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SHERYL ROUNSIVILL

District Councillor’s Message
Another year has come and gone, it was a terrible year for fire and rain, while the Eastern side of
United States was flooding and bitter cold the Western side of United States was on fire. I do hope
that 2018 is a better year all around. It is now time for the February meeting of the National BOD
and all of the District Councillor’s. This meeting is always filled with information.
•

•
•

•
•
•

•
•
•

The National meeting will be in Washington D.C. this year July 1- 6, 2018. The format of the
program will be the same as last year - all educational programs are at the beginning of week,
leadership on Wednesday and the AMT business meeting at the end of week. This year’s
convention will start on Sunday and end on Friday. Do not forget there are several workshops
on Sunday. Annual Convention for 2019 will go back to the old way and be a weeklong.
Washington D.C. will be very exciting since we will be there to watch the fireworks also. My
hope is that many of you can attend Washington D.C. It is a time to learn, do our business and
reconnect with our AMT family. Here is some information I would like to share with you.
Early bird registration form for Washington D.C. is online now.
The welcome party will be wine and cheese only from 7:00-8:00pm and dancing from 8:0010:00pm.
Be sure to track your CCP’s with AMTrax, about 10% of members get audited, don’t lose your
membership by not tracking.
Reminder for your state meetings you need to get all your scientific speakers pre-approved
through Camille Murray, at least 1-2 weeks prior to the meeting.
If you haven’t completed or updated your by-laws please do so, they must go to Kim
Cheuvront, Judiciary Chair, for approval prior to posting them on website. Once approved
please send me a copy also.
Your state society publications are online so do visit your state web page, there will only be 2
years’ worth from now on.
2019 Annual Convention will be held in Great Lakes District.
In Washington D.C. look for a message on the board at the registration area to find where I can
be located. Please feel free to contact me if you would like to meet with me.

This is the beginning of my third year as your District Councillor. It remains my privilege to serve
you.
Sheryl Rounsivill, RMA, RPT, CMAS, AHI
Western District Councilor
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VIRGIL MARCHAND

President’s Message
Welcome to the New Mexico State Society (NMSSAMT).
The Spring Educational and Business meeting is scheduled for April 21, 2018 at Pima Medical Institute West on 8601 Golf Course Road NW in Albuquerque. We plan on having registration starting at 0830
with the first session at 0900. The Business and Board meetings of the State Society will start around
1200, with lunch provided. Remember the state society belongs to you and you have an equal voice on
how we conduct ourselves. I hope to see you there.
Join me in congratulating our Dental Assistants as we celebrate their week, March 4-10 and Medical
Laboratory Professionals Week April 22-28.
Our 80 th National Educational and Business Convention meeting for this year is in Washington DC from
July 1 – 5. Time has been set aside for you to attend a July 4th fire work display. If you have never been to
a conference, please make every effort to attend one. It is an experience you will never forget. Next year’s
convention will be in Chicago July 1 – 5, 2019. Place to be announced later.
Show your AMT pride be using your professional credential plus (AMT) in your signature block. This
addition to your credential shows your AMT pride and helps distinguish your AMT certification from
other organization’s credentials.
AMT is in partnership with the American Kidney Fund (AKF) to help fight kidney disease. AKF offers
financial and educational support to people who are affected by this disease. As an individual, you can
learn how to be involved on the AMT web site. You will be notified when AKF will be in your area so
you can help with this worthwhile cause.
I look forward to hearing and meeting with members at a State meeting. If you have any suggestions on
improving our state society or need information you are not able to find on the AMT web site, please
contact me.

Top: Virgil welcoming the guests, participants, and speakers during
our Fall 2017 meeting. Right : Virgil holding the New Mexico State
Society Honor Roll Certificate.
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Editor’s Message
Hello AMT family! Welcome to the Spring/
Summer 2018 edition of our journal. I can now
feel the aroma of spring and I am looking forward
to summer outdoor activities. Thank you for
taking the time to visit our journal which informs
you of what our state society is doing and also
gives you a glimpse of New Mexico’s culture and
landscape. This issue has a lot of new, interesting
features. I love nature and photography and I have
become part of a Facebook group of photographers
called “Capture the Beauty of New Mexico” where
we share New Mexico landscape pictures. The
group members have graciously given permission
to publish and share their amazing pictures, so our
journal coverage goes statewide with our new
section “New Mexico Landscape.”

“The right attitude will lead you to the right
altitude.” I reached the peak of one of the
mountains realizing the elevation was around
12,000 feet. I do not have acrophobia but being a
beginner in snowboarding, I realized that my
attitude while I was on top will either destroy me
or deliver me. I had to stay positive and remain
focused to make it back to the base safe. In the
same way, when the role of editor was offered to
me a year ago, had I not approached that
opportunity with the right attitude, I would not
have reached this altitude and missed all the
blessings that go with the task.
The featured article in this issue is about blood
transfusion & compatibility testing which is an
important role that medical technologists routinely
perform in Blood Bank. Medical Technologists
are good matchmakers and detectives, making
sure that the blood components being given to
patients are compatible and safe. Lastly, I have
reached out to more writers and authors and we
have new article contributors by the name of
Lindsay Sydney Fajardo and Laurel Christensen.
Enjoy reading our Journal! Be blessed, be
informed, and be inspired!

When it rains, it pours! Congratulations to
NMSSAMT Team for our journal’s third place
win! Kudos to our teamwork and dedication! The
saying “Success will not happen without U”
proves to be true indeed! Gretchen has been so
helpful and supportive while I was transitioning to
this new milestone in my career of being an editor.
I missed the July meeting in Kansas, but Virgil
provided all the pictures needed to make our
journal complete. Yes, when it rains, it pours!
Blessings have been overflowing which
encouraged and challenged me more as an editor,
now I am inspired to write and edit. First, can you
imagine that our AMT President, Jeffrey Lavender,
read our journal and gave me helpful tips and
positive feedback? Then, one of the articles in our
spring 2017 journal “Global Medical Technologists” was featured in June 2017 AMT events, and
now our Journal won third place! While I was
skiing and snowboarding at Winter Park Resort in
Colorado last January 2018, I coined the quotation

Jojo Naval snowboarding at Winter Park Resort
(Photography by Johnna Irwin)
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FEATURED ARTICLE

Scientific Article
BLOOD TRANSFUSION AND COMPATIBILITY TESTING
(Safety and Staff Competency)
Blood Donation and Screening
(Donor and Recipient Safety)
A drop of blood can reveal a lot about a person’s
genetic make-up, health status, eating habits, and
even race. The Bible mentions in Leviticus 17:11
that “a person’s life is in the blood.” In the Old
Testament time, blood was used as a symbol of
sacrifice for sins to be forgiven through the death of
an animal. The blood used for the offering was not
an ordinary blood; it was supposed to be “without
blemish” meaning clean. Moving forward to the
21st century, blood is freely given through
“voluntary offering” to unknown recipients to
sustain or save lives. We call this volunteer blood
donation. Blood is essential to our daily living and
existence. Every day we know that somebody needs
blood. An adult can have an average of 5 Liters of
blood in their body. Only 500 milliliter (1 pint) is
taken during donation. A single donation can help
more than one person since one blood bag can yield
4 components: packed red blood cells, platelets,
plasma, and cryoprecipitate. An accident or
condition that causes bleeding or a hemoglobin level
of less than 6.0 g/dL triggers a need for blood
transfusion. Since blood can’t be synthetically
manufactured, blood donation has become the
important source of blood (and its components) for
transfusion. According to the American Red Cross,
the number of blood donors in a year in the U.S is
6.8 million. American Red Cross further states that
38 percent of U.S population is eligible to donate
but only 10 percent donate each year. A person’s
willingness to donate blood is not the end of the
story; your blood should be without “blemish,”
meaning you must be free from any infectious

diseases that you may transmit to your unknown
recipient. In addition, before donating blood, you
have to register and complete the medical history
questionnaires
as an initial screening tool to
determine if you are qualified to donate. This is a
bidirectional approach to safety; the goal is for the
safety of the recipient by preventing transmission of
infectious disease and at the same time looking at the
safety of the donor who might not be in perfect
condition to donate blood.
Donated blood is
screened for the following infectious diseases:1
1. HIV antibody and antigen (anti-HIV-1,
anti-HIV-2) and HIV-1 nucleic acid testing.
2. Hepatitis B surface antigen
3. Hepatitis B core antibody
4. Hepatitis C antibody (anti-HCV) and HCV NAT
5. Human T-cell lymphotropic virus antibody (antiHTLV-I and -II)
6. Serologic test of syphilis
American Red Cross includes Trypanosoma cruzi,
Bebesiosis Antibody and NAT, and West Nile Virus
NAT in their multiple infectious screening markers.
Recently screening donors for Zika virus was added
in the screening panel before blood is said to be safe
for transfusion.

Zika negative
Packed RBC

(Continued on next page)
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(Continued from page 7)
From Donation to Distribution (A Life Saving Process)
If you are curious to know the process from donation to delivery of blood to hospitals, the American Red
Cross has laid out 5 important steps on their website (www.redcross.org):2
Step 1: Donation
The donor registers and health history assessments are completed. If you passed the screening checklist; a
pint of blood is drawn in donor bag and tubes for testing. Donor units are labeled and stored at 6°C and
transported to the processing area.
Step 2: Processing
The units are labeled and entered into database and processed-centrifuged to yield – packed red blood cells,
platelets, and plasma. Red cells and platelets are further processed to leuko-reduced and plasma becomes
cryoprecipitate and fresh frozen plasma.
Step 3: Testing
While Step 2 is happening, testing of blood samples for infectious disease and blood typing are being
performed at the same time. Any donor unit that has a “positive” result in any on the screening will be
discarded and the donor notified.
Step 4: Storage
Units that are suitable and safe for transfusion are stored based on the component storage requirement.
Packed red cells are stored at 6°C for up to 42 days. Refrigerator temperature are being monitored and
recorded on a daily basis. Platelets are placed in an agitator at room temperature; this is good for 5 days.
Plasma is stored frozen and is good for a year.
Step 5: Distribution
Units are delivered to the requesting facility-hospital
Compatibility Testing
(Medical Technologists are Match Makers)

Blood bank is not a famous section in the
laboratory, for not all medical technologists like to
be assigned in this section. For a medical
technologist to be called a “generalist,” means you
are versatile and can be assigned in all sections of
the laboratory and that includes blood bank. I
remember 5 years ago we posted an opening for a
position of a “Generalist Medical Technologist,”
we had one applicant that said she can’t do blood
bank. If you want your resume’ to be marketable
and competitive, you have to be a global medical
technologist.

A good foundation about ABO blood group system
is one of the most important knowledge a medical
technologist should have when working in blood
bank. We all know by now that there are four major
blood types, A, B, AB, and O, thanks to Karl
Landsteiner, Von Decastello, and Sturli for
discovering the four blood groups.3 Blood type “O”
is the universal donor for it can be transfused to
everyone (O Rh Negative) especially in an
emergency case when a patient needs immediate
transfusion; and the Doctor can no longer wait for
the 45 minutes processing time in Blood Bank. On
the
other hand, type “AB” is the Universal
recipient.

(Continued on next page)
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(Continued from page 8)
A medical technologist has to be trained and be
competent in blood bank to be able to do all the
work and investigation especially when the
antibody screen is positive and you have to identify
the unknown antibody. Medical technologists are
like detectives because our daily tasks involve
analysis, detection, correlation, and confirmation.
In my own opinion, I think the reason why some
medtechs avoid working in blood bank is because
of the challenge and risk associated with the task.
A mistake in blood bank may lead to transfusion
reaction or even death. This is why even in the
proficiency testing a laboratory always has to get
100% score in blood typing alone.

Negative (no visible agglutination )
Compatibility Testing
(Immediate Spin Method)
Compatibility testing is performed by adding to
patient’s plasma a drop of donor’s red cell
suspension in a tube and spun. After spinning, the
tubes are checked for any agglutination. If there is
no agglutination after immediate spin, testing is
called compatible. If the patient has an existing
antibody (or history of antibody in the past) the
compatibility testing is elevated to full crossmatch
which is a combination of immediate spin (tube
method) and a gel crossmatch.

“Medical technologists are like detectives
because our daily tasks involve analysis,
detection, correlation, and confirmation.”
Blood bank is the section in the laboratory that
performs blood-rh typing, antibody screen, antigen
typing, and compatibility testing. Blood bank not
only distributes blood for transfusion, the section
also specializes in handling, storing, and processing
of blood and blood components for transfusion.
The more technical term for blood bank is
“Immunohematology,” because we analyze the
body’s immune response to blood transfusion invitro which is a forecast of what will happen when
blood is transfused. We usually use the word
“compatible” when we talk about human
relationship. In blood bank, when we perform a
procedure called “crossmatching;” (which is
commonly known as compatibility testing) we are
making sure that the donor’s blood to be given to a
recipient meets all the requirements and passed all
the screening and testing procedures before it is
called compatible and safe for transfusion. So,
when we say “compatible,” the blood unit to be
transfused will be accepted by the recipient without
conflict and the red cells will be accepted and exist
in the patient’s system without adverse reaction.

Gel Antibody Screen Control.
Wells 1-3 Negative (No agglutination)
Wells 4-6 Positive (With agglutination)
(Continued on next page)
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(Continued from page 9)
In our blood bank section, when we receive our
blood units stock from UBS (United Blood
Services), even if the bags have been labeled and
screened for blood type, we re-type all units before
entering them in our inventory. We keep all the
units (packed red cells) refrigerated and frozen
plasma and cryoprecipitate frozen. The temperature
of blood bank refrigerators and freezers are
monitored and recorded on a daily basis. A change
in temperature will trigger the alarm system.

Until a second blood type is performed and
confirmed, the blood bank system will always
require a crossmatch procedure. This second blood
type has to be drawn on a separate time or day by a
different laboratory tech or laboratory assistant.
Patient having 2 records of blood type is eligible for
an “electronic crossmatch.” Electronic crossmatch
means that the patient’s blood type has been
verified more than once and there was no existing
antibody during the time transfusion was needed.

When a doctor orders “type & screen” and
“crossmatch,” we perform blood-rh typing and
antibody screen. Once the blood typing is finalized
and the antibody screen is “negative” (meaning the
patient has no existing antibody) we choose a
compatible unit and perform a crossmatching (see
table 1). Tube method crossmatching means we
use a drop of donor’s red cell suspension (2-4%)
using saline and to two drops of the recipient’s
plasma, spin, and check for any agglutination. If
there is no agglutination, the blood is compatible.
However, if after centrifugation and we see an
agglutination, the compatibility testing is positive
and the blood will not be compatible and further
testing and investigation is performed. Once the
unit of packed red cell is available for transfusion,
we call the doctor or nurse for pick up. For
patient’s (blood transfusion recipient) safety, one
blood type history is not enough to establish a real
blood type record in the blood bank system; even
laboratory regulatory governing bodies require this.

The Game of Hide and Seek
(Behind the Scene Investigation)
Antibody screening is part of the routine procedure
in blood bank before transfusion. A “negative”
antibody screen means that the patient has no
existing antibody or has not developed any
antibody and can receive compatible units of
packed red blood cells. Once the antibody screen is
“positive” in one of the 3 screening cells, the tech
has to perform a “panel test” to identify the
unknown antibody. The antibody testing panel
usually contains 11 cells that can help medical
technologist in identifying antibodies that may be
clinically significant.
The tech performs an
exclusion
technique using the worksheet by
evaluating cells that are reactive to the serum. If the
pattern of the panel does not fit a single antibody
and the reactivity is present at different test phases,
the patient has a complex antibody problem.
(Continued on page next page)

Suggested ABO Group Order for Transfusion of RBCs ⁴
Recipient ABO Group
AB
A
B
O

1st Choice
AB
A
B
O

2nd Choice
A
O
O

(Table 1)
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3rd Choice
B

4th Choice
O

(Continued from page 10)
A positive antibody screen delays the transfusion
and the doctor needs to be informed. This is why
“type and screen” is so important before delivery or
surgery when a patient is at risk of bleeding or
is expected to experience a significant blood loss.
Once the antibody has been identified, the patient
must always receive antigen negative blood for the
antibody identified. If the antibody identification is
inconclusive and the laboratory reagents are
limited, more blood is withdrawn from the patient
and is sent to a reference laboratory for antibody
identification.

Unique armband placed on the patient’s arm
The unique number is entered into the blood bank
system. This unique number should be matched
with the patient’s armband every time a unit of
blood is issued from blood bank. The rules in blood
bank are so strict that any error in labeling the tube blood sample is an immediate cause for rejection.
We can’t compromise patient’s safety with
kindness. If the patient (or nurse) cuts the armband
with the unique number while the armband number
is actively being used in blood bank, all the blood
bank procedures has to be repeated again including
the blood draw. Blood bank systems consist of
barcodes and procedures like “read back of
information” with the nurse during the issue of the
unit. This is another layer of safety to avoid
transfusing the wrong unit to the wrong patient.

Releasing the Unit for Transfusion
(Staff Competency and Safety Practices)
Wikipedia defines medication as “a drug used to
diagnose, cure, treat, or prevent disease.” If blood
and its components are being given to patients to
treat disease like anemia, then blood falls into the
category of medication. Just as medication has
some side effects, so does blood and its
components. Blood bank is therefore, the only
section in the laboratory that does not only release
results but also releases a product like a medication
we call blood or blood components. A mistake or
mismatch in blood bank can be lethal. This calls for
safety practices and staff competency. Proper
patient identification is the first step to safety when
transfusion medicine is concerned. Patient is
identified using 2 identifiers – patient’s full name
and date of birth. The test order label is matched
with the armband and verbal identification (patient
if able to speak states his/her full name and date of
birth) before blood draw. Contaminated blood or
blood component (like platelet) can cause harm to
the patient. Therefore blood and blood components
are stored at the right temperature (strictly
monitored daily) and not given beyond expiration.
For patient who is a candidate for blood
transfusion, a special armband with a unique
number-letter combination is placed on the patient’s
arm.

Blood units (RBC) claimed by nurses from the
laboratory will have to be matched with patient’s
unique armband. Units for transfusion ordered by
the doctor are verified to make sure that the right
component was ordered. A barcode scanned from
the blood bank system filters all the possible error
that might happen in the process. A compatible unit
to be transfused to a recipient must be observed for
any possible transfusion reaction. Transfusion
reaction may vary in severity, some may be mild
like allergic reaction, some may be delayed
immunologic reaction, and some may be life
threatening. This is where close observation at the
beginning of transfusion and immediate action
when there is a transfusion reaction is important.
(Continued on next page)
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(Continued from page 11)
Healthcare landscape and laboratory practice continue to evolve. Small clinics offer alternative ways to
have laboratory testing outside the four walls of the hospital using point-of-care testing and table model
analyzers. I worked with some laboratory couriers who pick up blood samples from different draw stations
(clinics and hospitals) all over New Mexico and deliver them (or ship the samples) to the main reference
laboratory for batch testing. Shopping malls in the Philippines have clinical laboratories where you can
walk-in with the doctor’s laboratory order and have your blood drawn and tested. Despite the changes and
challenges the laboratory healthcare community is facing, transfusion medicine and blood bank
management will remain irreplaceable and manpower dependent. The work in blood bank requires a
precision in every decision since blood, like a medication, is directly given to patient by means of blood
transfusion.

“The work in blood bank requires a precision in every decision since blood, like a
medication, is directly given to patient by means of blood transfusion.”
Standardized approach now includes a monthly review of blood utilization which monitors ordering of
blood and blood components for transfusion if they are clinically relevant to the patient’s condition. Blood
donors should be properly screened and their health and well being after blood donation should be taken
into consideration. Snacks and refreshment are not enough to help them fully recover. A study was made
from frequent donors and has shown that they have a higher risk of becoming iron deficient. ⁵ This should
be addressed by monitoring the donor’s hemoglobin and changing the donation time interval until the
donor has fully recovered. Lastly, if we are experiencing shortage of laboratory professional manpower, the
situation is being worsened by few people who are qualified to work in blood bank. Staff orientation,
training, and continuing education should help empower medical technologists to reach their comfort and
competency level. When we think about transfusion medicine, we should have a holistic approach and
comprehensive quality management so that we can continue to save lives through safety practices that are
beneficial to donors, recipients and medical laboratory professionals.

“There is a call for standardized approach to transfusion medicine, safety practices,
staff competency training and monitoring since patient-donor safety is our main goal.”
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LAUREL CHRISTENSEN, MLS, CLC (AMT)

Scientific Article
CHRONIC KIDNEY DISEASE
THE SILENT KILLER
Part I
Chronic Kidney Disease (CKD) is a major
worldwide public health problem steadily
climbing in incidence and prevalence. With the
increase in incidence and prevalence, poor
outcomes and high cost of care are also on the
increase. Outcomes of CKD include kidney
failure and cardiovascular disease (CVD). These
outcomes can be prevented or delayed by early
intervention and treatment.1 This paper will
address the seriousness of CKD, its causes,
symptoms, and briefly, correlation with nutrition.

African Americans are three times more likely
than whites to develop ESRD. Hispanics are 35%
more likely than non-Hispanics to develop ESRD.
For U.S. adults aged 18 years or older, diabetes
and high blood pressure are the leading causes of
ESRD. The reported cause of ESRD in U. S.
adolescents aged 13 to 17 years is glomerulonephritis (inflammation of the kidneys)3
Our kidneys are about the size of a computer
mouse. These wonderful workhorses of filtration
and monitoring do a marvelous job for us when
they are not damaged. Every 30 minutes the
kidneys filter all the blood in the body, removing
wastes, toxins, and excess fluids. In addition, they
work to control blood pressure, stimulate the
production of red blood cells, keep bones healthy,
and regulate minerals and proteins that are
essential to life.4 Inside each kidney are
approximately one million tiny units called
nephrons. Nephrons have the task of ridding the
body of excess and unwanted substances. Each
nephron has two parts, the glomerulus and the
tubules. Inside the glomerulus large amounts of
fluid, minerals and waste products are filtered
from blood and a filtrate is formed. The fluid then
moves from the glomerulus to the tubules. Here,
most of the water is re-absorbed into the blood,
along with the minerals and other substances the
body requires. While this is happening, excess
substances and fluid flow into the tubules and are
eliminated as urine.5

CKD is the 9th leading cause of death in the
United States. It is estimated that ten percent of
the population, or thirty-one million people, has
CKD. Nine out of ten people who have Stage 3
CDK, which is moderately decreased kidney
function, do not know it. Multi-racial and other
ethnic groups are at greater risk for CKD than
Caucasians. African Americans have a risk four
times higher, Native Americans’ rates are 1.5
times higher, and Asians have a 1.4 times greater
risk.2 Compared to non-Hispanics, Hispanics are
1.5 times as likely to be diagnosed with kidney
failure. The number of patients having severely
reduced kidney function and not on
dialysis
(48%) are unaware of having CKD. Most people
with kidney damage or mildly reduced kidney
function (96%) have no cognizance they have
CKD.
Kidney disease which has advanced to End Stage
Renal Disease (ESRD), a condition where the
kidneys have failed, holds equally staggering
statistics. In 2014, 118,000 patients started
treatment for ESRD, and 662,000 were living on
chronic dialysis or with a kidney transplant. Men
are more likely than women to develop ESRD.

CKD is a condition in which the kidneys are
damaged, and efficiently filtering blood becomes a
challenge.
(Continued on next page)
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(Continued from page 13)
Because the efficiency of the kidneys is
challenged, excess fluid and waste from red blood
cells remains in the body and may cause other
health problems, such as heart disease and stroke.
Other significant health
issues include anemia,
increased occurrence of infections, low calcium
levels, high potassium levels, and high phosphorus
levels in the blood. A loss of appetite or eating
less can occur as well.2 Causes of
kidney
disease can be attributed to a number of factors:
diabetes, high blood pressure, glomerulonephritis,
interstitial nephritis, polycystic kidney disease,
prolonged obstruction of the urinary tract such as
enlarged prostate,
kidney stones, and some
cancers. In addition, vesicoureteral reflux, a
condition that causes urine to back up into the
kidneys, and recurrent kidney infections can also
damage the kidneys.6

arteries to all parts of the body. Blood pressure
measures the force of blood against the walls of
the arteries as the heart pumps. Blood pressure
values have two numbers, systolic (top number),
and diastolic (bottom number). Systolic pressure
is the measure of the pressure as the heart
contracts and pumps blood out of the heart and
through the arteries. Diastolic pressure is
measured when the heart relaxes before the next
beat. The American Diabetes Association sets
blood pressure guidelines at 130/80.7
When blood pressure becomes elevated the heart
works harder and can damage blood vessels
throughout the body, making the vessels narrow,
stiff and clogged. When this happens in the tiny
blood vessels of the kidneys, the vessels are
damaged and lose their ability to remove wastes
and fluids, and electrolytes are decreased. As the
loss of this function occurs, the body begins to
retain fluid, which increases fluid in the blood
vessels and results in the blood pressure going
higher. This vicious cycle is what drives the
damage caused by high blood pressure; the
pressure rises, and further damage to the kidney
occurs. Without intervention, this cycle will
continue damaging the kidneys even more.

Diabetes is the leading cause of kidney failure. It
is responsible for 44% of all new cases of kidney
failure. In 2012 it was the primary cause of
kidney failure in 239,837 patients.2 An estimated
29.1 million people have diabetes, and 8.1
million of them are unaware of their condition.
Approximately 40% of people with diabetes will
get CKD. Diabetic African Americans are 3.5
more likely to get kidney disease than whites. In a
2011 nationwide survey by the American Kidney
Fund, 69% could not name diabetes as a leading
cause of CKD, although 55% of them had a loved
one with diabetes.2

Another cause of CKD is lupus. Lupus, which
means wolf, can affect almost any organ in the
body, including kidneys. Lupus attacks the
kidneys in the nephron units, and lupus nephritis
results, causing inflammation in the kidney.
Inflammation and abnormal removal of waste also
occurs with this ailment. Lupus nephritis normally
occurs within the first five years of lupus
symptoms appearance, in patients between the
ages of 20 and 40.

Diabetes is a serious disease in which the body
produces too little of the hormone insulin, or does
not properly use insulin, leaving too much sugar in
the blood. An excess of sugar will damage the
inner wall of the renal arteries,
especially the
capillaries which are also part of the kidney’s
filtering units. There are two types of diabetes.
Type I Diabetes does not produce any insulin at
all. In Type 2 Diabetes, there is not insulin
produced or the body is resistant to insulin
produced by the body.5

During the early stages of the nephritis there is
hardly any indication of any disease state. Often
the first symptoms of lupus nephritis are weight
gain and puffiness in the feet, legs, hands, and/or
eyelids. As the day progresses, the swelling
increases.

The second leading cause of CKD is high blood
pressure. Blood travels from the heart through the

(Continued on next page)
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Also, the urine of the patient may become foamy
or frothy and have a red color. The first signs of
lupus nephritis often appear in clinical laboratory
test results on the urine. It is estimated that up to
60 percent of all people with lupus, and as many
a 2/3 of all children with
lupus, will develop
kidney complications requiring treatment.8

Before moving into the concluding section of Part
I, some definitions are necessary to understand
the stages of kidney disease. These terms are
albuminuria, creatinine and glomerular filtration
rate (GFR).
Albumin is a type of protein normally found in
the blood. Protein is important to the body, as it
helps to build muscle, repair tissue and fight
infection. Protein should be in the blood, not in
the urine. When the kidneys are healthy, the
protein is not excreted in the urine, but rather
stays in the blood. Damaged kidneys will ‘leak’
protein into the urine. When protein is found in
the urine, it is called “albuminuria,” or
“proteinuria.” Albuminuria is an early indicator
of CKD.10

Polycystic kidney disease (PKD) is the fourth
cause of CKD in Americans. An estimated
600,000 people in the United States currently
have this disease. About half of these patients
will experience ESRD and will need dialysis or a
kidney transplant. Persons who are unfortunate
enough to inherit PKD have cysts which are
filled with fluid from the kidneys, which can
change their size, interfering with normal kidney
function. PKD can affect men and women,
however some studies have shown that PKD can
appear in Caucasians more often than AfricanAmericans and in females more often than males.

Creatinine is a waste product from normal wear
and tear on muscles. Everyone has creatinine in
their blood. A normal level of creatinine is
determined by age, race, gender and body size.11
Glomerular filtration rate is a routine laboratory
calculation including the creatine value along
with the patient’s age, gender, race and weight.
The best way to determine kidney disease is by
looking at the patient’s glomerular filtration rate.
GFR is the rate at which kidneys eliminate waste
from the blood. GFR values range from 15 to 120.
The GFR result will allow the physician to
determine if CKD is present.12 GFR is the best
measure of overall kidney function in health and
disease. The normal GFR in young adults is
approximately 120 to 130 mL/min per 1.73 m2
and declines with age. A GFR level less than 60
mL/min per 1.73 m2 represents loss of half or
more of the adult level of the adult normal kidney
function. Below this level, the prevalence of
complications of CKD disease increases.1

PKD is hereditary and there are two forms of the
disease. Autosomal dominant polycystic kidney
disease (ADPKD) is the most common form of
this disease. This form runs in families, being
passed from parent to child. The chance of a
child inheriting ADPKD from an affected mother
is 50/50. About 10 percent of the people with
ADPKD have not inherited the disease from a
parent, rather from a gene that mutated, causing
the disease. Autosomal recessive polycystic
disease (ADPKD), is rare and strikes infants,
sometimes even before birth. It affects about one
of every 10,000 people in the United States. Both
parents must be carriers and each of their
children has a one in four chance of getting the
disease.9
Since there are no signs and symptoms of PKD,
some people may live their entire life unaware
they have the disease. Routine laboratory work
does not detect any signs of PKD. Ultrasound is
the most common method used to detect PKD
and can be used to detect cysts in the fetus.

(Continued on next page)
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Chronic kidney disease is not one disease, it has been classified by stages and the accompanying damage of
that particular stage of disease. The following table illustrates the stages of CKD.

CKD Stage

Definition

What it Means

Stage 1

With normal/high GFR greater than Slight kidney damage
90

Stage 2

GFR = 60 to 89

Mild decrease in kidney function

Stage 3

GFR = 30 to 59

Moderate decrease in kidney function

Stage 4

GFR = 15 to 29

Severe decrease in Kidney function

Stage 5

GFR less than 15

Kidney failure

Source: Kidney Smart Chronic Kidney Disease (CKD) Education Program, Class Participant Workbook,
DaVita, Denver, 2014, pg. 14
Stages one and two kidney disease exhibit minimal kidney damage. The buildup of waste products,
minerals, and fluids happens slowly and in stage one the damage is hardly noticeable. At this stage the
damage can be controlled by lifestyle changes and adhering to a kidney-friendly diet. This diet consists of
grains, fresh fruit and vegetables, and limiting the amount of fat and sodium. Eating the recommended
amount of protein and getting the suggested amount of safe vitamins and minerals is important. It is
essential to follow the health care provider’s advice on the amount of fluid intake, and not become
dehydrated.13
In stage three kidney disease, symptoms of CKD begin to appear. Signs include laboratory reports
showing accumulation of waste products in the blood. The patient may experience increasing high blood
pressure, low red cell count and early bone disease. Other symptoms include swelling of the hands, feet and
around the eyes, shortness of breath, trouble concentrating, poor appetite, nausea and vomiting. The kidney
diet must become more strict, and the patient is encouraged to continue in an active lifestyle.14
Stage four is the beginning of late stage CKD. The kidneys are no longer able to remove waste and fluids,
causing toxins and waste to build in the body. Stage four is the time when the patient begins to make plans
for treatment, which may or may not be imminent. The patient should include family, healthcare team and
other counsel in planning, as desired.
In stages four and five, the body is less efficient in regulating waste and fluids, blood pressure, making red
blood cells, and keeping bones healthy. In some cases, in stage 4 and all of stage 5, the kidneys are unable
to function without help.
Stage five of ESRD is also called end stage renal disease, and is fatal if not treated. With dialysis or a
kidney transplant, patients will be able to live a longer and healthier life. Going from one stage of kidney
disease to another takes time, and lifestyle choices along with close attention to the diet can slow the
progress of the disease.15
In Part II, Laboratory methods, diets and lifestyle will be discussed in the NMSSAMT Fall 2018 Journal.
(Continued on next page)
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MOLECULAR MEDICINE BY LINDSAY SYDNEY FAJARDO

Scientific Article
(Global Medical Technologist)

Molecular Medicine and the Medical Technologists of the 21st Century
When I first decided to pursue a career in
medical technology my intentions were clear to
me. I wanted to help the doctors in the correct
diagnosis and treatment of the sick. My plans for
the future were clear, pass the course, pass the
licensure exam, work in the best pathology lab in
my country and gain experience that will allow
me to work abroad. Working abroad-as you have
previously read in an article written by your very
own editor-in-chief- was the dream of a lot of
Filipino medical technologists because of the
promise of a better pay and work experience.
Little did I know that fate had a different path for
me.

I struggled a lot in the first few years of working
in the research division. Besides the fact that my
brain was probably wired differently, most of the
things I did in the laboratory was different from
my training as a medical technologist. The
laboratory work, or experiments as we call it
there, was heavy on molecular biology principles,
things not extensively discussed in college back
in the day. Had I been introduced to the field of
Molecular Medicine earlier on in my career in
research, I reckon I would not have had struggled
as much.

According to the US National Cancer Institute,
Molecular Medicine is defined as a branch of
medicine that develops ways to diagnose and treat
diseases by understanding the way genes,
proteins, and other cellular molecules work.
Molecular Medicine is based on research that
shows how certain genes, molecules, and cellular
functions may become abnormal in diseases such
as cancer1. A simpler definition would be the
study of the diagnosis, pathogenesis and treatment
of diseases on a molecular level.

When I got my license, it was already too late for
me to join the externship program in the
Pathology laboratory of my dream. The 3-month
externship is a requirement for any candidate to
be hired. I had to wait another 3 months before I
could join. It was at that time when I was told
there was an opening for a medical technologist
in the Research and Biotechnology Division of
the same hospital I wanted to work in, so I
applied and I got accepted.

If you are wondering why I applied in the
research division when I wanted so much to work
in the Pathology laboratory of that hospital, well,
I got attracted to the prospect of being assigned
to “special projects”, and the thought of doing
nothing for 3 months while waiting for another
batch of the externship program to start
was unbearable.
Laboratory Molecular Testing
(Continued on next page)
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The study of molecular medicine began almost
70 years ago when Linus Pauling and his
collaborators published a paper entitled “Sickle
cell anemia, a molecular disease”. He is also
believed to have coined the term “Molecular
disease”, when he theorized that the disease may
be caused by an alteration in the molecular
structure of a protein, which in turn is determined
by a gene2,3.

St. Luke’s College of Medicine. It is open to
everyone interested in studying molecular
medicine who has taken up units in life sciences,
mathematics and physics. Therefore, almost
anyone who is interested and has a background in
science is welcome to enroll and learn, especially
the physicians.
The degree in molecular medicine requires 18
units of the core subjects which includes molecular
genetics of diseases, medical informatics and bioinformatics,
molecular
epidemiology
and
biostatistics,
molecular pharmacology and
toxicology, seminar in molecular medicine, ethics
in molecular medicine and the 2 most important
core subjects Molecular medicine I-where students
will be taught the basic principles of molecular
biology, and molecular medicine II- where specific
diseases will be discussed, from the clinical, to the
molecular aspect until the available treatment
modalities for this particular disease.

Following the publication of Pauling’s paper,
were the discovery of the double helix of DNA,
development of sequencing techniques, and the
sequencing of the human genome, which,
resulted to more disease-causing genetic
alterations to be discovered, all of which allowed
for a better understanding of disease processes.
Better understanding of disease processes
ensued development of diagnostic techniques that
are more specific, sensitive and generate results
faster than traditional laboratory testing. It has
also enabled the development of treatment
modalities that specifically target the cause of
diseases.

In addition to these core subjects, the students will
also be required to take up 6 units of elective
subjects according to their research track, or
interest. Elective subjects include: computational
molecular biology, molecular biology of infectious
diseases, advanced molecular virology, molecular
biology of non-communicable diseases, medical
biotechnology,
molecular
diagnostics
and
technology, functional genomics and proteomics,
molecular immunology, research topics in
molecular medicine, and the newest addition which
was not offered during my time, research/
enterprise administration and management.

Molecular medicine allows for the collaboration
of molecular biologists and clinicians. Biologists
and molecular biologists have a profound
understanding of cellular processes, which helps
clinicians apply in their practice, either in the
diagnosis, or treatment of their patient’s
conditions. However, in order for this clinical
translation to take place, doctors should also have
at least the basic knowledge of cell and molecular
biology and molecular diagnostic techniques.
They should be able to understand the advantage
in viewing a disease process on a molecular level.
It was in this note that the idea of establishing a
molecular medicine course was born.

(Continued on next page)

Molecular Medicine in the Philippines
The first ever Master of Science in Molecular
Medicine course in the Philippines began in
2008. I was one of the eight people who made up
the first batch of students. It is being offered by
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After the completion of all the subjects, a
student will be required to propose a thesis topic,
choose an adviser and defend his/her thesis in
order to graduate and earn the diploma.

go as expected, except that in the research lab, we
no longer deal with just the antigen-antibody
reactions, but the DNA or RNA that are
responsible for coding for the protein antibody of
concern, or the gene of interest in a pathogen we
are trying to study and detect in a patient’s sample.
RA’s are also expected to discuss procedures and
results with their bosses (principal investigator)
and other members of the team. Sometimes they
are even asked to help out in designing the study
protocol.

The thesis part of the course will allow the
student to be able to experience proposing a
topic, defending the topic in front of St. Luke’s
Medical Center’s research ethics committee,
collecting the samples if needed, performing the
experiments, analyzing results and writing the
manuscript. Therefore, this part of the program is
a very good training ground for the students who
are interested in a career in research. Thesis
experiments may be done in the research and
biotechnology laboratory of St. Luke’s Medical
Center.

So, you ask, how does this fulfill my primary
objective of being a medical technologist, which is
to help doctors in the correct diagnosis and
treatment of the sick? Well, the answer is, one of
our main objective of doing studies in the research
laboratory, is to create and develop molecular
diagnostic tests, that when properly evaluated and
validated may be passed on to be used in the
molecular pathology laboratory of the hospital.
Examples of such tests, are PCR (Polymerase
Chain Reaction) for the detection of
Mycobacterium tuberculosis, not only in
pulmonary samples but in other body fluids as
well. We all know that the gold standard for the
diagnosis of M. tuberculosis is culture. However,
this bacterium takes about 40 days to grow.

Medical technologists in the age of molecular
diagnostics and pathology
I am a licensed medical technologist. I have an
option of practicing my profession if I apply (and
get accepted) to work in a traditional pathology
laboratory. However, since the beginning of my
professional career, I have already worked in a
research laboratory, so I decided to just continue
on in this track. I enrolled in the molecular
medicine master’s program to better equip
myself in this field, that seemed out of this
world, overwhelming and amazing all at the
same time to me for the first few years of my life
in the research lab.

Because of our study on TB in the research lab, a
test was developed and validated and is now being
offered in the pathology laboratory. PCR is not
only a sensitive test for the detection of numerous
pathogens, it is also faster. Results can already be
obtained in a couple of hours to one day. Even
resistance of pathogens to certain antibiotics can
be determined using this test. Another research
lab developed test that was passed on to the
pathology lab are the qualitative (detection for the
presence or absence), and quantitative tests (viral

As a research assistant (RA) my job is to perform
experiments that are needed to prove the principal investigator’s theory.
Performing experiments entails knowing the theory and principle
behind each lab work or experiment. One should
know why it is being done, and what happens
inside each tube, or gel (agarose or
polyacrylamide) used. This is necessary and
important not only in interpreting the results but
in determining what went wrong if the results are
not what was expected. The same way medical
technologists are trained to troubleshoot tests run
in machines, or serological test kits that does not

(Continued on next page)
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load) for hepatitis B and C viruses. The latter is
an important test for
doctors to gauge their
patient’s response to treatment regimens they
prescribe. It is with pride that I would like to
mention, that for all those developed tests our
research laboratory has developed, a licensed
medical technologist is one of the personnel
involved.

In the advent of everything molecular, may it be in
the aspect of diagnosis or cure, personally, I think
studying molecular medicine will be beneficial to
a medical technologist who is interested in
furthering his or her career in molecular pathology
or research. Aside from the fact that Molecular
Pathology has been the current trend in
diagnostics, I also think that a medical technologist
can very much excel in this field. Not only because
we are patient and hard working, but we are also
very inquisitive professionals who will not just be
satisfied with feeding the samples to machines and
recording whatever results are generated after
some time. Our brains are wired to be inquisitive,
we were trained to understand and correlate our
data with the patient’s diagnosis and conditions, to
ensure that we only give the physicians the most
accurate results possible. These qualities are just
what a professional studying molecular medicine
and/or working in the field of either research or
molecular pathology need in order to succeed,
qualities that a laboratory scientist need to
succeed.

(PCR now replaces the manual culture)
At the moment, I am now working in a university
research laboratory in Japan. The main focus of
my boss is on drug discovery for hematological
malignancies. Dr. Hidekatsu, along with his
collaborators from different universities and
institutions all over Japan are determining ways to
treat leukemias and myelomas by targeting
molecules that were previously considered
“undruggable”. Molecules, that are important
factors in cellular pathways, genes that when
knocked down will result to a cascade of
complicated biochemical reactions ending in a way
that favors the patient, the killing and elimination
of cancerous blood cells. This may sound so
technical but I face this challenge with enthusiasm
and a positive outlook everyday.

In order to develop those tests, all members of
the team had to study a pathogen extensively,
including genes or biomarkers that could be used
to identify them and detect them in patient
samples. They needed to also determine a way to
detect them even in the smallest possible amount
in the shortest possible time. Then, in
collaboration with physicians who send their
patient’s samples (with the patient’s consent, of
course), these parameters were tested and
optimized on them. Other tests being offered
now are molecular tests for Alzheimer’s
dementia, Tests for Leukemia (cytogenetics and
fluorescence hybridization, serological tests for
Dengue (the kit being used was also developed
by the research laboratory), and identification
of unknown microbial infections by sequencing.

(Continued on next page)
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ISSUES, INNOVATION, & SOLUTION

DIAGNOSTIC LABORATORY TEST INTERFERENCE ALERT!

Last November 28, 2017, the U.S. Food and Drug Administration (FDA) released a medical device safety
communication about the interference of biotin in some
diagnostic laboratory assays in Chemistry specifically hormone
and cardiovascular tests. The safety communication was
addressed to 4 types of audiences, namely:
People who are taking vitamin B7 supplements,
Physicians and other practitioners who order and interpret
laboratory tests results,
Laboratory personnel, and
Laboratory test developers.
The article was alerting the public, all healthcare providers, and
laboratory tests developers that biotin can interfere with certain
laboratory tests and may cause the clinical laboratory to release an incorrect assay result either falsely
decreased or falsely increased leading to wrong diagnosis and
treatment.
Multi vitamins and other dietary supplements (for hair, skin and nails) contain biotin; some may even
contain levels up to 650 times the recommended daily intake. Biotin is also known as vitamin B7. The
recommended daily allowance of biotin is 0.03 mg which does not cause any significant interference.
However, supplements for hair, nails, and skin may contain 20 mg of biotin. For a patient who has
multiple scleroris, doctors may even recommend up to 300 mg/day. Biotin intake higher than the daily
allowance may significantly affect the laboratory testing that uses biotin (streptavidin based) technology.
A small study conducted in six healthy adults who took 10 mg/day of supplemental biotin for a week has
shown a falsely decreased level of TSH.¹
In our laboratory, we immediately addressed the issue by communicating with our supplier and clinical
chemistry tests provider. We were given the list of tests that may be affected by biotin namely: Troponin
I, TSH (Thyroid Stimulating Hormone) , Folate, Free T4, Vitamin B12, and Vitamin D. Our
laboratory released a memo about the biotin interference to all medical staff. In all our laboratory
results, we added a comment in our laboratory official result reminding the doctors about the biotin
interference for the tests mentioned above. This way, the doctor can interpret and correlate results based
on the
patient’s history of biotin intake. This interference is a serious matter and alarming since it
already caused one death according to the FDA report. The FDA also mentioned about an increased
report of adverse events related to biotin interference.
As healthcare providers, our major concern is patient safety. Patients taking vitamins and supplements
should let their doctor know if they are taking high levels of biotin. Doctors should interpret laboratory
results based on patient’s history of biotin intake. Doctors should also start asking about biotin intake
when the patient visits for consultation, especially when they are about to order laboratory tests. Clinical
(Continued on next page)
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laboratory and medical technologists should address this issue by consistently communicating with test
developers for updates on more lists of tests affected. At the same time, the clinical laboratory should
reach out to clinicians through information and education. Test developers should cooperate with the
FDA to know the extent of the interference and at the same time continue to investigate other diagnostic
assays that may be affected by biotin intake and alert all healthcare providers.
Sources:
1
https://ods.od.nih.gov/factsheets/Biotin-HealthProfessional
https://www.fda.gov/MedicalDevices/Safety/AlertandNotices/ucm58605.htm

The New Mexico Department of Health released a Health Alert Network (HAN) last May 2, 2018. The
article was reminding the healthcare community about at least five false positive hantavirus IgM results
which were not confirmed by CDC. The alert was more focused on healthcare providers reminding them
to have a thorough approach when evaluating a possible case of Hantavirus Pulmonary Syndrome (HPS).
Doctors should correlate laboratory results with the signs and symptoms to avoid wrong diagnosis and
heightened public alert. HPS is transmitted through the exposure to infected rodents or their urine,
droppings, and saliva. Doctors can use the complete blood count (CBC) results while at the same time
evaluating the signs and symptoms like headache, vomiting, diarrhea and abdominal pains.
The patient is more likely to have HPS if the CBC results meet at least 3 of 5 of the following criteria:
1.
2.
3.
4.
5.

Low platelet count - less than 150,000
Increased hematocrit
Increased in band (left shift—immature granulocytes)
Absence of toxic granules in neutrophils
Atypical lymphocytes.

All positive hantavirus results (IgM or IgG) from any laboratory should be confirmed by CDC rapid
antibody test since the commercially available test has high false positives. The New Mexico Department
of Health’s Scientific Laboratory Division is currently working with the CDC on making the test available
so that all positive results can be immediately confirmed in New Mexico. For more question call NMDOH
Epidemiology and Response Division at 505-827-0006.
Reference:
https://nmhealth.org/about/erd/ideb/zdp/hps/
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Fall 2017 Meeting

Laura Bush (Right) with Cindy Meyer

James Benallie (Right) with Virgil

Laurel Christensen (middle) with Virgil and Jojo

NMSSAMT 2017 Fall Meeting Program
October 21, 2017

PIMA Medical Institute

Albuquerque, New Mexico

0815—0900

Registration/Welcome-Introduction

0900—1000

2017F-01 “Anticoagulants: The Reason for Taking Them”
Laura Bush, FNP

1000—1015

Break

10:15—11:30 2017F-02 “Hypertension” James Benallie, MT
1130—1300

Lunch Break. NMSSAMT Business and Board Meeting

1300 -= 1300 2017F-03 “Plaque” - Then and Now Laurel Christensen, CLC

25
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Fall 2017 Meeting

Registration
Cindy and Gretchen

Virgil giving a warm welcome to
everyone

October 21, 2017
PIMA

Group interaction, and
question & answer portion

Laura Bush

James Benallie

Laurel Christensen

“Antigocagulants”

“Hypertension”

“Plaque - Then & Now”

NMSSAMT
Business & Board Meeting
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New Mexico Landscape
Pictures taken by members of the group “Capture the Beauty of New Mexico”
will now be regularly featured in our Journal as they generously share with us
their gift and expertise in Photography.

Tularosa sunrise. Tularosa, New Mexico. Photography by: Mark Hall

Shiprock, New Mexico.

Sandia Mountains view from Rio Rancho

Photography by: Jake Werth

Photography by: Norio F. Hayakawa

Sunrise view from Anderson overlook. (Bandelier tuff, Pecos Baldy, Santa Fe Baldy, Truchas, & Trampas)
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Spring & Summer in New Mexico
Springtime in New Mexico is a time when trees and perennial plants start
to grow and bloom. Gardening, outdoor activities, and photography are few
of the adventures people enjoy doing. Rose survives during winter and
comes back to life with a beautiful bloom.

Clematis

Rose

Spring and summer are the seasons to enjoy local (organic) produce. You will see a lot of farmer’s market
(from July to October) where you can enjoy variety of organic fruits and vegetables, plants, bread, and honey.
(Annual Farmer’s Market Los Alamos, New Mexico)
Summer is a great time to be active
and enjoy nature and outdoor
activities like hiking. You will be
lucky to experience
a wildlife
encounter.

“The average
weather
in New
Mexico during spring is 69 degrees
and average lows around 44 degrees.
Summer’s daily highs are around 89
degrees and lows are around 64
degrees.”

Bandelier National Monument

(visitalbuquerque.org)

Red River, New Mexico

Tent Rocks National Monument
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INSPIRATION

Community Service
BY MARTIN SALAZAR
Being a Member of the Los Alamos Medical Center Auxiliary
My personal life goal is to be a doctor in the State of New Mexico, specifically an Orthopedic Surgeon.
The Medical School application process is standardized, requiring an undergraduate degree, references, and
it requires that the applicant have volunteer experience. I joined the Los Alamos Medical Center (LAMC)
Auxiliary to fulfill my medical school application requirement for volunteer experience, but I also joined to
continue my education about working in healthcare. My volunteer experience with the LAMC Auxiliary
has been rewarding and satisfying, and my personal growth has benefited from the dedicated professionals
I work with.
I was first a junior volunteer at the LAMC while I was attending Los Alamos High School (LAHS). At
that time, I helped in the Emergency Room (ER). I stocked, transported patents, and help with general
clean up. I enjoyed my volunteer experience, but it ended when I started my university education. My
work as a junior volunteer was done out of a personnel interest in observing the medical field directly, and
the most important thing I learned was to always treat people with respect and to be observant. When I
left Los Alamos to attend school at The New Mexico Institute of Mining and Technology (NMT), I found
that my studies left no time to acquire the volunteer work required for my application to medical school. I
decided to complete my degree and then take a year to complete any requirements for my medical school
application. After completing my degree, a B.S. in Biology, I returned home to Los Alamos and applied
for a volunteer position with the LAMC Auxiliary. However, this time around I was applying to be a
regular volunteer rather than a junior volunteer. It is important to note for any one that is thinking of
becoming a volunteer, that you must be 18 years of age or older. The junior volunteer program was
terminated at LAMC, and it was the only program that accepted volunteers under the age of 18.
Joining the LAMC Auxiliary required that I follow a specific process, one that is like what LAMC
employees go through. That process includes filling out an application, a background check, and drug
screening. The application process is very important because you will be working in a healthcare setting.
In healthcare there are specific rules and procedures you must follow to keep the patents and fellow
employees safe, keep yourself safe, prevent the spread of disease, and protect patent privacy. The
application process itself took around three weeks to complete, with the majority of the time taken by the
background check. Once admitted to the LAMC Auxiliary, I was offered opportunity to work in the
Ambulatory Treatment Unit (ATU), the Lobby Shop, and at the surgical check-in desk. I gladly accepted
all three positions, and I started my work as a volunteer. I learned from my first experience as a LAMC
junior volunteer, that volunteering is a job like any other, except the reward is the satisfaction of
contributing to your community.
(Continued on next page)
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(Continued from page 28)
Like any other job, I report for duty at a scheduled time, I have a manager that I report to, and I have a
dress code to follow with expectations of specific performance and behavior. The LAMC Auxiliary offers
the camaraderie of working with a team of like-minded wonderful people, whose goal is to help the people
that we meet. The Auxiliary offers help throughout the LAMC, and one of the more visible activities they
perform is to run the Lobby Shop. The Lobby Shop offers snacks, gifs, cards, essentials, many unique
items and a selection of women's clothing. The Auxiliary also provides scholarships to LAHS students
seeking a pre-healthcare undergraduate education as well as to LAMC employees seeking to continue their
education, all of which is supported by revenue from the lobby shop. As a volunteer in the ATU I have
many duties to preform. My duties are to deliver documents, assist patents in getting situated in their
station, maintain stores of food and various linens, preform in other function as asked by the head nurse,
and most importantly to chat with the patents. The ATU provides many opportunities to speak with
patents going and I got to learn about how the patents felt about and were affected by their various medical
conditions. At the Surgery Information Desk my responsibilities are to check patents in, get them situated
in their rooms, and to keep the families of the patents informed about how their procedure is going. My
experience working here was somewhat like the ATU as I got to speak to many different patients. Before
volunteering at this position I knew that surgical procedures required a fair amount of resources, however,
after volunteering at the desk I learned that the amount of resources and materials needed for surgeries was
far more that I expected. It really impressed upon just how large of an event a surgery is, from the amount
of materials needed to the number of staff in the surgical team.

From my three assignments I have gained a great number of learning experiences in healthcare, all thanks
to the fine people I work with, fellow volunteers and employees alike. As a member of a team of
volunteers, you learn that they all rely on and help each other in times of need. When someone is out I
gladly fill in for them, and when I need time of I can always count on someone to take my place.
Volunteering as a whole, whether is a healthcare environment or other setting, is its own reward. Although
it does look very nice on resumes and various applications as it is a testament to your character, the real
reward is in the work itself, knowing that you are helping other and contributing to your community.
As a final note, I would encourage anyone reading this article to consider volunteering or spreading the
word about volunteering. We are always looking for new friends to help us with our outreach and
community work all over in New Mexico.

About the Author:
Martin lived in Los Alamos, New Mexico most of his life.
He graduated at Los Alamos High School 2013. He finished
his Bachelor’s degree in Biology from New Mexico Institute
of Mining and Technology 2017. He enjoys hiking the Los
Alamos Canyons. He also likes to play piano and video
games. He also loves building/painting Warhammer 40000
miniature.
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OUTREACH

Community Service

PIMA students have been volunteering to Health Fair around Albuquerque, N.M. offering free
Blood Pressure check. PIMA is NMSSAMT’s major sponsor.

Project Heart Start. Rio Rancho, New Mexico

PIMA students at Ethicon Health Fair.
These students have served at least 100
patients.

KOB Health Fair
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CELEBRATION

Medical Laboratory Professionals Week
APRIL 22-28, 2018

Laboratory coat decoration competition

El Tecnico is the official publication of the New Mexico State Society of the American Medical
Technologists (NMSSAMT), and is published two (2) times a year in the spring and fall. Any article
published is the sole responsibility of the author and does not necessarily represent the views of the
NMSSAMT unless so designated. All submissions need proper authorization to be reprinted or photo copied.
All documents need to be correctly reprinted and are subject to Turn -It- In for submission approval prior to
publication. The editor reserves the right to accept, reject or revise any material submitted for publication.
This publication is printed for the members of the NMSSAMT.
Advertising Rates: Full Page $50.00 Quarter Page $30.00 Half Page $40.00 Business Card $45.00
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DISCOVERY * CELL ABSTRACT

GALLERY OF CELLS
BY JUANITO “JOJO” NAVAL, JR.

Heart-shaped cell (Valentinocytes?)

Hot air balloon-shaped cell
(Basket cell?)

Smiling-kissing bug (Happy Cell?)

Toxic cell/Skull-shaped cell

Share with us your knowledge, experience and expertise.
Send a scientific article to NMSSAMT president or editor for
publication at “EL TECNICO.”
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NETMA

NMSSAMT
MAY 2018

NOBODY EVER TELLS ME ANYTHING
NMSSAMT 2018 MEETING SCHEDULE

NMSSAMT

FALL: OCTOBER 20, 2018

WELCOMES NEW AMT MEMBERS

Venue:

FROM NEW MEXICO

PIMA MEDICAL INSTITUTE
Albuquerque West-Rio Rancho
8601 Golf Course Road N.W.

Erica Acosta, CMLA

Albuquerque, NM 87114

Anna Navarro, MLT
Jose Quintero, MLT
Jessica Balladares, RMA
Patricia Barnes, RMA

Sugey Baylon-Rodriguez, RMA
Angelica Botello, RMA
Vicki Clark, RMA
Elizabeth Flores, RMA
Daniel Gonzales, RMA
Angela Hood, RMA
Griselda Lerma, RMA
Catherine Martinez, RMA

Shae Martinez, RMA
Nancy Quintana, RMA
Ashley Readmond, RMA
Angelique Rodarte, RMA
Debbie Sommerville, RMA
Christina Villareal, RMA
Veronica Zarate, RMA
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NMSSAMT

Sneak peek of our Fall/Winter 2018 issue...

Thank you for reading our Journal. Wait for our Fall/Winter
2018 issue with interesting stories, articles, and updates about
AMT, NMSSAMT, Medicine, Science, and Technology.
NMSSAMT - Education, Enhancement, & Empowerment
through knowledge and information sharing
Continue to visit our journal and be enchanted!
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SPONSOR

A D VE R T I S E M E N T

NMSSAMT Sponsor
Special Thanks to PIMA Medical Institute for supporting NMSSAMT and
for providing us a venue for our state society meetings.

PIMA MEDICAL INSTITUTE

ALBUQUERQUE WEST-RIO RANCHO CAMPUS

Albuquerque West-Rio Rancho
8601 Golf Course Road N.W.
Albuquerque, NM 87114
800-477– PIMA
Serving West Albuquerque and Rio Rancho communities as well as the broader Albuquerque
area, this campus offers training in Medical Assisting, Medical Administrative Assisting, and
Sterile Processing Technician.
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