzae from
sputum culture. This provoked us to check the identification of
haemophilus isolates obtained from respiratory specimens.
These checks showed regular misidentification of H. influenzae
as H. parainfluenzae.

This paper describes these investigations and the changes to
methods that improved the identification of H. influenzae and H.
parainfluenzae.

Materials and Methods
Initial method of identification:

This was the method of identification at the start of the study.
Tests were made from routine cultures of respiratory specimens
on Columbia chocolate agar which contained 10 wg per mL
bacitracin. To test the requirement for x (haemin) and v
(nicotinamide adenine dinucleotide)' three colonies were
removed from the bacitracin agar plate with a bacteriological loop
and spread over the surface of a Columbia agar plate.
Identification discs x, v and combined xv (Difco Laboratories,
Detroit, Michigan, U.S.A.) were placed on the plate as far apart as
possible. Plates were incubated at 35°C in five percent carbon
dioxide. Tests for satellitism' were made on Columbia agar
containing five percent sheep blood. An additional three colonies
from the bacitracin agar plate were spread over the surface of the
Columbia agar and one colony of Staphylococcus aureus (Oxford
strain) was inoculated in a straight line over this. Plates were
incubated as above. A further three colonies were used for
antibiotic disc susceptibility tests.

Checks to verify the identity of H. influenzae and H.
parainfluenzae:
Identification of H. influenzae and H. parainfluenzae was
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verified by a spot test for indole production? which is positive for
H. influenzae biovars |, Il and V (70 percent of our isolates) and
conversion of delta-aminolevulinic acid (ALA) to porphyrins by H.
parainfluenzae®*. Any discrepancies in results were resolved with
biochemical profiles™® obtained by the Minitek system”® (BBL
Division, Becton, Dickinson and Co., Cockeysville MD 21030,
U.S.A).

To test for indole production a disc of blotting paper was
moistened with one percent paradimethylaminocinnamaldehyde
(Sigma Chemical Company, St. Louis, U.S.A.) in ten percent
hydrochloric acid. One or two colonies were then rubbed onto the
paper. Positive results were indicated when a blue colour
appeared in less than one minute. Any other colour was negative.

To test for conversion of ALA to porphyrins a disc of blotting
paper was moistened with a solution which contained 0.04
percent ALA (Sigma Chemical Company, St. Louis, U.S.A.) and
0.02 percent MgS0O,.7 H,0 in 0.1M Sorensen phosphate buffer
pH 6.9. Two or three colonies were rubbed onto the paper. It was
then placed in a moist atmosphere to prevent drying and
incubated at 35°C for two hours. Red fluorescence under
uttraviolet light indicated the presence of porphyrins.

The Minitek system was used to test for acid production from
dextrose, sucrose, lactose and xylose, indole production and
urease and ornithine decarboxylase activity. To make the tests,
organisms from an overnight agar culture were suspended in
Neisseria Minitek broth to give a milky suspension. Volumes of
0.05mL were deposited in wells in the Minitek tray which
contained reagent discs. One well without a reagent disc received
0.15mL for the indole production test. All tests were overlaid with
three drops of sterile mineral oil and trays were placed in plastic
bags, sealed and incubated overnight at 35°C.

Kovac’s reagent was used to test for indole. Acid production
from carbohydrate was indicated by a change from red or orange
red to yellow, urease production by a change from yellow to
purple and ornithine decarboxylase by a change from yellow to
bright pink.

New Method of Identification.

This is the initial method with improvements. As before,
identification tests were made from cultures of respiratory
specimens on Columbia chocolate bacitracin agar. One large or
three small identical colonies were used as inocula for tests. If
separate colonies of adequate size were not available cultures
were reincubated another 24 hours or subcultured to obtain a
pure growth. On removal of colonies care was taken to avoid
contact with the chocolate agar to prevent any transfer of x and v
factors. Suitable inocula were emuisified in 1 mL of lactated
Ringer solution® (Travenol Laboratories, Auckland). A sterile swab
was then used to inoculate media for the tests previously
described. Media for x and v requirements were swabbed first to
avoid transfer of extraneous x and v factors. When the tests were
read ali plates were examined carefully for purity using an
eyeglass if necessary. If any plate appeared to be mixed, all plates
were assumed to be mixed and tests were then repeated.

The initial method of identification was used by the laboratory
until June, 1984 when the new method was instituted. Checks to
verify identifications were made during March, June, July and
September. After this time the spot indole test was incorporated
into routine procedures.

Table 1.
Accuracy of identification of H. influenzae and
H. parainfluenzae isolated from respiratory specimens in 1984.

Identification Number of isolates

Correct March  Junex  Julyx  Septx
H. influenzae 11 20 33 43
Correct

H. parainfluenzae 30 33 25 33
Incorrect 20 6 5 5
Accuracy + 67% 90% 92%  94%

*  New method of identification.
+ Accuracy is expressed as a percentage of the number of
correct identifications over the total number of isolates.

Results
Table 1 shows that accuracy of identification of H. influenzae
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Table 2
Isolation of H. influenzae from respiratory specimens that grew
Haemophilus sp.
Year Month No. specimens % of specimens that
grew H. influenzae

1983 Oct 73 33
1984  March 70 20

April 75 35

Junex 79 44

Julyx 77 48

Octx 83 52
1985  April* 86 45

July* 72 49

=  New method of identification.

and H. parainfluenzae was 67 percent for results obtained by the
initial method in the March period. Twenty of 61 haemophilus
isolates were incorrectly identified; thirteen misidentifications
occurred when pure cultures of H. influenzae were called H.
parainfluenzae and seven occurred when H. influenzae was
mixed with H. parainfluenzaeand as aresult H. influenzaeisolates
were missed. The new method of identification was instituted as
soon as possible and subsequent results obtained over periods
starting June, July and September show a marked and sustained
improvement in accuracy to an average of 92 percent.

Table 2 shows the effect that initial and new methods of
identification had on the isolation of H. influenzae from respiratory
specimens over a period of 18 months. There was a marked and
sustained increase in isolation of H. influenzae from the time the
new method was instituted in June 1984. If seasonal variation is
considered the improvement is still noticeable. H. influenzae
constituted 33 percent of all haemophilus isolates in October
1983 compared with 52 percent in October 1984 and 35 percent
in April 1984 compared with 45 percent in April 1985.

Discussion

Errors in identification almost ceased when a minimal inoculum
suspended in diluent was substituted for the large undiluted
inoculum formerly used. A minimal inoculum chosen with care
eliminated mixtures of H. parainfluenzae and H. infuenzae being
identified as H. parainfluenzae and dilution of the inoculum
prevented the carriage of x and v factors from primary isolation
plates which caused H. influenzae to be mistaken for H.
parainfluenzae.

We found that a marked increase in the accuracy of
identification of H. influenzae and H. parainfluenzae resulted in a
marked and sustained increase in the number of isolates of H.
influenzae obtained from specimens that grew Haemophilus sp.
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20 through to 29, are displayed on the V.D.U. ltem 21 (“Patient
Registration”) is used either to register new patients or to recall
patients known to the system. Specimen registration (item 22),
which normally follows patient registration, comprises entry of
specimen numbers, date, time, requested tests, and urgency
indicators. There is provision for making special comments (e.g.
“phone ward” or “urgent”) with free text of up to 16 characters.
When laboratory staff are ready to process work, batches are
formatted using item 24 (“Create Worksheet”). Urgent samples
precede routine samples in the work list. A copy of each batch is
printed. On completion of the analytical work, item 25 (“Result
Entry”) provides the means to enter the test results against the
specimen and patient details. Three character precoded
comments (e.g. “specimen haemolysed”; “results phoned”), can
be added at this stage. The batches of resuits are verified (item 26)
by first printing the results entered, then checking the printed
resuits against the original results entered on the worksheet. After
any appropriate modification, the process is completed by the
entry of the laboratory worker’s initials. This last step authorises
the system to add the results to the respective patient cumulative
records.

The laboratory has a policy that all cumulative reports are
reviewed by senior staff prior to despatch to the wards, for which
menu item 27 (“Sign Out”) is used. Reports can be reviewed in
three ways : singly by patient number, sequentially displaying
completed reports, or by sequentially displaying all reports. The
resuits can be modified in numerous ways and free text or
precoded comments can be added. Release of a report to the
report print file requires input of the reviewer's initials and an
instruction to file.

Other features of the normal processing menu are more

concerned with the management of work flow. “Registration
Specimen”, item No. 22, can be used to enter a specimen directly
if a patient is already known to the system, but more commonly it
is used to check requesting information on a previously entered
specimen. “Work Status”, item No. 23, permits review of progress
through the system for each test or process (e.g. SMA). The
system displays the number of specimens in the queue, the
number scheduled into batches, the number with results entered
and the number with analyses reported. “Patient Enquiry”, item
No. 29, gives rapid access to the cumulative record on each
patient, allowing a marked improvement in answering telephone
enquiries.
The Control and Maintenance section of the Master Menu meets
the requirements of system “Clean Up” (items 1,2 and 3),
“Recovery Routines” (items 2,45 and 6) and "System
Maintenance” (items 11-14). These items are summarised in
Table 2.

Discussion

The feasibility of designing a cumulative record system for
Clinical Biochemistry was discussed with the operators of the
computer bureau service in July, 1984 and development was
started in September. Conversion to a fully operational system for
blood chemistry in December, 1984, pays tribute to their skill in
programming and confirms the value of close consultation with
laboratory staff.

The major advantage of using a computer bureau service is in
the saving of capital outlay on the computer itself. In our case, the
project was initiated with minimal expenditure. Moreover by
renting rather than purchasing peripherals including
telecommunications equipment and visual display units, the
whole system has been tested with a minimum of cost. We
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Table H
CONTROL AND MAINTENANCE

Item Function

1. Listbatches in system  Displays analytical batches at all
stages before posting to cumulative

records.
2.TransferorDischarge = Permits transfer of results to correct
Menu errors of patient or specimen ident-

ification. Removes cumulative report
on discharge.

Resets batch numbers.
Prints copies of discharged patients’
records.

4. Reprint Worksheet Prints copy of an existing batch.

5. Print Selected Patients  Prints copy of specified record.
Results

6. Auto Authorise Patient  Allows all complete recordsto be
Results printed.

11. Enter Tests/Groups Defined tests by name, reference,
interval, check range and units.

Defines format of test batches.
Defines order of results on
cumulative report.

Provides standard comments for
adding toresults.

3. End of Day

12. Enter Processes

13. Adjust Result Order
onGL71

14, Comments File
Maintenance

therefore avoided major and irretrievable expense if the system
had been found to be unsuitable. In retrospect, it is surprising that
such an approach has not been tried previously. However, care
must be exercised in matching the bureau staff expertise with the
laboratory expectations if a positive outcome is to be reached.
Our decision was based on discussions with the bureau staff, a
practical demonstration and evaluation after a three month trial.

Having established a system for blood chemistry, we are now in
a position to extend the operation to include blood gases and
urine chemistry within our own department and to offer a
computer service to other pathology discipiines at Green Lane
Hospital. At this stage, the possibility of purchasing our own
computer becomes a reasonable proposition as we now have a
substantial base on which to base our claim.

In summary, we have installed a laboratory computer system
rapidly and with a minimum of cost. While we may have been
fortunate in our choice of computer consultants, the savings
inherent in a Bureau Service should be available to all.

Conclusion

The speed of development and implementation followed by
some eight months routine use has vindicated our decision to
embark on this project. We do not claim that the current system
meets all the requirements of a comprehensive laboratory
computer system, but the combination of software design,
relational data base and “Pick” operating system has the potential
to meet these needs.
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Discussion and Conclusion

The investigations performed are consistent with similar

studies done by others and have verified the lack of evidence of
hepatitis antibody in haemodialysis staff as published by Leers et
al.
Since no apparent difference between the 1980 Dunedin staff
results and this present study was noted, it could be suggested
therefore that laboratory and hospital staff are now well aware of
the risks of contracting Hepatitis B and that procedures for
handling blood and blood products and patient specimens do not
appear to be inadequate. The fact that none of our staff who have
been here for less than five years have a history or serological
evidence for this point. During the past eight years provision for
the monitoring of clinical accidents i.e. needlestick injuries,
scalpel blade cuts; has been introduced in Dunedin Hospital for
nursing staff and more recently in the past five years extended to
all staff.

The frequency of hospital patients positive for HBsAb has risen
slightly since 1979/1980 (was 8%). This could be partly due tothe
fact that laboratory techniques for the detection of Hepatitis
antigen and antibody are more sensitive (manufacturer’s claim —
evidence not sighted). However during the period of investigation
an increased number of Kampuchean refugees were screened
and as many of this group were positive for anti-HBs this is the
probable reason for the change.

Review of blood donors who had anti-HBs in their blood
showed 50% to have no clinical history of hepatitis thus
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reinforcing the inapparent and subclinical nature of many cases of
Hepatitis B. The frequency of anti-HBs in the city donor
population is likely to reflect a selected population group which
has a reduced frequency of social and ethnic groups where
Hepatitis B is more common. It could be argued on the other hand
that the hospital patient group may be a population which is more
likely to reflect the overall expression of past episodes of Hepatitis
B in the population. Since the frequency of anti-HBs in the general
hospital staff (although not in the Blood Bank staff) approximates
that of hospital patients there may be a small element of risk for
acquiring Hepatitis B in some sections of the hospital workforce.
Further prospective studies designed to assess the changes in
frequency of anti-HBs among health care workers over several
years are needed to assess and qualify this suggestion.
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TECHNICAL COMMUNICATION

Polyvinylpyrrolidone as a Substitute for Bovine Serum Albumin

in Microplate Work

S.M. Henry

Auckland Blood Transfusion Centre, Auckland Hospital, Park Avenue, Auckland, New Zealand

Abstract

Polyvinylpyrrolidone can be used to replace bovine serum
albumin as a blocking reagent in preventing non specific protein
adsorption to polyviny! chloride and polystyrene micro trays.

Introduction

Polyvinylpyrrolidone (PVP) is a synthetic polymer of vinyl-
pyrrolidone. It was used as a volume expander in World War i but
has the major disadvantage of being non degradable in vivo. [t has
no clinical advantages over dextran or gelatin and its use for this
purpose has been mainly discontinued. PVP has been used for
enhancing agglutination and preventing adherence of
agglutinates to plastic’.

In the Auckland Blood Transfusion Centre, radioimmunoassay
(RIA) and enzyme immunoassay (EIA) modified commercial kit
methods have been used in the Infectious Serology Laboratory?.
These methods utilized bovine serum albumin (BSA) solutions to
block the non specific adsorption of proteins to the micro trays.
We have now found that 0.1% PVP is suitable for this purpose and
can be used as a replacement for BSA in these methods.

Preparation of PVP for Overcoating Micro Trays

PVP (Polyvinylpyrrolidone 350 pract, Serva, from Scientific
Supplies, PO Box 14-454, Auckland) was prepared in the buffer in
which the antigen or antibody was to be adsorbed onto the micro
tray. A 1% w/v stock solution was prepared fortnightly and stored
at 4°C. From the stock solution a working solution of 0.1% w/v
was prepared each morning. Trays onto which either antigen or

antibody had been adsorbed were then soaked in PVP buffer for
30 minutes at room temperature, and washed twice in saline or
saline/tween before the test sera was added.

Discussion

PVP has been used in the Infectious Serology Laboratory as a
replacement for BSA for 10 months. Using PVP there has been no
loss in sensitivity or specificity and no disadvantages have been
noticed.

PVP has several advantages over albumin. It costs less and
therefore need not be recollected. One litre of 0.1% PVP costs
approximately $0.14 as compared with 0.5% BSA at $10/L. PVP
is chemically pure, less subject to batch variation and is also
bacteriostatic.

We recommend PVP as an effective and economical blocking
reagent suitable for selected RIA and EIA methods.
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Lipoproteins

Charles W. Small, M.Sc., Ph.D., M.A.A.C.B.

Department of Clinical Biochemistry, Green Lane Hospital

Introduction

Lipoproteins  have traditionally been separated by
ultracentrifugation into four major classes, chylomicrons, very low
density lipoproteins (VLDL), low density lipoproteins (LDL} and
high density lipoproteins (HDL). Other lipoproteins have also been
identified, e.g. very high density lipoproteins (VHDL), lipoprotein
(a) and lipoprotein X, but these are not of major importance in the
overall scheme of lipoprotein metabolism and will not be
considered further. A similar, though not identical, separation can
be achieved by electrophoresis followed by staining for lipid. The
lipoproteins are composite particles composed of a mixture of
triglyceride, cholesterol, cholesteryl esters, phospholipids and
proteins. The relative proportions of each component, though
somewhat variable, are characteristic of each lipoprotein class.
The classes themselves are not necessarily homogeneous and
may contain two or more subclasses. A discussion of their
physical properties and structure can be found in most clinical
chemisty texts’.

The aim of measuring lipids in blood is to determine the
presence of abnormal concentrations of these lipoproteins and if
possible, to classify the abnormalities present and thus indicate a
rational treatment regime. In the laboratory, it is normal to
measure total cholesterol and triglyceride and while this will
usually indicate the presence of an abnormality, it does not
always clearly define the lipoprotein classes affected. This is due
to the distribution of cholesterol and triglyceride between all
lipoprotein classes. In order to determine the lipoprotein class
affected, additional information is necessary. This has classically
been obtained by lipoprotein electrophoresis, but unless a
laboratory performs this frequently and with considerable
expertise, it is easy to make a misclassification. More recently, it
has been recommended that by examining the plasma for
chylomicrons, measuring the total cholesterol and triglyceride
and the cholesterol content of the HDL (HDLC) together with a
knowledge of the the proportion of cholesterol and triglyceride in
each class, a good assessment of lipoprotein abnormalities can
be made. Once the abnormal pattern is established then further
tests can be carried out to elucidate the mechanism of the
abnormality present in a particular patient.

Normal Metabolism

In order to interpret alterations in lipoprotein metabolism, it is
necessary to have an understanding of normal lipoprotein
pathways. Although the basic patterns of lipoprotein metabolism
are reasonably well established, the details are not yet completely
understood. Postulated mechanisms are therefore only
provisional and subject to modification as further information
becomes available. A schematic overview of Ilipoprotein
metabolism is shown in Fig. 1. In man two major pathways have
been elucidated and can be considered separately. One concerns
the fate of dietary or exogenous lipids and the other the
production and utilization of lipids by the body.

Dietary or exogenous triglyceride is hydrolysed in the intestine
to free fatty acids and monoglyceride. Following absorption,
triglycerides are resynthesised and together with cholesteryl
esters, phospholipid and apolipoprotein (mainly ApoB-48) are
released into the lymphatics as chylomicrons. These are large
particles (800A) with a density less than 1.008. The triglyceride of
these chylomicrons undergoes hydrolysis by tissue lipoprotein
lipase. The free fatty acids are released to the adipose tissue for
storage, or muscle for oxidation to supply energy. The remaining
chylomicron remnants are taken up by the liver by a specific
receptor system. This receptor system does not contribute to the
VLDL/LDL system below.

The endogenous pathway begins by the synthesis of VLDL by
the liver. The VLDL are relatively large (300-750A) with a density
less than 1.006. They are rich in triglyceride (50%) but contain

about 20% of both cholesterol and phospholipid. The major
apolipoprotein is ApoB-100 with some ApoE and the ApoC
proteins. When the VLDL reaches adipose or muscle tissue its
triglyceride is extracted by lipoprotein lipase, in a similar way to
that of the chylomicron, resulting in a particle reduced in size and
enriched in cholesteryl esters, but retaining the ApoB-100 and
ApoE proteins. This particle is called intermediate density
lipoprotein (IDL). It is not normaily found in significant quantities in
plasma because it is removed rapidiy (haif life of about 4 hours) by
specific receptors (the ApoB/ApoE receptors) in the liver. Some of
these IDL particles lose their ApoE and are converted to LDL,
containing ApoB-100 as their sole apoprotein. The liver ApoB/
ApoE receptors do not recognise these particles and thus they
have a much longer half life than the IDL and are readily identified
in the plasma. They carry the majority of the cholesterol in the
plasma. The LDL are removed by two mechanisms, one a
concentration dependent diffusion into cells in which the amount
of cholesterol entering the cells is solely dependent on its
concentration in the plasma. This process cannot be regulated by
the cell and is responsible for about 30% of the cholesterol
entering normal cells. The second process is via the LDL
receptors first described by Goldstein and Brown?. This process
is under a feedback control where the number of receptors is
controlled by intraceliular cholesterol levels. It is this receptor
mediated process  that is deficlent in  familial
hypercholesterolaemia.

The biosynthesis and catabolism of HDL is complex and not
well understood. This is due to the occurrence of different HDL’s
within the HDL class. These subclasses have different
apolipoprotein and lipid composition. It is probable that several
interrelated species exist with corresponding metabolic
processes.

Some HDL's arise by de novo synthesis of precursor or nascent
HDL by the liver or intestine. Others are derived from excess
protein and lipid from the surface layer of the VLDL particles as
they are metabolised and shrink in size. These nascent HDL's are
discoidal in shape consisting of a lipid bitayer with hydrophilic
groups on the outside. These are converted to spherical particles
by the action of the enzyme lecithin cholesterol acyl transferase or
LCAT. Free cholesterol in the fipid bilayer is esterified, the fatty
acid being derived from Lecithin. The cholesteryl esters then
migrate to the centre of the particle and the surface cholesterol is
replaced from the cholesterol pool. In this way, these particles are
able to take up excess cholesterol and transport it to the liver
where the HDL particle is removed. The precise details of this
reverse cholesterol transport or centripetal mechanism are
unknown, but are under active investigation®.

The various subclasses of HDL are distinguished on the basis of
their relative densities, HDL,, (1.063-1.10), HDL,, (1.10-1.125),
and HDL, (1.125-1.21) or alternatively two groups of HDL can be
recognised one with and the other without apoprotein E. Recent
evidence suggests that ApoE is required for recognition of HDL by
cell surface receptors.

The Apolipoproteins

The protein constituents of the lipoproteins are known as
apolipoproteins. Some of these have been referred to in the
previous discussion. Ten major human plasma apolipoproteins
have been identified and characterised (Table l). These protein
molecules are found in the surface layer of the lipoprotein particle
with their hydrophobic groups interacting with the fatty acid
residues of the triglycerides and phospholipids.

The specific function of some of these proteins has been
elucidated (Table ). Some disorders of lipoprotein metabolism
have been shown to be due to defects in the production of a
specific apolipoprotein, e.g. Apo Cll (an activator of lipoprotein
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and
cholesterol

Fig 1
Schematic overview of lipoprotein metabolism LL = lipoprotein lipase :

LCAT = Lecithin cholesteryl! acyl transferase.

lipase) deficiency results in exogenous hyperlipidaemia.

Reference Ranges

Determination of a valid reference range for lipids is a difficult
problem. Traditional population studies give invalid results as a
considerable number in most populations, either have or will
develop lipid related diseases. For example, a typical population
will have a 97.5th percentile between 8 & 9 mmoi/L of cholesterol.
This is obviously too high as many individuals with cholesterol
values in the range 7-8mmol/L will have disease related to
cholesterol. Instead the upper reference limit has been artibrarily
assigned. This is better described as an ideal value. The
magnitude of this value has steadily decreased from about
7.0mmol/L to a recent recommendation of the Australian Lipid
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- > and
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Standarization Committee of 5.5mmol/L. Increasing values are
found wth increasing age.

The reference ranges used by the Green Lane Lipid Reference
Laboratory for fasting patients are cholesterol 2.0-6.0mmol/L,
triglycerides 0.00-2.00mmol/L, HDL cholesterol > 1.18mmol/L,
LDL cholesterol 2.0-4.8mmol/L and the LDL-C/HDL-C ratio >
3.5.

Abnormal Lipoprotein Metabolism

Abnormalities of lipoprotein metabolism may be due to primary
disease, but are often secondary to another disease process.
These two groups must be distinguished as treatment of
secondary hyperiipidaemia by diet or lipid-lowering drugs is
illogical and unlikely to be successful. Very often treatment of the
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Table |
Major apolipoproteins, their occurrence and function.
Apolipoprotein Density Class Mol Wt. Function
A-l HDL, chylomicrons 28,000 Cofactorfor LCAT
A-ll HDL, chylomicrons 17,000 Cofactor for hepatic
lipoprotein lipase
A-lV chylomicrons 45,000 Unknown
B-48 chytlomicrons 210,000 Structural protein
B-100 VLDL, IDL, LDL 250,000 Structural protein
recognised by LDL
receptors
Cl VLDL,HDL 6,500 Unknown
cl VLDL, HDL 10,000 Cofactor lipoprotein
lipase
C it VLDL,HDL 10,000 Inhibitor lipoprotein
lipase
HDL 20,000 Unknown
E VLDL, IDL, HDL 35,000 Recognised by liver
receptors

underlying metabolic problem will normalize the serum lipids. Due
to the frequency of the occurrence of the primary
hyperlipidaemias occasionally primary hyperlipidaemia may co-
exist with another disease.

In the primary hyperlipidaemias, the metabolic problem should
be identified if possible as this will ultimately lead to better
diagnosis and a more rational treatment. A good example of this
is discussed in the paper by Goldstein & Brown?.

Diagnosis of hyperlipidaemia should comprise a measurement
of total cholesterol and triglycerides and examination of the
fasting plasma for chylomicrons. If the cholesterol is in the range
5.5-8.0mmol/L, the estimation of HDL-C is useful in order to
distinguish between patients with amoderate increase in LDL and
therefore increased risk of CHD and those with an increased HDL
and normal LDL and therefore a reduced risk of CHD. In practice,
it is simpler to include the HDLC assay as part of the lipid profile
and to calculate the LDL cholesterol using the Friedwald formula
LDLC = TC - HDL (0.46 x Trig.) on all specimens. Aratio, either the
LDLC/HDLC or TC/HDL-C, can also be calculated. Elevated
triglycerides indicate abnormal levels of chylomicrons and/or
VLDL.

The hyperlipoproteinaemia can be classified initially as
exogenous or endogenous, i.e. whether the defect is one of
chylomicron metabolism or of the other lipoprotein class. If it is
endogenous then either elevated levels of VLDL (endogenous
hyperlipaemia), LDL (hypercholesterolaemia) or both (combined
hyperlipaemia) are found. Mixed hyperlipaemia (both
chylomicrons and VLDL elevated) is also observed. Pure
exogenous hyperlipaemia is rare as is broad beta disease
(increased levels of an abnormal IDL). This scheme is illustrated in
Table 2.

Serum or plasma from patients with mixed or combined
hyperlipidaemia  should be submitted to lipoprotein
electrophoresis to eliminate broad beta disease (Fredrickson
Type IHl). More detailed investigation of the underlying metabolic
defect should be referred to a lipid reference laboratory. Reduced
levels of lipoproteins are also observed in at least three inherited
conditions. (Characteristic of all the diseases is a reduced level of
serum cholesterol).

1. Abetalipoproteinaemia in which chylomicrons, VLDL and LDL
are all absent. This has been shown to be due to the defective
synthesis of Apolipoprotein B.

2. In hypobetalipoproteinaemia, no lipoproteins are missing, but
levels of LDL are very much reduced.

3. Hypoaiphalipoproteinaemia or Tangiers disease is
characterised by reduced levels or absence of HDL and the
accumulation of cholesteryl esters in many tissues throughout
the body. A raised triglyceride is often observed in this
disorder.

Acknowledgement:
This paper is a distillation of discussions with many people and
the reading of numerous publications. A complete list would be
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Table Il
The hyperlipidaemias — a classification.
Appearance  Serum  Lipoprotein Classification Known Primary
Lipids  Class Affected Disorders

Chylomicrons Familial lipoprotein
withclear Trig 1 Chylomicrons  Exogenous lipase deficiency
infranatant hyperlipaemia
Cll deficiency.
Chylomicrons
withturbid ~ Trig | Chylomicrons  Mixed Severe familial
infranatant ~ Chol N- { hyperlipaemia hypertriglyceride.
Lipoprotein lipase
deficiency.
Cli deficiency.
Clear Chol *  LDL hyper- LDLreceptor defect.
TrigN cholesterolaemia
Unclassified.
Cleartoturbid Trig * VLDL Endogenous Mild familial
CholN hyperlipaemia hypertriglyceride-
aemia.
Cleartoturbid Trig * VLDL,LDL ~ Combined Familial/muitiple
Chol * hyperlipaemia lipoproteintype.
Unclassified.
Cleartoturbid Trig DL Broad beta Abnormal ApoE.
withcreamy ~ Chol { disease

layer

several times longer than the article. | would therefore like to thank
all those who have contributed. A short list of books and journals
is attached that have helpful discussions on the topics above the
interested reader is referred to these.
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Questions (Answers are to be found on page 181).

Classify the lipid disorders iilustrated by the following sets of
results. Where applicable, indicate further tests to confirm your
classification.

1. Cholesterol 9.8 mmol/L
HDL-C 1.21 mmol/L
Triglyceride 2.23 mmot/L
Appearance clear

2. Cholesterol 16.6
HDL-C 0.96
Triglyceride 8.2
Appearance — turbid with a floating creamy layer.

3. Cholestero! 3.2 mmol/L
HDL-C 0.10 mmol/L
Triglyceride 3.5 mmol/L
Appearance cloudy

4. Cholesterol 5.2 mmol/L
HDL-C 0.52 mmol/L
Triglyceride 5.2 mmol/L
Appearance cloudy
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and other diseases which compromise the immune status has
provoked intensive discussion over many years. There is still
great indecision concerning the choice of agents for both
treatment and prophylaxis and whether or not combinations of
antibiotics are more efficacious than single agents. The papers
presented at the Congress provided some evidence which
permits a more rational approach to the use of ceftazidime in the
setting of immune-compromise.

Pisso et al from Bethesda, USA, provided data on their
management of febrile granulocytopaenic cancer patients. Over
400 episodes of infection were randomly allocated to one of two
treatment regimens: either ceftazidime alone or a combination of
cephalothin + gentamicin + carbenicillin. The resuits showed no
significant difference in clinical outcome or in the development of
breakthrough infections with resistant organisms.

Williams et al from the University of Virginia, USA, discussed
their experience with the treatment of 26 febrile immune-
suppressed patients. These workers compared the effects of
treatment using ceftazidime + amikacin followed by the use of
ceftazidime alone with those of a second group treated with a
combination of amikacin + azolicillin + vancomycin. From their
results it was concluded that the use of ceftazidime plus amikacin
for 72 hours followed by therapy with ceftazidime alone was
comparable in efficacy to amikacin + azlocilin but had
significantly fewer toxic side effects.

The value of amikacin in addition to ceftazidime was further
reported by Klastersky in trials at Brussels. In 380 evaluable
granulocytopaenic patients there was no statistically significant
difference in the efficacy of a short versus a prolonged course of
amikacin when combined with ceftazidime.

In only one presentation was the emergence of ceftazidime
resistance stated to be a problem. Twenty-six cancer patients in
New York (Quesasa et a) developed infections which were
treated with this agent alone. In 8 of these (30%) the treatment
failed and in 4 cases the infecting organisms (Pseudomonas and
coliforms) were resistant to ceftazidime.

A significant finding which emerged during a trial conducted by
Glaxo Research Laboratories drew attention to the potential
benefit of the combination of cephalothin with ceftazidime in
treating infections during episodes of neutropaenia. In a
randomized trial of 120 patients, de Pauw et al found that
therapeutic failures with ceftazidime alone amounted to 19%
whereas with the combined therapy the failure rate was reduced
to 8%. The difference in outcome was related to the appearance
of superinfecting Gram-positive organisms — (Staphylococcus
epidermidis, Steptococcus faecalis and Streptococcus sanguis)

The Serum Bactericidal Assay
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in those treated with ceftazidime alone.

Use in Neonatal Infections.

The pharmacokinetics of ceftazidime in neonates has been well
described and dosing for these patients requires modification in
view of the prolonged half life of this agent. As is the case in other
clinical situations the efficacy of ceftazidime monotherapy has
not been adequately evaluated and the results presented at the
Congress are insufficient to resolve this dilermma. Thus Gooch
(Utah) and de Louvois (U.K.) both support the use of ceftazidime
alone for treating a variety of neonatal and paediatric infections,
but others state that superinfection precludes its use alone.
Finally, Lippens et al from the Netherlands commented that in
order to prevent the emergence of resistant organisms,
ceftazidime is best combined with an antistaphylococcal or
antifungal agent in paediatric prescribing.

Conclusions

Three questions were posed earlier in this report and these can
now be answered to a limited extent based on the experience and
views of the participants at the Congress.

1. Secondary drug resistance does not emerge commonly
during monotherapy with ceftazidime. Superinfection, when it
occurs, is likely to be caused by organisms which have high-
level primary resistance or moderately high ceftazidime MICs.

2. Combination therapy with agents primarily active against
Gram-negative organisms does not valuably extend the
spectrum of in-vitro antibacterial activity. Synergy between
ceftazidime and aminoglycosides is uncommon.

3. Combination chemotherapy is not obviously superior to
ceftazidime monotherapy, especially with regard to the
treatment of infection in  compromised hosts.
Recommendations for the choice of a second agent in
situations where combination therapy is deemed desirable
favour the additional agent as being one which is directed
against Gram-positive cocci. Anti-staphylococcal antibiotics
would therefore, appear to me more appropriate than
aminoglycosides.

In no instance was the use of ceftazidime associated with the
development of toxic or other side effects. The general
conclusion was that this agent is a safe and effective antibiotic
which can be especially recommended for the treatment of
infections likely to be caused by Pseudomonas or coliform
organisms.

Summary of a workshop held at the 14th International Congress of Chemotherapy

Dr D.A. Bremner, Clinical Microbiologist, Auckland Hospital.

This workshop discussed both the technical and clinical
aspects of this test.

The technical problems associated with the test are not due to
any inherent difficulty but rather to the lack of a standardised
method. This lack also limits assessment of the clinical
correlation.

The papers related to the technical performance of the test
discussed the effects of variables on the results and concluded
that the most reliable method is that described by Reller and
Stratton'.

The clinical aspects discussed inciuded the value of the test in
bacterial endocarditis and neutropenia. In bacterial endocarditis
the value of the test as a prediction of cure has been hampered by
the lack of a standardised method. Early studies showed that a
titre of = 1:8 correlated with cure but these studies have been
criticised because of lack of uniformity in performance of the test
and in definition of clinical cure. A recently published well
controlled study? has shown that peak titres of 1:64 or more and
trough titres of 1:32 or more predicted bacteriological cure in all
cases.

However the serum bacteriological titre was a poor predictor of
bacteriological and clinical failure. In this study only in
endocarditis caused by Staphylococcus aureus was it possible to

show a statistically significant correlation between
bacteriological cure and peak serum bactericidal titre {titre 1:32 or
greater). All the patients with streptococcal endocarditis were
cured and the peak titres ranged from 1:8 to 1:20486. In prosthetic
valve endocarditis, the 14 patients cured all had titres predictive
of cure and the one failure had titres not predictive of cure. _

The conclusions were that although a peak serum bactericidal
titre of 1:64 or more was predictive of cure of endocarditis, more
work needs to be done specifically related to each aetiological
agent.

Studies in neutropenic patients with gram negative
bacteraemia showed that a peak titre of 1:16 or more and trough
of 1:8 or more correlated significantly with a favourable clinical
outcome and that the test was a useful and simple method to
monitor antibiotic treatment in these patients.

The workshop concluded with three papers discussing the
value of this test in volunteer studies. In these studies volunteers
were given antibiotics either singly or in combination and their
serum was tested against a battery of bacteraemic isolates.
Results showed that the serum bactericidal titre could be useful in
predicting the efficacy of either single or combination antibiotic
treatment.

The major conclusions of this workshop were that there is need
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for a standardised method for the serum bactericidal titre and
more work needs to be done on the value of this test as a predictor
of bacteriological cure in endocarditis caused by specific
bacteria.
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There are a large number of infectious agents that can be
transmitted via blood. The most important include hepatitis B,
delta hepatitis, non A non B hepatitis viruses, LAV/HTLV-IIl and
cytomegalovirus, T. pallidum and malarial parasites. Hepatitis B
appears to be the most common and is the best documented.
Heaith care workers are at significant risk of acquiring hepatitis B
from patients by inoculation of blood. A 20 month survey of
needle prick accidents at Auckland Hospital uncovered 1091
reported needle accidents involving patients’ blood. There were
68 (6.2%) accidents involving HBSAg positive blood. 17 clinical
cases of hepatitis B resulted from these needle accidents (17/
1091 (1.56%)). This represents a 25% risk of acquiring clinically
apparent hepatitis B if HB.Ag positive blood is involved.

In the wake of the AIDS epidemic, the US Centers for Disease
Control made recommendations that needles should not be

recapped after use, because it has been shown that 80% of
needie accidents occur whilst recapping the needle.

We have developed a “Needle Guard” to prevent accidents
whilst recapping the needle, which ensures safe disposal of
covered contaminated needles. The “Needle Guard” was
introduced to a large private pathology laboratory which has 40
venepuncturists who carry out 1000-1100 venepunctures per
day. Within 3 months of its introduction “Needle Guard” reduced
the monthly number of needle prick accidents from a mean of 6.3
(range 3-11) to 1. It has remained 1 for the last 3 months. This
represents an 84.2% reduction in needle prick injuries.

A variety of recommendations and devices have over the years
been instituted but none, until “Needle Guard” was introduced,
has had any discernible effect on the rate of needie prick
accidents.

Campylobacter Pyloridis: Its History, Characteristics and Clinical Relevance

Arthur Morris, BSc (Hons), MB, ChB.

Microbiology Registrar, Department of Clinical Microbiology, Auckland Hospital, Auckland.

The history of this newest member of the Campylobacter genus
began in 1983 when Dr J. Warren, a pathologist in Western
Australia, reported on the association between small curved and
S-shaped bacteria and the presence of gastritis in gastric biopsy
specimens'. These bacteria were almost always present in acute
and chronic gastritis but were absent in normal biopsies. The
bacteria were intimately related to the gastric mucosal surface,
being located beneath the protective mucus layer of the stomach.
In an accompanying letter Marshall described the characteristic
features of these organisms® Since then Marshall et al have
reported more fully on the features of what now can be calied
Campylobacter pyloridis gastritis®®. Many others have confirmed
the association between C. pyloridis infection and histological
evidence of gastritis and peptic ulcer disease®’®.
Immunofluorescent techniques have shown that the bacteria
observed in biopsy specimens are antigenically identical to C.
pyloridis ™.

At present the official name of the organism described by
Warren and Marshall is Campylobacter pyloridis®. The similarities
C. pyloridis has with other Campylobacter are shown in Table I.
Their size, morphology, gram negativity, oxidase and catalase
positivity, motility, need for microaerophilic conditions,
respiratory type of metabolism and guanine-cytosine content suit
their placement in the genus.

However this placement should be regarded as tentative
because of the growing list of differences between C. pyloridis

Table |

Similarities between C. pyloridis & other Campylobacter species

. Size: 0.5 um diameter, 3-5 um length.

. Morphology: curved, S-shaped bacilli.

. Gram negative.

. Oxidase positive.

Catalase positive.

. Motility.

Non spore forming.

. Reguirement for microaerophilic conditions.
. Respiratory type of metabolism.

. Guanine-cytosine content (C. pyloridis = 26mol%, C. jejuni
= 31%)

COPNOTAWN =

pury

and other Campylobacter species. These differences are
summarized in Table ll. Campylobacter possess a single
unsheathed polar flagellum with straight tips at one or both ends
ofthecell””. In contrast C. pyloridishas up to five sheathed flagella

Table Il
Key Features Differentiated C. Pyloridis & C. Jejuni

CHARACTERISTIC C.PYLORIDIS C. JEJUNI

Source of infection unknown Z00NOosis

Clinicaliliness acute gastritis enteritis
“epidemicachlorhydria”  septicaemia

Isolated from humangastricmucosa  faeces, biood

Cellwall smooth rugose

FLAGELLA

number 1—5 1

type sheathed unsheathed

ends bulbous straight

attachment — pit-like depression

COMPOSITION

protein electrophoresis distinct major protein patterns

gasliquid chromatography ~ 14:0 16:1

major fatty acids 19:04 18:1

methylated menaquinone-6  — +

PHYSIOLOGY

growth42°C +/— +

Nitrate reduction -

Alkaline phosphatase + -

Naladixic acid R S

Cephalothin S R

Growth 1% glycine - +

Growth Preston’s broth - +

Urease + -
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Table 2 summarises the cultural and fluorescent findings of 36
swabs taken from 12 porcine tonsils (all 12 pigs were from the
same herd). In this table a 100% infectivity was assumed. This is
based on experimental work that showed S. suistype 2 could be
transmitted to healthy pigs after five days of contact with carriers
and that pigs can remain carriers for over 500 days (Clifton-
Hadley, 1984). Table 2

Comparison of Cultural and Immunofluorescent Tests
on Twelve Tonsils Sectioned Three Times (n = 36)

TotalNo. Total No.

Positive from 3 swabs of of
Technique 3/ 2/ 1, O/ Positive Positive Sensitivity

3 '3 '3 ‘3| Tonsils Swabs
Culture 0 34 5 7 10 27
Swab
Immuno- 6 4 1 1 11 27 75
fluorescence
Primary
Culture
Immuno- 10 11 0 12 33 92
filuorescence

It should be noted that the sensitivity for detecting S. suis by
direct culture was only 27%. while an I.F.A.T. of tonsillar swabs
increased the sensitivity to 75%. However, an [.F.A.T. on the
mixed growth from a tonsillar swab on blood agar incubated for
18 hours, gave a sensitivity of 92%.

Discussion

Pavlova, et al (1972) and Pugsley and Evison (1974) recorded
false positives with Staphylococcus aureus and their group D
antisera which was removed after treatment of smears with 0.1%
trypsin. This did not occur with group R antisera when no false
positives were detected with the bacteria tested. The technique of
fixing in acetone prior to staining may act in the same way as
trypsin, disrupting the cells to allow adherence of the antiserum to
the specific binding site.

A serious disadvantage of the traditional cultural technique is
the difficulty in detecting colonies of S. suis type 2 due to the
heavy growth of other bacteria present in the tonsi. In this
experiment it was found that swabs taken from areas of heavy
bacterial growth frequently produced positive fluorescence on
the I.F.A.T. whilst not producing cultural isolates. The bacteria
that were producing the overgrowth were not apparently
interfering with the LLF.A.T. Moody. et a/ (1963} similarly increased
the sensitivity of their test by incubating swabs in broth for 2 hours
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prior to performing an immunofluorescent test on the broth
sediment. S. suis type 2 are frequently found in smail numbers in
the tonsil (Arends et al, 1984). Incubation for 18 hours on blood
agar apparently allows the multiplication of the organism to a
more readily detectable level.

Sectioning tonsils three times increased the number of positive
tonsils detected. However this is not a feasible procedure in the
live animal. The higher initial sensitivity of the |.F.A.T. allows for
more accurate identification of S. suis type 2 carrier pigs.

The specificity of the I.LF.A.T. appears high as on a previous
experiment no cultural isolates were detected from 15 tonsillar
swabs, all of which were also negative on the |.F.A.T. (P<0.05 if
cultural sensitivity of 27% is assumed). Further work on the
sensitivity and specificity of the tests are being performed.

Identification of S. suistype 2 colonies takes at least three days
when using cultural, biochemical and precipitin tests. whilst a
positive diagnosis can be achieved within three hours with the use
of immunofluorescence.

The advantages of I.F.A.T. allow a rapid accurate diagnosis to
be made by the pathologist and provide a valuable tool for
investigating the epidemiology of the disease.

Acknowledgements

The author wishes to acknowledge the direction and assistance
given by Professor D.K. Blackmore, Dr D. Hampson, Lyn
Cullinane and Robert Holdaway.

References

Abshire, R.L. and Guthrie, R.K. (1971): Water Res. 5. 1089-1097.
Arends, J.P.; Hartwig, N.; Rudolphy, M. and Zanen, H.C. (1984): J.
Clin. Microb. 20, 945-947.

Chau. P.Y.; Huang, C.Y. and Kay, R. (1983): Med. J. Aust, 1, 414-
417,

Clifton-Hadley, F.A. (1983): Br. Vet. J., 139, 1-5.

Clifton-Hadley, F.A. (1984): Vet. Res. Comm., 8, 217-227.
Clifton-Hadley, F.A.; Alexander, T.J.L.; Upton, |, and Duffus.
W.P.H. (1984): Vet. Rec., 114, 513-518.

De Moor, C.E. (1963): Anthonie Van Leeuenhoek. J. Microbiol.
and Serol., 29, 272-280.

Hunt. B.W. and Edwards. P.T. (1982): Vet. Rec., 110, 21.

Moody, M.D.: Siegal, A.C.; Pittman, B. and Winter, C.C. (1983}):
Am. J. Public Health, 53, 1083-1092.

Pavlova, M.T.; Beauvais, E.; Brezenski, F.T. and Litsky, W. (1972):
Appl. Microbiol.. 23, 571-577.

Perch. B.: Kjems, E.; Slot. P. and Pedersen. K.B. (1981). Acta.
path. microbiol. scand., Sect. B, 89, 167-171.

Pugsley. A.P. and Evison. L.M. {1974): Water Rec.. 8, 725-728.
Robertson. I.D. (1985): N.Z. vet. J. (in press)

Zanen.H.C. and Engel, HW.B. (1975): The Lancet, 1, 1286-1288.

Sore Throats M Types and Post Streptococcal Sequelae, Auckland 1982 — 1985
Diana Lennon, Rosamund Hill, Diana Martin, John Newman, Laurie Taylor

Department of Paediatrics, School of Medicine and Princess Mary Hospital, Auckland, and Streptococcal Reference Laboratory,

National Health Institute, Wellington.

Rheumatic fever remains a problem in the 1980’s in New
Zealand. particularly in the North Island. Prospective data
collection in Auckland for 1982 and 1983 reveal an incidence in 0-
14 year old Maori children in South Auckland of 150 cases per
100,000 (mean 78 cases per 100,000 for all Auckland). Pacific
Island children have a peak incidence of 43 per 100,000 in the
Central Health District (mean 34). The mean for Europeans in
Auckland 1s 2.8 cases per 100,000 with a peak of 7 cases per
100,000 in South Auckland. Sri Lanka has rates of 150 per
100,000 and Sweden 1.3 per 100,000 in similar populations.
Other workers have reviewed the factors influencing the decline
of rheumatic fever including better living conditions, greater
access to health care, secondary prevention and primary
prevention. In our retrospective survey of 396 cases of rheumatic
fever prior to 1981, 46% had a history of sore throats. Over 12
months 1981 — 1982, 32 families were surveyed about their
approach to the sore throat. Fifty per cent said they often took
their children to the doctor for such, 35% sometimes did and 15%
never did. Consequently it was felt necessary to survey the
approach of general practitioners in the Auckland area for their

management of streptococcal sore throats in children less than
15 years by mailed questionnaire (response rate 84%). Of the 166
who replied, 13% relied on clinical judgment and never took
throat cultures; 96 % felt that culture availability was satisfactory;
19% found the weekend service needed improvement and a
small number raised the problem of cost of culturing, transport
problems to the laboratory and modifying treatment on the culture
result. Fifty-four per cent of Auckland general practitioners
offered inadequate treatment (i.e. treatment unlikely to eradicate
Streptococcus pyogenes from the throat); only 28% used
recommended treatment. Ninety-two per cent were uninfluenced
by the Health Department’s requirement for “certified extended
supply” on prescriptions for more than four days. Most
practitioners in Auckland had seen a case of rheumatic fever in
their practice in the recent past. The exceptions are usually recent
graduates.

In summary : re throat swabs
1. Swabbing throats is not an obstacle to most practitioners.
2. Culture availability is satisfactory except at weekends.
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EXAMINATION SUBJECTS

The examination is offered in the following:—

Clinical Biochemistry

Cytogenetics

General Certificate (see prerequisite 2)
Haematology

Histological Technique

Medical Cytology

PREREQUISITES
1. Candidates for the examination must be employed as laboratory
assistants in an approved laboratory and have worked continuously in
the subject since 30 June two years previously or accumulated not
less than two years practical experience in the examination subject.

2. Small laboratories which require their laboratory assistants to work in
more than one subject can apply to the Committee for students to train
for the General Certificate Examination.

3. A laboratory which requires a laboratory assistant to work in a narrow
field may apply to the Committee for the student to train for a Special
Certificate Examination (Note syllabus requirements).

4. 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.

SYLLABUS

1. The syllabuses for all subjects (except Special Certificates) are
available from the Secretary, Technical Assistants Examination
Committee.

Medical Microbiology

Mortuary Hygiene & Technique
Radioisotopes & Radioassay Technique
Immunohaematology

Immunology (Microbiology)

2%

. Laboratory assistants intending to train for a Special Certificate
Examination must have a detailed syllabus prepared by the charge
technologist and forwarded to the Committee for approval at least 6
months before the examination.

EXAMINATIONS
1. The examinations will be held annually during the month of May.

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

(NOTE: LATE APPLICATIONS WILL NOT BE ACCEPTED)

3. The examination will consist of two written papers, each of two hours
duration.

4, The candidate must obtain an overall mark of 50% to pass the
examination. Candidates for the 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 Technology. Successful
candidates who are financial members of the Institute at the time of
the examination will be awarded the QTA badge and certificate.

NEW ZEALAND INSTITUTE
OF MEDICAL LABORATORY TECHNOLOGY

What is the Institute?

The NZIMLT is an organisation of people who work in medical
laboratories and who have united to carry out ceftain functions for the
profession, which cannot be performed by the individual alone.

Included in those eligible for membership are all people who work in
this profession — laboratory assistants, medical laboratory
technologists and science graduates. All have a moral obligation to
support the organisation by becoming interested financial members.

What does the NZIMLT do for its Members?

L. Itisthe only organisation which negotiates, directly or indirectly, for
improvement in salaries and conditions of employment for
technologists and laboratory assistants employed by the Health
Department, and thus, by spinoff, for other Government departments
and private sector employees.

2. It initiates and negotiates changes in education and training. A
continuing and involving process.

3. It publishes a scientific journal which is distributed free to all
members and operates a free audio-visual training library.

4. It supports the organisation of an annual scientific meeting,

workshops and one day seminars (at local branch level) thus
providing a unique opportunity for further colleagueship and
friendship within the profession.

5. It conducts examinations for Fellowship and the Certificate of
Qualified Technical Assistant. Although laboratory assistants who
are not members of the Institute are eligible to sit the QTA
examination, it is only members who will receive the qualifying
badge and certificate.

6. It provides availability and access to study and travel awards and
prizes.

7. It allows members who are employed by Hospital Boards or
Government departments to have access to the Public Service
Investment Society.

Membership of the NZIMLT

During the first year of employment membership is complimentary
but a subscription must be paid in subsequent years. A laboratory
asssistant who has worked for more than a year before making
application for membership will have to forward the current subscription
with the application.
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NEW ZEALAND INSTITUTE OF

DICAL ILABORAIORY TECHINOLOGY

APPLICATION FOR MEMBERSHIP
(Laboratory Assistants only)

Mr
R 1 [ ORI

Miss

Ms Surname First Names Maiden Name
AdAress Of LADOTAONY .........oociiiiieiie ettt ce ettt e te e ettt eat e s e ae e e be e e se e e s saseeessesseeanseeeanneeenns
(50 Characters ONIY PIEASE) ....cvuvieireurinrierietirenietreietereaartsesrasrarasausaeaseraraensentnseetessasnsensernsensorsrensteessvsssensreterennenrees

hereby apply for membership of the New Zealand institute of Medical Laboratory Technology

Piease indicate Employer = — Public Service - Hospitals [0 Other O
— Private Sector - Medical Lab. O Other O
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3. Many modify treatment according to culture results.

Note: Clinical judgment is 50% predictive. Four out of 5 sore
throats in 5-15 year olds will be non streptococcal and therefore
not require treatment.

re Treatment of Streptococcal Throats

1. The cheapest and most effective treatments are rarely used by
Auckland practitioners or for long enough. (i.e. benzathine
penicillin or 10 days of oral penicillin V).

2. Rheumatic fever (and most streptococcal glomerulonephritis)
are seen in most areas in Auckland especially, but not
exclusively, in Maori and Pacific Island children.

Possible reasons for the decline in rheumatic fever include,
widespread use of antibiotics, decline in streptococcal infections,
diminished streptococcal virulence or fewer “rheumatogenic”
strains. In Costa Rica, a country of 2.2 million in a recent push for
improved health care of children, a campaign to eradicate
rheumatic fever was launched with the use of benzathine
penicillin for every child with a sore throat over three years of age.
An 80% reduction in new cases of rheumatic fever was recorded
over 10 years at the national hospital. No throat cultures were
done. There is little hard data to support the decline in incidence
in streptococcal infections in communities where rheumatic fever
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has been controlled. There are also few longitudinal data on
changes in M typability (somewhat correlatable with virulence)
and therefore collection of such data on M typability is important
in the further understanding of rheumatic fever.

During 1983-85 71% of Streptococcus pyogenes organisms at
Princess Mary Hospital were M-typable at NHI. Three-quarters of
non-typable organisms were skin isolates. The predominant M
type in 1983 and 1984 was M49, and in 1985 (to July) M53. Throat
isolates accounted for 30% of S. pyogenes cultures. Of those
typable, M49 and M12 predominated in 1983 and 1984. M types
from cases of rheumatic fever included M53 (x2), M58 (x1) and
non-typable (x1). Acute post streptococcal glomerulonephritis
peaked in late summer-autumn in 1983, 1984 and 1985 with a
mean of 50 cases per year admitted to Princess Mary. A
coincident peak of M49 was noted in 1984. Longitudinal M typing
raises questions that may be solved by further study in a
population with a high incidence of rheumatic fever and acute
glomerulonephritis. In comparison M5 and M28 (both uncommon
in our population) disappeared in a North American community
with the disappearance of rheumatic fever.

The approach to sore throat management appears to be a
failure of medical education. Children at special risk of rheumatic
fever may need to be singled out for preventive measures.

Epidemiology Typing — For Whom Is It A Service?

Dr Diana Martin

National Health Institute, Wellington

Epidemiological Typing

Epidemiological typing aims to distinguish between micro-
organisms from a given situation by examining characteristics
demonstrated by the organisms under laboratory conditions.

Various epidemiological typing schemes have been devised
over the years; the more important and useful include
bacteriophage, bacteriocin, serological, toxin, biotyping,
resistogram, antibiogram, and more recently restriction
endonuclease analysis, DNA homology, and plasmid profiles. The
value of any typing scheme is dependent upon a number of
factors including its ease of performance. reproducibility. stability
and availability of reagents. Probably the most critical
requirement is that adequate discrimination between strains is
achievable.

Application of most typing schemes requires specialised
knowledge built up over a period of time. This experience cannot
be acquired spasmodically with small numbers of organisms.
Techniques tend to be costly in time, personnel and materials; a
certain level of usage is required if they are to be cost-effective. In
a country the size of New Zealand this is probably most efficiently
achieved by centralised services possibly best sited at the
National Health Institute.

Reasons for Epidemiological Typing

Epidemiological typing may be used for investigative or
surveillance purposes. In the investigative situation application of
epidemiological typing functions to distinguish extraneous
strains from the common source strain in an attempt to identify
the source of a problem.

Surveiliance typing may be applied on a national or local level or
unit level. Surveillance can provide information on the relative
frequencies of types of particular micro-organisms. Changes in
frequencies of existing types and the introduction of new types
are then readily discernible. Recognition of disease relationships
of particular types also may be possible. Surveillance is only
justified if carried out with careful consideration of the resuilts to
be achieved.

As with many biological tests epidemiological typing methods
are subject to variables of performance and interpretation.
Reproducibility is influenced by many factors depending on the
system. However even under the most stringent of conditions it is
not always possible to control minor variations. It is essential
therefore that all isolates from a particular situation be tested at
the same time under the same conditions. Only then can results
be compared and advice given with some confidence that
distinctions shown are true and not due to technical variation.

Interpretation of the results is based on the premise that strains

from different sources will exhibit different patterns of behaviour
whereas isolates with a common source will behave similarly
unless modified by environmental pressures. It must be
remembered however that correspondence of type may have
arisen by chance.

What epidemiological typing can not do is prove that strains are
identical; simply the system fails to differentiate. If the typing
method lacks discrimination correspondence of type may occur
because the type is common. in such a situation infections
caused by the common type may be attributed to sources from
which they did not emanate.

For Whom is it a Service?

This question is discussed in the context of nosocomial
infection. Control of nosocomial infection aims at providing an
environment in which patients may be safe from intrusion by
exogenous micro-organisms, and in which endogenous infection
may also be controlied.

The prevention of hospital-acquired infections requires
appropriate intervention measures to ensure that micro-
organisms are not transmitted from one patient to another. from
staff to patient or vice versa, or from equipment to patients.
Inevitably, however, barriers are broken and hospitai-acquired
infections do occur. In hospitals with a programme of monitoring
an increase in prevalence of infections caused by a common
pathogen will be readily discernible. Similarly, the occurrence of
clustered infections with an uncommon pathogen will be
recognised. Continuous monitoring of specific "at risk’ ward
situations such as intensive care units or burns units also allows
for recognition of sudden changes in infection rates.

Once such a problem has been recognised the laboratory has
an important investigative role and some designated individual
such as the clinical microbiologist must take responsibility for
ensuring that appropriate specimens and relevant data are
collected. Only sites likely to yield organisms of relevance to the
investigation should be sampled. Indiscriminate collection of
environmental swabs contributes nothing. Similarly, careful
consideration should be given to the implications of yielding
positive cultures from staff members before they are sampled.
Only when all relevant isolates and data have been collected
together should epidemiological typing be undertaken. The
information gained provides health personnel with valuable
knowledge about spread of infectious disease and may assist in
providing a safer hospital environment for patients by effecting
modifications in techniques or equipment.

Thus, used appropriately, epidemiological typing services
ultimately assist in better health care delivery.
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recognition if we are a national organisation. This is taking time
but indications are that we have national support.

The private laboratory assistants have an easier road to travel
to form the Union, and we will have a Union in this field by
Christmas 1985 when we can all join our Assistant Secretary in a
hot pool with a bottle of champagne.

Yours sincerely

Marie Aidcroft
Union President

Dear Sir,

Thank you for the opportunity of responding to the above letter
from Marie Aldcroft, Laboratory Assistants Union President. As
one President to another | would like to take this chance to
highlight some of the major misconceptions in the letter and at the
same time reassure all members of the NZIMLT that your Council
does in fact work for the benefits of all in this profession.

1. Less than 300 of the 900 laboratory assistants in the Health
Care system have bothered to join the Institute. if the majority
were members with voting rights they could have exerted a
great deal of influence.

2. | personally am concerned regarding the incorrect implication
that the council of this Institute is unreceptive to approaches
from laboratory assistants or any members regarding
grievances or interpretation of regulations; a perusal of the
annual report will show that in each of the last few years
reports | have requested members with problems to
communicate with me direct. The same plea has been
reiterated at the AGM each year. The majority of the many
requests | have received have been dealt with by me promptly
and usually to the advantage of the members who have made
the approach. Very few of these have been from laboratory
assistants.

3. 1 strongly object to the assertion that there has been no
communication from the Institute to its members. Journals
containing newsletters are published four or five times a year,
and regional members of council put individual newsletters out
to faboratory notice boards after each Council meeting. | have
personally seen these on notice boards throughout the
country.

In addition Council have in the past two years held meetings
with the membership in each of the major centres to which all
members have been invited to attend.

4. I'wouid further suggest to the critic that an in depth read rather
than a glance at previous salary and conditions claims would
prove my assertion that all sections of the Institute have been
addressed in formulating claims especially in respect of
transport allowances, meals on duty etc.

The evidence is there in newsletters, journals and reports
published over the last 7 years and longer. | invite the writer to
read the evidence of the past before using incorrect
inflammatory language to denounce her own professional
employee organisation.

I might add that this is the first official communication from the
proposed Unjon addressed to Council that | have seen and
wonder how this type of approach can result in a continued
healthy relationship with the Institute which is the body looking
after the profession including negotiations.

Colvin Campbeli
President, NZIMLT

Re: Laboratory Assistants Union

Dear Sir,

At a meeting held for laboratory assistants on the 21st August
1985, the persons present unanimously decided against the
formation of a ‘Laboratory Assistants Union’ as it is called at
present.

We feel that this union could actually work against us rather
than for us. We would rather see laboratory assistants working as
a body within the Institute. We do not think the Institute will back
the union as a separate body and feel that laboratory assistants
have not made full use of the channels open within the Institute.
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If laboratory assistants joined together and made the Institute
aware that something was needed to be done for the good of all,
then surely the Institute must do something. If all laboratory
assistants joined the Institute we may be on the way to obtaining
a majority decision in our favour, after all the Institute is a
representative body. The Institute offers educational and re-
employment opportunities and we fear these may be lost if this
union goes ahead.

In our laboratory trainees, technologists and assistants all work
well together. We do not want to see laboratories split up through
different sections moving in different directions, all it will achieve
is bad feeling all round.

Yours faithfully

Geraldine Mason
for Palmerston North Laboratory Assistants

Re: Commercial Swabs and Transport Media

Dear Sir

It may be of interest for all Microbiological Laboratories using
commercially made swabs with their accompanying transport
media to reassess the products that they are using from time to
time. Recently we compared two brands (A) and (B), both with
Amies transport media without charcoal, and one of the brands
with Amies transport media with charcoal (AC).

A series of swabs were inoculated with the same inoculum of a
"wild strain” of Neisseria gonorrhoeae, and then left on the bench
at room temperature. At various time intervals one swab from
each of (A) (B) and (AC) was subcultured onto Thayer Martin agar.

It was found that at 7 hours swabs (A) had a very marked
reduction in growth viability, whereas swabs (B) and (AC) showed
no reduction. At 25 hours swabs (A) did not support growth, whilst
swabs (B) and (AC) still supported growth in an appreciable
amount.

This simple exercise has shown us that not all transport
systems are equal, and that periodic re-assessment shouid be
performed in general and in particular before purchasing.

David Robertson
Pearson Laboratory

1984 ELI LILLY AWARD
Report on the Sixth International Congress of
Virology in Sendai, Japan. 1-7th September, 1984.

Elizabeth Poole, Virology Department, Dunedin Hospital

With a population of 700,000, Sendai is the capital of Miyagi
Prefecture and is the cultural, political and economic centre of
Japan’s Tohoku (northeastern) district. Located on the Pacific
coast about 230 miles north of Tokyo, Sendai was originally
developed as the castle town of Lord Masamune Date, who built
his castle in 1602 on the western outskirts of the city. Although
much of old Sendai was destroyed during World War Il, it has
since been rebuilt into a modern city surrounded by low forested
hills, not altogether dissimilar to Dunedin. Popularly known as
“City of Trees” because of the many tree lined streets and parks,
it is also referred to as “City of Universities and Schools” with over
ten colleges and universities. Because Matsushima, Mt Zao Quasi
National Park and the rugged Rikuchu Coast National Park are
close by, Sendai is one of the most popular areas of northern
Honshu.

The 2,000 virologists attending the Sixth International
Congress of Virology in Sendai came from 56 countries —
alphabetically, from Algeria to Zimbabwe. Half the participants
were from Japan, a large group from the U.S.A. and, closer to
home, 61 Australians and 10 New Zealanders. There were even
virologists from Burma, Iran and Costa Rica.

Registration was an exciting time. Greeting old friends,
recognising eminent virologists and exploring the Congress
“bag”. This consisted of a very heavy zippered and velcro closing
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learning/training and similar matters:

— many syllabi were felt to be outdated and/or poorly defined

~— more closely defined objectives were thought to be
valuable;

— the trainees have little indication of the depth of learning
required of them, especially at the advanced levels;

— trainees find it difficult to motivate themselves to do extra
reading when they have so little time and so many lecture
notes to go through;

— the Polytech system was thought to need improvement,
with special suggestions being that the teachers need
training in how to teach and some sort of guidelines in
presentation of material that is relevant to trainees;

— some tutors seem to be not up to date and are lacking in
enthusiasm, leaving the trainees at loose ends and
deficient in confidence — sometimes trainees have to
chase up tutors to give sessions that have been scheduled;

— some heads of departments at training hospitals appear to
have lost interest in what is happening at Polytech and are
not able to help trainees with problems they may have
encountered there;

— many specialist doctors and technologists are poor
teachers, talking at levels well above those of the trainees,
or talking on irrelevancies;

— some of the specialist technologists are not as good at
teaching as are some of those at lower levels — perhaps
they should do more of the teaching;

— co-ordination among departments should be improved;

— it would be useful to have special remedial sessions at
work to help with problems encountered at polytech and
which were poorly managed there;

— trainees would like to see more consistency in the
approaches among various departments to tutoring and to
the use made of trainees. For the first three years, they feel
undervalued — “he’s only a trainee” — and they are not
given responsibility or help, so they lose enthusiasm and
feel that they’re not valuable or competent. (At the same
time, they like to have a backup person to call uponin case
of problems.) Later on, they see different departments

taking different approaches: “in ......... they think you’re
there to learn; in ........... you're just there to provide a pair
of hands”;

— it could be valuable to have a set of guidelines on the
examination which could be made available to tutors so
that they will be sure to deal with important topics, not ones
that couldn’t possibly be in the examination;

— it would be valuable to have more time allocated for study,
especially at stage 5 NZCS;

— finally widespread dissatisfaction was expressed about
the philosophy, methods, and attitudes of two tutors in
particular — regrettably, both of them in biochemistry, thus
leading to a whole bunch of trainees being *switched off’ to
what could and should be an enjoyable and useful subject.

3. Severalcommentsrelated to feedback in one form or another:
— there was perceived to be a lack of feedback during the

course, especially on practical work in the laboratory.
Trainees requested formal evaluations which they would
be able to see and comment on themselves;

— similarly, some requested feedback from their immediate
superiors on their performance and attitude. They believed
they got feedback only when something went very wrong,
rarely on the positive side;

— one trainee reported having filled out an overall evaluation
of the course and then never heard anything more. There
was no feedback on the results of the course evaluation or
what happened in response to the evaluation.

4. And of course at least some of the trainees were worried about
getting a job of any sort (let alone one in the specialty they
want) after they finish.

Those then are the main issues raised by the trainees. | could
add a number of my own concerns, but | want to mention only
three. First, | believe that a number of the trainees’ problems relate
to their being full-time employees and then being expected to be
almost full-time students on top of that. ’'m impressed that so
many are able to do it! At the very least, | believe that tutors should
keep this problem in mind when deciding what they expect of the
trainees. Second, | would recommend that the examinations be
designed to test the attributes and skills that you want your
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trainees to demonstrate. Surely that is something more than the
memory for facts which is the main requirement for doing well in
many of the examinations | have seen so far. And, finally, | agree
wholeheartedly with the call for more internal, ongoing
assessment and less dependence on the final examination in
deciding the trainees’ fates. | am convinced that the considered
judgments of people who have worked closely with a trainee over
a long interval are a much more valid indicator of the trainee’s
ability than is performance on a single examination (which may
not even be relevant) at the end of the course. | only wish that 1 and
my colleagues had the luxury of working so long and so closely
with small numbers of students. Were such a state to exist, | for
one would give up final examinations completely.

Membership Sub-Committee Report —
August 1985

Membership
Since our May meeting there have been the following changes:

8Aug’85 31May’85 13Mar’85
Membership 1409 1373 1411
less resignations (23),

deceased (1) 24 6 7

less G.N.A. 12 5 2

less deletion unfinancial 2 30 130

1371 1332 1272

plus applications 121 74 101

plus reinstatements 3 3 -

Membership Composition: 1495 1409 1878
1. Life Member (Fellow) 13 13
2. Life Member (Associate) 2 2
3. Life Member - -
4. Fellow 42 43
5. Associates 700 683
6. Member 557 524
7. Complimentary Member 139 110
8. Non-practising Member 28 19
9. Honorary Member 14 15
1495 1409

Applications for Membership August 1985:

Miss Louise Fiona YARROW, Auckland; Mrs Helen Mary
EGERTON, Auckland; Miss Angela Mary McKINSTRY, Auckland;
Miss Paula Marie WHITEHOUSE, Auckland; Miss Susan Jane
RUSHEN, Auckland; Mr Philip B. FINCH, Auckland; Ms Elizabeth
Grace HIDE, Christchurch; Miss Susan Elizabeth GARRITY,
Auckland; Mr Russell Terence COLE, Auckland; Miss Wendy
June van TIEL, Auckland; Miss Marie Louise ALDCROFT,
Auckland; Mr Mark Anthony KILGOUR, Auckland; Mrs Jacqueline
Carmel WRIGHT, Auckiand; Mr John Robert WICKENS,
Auckland; Miss Wendy Marlene BRYDON, Auckland; Mr Lance
LITTLE, Auckland; Miss Lisa BRIDSON, Auckland; Miss Michelle
WHITE, Auckland; Miss Jocelyn WILLIAMS, Auckland; Mrs
Nicolette Maree JAMES, Auckland; Miss Kamla PRASAD,
Auckland; Ms Kim STRINGER, Auckland; Miss Andrea Leigh
ABERNETHY, Auckland; Miss Stephanie Alice WILLIAMS,
Auckland; Miss Anne MCINTYRE, Auckland; Miss Diana Angela
CAMMELL, Auckland; Miss Kamala PATEL, Auckland; Miss Kay
Diane MOONEY, Auckland; Mrs Ingrid THOMASSEN-HEINS,
Auckland; Miss Susan Dianne PRIESTLEY, Auckland; Miss Gail
Frances BARRAR, Auckland; Mr Paul Wiliam HUBBARD,
Auckiand; Mrs Lisa Jayne HESLIN, Auckland; Mrs Jennifer Mary
MORGAN, Auckland; Miss Allison Lorna KENA, Auckland; Miss
Julie SORENSON, Auckland; Miss Jeni Marion LONGMAN,
Hamilton; Miss Tania Jane Carroll, Hamilton; Miss Evelyn Mary
TWENTYMAN, Hamilton; Mrs Julie BEATTIE, Auckland; Mrs
Karen Anne CASEY, Auckland; Ms Susan Jane GRANT,
Christchurch; Miss Vickie HANRAHAN, Whangarei; Miss Nicola
Claire  ARMSTRONG, Auckland; Miss Catherine Anna
GROENESTEIN, New Plymouth; Miss Christine Ann HURLEY,
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New Plymouth; Ms Jennifer Mary STONE, Thames; Miss Denise
Ann DRADER, Auckland; Ms Elizabeth Anne LONGSON,
Auckland; Mrs Yvonne Alma CAMERON, Auckland; Miss Sharron
May MILHAM, Auckland; Mrs Janice Edith WADSWORTH,
Auckland; Ms Beverly Charlotte TELFER, Christchurch; Mrs Linda
Patricia HUNTER, Auckland; Mrs Judith Anne HODGETTS,
Wellington; Miss Lisa Anne STERRITT, Hamilton; Mr Frederick
Anthony FITZHUGH, Rotorua; Miss Jill WALTON, Hamilton; Miss
Judith Maria NIELAND, Hamilton; Miss Jenny Leah BATY,
Hamilton; Mr Robin Charles HUNTER, Rotorua; Miss Karen
Janette CURTIS, Rotorua; Ms Rochelle Marie FERGUSON,
Rotorua; Mrs Patricia Ann KING, Hamilton; Miss Claire Elizabeth
EBBETT, Hamilton; Miss Jillian Fay MIDDELKOOP, Hamilton; Mr
John Demden EVANS, Tauranga; Mrs Elaine BENNETT, New
Plymouth; Miss Catherine Anne MAHONEY, Wellington; Miss
Carol STEWART, Wellington; Mrs Bronwyn SHEPPARD,
Auckland; Miss Karen COOPER, Auckland; Miss Yvonne Anne
FLOOD, Auckland; Ms Jan Maree PRITCHARD, Whangarei, Miss
Amelia Prunella BROWN, Gisborne; Mrs Heather Ann CHILD,
Auckland; Miss Katherine Elizabeth EXTON, Auckland; Miss
Ngaire HART, Whangarei; Miss Laura SCHONEWILLE, Auckland;
Miss Caroline Mary BOWDEN, Wellington; Miss Charmaine Mary
MOSS, Wellington; Miss Jacqueline May CORNWELL,
Wellington; Miss Robyn Jane WALLER, Ashburton; Mrs Lois May
HARRISON, Auckiand; Mrs Eugenie Louise HARRIS, Dunedin;
Miss Marjdein Maria Angeline SNIJDERS, Nelson; Miss Veronica
J.R. DUGGAN, Nelson; Miss Christina Mia MESMAN, Nelson;
Miss Trudy Louise MILSON, Nelson; Mrs Kristin Joy WARN,
Nelson; Miss Tanya Maria ARCHER, Nelson.

Applications for Associateship August 1985:

Mrs Carolyn Ann BUNKALL, Auckland; Mrs Sheila E. HOOKER,
Auckland; Mrs Norma Margaret BECK, Auckland; Mrs Christine
BLACKWELL, Auckland; Mr Peter Kenneth HUGGARD,
Auckland; Ms Lea VALLIS, Wellington; Miss Colleen WORTERS,
Auckland; Mrs Jan GEMPTON, Auckland; Mrs Theresa Anne
HAYSOM, Auckiand; Mrs Sheila Mary RYKEN, Auckland; Mrs
Colleen RUSSELL, Auckland; Mrs Jill Margaret O’BRIEN,
Auckland; Miss Anna Louise JOLLY, Auckland; Mrs Marie
WILLSON, Gisborne; Mr Thomas Bernard MULVEY, Auckland;
Mrs Pauline Joy FLETCHER, Auckland; Mr John Arthur
POUNTNEY, Auckland; Mrs Jayne Anne VENNELL, Auckland;
Miss Linda Marie TAYLOR, Auckland; Mr lan Peter MACKAY,
Auckland; Miss Rosamund PAYNE, Auckland; Mrs Susan Grace
CHAMBERS, Auckland; Mr Bernard Colin CHAMBERS,
Auckland; Miss Sharon LAW, London, England; Mrs Janiece
Margaret FORTUNE, Christchurch; Mrs Glennis WHITE,
Wellington; Mrs A.S. JOHNSTON, Masterton; Ms Greta Lois
Pauline BEATTIE, Auckland; Ms Lynne Elizabeth BUSCKE,
Tauranga; Mr Peter BRYAN, Nelson; Mr Geoffrey Arthur PATTON,
Dunedin; Mr Christopher Noel BOWDEN, Dunedin; Mrs Barbara
Anne SILVESTER, Palmerston North.

Resignations:

Miss C.J. WISEMAN, Wairoa; Mrs A.W. FULTON, Palmerston
North; Mrs J.G. KUYPERS, Auckland; Mrs T.M. BAKKER,
Auckland; Ms M.C. HAY, Wellington; Miss B.M. ANDERSON,
New Plymouth; Mrs J.A. EATON, Christchurch; Miss S.L.
STROUD, Christchurch; Mrs G.A. WATSON, Napier; Mr R.J.
TRACEY, Napier; Miss C. HENDERSON, Auckland; Mrs D.N.
CHINN, Dunedin; Miss J.A. HANSEN, Taumarunui; Mrs R.J.
EDEN, Wellington; Miss M.D. UNDRILL, Dunedin; Mrs P.J.
WILLIAMS, Auckland; Mrs K.H. HEATLEY, Kaiapoi; Mrs R.D.
ROLLINSON, Christchurch; Mrs G. JONES, Hamilton; Mrs A.L.
SIM, Dunedin; Mrs F.E. MASSEY, Wellington; Mrs S.E. ANSELL,
Hamilton; Mrs H.J. MAGUIRE, Wellington.

Gone No Address:

Miss N.L. CRAWFORD, Auckland; Mrs J.A. GODDARD,
Auckland; Miss C.J. NORWOOD, Napier; Miss A.J. VASS, Napier;
Miss B.A. McCOOL, Napier; Miss S.E. BIRCH, Auckland; Miss
L.M. JONES, Auckland; Mrs C.J. PEARCE, Wellington; Miss B.J.
LAURENT, Wellington; Miss J. MEDGWICK, Auckland; Miss B.
BINNEY, Auckland; Miss J. SAINSBURY, Auckland.

N.Z.J. Med. Lab. Technol., 1985

BRANCH NEWS

At the Annual General Meeting of the Christchurch Branch of
the NZIMLT, the following were elected as members of the
committee.

Chairman: K. Ahern
Secretary: J. Aitken
Treasurer:  A. McDury
Committee: B. Hobson
S. Joyce
H. Potter

NZIMLT LIBRARY

The following Journals are available for loan from the NZIMLT
Librarian, Haematology Dept, Dunedin Hospital.

Laboratory Medicine Dec 1984 Vol 15, 12

1. Monoclonal Antibodies : Clinical Utility and the Misunderstood
Epitope.

2. B2-Microglobulin in Laboratory Diagnosis.

3. Predicting Urine Culture Results Comparison of Nitrituria,
Leucocyturia and Micorscopic Bacteruria.

L aboratory Medicine April 1985 Vol 16, 4

1. Platelet Transfusion Therapy.

2. Evaluation of a Laser-based Three Part Differential Analyzer in
Detection of Clinical Abnormalities.

3. Improvements for Routine Renal Pathology.

4. The Clinical Microbiology Laboratory and Hospital Infection
Control.

Canadian Journal of Medical Technology Vol 46, 3

1. Tand B Lymphocyte Phenotyping by Flow Cytometry.

2. Thick Paraffin Sections of Skin to Show Pilosebaceous and
Sweat Gland Units.

3. Bacterial Isolations from Peritoneal Fiuids in CAPD Patients.

Canadian Journal of Medical Technology Vol 46, 4

1. 1gG Synthesis and the Immunology of CSF.

2. Colloid Osmotic Pressure — an overview.

3. A comparison of Histoclear to other Cleaning Agents.

4. Evaluation of the Microbiology of Urine Specimens from
Patients with Long-term Indwelling Catheters.

Australian Journal of Medical Laboratory Science Vol 6, 1.

1. Dose-Response Characteristics of a Monoclonal Antibody
Based Two-Site Immunoradiometric Assay Hb Ag.

2. Microplate Techniques — Improved Efficiency in Biood Group
Serology.

3. Comparison of some A.P.T.T. Reagents.

4. The Use of Test Strips as a Rapid Screen for U.T.I.

Australian Journal of Medical Laboratory Sciences Vol 5, 3

1. Reporting of Semen Analysis — A Basic Approach.

2. Thiol and Superoxide Dismutase in Rheumatoid Arthritis and
Chron’s Disease.

3. Evaluation of Three Commercially Available ELISA Assays for
Routine Hb Ag screening of Blood Donors.

Journal of Medical Technology Vol 1, 7

1. Exercise Induced Changes in Laboratory Chemistries.

2. Exertional Heat lllness — A Review.

3. Anabolic Steriods — The Facts.

4. Faecal Straining Methods for Screening Cryptosporidium
oocysts.

. LISS Panagglutination Interfering with Compatibility Testing.

6. Discontinuous Density Gradient Method for Separating

Reticulocytes.

Journal of Medical Technology Vol 1, 11

1. Rapid Virus Diagnosis.

2. Importance of Bacterial Strains in the Diagnosis of Infectious
Disease.

3. The Future : DNA Probes for Microbial Detection.

[4)]
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Journal of Medical Technology Vol 1,12

. Differential Diagnosis in Effusion Cytology.

. Fine Needte Aspiration Cytology.

. Hormonal Cytology : An Introduction.

. An “Abnormal” PAP Smear : What Does it Mean?
. A.Q.A. Program for the Histopathology Dept.

Journal of Medical Technology Vol 2, 1

1. Clinical Application of Arterial Blood Gases :
Accuracy do We Need?

2. Inaccuracy in Blood Gas/pH Measurements caused by Blood
Samples.

OB wWwN =

How Much
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3. Comprehensive Statistical Quality Control Programme for
Blood Gas Analysers.

4. Raji Cell Assay for
Immunofluorescence.

Journal of Medical Technology Vol 2, 3

1. Molecular Biology Techniques in the Clinical Microbiology
Laboratory.

2. Clinical Microbiology of AIDS.

3. Efficacy of a Simplified Screening Procedure for
Hyperlipoproteinemias.

immune  Complexes by

1985 Technical Assistant’s Examination Results

Q.T.A. in Clinical Biochemistry

DONAGGIO, Jilian Mary; FITZGERALD. Karen Michele;
HOWARTH, Elaine Debra; LUCAS, Stephanie Ellen; MACKAY,
Elizabeth Dianne; PRIESTLEY, Susan Diane; SCOTT, Meren
June; THOM, Christine; WILLIAMS, Joanne.

Q.T.A. by General Certificate.

CUNNINGTON, Jennifer Ellen; NEILL, Beverley Rewa; TAYLOR,
Kenneth Charies; TIPENE, Lillian; WHITE, Cheryl Lee Ann.

Q.T.A. in Haematology.

BELCHER, Christine; COVELL, Gordon Ross; HEARNE, Claire;
HOUSE, Lesley Ann; HUNTER, Jenni Ann; MARTIN, Fiona Gaye;
MCLEOQOD, Janette; MILES, Karen Lesley; PERRY, Jacqueline
Jane; RATCLIFFE, Jayne [na; ROWAN, Clare; ROYCROFT,
Shona Jean; STAPLETON, Andrea Kathleen; THOMASON,
Heather Jean; WHITE, Felicity Jane; WIGMORE, Marina Joan;
WILDBORE, Maurice John; WOODS, Caroline Helen.

Q.T.A. in Histological Technique.
FARQUHAR, Alexander Ross; KYLE, Susan Margaret.

Q.T.A. in Medical Cytology.

ELEY, Linden Margaret; HOWE, Margaret Joyce; JAMES, Yvette
Irene; KIDMAN, Lisa Maree; LIM, Beng Yim; PHILLIPS, Kathryn
Jane; TURTLE, Erin Kim.

Q.T.A. in Medical Microbiology.

BALL, Nicola Mary; BIRCH, Susan Elizabeth; EDLIN, Rosemary
Janice; GRIFFITHS, Rochelle; GROOM, Lisa Cathering;
HENSCH, Tania lIsabelle; HORNE, Janet Elizabeth; KILTY,
Rachael Ann; KRAMER, Julie Adele; McKAY, Robyn Anne;
McNOE, Patsy Rose; SCOTT, Tarnea Maria; SMITH, Davina;
STENHOUSE, Katharine Ann; STEPHENSON, Michelle.

Q.T.A. in Radioisotope & Radioassay Technique.
BUTLER, Cherilynn May.

Q.T.A. in Immunology (Immunohaematoiogy).

ANGROVE, Heather Leigh; BURROWS, Linda Mary; CROSBY,
Tracey; HARRISON, Veronica Decilia; KING, Patricia Ann;
MASON, Lynette Joy; SCARBOROUGH, Heather Angela;
STEWART, Judith Suzanne; THORNTON, Alison Maree.

Q.T.A. in Immunology (Microbiology).

ENGLISH, Pamela Jane; GANLEY, Michelle Erin; WHINERAY,
Susan Jane; WICKENS, Gillian Wendy; WILLIAMSON, Leigh
Vivienne.

Q.T.A. By Special Certificate — Public Health Microbiology.
INGLIS, Kerryn Anne Louise.

Q.T.A. By Special Certificate — Blood Products.

BEANLAND, Megan Diane; HURREN, Pamela Jane; STEWART,
Kaye; TAUATI, Nicky; TIRAA, Anna Elizabeth.

Q.T.A. By Special Certificate — Virology.
FISHER, Ellery Jane; GRANT, Catherine Anne.

Apology
Eli Lilly Ltd were inadvertently omitted from the list of
sponsors published in the annual report. The NZIMLT
apologises for this omission and would like to thank Eli Lilly
for their continued support.

1985 Technical Assistants Exam Result Summary

EXAMINATION NO
ENROL
Q.T.A. in Clinical Biochemistry 10
Q.T.A. by General Certificate 7
Q.T.A. in Haematology 21

Q.T.A. in Histological Technique

Q.T.A. in Medical Cytology

Q.T.A. in Medical Microbiology 2
Q.T.A. in Radioisotope & Radioassay Technique

Q.T.A. inImmunology (Immunohaematology)

Q.T.A. inlmmunology (Microbiology)

Q.T.A. by Special Certificate — Public Health Microbio

Q.T.A. by Special Certificate — Blood Products

Q.T.A. by Special Certificate — Virology

TOTAL 93

N =20 == ~NWw

NO NOWITHEACHGRADE AEGROTAT % AV
SAT A B C D E PF PASS  MARK
10 1 3 5 1 0 00 9.0  61.6
7 1 0 4 0 2 00 714 56.2
20 4 8 6 1 1 00 9.0 658
3 0 1 1 0 1 00 66.7 542
7 3 1 3 0 0 00 1000  67.1
20 1 4 10 2 3 00 750 544
1 0 1 0 0 0 00 1000 655
9 2 5 2 0 0 00 1000  69.7
5 3 0 2 0 0 00 1000  74.4
1 0 0 1 0 0 00 100.0  58.0
6 2 2 1 0 1 00 83.3 625
2 0 2 0 0 0 00 1000 705
91 17 27 35 4 8 0 0 868 624
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Travel Awards
Application forms are available from the Secretary, NZIMLT.
Winners are announced at the Annual Conference.
1. Wellcome NZ Ltd International Travel Award
Donated by Wellcome NZ Ltd for single return airfare plus
accommodation to assist an NZIMLT Fellow or Associate
member to attend the biennial Congress of the IAMLT as
official delegate.
2. The NZIMLT Scholarship
$500 donated annually by the NZIMLT for research or to attend
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an overseas scientific meeting. Applications close on the 1st
July.

3. The Eli Lilly Microbiology Scholarship
$500 donated annually by Eli Lilly for research or to attend an
overseas scientific meeting. Applications close on the 1st July.

The NZIMLT would like to thank Biotek Supplies and
Amersham Pty Ltd for their sponsorship, this being their first year,
and to all other firms for their continued support.

Minutes of the 41st Annual General Meeting of the New Zealand Institute of
Medical Laboratory Technology Held in Palmerston North
on 13 August 1985 Commencing at 3.45pm.

Chairman
Mr C. Campbell

Apologies
It was resolved that apologies be accepted from L. Reynolds,
J. Reese, D. Romain, G.R. Rose, J. Marsland, M. Eales and
D.S. Ford.
D. Pees/K. McLoughlin

The Secretary read a message of best wishes from the New
Zealand Haemophilia Society which was greeted wth
acclamation.

Proxies
A list of proxy holders was circulated to the meeting.

Minutes
It was resolved that the minutes of the 40th Annual General
Meeting as circulated be taken as read and confirmed.
D. Dixon-Mclver/B. Main

Annual Report
It was resolved that the Annual Report be received.
B. Edwards/B. Main

Speakers on the Annual Report included K. McLoughlin
(Fellowship), D. Pees (Membership), D. Dixon-Mclver
(Publications), J. Parker (Awards), W. Wilson, M. Donnell, J.
Aitken, G.D.C. Meads (Negotiations), B.T. Edwards (Technical
Assistants Examinations), K. McLoughiin (Education), M.
Young (Laboratory Assistants) and D. Reilly (Continuing
Education).

It was resolved that the Annual Report be adopted.
B. Edwards/G. Cameron

Financial Report
It was resolved that the Financial Report be received.
D. Reilly/A.D. Nixon

Other speakers on the Financial Report included M. Lynch and
D. Pees.

It was resolved that the Financial Report be adopted.
D. Reilly/D. Dixon-Mclver

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

President Mr C. Campbell

Vice Presidens Mr K. McLoughlin & Mr W. Wilson
Secretary Mr B.T. Edwards

Treasurer Mr D. Reilly

Regional Representatives:

Auckland Mr D. Pees

Central North Island Mrs M. Young

Wellington Mr J. Elliot

Christchurch Mr P. McLeod

Dunedin Mrs J. Parker

Presentation of Awards
The following award winners were announced and the awards
presented by the President:-

Certificate Examination Awards
Clinical Biochemistry Miss J.A. Duncan

Haematology Miss S.W. Boag
Microbiology Mrs J.M. Wright
Immunohaematology Miss M.M. Phipps
Immunology Ms S.G. Feeley
Virology MrW.T. Gee

Miss A.J. Letham

Specialist Certificate Examination Awards

Nuclear Medicine

Clinical Biochemistry Mrs D.L. Bell
Haematology Miss M. Janssen
Microbiology Miss K.M. Pitts
Immunohaematology Mr 8.M. Henry
Histology Mr G.A. Patton
Cytology Mr C.N. Bowden
Cytogenetics Mrs N.A. Monk

Qualified Technical Assistants Awards

Immunohaematology Miss L. Burrows

Clinical Biochemistry Miss J. Williams
Haematology Miss F. White
General Certificate Miss J. Cunnington
Medical Cytology Mrs M. Howe

Medical Microbiotogy Miss L. Groom
Journal Awards

Roche Products Microbiology Award Mr M. McCarthy

Hilder Memorial Award Mr G. Storey
Special Awards

NZIMLT Scholarship Mr S.M. Henry
Eli Lilly Microbiology Schoiarship Mr G. Mills

Annual Scientific Meeting Best
Trade Exhibit Award Boehringer Mannheim
Limited

Wellcome (NZ) Ltd/NZIMLT

International Travel Award Mr K. McLoughlin

Honoraria
It was resolved that no honoraria be paid.
B. Main/D. Dixon-Mciver

Auditor
It was resolved that Deloitte, Haskins and Sells be appointed
the Institute Auditors.
D. Reilly/D. Pees
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1987 Annual Scientific Meeting
Mr P. Mcleod proposed that the 1987 Annual Scientific
Meeting be held in Nelson. There were no other nominations
and the decision was met with acclamation.
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There being no further business the meeting closed at 4.55 pm.

C.H. Campbeli
Chairman

Minutes of the Special General Meeting of the New Zealand Institute
of Medical Laboratory Technology Held in Palmerston North
on the 13 August 1985 Commencing at 4.55pm.

Chairman
Mr C. Campbell

Minutes
It was resolved that the minutes of the Special General
Meeting held on the 16 August 1984 be taken as read and
approved.
J. Elliot/l. Buxton

Business Arising
Mr Elliot reported on and distributed samples of the
Registered Medical Laboratory Technologist badge recently
approved by the Council.

Remits
1. It was moved J. Elliot, seconded D. Reilly that Rule 7{(c) be
amended to read:

(c)Every Fellow or Associate who is registered with the
Medical Laboratory Technologists Board, shali be entitled
upon proof of registration and payment of the appropriate
fee, to receive a “Registered Medical Laboratory
Technologist Badge” from the Institute.

And the following subclause added:

(d)Every Diploma and Badge shall be issued under the seal of
the Institute and shall be in such form as the Council may
from time to time determine, and shall be the property of the
Institute, and upon the Member ceasing to be a member
shall be recoverable on demand.

The motion was carried on a show of hands.

2. It was moved W. Wilson, seconded D. Pees that Policy
Decision number 6 be reaffirmed.

Policy Decision No. 6 {1979/82). That the Council must be
informed in advance of national workshops, seminars or
similar gatherings which are being conducted under the aegis
of N.Z.I.M.L.T. Branch organisations.

The motion was carried on a show of hands.

3. It was moved D. Phillip, seconded M. Crowther that the
meeting instruct Council to investigate the formation of a
separate organisation to handle negotiations and industrial
matters for medical laboratory workers, and to report back to
the membership with proposals for consideration at the next
Special General Meeting.

The motion was carried on a show of hands.
4. It was moved A. Pratt seconded E. Johnson that the category

of Laboratory Assistant become known as Medical Laboratory
Technician.

After the counting of hands and proxies the motion was
declared lost with 142 for the motion and 133 against which
meant it failed to reach the required two thirds majority.

5. It was moved A. Pratt seconded P. Clarke that the voting
system be changed to postal voting on circulated remits.
The motion was declared lost on a show of hands.

6. 1t was moved A. Pratt seconded I. Steed that this meeting
instruct Council to reintroduce the Q.T.O. examinations.
The motion was declared lost on a show of hands.

. It was moved D. Pees seconded |. Guild that the Institute

waives the provision under rule 9(c), relating to subscription
arrears for the current financial year. This will enable those
members whose membership has lapsed and wish to rejoin, to
do so without incurring a possible penalty fee.

The motion was declared carried on a show of hands.

. Iltwas moved J. Aitken seconded M. Murnane that the NZIMLLT

negotiate for a sole charge responsibility allowance for
laboratory staff working outside normal working hours while in
sole charge of the laboratory for emergency and urgent
services.

The motion was declared carried on a show of hands.

General Business

1.

It was moved W. Wilson seconded D. Pees that a $10,00 levy
be made on all Fellows, Associates, Members and
Complimentary Members of the Institute to meet the cost of
retaining an industrial advocate.

It was moved E. Norman seconded G. Cameron that the
motion be amended to increase the $10.00 levy to $30.00.
After discussion the amendment was put to the meeting and
declared lost on a show of hands.

The original motion was then put to the meeting and carried
unanimously.

. It was moved D. Dixon-Mclver seconded D. Pees that Council

investigate the composition of Council so it better reflects the
distribution of the membership.

The motion was carried on a show of hands.

. It was moved A. Pratt seconded M. Aldcroft that the

composition of NZIMLT negotiating committees established
after 12 August 1985 should consist of two laboratory
technologists, two laboratory assistants and 1 person
nominated by the Executive Committee who shall act as a
Chairman.

After discussion the motion was put to the mesting and
declared lost on a show of hands.

. It was moved M. Lynch seconded D. Pees that this meeting be

pleased to note the presence of four of our colleagues
attending the Scientific Meeting from Fiji.

The motion was carried with acclamation.

. Mr C.S. Shepherd then proposed a vote of thanks to the

Chairman which was carried with acclamation.

There being no further business the meeting closed at 6.21 pm.

C.H. Campbeli
Chairman
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NEW PRODUCTS & SERVICES

NEW SINGLE VIAL TRIGLYCERIDES GPO REAGENT

Bio-Rad ECS Division has announced the development of a
new Triglyceride GPO Reagent with single-vial capability to
speed assays. A definite improvement over other currently
available triglyceride reagents, the Bio-Rad product requires no
stopping reagents, and results can be read after only five minutes
incubation at 37°C. This five minute assay requires just one
vortexing step and uses a liquid standard for increased
convenience. This makes the product the fastest reagent
available today.

Bio-Rad Triglycerides GPO Reagent is an enzymatic method
employing the Trinder Colorimetric reaction through glycerol
phosphate oxidase. The test requires only 20ul of patient serum or
plasma, and results maintain excellent correlation with other
major triglycerides methods on the market. It is linear up to 1000
mg/d!.

Competitively priced, Bio-Rad Triglycerides Reagent is
designed for the cost-conscious lab that requires fast test
turnaround time. The product features a two-year shelf-life for the
reagent and standard, with two week reconstituted stability for
the reagent when maintained at 2 - 8°C.

Applications currently available are : Roche COBAS-BIO,
Centrifichem 400, ABA 100, Hitachi 705. Other instrument
applications are forthcoming.

Bio-Rad Triglycerides GPO Reagent is available in 4 x 25ml of
lyophilized reagent and 1 x 3mi liquid glycerol standard. Bio-Rad
ECS Division manufactures chemistry reagent kits and a
complete family of controls for Immunoassay, Therapeutic Drug
Monitoring, Urine, Haemoglobin Am' Anemia and Spinal Fluid
testing, under the brand name LYPHOCHEK.

For further information, please contact:

Scientific Products Division, Smith-Biolab Limited,
Private Bag, Northcote, Auckiand.

Phone: Auck. 483-039 — Well. 637-099 — Ch.Ch. 63-661
or circle 77 on Readers Reply Card

“RUBELLA” BOTH ANTIBODIES 10 MINUTES TOTAL
FROM SERUM SAMPLE

Introducing the Rubella screening revolution priced in line with
the Health Department Schedule.

“Rubascan” Card Test from Hynson Westcott and Dunning, a
Division of Becton Dickinson, is a passive latex agglutination test
for the qualitative detection and/or quantitative determination of
serum antibodies to Rubella virus.

The kit contains ready to use reagents and the entire procedure
can be performed at room temperature. The latex agglutination is
clearcut which makes results easy to interpret and reduces
rubella antibody screening time by 30%. A special 50% trial offer
of one kit — 100 tests. Cat. No. BBL 8617-01.

For further information, please contact :

Scientific Products Division, Smith-Biolab Limited,
Private Bag, Northcote, Auckland.

Phone: Auck. 483-039 — Well. 697-099 — Ch.Ch. 63-661
or circle 78 on the Readers Reply Card

STAPHAUREX

Wellcome diagnostics announce the availability of Staphaurex,
a rapid latex test kit for the identification of Staphylococcus
aureus employing fibrinogen and IgG coated to the latex surface.

Most strains of Staph. aureus produce coagulase and protein
A, although some strains produce only one of these factors. Most
other staphylococci produce neither factors.

Coagulase interacts with clotting factors in plasma whilst
protein A has a specific affinity for the Fc Moiety of
Immunoglobulin G. Essers and Radebold demonstrated that
Staph. aureus cultures possessing these factors couid be
identified using plasma coated latex particles, which clumped in
their presence in a rapid slide agglutination procedure.

The Wellcome latex reagent has improved on this procedure
and consists of polystyrene latex particles which have been
coated with fibrinogen to detect coagulase and immunoglobulin
G to detect protein A.

When this reagent is mixed on a slide with Staph aureus
organisms, rapid strong agglutination occurs.

Wellcome Diagnostics Limited, P.O. Box 22-258 Otahuhu,
Auckland.
or circle 79 on the Readers Reply Card

199

LIQUID PYRONEG — LABORATORY DETERGENT

Specially formulated for routine laboratory cleaning, Liquid
Pyroneg is designed to remove soils particuiarly encountered in
laboratories, hospitals, clinics and surgeries. Liquid Pyroneg is
extemely effective in removing organic contamination such as
blood, tissue, animal fats, food residues etc from laboratory
glassware, plasticware, instruments and vitreous enamelled
surfaces.

Liquid Pyroneg does not interfere with delicate testing, its free
rinsing qualities ensure clean, residue free equipment. Evaluated
by an independant N.A.T.A. registered laboratory, it has been
found to be pyrogenically negative.

Liquid Pyroneg is supplied as a concentrated, ready to use,
liquid packed in 5 litre containers. Full information is available
from the New Zealand distributors:-

Kempthorne Medical Supplies Limited, P.O. Box 1234,
Auckland. Phone - 775-289
or circle 80 on the Readers Reply Card.

NEW ADDRESS
New Zealand Diagnostics Limited will be moving on October 1
to larger premises at
7 Kings Crescent Lower Hutt
P.O. Box 30-683 Lower Hutt
Telephone (04) 660 840

New Zealand Diagnostics are agents for Gilford Chemistry’s,
and Controls (previously Ortho Controls), Gilford electrophoresis
equipment and consumables, spectrophotometers and
biochemistry analysers. Corning R.LA. systems (“Magic” and
Immuphase), Kone biochemistry analysers, Contraves
haematological analysers, James Hardie plastics, and Greiner
evacuated tubes and specialised medical plastics.

BILIRUBIN CONTROL

Paediatric Bilirubin Control Packaged 10x3mi Product Code
9754 — paediatric testing should be fast and reliable. Fast,
accurate and precise results require an efficient dependable
control. Gilford now offer the first paediatric control — an
extended reconstituted stability control product that meets
paediatric testing needs. Key levels of paediatric constituents are
assayed by current methods to give dependable control values
for your stat and routine testing as well as elevated total and direct
bilirubin values.

This product supersedes Gilford’s (formally Ortho} Elevated
Bilirubin Control product. For further information please contact
New Zealand Diagnostics Limited, 27 Kings Crescent, Lower
Hutt, P.O. Box 30-683 Lower Hutt. Telephone (04) 660 840. Or
circle 86 on Readers Reply Card

NEW LAB BENCH TECHNOLOGY SEES INTRODUCTION OF
‘DESK TOP’ CAPABILITIES FOR CHEMISTS

Conducting sophisticated chemistry experiments without
stepping into a laboratory is the role of MacChemistry, a unique
computer software development that allows teachers, students
and technicians to bypass physical laboratory experiments.

MacChemistry is the exclusive product of Auckland based
software developers Southern Software Ltd., whose software
systems already are widely used in the United States.

Designed for use with the Macintosh micro-computer,
MacChemistry provides the professional realism of chemical
experimentation using only a desk top monitor.

Unlike physical lab experiments, MacChemistry allows the user
to stop, advance or go back one or more stages of an experiment,
at the simple press of a button.

The system features a rich resource of carefully delineated
illustrations — from crystal lattices to quick-fit glassware which at
all times results in neat and accurate graphic reports.

The Chemliab is a specialised lab set which provides acids and
bases for multiple and complex ‘on-line’ titration experiments. An
electronic storage tray, ‘Nest’, is included to provide the user with
the facility to create a personalised annotated indexing system.
Intrinsic to the MacChemistry system is an advanced Chemfont
feature with an advanced collation of chemical signs and
symbols. MacChemistry represents an ‘open-ended’ laboratory
system which considerably advances the pace with which
experiments can be carried out with the benefits of quick
reference to previous experiments, recall of experiments by
stages, accurate graphic reporting and valuable build up of
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graduated information which can be stored, without tedious
report writing.

MacChemistry was officially launched in the United States on
August 21 on the Apple Computer Company stand at the
Macintosh Computer Fair in Boston.

Southern Software’s American associate company, Fortnum
Software Inc of Sierra Madre, California will be spearheading the
marketing arrangements in the U.S.A. for the New Zealand
produced MacChemistry software. Further enqguiries: Southern
Software Ltd, 58 Symonds Street, P.O. Box 8683, Auckland,
phone 778-525.
or circle 81 on Readers Reply Card

COLORZYME — THE ANATEST

New Zealand Diagnostics Limited wish to announce the
availability of Colorzyme — the ANA test that you can read on a
light microscope from Immuno Concepts.

Colorzyme is for the detection of anti-nuclear antibodies. Anti-
nuclear antibodies are related to SLE and other systemic
rheumatic diseases. Patterns exhibit a sharp 3 dimensional, high
detail appearance that is easy to read. The low background
means less fatigue for your eyes. All required reagents are
provided, including ready-to-use liquid controls (4 patterns) and
liquid Horseradish Peroxidase conjugate in a work station
package. This gives convenience as well as an exceptionally high
quality ANA reagent system. The HEp-2 patterns are easy to read
and permanent because they don’t fade. There are 4 positive
controls in every system for pattern and system verification. A
protective moat reduces dangers of cross contamination. The
stabilized colour reagent is ready made. The Colorzyme system is
packaged as follows :

150 Determinations 15 10 well slides — Catalogue No.4150
40 Determinations 10 4 well slides — Catalogue No. 4040

For further information please respond to New Zealand
Diagnostics Limited, P.O. Box 41-007 Wellington.
or circle 83 on the Readers Reply Card.

TECHNICON INTRODUCES NEW GENERATION OF
AUTOMATED CLINICAL CHEMISTRY ANALYSERS AT
INTERNATIONAL CONGRESS IN PARIS.

A revolutionary new analyser technology recently made its
debut at an International Congress in Paris. Scientists from all
over the world gathered on May 21 and 22 at the Maison de la
Chimie for Technicon Instrument Corporation’s introduction of
the next generation of automated selective analyzers, the
TECHNICON CHEM 1 SYSTEM.

Based on CAPSULE CHEMISTRY, a radical and simple new
technology, the CHEM 1 system is the first analyzer capable of
performing efficient discrete testing at high speed.

“The development of the CHEM 1 system will revolutionise the
practice of laboratory medicine”, stated Dr. Louis Foissac,
President of Technicon’s International Division. “For the first time
we can perform discrete assays on microsamples, at high speed,
without sacrificing accuracy or precision”.

CAPSULE CHEMISTRY uses only 1 ul of sample per test, about
the minimum required for the methods. The CHEM 1 system
doesn’t slow for probe washing or batching. It carries out all its
analytical operations in a single pathway, at up to 1,800 tests per
hour.

No reagent preparation is required for the CHEM 1 system. All
reagents for a particular method are prepacked in a single reagent
cassette holding a quantity sufficient for up to 1200 tests. Once
the cassette is loaded into the system’s refrigerated reagent
carousel the reagents remain stable for up to 30 days.

The system forms an oil capsule a few millimetres long, around
the initial sample aliquot and the 14 ul of reagents necessary for
the first of the tests that have been ordered. Seconds later it has
created new customised sample/reagent capsule for the next in
the sequence.

The operator can choose from a test menu of 35 on-board
methods, including three electrolytes by ISE, that can be run in
any order. The CHEM 1 system runs both end point and rate
reactions. Non isotopic immunoassays will be available for the
system. Results are read colorimetrically or nephelometrically.

The capsules are confined to one analytical pathway from
sampling to readout. All reagents and sample transport, blanking,
mixing and reactions take place in a Teflon* tube 1-1.5mm in
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diameter. Reactions are monitored and read directly through the
walls of the tube itself.

For further information contact: Technicon Equipment Pty Ltd,
P.O. Box 52144, Auckland.
or circle 84 on the Readers Reply Card

AUSTRALIAN SPECTROPHOTOMETER SYSTEM
RELEASED AT THE PITTSBURGH CONFERENCE

A totally new concept in atomic absorption analytical systems
was launched world-wide by Melbourne-based Varian Techtron
at the Pittsburgh (USA) Conference on Analytical Chemistry in
February.

Totally designed and manufactured in Australia the system,
known as SpectrAA, features ‘central control’. A single computer
terminal is the sole point of interface between the operator and all
components of the system. This concept provides a high level of
automation, data handling and flexibility, while at the same time
simplifying operation. The system includes a user oriented
protocol — requiring the operator to simply “fill-in-the-form’ to set
up even the most complex analysis.

The SpectrAA-40 model provides for fully automated analysis
of up to 12 elements using flame, furnace and hydride
atomization. The extensive software available provides such
capabilities as graphics, error detection, data storage, editing and
archiving to floppy disk. Of particular value is the ability to
generate complete reports of an analysis — reports configured by
the operator to include as much or as little information as may be
considered appropriate for the expected audience.

With advanced capabilities in atomization— flame, furnace and
hydride — and the most extensive data management software
available, SpectrAA is indicative of future trends in AA
instrumentation.

Varian Techtron is based in Melbourne and is the world’s
second largest designer and manufacturer of atomic absorption
instrumentation.

For further information contact: Wiltons, P.O. Box 31-044,
Lower Hutt.
or circle 85 on the Readers Reply Card

NEW AGENTS FOR AMICON IN NEW ZEALAND

New Zealand Medical & Scientific Lid is pleased to announce
that it is now the sole New Zealand distributor for the laboratory
eqguipment developed and manufactured by Amicon Corporation.

Amicon’s equipment encompasses the fields of membrane
technology and chromatography for the identification,
concentration, purification and separation of substances over a
wide range of clinical and research applications. Included in the
range of products of interest to medical laboratories are:

Centricon Disposable Microconcentrators

Amicon’s Centricon Microconcentrators provide fast, efficient
concentration of small-volume solutions (2ml or less) containing
proteins, enzymes, nucleic acids, and micro-organisms.
Designed for use in centrifuges with fixed-angle rotors, these
completely self-contained devices feature simple operation, high
recovery, and convenient sample storage; all in a low-cost,
disposable unit. Two ready-to-use models: Centricon-10 (10,000
MW cutoff) and Centricon-30, (30,000 MW cutoff) are available.

Sample concentration is accomplished by ultrafiltration
through a low-adsorption YM membrane contained in each
concentrator. Centrifugation time is just 30-60 minutes. Use of a
fixed-angle rotor provides polarization control, guaranteeing
consistently high flow rates. In addition, a deadstop at 25-40ul
prevents filtration to dryness. Unique centrifugal recovery of the
concentrate assures minimal loss of sample. Centricon’s design
permits rapid desalting or buffer exchange, with simuitaneous
concentration, within a single device.

Each model is offered in 24-unit packages, with bulk packs of
100 and 300 also available. A special starter kit with 12 Centricon-
10 and 12 Centricon-30 may also be purchased for evaluation.

CENTRIFREE AND MPS 1 MICROPARTITION SYSTEMS

These devices quickly and efficiently separate free from
protein-bound microsolute in small volumes (0.15 — 1.0ml) of
serum, plasma and other biological samples. Ultrafiltrate with
microsolute is obtained in an easy 5-10 minute centrifugation
step, without sample dilution or change in pH or ion composition.
Multiple samples are conveniently handled under identical
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conditions. Centrifree  micropartition provides maximum
efficiency for multiple sample processing in the clinicai laboratory.
For determination of binding parameters the systems allow
accurate partition of small samples without dilution. This avoids
change in physiologic pH, ion composition, or the unbound
concentration of specific ligand and competitors {metabolites or
related ligands).

New Zealand Medical & Scientific Ltd are also now agents in
New Zealand for Mochida Bilmeter-D bilirubin meters.

For further information contact New Zealand Medical &
Scientific Ltd, P.O. Box 10-131 Balmoral, Auckland 763-432,
or circle 82 on the Reader’s Reply Card.
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¢ AFFTECHNOLOG T

A vacancy exists for a Staff Technologist at the
Taumarunui Hospital with suitable qualifications of
Registered Medical Laboratory Technologist with
Certificate of Proficiency in Haematology or
Immunchaematology an advantage.

For further information, conditions of appointment and
application form please contact:

The Chief Executive

Taumarunui Hospital Board

Private Bag Taumarunui
Closing Date: Open

SITUATIONS VACANT

SALES REPRESENTATIVE

(PART-TIME)
LABORATORY DIAGNOSTICS

A new position has been created to promote our range of
Laboratory reagents to laboratories in the South Island or
Wellington area.

The successful applicant will be able to work hours to
suit and be responsible for managing the territory with
some overnight travel required.

If you have a background in medical technology and/or
Laboratory sales and are capable of working efficiently
without constant supervision you may be the person we
require. Full product training will be given on
commencement and in the future as required to launch
new products.

Remuneration is by way of a generous commission
scheme on all sales with existing business making a good
base income. Own transport essential.

For an initial inquiry please telephone lan Breed (09)
276-1877 or write,

DIAGNOSTICS MANAGER,

WELLCOME NEW ZEALAND, LTD
BOX 22-258, OTAHUHU, AUCKLAND 6

Staff Technologists

At Diagnosti¢ Laboratory, Auckland, we are looking to
increase the number of qualified technologists in most
departments.

Applicants must have certificate, preferably Specialist
Level examinations, but continuing training is available to
the right applicant with plenty of opportunity for
advancement.

The Laboratory is well staffed with about 180 people to
handle an average of 2,000 patients per day. It is also very
well equipped with up to date analysers and modern
computers.

Salaries are according to hospital scales.

Apply to: Dennis Reilly
Diagnostic Laboratory
43, Symonds Street
Auckland. PO Box 5728

or phone collect — 795-225

WORK WANTED

TWO TEMPORARY LABORATORY
POSITIONS WANTED

Two Finnish girls (23 and 27 years old) who have
undergone the Medical Laboratory Technician education
and are currently studying Public Health Administration at
Helsinki University seek temporary positions for about six
months in a New Zealand medical laboratory.

Please send replies to: Miss Tiina Palotie,
Paivankilonkuja 6 as,23
02210 Espoo
FINLAND.

TRAINEE POSITION WANTED

A Sri Lankan medical laboratory technician with 10 years
experience seeks a position as a technologist trainee. His
Sri Lankan certificates are recognised by the Medical
Laboratory Technologists Board as equivalent to the Basic
Training Certificate.

Please sendrepliesto: Mr S. Wijayawardene
877, Peradeniya Road,
Kandy,
SRI LANKA

Technologist Position
Wanted In Microbiology

A 26 year old, single, British-trained Medical Laboratory
Technologist seeks employment in a New Zealand
Laboratory in Microbiology. Qualifications held are ONC in
Medical Laboratory Science, HNC .in Medical Laboratory
Science with elective in Medical Microbiology and FIMLS
in Medical Bacteriology. Three years post qualification
experience. Eligible for registration in New Zealand.

Position sought — Staff Technologist or Graded
Laboratory Officer in Microbiology.

Curriculum Vitae available on request.

Replies to: Bernard Cotton
68 Moorcroft Road
Northern Moor
Manchester M23 OWW
ENGLAND


















