








IMPORTANT LETTER TO THE EDITOR

Dear Sir,
re: 1988 examinations

The letter over the signatures of three Auckland trainees
addresses a number of problems some of which are of
concern to the Medical Laboratory Technologists Board as
well as the trainees.

| have asked the senior examiner in Haematology for 1988
to reply to some of the direct criticisms of the 1988
examination and her reply is as follows:

— Comparison of Specialist and Certificate level Practicals.
These were two very different examinations with different
formats and different expectations. Therefore it is not valid
to try and compare them.

— Relevant information supplied.

It was felt by the examiners and moderator when the paper
was set that sufficient information was supplied to guide
the candidates toward the appropriate tests to be
performed.

— Inclusion of unstained slides.

Unstained slides were provided because of past criticism
that when stained slides were used the quality of staining
varied.

We felt if the candidates stained their own slides we would
overcome this. All of the films 1C were scanned for
presence of microfilaria which can easily be detected in
an unstained film.

— Inclusion of additional instruction pages.

Itis impossible at the time of setting the examination paper
to foresee what additional instructions may be required, so
additional information must be sent at the time of
examination. Each sheet was clearly labelled with the
number of the question for which it was to be used. We are
sorry if the candidates found it confusing. At the time, we
felt it was less confusing to do it that way than to try and fit
all of the information on one sheet.

— Blood samples being 24 hours old.

It is not feasible to send samples to all candidates around
the country and have them arrive in time for the
examination without them being 24 hours old. Therefore
the tests we required to be performed were possible on 24
hour old blood. In the laboratory situation it is often
necessary to use such samples, where another is not
available or the sample is referred from another centre.

— Automated printouts being given instead.

Although in the past automated printouts have
been provided as aninterpretive exercise in their own right
in this situation it was felt that to do so may disadvantage
candidates not familiar with the instrument used.

— Inclusion of an unstable haemoglobin sample.
Unstable haemoglobins are in the syllabus, the test is
routinely performed as part of a haemoglobinopathy
screen. It is possible to complete the test within the four
hours allowed for the examination.
We agree that the result is usually negative but did not feel
that it was inappropriate 1o include a positive result in the
examination.

— Use of a group of screening tests.
The examination was designed to test the candidates
knowledge, not their ability to perform a range of screening
tests. Information leading them towards the correct test to
be performed, including a haemoglobin electrophoresis
strip to be interpreted, was provided.

— The candidates time allocation for the examination.
Part of the examination process is to assess the
candidates ability to organise their time to enable them to
complete the examination within the time available. In
several centres the candidates are required to use
laboratories in different buildings. How this is organised is
left to the examination supervisor but | understand that at
Auckland Hospital extra time was allowed for the
candidate to travel from one building to another.

Further to that answer | would like to point out that the board
has been unhappy about practical examinations for some
time and is intending to move to mastery asessment
techniques in 1990. The log books for this are currently being
prepared and should be available before the end of the year.
Many of the problems alluded to by the writers should then
disappear.

In regards to partial passes this decision had been
promulgated by Newsletter (MLTB) well before and if the
candidates were only aware of this when they received their
results the Board cannot be held responsible for that. The
question as to whether partial passes should have been
reintroduced for 1988 was considered by the Board but it was
felt that more rather than less confusion would have occurred
if an “on-again/off-again” policy had been adopted.

Finally | would like to encourage all laboratories and
students to make use of the examiners reports. Unfortunately
because of the infrequency of Board meetings those are not
available until after the February Board Meeting but | believe
are still of real value. Many of the questions addressed by your
correspondents were in fact answered in the examiners
report.

Yours sincerely,

D.J. PHILIP,

CHAIRMAN

MEDICAL LABORATORY TECHNOLOGISTS BOARD.
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He hoped that, unlike a volcanic mountain here in the North
Island, the meeting did not produce a lot of ephemeral smoke
and steam but nothing more lasting. His hope was, from the
meeting of our two Institutes, that action would occur and that
it would be the forerunner of other combined efforts by our
countries in the South Pacific area.

The meeting established contracts, enabled us to see that
there were common interests, made us wonder why we had
not got together before and generally laid the foundations for
what we now see emerging.

But it was a magical moment, over breakfast at the time of
the second Congress in Sydney two years ago, when those
around the table realised how much we had in common and
how much we wished to work together.

It became the longest breakfast | have ever had, and the
most enjoyable and memorable.

Since then, we have not only exchanged correspondence
but have worked with you in providing assistance to smaller
countries in the South Pacific region and we, the AIMLS
National Executive, have joined you here, at your invitation, for
your meeting and met with your Council to look for other ways
to strengthen our bond.

Was that morning in Sydney in 1986 the time we will
remember as the birth of CPR — Closer Professional
Relations? Four years since Des Philip’s address when CPR
was conceived. A long gestation period it may have been, but
it is to be hoped that the infant will develop rapidly and
strongly.

Let us now look at the differences in structure between our
two Institutes. | have already given you some idea of the
administrative structure of the AIMLS and you know yours. |
don't think it matters much that there are differences in this
area essentially, as long as it does not prevent us from
working together, and | cannot see that as a problem. But
membership requirements, including entry qualifications, are
important and we must move closer in this respect.

Some twenty years ago, largely due to the vision of two of
our more prominent members, John Foley and the late John
Saal, we began a move away from the established
professional qualifications issued by our Institute to a
qualification from the new colleges of advanced education —
a degree in applied science.

So it was that, as of January 1974, the minimum
requirement for corporate membership was a batchelors
degree in applied science or a degree in science in
appropriate subjects from a recognised university.

Lastyear, we introduced a new category of membership —
Intermediate Member — a non-corporate class to recognise
the very important role of the technical officer, those with an
associate diploma from a recognised college resulting from a
minimum of two years study or the part-time equivalent.
Named Intermediate Member to encourage those with the
ability and the opportunity to upgrade their qualifications to
degree status while recognising their years employed in a
technical capacity should they proceed to the Fellowship.

It is interesting to note that the IMLS in the United Kingdom
is now considering a Batchelor of Science entry and the need
for a second tier qualification. No doubt the latter is being
forced on them by economic considerations and the ever
increasing sophistication of instrumentation. At the risk of
appearing impertinent, I suggest you should pursue with great
vigour the establishment of an appropriate degree course at
Otago University.

It is essential that you make this qualification your
requirement for corporate membership. In this way, you will
join us as we meet new challenges and changes in direction.
Without it,change may be difficult.

| also suggest you should look to replacing your QTA
professional qualification with one from a statutory
educational body. You have this second tier well established
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but you must look to a change in its status. With technological
change, new professions and sub-professions challenge the
expertise of the traditional profession. We may criticise those
who may have been described as professional colleagues of
Thos Pullar, but lack his professional largesse. Yet we also
must be carefut not to similarly adopt a stifling “what we have,
we hold” attitude.

Further to that, we have begun to broaden the base of our
corporate membership to cope with changes in laboratory
boundaries. Again | refer to the IMLS which, in a recent
review, questioned the wisdom of not including physicists in
their membership.

It was Francis Bacon who wrote: “He that will not apply new
remedies must expect new evils”.

But we, our Institutes, must maintain our dialogue to ensure
we do not move in different directions.

So where will our Institutes be when those trans-Tasman
shuttles are so commonplace that most people seldom
bother to look skyward? When commuting from Wellington to
Auckland or Christchurch is so easy and rapid that you talk
about the old days when you had to fly there instead of taking
the Silver Moa?

Will we still be going our separate ways while maintaining a
few common projects?

Will we each be prominent bodies within the new Oceanic
or South East Asian economic community?

Will we be a unified professional body — the Oceanic IMLS
or the South Pacific Institute of Clinical Laboratory Scientists?

Or will we have ceased to exist at all?

That baby, conceived in 1982, born in 1986 is growing. It
needs to be nurtured and guided if it is to amount to anything
when it grows up. | am sorry if | leave you with questions. To
understand the situation and then supply the answer requires
genius and | suffer from a serious shortfall in that area.

But you — we — must question and be prepared to
change, or we have no future.
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Table 5: Performance of the CADS assay in a routine clinical
testing situation.

SCREEN RESULTS(CADS)
No.tested  No.HBex IgM+ No.confrmed ~ FP. Specificity (%)
HBc IgM+  rate (%)
1486 97 (6.5%} 72 (4.8%) 17 983
CONFIRMED anti-HBc IgM POSITIVE SERA
Method CADS Corzyme-M
No. positive 72 72
Mean log S/CO£SENs 04420.02 0453003
DV. 225 200

FP: false positive; DV: discrimination value; NS: not significant (>0.05).

presenting to clinicians with symptoms of viral hepatitis in the
Auckland region (Figure 1).

Routine clinical testing demonstrated that the CADS assay
is likely to produce false positive results in the order of 1.5% to
2.0%. However, in the group of confirmed anti-HBc IgM
positive sera (n=72) there was no significant difference
(P> 0.05) between the mean log S/CO ratios generated by
the two assay systems (Table 5).

Discussion

The usefulness of the anti-HBc IgM marker as an indicator
of recent HBV infection is well established (10-15) and there
are reports that demonsirate the high sensitivity and
calibration of the Abbott Laboratories’ Corzyme-M method for
discrimination between the acute and chronic HBV states
(13-15).

The Corzyme-M method has undergone modification
(CADS) to the extent that it can be performed in a microplate
format at a considerable reduction in expenditure. The
modification was standardised on the response
demonstrated by the positive control of Corzyme-M, and,
major variables that affect the O.D. responses of the CADS
assay were (a) the coating concentration of anti-human IgM,
(b) the concentration of BSA in the sample diluent and (c) the
number of days post-coating of microplates prior to use. The
CADS assay was shown to have equivalent sensitivity to
Corzyme-M but during routine use is likely to produce false
positive results in the order of 1.5% to 2.0%. The false positive
production is not associated with factors known to affect igM
serologic technigues (1), therefore pre-treatment of sera with
IgM removing substances such as Staphylococcal protein A
or anti-human IgM was deemed unnecessary (16-17). The
false positive rate can be attributed to the slightly higher
sensitivity of CADS compared with Corzyme-M. In general
the CADS method offers good discrimination of anti-HBc IgM
positive and negative sera from cut-off points as
demonstrated by high discrimination values.

Use of the CADS assay to screen all HBsAg positive sera
and, those sera with accompanying clinical details indicative
of viral hepatitis is vindicated by the fact that over 80% of the
confirmed anti-HBc IgM positive sera fell into these two
clinical groups.

In conclusion, the implementation of the CADS assay tothe
range of serologic tests conducted in the Diagnostic Serology
Laboratory (ARBC) for viral hepatitis has enabled a more
comprehensive service to be offered at a fraction of the cost
if Corzyme-M had been employed for the same purpose. The
CADS method becomes more attractive when it is
appreciated that acute HBV infection is seen to be a rare
occurrence (4.8% of 1486 HBsAg positive sera) which in turn
reduces the need to use Corzyme-M in a confirmatory
capacity.
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positive concepts of health for Maori people. We've
rediscovered the Stage of Cultural Assertion”.

Maori health has come a long way in the last five years and
a common theme seems to be emerging. Many Maori
communities are willing to provide for themselves systems
which they feel will meet their needs. (Pomare, 1986a, p411).

2. Maori Atlitudes To Health

The concept of health from a Maori point of view must be
understood and addressed from a holistic perspective. To
achieve health requires a sense of spiritual, mental and
physical wellbeing which depends on the security of ones self
in relation to ones family and community, as well as the
knowledge and comfort from ones roots and cultural
background (Hui Whakaoranga, 1984, p22).

Te Waiora is a concept that conveys notions of wellness
and wellbeing in its widest physical and spiritual sense. A
Maori philosophy of health has roots in Te Ao Maori, the Maori
Universe, and embodies unity of the mind, body, soul and
family.

This philosophy has four cornerstones as follows:

a) Te Taha Wairua. Spiritual Wellbeing
Te Taha Wairua is the immaterial, spiritual soul of a
person. It determines ones identity, roots and destination
and is present all the time and everywhere. It provides a
dynamic link with ones tipua, tipuna, between members of
a whanau group and which strengthens the taonga/
tikanga values of one’s cultural system.

b) Te Taha Hinegaro: Mental Wellbeing
Te Taha Hinegaro is the mental and emotional aspect of
a person. Central to the concept of Hinegaro is the
principle of Mauri, the vitality spark or life essence of
person. It is the principal that determines how one feels
about oneself. Confidence and self esteem are important
ingredients for good health.

c) Te Taha Whanau. Farnily Wellbeing

Te Taha Whanau is the extended family system that
embraces all whakapapa (genealogical) and present day
neighbourhood support ties. [t is still the principal social,
living and learning unit in Maori society and it is important
that it has the resources and skills to provide the
sustenance, support and an environment that is needed
for good health.

d) Te Taha Tinana: Physical Wellbeing
Te Taha Tinana recognises the physical or bodily
aspect of a person. It is the part that Western medicine
focuses upon and can't be dealt with separately from the
family, spiritual, mental and environmental world of the
Maori (Hui Whakaoranga, 1984, p21-22).

The essence of Waiora is contained in the activities and
dreams of the whanau (family), hapu (sub-tribe) and iwi (tribe)
of the Maori community (Reid, 1985, p4).

Overall the concept of spiritual welfare embraces the vital
principal in man, the breath of life, the concern to his total
wellbeing and the soul of a person that leaves his body at
death (Broughton, 1984, p290).

3. The Cross Cultural Communication Problems Identified
By Research

Differences in attitudes between the Maori and the Western
models of health give rise to cross cultural communication
problems. As Pakehas make up a large majority of HCW'’s
there is a need for an appreciation of culturally related
communication problems that may arise in their work related
interactions with Maori patients.

Western Health Practitioners seeking to improve the health
status of Maori people have tried to do things in Pakeha ways.
They have not sought information about or listened to Maori
people talk about Maori ways of doing things (Kinlock, 1984,
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p21). Most health efforts in the past have been concerned
with the dissemination of health information from a Western
perspective. While Westernisation may have helped to
reduce the incidence of infectious diseases, it has not
provided a congruent set of values or a culturally relevant
framework within which a state of total heaith (Wairoa) might
be realised (Durie, 1984a, p23).

Many Maori people feel that our predominantly
monocultural society results in socio-economic, self esteem
and health care delivery factors which are likely to be the
most important reasons for differences in health status
between Maori and non-Maori people. Insensitivity
concerning ones language, culture and beliefs or any
disrespect towards different health practices may result in a
loss of confidence in standard Western therapy and the bad
experience may be quickly relayed to others (Pomare, 1986b,
p15). The concept of spirituality in healing, a cornerstone of
Maori health is not widely accepted in contemporary
medicine (Durie, 1984a, p14).

People are recognising that traditional Maori health
practitioners and practices are not a thing of the past. We
need to ask ourselves what constitutes an equitable
relationship between traditional Maori healers and Western
Health Practitioners. (Kinlock, 1984, p21).

Maori people wish to have a greater say in decisions
affecting their health, there is a disquiet with existing health
services. Many Maori communities are willing to provide for
themselves systems which they feel will meet their needs
(Pomare, 1984, p8).

Problems needing to be redressed are as follows:

1. The lack of cross cultural communication skills held by
HCW's.

2. The lack of marae/community based health initiatives.

3. Change of culturally insensitive practices and attitudes
prevalent in existing health institutions.

4. The lack of Maori HCW's.

5. Economic problems encountered by Maoris needing
health care.

6. The lack of education of HCW'’s in sensitivity to Maori
culture and practices.

Applications and Solutions to Cross Cultural Problems
Identified

The following section gives a selection of solutions that
could be utilised in minimising or avoiding the problems
identified in the previous section.

Facilitation of Cross Cultural Communication

To facilitate cross cultural communication between
Maoris and non-Maori HCW's, local Kaumatuas (elders) and
tohunga (who are among the most important people in the
Maori world) need to be involved. The skill that they have in
the art of healing complements the skills of the health
professional in the science of healing. (Hui Whakaoranga,
1984, p31). Bazley (1985, pb) stressed the need for HCW’s to
develop a dialogue with Kaumatuas. Elkington (1988),
however feels that some of the Kaumatuas are too shy of
HCW's and scared of hospitals to be helpful in a faciliative
role, and that younger Maori people may need to be utilised.

There is a need for HCW's to use simple ianguage and to
avoid medical jargon. Instructions given need to be clear and
the use of double negatives avoided. Bilingual resource
people should be utilised if language is causing a
communication problem (Hui Whakaoranga, 1984, p24).

An attempt should be made by HCW’s to correctly
pronounce Maori names (Jacogsen, 1985, p8).

Better instructions are needed on how to take medication.
Durie (1984b, p10) questions whether Health professionals
are the right people to give such instructions. He states,
"Maybe our Kaumatua and our Kuia should be involved
here.”
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Daniel (1976) states that in the U.S. the middle class
oriented professional and the poor person represent
divergent fields of experience and hence communication
between them is very difficul. These communication
problems are increased even more when two ethnic groups
are involved. As Maoris are disproportionately represented in
the lower socio-economic bracket in New Zealand (Pomare,
1986b, p13), HCW's need to be aware of this communication
discrepancy.

A meaningful relationship between the tribal Kaumatuas
and HCW's should help to resolve Maori fears of Western
HCW's while at the same time communicating Maori values
and sensitivities to Pakeha HCW's,

The Provision of Marae Based (or Community Based) Health
Care

The marae remains one of the few institutions where tribal
authority is taw. On it nutritional habits, safety measures,
emotional control, mental stress and recreation can all be
modified, and many tribes have introduced deliberate
changes to encourage healthier practices. Marae clinics
operate in a climate which is compatible with the attitudes and
values of the Maori people and both the voluntary and paid
staff can be selected by tribal authorities (Maori Heaith
Committee Report, 1987, p6).

Marae health clinics should be run as self help initiatives by
the Maori Community using professional HCW's as a
resource (Durie, 1984a, p23). The desire to establish marae
based centres should be accepted and understood as valid
expressions of flexibility and choice (Hui Whakaoranga, 1984,
p28). Health promotion depends on the active participation of
people abie to identify their own health needs and priorities. It
doesn't succeed if the enthusiasm rests entirely with HCW's.
Marae clinics can be more relaxed and unstructured than
hospital clinics. The role of the Whanau and Maori values can
be supported and encouraged. Family and marae based
health care can include screening and treatment for
important diseases that affect Maori people and are
amenable to modern medical treatment. e.g. diabetes, heart
disease, obesity etc. The Kohanga Reo can be utilised as a
base for health education and promotion, and on many
maraes this is already being done (Hui Whakaoranga, 1984,
p25).

Thornton (1988) states that community based diabetic
support groups close to the patients residence are helpful in
treating and supporting Maori and Pacific Islander patients.

The Adaptation of Existing Western Health Care Practices
It is necessary for health institutions and clinics to change
their practices to accommodate the cultural sensitivities of
the Maori people.
Changes required are as follows:
— recognition of the role of the extended family in Maori
health.
— allowing patients to bring their families to appointments
(Thornton, 1988).
— make the surroundings of clinics etc more informal and
allow flexible appointment times (Thomson, 1984, p18).
— actively seek Maori input for health decisions especially in
relation to Maori patients.
— use of the tohunga if requested.
— If patients must stay in hospital
— allow free family visitation.
— make the stay as short as possible.
— don't put urine containers, specimen jars etc on food
areas.
— be sensitive to their culture.
— ask whether dying patients would prefer to die at home
with their families.
— facilitate quick release of dead patients bodies to the
family for the tangi.
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The Provision of More Maori Health Care Workers

There is a need for more Maori people to be recruited into
the health professions. There is also a place for semi-trained
people to staff marae and community clinics. This need could
be helped by the following:

— information about health care careers should be
promulgated on maraes and in schools (Hui
Whakaoranga, 1984, p23).

— preferential entry should be given to Maori students into
HCW training programmes.

— more recognition should be given to tohungas and other
tribal health experts.

— some Maori volunteers should be trained to provide basic
health care on the marae and in the communityy. This is
being done in Auckland for treating Maori and Pacific
Islander diabetics (Thornton, 1988). Maori HCW'’s have
more mana with their own tribes than that given to Western
HCW’s.

The Need For Socio-Political Changes

This area is a hard one to handle without direct top level
political intervention. The majority of Maori people are in the
lower socio-economic brackets, 60% compared with 29% for
non-Maoris (Pomare, 1986b, p13).

Because of their economic disadvantage many Maori
people find the expense of medical care, transport to the
doctor, eating of a healthy diet to be beyond their means.
Thus there is a need for Government assistance to subsidise
the provision of Maori health clinics.

The Provision of Sensilivity Training in Maori Culture for
HCW's.

There is a need for non-Maori HCW's to gain a respect and
sensitivity for the Maori culture. This could be done by:

— having marae based, government supported courses for
HCW's.

— having a strong input on Maori culture by Maori people in
all HCW training programmes.

— the informing of HCW’s about practices that Maoris find
culturally offensive.

— the training of HCW's in cross cuitural communication:
both verbal and non-verbal.

— the recognition of traditional Maori health practices and of
Maori sickness (mate Maori) which may result from
makutu (sorcery) or some transgression of tapu and the
role of the tohunga who may be needed to deal with any
infringements against tapu (Department of Health
Circular, 1985).

Recommendations

! would recommend that the solutions suggested in this
report be looked at in order of priority given in it. However
optimum results would be obtained by implementing
solutions in ali six areas.

On a local level (i.e. Nelson region) there is a strong desire
by the Whakatu marae to set up their own marae based clinic
(McKenzie, 1988). This will be done as soon as this new
marae is fully operational.

I would recommend (1) that the Nelson Area Health Board
continue its excellent liaison with the local Kaumatuas and
Maori HCW's to build up a good communication between the
Maori people and the local health providers, and to help in the
setting up of a health clinic on the Whakatu marae.

(2) that the marae be approached to help teach non-Maori
HCW'’s about the Maori culture in the same way they
presently teach Nelson Polytechnic nursing students.

Conclusions
To increase the level of Maori health to that of the non-
Maori, New Zealand population requires a two fold approach.

1., Non-Maori HCW's must endeavour to become more
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NEW PRODUCTS AND SERVICES

DU PONT TO MARKET TEST FOR HTLV-1 ANTIBODIES

The Du Pont Company will market a test to screen donated
biood for antibodies to HTLV-1, a retrovirus that can cause
leukemia and neurological disorders.

Du Pont was given FDA approval to market the test, along
with Cellular Products, whose test Du Pont also will sell.

HTLV-1, which was discovered in 1978, is a major problem
in Japan, where an estimated one million people are infected.
To a lesser extent, it also is prevalent among Japanese-
Americans in Hawaii. Infection also exists in the Caribbean,
Central Africa, and some metropolitan areas of the United
States.

HTLV-1 is believed to have an incubation period of 20 to 40
years before the onset of disease. Not all those infected
progress to the disease state. Adult T-cell leukemia (ATL), a
rare and highly malignant disease, occurs in about 1 percent
of those infected.

A second disease, Tropical Spastic Paraparesis (TSP),
known as HTLV-1 Associated Myelopathy (HAM) in Japan,
also attacks about 1 percent of those infected.

HTLV-1 is spread by the same means as the more virulent
retrovirus HIV that causes AIDS. They are by sexual contract,
exposure to contaminated blood, contaminated needies, and
from infected mothers to nursing babies.

The American Red Cross reports a cross-section of donors
in the continental United States has disclosed an infection
rate of about .02 percent, or one in every 5,000. In Hawaii, the
level is 10 times higher, with an estimated 5,000 to 10,000
people infected.

Du Pont said it would market its own test to high-volume
blood centres and the Cellular Products test to smaller-
volume centres.

DIABETIC TEST CAN HALT KIDNEY DISEASE

Physicians can now test for microalbuminuria to determine
whether a patient with diabetes is at risk of developing kidney
disease.

A simple one-minute diagnostic test, which has been been
developed for use by physicians, can detect increased levels
of albuminin urine within the five to 10 “silent” years of kidney
disease before overt symptoms appear.

Preventive action can then be taken that may reverse or
slow the progress of the disease that affects half of diabetic
patients.

The new test. micro-bumintest, tests for small amounts of
the protein albumin in urine. It uses a reagent tablet which is
then compared with a colour chart to determine whether an
abnormally high level of albumin is present. indicating
mircoalbuminuria — the forerunner of proteinuria.

Fortype Il diabetics the test can also help predict if they are
at risk of developing other diabetic complications, including
heart disease.

Several laboratory methods have been used to test for
microalbuminuria, but they have proved expensive and time-
consuming, says the Diagnostics Division of Miles Inc USA
which has developed the new test. Typically lab specimens
must be sent to a reference laboratory which can delay
results for several days — "this new test makes monitoring for
kidney disease that much easier for physicians and their
patients with diabetes”.

Leading diabetologist Dr Giancarlo Viberti, of Guy's
Hospital in London, recommends patients with type | diabetes
should begin testing for microalbuminuira five years after the
initial diagnosis of diabetes. It is during this period that
symptoms would develop to a point where microalbuminuria
could be detected. Testing should be repeated at least
annually.

Patients with type Il diabetes should begin testing at the
initial diagnosis of diabetes, since the length of time they have
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had the disease is unknown, and should continue at least
annually.

Treatment regimes for arresting kidney disease include
tight blood sugar control, antihypertensive therapy and
modification to the diet to reduce protein intake.

For further information please contact George
Bongiovanni, New Zealand Regional Manager, Miles
Australia Pty Ltd, Tel (09) 795-540.

NEW INVERTED MICROSCOPE ID 03 FROM CARL ZEISS
RAISES FLEXIBILITY, LOWER COSTS

Small, versatile and economical, the new Zeiss ID 03
rounds off the Zeiss line of inverted microscopes.

The 1D 03 inverted microscope features a new 6V. 20W
illuminator with a diffusing disk that assures even illumination
in brightfield techniques. It contains an aperture tris
diaphragm and a 3-position slider that makes possible instant
changeover from brightfield to either of twophase contrast
technigues.

The ID 03 uses standard Zeiss objectives. A 0.6 n.a. front
lens is optionally available for brightfield applications with
objective apertures higher than 0.4 n.a.

The new illuminator has a working distance of 70mm, at 0.3
numerical aperture; and its housing is flip-top designed for
quick and easy access to the bulb ifit needs replacing.

For more information contact: Carl Zeiss Pty Lid, 114
Pyrmont Bridge Road, Camperdown, NSW 2050.

NEW APPOINTMENTS

Miles Australia Pty Ltd, New Zealand regional office, have
appointed Mr Bob Roy as their territory manager for the South
Island, based in Christchurch.

Bob was formerly with KMS and has a wealth of experience
in the health care and diagnostic market. Primary
responsibilities will include the development of the home
health care business as well as hospital based diagnostic
products.

















