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editorial

Helen Barry

session in May. I have included the link in 
the Webinar spread. As Helen Lambkin said 
in her AGM report, research is so important. 
Medical scientists have access to so much 
data and lead on so many developments, yet 
rarely publish this work. There are so many 
reasons for this, not least the very heavy 
workload of medical scientists and the absence 
of protected time to write up this work. At the 
very least medical scientists should insist on 
being included in any published work that 
includes benchwork in which they have been 
involved. Medical scientists won some national 
awards recently, making a huge contribution 
to healthcare. The Academy plans to capture 
the incredible work of medical scientists in 
labs across the country in setting up and 
delivering SARS-CoV-2. Medical scientists are 
encouraged to publish their work in this. It was 
done under difficult conditions and with great 
urgency. The experience will be useful to have 
recorded.

Even in this “New Normal” CPD remains 
a requirement for medical scientists. The 
Academy is delivering Webinars to provide 
material for medical scientists to keep up to 
date. These are recorded and can be accessed 
by members through our website acslm.
ie. They provide useful material for CPD and 
Journal Clubs. We welcome medical scientists 
who are willing to present their work. This can 
be recorded in the comfort of your own home 
and edited until you are comfortable with it and 
then delivered. No need to perform live!

Mentoring for medical scientists is a key goal 
of our current and past presidents. Brigid has 
written a feature piece on it for this issue and 
by way of introduction to a programme planned 
by Bernadette and our CPD officers. 

We continue providing a notarising service 
through our office in Kilmainham. However 
this has to be booked through the office so 
we can control attendance and to comply with 
Covid-19.  

Please keep in contact with us. We welcome 
your suggestions on how we can do things 
better and your ideas for events, Converse 
articles, Webinars etc.

Helen Barry, CEO

of this issue. Anne Maclellan has written 
on pandemics in our feature section and 
also reviewed Emma Donoghue’s latest 
novel “The Pull of the Stars”. Although it is a 
work of fiction, it deals with one of our most 
famous pandemics, the 1918 Flu. Some of 
those medical scientists who returned to the 
workplace have written of their experiences. 
These range from Caoimhe Lynch putting her 
PhD on hold to Clíona O’Shea’s experience 
as an intern and Anne Marie Meenan working 
from home. I know there are so many across 
the country who have volunteered to return. 
In the Academy office we had a list of over 
70 eligible medical scientists offering to 
return to the labs. I am also aware of some of 
those who returned to help out during peak 
Covid-19, have decided to stay on. They will 
be very welcome.

In the midst of all of this pandemic work, 
medical scientists still found time to publish 
their research and innovation. Our research 
section shows some recent publications. I 
was unable to secure permissions in time 
to reprint work done in the Coagulation 
Laboratory in St James’s Hospital. Mary 
Byrne the Chief Medical Scientist there, 
presented the findings at our Webinar 

I have said it so many times but these are 
extraordinary times. So many events had to 
be postponed. In our case Biomedica and 
our AGM, originally scheduled for April 27th, 
as well as some planned meetings. Our 
AGM was held on July 23rd with a blended 
attendance at CUH. Over 20 attended in 
person with strict physical distancing and 
about 35 attended by Zoom. Dr Brigid 
Lucey’s two year term as President came to 
an end and she handed over the chain of 
office, under strict distancing, to Bernadette 
Jackson. Bernadette holds the Presidency 
until 2022. Bernadette, as Brigid pointed out 
in her address, is a passionate advocate for 
laboratory medicine and medical scientists. 
I am looking forward to working with her 
and helping to support and advance 
her objectives.  In advance of the AGM 
the Academy and MLSA issued a media 
statement. This highlighted some of the 
issues of concern for medical scientists and 
clinical laboratories in this era of Covid-19.  
These issues included recruitment and 
retention of medical scientists, lack of facilities 
in our laboratories, career progression 
for medical scientists and the need for IT 
connectivity. We were delighted that this 
was picked up by the media and Brigid 
gave a number of radio interviews. The 
statement can be seen on the Academy 
website. The Academy and MLSA made a 
joint submission to the Special Oireachtas 
Committee on Covid-19. The Oireachtas 
report can be downloaded: https://data.
oireachtas.ie/ie/oireachtas/committee/dail/33/
special_committee_on_covid-19_response/
reports/2020/2020-08-05_interim-report-on-
testing-and-tracing_en.pdf

It was great to see so many medical 
scientists in the media, showcasing their great 
work and letting the public see the pivotal 
role of medical scientists in the management 
of this pandemic. I have captured some of 
the media pieces. Medical scientists are 
very active on social media. This also gives 
the profession visibility. Please follow the 
Academy on Twitter, Facebook and Instagram.

Pandemic could be the general theme 

4 • converse • Summer 2020 





6 • converse • Summer 2020 

It is my greatest honour to accept the role 
of President of the Academic Body of 
my profession - the Academy of Clinical 

Science and Laboratory Medicine. 
The Academy – representing medical 

scientists – those unseen, largely unknown 
scientists, working in Clinical Diagnostic 
Laboratory Services, who provide analyses, 
results, diagnoses and expertise to support 
the patient, with diverse presentations - 
across many Pathology disciplines.

Medical scientists who keep the public 
and private hospital wheels turning by 
providing essential Clinical Diagnostic 
Laboratory services, 24/7/365.

Medical scientists – who work within and 
have driven the implementation of quality 
management systems across laboratory 
services in Ireland, to ensure continuing 
compliance with ISO 15189 and 22870 
Laboratory Accreditation standards and 
participate in an annual inspection process.

As I reflect on my own journey in my 
profession, commencing many years ago 
in DIT, Kevin St and fondly revisited, earlier 
this year on the open day, with one of my 
classmates, I am struck by the journey of 
our profession, a journey led by visionary 
scientists. 

Indeed at one time in the distant past, we 
were considered technical with a vocational 
education however, as we all know, our 
education from that time to the current day, 
has been focussed on clinical diagnostic 
laboratory services for patients, across all 
pathology departments. As a testament to 
our expertise, some 80% of BSc graduates 
working in clinical diagnostic laboratory 
services, attain  a  minimum of an MSc, 
and many additionally add PhD, FRCPath, 
MBA, Bioinformatics, IT, Six Sigma and 
other qualifications to their CVs. 

Many medical scientists represent their 

repatriate these services.  
The Academy is not just the Council - it 

is you the members, medical scientists. 
We need you to be more actively involved, 
more visible, grasping and demanding 
opportunities to demonstrate your value 
and expertise in workplaces at all levels. 
This means Laboratory Managers ensuring 
workplaces are sites of learning, Chief 
Medical Scientists encouraging young, 
enthusiastic and highly qualified graduates  
(many winning awards both nationally and 
Internationally) to contribute, follow up, 
research and be enquiring. Finally you 
the scientist– never underestimate your 
contribution and continue to learn and 
grow in your knowledge, to support the 
patient to a rapid diagnosis, appropriate 
treatment and ongoing optimal and 
standard driven, care pathways. Educate 
yourself in that which you do not know, 
keep learning, listen to and learn from other 
clinical colleagues, question everything? 

For myself, I will be ably supported by a 
knowledgeable team of Council members, 
including past Presidents, Advisory Body 
Committee members, CPD officers, office 
staff and the CEO. Many of these medical 
scientists who while leading   their own 
laboratory services and departments, still 
find additional time, to reflect on the bigger 
picture, continue to have a passion for this 
profession and the expertise of medical 
scientists, and work tirelessly toward the 
wider recognition of medical scientists and 
single spine structures, late into the night 
and on their weekends. They also attend 
HSE, Department of Health meetings and 
National Committees on your behalf. We 
will continue to promote and demand 
collaboration with the Department of 
Health, HSE and other clinical groups.

I too will be working tirelessly on your 
behalf. I know and believe in the value of 
our expertise, clinically, analytically, and 
diagnostically, supporting routine, and 
out-of-hours clinical diagnostic laboratory 
services 24 /7/365.  I will be working to 
ensure your expertise and data is not 
usurped by others but rather through 
mentoring and other novel pathways 
including research in chronic disease 
management, and ED attendance 
prevention and greater visibility on 
student clinical placements to ensure 
your invaluable contribution to the patient 
clinical pathway and diagnostic journey is 
recognised and acknowledged.

profession on National and International 
Committees, publish research, collaborate 
with other clinical colleagues and still 
manage to ensure routine and emergency 
diagnostic services are expertly provided 
24/7/365. 

The ongoing COVID – 19 pandemic 
has provided the opportunity for medical 
scientists to step into the limelight – indeed 
without your tireless work, Ireland would 
not be at the current phase of re - opening 
and considering a new normal. Your work 
in microbiology departments across the 
country to verify multiple analytical systems 
for a new virus described and reported in 
January 2020 has been commendable. 
Your additional efforts, including sharing of 
information, advice and reagents between 
colleagues and sites, advising nationally on 
both equipment and reagent procurement 
has been outstanding and self less. 
You have also actively become involved 
and lead processes to ensure standard 
laboratory quality requirements from 
labelling to tracking are embedded into the 
SARS – CoV-2 analysis pathway. 

Of course COVID – 19 does not only 
require  diagnostic microbiological 
molecular focus, but rather  ongoing 
monitoring using a variety of diagnostic 
tools across multiple laboratory specialities 
including clinical chemistry, haematology, 
coagulation and indeed my own current 
speciality of POCT. Restructuring of staffing 
and flexibility, ensured services did not fail, 
but rather were fully supported to continue 
both in hours and out of routine hours, to 
ensure rapid turnaround times.  

Having stepped up and also stepped 
into the limelight, it is now time to continue 
to ensure our real value in the diagnosis 
and ongoing management of patient care 
is no longer overlooked. There are many 
who would presume to understand our 
services, underestimate our expertise 
and presume quality laboratory service 
provision and interpretation, is a simple 
enough process of automation (if only 
!!!).  How many days do we hope for new 
assays that perform correctly at clinical 
cut off points, are not flawed and do 
not require manufacturer modifications, 
IT systems that deliver without multiple 
novel workarounds and new automated 
equipment that is fit for purpose.

However, and unfortunately for many 
young women in Ireland and their families, 
these presumptions to know our service, 
disregard our expertise and ignore our 
advice, have already and continue to 
remind us, that the decisions to outsource 
Cervical Services abroad were flawed. 
Indeed it remains a not so simple task to 

Message from the President

message from the president
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Business Post

Dr Brigid Lucey, 
explaining testing 
validation criteria.

MEDIA COVERAGE of joint statement 
from the Academy and MLSA
•  Newstalk news: (with distribution to Today FM, Q102 and main 

local stations across the country.)

•  Medical Independent: https://www.medicalindependent.ie/
covid-19-highlights-need-for-more-medical-scientists-in-hospitals/

•  Activelink: www.activelink.ie/community-exchange/news/76581

•  Kildare FM: https://kfmradio.com/news/23072020-0914/listen-
hospitals-urged-employ-more-scientists-their-labs

Medical Scientists in the Media
Irish Examiner, Abigail Salmon
Testing times:  
The science of 
fighting Covid-19

Pádraig Hoare
It has been a baptism of 
fire for the Chief Medical 
Scientist of Microbiology 
at St Vincent's University 
Hospital (SVUH) in Dublin.

Abigail Salmon, Chief Medical Scientist at St Vincent's University Hospital 
Dublin, with colleague Aoibheann Sally. Pics: Moya Nola

by Harry Walsh h.walsh@donegalnews.com

Dr Jacqui Clarke, 
Donegal Daily
“IT was like going to war. We were all scared 
but we had to stand up and meet the Covid-19 
pandemic head on.”

The words of Dr Jacqui Clarke, Pathology 
Laboratory Manager, Letterkenny University 
Hospital, strike a chord.

“What we learned as a department is invaluable. So many younger 
members of staff have developed, matured and really shown what 
they can do. It was marvellous to see so many young people at the 
start of their careers really show what they’re made of in terms of their 
knowledge, application and ways that we do things,” she said.

Severe lack of medical scientists  
in Irish 
laboratories
“There is a severe shortage of medical 
scientists in Irish laboratories, which 
means longer testing turnaround 

times for patients. The problem has been amplified by the outbreak of the 
Covid-19 pandemic, with hospitals struggling to fill key posts, despite 
heavy advertising and promotion. Chief medical scientist in microbiology 
at St Vincent's University Hospital in Dublin, Abigail Salmon, said the stark 
nature of the lack of staff was apparent before the current crisis.”

SUNDAY, MAY 24, 2020 - 23:05 PM Pádraig Hoare

The Medical Independent

Covid-19 highlights need for more 
medical scientists in hospitals 
Speaking at the Academy’s AGM today, Dr Lucey highlighted the need 
to invest in medical scientists and hospital laboratory infrastructure. 
“Laboratories are constantly fire-fighting and the demands of Covid-19 
demonstrated the lack of investment. The pandemic shows that the required 
expertise is available in medical scientists, but capacity and infrastructure 
are sadly lacking. Laboratories account for 5 per cent of the hospital 
budget, yet laboratory results inform 70 per cent of clinical decisions.

“Medical scientists must be part 
of an immediate planning process 
with the HSE and should have 
a formal link and access to the 
national public health emergency 
team (NPHET). They understand 
the entire testing pathway and the 
need for quality management across 
the continuum of patient care.”

The calls were also made as part of 
a joint submission to the Oireachtas 
special committee on Covid-19 
by the Academy and the Medical 
Laboratory Scientists Association.

Pat Mulhare talks to Matt Cooper on Laboratory 
Testing: Tuesday 28th April) Listen back www.acslm.ie

academy

Yvonne Lynagh,  
Chief Medical Scientist, 
Virology, St James's 
Hospital, who was on 
RTÉ recently.
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feature

Plagues and Pandemics throughout history
Plague of Athens, 430 BC - Estimated 75,000-100,000 dead

Antonine Plague, AD 165-180 Estimated 5 million dead - Plague of Justinian, 
AD 541-542 May have been Yersinia pestis Estimated 30 to 50 million dead

The Black Death, 1346-1353, Asia to Europe, Yersinia pestis. - Estimated 
25-50 million dead

American plagues, 16th century, Europe to America ‘genocide’ - Great 
plague of London, 1665-1666 Estimated100,000 dead

Spanish flu, 1918-1920 - Estimated 40 million dead

Covid19, 2019-2020 - Number dead to date: 716,075 (8th August 2020, WHO)

Interspersed 
amongst the 
histories which 

celebrate the battles, 
sieges, triumphs and 

politicking of the elites 
such as the artistocracy, 

Royalty, the Church, 
Governments and armies, 

are accounts of frightening 
and lethal contagions, poorly 

understood but known to be 
passed from one human to 

another. From BC to the present 
day, plagues and pandemics 
have interrupted civic life, 
emptying villages, towns and 

cities, stopping commerce 
and trade, confining people 

to their homes, and challenging 
healthcare providers. Germs were an 

unintentional source of genocide when 
new parts of the world were ‘found’ 

bringing together European germs and 
immunologically naïve native populations 
in the ‘new world’. 

From the Plague of Athens, which 
occurred in 430 BC to the present day 
Covid-19 pandemic, the world has been 
subject, periodically, to waves of infectious 
diseases which often crossed borders and 
even continents. The histories of plagues 
and pandemics may provide something 
of a comfort to today’s medical scientist 

struggling through the current pandemic: 
the world has faced fearful bacterial and 
viral threats and recovered. Optimism as 
Covid-19 appears to come under control 
in Ireland must, of course, be tempered 
by an acknowledgment of the death toll 
and the difficulties along with the fear and 
the struggle. 

Even though we have a better 
understanding today of the cause of the 
latest pandemic, with the SARS-CoV-2 
virus quickly sequenced, many of the 
public health measures that have been 
adopted – quarantine, isolation, hygiene 
– would be very familiar to our ancestors. 

As we debate whether to cover our 
faces in public, the iconic masks of the 
plague doctors spring to mind. These 
beaked masks, rendering the doctor 
anonymous, contained herbs supposed 
to ward off the miasmas that were 
thought to cause the plague. The head 
to toe covering worn by the doctor is 
the forerunner of the hazmat suit while 
the rod was to fend off victims who tried 
to get too close (the forerunner of the 2 
metre rule?).

The enumeration of deaths on a 
regional basis is not something that 
originated with NPHET or the WHO. The 
same fascination with numbers was 
evident in the 1600s – bills of mortality for 
the various parishes provided the figures 
during the great plague of London and 

Plagues &
pandemics

A physician wearing a 17th century 
plague preventive. Credit: Wellcome 
Collection. Attribution 4.0 International 
(CC BY 4.0)
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while the method of dissemination of 
the information differed, the public was 
equally eager to hear ‘today’s numbers’.

For me, one of the most compelling 
reads when it comes to plagues and 
pandemics is an account of the great 
plague of London written by Daniel 
Defoe, better known as the author of 
Robinson Crusoe. While Defoe was not 
an eye witness, this fictive account was 
extensively researched, is informative 
and easy to read. For more ‘real’ 
accounts, try Samuel Pepys’ diary or 
the dryer London’s Dreadful Visitation, a 
book of the “bills of mortality” and all the 
burials in the city compiled in 1665. 

In his journal of the plague year, 
readily available online, Defoe recounts 
doctors and quacks selling ‘Infallible 
preventive pills against the plague’, 
‘Neverfailing preservatives against 
the infection,’ ‘Sovereign cordials 
against the corruption of the air.’ ‘Exact 
regulations for the conduct of the body 
in case of an infection.’ ‘Anti-pestilential 
pills.’ ‘Incomparable drink against the 
plague, never found out before.’ The 
marketplace, then as now, was quick 
to respond to perceived needs, while 
playing to people’s fears. Anyone for 
bleach or chlorohydroquinine?

Defoe details the public health 
response with examiners appointed to 
every parish, to learn who was ‘sick of 
infeciton’ and to ‘command restraint of 
access until it appears what the disease 
shall prove.’ If the dreaded plague was 
infecting any member of a household, 

their house was shut up. Rather than 
voluntary self-isolation, two watchmen 
were appointed, one for the day and 
one for night to ‘have a special care that 
no person go in or out of such infected 
houses whereof they have the charge, 
upon pain of severe punishment. And 
the said watchmen to do such further 
offices as the sick house shall need and 
require.’ This is somewhat reminiscent of 
the Chinese response to Covid19.

Defoe details how women searchers 
were appointed to seek out dead bodies 
and ensure proper burial. Searchers 
were not to carry out any other business: 
‘That no searcher during this time of 
visitation be permitted to use any public 
work or employment, or keep any shop 
or stall, or be employed as a laundress, 
or in any other common employment 
whatsoever.’It was important to get 
the numbers right so a number of 
Chirurgeons were appointed to work 
only with plague victims; their task 
was to stamp out the ‘great abuse in 
misreporting the disease.’  

Nurse-keepers, who looked after the 
sick, were to observe an isolation period: 
‘If any nurse-keeper shall remove herself 
out of any infected house before twenty-
eight days after the decease of any 
person dying of the infection, the house 
to which the said nurse-keeper doth so 
remove herself shall be shut up until 
the said twenty-eight days be expired.’ 
Bedding and apparel were to be aired 
before re-use after death or infection. 

In a response that will resonate with 
anyone who had a loved one pass away 
recently, it was ruled that ‘No neighbours 
nor friends be suffered to accompany 
the corpse to church, or to enter the 
house visited, upon pain of having his 
house shut up or be imprisoned. And 
that no corpse dying of infection shall be 
buried, or remain in any church in time of 
common prayer, sermon, or lecture.’ 

There was little debate over stigma: 
practicality trumped sensitivity with every 
visited house marked with a red cross 
‘of a foot long in the middle of the door, 
evident to be seen, and with these usual 
printed words, that is to say, “Lord, have 
mercy upon us,” to be set close over the 
same cross, there to continue until lawful 
opening of the same house.’

 Just as issues with public transport 
and shared transport have emerged 
with Covid19, during the plague it was 
ruled ‘That care be taken of hackney-
coachmen, that they may not (as some 
of them have been observed to do after 
carrying of infected persons to the pest-

house and other places) be admitted to 
common use till their coaches be well 
aired, and have stood unemployed by 
the space of five or six days after such 
service.’

Defoe’s narrator has some 
suggestions to add to the public 
response. He warned about the infection 
being brought into homes via food 
shopping and also how more hospitals 
for the infected were required: ‘(1) 
The infection generally came into the 
houses of the citizens by the means of 
their servants, whom they were obliged 
to send up and down the streets for 
necessaries; that is to say, for food or 
physic, to bakehouses, brew-houses, 
shops, &c.; and who going necessarily 
through the streets into shops, markets, 
and the like, it was impossible but that 
they should, one way or other, meet with 
distempered people, who conveyed the 
fatal breath into them, and they brought 
it home to the families to which they 
belonged. (2) It was a great mistake that 
such a great city as this had but one 
pest-house…’

 He also mentioned the effects of 
the plague on everyday life:  ‘all trades 
being stopped, employment ceased: 
the labour, and by that the bread, of the 
poor were cut off; and at first indeed the 
cries of the poor were most lamentable 
to hear, though by the distribution of 
charity their misery that way was greatly 
abated.’ Change the archaic language, 
and extracts of Defoe’s Journal are eerily 
similar to the online media accounts 
that we have been reading daily on our 
phones as Covid19 unfolded. There is 
nothing new under the sun?

Anne Mac Lellan has a PhD in the 
history of medicine and is a surveillance 
scientist (jobsharing) in Connolly 
Hospital, Dublin

References:
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Getting with the programme!

CervicalCheck

Definition of population 
screening
The aim of population screening is to 
detect a given disease in an individual 
before the symptoms of that disease 
appear, for example, cervical screening 
aims to prevent cervical cancer through 
early detection of precancerous changes 
on the cervix. Early detection of disease 
has several patient benefits, including:

•  Increasing the treatment options 
available to the patient

•  Reducing invasiveness of treatment
•  Reducing morbidity and mortality
•  Improving survival rates
•  Improving quality of life

How is a population screening 
programme introduced?
A population screening programme for 
disease should satisfy the Wilson and 
Jungner (1968) criteria for a screening 
programme which help ensure that the 
proposed programme achieves those 
health benefits intended from screening. 

Aetiology of cervical cancer 
and screening for the disease
The natural history of cervical disease 
is now much better understood and the 
role of Human Papillomavirus (HPV) as 
the causative agent is beyond dispute.  
Cervical cancer is an important health 
problem, with 15.1 cases diagnosed 
and 4.3 deaths per 100,000 reported 
in Ireland each year. In the EU, the 
disease affects 11.3 women with 3.7 
deaths per 100,000 (2012 European 
age-standardised rate) annually. The 
good news is that mortality from cervical 

disease is falling and that is due to the 
various cervical screening programmes 
in operation worldwide.

Cervical disease progresses through 
several intra-epithelial stages prior to 
invasive cancer and the condition is 
detectable in these early stages and 
treatment prior to invasion has a high 
success rate.  

Previously, cytology was performed 
on screening samples to detect these 
precancerous changes associated 
with the early stages of the disease. 
In recognising oncogenic HPV as the 
prime cause of cervical disease, many 
programmes are screening for the 
presence of the high risk variants of the 
HPV virus, in a risk stratification modality, 
and positive samples then have cytology 
performed in order to assess the severity 
of any disease, thus:

•  HPV test = Test of risk of cervical 
disease

•  Cytology = Test for cervical disease  

What makes an effective 
cervical screening 
programme?
Fundamentally, the programme must 
identify and invite eligible women and 
it is vital that they attend for the test to 
realise the potential health benefits. 
CervicalCheck aims for 80% attendance 
from invitation for screening and 
maintains a register of eligible women 
invited at regular intervals for their 
screening test. 

The screening programme must 
provide appropriate information to 
participants. There must be clear, 
evidence-based testing, treatment and 

participant management protocols. All 
these requirements must be underpinned 
by a strong foundation of quality 
assurance (QA) to ensure the greatest 
benefit to the individuals served.

The woman has her part to play also 
and regular adherence to screening 
invitations and attending for the test is 
known to be vital in successful screening.

An overview of CervicalCheck
The CervicalCheck cervical screening 
programme commenced on 1st 
September 2008 following a pilot 
programme in the mid-west of Ireland. Its 
primary goal is to reduce the incidence 
of cervical precancer by screening a 
target population of approximately 1.33 
million women. The eligible screening 
population consists of individuals with 
a cervix within the age range of 25-65 
years. 

QA in laboratory cervical 
screening
Laboratory standards and requirements 
for QA in cervical screening encompass 
the following disciplines:

•  Cytopathology
•  Molecular HPV Testing
•  Cervical Histopathology

These laboratory services are 
commissioned by the National 
Screening Service (NSS) on behalf of 
CervicalCheck. Service specifications 
with detailed and explicit requirements for 
compliance with the latest programme 
QA standards are documented and 
agreed via service contracts and 
memoranda of understanding. 

Dr Dave Nuttall, PhD, MPhil, DipRCPath, CSci, FIBMS - CervicalCheck Clinical Laboratory Advisor
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Whilst the clinical governance for 
screening participants resides with 
CervicalCheck, the clinical responsibility 
for CervicalCheck screening samples 
for cervical cytology and molecular 
HPV testing is the responsibility of the 
cytopathology service under the lead 
pathologist. This is primarily because 
the largest interaction by far between 
laboratory and clinical services is with 
cytopathology and histopathology via 
colposcopy multi-disciplinary team (MDT) 
meetings. However, the QA standards 
require that access to virology specialist 
advice is available.   

Irish screening laboratories must 
be accredited to the ISO 15189:2012 
“Standards for the Medical Laboratory”.  
Laboratories providing services for 
CervicalCheck that are outside of 
the EU must have accreditation to 
the appropriate standards within the 
country of origin of the contracted 
laboratory. The scope of the laboratory 
accreditation must include HPV primary 
testing with reflex cytology and the HPV 
assay of choice must be approved by 
CervicalCheck.

Bethesda terminology is the standard 
in use for cervical cytopathology 
morphology reporting. Every result for a 
test is accompanied by a management 
recommendation – the recommended 
next step for the woman in the screening 
programme. 

Cyto-histological correlation 
as a “gold standard”
Histology results received by the 
Cervical Screening Register are used 
as the “gold standard” to perform 
cyto-histological correlation to measure 
and monitor programme performance. 
Key Performance Indicators (KPIs) are 
calculated for the laboratory, these 
include:

•  HPV positive rates for primary care 
and colposcopy samples

•  Sensitivity and Specificity
•  Positive Predictive Value (PPV)
•  Abnormal Predictive Value (APV)
•  Total Predictive Value (TPV)

QA audits of laboratory 
services
CervicalCheck standards require that 
on-site QA audit visits are conducted at 
least every 2 years. Provider laboratories 
were last audited in 2019, prior to the 
introduction of HPV primary testing and 
further visits are anticipated once the 
new programme has stabilised. The visits 

check that laboratory facilities, records 
and procedures are compliant with QA 
standards.  Interim inspections can be 
carried out where deemed necessary 
(for example, as a result of an identified 
non-conformance). 

The future of laboratory 
cervical screening services in 
Ireland
Laboratory cervical screening services in 
Ireland are at a watershed. The transition 
to a molecular HPV primary screening 
test heralds a new era in the detection 
of cervical precancer and a combination 
of state-of-the-art automated molecular 
assays and traditional morphological 
analysis requiring highly skilled scientists 
offers an improved service to the women 
of Ireland as well as exciting career 
opportunities for medical scientists in 
Ireland.    

The Health Service Executive has 
been planning for a National Cervical 
Screening Laboratory (NCSL) for some 
time and the project is progressing. One 
of the workstreams is concerned with 
the provision of sustainable staffing to 
deliver a high quality molecular HPV/
cytology service.  

Sustainable staffing for the 
NCSL
HPV primary screening provides new 
roles for medical scientists allowing 
multi-skilling of the workforce, whilst 
making the most of transferrable skills. 
To be successful, robust workforce 
planning for the new service is required. 
The combination of new and old 
screening tests is an opportunity to 
extend the role of the medical scientist, 
and this is to be welcomed, but delivery 
of this goal will require access to the 
appropriate training and development. 
Training schemes need to embrace 
recent advances in molecular tests for 
disease as well as established laboratory 
technologies.  In the meantime, the 
NCSL will need cytologists – currently 
a limited resource – and consultant 
medical staff specialising in cervical 
cytology are simply not available.

Ireland is a small island, with limited 
numbers of specialised medical 
pathology staff. Increased demand, 
combined with new technologies 
and specialisation, has resulted in 
increased pressures on an already 
limited workforce. There are currently 
no medical trainees in cervical 
cytopathology in Ireland and, with the 

advent of HPV primary testing and 
centralisation, the number of cervical 
cytopathologists in the UK has declined 
sharply. These factors, combined with 
the increased number of non-medical 
cytopathologists (who currently cannot 
work in Ireland), have further decreased 
the recruitment opportunities for the Irish 
service.   

Introducing the Consultant 
Medical Scientist
The pressures on medical histo/
cytopathologists were recognised 
in the UK in the 1990s, which led to 
the development of the Consultant 
Biomedical Scientist (CBMS) role.  A 
CBMS is a non-medical consultant 
specialising in defined fields within 
pathology. The role was created by 
the Institute of Biomedical Science 
(IBMS)/Royal College of Pathologists 
Conjoint Board – initially in cervical 
cytopathology, and now extended 
practice includes diagnostic cytology, 
gastro-intestinal, cervical and 
ophthalmic histopathology. CBMSs play 
an integral role in supporting laboratory 
cervical screening services, thus:

•  Reporting abnormal samples
•  Performing case reviews for MDT 

meetings
•  Training pathology specialist 

registrars 
•  Can now take on the Clinical Lead 

role for the laboratory

The CBMS is qualified to Masters 
degree level, with a minimum number 
of years’ experience in the relevant 
discipline. Attendance at a recognised 
training course is mandatory as is a 
minimum period of supervision – usually 
via shadow reported cases supported 
by a nominated consultant pathologist, 
who is approved by the examination 
board. Finally, success in the 
appropriate examination, which includes 
a practical element of microscopy and 
case review, allows the medical scientist 
to attain consultant status along with the 
opportunities and responsibilities of the 
grade.  

This grade of staff was a success 
story in the UK, and the CBMS is now 
recognised as a valuable member of 
the clinical pathology team. Extending 
the career expectations for Medical 
Scientists in Ireland and enhancing the 
prospects of the role will attract high 
achieving individuals and, in turn, will 
contribute positively to sustainable 
pathology services for the future.
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and that the human is always directed to someone or some-
thing outside of himself: “the more he forgets himself, the more 
human he is and the more he self-actualises”.  Frankl believes 
that self-actualisation is not actually an aim at all, as the “more 
he would strive, the more he would miss it” and that self-actu-
alisation is a side-effect of self-transcendence.

Being given the role of mentoring a colleague therefore pro-
vides what is a privileged opportunity to fulfil the highest of the 
needs of the mentor themselves.  It does suggest, however, 
that the stage of professional and personal development that 
the mentor is afforded through their work may have a bear-
ing on whom in the workplace they are suitable to mentor.  It 
seems likely to be the case that a whole series of intercon-
nected mentors and mentees is what is needed, and this on a 
continual basis.  

It must be stated here that an exploration of the absolute 
need for ethically sound behaviour in the mentor that guar-
antees putting the interests of the mentee first is beyond the 
scope of this article, but its importance is implicit throughout. 

Introduction
Mentoring has been defined in one paper as a dyadic, face-
to-face, long-term relationship between a supervisory adult 
and a novice student that fosters the mentee’s professional, 
academic or personal development (Donaldson, Ensher, & 
Grant-Vallone, 2000).  A clear definition for coaching is more 
difficult to find in the available peer-reviewed literature and 
often seems to encompass the words mentoring and counsel-
ling.  Usefully, in one case it has been described as a method 
to allow unlocking a person’s potential to maximise their own 
performance (Grant et al., 2006).  

The facilitation of the development of others is a higher 
calling, which requires the facilitator, mentor or coach to be in 
a position from which this is possible.  Maslow’s hierarchy of 
needs (Maslow, 1943) outlines the order in which any individ-
ual’s needs must be met, from the basic security needs as a 
priority, to the actualisation of the self which may be attained 
after the other needs have first been met.  This original model 
was followed by Maslow’s expanded form of this principle, 
which is shown in Figure 1.  This expanded plan shows the 
actualisation or facilitation of others placed above the actual-
isation or the realisation of the ambitions of the self, in what 
has been termed transcendence.  Maslow’s own definition of 
transcendence was as follows:  Transcendence refers to the 
very highest and most inclusive or holistic levels of human 
consciousness, behaving and relating, as ends rather than 
means, to oneself, to significant others, to human beings 
in general, to other species, to nature, and to the cosmos 
(Maslow, 1971).  It should also be mentioned here, howev-
er, that from his ongoing studies, regarding the structure of 
his hierarchy, Maslow (1987) proposed that the order in the 
hierarchy “is not nearly as rigid” as would be implied from 
the diagram in Figure 1 (1971).  A large study conducted by 
Tay & Diener (2011) tested Maslow’s theory by analysing the 
data of 60,865 participants from 123 countries, representing 
every major region of the world. The survey was conducted 
from 2005 to 2010. They stated from their findings that the 
emergent ordering of need fulfilment for psychosocial needs 
was consistent across country conditions, thereby validating 
Maslow’s upper deficiency and all of the growth needs, but 
that the fulfilment of basic and safety needs was contingent on 
country membership.  In the context of a profession, it is likely 
that the basic or safety needs are those that might be expect-
ed to be met, or at the least, defended by a Trade Union.  The 
psychosocial needs might be expected to fall within the remit 
of the mentor, among others, however.  As to self-actualisation, 
it is interesting that Victor Frankl, in his book Man’s Search for 
Meaning (1946) tells us that “the true meaning of life is to be 
discovered in the world rather than in man or his own psyche” 

An overview of coaching 
and mentoring theory

Dr Brigid Lucey

Coaching and Mentoring models
There are key mentoring and coaching theory and practice 
experts, whose principles underpin those of many others.  
One such mentoring expert is Carl Rogers a psychologist and 
psychotherapist who was nominated for a Nobel peace prize 

Maslow's Motivation Model
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Figure 1. Maslow’s hierarchy of needs (McLeod (2017) 
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Coaching to success through the GROW model (Figure 3) is 
another way in which the learne r might develop.  This model, 
developed by John Whitmore in the 1980s, author of Coach-
ing for Performance (Whitmore, 1992), provides a process for 
encouraging learning, action and growth, the aim of which is 
to unlock people’s potential to allow them to self-actualise.  
One aim of this method was to learn through enjoyment and to 
engender a sense of purpose in the learner.

Figure 3. The GROW model (Whitmore, 1992)

In 1984, Kolb, published a seminal book entitled Experiential 
Learning: experience as the source of learning and 
development. This book essentially worked on the principle 
that a person would learn through discovery and experience. 
This is summarised in a schematic diagram in Figure 4.

in 1987, for his work with intergroup conflict in South Africa 
and in Northern Ireland.  Rogers is known for practicing what 
he has termed unconditional positive regard, which he has 
defined as accepting someone without negative judgment of 
basic worth (Rogers, 1980).  Earlier, Rogers had stated that a 
person cannot teach another person directly and that a person 
can only facilitate another’s learning (Rogers, 1951).   Within 
the teachings of Rogers is the personality theory, which states 
that everyone exists in an ever-changing world of experience 
in which they themselves are at the centre. Each person reacts 
and responds based on their perception and experience. The 
belief, therefore, is that the actions of the mentee are more 
important than those of the mentor. (Rogers, 1951)

In line with the teachings of Carl Rogers, the teachings of 
Chris Argyris are based on the foundation of Argyris’s funda-
mental faith in human nature.  Argyris believed that organisa-
tions depend on people and that the personal development of 
people can be inherent to their work, and through his thinking, 
an effective mentoring style was developed, in which a mentor 
may help a mentee (and themselves) to develop both person-
ally and professionally.

Double loop theory represented a major leap forward in 
addressing the difference between limited versions of improve-
ment in organisations through learning, and a more profound 
view of a much-extended version of increased improvement.  
This is based upon a theory of action outlined by Argyris & 
Schön (1974).  An important aspect of the theory is the distinc-
tion between an individual’s self-understood theory and their 
actions, and their recognition of this dichotomy as a basis for 
continuous improvement via double loop learning, which is 
shown in schematic form in Figure 2 (Bryant, 2009).

Figure 2. Schematic diagram by Bryant (2009) of what is 
meant by double-loop learning as described by Argyris & 
Schön (1974)

This thinking by Argyris and Schön included a belief that 
organisations can block employees from reaching their 
maximum potential, described as ‘when organisational error is 
detected and corrected in ways that involve the modification 
of underlying norms, policies, and objectives’.  Furthermore: 
‘Most organizations do quite well in single-loop learning (when 
the detection and correction of organizational error permits 
the organization to carry on its present policies and achieve 
its current objectives but have great difficulties in double-loop 
learning)” (Argyris and Schön 1974).  Their double-loop learn-
ing theory unlocks the potential inherent in an organisation 
when a broader vision is embraced within its management and 
within other employees.  

Figure 4. Schematic diagram of Kolb’s experiential model 
cycle
https://co.pinterest.com/pin/303430093623097311/?amp_
client_id=CLIENT_ID(_)&mweb_unauth_id=%7B%7Bdefault.
session%7D%7D&from_amp_pin_page=true
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indicated.
Figure 5. Phases of the mentoring relationship (Lane & 
Clutterbuck, 2004)

There have been different permutations of mentoring 
suggested over the years.  These include team and 
sequential mentoring, for example.  In team mentoring, the 
team leader would mentor group members who also mentor 
one another (Williams, 2000), and sequential mentoring, 
where a mentee may have a series of mentors (Baugh & 
Scandura, 2000).

Discussion and Conclusion
It is likely that the greatest benefits to the mentee will come 
about when their actions resonate with the mission of their 
organisation.  The self-acknowledgment of mentoring by and 
of ourselves in our daily working lives, in a reflective way, 
would help us to improve our skills in this regard.  A per-
son’s own search for meaning is also made easier through 
reflection on this fact, perhaps.  Furthermore, as taught by 
Senge (1990), organisations learn through the learning of 
individuals.  This must be as true for the CEO as for the 
student, and which makes effective communication, univer-
sal respect, teaching and mentoring vital.  Senge’s teaching 
(1990) includes the wisdom that for any of us a state of 
personal mastery includes the realisation that the reward is 
the journey.  Such a climate of mentoring could foster the 
best environment for meeting the changing needs of an 
individual.  

One of the current missions of the Academy is to immi-
nently set up a support for mentoring of its members at all 
stages of their careers.  The Advancement and Engagement 
Advisory Body are demonstrating their usual innovative ap-
proach at the moment, for new members of the profession, 
as one example. Watch this space!
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In a paper by Lane (Lane, edited by Clutterbuck, 
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being the course of a mentor-mentee relationship.  The 
likely duration of the mentor/mentee relationship is not 
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Women in Science
Helen Barry

In laboratory medicine, scientific achievements, laboratory 
equipment, experimental techniques, and culture media 
are often named after the researchers who developed and 

introduced them. Most of us use the terms with little thought 
to whom they refer. If we do think about the names at all, do 
we visualise a face to the name? More often than not, do we 
assume it is a man?

I recently came across two interesting women, whose names 
were very familiar to me but if I thought about them at all, it 
never occurred to me they may have been women. They were 
Maud Menten and Jane Hinton. Two pioneering women and 
scientists.

Maud Menton is primarily known for her work in enzyme 
kinetics. Together with Leonor Michaelis, she showed that the rate 
of an enzyme-catalyzed reaction is proportional to the amount 
of the enzyme-substrate complex. This relationship between 
reaction rate and enzyme–substrate concentration is known as 
the Michaelis–Menten equation.

Jane Hinton's contribution to microbiology, in the early 1940s 
and together with John Howard Muellar, was the development of 
a reliable culture medium for Neisseria. This also proved useful for 
other human pathogens. Mueller-Hinton agar is still used and has 
standardised the testing of antimicrobial susceptibilities. 

Maud Leonora Menten
(1879-1960)
Maud Menten was Canadian, born 
in Ontario. She graduated in 1907 
with an MSc. At that time women 
were not allowed to do research in 
Canada and she moved to the US. 
She returned to Canada to study 
medicine and in 1911, became 
one of the first women in Canada 
to qualify as a medical doctor. She 
returned to the US and research 
and worked on the control of acid-
base balance during anaesthesia, 
She began communicating with 
Leonor Michaelis, one of the 
world-leading experts in pH and 
buffers. In 1912 she travelled to Berlin to work with him. They 
studied enzyme kinetics and Michaelis and Menten developed 
the equation to model and predict the rates of an enzyme-
driven reaction. After studying with Michaelis in Germany she 
moved to the University of Chicago, where she obtained her 
PhD in 1916.  Her dissertation was titled "The Alkalinity of 
the Blood in Malignancy and Other Pathological Conditions; 
Together with Observations on the Relation of the Alkalinity of 
the Blood to Barometric Pressure". She studied histochemistry 
and paediatric pathology, and became a pathologist at the 
Pittsburgh Children's Hospital in 1926. She is credited for having 
conducted the first separation of proteins by electrophoresis, 
and she developed a staining method using azo dyes that is still 
used in histochemistry today. She became Assistant Professor 
and then Associate Professor in the School of Medicine at the 
University of Pittsburgh from 1923 to 1950. She was also head 

of pathology at the Children’s Hospital Pittsburgh. In spite of her 
extraordinary achievements, her final promotion to full Professor 
did not happen until 1948, at the age of 69 and in the last year of 
her career. 

JANE HINTON  
(1919-2003)
Jane Hinton was born in 
Massachusetts. Her mother, Ada, 
was a teacher, and her father, 
William Augustus Hinton, was 
a bacteriologist and one of the 
most prominent African American 
medical researchers of his era. 
In the 1920s, he developed a 
test for syphilis1 that was widely used until newer methods were 
developed after World War II. Augustus Hinton was the first 
African American to teach at Harvard Medical School and to 
write a medical textbook.

When she was six, Jane’s parents sent her and her sister to 
school in several European countries, to ensure that they would 
have the best education available to black students at the time. 
Hinton returned to the United States in 1928. She graduated in 
1939.

After her graduation, Hinton worked in her father’s laboratory 
and as an assistant to John Howard Mueller in Harvard 
University’s Department of Bacteriology and Immunology. There, 
she helped develop the Mueller-Hinton agar. 

From 1942 to 1945, Hinton worked as a medical technician in 
Arizona for the U.S. War Department. After World War II ended 
Hinton decided she wanted to be a vet and enrolled in the 
School of Veterinary Medicine at the University of Pennsylvania. 
She graduated with her Doctor of Veterinary Medicine (VMD) 
in 1949. That year, Alfreda Johnson Webb also gained her 
VMD, from Tuskegee University. They were the first two African-
American women vets in the US.

After qualifying, Hinton worked as a small animal vet in 
Massachusetts until 1955. That year she joined the Department 
of Agriculture as a federal government inspector involved in 
research and response to outbreaks of disease in livestock. She 
retired about five years later in 1960 at the relatively early age of 
41 and spent the rest of her life, caring for a garden and a variety 
of pets at her home. She died in 2003.

It must be a career high to be in a position to name a new 
discovery or organism. A PhD student from CIT, Colin Buttimer, 
discovered a bacteriophage and named it "Corkvirinae". Dr 
Brigid Lucey discovered a new Campylobacter spp and named 
it Campylobacter corcagiensis.

1.  Hinton, William A.: A Glycerol-Chlolesterol Precipitation Reaction in 
Syphilis, Boston Med. and Surg. Journ., June 16th, 1927. https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC2451978/pdf/brmedj07669-0012a.
pdf

POSTED ON APRIL 23, 2020 CONTRIBUTED BY:  
HILDA BASTIAN https://www.blackpast.org/african-american-history/

jane-hinton-1919-2003/
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Dear Colleague
We hope that you are well and safe during these challenging 
times. COVID-19 and its restrictions have certainly made 
classroom style events a thing of the past, for now, at least. 
So with this in mind, we have created several new resources 
which we hope will support you to uphold the high standards 
of continuing education despite to current difficulties. We also 
include below some important CPD updates which we would 
urge you to study. 

Resources and General Updates

•  We have had to pivot how education is rolled out since 
March. Funding proposals and a major shift in the delivery 
of our programme with the HSCP Office is testament to 
this.

•  May 25th & 26th: Webinar – ACSLM Medical Science:  2020 
Vision. The webinar videos are on academy website with 
private link sent to non-members who registered. www.
acslm.ie

•  June 23rd: Webinar – TTSAB: An introduction to the NTAG, 
a live webinar. 

• J uly 2nd: Webinar – CPD Officers: CPD/PDP & CORU 
Framework and how to use CPD on the CPD section of 
the members area of the Academy website. Many thanks 
to all who supported. The video recording is on www.
acslm.ie 

•  We are setting up a repository for webinar videos on the 
academy website. There are educational videos coming 
from the profession now so a cataloguing system is 
required (underway).

•  HSCP professional development network produced 
an educational video on Reflective Learning. This is 
also installed on the website under the “CPD/Reflective 
Learning Resources” tab on the homepage of the website.

•  CPD on the academy website: the CPD credits awarded 
for attending/performing activities have been removed. The 
profession must realise that all aspects of learning requires 
reflection and it be documented. See more about this 
below.

•  Up-to-date information relating to self-awarding of CPD 
credits has been input into the acslm website where 
required.

•  Scientists who logged CPD as “OTHER” where the 
Academy reviewed the work and awarded credits have 

been emailed in relation to their self-awarding of credits.
•  Completed exemplars of CPD records are being worked 

on with CORU and will be circulated once complete. This 
will help you understand effective logging of your CPD 
activities. 

•  If you have some content that you would like to share with 
your colleagues as a CPD webinar/video but don’t know 
where to start with the tech side of things, please don’t 
hesitate to contact Jemma or Leo who will take care of it 
all. You provide the material and we will do the rest.  

•  MCQs based on webinar video is in progress 
•  Resolving issues with making webinar videos and 

processing the material with scientists
• Discussing improvements to AXIA with vendors.

CORU Updates in relation to CPD: A 
Summary
On July 2nd, The Academy’s CPD Officers Jemma Kehoe and 
Leo Mulvany hosted a CPD Updates webinar. For those of you 
who couldn’t join live, there is a replay and a PDF of the slides 
available on www.acslm.ie. The main points from the webinar 
are summarized below: 
•  A random selection of 2.5% of registrants will be selected 

to submit their CPD record evidencing a minimum of 30 
CPD credits in every 12-month period. 1 credit = 1 hour of 
new or enhanced learning

•  Audit Period: 1st April 2021 – 31st March 2022. Audit will 
begin on 1st April of 2022

•  No. of CPD points required: 30 credits in a 12-month 
period. The emphasis here is on continuous learning and 
it is a requirement that the learning activities be spread out 
over the 12-month period. 1 hour of new learning = 1 CPD 
credit. There is no longer a need for designated reflective 
practice pieces to be submitted separately, however, all 
learning activities require that you evaluate and reflect on 
the impact on practice of each activity that you undertake. 
It is your duty to use a system and a process for maintain 
and recording your CPD.

•  CPD Points are self-awarded, with an emphasis on moving 
away from “attending a five-hour workshop = 5 CPD 
credits” model. This is because two different people could 
attend the same five-hour workshop and one of them gain 
only one hour of new or enhanced learning, while the 
other gain four hours of new or enhanced learning. 
It is highly personal and will vary from person to 
person. The time spent is important to be able to 
reflect the credits you award yourself. 
Remember, we are here to support you in 

anyway that we can so please don’t hesitate 
to contact us by emailing cpd@acslm.ie

 

CPD Update

cpd@acslm.ie

cpd
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Delivering CPD in the current climate has been challenging. 
Thanks to our Advisory Bodies who have stepped up and 
organised online seminars and lunch time Webinars.

These are available through the members’ area on  
www.acslm.ie

CPD - The New Normal

The Academy hosted three Webinars on the 25th May and 
26th May. 
Engagement and Advancement Advisory Body – Early 
Career Scientists Forum
Cervical Cytology: Updates and Opportunities in Cervical 
Cytology
Covid-19 Updates

Engagement and Advancement Advisory Body Seminar for 
Early Career Scientists.

Medical scientists presenting their experience on choosing an 
MSc, doing a PhD while working and doing the FRCPath.

Dr David Nuttall presenting on Cervical Cytology: Updates and 
Opportunities for Medical Scientists in Cervical Cytology

Covid-19 Updates
The Coagulopathy of COVID-19 – Mary Byrne, Chief Medical 
Scientist, Coagulation Dept, St James's Hospital

Full text at: https://onlinelibrary.wiley.com/doi/full/10.1111/
bjh.16749

Covid-19 updates from Prof Martin Cormican and 
acknowledgement of the role of medical scientists.

Covid-19: Testing times for Microbiology Labs – Abigail 
Salmon, Chief Medical Scientist, St Vincent’s University Hospital.

Transfusion and Transplantation 
Advisory Body Webinar

Journal Clubs

Presenting

Cian Ryan presenting 
from the kitchen

John Duffy at his 
Journal CLub.
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AGM 23rd July 2020
As with so many other things the Academy AGM, originally scheduled for 27th April 2020, had to be postponed. The Academy 
Constitution does not allow for proxy voting, so an online AGM could not be held, and any general meeting can only begin once 12 
members are present in person. Once we entered into Phase 3 out of lockdown, we decided to hold a blended event. This was facilitated 
by Council Member, Sinéad Creagh, who organised the venue at the CUH Main Lecture Theatre and ensured the IT was in order. 

Twenty five members attended in person, observing social distancing and over 30 Zoomed in.

Masks have replaced pens 
as the new merchandise. 

Bernadette Jackson, Naas General Hospital.
Brigid Lucey, CIT.
Brian O’Malley, Cavan General Hospital.
Irene Regan, Children’s Health Ireland at Crumlin.
Pat Mulhare, University Hospital Waterford.
Marie Culliton, The National Maternity Hospital.
Sinéad Creagh, Cork University Hospital.
Jenny Mulvany, Connolly Hospital.
Alison Malkin, TU Dublin.
Helen Lambkin, The Coombe Women and Infants University Hospital.
Maria Molloy, University Hospital Galway.
Fidelma Hernon, Blackrock Clinic.
Richard McCafferty, St James Hospital.
Fergus Guilfoyle, The Coombe Women and Infants University Hospital.

Nominations for Council closed on March 8th. Council members for 2020:

The membership and financial reports were presented by Fergus Guilfoyle and Brian O’Malley respectively. Membership of the 
Academy remains at about 50% of the total number of medical scientists. The importance of maintaining membership and ensuring a 

robust advocating body was stressed. 
Brian presented a detailed report of the 
income, expenditure and assets of the 
Academy.

The CPD report was presented by Leo 
Mulvany. He stressed the emphasis that 
CORU place on a systematic approach 
to CPD. The idea of clocking up points 
for attending at meetings is no longer 
acceptable. Learning from a range of 
activities must be shown. This is easily 
facilitated by the Academy through its 
CPD portal and available to members.

Reports were presented through Zoom as well as by those who were present.
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Dr James O’Connor Presenting E&A AB Report Fergus Guilfoyle Presenting TTSAB Report

National AffairsMolecular Diagnostics

Marie Culliton on Regulation

POCT Report Advisory Bodies

Carol Lenihan presenting the Haematology Report

Dr Helen Lambkin presented the research report. 
Research was the last item on the agenda. Helen 
spoke strongly that research should be our priority. 
She felt it should be the first item on the agenda. It is 
an important part of the role of the medical scientist. 
The Academy encourages this by providing support, 
bursaries and collating research done by medical 
scientists biennially in the research publication.

The advisory bodies presented their activities for 2019 and updates for 2020. Brigid Lucey thanked them for their work and stressed the key 
role they play in organising meetings, supporting CPD and critically providing expertise in their specific discipline to the Academy Council.



grateful to Dr Irene Regan from whom I took over as President, 
for shouldering a lot of the burden of the cervical screening 
challenges for the Academy, including interviews, statements 
and other communications, and for kindly allowing me to settle 
in to the role of president without being swamped as the news 
broke on my first day.  I wish to thank all the members of council, 
whose names will be listed on our presentation in due course 
for their unstinting voluntary work and for their wisdom and for 
their friendship. Many thanks to our advisory bodies for all their 
efforts over the past year Finally, I wish to thank my colleagues 
and students (past and present and numerous) for their support 
throughout the past two years.  

I thought it remarkable that five of my lecturers from the 1980s 
(all retired, unsurprisingly) contacted me with congratulations 
after I became president of the Academy (three from the 
Certificate in Cork and two from the Diploma in Dublin). The 
circularity of these communications and knowing the work 
needed to become qualified in our field reminds me again of the 
need to ensure that medical scientists’ roles are given sufficient 
scope, support and recognition to allow fulfilment of potential, 
which will benefit not only ourselves but the patient, as has been 
proven previously.

I don’t want to let this opportunity go by without making 
a special mention of Sinéad Wall, whose sterling work with 
supplying the updated volunteers’ database to the HSE during 
the COVID-19 crisis has been acknowledged by the HSE in the 
past week. CORU have also acknowledged her work, helping 
them with their numerous queries.

Finally, I am particularly looking forward to meeting some of 
yourselves in workshops and other events over the coming year.
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President’s address at the AGM 2020

Welcome, everyone to the 
proceedings of our AGM 
of 2020 at which we 

present the activities and finances 
of the Academy during 2019 and 
thank you to all who contributed 
and attended, either physically 
or virtually.  This is my last official 
duty as President of the Academy 
and it has been a huge honour to 
represent you since May 2018.  I 
saw at first hand that the furtherment 
and the promotion of our profession 
is an ongoing development, as is 
the supporting of our members in being innovative and expert 
in an ever-changing field.  The Academy is only as strong as its 
members and I would urge you to get as involved in it as you 
can.  The possibilities for medical scientists have expanded 
hugely since I qualified in the 1980s, due in no small measure 
to the voluntary efforts of the members of the Academy in 
seeking external recognition for our skills, but  not forgetting the 
encouraging of our own self-recognition.  We continue to have 
meetings with the department of health, the HSE and the state 
regulator, among many others, on your behalf. We must continue 
strongly.

On that note, I’m very pleased to hand over the president’s 
chain of office to Bernadette Jackson, whose passion, experience 
and selflessness in her work for the advancement of the 
profession is obvious.  I know that she will be a great president 
of the Academy and am very happy to support her role as I take 
a side-step to be vice-president and remain on Council for the 
coming year.

Given the extraordinary nature of the current pandemic, I did 
break with tradition at the AGM in mentioning the current year 
when acknowledge the industrious activities of our profession, 
who have risen to the challenges of extra diagnostic work, 
validating new methods, working different and longer hours and 
so on.  I don’t think that anyone would deny that we have been 
and continue to be to the forefront of facilitating how the crisis 
has been managed in Ireland. I’m always proud of our profession 
but I have never been more acutely so than during this time. 
I’d urge you to look at the Academy website and the coming 
edition of the Converse for information on our some of our 
numerous interactions with the media re COVID-19 – including 
radio interviews, podcasts, newspaper accounts and interviews, 
RTE’s Brainstorm and so on.  I should mention to you that our 
latest statement, which has been prepared with the MLSA and 
launched in conjunction with this year’s AGM sets out our stall 
and some of our current challenges (in this case with recruitment 
and retention and with IT connectivity issues) is on the Academy 
website, and I’ve given an interview to Newstalk on its content.

Very importantly, I want to record my thanks to everyone over 
the past two years – to all of the members, firstly – we wouldn’t 
be here without you.  I want to thank our office staff - for huge 
support and friendship way beyond their job descriptions (!) 
from Sinead Wall and Jennifer Carey and Monica Fitzpatrick 
(CPD officer to June 2019).  I wish to thank the professional and 
skilled Leo Mulvany and Jemma Kehoe (CPD officers since July 
2019) who managed to make the transition from face to face 
events to webinar-based events look seamless.  I especially 
wish to thank the inimitable, warm, indefatigable Helen Barry, 
our CEO, for reasons too numerous to list here.  I will be ever-

Bernadette Jackson
Bernadette Jackson is the Point of Care Manager at 
Naas General Hospital. She has worked in many different 
laboratories, including the National Children’s Hospital, Temple 
Street, St Vincent’s University Hospital, Rotunda Hospital, St 
James’ and Naas General Hospital. 

She has always been involved in the medical science 
profession, whether by attendance at meetings, participating 
in or chairing Advisory Bodies, representing the Academy and 
profession nationally, education of future scientists by lecturing 
or student / MSc. research supervision. She is also involved 
in basketball coaching and was assistant coach within the 
Basketball Ireland Elite programme for Ireland East U14 boys 
and girls (2018-2019). The promotion of the Arts in the broadest 
sense for wellbeing, in acute healthcare facilities at National 
level and local level, has been a long term voluntary interest.

Meanwhile 
back in the 

Lab. Flowers 
and cake from 
her delighted 
colleagues
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Medical Scientists:  
work in The New Normal

Why be a Medical Scientist?
Graduates from the three accredited courses in CIT/UCC, 
DIT and GMIT, are of an impeccably high standard. They 
spend four years learning about the science behind human 
health, disease and its diagnosis. They learn about quality, 
health and safety, and data analysis. They have hundreds of 
hours of hands-on practical laboratory experience including 
research. These graduates have countless avenues open to 
them, and not all opt for the route of becoming a fully qualified 
medical scientist. Those who do, however, are required 
to complete a clinical placement. In the case of CIT/UCC 
graduates, they undertake the ‘Diploma in Clinical Laboratory 
Practice’, awarded by CIT. Students are placed in hospital 
laboratories for 9 months, where they rotate through and 
train in in each of the five core disciplines of biochemistry, 
haematology, histopathology, microbiology, and transfusion 
science. In addition, they spend a week training in the Irish 
Blood Transfusion Service in Dublin. There is also an academic 
component to the course. In the first semester students 
complete a library dissertation project, a reflective practice 
essay, and an oral examination. In semester 2, they conduct 
a laboratory research project and a second oral examination. 
A combination of factors influenced my decision to undertake 
this 5th year of training and learning to be a medical scientist. 
First and foremost, I was shown by the lecturers in CIT how 
crucial medical scientists are in the hospital, how they play an 
instrumental role in the diagnosis, treatment and monitoring 
of patients’ diseases. The importance of medical scientists 

was also demonstrated to me through other mediums as an 
undergraduate. UCC Biomedical Science Society allowed 
me the opportunity to engage more with the individuals in 
this profession, and the Academy offered us the opportunity 
to become ‘student members’, allowing us to gain a 
deeper insight into what it means to be a medical scientist. 
Consequently, part of me, like others before me felt obligated to 
take this opportunity to serve Irish patients and Irish healthcare. 

The Fifth Year
I spent my first rotation in the histopathology laboratory of 
Cork University Hospital, and the other four rotations in the 
laboratories of the Mercy University Hospital. Each laboratory 
had a training schedule for the interns. I trained in every area 
of each laboratory in turn, before moving to the next rotation. I 
observed and assisted with the laboratory procedures where 
appropriate. In addition, I engaged in house-keeping tasks 
such as stock management, cleaning, and running errands. 
These were an intense nine months. It was mentally draining 
to have settled into one laboratory, to have come to know the 
people and the tasks so well, only to have to move on to a 
new laboratory and repeat the process. I also had to make 
time to conduct my research projects and reflective practice 
assignment, and write them up in my spare time. My time as an 
intern was also fascinating. I found it exciting to watch medical 
scientists contributing to patients' diagnoses and seeing their 
journeys to recovery while we were testing their samples. I 
was amazed by the sense of togetherness between the staff in 
the laboratories, and the teamwork, and cooperation. People 
always seeking to lend a helping hand. It felt encouraging to be 
part of such an excellent group of scientists. 

A Pandemic
The advent of the SARS-CoV-2 pandemic meant that I had 
a rather unique experience as an intern. We as interns from 
CIT/UCC experienced a worrying period of uncertainty about 
whether we would be able to finish our clinical placement. 
We were reassured by our lecturers however, and soon we 
received word that we would be employed by our hospitals 
as ‘Undergraduate Medical Scientists’, news which we were 
relieved to hear. I took on a role at the specimen reception 
bench in microbiology, I completed my training when I could, 
and I had to stop collecting data for my project, and work 
with what I had. During this time, I learned so much, about 
microbiology, and about medical scientists. I saw the whole lab 
split into two teams. They adapted their home lives and made 
sacrifices so that they could make this work. They took it in 

Clíona O’Shea
Reflecting on time as an Intern Medical Scientist
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turns to work one week on an early shift, and one week on a 
late shift. As an intern, I saw them adapting to and satisfying 
the needs of the HSE under pressure by setting up two types 
of COVID19 test, and testing hospital patients, community 
patients and hospital staff. This was not an easy feat. The 
demands of setting up new tests are many, and even more 
so when staff levels are low, information on the target agent is 
minimal, guidelines are changing, and pressure levels high. 
The staff had to be trained, reagents and equipment sourced, 
space to be made in the lab, and the tests validated. I am 
grateful to have been an intern in this lab at this time, for the 
experience I gained and the friendships I made.

Reflecting on my Experience as an Intern:
Clinical placement in the laboratories in the Mercy 

university Hospital and CUH histopathology laboratory 
exceeded my expectations from a learning point of view. As 
an intern, I learned that medical scientists do more for Irish 
patients and Irish healthcare than one might think. They 
showcased their adaptability, commitment, flexibility, and 
resilience during the COVID19 pandemic. The testing which 
they succeeded in implementing rapidly, and under pressure, 
not only benefited the patients and staff of our hospitals, 
but residents in the community, those in care homes, all 
of their close contacts, the hospital’s staff levels, and bed 
management departments. It kept the HSE afloat during 
this time. Besides this, I witnessed many other services they 
do for Irish patients and the HSE. They generate a wealth 
of data every day, and they understand the science behind 
human disease. They use this knowledge and experience 
to further improve the standard of testing in their disciplines. 
They are constantly improving the quality of the service, 
improving turnaround times, updating the equipment and 
testing protocols to improve sensitivity and specificity, and 
implementing new tests for new disease targets. All the 
while within the quality management system of ISO15189. 
All of this leads to constantly improving outcomes for Irish 
patients. In addition, they are continually improving their 
own skills, engaging in reflective practice, and continuous 
professional development. I was delighted as an intern to 
see my colleagues engaging in these activities, and plan 
to do so myself in my career, but I would be lying if I said 
I did not notice as an intern that something is missing in 
my chosen profession. There are limited opportunities for 
career advancement and advanced practice as a medical 
scientist in Ireland. Medical scientists are extremely skilled 
and well-rounded professionals, but the opportunities to use 
these skills in more advanced ways are not there. There are 
countless scientists I can name who could be advancing in 
their career and improving Irish Healthcare as specialists and 
consultant scientists, but the opportunities do not exist in 
Ireland. When one looks at the UK, they have given medical 
scientists the option of becoming ‘Consultant Scientists’; and 
I think that the HSE would benefit from offering these roles 
to medical scientists in Ireland. Our profession is constantly 
evolving, with more specialist areas for diagnosis opening 
up. I think that more specialist roles and career advancement 
opportunities are needed within our profession in line with 
this, and I know that those the staff of the labs I spent my 
time as an intern in, and the upcoming graduates, would 
agree with me.

Clíona O'Shea is currently working as a medical scientist 
in the molecular diagnostic laboratory at Childrens' Hospital 
Ireland in Crumlin.

After working in the Coombe hospital since I had left college, 
more years than I want to count, I took on a new challenge 
and accepted the position of specialist medical scientist in 

Our Lady’s Hospital, Navan. I was to set up surveillance for the 
hospital, bringing it in line with the rest of the country and fulfilling 
HIQA requirements. The chief, Ray O’Hare, had fought for this 
position for a number of years – no pressure so!

I started working in Navan on 2nd December, 2019. I went from 
knowing almost everyone in the hospital I worked in to knowing 
no-one, not knowing where anything was and most daunting of 
all, not knowing the laboratory computer system!! On my first day 
not only did I get lost in the hospital on more than one occasion 
but I also took the wrong turn out of the hospital on the way 
home.

It did show me very clearly the need to have a national lab 
system. Navan had iPiMs and Q pulse both of which I had used 
before. The ease of being able to log in and work on systems I 
knew was in stark contrast to not having a clue how to use the 
LIS to do my job. While I did get to grips with using a new system 
I still have to rely heavily on my co-workers to set up queries to 
extract data. I must say that without the help from the surveillance 
scientists association network I would still be very much in the 
dark. It is a shame that the skill scientists build up in one hospital 
is somewhat lost because of all the different lab systems that 
exist in the country.

So, no sooner was I beginning to settle down, than along came 
a pandemic. Surveillance scientists have been notifying infectious 
diseases to public health for as long as the job existed. But this 
was something else entirely. The speed with which we had to 
have data, not only for public health but also for other national 
bodies and for our hospital’s infection control team and hospital 
management, was on a scale I had never experienced.  New 
queries, new databases, everyone wanting the data in a slightly 
different format and everyone wanting it right now and seven 
days a week. Like most hospitals, there is only one surveillance 
scientist in Navan. But this was a pandemic and an extraordinary 
situation required an extraordinary solution. I, like all my 
colleagues both in hospitals and public health, stepped up and 
worked over seven days to provide the required data. Speaking 
to my colleagues I know I was not alone feeling that my working 
situation had become completely chaotic. No sooner had I set up 
a system than new, more detailed data was required.

Working 
from home

during Covid19. 
Surveillance scientist,  

Our Lady's Hospital, Navan, 
Anne Marie Meenan shares 

her experiences.
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In the midst of this came the instruction from government that 
anyone who could work from home should do so. Very speedily, 
I was provided with a HSE laptop and a MiFi to allow me to do 
this. The Thursday after St. Patrick’s day I headed home with my 
new IT equipment, a key board, a screen, lots of cables and no 
son at home to help me re-assemble! Thanks to support from 
our IT department I managed to get everything up and running 
in time for the next morning’s data run. 

Like most medical scientists I had never worked from home 
before. The notion of it is wonderful, no commute, wear what you 
like (even your pyjamas), no makeup and you can stick a wash 
on when you are having your coffee break. I found it difficult to 
settle down to working in my home for the first little while. I was 
busier than I had ever been so ended up working all hours. I 
would jump up to check on something late in the evening, I felt I 
was never not in work. Having to work a few hours on a Saturday 
and Sunday didn’t help with that. 

There were advantages however, the weather was beautiful 
and I loved my coffee and lunch breaks in the garden. New 
routines became the norm. I felt lucky to be in lockdown where 
I could sit outdoors. Like everyone I worried about my family, 
hoped we would all be ok and felt the daily loss of people to 
Covid deeply. I don’t know if it was because it was an infectious 
disease, a big part of my work, that was causing countries 
that I had visited and loved to be so ravaged but it all felt very 
personal and very unreal.

As the weeks went on there were more and more demands 
on the surveillance scientists, data to a dropbox for the contact 
tracing team, cumulative figures for the HPSC and the pathology 
tracker. Most days went smoothly. There were a couple of 
days when the MiFi went down. I can’t begin to describe the 
frustration. Checking every half hour to see if my connection had 
been restored. This was only rivalled by the day the MiFi was 
working perfectly but I had no connection to my work computer 
anyway. Frantic emails to the IT department, every cable 
unplugged and re-plugged. Turned out that the routine monthly 
check of the generator in the hospital had caused my work 
computer to be turned off..... 

As the weeks went on I began to feel quite isolated from my 
work colleagues both in the lab and in infection control. All the 
emails or phone calls in the world do not make up for missing 
the chats in the coffee room. I also missed the wonderful baking 
skills of the ladies in Navan lab. 

It was also more difficult to get the enhanced data on 
patients needed for HPSC and local reports. In a time when the 
antimicrobial pharmacist was back in the pharmacy and the IPC 
nurses were inundated with Covid work, it was more and more 
difficult to get clinical and treatment data. 

This was taking up so much time that the normal infection 
control data was taking a back seat. I found that when I had a 
chance to look at my normal surveillance data I wasn’t quite sure 
what to do with it. My mind was totally caught up with SARS-
CoV-2. To add to this, I was producing my first quarterly report 
for Navan since I had started working there. I had to impress! 
After all, they had been waiting for years for a surveillance 
scientist.

And as for zoom meetings and teleconferences, just not the 
same as meeting in person. But this is our new norm and we 
need to find ways of making it all work and to get back to normal 
business. 

While I was working from home, the pathology department 
moved from their cramped quarters in the hospital to a brand 
new lab in the grounds of the hospital. Last week I went to work 
in the hospital for a day and once again I found myself not 

Working in the study not the office or the lab.

knowing where anything was. What a change, a beautiful, bright 
new lab. 

I am working in the hospital one day a week now. This allows 
me to liaise with the IPC team and get access to patient charts. 
I am also training a deputy to do the Covid work when I am on 
leave. Covid work is now not taking up all my time and I am 
starting to catch up on other work. Data is not required at the 
weekends and I am learning to close my office door on a Friday 
evening and enjoying two days off. 

I am betting that before March this year very few people 
had heard of surveillance scientists not to mind what they did. 
We are a disparate group of scientists, often working alone in 
hospitals, public health departments and the Health Protection 
Surveillance Centre (HPSC). As one of my new colleagues said 
to me, “I bet you never thought you would be so necessary 
when you came to work here”. We have been working quietly 
in the background for years. Proving data for our hospital 
managers, notifying public health of all infectious diseases 
as they occur and helping our hospitals to comply with HIQA 
standards. 

I stand in awe of all our front line workers who have looked 
after us during this pandemic. I also want to acknowledge the 
contribution made by our laboratories. A huge amount of work 
went into validating and setting up testing for a brand new virus, 
allowing rapid identification and isolation of people with Covid. 
Without this testing and the timely notification by the surveillance 
scientists we would not find ourselves where we are today 
with very few new cases despite our cautious coming out of 
lockdown.

 Coffee break in the garden. 
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Many medical 
scientists have taken 
early retirement or 

career breaks or moved to other 
careers outside the profession. 
However, there is an acute 
shortage of available medical 
scientists at present so it would 
be good to persuade some of 
these scientists back into the 
profession. I am writing here 
of my experience entering the 
workforce after a break of over 
twenty years away from the 
diagnostic laboratory, with the 

hope of encouraging others to come back.
Like many taking a career break, I needed time off to have 

more time for my family, particularly my elderly relatives. I took 
early retirement from DIT in late 2018 (now TUDublin), in time to 
avoid the college move to the Grangegorman campus.  I had a 
wonderful year of relaxation, my first time ever not being in a rush 
most of the time. I had a few extra holidays during term time, a 
pleasure for me as I had been tied to the academic terms for 
a long time. During my year off my aunt passed away and my 
mother successfully had a hip operation at 91 years of age, so I 
enjoyed having extra time to spend with them that year. I started 
to feel I needed to get back to a structured existence at the end of 
the summer, so looked around for work.

Back-to-workers might be a bit contrary like me – we are often 
quite specific as to what hours we want to work. Many returners 
will want to work either 2-3 days a week, mornings or some other 
combination, to facilitate caring for relatives or other commitments.  
The Coombe was very obliging and allowed me to work four 
mornings a week. That was perfect, allowing me plenty of time for 
my family of hungry teenagers and social activities. 

Starting Back
The main feeling for me was apprehension. Would I be able for the 
equipment, would everyone think I was too slow, what about all the 
INAB stuff? I had never worked in an INAB-accredited laboratory 
and Q-Pulse was something I had heard of but never used. 

First I had to get in the door(s). The door access fobs and exit 
buttons were new to me, and annoying too, always remembering 
your ID badge was a challenge to me. Passwords were the next 
step – I immediately had to think of a new set for the LIS, Q-Pulse, 
email and Vantage systems. Already having multiple Passwords 
for just about everything I do, this is another set to remember! 
Then I had to get used to the bar-codes and scanners everywhere. 
I love the seamless tracking enabled by the bar codes from form 
to specimen, blocks and slides, a great way of avoiding errors in 
labelling. I do feel a bit like Big Brother is watching, as everything I 
do is now tracked on the Vantage system.  

The laboratory computer systems for each hospital takes 
getting used to too. The various ways of entering specimen 

info, accessing details etc. had to be learned – slowly – I found 
I needed lots of hints and advice about the idiosyncracies of the 
system. One day I tried to print a worksheet and instead printed 
hundreds of old reports on a computer in a different laboratory.  I 
got to understand the Q-Pulse system and how to acknowledge 
the documents, still learning as time goes on.

The New Stuff
The best thing about Histology is that there are lots of new 
equipment changes but not in a way that was too unfamiliar to me. 
Microtomy and tissue embedding still require skill and judgement 
that I have retained from my experience. And, most fortunately for 
me, special stains are manual, so I get to make up and use familiar 
solutions. The Haematoxylin and Eosin machine, the HE600, is 
something else, super cool! It has eliminated the chemical smells 
I would have been so used to in my former years, all dewaxing, 
staining and coverslipping in the one closed system. That itself can 
cause problems, of course, if it acts up- retrieving trays of slides 
from its innards is no mean feat, but generally, it is reliable, safe 
and a vast improvement on the older systems. The other advance 
which I find striking is the formaldehyde downdraft extraction 
system, it is fantastic. Gone are the days when you could smell 
the formalin off your clothes, it literally is odourless throughout the 
laboratory. Well done to the (recently retired) chief Jacqui Barry-
O’Crowley, who introduced many of these equipment upgrades to 
the laboratory.

I am fascinated by the Histopathology in the maternity hospital. 
My previous experience was with adult diseases, mainly cancer 
diagnostics, so the language and terminology relating to the 
maternity services were all fairly new to me. I find the concept of 
most services being for healthy individuals most peculiar. Now I 
am encountering placenta accreta, IUD (Intra-uterine death) PMB 
(post-menopausal bleeding), hypo and hyper-segmented umbilical 
cords, dermoid cysts and teratomas. And many, many cervical 
biopsies and Laser loop excisions (LLETZ and NETZ) of the cervix 
for cervical abnormalities. Drs Peter Kelehan and John Gillan are 
often in too and are delighted to brief us about the interesting neo-
natal post-mortem pathology they are undertaking. 

I was just getting used to the place when the COVID19 lockdown 
started and the staff were divided into two teams. This meant a 
whole new system of work, first for full days, then mornings or 
afternoons. It was great to get back to normal hours in late June. 
That has been an interesting time, 2020 will be remembered vividly 
by everyone in the health sector!

Finally, six months on, I am thoroughly enjoying the work, having 
overcome my worries about being too slow and making too many 
mistakes. I would highly recommend to anyone thinking of going 
back to work after a long break to relax, although daunting at 
first, you will settle in quickly and all of the equipment nowadays 
is so user friendly that you will easily gain proficiency.  Thanks to 
the Chief Medical Scientist Kate Thompson, and all of the staff in 
the Histopathology department, I have been made very welcome 
and enjoy the camaraderie among the staff, even if I am from the 
generation that can say “It wasn’t like that in the 80s!”.

Return to Work 
academy

Dr Helen Lambkin
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Nearing the end of my PhD in Cork Institute of 
Technology (CIT, soon to be Munster Technological 
University) I returned to work in the Haematology 

Dept of the Mercy University Hospital (MUH) at the end 
of March, at the beginning of the COVID crisis. I am 
more than grateful for the opportunity to work in this 
dynamic laboratory, with extremely supportive and kind 
colleagues. I am also writing up the bioinformatics analysis 
of a particularly interesting set of Campylobacter fetus 
isolates that were recovered from a case of recurrent 
endocarditis, from a patient who was originally treated in 
MUH. Dr James O’ Connor, who is a senior scientist in the 
Microbiology Dept of MUH, originally isolated the C. fetus 
strains and is co-author on all works attached (published 
so far in the Journal of Clinical Pathology and Genome 
Announcements).  James also attained his doctorate while 
working in MUH, under the supervision of Dr. Brigid Lucey. 
Both of my supervisors, Brigid and Prof. Aidan Coffey have 
been so kind to facilitate remote meetings at unsociable 
hours during the last few months, and supportive of 
the balance between working full-time and on-call, and 
continuing my own research.

As I near the end of my PhD on a Walsh Scholarship, 
I was happy to publish an additional two chapters of my 
thesis in British Poultry Science and Antibiotics – MDPI. This 
recent work centred around the prevalence of antimicrobial 
resistance and the molecular determinants circulating 
among thermophilic Campylobacter spp. isolated from 
Irish broilers. Considering that campylobacteriosis remains 
the most common cause of bacterial gastroenteritis, it’s 
significance in medical science is underrated. As molecular 
diagnostics has preceded culture for the detection of this 
bacterium, isolating clinical campylobacters may be 
a challenge in the future. The involvement 
of two 2019 biomedical science 
students during their final year 
projects - Kayleigh Hawkins and 
Sarah Burke (supervised by Dr Brigid 
Lucey), was an immense help to this 
component of my PhD. We also published 
a research letter based on tetracycline 
resistance determinants in Gut 
Pathogens in 2019.

With a little more time and energy, 
I will be aiming to submit the 
remaining chapters of my thesis 
for publication. Some of this work 
involves two fourth year biomedical 
science students, Niamh Walsh and Conor 
McCarthy, who were completing their final year project at 

the beginning of 2020, under the supervision of Dr Brigid 
Lucey. We investigated the taxonomy of Campylobacter 
spp. strains, kindly provided by Dr Peter Vandamme 
(Ghent University, Belgium). The restrictions over the last 
few months, and limited access to research laboratories 
has definitely impacted our work, as we await sequencing 
results to conclude the phenotypic and molecular analyses 
already conducted.

Meanwhile, being able to work in MUH during this time 
has left me a little awestruck! I feel very lucky to have this 
opportunity to gain experience in MUH and work with 
extraordinary people, not to mention the fantastic cohort of 
postgraduate students and staff in the Dept. of Biological 
Sciences in CIT that I've had the privilege to work with over 
the last number of years. In particular, Dr Colin Buttimer 
was a huge help to me since I started in CIT, and continues 
to lend a hand and an ear! I could not be more thankful 
to have had the chance to work with four dedicated, 
enthusiastic and professional biomedical science students. 
It was a truly unique experience to work together as part of 
these mini research groups, thanks to Brigid.

I'm excited to see the finish line in CIT and to continue a 
link between research and the wealth of knowledge among 
medical scientists.

Caoimhe Lynch, 
Medical Scientist and PhD student.

Putting the studies on hold.
Caoimhe Lynch
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Showcase of some of the award winning innovations and initiatives by medical scientists.

The Health Innovation Hub Ireland (HIHI), 
launched the second HIHI Spark Ignite Innovation 
Competition earlier this year. This is the only staff 

facing, bottom up, innovation competition available to all 
the 115,000+ HSE employees. 

It is designed to facilitate HSE staff to validate unmet 
clinical needs and determine if a 
market exists for their proposed 
solution, product, or service to meet 
that need. The goal of this competition 
is to help staff in the health service 
develop solutions to the challenges 
faced by healthcare providers 
and patients. It provides a unique 
opportunity for HSE staff, to engage 
with the commercial and industrial 
experience of the HIHI team and 
ignite the in-depth knowledge and 
confidence of HSE staff to promote 
their ideas.

The competition is open to all 
disciplines and departments. A number of medical 
scientists were among the successful participants.

Over 150 projects were received this year. There was a 
two-stage adjudication process and 36 finalists selected. 
The regional finals were conducted electronically in 
association with each of the three HIHI offices, Cork, 
Dublin, and Galway.

Dublin regional final ‘Best Team Pitch’ was awarded 
to Alison Harper, Chief Medical Scientist, Tallaght 
University Hospital; Helena Begley, Senior Medical 
Scientist, Naas General Hospital; and Fergus Guilfoyle, 
Chief Medical Scientist, Coombe Women and Infants 
University Hospital. Their project described a weekly 
blood exchange programme or blood repatriation which 
ensures efficient use of blood stocks. 

Galway regional final ‘Best Individual Pitch’ was won by 
Helen Ryan, Senior Medical Scientist, Saolta University 
Healthcare. Helen’s project is a novel non-invasive 
diagnostic tool for early detection of leaking amniotic fluid 
following non-overt rupture of amniotic membranes in 
expectant mothers.  She was declared the overall winner 
in the National Individual Pitch.

Each regional final awarded five prizes: ‘Best Single 
Applicant Overall’, ‘Best Team Applicant Overall’, both 
winning €3,000, and then three €1,000 prizes for categories 
of ‘Novelty’, ‘Fastest to Market’, and ‘One to Watch’.
The winner of the national final received a further €3,000 
prize for their innovation.

The overall HIHI Spark Ignite National Winners 2020, 
were Marie Ronan and Rose Cafferkey, Antimicrobial 
Stewardship Pharmacists, from Mayo University Hospital
Their innovation is a smart tool capable of the real time 
audit, monitoring and surveillance of antibiotics. This will 
have a significant impact in the fight against antimicrobial 
resistance and benefit not only patients in Mayo University 
Hospital but patients nationally and internationally.

Helen Barry
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I am a Senior Medical Scientist working at Galway University 
Hospitals (GUH) for more than 19 years. Over the span of 
my career I have been dedicated to continuous professional 
development and lifelong learning. I have dual masters 
qualifications, having graduated with 
an MSc in Molecular Pathology from 
Trinity College Dublin and more recently 
from NUI Galway with an MSc in 
Clinical Research, achieving 1st class 
honours in both. I have also undertaken 
additional studies in Innovation and 
Entrepreneurship as a National 
HealthCare Innovation Candidate as well 
as being a member of the "Bite Size” 
Innovation and Quality Improvement 
Initiatives at GUH. I am a passionate 
advocate for women's health. This 
passion stems from my own personal 
experiences and the need to create 
more sensitive and empathetic means 
of delivering this care, centred around 
women's emotional as well as physical needs. It was these 
experiences that challenged me to create a HealthCare 
Innovation that would make a meaningful impact in women's 
health and led me to compete in the recent Spark Ignite 
Innovation Competition. It was also an opportunity to extend 
my research in antenatal care having completed my thesis 
on maternal alloimmunisation and anti-D prophylaxis policy 
measures, for which I was awarded top of the class.

My innovation journey has been both challenging and 
rewarding. It started out with an idea for a point of care 
testing platform which won me a place as a Cleveland 
Clinic Award Finalist in 2019, for which I was awarded a 
bursary of €15,000 to progress my idea. In many ways, 
this represented a gateway to new learning, an opportunity 
to reinvent myself and collaborate with others who have 
inspired me to get involved. It satisfied my innate curiosity 
but more importantly I was motivated by the prospect 
of being able to contribute in a more meaningful way to 
patient care with the result that I found myself constantly 
envisioning better ways of doing things. There has been 
ample new learnings along the way; from grappling with 
the fundamentals of business and finance, gaining insight 
into clinical needs and pain points, prototype development, 
stakeholder analysis, to engaging with international 
experts, all of which I have balanced with my day-to-
day responsibilities as a scientist. It was also a valuable 
opportunity to extend my support network and work cross 
functionally with people with different domain expertise 
including those working in design, regulatory and finance. 
As a scientist, being able to draw on my academic learnings 

as well as my practical experience has been invaluable 
whilst my masters in clinical research has been particularly 
beneficial in researching the unmet need, as well as defining 
design input and clinical trial requirements.   

Winning the regional finals “Best Individual Pitch” at Spark 
Ignite 2020 is one of my career highlights to date, not 
least because of the high quality of new and emerging 
innovations presented from across the entire healthcare 
sector. Creating the environment that fosters innovation 
and explicitly encourages innovation has been an important 
aspect of this process. For all participants, this journey 
of continuous learning, self-development and creativity 
has been made possible by the support and mentorship 
offered through Health Innovation Hub Ireland and the 
Spark Innovation Programme. Spark Ignite gives HealthCare 
Innovators like me a platform to engage in the process 
of interactive learning, avail of expert coaching and 
mentorship, enhance my leadership skills and expand my 
knowledge in this area. The result is that all interactions 
have become learning opportunities, an opportunity for 
unhindered thinking outside my busy day-to-day role as a 
Senior Medical Scientist.

Perhaps now is the time to regain some time from our busy 
working schedules to have these informal cross disciplinary 
experiences where diverse perspectives are considered 
and in the process envision better ways of doing things. 
Coming at a time where the public is expressing a broad 
appreciation for the heroism of healthcare workers perhaps 
there has never been a better time to get involved, raise the 
profile of our academic profession and join the innovation 
movement across healthcare. With this cultural imperative 
and a change in mindset, innovation will be no longer 
viewed as the domain of the few, but rather the responsibility 
of many.

Helen Ryan; Promoting HealthCare Innovation.
Senior Medical Scientist, Galway Blood & Tissue Establishment. 
FACSLM, MSc Clin Res., MSc Mol Path. 
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This year has been an unprecedented year in the Irish 
health service with new challenges being faced in dealing 
with Covid19. Despite this, it was encouraging to see all the 
submissions made to the annual MUH clinical audit and 
quality improvement day. It is a great honour for Biochemistry 
to win the award for ‘Best in Improving the Use of Resources 
in Healthcare.’  Also big Congratulations to our colleagues 
in Microbiology on wining the overall prize for Implementing 

The Mercy University Hospital (MUH) hosts an annual clinical audit and 
quality improvement day; whereby staff from around the hospital present 
projects and initiatives that they have implemented. This year, the quality 
improvement and clinical audit was on the 7th July. There were 59 entrants 
from all disciplines across the hospital. The pathology laboratories were well 
represented with submissions from blood transfusion/quality/laboratory IT/
haemovigilance, biochemistry and microbiology. 

Lt to Rt: Eithne Barden, Chief Medical Scientist, Biochemistry: 
Stephanie Yates, Medical Scientist, Biochemistry.

Some of the Microbiology Team at MUH

The Chief Medical Scientist of Microbiology, Liz Fitzpatrick 
and I, were among the authors/presenters of the microbiology 
submission, which focussed on the implementation of 
molecular SARS-CoV2 testing in MUH. The whole team 
in microbiology worked very hard in ensuring that quality, 
reliable systems were introduced to ensure accurate, rapid 
results for our patients. This couldn’t have been achieved 
without the support of colleagues from across the hospital. 
The poster described the verification processes (sample 
numbers, ct values, various specimen types), the number of 
specimens to date and the implementation of a rapid testing 
algorithm also. We were delighted to have been chosen as 
the overall winner on the day by the judging panel and that 
all of the hard work to implement, upscale and maintain the 
molecular testing of SARS-CoV2 was recognised. 

Stephanie Yates, Medical Scientist, Biochemistry.

testing for SARS-CoV-2. It was great to see the labs so well 
represented across the hospital.  

Our award was for our project titled “Exploring the impact 
of over requesting of laboratory tests in Biochemistry, MUH 
and devising a demand management strategy to reduce costs 
without compromising patient care and safety.”  Like many other 
areas of the health care sector, there is increasing pressure 
being put on medical laboratories to cut costs and eliminate 
wastefulness, while still maintaining and improving standards 
and expanding test repertoire. The main tool we used for this 
project was implementing minimum retest intervals which have 
been found to be very effective.  BNP/VitD/ANA/ANCA/TGA had 
retest rules introduced. We decided to stop running Lithium and 
Digoxin daily and only as needed due to the low numbers that 
are requested. CA125 is now batched and performed weekly 
also due to low requests. These are just some of the changes we 
made and although they are all very small, easy changes, they 
have a big financial impact. 

It is our belief that a vital component of a high performing 
clinical laboratory is demand management. Since 70% of 
medical decisions are influenced by lab tests, we as medical 
scientists have a duty to ensure that the correct test is performed 
on the correct patient at the correct time to propel the greatest 
outcomes. Here in MUH, with a few very simple changes we have 
the potential to save in excess of €10,000 per annum without 
compromising patient care.

James O’Connor, Senior Medical Scientist, Microbiology.

The Mercy University Hospital, Cork, Annual 
Clinical Audit and Quality Improvement Day

awards
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The Allplex 2019-nCoV (Seegene) assay:  
which performances are for SARS-CoV-2  

infection diagnosis?

Introduction
SARS-CoV-2 has rapidly spread, infecting more than 3.9 million 
people and causing more than 275,000 death 19 weeks after the 
WHO was alerted by Chinese health authority on December 31, 
2019 [1]. As the clinical presentation of the disease is nonspecific 
and in order to improve the management of the patients and to 
limit the spread of the virus, a robust and accurate diagnosis 
is needed. According to the WHO, laboratory confirmation is 
required for suspicious cases [2]. Molecular methods performed 
on respiratory specimen are considered the gold standard as they 
are specific and viral excretion appears early, before the onset of 
the symptoms [3].

The Allplex 2019-nCoV assay (Seegene, Seoul, South Korea) 
was designed for amplifying three viral targets: the E gene 
(specific of the subgenus Sarbecovirus), the N and the RdRp 
genes (both specifics of the SARS-CoV-2). The assay is approved 
for in vitro diagnostic in several countries as South Korea 
and France. The first assessment of its performances by the 
manufacturer demonstrates a specificity of 100% and a limit of 
detection of 100 RNA copies/PCR reactions.

Following first manufacturer recommendations, samples with 
1 or 2 viral targets were considered inconclusive and should 
be retested using a “higher concentration of sample” or a 
“gene sequencing” should be performed [4]. But, according 
to the revised recommendations issue in late April 2020, these 
profiles are considered positive. However, as the reagent was 
rapidly available in limited quantities and clinical laboratories 
were overwhelmed, no independent assessments of the assay 
performances were achieved. We aim to assess the performances 
of the Allplex 2019-nCoV assay mainly focusing on positive results 
for one or two viral targets.

Methods
The Allplex 2019-nCoV assay had been routinely implemented at 
the Hospital Foch onMarch 10, 2020. The performances of the kit 
were assessed using 41 nasopharyngeal specimen sampled on 
universal transport media (UTM, Copan, Mylan, Italy).

ABSTRACT
Several commercial assays for SARS-CoV-2 RT-PCR are available but few of them were 
assessed. We evaluate the Allplex 2019-nCoV (Seegene) assay using 41 nasopharyngeal 
samples. The rates of agreement were 92.7% and 100% with the GeneFinder COVID-19 plus 
(Elitech) and the diagnosis of the infectious disease specialist respectively. Four samples 
display a Ct < 22.0 for the E and RdRp genes while the N gene was not detected, suggesting 
a variability of the viral sequence. There was no cross-reactivity with other respiratory viruses. 
The Allplex 2019-nCoV appears as a reliable method, but additional evaluations using more 
samples are needed. RT-PCR assays should probably include at least 2 viral targets.

Twenty-five samples were collected prospectively from adults 
suspected of COVID-19. Of them, all consecutive samples

positive for 1 or 2 targets (n = 20) collected from March 10 
to March 25, 2020, and 5 samples positive for all three viral 
targets using the Allplex 2019-nCoV were included. The results 
of the Allplex 2019-nCoV were compared with (i) the GeneFinder 
COVID-19 plus assay (Elitech, Puteaux, France), and (ii) the 
diagnosis of the infectious disease specialist of the hospital on 
the basis of epidemiological exposure, clinical and laboratory 
examination, and chest computed tomography findings. UTM were 
frozen at − 70 °C before testing by the GeneFinder COVID-19 plus 
assay. This assay includes 3 viral genes and it is routinely used at 
the hospital Bichat.

In addition, a collection of 16 nasopharyngeal specimens positive 
to another respiratory virus was included for the evaluation of cross-
reactivity. All were collected fromhospitalized patients presenting 
with symptoms of flu or viral pneumonia. Viral agents were identified 
using the FilmArray RP assay (BioMérieux, Marcy-l’Etoile, France). 
The number of positive samples per pathogen was as follows: 
coronavirus (6), human metapneumovirus (3), influenza (4), and 
human rhinovirus (3) (Table 1).

Statistical analysis was performed using IBM SPSS Statistics 
version 20.0.0 (IBM Corp., Armonk, NY, USA). The results of the 
Allplex 2019-nCoV were compared with those of the GeneFinder 
COVID-2019 plus and the diagnosis of the infectious disease 
specialist using the agreement rate and the Kappa test.

Results
Overall, 25 and 16 samples were positive for at least a viral target 
and negative using the Allplex 2019-nCoV respectively.

Among the 20 samples positive for 1 or 2 viral targets using the 
Allplex 2019-nCoV, 13 (65%) and 7 (35%) were positive for 2 and 1 
viral targets respectively (Table 2). The E, RdRp, and N genes were 
detected in 7, 15, and 11 samples respectively.

The median cycle threshold (Ct) of positivity was 18.4 (15.9–34.0) 
for the E gene, 36.6 (26.4–38.1) for the RdRp gene, and 38.0 (37.7–
38.6) for the N gene. Four samples positive for E and RdRp genes 
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display a Ct below 22.0 for both viral targets. Excluding these 
samples, the median Ct was 34.5 (34.1–34.8), 37.6 (36.6–38.3), 
and 38.0 (37.7–38.6) for E, RdRp, and N genes respectively. 
Considering the samples positive for two viral targets, the E and 
N gene combinations were detected in 2, the RdRp and N genes 
in 6, and the E and RdRp genes in 5. Except sample no. 13, all 
samples negative for the N gene but positive for the E and the 
RdRp genes display a Ct below 22.0 for both viral targets. Two out 
of the 6 samples positive for the N and the RdRp genes display a 
Ct below 35.0 for both viral targets (samples no. 6 and 7). Of the 
7 samples positive for a single viral target, 4 and 3 were positive 
for the RdRp and the N genes respectively. All detected targets 
display a Ct greater than 35.0 regardless of the viral gene.

All 16 nasopharyngeal samples positive to another respiratory 

virus were found negative with the Allplex 2019-nCoV.
The Allplex 2019-nCoV and the GeneFinder COVID-19 plus 

show an overall agreement of 92.7%, and a Kappa value of 0.86. 
Two (15.4%) out of 13 samples positive for 2 viral targets using 
the Allplex 2019-nCoV were found negative using the GeneFinder 
COVID-19 plus assay. One of them was positive for the E (Ct = 
34.5) and the RdRp (Ct = 38.1) genes while the other was positive 
for the RdRp (Ct = 38.2) and the N (Ct = 37.5) genes. The 
GeneFinder COVID-19 plus assay was negative in 1 (14.3%) over 
the 7 samples positive for a single viral target using the Allplex 
2019-nCoV. This sample (no. 18) was positive for the RdRp gene 
with a Ct of 39.1. The Allplex 2019-nCoV and the diagnosis of the 
infectious disease specialist show an overall agreement of 100% 
and a Kappa value of 1.

Discussion
Our results suggest that the Allplex 2019-nCoV is a reliable 
method for the confirmation diagnosis of SARS-CoV-2 infection. 
Most samples positive for 1 or 2 viral targets could be considered 
positive. Several of these samples display a Ct greater than 35.0 
suggesting they contain a low viral load. This finding might explain 
why one or two viral genes were not amplified. In contrast, 4 
samples display a Ct below 22.0 for the E and the RdRp genes 
while the N gene was not amplified. The low Ct recovered for 
the E and the RdRP genes suggests a high viral load. And, we 
can rule out a mishandling as the premix contains all primers 
and probes. A deficient batch is also unlikely as the reagents 
were used for more than 150 positive samples and only these 
4 samples display such profile. Finally, we could hypothesize 
variability in the viral genome sequence. Indeed, as the assay 

Table 1 Panel commonly found respiratory virus in respiratory 
infections used for evaluation of cross-reactivity

Clinical samples with known viruses Numbers tested

Coronavirus OC43  3
Coronavirus NL63  1
Coronavirus HKU1  1
Coronavirus 229E  1
Human metapneumovirus  3
Influenza A  3
Influenza B  1
Rhinovirus  3

Table 2 Characteristics of inconclusive results of the Seegene Allplex 2019-nCoV and comparison with the GeneFinder COVID-19 plus assays

Sample Allplex 2019-nCoV       GeneFinder
no.         COVID-19 plus
 E gene  RdRP gene  N gene  IC*

 Result Ct Result Ct Result Ct Result Ct

1 Positive 33.6 Negative - Positive 38.6 Positive 25.2 Positive
2 Positive 35.0 Negative - Positive 39.1 Positive 27.6 Positive
3 Negative - Positive 38.2 Positive 37.5 Positive 24.2 Negative
4 Negative - Positive 37.5 Positive 38.6 Positive 25.6 Positive
5 Negative - Positive 38.3 Positive 38.2 Positive 25.9 Positive
6 Negative - Positive 31.5 Positive 33.2 Positive 26.2 Positive
7 Negative - Positive 33.2 Positive 35.0 Positive 27.5 Positive
8 Negative - Positive 37.6 Positive 38.0 Positive 27.0 Positive
9 Positive 15.5 Positive 17.0 Negative - Positive 35.0 Positive
10 Positive 15.6 Positive 17.5 Negative - Positive 36.2 Positive
11 Positive 16.3 Positive 18.2 Negative - Positive 36.1 Positive
12 Positive 18.4 Positive 21.4 Negative - Positive 33.6 Positive
13 Positive 34.5 Positive 38.1 Negative - Positive 26.0 Negative
14 Negative - Negative - Positive 39.2 Positive 25.2 Positive
15 Negative  - Negative - Positive 37.9 Positive 24.2 Positive
16 Negative - Negative - Positive 37.8 Positive 26.0 Positive
17 Negative - Positive 36.5 Negative - Positive 24.5 Positive
18 Negative - Positive 39.1 Negative - Positive 26.4 Negative
19 Negative - Positive 38.3 Negative - Positive 27.0 Positive
20 Negative -  Positive  36.6  Negative  -  Positive  29.6 Positive
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was designed at the beginning of the pandemic when few viral 
genomes were already sequenced, it is possible that RT-PCR 
designers were not able to consider sufficient sequence variability. 
Furthermore, higher variability of the N gene was previously 
reported [2, 5].

Three positive samples using the Allplex 2019-nCoV were 
found negative using the GeneFinder COVID-19 plus. All the 
patients were considered as presenting a COVID-19 by the 
infectious disease specialist. This finding could suggest a viral 
RNA degradation during sample conservation or transport rather 
than a nonspecific amplification. Indeed, the assay appears 
specific regarding the absence of cross-reaction with another 
respiratory virus.

Unfortunately, we were not able to performa cross-reactive 
assay with sample positive for the SARS or the MERS-CoV 
viruses. However, in the actual context of the rapid spread of the 
SARS-CoV-2 and as the MERS-CoV and the SARS outbreaks 
are under control, a misidentification is unlikely. Furthermore, all 
patients infected by SARS-CoV-2, SARS, or MERS-CoV require 
similar infection prevention and control measures.

Molecular methods for SARS-CoV-2 identification were 
little assessed yet. Some in-house RT-PCR were reported as 
presenting a high sensitivity and specificity, but commercial 
assays were not evaluated [6–8]. However, previous reports 
mainly focused on false negative and low sensitivity of RTPCR 
performed on respiratory samples in comparison with chest 
computed tomography [9–13]. However, these studies display 
several methodologic limitations. First, a few numbers of 
samples were included [11–13]. Main samples used were 
throat or nasal swab instead of nasopharyngeal swabs [9, 11, 
12]. These latter were reported more suitable for SARS-CoV- 2 
infection as for flu diagnosis [14–16]. Finally, RT-PCR assay 
displays a single viral target and/or designed at the early stage 
of the disease when few genome sequences were available 
[9–11].

In conclusion, the Allplex 2019-nCoV assay appears accurate 
for the confirmation diagnosis of SARS-CoV-2 infection. Sample 
displaying 1 or 2 detected viral targets should be considered 
positive. We, therefore, emphasize the need of including at least 
2 viral targets for RT-PCR. This finding is of particular concern 
for patients at risk of developing severe disease and healthcare 
workers. Independent assessments of molecular methods are 
mandatory.
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Multi-triazole-resistant Aspergillus fumigatus and 
SARS-CoV-2 co-infection: A lethal combination

research

1. Introduction
Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), 
causing COVID-19 infection, is a newly recognised pathogen 
that has been traced to Wuhan (Hubei province) in China [1]. 
The clinical spectrum of COVID-19 varies from asymptomatic 
infection to severe pneumonia requiring mechanical ventilation. 
The overall case fatality rate is estimated to be 2.7%, which 
increases to 4.5% in those ≥ 60 years old [2]. Secondary 
infections with bacterial and fungal pathogens have been 
reported in patients with COVID-19 pneumonia which may be 
due to virus induced mucosal damage and/or the dysregulated 
immune response seen in patients with acute respiratory distress 
syndrome [3,4].

We report severe COVID-19 pneumonia with multi-triazole-
resistant Aspergillus fumigatus co-infection in a patient not known 
to be immunocompromised to highlight the importance of early 
diagnosis and detection of triazole resistance.

2. Case
A 66-year-old male presented to the emergency department 
with a history of progressive shortness of breath (SOB), myalgia, 
headaches,non-productive cough and fever.

Two days previously, he had contacted his general practitioner 
(GP) describing a seven-day history of fever and cough. He had 
returned from the United Kingdom eight days earlier after visiting 
a relative who was subsequently diagnosed with COVID-19. He 
was advised to self isolate and monitor his symptoms. Due to 
progressive SOB, he re-presented to his GP who referred him to 
the hospital for further management.

The patient had Type 2 diabetes mellitus, hypertension, 
hyperlipidaemia and obesity with a body mass index of 35.5 
(weight 90kg) with no hospital admissions in the past eight years. 
His medications included metformin, aspirin, simvastatin and 
ramipril. He had no history of prior triazole antifungal therapy. He 
was an ex-smoker but had not been previously diagnosed with 
chronic lung disease. He works in ground maintenance where he 
is exposed to fungicides daily.

On presentation, a portable chest radiograph was performed 
which showed unilateral peripheral left basal airspace shadowing 

ABSTRACT
We report a case of severe COVID-19 pneumonia complicated by fatal co-infection with a 
multi-triazole resistant Aspergillus fumigatus and highlight the importance of recognising 
the significance of Aspergillus sp. isolation from respiratory samples. Early diagnosis and 
detection of triazole resistance are essential for appropriate antifungal therapy to improve 
outcome in patients with coronavirus associated invasive aspergillosis.

(Fig. 1A). In view of the clinical presentation, radiographic 
findings and the recent exposure history, the patient was 
admitted under contact and droplet precautions.

On admission (Day 7 of COVID-19 illness), the patient was 
noted to be pyrexial (temperature of 38.6 °C), tachycardic (pulse 
rate of 174 beats per minute) with new onset atrial fibrillation, 
normotensive (BP 117/69 mmHg), tachypnic (24 breaths per 
minute) with oxygen saturation of 84% on room air. He was 
commenced on a trial of continuous positive airway pressure 
with oxygen therapy. Preliminary laboratory results revealed 
white cell count of 4.7 × 109/L (reference range 4.0–11.0 × 
109/L), neutrophil count 3.0 × 109/L (reference range 2.0–7.0 × 
109/L), lymphocyte count 0.8 × 109/L (reference range 1.0–3.0 
× 109/L) and C-reactive protein of 118 mg/L (reference range < 
5.0 mg/L). Nasopharyngeal and oropharyngeal swabs detected 
SARS-CoV-2 using real-time reverse transcriptase polymerase 
chain reaction on day 3. He was commenced on azithromycin 
(500 mg on day 1 and 250 once daily on days 2 and 3) and 
hydroxychloroquine (200 mg twice daily) orally as per our local 
protocol at that time.

On day 4 (Day 11 of COVID-19 illness) he developed 
worsening hypoxic respiratory failure with a Sequential Organ 
Failure Assessment (SOFA) score of 6 necessitating intensive 
care unit (ICU) admission for ventilatory support. The patient 
was proned initially for 15 hours which did not improve his 
oxygenation. This, combined with significant hemodynamic 
instability, were contraindications for further proning. His 
condition continued to deteriorate progressing to multi-organ 
failure on day 7 (Day 14 of COVID-19 illness) which included 
acute respiratory failure, acute kidney injury requiring continuous 
renal replacement therapy and vasopressor support due 
to septic shock. His SOFA score increased to 12. He had 
continuing pyrexia and copious amounts of purulent respiratory 
secretions prompting a repeat septic screen which included 
culture of blood and endotracheal aspirate (ETA).

Empiric antimicrobial therapy for hospital-acquired pneumonia 
with intravenous (IV) piperacillin-tazobactam (4.5g three times 
a day) was started. Subsequently, ETA culture grew Klebsiella 
varicola (susceptible to piperacillin-tazobactam), Aspergillus 
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sp. and Candida albicans. Antifungal therapy with IV liposomal 
amphotericin B (3 mg per kg once daily) was commenced due 
to the patients rapidly deteriorating status and uncertainty of the 
full identification of the mould isolate which may be resistant to 
triazoles. The Aspergillus sp. was referred for further identification 
and antifungal susceptibility testing, as were serum samples for 
detection of 1–3, ß-d-glucan (BDG) antigen and galactomannan 
(GM) antigen and ETA for GM antigen.

His SOFA score on day 11 (Day 18 of COVID-19 illness) 
increased to 16. Antibiotic therapy was escalated to IV 
meropenem (1g twice daily) and vancomycin, with dosing based 
on renal function, due to ongoing pyrexia and deteriorating 
status. He was not prescribed systemic steroids at any time 
during his critical illness.

A repeat portable chest radiograph on day 12 (Day 20 of 
COVID-19 illness) showed progression to additional right upper 
and lower zone peripheral airspace shadowing with no evidence 
of cavitation (Fig. 1B). He remained haemodynamically unstable 
which precluded further radiological investigations. In view of his 
non-responsive multi-organ failure, and after discussion with his 
family, the patient's life-support was withdrawn. He died on day 
14 of hospitalisation (Day 22 of COVID-19 illness).

The Aspergillus sp. isolated from the ETA was confirmed 
to be A. fumigatus. Phenotypic testing utilising a 4-well 
triazole resistance screen (VIP check™, Mediaproducts BV, 
The Netherlands) (Fig. 2A and B) as well as determination of 
minimum inhibitory concentrations (MIC) utilising gradient strips 
(Liofilchem, Waltham MA, USA) were suggestive of triazole 
resistance (Table 1) [5]. The MIC to amphotericin was 0.125 
mg/L (susceptible ≤ 1 mg/L) [5]. Genotypic testing utilising 
a commercial assay (Aspergenius™, Pathonostics B.V. The 
Netherlands) on the ETA detected A. fumigati complex with the 
TR34L98H resistance mutation in the cyp51A gene, the most 
common mutation in triazoleresistant A. fumigatus originating 
from an environmental source. The serum and ETA GM optical 
density index (ODI) were 1.1 and 5.5 respectively (Platelia™ 
Aspergillus Ag EIA, WA, USA). Serum BDG was 202 pg per 
milliliter (Fungitell™ Assay, Associates of Cape Cod, USA). 
These results (Table 1) were consistent with severe COVID-19 
pneumonia and triazole-resistant invasive pulmonary aspergillus 
co-infection.

3. Discussion
Previously known to cause infections in severely 

immunocompromised patients, A. fumigatus is now recognised 
as an emerging pathogen in critical care patients suffering 
chronic respiratory disorders and as a complication of severe 
influenza infection [6]. Aspergillus colonisation can rapidly lead 
to invasive aspergillosis following severe influenza infection due 
to multiple pathways including structural lung damage coupled 
with disruption of mucociliary clearance, leukopenia, Th1/Th2 
imbalance and diffuse damage to the respiratory mucosa [7]. In 
addition, severe respiratory viral infections such as influenza have 
been identified as an independent risk factor for IPA with high 
mortality [6]. Although our patient did not receive steroids, their 
use in critical care patients is linked to increased risk of invasive 
fungal infections [6]. Like other causes of viral pneumonias, SARS-
CoV-2 may impair local mucosal and systemic immune defenses 
[3].

Thirty-four cases of COVID-19 associated invasive aspergillosis 
(CAPA) have been reported to date [8–17]. These were all patients 
with severe pneumonia with adult respiratory distress symdome, 
most of whom had no known history of immunocompromise. 
These has led to challenges in early diagnosis since most of them 
do not have the classical risk factors for invasive aspergillosis.

Table 1
Laboratory results.

 Patient's Isolate aClinical breakpoint
 A. fumigatus > Resistant

Antifungal Susceptibility Test
Minimum inhibitory
concentration (MIC) mg/L
Voriconazole  2.0 1
Itraconazole  >32 1
Posaconazole  1.0  0.25
Amphotericin B 0. 125  1
Fungal antigensb  Patient's results  Cut-off
Galactomannan Optical
Density Index (ODI)
Serum  1.1 ≥ 0.5
Tracheal aspirate 5.5 N/A
1,3 ß-d-glucan pg/mL
Serum  202 ≥ 80
a Based on the European Committee on Antimicrobial Susceptibility testing 
guidelines.
b Fungal antigens: Galactomannan cut-off based on Platelia™ Aspergillus 
Ag EIA and 1–3 ß-d-glucan cut-off based on Fungitell™ assay.

Fig. 1. A. Portable chest radiograph taken on day of admission 
showing unilateral peripheral left basal airspace shadowing. B. 
Portable chest radiograph taken on Day 12 of hospitalisation (Day 20 
of COVID-19 infection). The endotracheal tube and bilateral central 
lines are in satisfactory position. There has been interval progression 
of the left peripheral airspace shadowing with additional right upper 
and lower zone peripheral airspace shadowing with no evidence of 
cavitation.

Fig. 2. A and B VIPcheck™ plate, a four well triazole resistance screen 
plate which contains itraconazole (I) 4 mg per litre, voriconazole (V) 2 
mg per liter, posaconazole. (P) 0.5 mg per litre, and growth control (GC). 
This is a simple phenotypic test used to screen for triazole resistance 
due to the common mutations in the cyp51A gene in A. fumigatus from 
an environmental source. The photos show a susceptible control strain 
AF293 (2A) where growth is only seen on GC well and the patient's 
isolate (2B) with growth in all wells consistent with findings seen in A. 
fumigatus with the cyp51A TR34/ L98H mutation.
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Histopathology and culture from sterile site samples and 
biopsy remain the gold standard for proven IPA however the 
definition of probable or “putative” IPA has expanded but 
remains a composite of the host factors, clinical features and 
mycological evidence [6,18]. Although severe viral pneumonia 
is not considered a risk factor for IPA or other invasive mould 
disease according to the European Organisation for Research 
and Treatment of Cancer/Mycoses Study Group definitions, 
the structural damage to the lung parenchyma, in addition 
to the dysregulated immune response, can lead to IPA [6]. 
Recently, a panel of experts proposed a case definition for 
influenza associated invasive aspergillosis (IAPA) which may be 
useful to classify COVID-19 patients with invasive aspergillosis. 
Following this case definition a patient with COVID-19 detected 
in respiratory sample by PCR, pulmonary infiltrates and a positive 
serum or bronchoalveolar lavage galactomannan has criteria 
consistent with probable CAPA [19]. Our patient had radiographic 
findings consistent with COVID-19 pneumonia. Unfortunately, 
his clinical status did not allow for computed tomography (CT) 
to be performed. Other mycological evidence of IPA include 
culture of Aspergillus sp. from non-sterile sites or detection of 
fungal antigens such as serum BDG. Our patient had COVID-19 
pneumonia, A. fumigatus from a tracheal aspirate with elevated 
serum BDG and GM and elevated ETA GM, findings consistent 
with COVID-19 and probable IPA co-infection.

Multi-triazole resistance in A. fumigatus has recently emerged 
and is linked to the use of triazole-containing compounds as 
agricultural fungicides or less commonly prolonged triazole 
use [20]. The former mechanism of resistance typically affects 
azole näive patients and is characterised by elevated MICs to 
itraconazole, voriconazole and posaconazole as was found 
in our patient. This is of serious concern since triazoles are 
recommended as the first-line and most effective treatment 
for IPA [21]. Of the 34 cases reported so far, only 7 cases had 
reported susceptibility results of which one was triazole resistant 
A. fumigatus [16] similar to our case. Our patient's exposure to 
fungicides daily in his work has most likely led to exposure and 
colonisation with triazoleresistant A. fumigatus which was further 
supported by detection of cyp51A TR34L98H mutation from our 
patient's ETA, the most prevalent triazole resistance mutation from 
environmental source [20].

This case highlights the importance of early evaluation of 
patients with COVID-19 pneumonia because of the risk of 
secondary or co-infection with fungal pathogens. Case definitions 
have been proposed for IAPA [6,19] which can be modified 
for early recognition of CAPA. The occurrence of multi-triazole 
resistance in this case emphasises the urgent need for antifungal 
drug susceptibility testing of Aspergillus isolates using a rapid and 
simple phenotypic method and/or by detection of Cyp51 gene 
associated triazole resistance mutations directly on respiratory 
samples.
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Blood Transfusion: Evaluation of Electronic 
Issue in the Republic of Ireland - Over 30 Years 

in Existence and Still Underutilised.

Blood Transfusion (BT) became an area of great interest 
to me during my clinical placement at Regional 
Hospital Mullingar (RHM). I was very fortunate that 

the BT Department of RHM were able to facilitate my 
GMIT undergraduate research project. My project involved 
the successful validation of their Laboratory Information 
Management System (LIMS) (NetAcquire Version 7.5) for the 
purpose of Electronic Issue (EI) with an evaluation of EI in the 
Republic of Ireland (ROI). The evaluation of EI in the ROI was 
by means of a national survey. The current use, advantages, 
drawbacks and future use of EI in the ROI became a part of 
my research project. However, the survey was sent out in the 
height of the COVID-19 pandemic. It was purposely condensed 
in the hope of a 100% response rate. For the comprehensive 
completion of a national report, a second survey was required. 
The second survey targeted the BT laboratories that currently 
perform EI. It identified when and where EI was first introduced in 
the ROI and whether the majority of RCC units issued by the Irish 
Blood Transfusion Service (IBTS) in the ROI were crossmatched 
and transfused in the hospitals that have EI. Both distributed 
surveys had a 100% response rate (n=47 and n=14). 

The crossmatch is one of the elements of pre-transfusion 
compatibility testing. The crossmatch was first performed in 
1908. At that time, the crossmatch was solely serological and 
consisted of the immediate spin. The serological crossmatch 
developed to further include the Indirect Antiglobulin Test 
(IAT) in the 1950s [1]. By the 1980s, a need for urgent blood 
transfusions during surgery and the reduction to the overall 
cost to a laboratory arose. EI was developed to fulfil this need 
[2]. Unlike the serological crossmatch which physically involves 
testing a potential recipient’s plasma with a suspension of 
donor red cells, EI uses a computer algorithm to ascertain 
ABO compatibility between donor and recipient. Despite 
internationally recognised guidelines being readily available, EI is 
generally underutilised [3]. 

At present, only 30% (n=14/47) of ROI BT laboratories are 
performing EI. EI was first introduced to the ROI in Beaumont 
Hospital in 1993. This was just one year after the first widescale 
implementation of EI at the University of Michigan in 1992 [1]. 
The progressive introduction of EI in the ROI over the last 27 
years is illustrated as follows:  

 It wasn’t until after 2015 that the majority (n=8/14) of BT 
laboratories that currently perform EI implemented it. This 
highlights the fact that despite being in existence for over 30 
years, EI is relatively underutilised in the ROI.

EI has many advantages. All 30% of BT laboratories stated at 
least three advantages from its introduction. Advantages stated 
are illustrated as follows:

While an improved TAT for red cell issue, improved 
bloodstock inventory management, optimisation of staff time 
and reduced work life stress were predictable advantages 
associated with the introduction of EI based on other 
publications, an interesting unexpected advantage stated 
by one BT laboratory was the transfusion of DAT positive 
RCC units.  Previous studies have shown the transfusion of 
DAT positive RCC units are not directly associated with any 
adverse transfusion reaction [4]. Currently ROI BT laboratories 
performing the IAT crossmatch will return these RCC units to 
the IBTS for refund. The return of these DAT positive RCC units 
increases the overall workload to a scientist and potentially 
causes a delay in the provision of a RCC unit to a patient. With 
EI, the status of a potential DAT positive RCC unit will remain 
unknown (provided that RCC unit is never crossmatched using 
the IAT phase of testing) and therefore, can safely be transfused 
to a patient. Blood donation is on the basis of altruism. Every 
donor assumes their blood will be used to save a life. There are 
often shortages with regards to blood supplies and therefore to 
not use a donated RCC unit is less than ideal.

While predominately advantageous, EI can be associated 
with some drawbacks. Of the 30% performing EI, 50% (n=7/14) 
stated at least one drawback from its introduction while 50% 
(n=7/14) stated none. Drawbacks stated were predominantly 
associated with:

1.  LIMS packages for EI that result in the permanent 
exclusion of patients from EI if the patient has ever had 
a positive antibody screen 

Progressive Introduction of Electronic Issue in the Republic of Ireland

Advantages stated by Republic of Ireland Blood Transfusion 
Laboratories using Electronic Issue
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2.  The requirement in the BSH guidelines to exclude 
patients with modified results from EI who would 
otherwise be eligible

Where a BT laboratory did not currently perform EI, they 
were asked if they planned to introduce it in the future. Of the 
70% (n=33/47) of ROI BT laboratories who are not currently 
performing EI, 61% (n=20/33) plan on introducing it in the 
future with 20% (n=4/20) stating they are in the process of 
implementing EI in their laboratory. If all 20 BT laboratories 
who stated they plan to introduce EI in the future implement 
EI, then 72% (n=34/47) of BT laboratories in the ROI will 
perform EI. This is encouraging and will without a doubt have 
many benefits for these laboratories. Maximum Surgical 
Blood Ordering Schedules (MSBOS) can be revised and 
updated for patients that are eligible for EI. A revision to 
the MSBOS will mean that less RCC units will be held for 
patients that do not necessarily require them. Therefore, 
outdating of RCC units will be less likely to occur with the 
potential to reduce the overall number of expired units. 
Although time expiry of RCC units is very low in the ROI, 
(<1% in HSE hospitals) this number could potentially be 
even further reduced by the implementation of EI to these 20 
BT laboratories in the future. EI facilitates blood ‘on-demand’ 
to patients suitable for EI, should the need to transfuse arise. 

While only 30% of hospitals utilise EI, these hospitals 
account for 58% of RCC units that are transfused in Irish 
Hospitals. The IBTS issued a total 122,933 RCC units to Irish 
hospitals in the year 2019. An approximate total of 71,000 of 
these RCC units were transfused in the Irish hospitals with 
EI. These hospitals have the biggest impact with regards to 
the national management of blood supplies. EI allows these 
laboratories to individually improve their management of 
RCC units which overall improves the national management 
of blood supplies. Ten BT laboratories were able to provide 
figures with regards to the total RCC units crossmatched 
and total RCC units electronically issued for the year 
2019. Fifty seven percent (n=55,616/97,572) of RCC units 
crossmatched were electronically issued. This highlights that 
the majority of Irish patients are eligible for EI and will benefit 
from its advantages.

Thirty nine percent (n=13/33) of ROI BT laboratories do 
not plan on introducing EI in the future. With respect to that 
39%, 46% (n=6/13) of respondents provided a reason. 
The reasons from these respondents for not planning on 
introducing EI in the future are displayed as follows:

The reasons for not introducing EI in the future (where 
given) are related to an absence of adequate IT and/or 
automation. When the national LIMS (MedLIS) is introduced, 
the BT laboratories which stated that their barrier to 
introducing EI was inadequate IT, should then be able to 
consider EI.

While it may not be possible for EI to be implemented in all 
BT laboratories in the ROI, I am hopeful that after highlighting 
its use and associated outcomes in the ROI that EI may 
become more widely implemented. I would like to thank Carol 
Cantwell, John Quigley, Eunan Connolly, Frances Walsh and 
all the team in Mullingar for facilitating and helping me with 
both my project and the subsequent survey that allowed for 
this evaluation. Additionally, I would like to thank all the BT 
laboratories for their willing participation and to Tony Finch 
and Barry Doyle for providing the IBTS 2019 figures. 
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Improving Blood Stock Management:
A collaborative approach.

Blood stock management is a balancing act. Blood 
transfusion scientists must ensure they have enough 
blood on site to meet clinical demands at all times. 

However, if hospital blood transfusion laboratories hold 
excess stock it increases the risk of expiry and may also 
impact on blood stock levels elsewhere in the country.

In May 2018, a blood stock review meeting was held 
between the heads of transfusion at Tallaght University 
Hospital (TUH), The Coombe Women and Infants University 
Hospital (CWIUH), Naas General Hospital (NGH), the IBTS 
and the HSE. We needed to discuss our blood ordering 
and in particular the high numbers of O RhD Negative units 
we were keeping in stock at all 3 sites. It is recommended 
that approximately 12% of hospital blood stock should be O 
Negative. Our stock levels of O Negative were much higher 
than this. While very few O Negative units had expired, 
it was certainly true that many of them were being used 
inappropriately i.e. remaining in stock until close to expiry 
and then either being transfused to a non O Negative patient 
or re-routed. O Negative blood is often in short supply as 
only 8% of the population is O Negative and donors are 
therefore scarce. Blood transfusion medical scientists are 
all too familiar with IBTS notifications informing us that O 
Negative stock levels are well below the 7 day target. We 
needed to improve our blood stock management to lessen 
the demand we were placing on the IBTS for O Negative 
blood and ensure it was used appropriately as far as 
possible.

We were all reluctant to drastically reduce the numbers 
of O Negative units we held in stock as we were fearful that 
it might be unsafe. So we decided to begin a weekly blood 

exchange programme. Every Wednesday morning, blood 
with 2 weeks to expiry is sent from Naas hospital and the 
Coombe hospital to TUH and exchanged for units with 3-4 
weeks left till expiry using First Direct Medical vans. We 
decided to exchange all blood groups, not just O Negative.

Our blood exchange initiative started in June 2018. At 
the end of 2019 we reviewed our blood stock ordering and 
usage statistics and were very impressed by our findings 
across all 3 sites. 

Improvements we noted were as follows: 
•  A reduction in blood ordering, especially O Negative 

units, therefore less demand was being placed on the 
IBTS to supply them.

•  Safe numbers of O Negative units on site without placing 
extra orders with IBTS. 

•  Appropriate use of O Negative improved i.e. O Negative 
units being transfused to O Negative patients, in 
emergencies, or to patients with sickle cell disease went 
from 65.2% to 82.8%.

•  Transfusion of short-dated O Negative units to patients of 
other blood groups was essentially halved.

•  Marked reduction in re-routing of short dated units to 
TUH from NGH and CWIUH.

•  Less expired red cell units at all 3 sites.
•  Reduction in patients being transfused alternative 

suitable blood groups to use up expiring blood.
•  Less pressure on medical scientists if ordering additional 

stock during an emergency as it can be exchanged. 
•  Can exchange a non-suitable unit in stock for a suitably 

antigen typed unit for patients with red cell antibodies.

Helena Begley, Senior Medical Science, Naas General Hospital.
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•  NGH and CWIUH can arrange to get groups they don’t 
stock from TUH rather than the IBTS e.g. B-, AB+, AB- 
for a particular patient.

•  Can exchange units for alternative blood groups if there 
is a large number of one particular blood group on site.

•  Conversely, NGH and CWIUH can take units from TUH 
if they have a large number expiring within a short 
timeframe.

•  Savings in excess of €30,000 were achieved in 2019 due 
to the blood exchange programme.

Challenges of blood exchange:
While the benefits are very much evident, blood exchange 
does not come without some challenges. Regular 
communication between hospitals is crucial to re-assess 
current stocks and arrange exchange as stocks are 
ever changing. It is time consuming. Blood transfusion 
laboratories must maintain records of all blood exchanged 
which adds to the vast quantity of records which must be 
stored to comply with ISO15189. Laboratories must use an 
alternative source for exchanged blood when entering blood 
units into their LIS to ensure accurate blood stock statistics. 
Occasionally, blood exchange is not possible due to stock 
levels and expiry dates of blood at TUH.

Blood is precious
One in four of us will need a transfusion in our lifetime.  In 
2008, my own daughter Chloe had a bleed during the 
pregnancy and lost approximately 75% of her total blood 
volume. Her haemoglobin was 3.9g/dl at birth. She needed 
immediate emergency transfusion when she was born or she 
would not have survived. Donated blood is a very precious 
resource. It is so important that we do all we can to use and 
manage blood stocks efficiently so that blood is available for 
all patients whenever and wherever they need it. 

At present we are the only group exchanging blood 
but this exchange programme could easily be rolled out 
nationwide. We have now also started to exchange blood 
products other than red cells e.g. LG-Octaplas with a year 
left to expiry. Approved First Direct Medical temperature 
controlled vans are already contracted by the HSE to deliver 
blood to every hospital in the country. With the addition of 
perhaps one more van per region, exchange could easily 
start between every hospital group. This would hopefully 
result in a further reduction in expiry rates and improved 
blood stock management, particularly with regard to O 
Negative units, nationwide.  In addition, we predict that 
the HSE could save in excess of €370,000 annually if this 
program was implemented nationally.

This initiative was short-listed for the 2020 HSE Excellence 
awards and won the team category for the Dublin region at 
this year’s Spark Ignite competition. Sincere thanks to Alison 
Harper, Fergus Guilfoyle, the medical scientists at NGH, 
TUH, CWIUH, Tony Finch (HSE), Marian Barry (IBTS) and 
First Direct Medical for all their help in delivering this very 
successful project to date.
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ABSTRACT
Campylobacteriosis is the leading cause of human 
bacterial gastroenteritis, very often associated with 
poultry consumption. Thermophilic Campylobacter 
(Campylobacter jejuni and Campylobacter coli) 
isolates (n = 158) recovered from broiler neck skin 
and caecal contents in Ireland over a one-year 
period, resistant to at least one of three clinically 
relevant antimicrobial classes, were screened 
for resistance determinants. All ciprofloxacin-
resistant isolates (n = 99) harboured the C257T 
nucleotide mutation (conferring the Thr-86-Ile 
substitution) in conjunction with other synonymous 
and nonsynonymous mutations, which may have 
epidemiological value. The A2075G nucleotide 
mutation and amino acid substitutions in L4 and 
L22 were detected in all erythromycin-resistant 
isolates (n = 5). The tetO gene was detected in 
100% (n = 119) of tetracycline-resistant isolates 
and three of which were found to harbour the 
mosaic tetracycline resistance gene tetO/32/O. 
Two streptomycin-resistant C. jejuni isolates 
(isolated from the same flock) harboured ant(6)-Ib, 
located in a multidrug resistance genomic island, 
containing aminoglycoside, streptothricin (satA) 
and tetracycline resistance genes (truncated tetO 
and mosaic tetO/32/O). The ant(6)-Ie gene was 
identified in two streptomycin-resistant C. coli 
isolates. This study highlights the widespread 
acquisition of antimicrobial resistance determinants 
among chicken-associated Campylobacter 
isolates, through horizontal gene transfer or clonal 
expansion of resistant lineages. The stability of 
such resistance determinants is compounded by 
the fluidity of mobile genetic element. 

Keywords
Campylobacter; antimicrobial resistance; ciprofloxacin; 
tetracycline; aminoglycosides; Macrolides

Figure 1:  
(A) Schematic of Campylobacter jejuni isolate CITCj625-18 multidrug resistance genomic 
island. (B) Schematic of the mosaic tetO/32/O type II gene detected in CITCj625-18 
and CITCj727-18. Figure adapted from Warburton et al. (2016). White bars are tetO and 
central, checked bar is tet32 (297 bp)

Figure 2:  
Distribution of antimicrobial resistance among 158 thermophilic Campylobacter spp
Full text: https://europepmc.org/article/pmc/pmc7344827
Another article by Caoimhe Lynch et al may be viewed at  
https://www.tandfonline.com/doi/abs/10.1080/00071668.2020.1758300

A

B



Summer 2018 • converse • 43

health and medical science updates 

1  Preanalytical issues affecting the diagnosis 
of COVID-19

Payne Daniel et al. Journal of  Clinical Pathology 2020 July 6. 

Some key points from this report:

Diagnosis of COVID-19 in the acute stage relies on detecting SARS-
CoV-2 genomic RNA in naso/oropharyngeal (NOP) swabs. 

The false-negative rate for RT-PCR in COVID-19 has been reported to be 
as high as 41%.

There are some reports of swab negative patients, who are subsequently 
positive on repeat testing. 

False-negative results may lead to misdiagnoses in both patients and 
healthcare workers, with increased risk of infection transmission. 

Current guidance suggests that a single negative result is insufficient to 
exclude infection. 

Over 60% of errors occur in the preanalytical phase of any diagnostic 
process, with relatively few analytical and postanalytical errors.

These include - Timing of swab, Swabbing practices, RNA instability, 
delays from time of sampling to extraction.

Addition of RNA stabilisation reagent has been validated in a multi-centre 
study and been shown to improve yield, integrity and reduced assay 
failure rates of RT-PCR for external quality assurance schemes.

Payne Daniel et al. J Clinical Pathology 2020 July 6. PMID: 32631944

2  The Future of Pathology
A report has been produced involving multiple histopathologists 

from the UK and the USA

Interesting chapters include:

Pathologist and machine – the perfect partnership? Dr. Bethany Williams

Technology plays an increasingly important role in healthcare and 
pathology is no exception. In this chapter, Dr. Williams explores 
opportunities around digital pathology, whole slide imaging, and recent 
advances in Artificial Intelligence.

Molecular pathology – the key to delivering personalised medicine. Dr. 
Matthew Clarke

By providing a more accurate and specific diagnosis, molecular 
pathology can help optimise treatment choices for patients. In this 
chapter, Dr. Clarke calls for improving the provision of molecular 
pathology testing to unlock better cancer care.

To download the report: 

https://www.leicabiosystems.com/knowledge-pathway/future-of-
pathology/the-future-of-pathology-report/

3  Diagnostic Limitations in Congenital Zika 
virus Infection

Irish Medical Journal June 2020 

In June 2020 a paper by Dr Mary Flanagan et al was published on the 
first documented case of detection of Zika virus in a newborn baby 
in Ireland, in the National Maternity Hospital, Holles St. The baby was 
born to a woman who had been in Brazil during early pregnancy.  The 
Zika virus RNA was detected in the mother’s blood at 11 weeks into 
pregnancy but was no longer detected at 31 weeks gestation. The 
baby was diagnosed with severe microcephaly, and clinical features 
consistent with congenital Zika virus, but both blood and urine tests 
for Zika virus RNA were negative. The blood serum was positive for 
Zika-specific IgG, but negative for Zika-specific IgM. The placenta was 
positive for the viral RNA. 

For full details of this case study - Irish Medical Journal June 2020 
vol 113; No 6: p101.

4  Blood biochemical characteristics of 
patients with coronavirus disease 2019 
(COVID-19): a systemic review and meta-
analysis

Xiaoling Deng et al. June 2020 Clinical Chemistry and Laboratory 
Medicine (CCLM) 

This meta-analysis included 10 studies. Some of the biochemical 
alterations included:

Increased alanine aminotransferase (ALT), Increased aspartate 
aminotransferase (AST), Decreased albumin (ALB), Increased total 
bilirubin (TBil), Increased or decreased blood urea nitrogen (BUN), 
Increased or decreased creatinine (CRE), Increased creatine kinase 
(CK).

Six studies met the inclusion criteria for the systemic review evaluating 
the relevance between LDH levels and the severity of COVID-19, and all 
six studies showed a positive association between these two factors.

Clinical Chemistry and Laboratory Medicine (CCLM) 2020 Volume 
58: Issue 8. PMID: 32554832

5  Variant Creutzfeldt–Jakob Disease 
Diagnosed 7.5 Years after Occupational 
Exposure 

The technical staff member, age 24, cut her thumb while sectioning 
frozen brain tissue infected with sheep-adapted form of CJD. The 
tissue was from a mouse that had been infected with adapted BSE 
for research purposes in a prion research laboratory. She stabbed her 
thumb with a sharp end of a forceps in 2010, and developed symptoms 
in 2017. The patient died 19 months after the onset of symptoms and 
variant CJD was confirmed by neuropathology analysis. 

The incubation period was similar to that encountered in transfusion 
associated variant CJD. This case study highlights the need for 
improvements in the prevention of transmission of variant CJD in 
laboratory settings. 

Brandel JP et al. New England Journal of Medicine 2020; 383:83-85.
PMID 32609989

6  Association between ABO blood groups and 
risk of SARS-CoV-2 pneumonia Juyi Li et al. 

More on “Association between ABO blood groups and risk of 
SARS-CoV-2 pneumonia” by Jamie O Sullivan et al.

These two articles published in the British Journal of Haematology 
cover 1. A statistical analysis of ABO blood groups in a Chinese cohort 
of patients with COVID-19 and 2. A discussion of the molecular basis for 
the patterns identified. 

The study of Wuhan patients showed that the proportion of blood group 
A in patients infected with SARS€CoV€2 was significantly higher than that 
in healthy controls (39·3 % vs. 32·3 %, P  = 0·017), while the proportion 
of blood group O in patients infected with SARS€CoV€2 was significantly 
lower than that in healthy controls (25·7 % vs. 33·8 %, P  < 0·01).

The O’Sullivan study discussed the factors behind this pattern, stating 
that multiple studies have shown that ABO blood group is an important 
independent risk factor for cardiovascular disease and venous 
thromboembolism, and risk of thrombosis is significantly reduced in 
blood group O compared to non€O individuals. Markedly elevated 
plasma VWF:Ag and FVIII:C levels have been reported in patients with 
severe COVID-19 pneumonia. Similar to COVID-19, blood group O 
individuals are significantly less susceptible to developing cerebral 
malaria.

British Journal of Haematology May 2020. PMCID: PMC7267665

Compiled by Helen Lambkin
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7  COVID-19 and the Clinical Haematology 
Laboratory

John L Frater  et al. Int J Lab Hematol June 2020

This review article provides a review of the pandemic and focuses on 
the laboratory aspects, in particular relating to Clinical Haematology. 

In this review they discuss:

(a)  background context about the origins and course of the pandemic, 

(b)  the laboratory's role in the diagnosis of COVID-19 infection, 

(c)  summarise the current state of biomarker analysis in COVID-19 
infection, with an emphasis on markers derived from the 
haematology laboratory, 

(d)  the impact of COVID-19 on haematology laboratory safety, 

(e)  describe the impact the pandemic has had on organized national 
and international educational activities worldwide.

Article Free online. 

International Journal of Laboratory Hematology 2020 Jun;42 Suppl 
1:11-18. PMID: 32311826

8  Effects of the COVID-19 pandemic on 
supply and use of blood for transfusion  

The Lancet Haematology July 2020

Key points from this paper:

•   The COVID-19 pandemic has major implications for blood 
transfusion. 

• There are uncertain patterns of demand, 

•  Transfusion institutions need to plan for reductions in donations 
and loss of crucial staff because of sickness and public health 
restrictions. 

•  A reduction in donor numbers has largely been matched by 
reductions in demand for transfusion. 

•  Contingency planning includes prioritisation policies for patients in 
the event of predicted shortage. 

•  Sharing experience and developing expert consensus on the basis 
of evolving publications will help transfusion services and hospitals 
in countries at different stages in the pandemic.

Stanworth Simon J et al. Lancet 2020 July 3rd https://www.thelancet.
com/pdfs/journals/lanhae/PIIS2352-3026(20)30186-1

9  Blood Clotting in Breast Cancer -  
New Irish Study

Irish scientists have begun an investigation which they hope will 
provide a better understanding of blood clotting in breast cancer 
patients.

Dr Jamie O’Sullivan, a graduate of the BSc in Biomedical Science from 
UCC, principal investigator in the  Royal College of Surgeons in Ireland 
(RCSI) University of Medicine and Health Sciences has partnered with 
LEO Pharma to investigate, for the first time, the biological mechanisms 
of clotting in breast cancer patients.

According to the RCSI, this research may help in improving the 
strategies used to treat certain patients, and it could lead to new 
therapies that would reduce the spread of breast cancer to other parts 
of the body.

"This collaboration will enable us to address key scientific questions 
to understand the complex biological processes regulating spread 
of cancer within the body and is essential to help develop novel 
therapeutic approaches to help prevent this," commented Dr Jamie 
O'Sullivan, a research lecturer in the Irish Centre for Vascular Biology at 
the RCSI.

Dr O’Sullivan has also recently published a paper in the Journal of 
Thrombosis and Haemostasis on Von Willebrand Factor domains 
clearance using PEGylation and N-linked glycosylation. 

Fazavana J et al. J Thrombosis and Haemostasis 2020 Vol 18, Issue 6.  

10  Breast cancer 1994-2016  
National Cancer Registry Report  

Key points from this report on trends in breast cancer from 1994 
to 2016:

•  the rate of new cases of invasive breast cancer in Irish women has 
stabilised since 2008 

• the mortality rate decreased by about 2% per year 

•  On average 3,053 invasive breast cancer cases per year were 
diagnosed in Irish women 

•  The majority of cases in women are stage II at diagnosis, though 
the proportion that are diagnosed at stage I has increased over 
time.

•  Five-year net survival for female breast cancer patients has 
improved markedly over time, from an average (age-standardised) 
of 70% for diagnosis period 1994-1999 to 85% for 2011-2015. 

•  Ten-year survival has improved from an average of 61% for 
diagnosis period 1994-1999 to 76% for 2006-2010.

•  Incidence rates of breast carcinoma in situ increased over the 
period 1994-2009 but have stabilised since 2009.

•  On average 25 invasive breast cancer cases per year were 
diagnosed in Irish men during 2014-2016. 

•  Incidence rates for female invasive breast cancer have stabilised 
following initial rises after rollouts of the organised screening 
programme. 

NCRI.ie/Publications. Cancer Trends 37 - Breast Cancer 1994 -2016 

11  Cork researchers discover new 
bacteriophages in soil and named them 
Corkvirinae.

Colin Buttimer discovered Corkvirinae while researching 
bacteriophages in soil during his PhD in CIT’s Department of Biological 
Sciences, supervised by Professor Aidan Coffey.  He showed that 
these Corkvirinae can prevent bacteria called Pectobacterium 
atrosepticum from spreading in potato crops and causing potato 
blackleg or soft rot.

The name Corkvirinae has recently been ratified by the International 
Committee on Taxonomy of Viruses.  The bacteriophages were 
sourced from soil samples on farms in West Cork.

Original paper in Pharmaceuticals  2018 May 14;11(2):45.  
PMID 29757952

12  Best Practice Recommendations 
– Storage and Retention of Animal 
Tissues and Records

Published by Royal College of Pathologists UK July 2020

This document covers the major aspects of importance in relation to 
animal tissues, as the Human Tissue Act of 2004 applied to human 
tissues only. These are important for both veterinary and research 
laboratories that utilise animals for disease research.

It covers the following:

• Clinical and Diagnostic records and Reports

• Laboratory, post-mortem room and practice working records

• Management of records and specimen archives

• Documents, electronic and paper records

•  Samples, specimens and preparations, including blood, tissue, 
microbiological samples

• Retention and Disposal recommendations

Publication available at rcpath.org/document library



The Pull  
of the Stars 
By Emma Donoghue
Pp 295, Picador, 2020
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Nurse Julia Power is the 
protagonist of this book which 
somewhat claustrophobically 

details three days in a maternity 
ward in a Dublin hospital in 1918. 
Julia is exhausted, her 30th birthday 
is looming and she is temporarily in 
charge of a tiny ward which looks 
after expectant mothers who have the 
Spanish flu.

Julia cycles to work through ‘reeking 
Dublin’ but has to abandon her 
bicycle and, inconveniently, take a 
tram for the final part of the journey as 
matron ‘wouldn’t hear of her nurses 
turning up in a sweat’. Meanwhile, 
the city is wracked with poverty and 
posters exhort people to ‘eat an 
onion a day to keep illness at bay’. 
The writing is lyrical and evokes the 
Dublin of tenements, and a population 
plagued by rickets, tuberculosis, 
typhus, Spanish flu and served 
by understaffed and overcrowded 

hospitals. The changing colours of 
those suffering from the flu serve as 
chapter headings: red, brown, blue 
and black.

The main characters embody the 
traditional tropes of Dublin at this 
time: Julia’s brother served in WW1, 
was severely traumatised and no 
longer speaks; she now lives with 
him and is dismissive of the 1916 
rebels. Shortstaffed, Julia is assigned 
a helper Bridie Sweeney. Bridie is a 
young girl who is unsure of her age 
and who was brought up by nuns in 
a mother-and-baby home where she 
witnessed and experienced horrific 
abuses. And the third major player is 
Dr Kathleen Lynn, the only historical 
figure in the book. Lynn, as is well 
known, was a Vicar’s daughter, a 
Republican, a rebel who became 
a captain in the Irish Citizen Army 
and who served in Dublin City 
Hall during 1916. There are also 
ambiguities about Lynn’s sexuality 
– she lived with her dear friend 
Madeleine Ffrench Mullen in what 
might be termed a ‘Victorian 
marriage’.

In her author’s note, 
Donoghue recommends 
reading Margaret 
O’hOgartaigh’s biography 
of Lynn, Kathleen Lynn: 

Irishwoman, Patriot, Doctor. She states 
that the details of Bridie Sweeney’s 
life are drawn from some of the 
‘less harrowing testimonies’ in the 
2009 Ryan report on Irish residential 
institutions. Julia Power is invented. 
The textbook, on which Julia relies 
heavily, was written by Henry Jellett, a 
former master of the Rotunda Hospital 
(1910-1914 and 1917-1919). This is a 
real textbook. Indeed, I have a copy, 
a later edition published in 1922, on 
my desk, which was used by stalwart 
Meath midwife, Anne Lynch, who 
trained in the Coombe in 1921.

The medical conditions, the 
infection control measures and the 
possible treatments for women who 
have difficulty labouring, including 
symphysiotomy and pubiotomy, 
ring true. Julia gives a direct blood 
donation to Mrs White, one of the 
women on the ward. In Julia’s words: 
‘The doctor (Lynn) seized my left 
hand and set it on her own shoulder 
to keep it high, my elbow locked. 

She pressed my flesh above the 
needle so hard I almost cried out. 
She squeezed my arm, milking me 
of life.’ Mrs White then suffered a 
transfusion reaction: ‘Red-faced now, 
shuddering, she clutched her sides 
as if they might burst, then scratched 
at her face, her neck, panting, trying 
to say something. Pale hives rising.’ 
Julia knew she was blood type 0, a 
so-called universal donor. The ABO 
blood groups had been elucidated by 
1918 but it was some decades later 
before the Rhesus and other blood 
groups were identified.

Julia laments: ‘if only the donation 
had done her some good, or no 
harm, even primum non nocere. 
Instead, I’d watched my blood turn to 
poison and nearly kill her.’ Mrs White’s 
son is alive but has a ‘bearna ghiorria’ 
or hare’s gap. Lynn says she can fix it 
if Mrs White brings her baby back in 
a month. While the offer was meant 
kindly, Julia knows that Honor White 
(the title Mrs is a courtesy) is going 
back to the ‘care and custody’ of the 
nuns and there would be no return 
visit. 

Mrs White recovers from the 
transfusion reaction but inevitably 
dies. The body count is this book, 
with its small cast of characters, 
is very high. And it’s not just the 
mothers and babies who die, 
Bridie Sweeney, contracts Spanish 
flu, and also passes away. She 
had lied that she had had the flu 
already and was immune. She had 
wanted an adventure away from the 
‘motherhouse’ very badly.

This book is sad, sad, and 
relentlessly sad. I read it very fast, 
over the August bank holiday 
weekend, as it is a page turner. The 
historical detail is accurate, the writing 
is wonderful but I’m not sure that it is 
the book I wanted to read just now as 
we grapple with another pandemic. 
Donoghue did not write it in response 
to COVID-19. She was inspired by the 
centenary of the Spanish flu in 1918 
and she delivered her last draft to her 
publisher in March 2020. Pull of the 
Stars was published four months later.

Finally, there is another subplot, 
and a somewhat surprising if slightly 
unconvincing ending, but it would be 
a spoiler to the book to discuss these 
here. So, best read it for yourselves!
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Down

1. What organ produces lipase? (8)
2. What anion is abnormally secreted in cystic fibrosis patients? (8)
3. A chemical in Bovin's fixative that is explosive? (6,4)
6. What antibodies are associated with primary biliary cirrhosis? (13)
7. Francisella Tularensis causes what? (10)
9. Vacuolation of granulocytes and monocytes is characteristic of 
what condition? (7,7)
12. Which vitamin is synthesised in the epidermis of the skin? (7,1)
17. Which gene is mutated in the most common form of severe 
combined immunodeficiency? (1,1,1,1,1)

Across

4. Potassium and calcium results can be an indicator of this 
contamination (E,D,T,A)
5. Bacterial pneumonia, herpes zoster, oral candidiasis are common 
indicators for what? (1,1,1)
8. 2-3 million of these cells are produced every second (12)
10. Who first described Auer rods? (6,6)
11. What test is used to diagnose paroxysmal nocturnal haematuria 
(6,11)
13. In what cells are you most likely to see Russell bodies? (6,5)
14. Vancomycin, colistin, nystatin and trimetoprim are used for the 
selective isolation of what? (9)
15. What you don't find when reviewing a biopsy for Hirschsprung's 
disease? (8,5)
16. What are features of a small cell anaplastic carcinoma of the 
lung? (8)
18. What is the fletcher factor? (13)
19. What day does the IgG response typically occur after a 
vaccination?

Created using the Crossword Maker on TheTeachersCorner.net

Down

2. Some of the antics and somebody fits the antigen (8)
3. Family history found going into and out of general plastics (8)
4. A direct thrombin inhibitor or factor Xa inhibitor (4,13)
5. A disease that increases red cell count (13,4)
7. A genetic variant or subtype of a micro-organism(6)
8. Tissue that makes up the fetal skeleton (7,9)
13. Carrier of genetic information (10)
15. Chief extracellular anion, found in plasma and red cells with a 
reciprocal relationship with bicarbonate (8)

Complete the crossword puzzle below

Name:                                          

1 2

3 4 5

6

7 8

9

10

11

12 13

14

15 16

17

18

19 20

21 22

Across

1. A genetic structure in a cell that can replicate independently of the 
chromosomes(7)
6. Small infectious agent that replicates only inside the living cells of 
other organisms (5)
9. Basic unit of life (4)
10. Anti-fibrinolytic agent and a face mask ingredient (10,4)
11. What is Clinically characterised by profound thrombocytopaenia and 
microangiopathic haemolytic anaemia (1,1,1)
12. How most bacteria reproduce (6,7)
14. What regulates the amount of water kidney tubules absorb, and is 
released in response to low blow pressure(4-8,7)
16. What vitamin is essential for clotting(7,1)
17. Crazy earth makes a thumping sound (5)
18. Formation of glucose from lactate or amino acids, stimulated by the 
hormones glucagon, cortisol and thyroxine (12)
19. Raised level of this hormone can be found in people with depression 
(8)
20. The top carrier of infectious agents (5)
21. The result of having undiagnosed or untreated severe 
hypothyroidism (8)
22. Connective tissue that forms lymph nodes (9)

Created using the Crossword Maker on TheTeachersCorner.net
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crossword

Across
4.  Potassium and calcium results can be an indicator of this 

contamination (E,D,T,A)

5.  Bacterial pneumonia, herpes zoster, oral candidiasis are 
common indicators for what? (1,1,1) 8. 2-3 million of these 
cells are produced every second (12)

10. Who first described Auer rods? (6,6)

11.  What test is used to diagnose paroxysmal nocturnal 
haematuria (6,11)

13.  In what cells are you most likely to see Russell bodies? (6,5)

14.   Vancomycin, colistin, nystatin and trimetoprim are used for the 
selective isolation of what? (9)

15.  What you don't find when reviewing a biopsy for 
Hirschsprung's disease? (8,5)

16.  What are features of a small cell anaplastic carcinoma of the 
lung? (8)

18. What is the fletcher factor? (13)

19.  What day does the IgG response typically occur after a 
vaccination?

Down
1.  What organ produces lipase? (8)

2.  What anion is abnormally secreted in cystic fibrosis patients? 
(8)

3.  A chemical in Bovin's fixative that is explosive? (6,4)

6.  What antibodies are associated with primary biliary cirrhosis? 
(13)

7.  Francisella tularensis causes what? (10)

9.  Vacuolation of granulocytes and monocytes is characteristic 
of what condition? (7,7)

12.  Which vitamin is synthesised in the epidermis of the skin? 
(7,1)

17.  Which gene is mutated in the most common



5-Fluorouracil (5FU) 
Pre-treatment Testing and 
Therapeutic Drug Monitoring 
from Eurofins Biomnis
DPD testing is now mandated by the European Medicines Agency 
and the Health Products Regulatory Authority.*

5FUTOX is the next generation and gold standard test which identifies toxicities. Together with our 5FUPROTOCOL , our testing 
regime will ensure your patients avoid severe toxicities and receive the optimum therapeutic dose during treatment.

Pre-treatment screening for DPD deficiency: 

Therapeutic drug monitoring test and dose adjustment:

Advantages:

• Identifies a contraindication to fluoropyrimidines (complete deficiency) 
or indicates a reduction in the initial dose (partial deficiency)

• Eurofins Biomnis uses a multiparametric approach combining Genotyping, 
Phenotyping and the Physio-pathological characteristics of patients.

• Enables dose adjustment to maintain 5-FU plasma concentration in the therapeutic range 
• An algorithm combining the patient’s pharmacogenetic, pharmacological and 

physiopathological data allows personalised adjustment of the treatment between each course

Preventing fatal toxicities in patients who are “potentially curable” (adjuvant treatments)

Personalising treatment to ensure optimum response

Improving patient’s quality of life throughout treatment.

Contact us:
Eurofins Biomnis Ireland, Three Rock Road, Sandyford Industrial Estate, Dublin 18, D18 A4C0, Ireland

www.eurofins.ie/biomnis      |     Email: salesdept@eurofins.ie     |     Tel: +353 1 295 8545     |     Fax: +353 1 295 8550     

* Direct Healthcare Professional Communication, 4/06/2020, “5-Fluorouracil (i.v.), capecitabine and tegafur containing products: Pre-treatment testing to identify DPD-
deficient patients at increased risk of severe toxicity)”

The Gold Standard
By using both genotyping and phenotyping, we can predict 100% of lethal toxicities and 96% of severe toxicities.

34892 Biomnis Advert for Converse A4 required by July 10th_PRINT.indd   1 11/08/2020   12:18



Curtain up on our new hero, the Quidel TriageTrue™ High Sensitivity Troponin I Test. When

myocardial infarction is suspected, it delivers true high-sensitive results in less than 20 minutes.

Directly on your stage, the point of care. Take a look behind the scenes and fi nd out more:

www.triagetrue.ie

INFARCTION
O R  N O  I N FA R C T I O N

... THAT IS THE QUESTION

DIAGNOSIS IN THE 1ST ACT


