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editorial

Helen Barry

level. Kevin O’Boyle has reviewed the 
literature on this. A Report from the UK 
National School of Healthcare Science 
Haematology Workforce Working Group, 
published last year, makes a compelling 
case for the introduction of a consultant 
scientist role in haematology and 
transfusion. This will improve the quality of 
service to users and patients. With CAO 
points for entry to Biomedical Science at 
MTU at 590 and the other colleges not 
too far between, our graduates are the 
brightest and best. The health service 
needs to retain them.

Our multi talented Medical Scientists 
never cease to amaze me. No more 
so in the last few months than Pamela 
Uba. Pamela came to Ireland from South 
Africa and was in direct provision. As 
she said in an interview recently if she 
had not sat her leaving cert and gone to 
college, she might have ended up back in 
South Africa selling lemons on the street. 
She triumphed over all her adversities 
and graduated from GMIT. She has 
just completed her MSc and has been 
crowned Miss Ireland all while working 
in the Clinical Chemistry Lab at UHG. 
Amazing. She is a great ambassador 
for medical science. Every time she is 
interviewed she talks about her role and 
work. An extraordinary woman. She is 
a great role model and I wish her every 
success.

I am always delighted to receive news 
from labs around the country. Medical 
Scientists on the move, getting married, 
winning awards or just letting colleagues 
around the country know who they 
are and what they do. There has been 
some Covid dividend for labs, with the 
recognition that the lab is at the heart of 
healthcare, their premises are usually not 
fit for purpose. A number of labs have got 
extensions or new builds. It’s an ill wind… 
Let us know if your lab has benefited.

Helen Barry

and increasing workload complexity. 
Not surprisingly more than half of 
respondents reported increased work 
stress during the pandemic. Speaking 
to Medical Scientists over the past few 
months I am aware of the extraordinary 
support network across the country. 
WhatsApp groups working well into the 
night providing advice and support to 
colleagues. The survey again supports 
this with respondents reporting the 
pandemic has resulted in improved 
work-based solidarity. Approximately 
90% of respondents were proud of their 
laboratory’s response to COVID-19.  

Their study also identified the 
concerns of respondents around career 
progression opportunities and under-
utilisation of their professional skills, 
paucity of public knowledge of the 
roles undertaken in the laboratory and 
remuneration disparities, combined 
with concerns regarding retention of 
newly-qualified and other staff owing 
to alternative career opportunities. 
These are also issues on the Academy 
agenda. The Academy believes the 
recruitment issues cannot be solved, 
unless Medical Scientists have an 
opportunity to advance to consultant 

Recruitment and retention of 
Medical Scientists remain one 
of the major issues facing the 

profession and the provision of clinical 
diagnostics. There is a chronic shortage 
of Medical Scientists in our clinical 
laboratories. The clinical laboratory is 
the backbone of healthcare. Workload 
increases year on year in volume 
and complexity. Failure to invest in 
clinical laboratory diagnostics is a 
failure to invest in quality patient care. 
The Academy has made repeated 
representation to the HSE and 
Department of Health highlighting the 
issues. Our work in this over the past 
months is outlined on page 29. Two 
surveys carried out recently and reported 
here will provide supporting evidence 
to the National Laboratory Workforce 
Review Group. 

The Cellular Pathology Advisory Body 
conducted a review on staffing in the 
histopathology laboratories. The survey 
results indicate that there is a pervasive 
lack of suitably qualified Medical 
Scientists available for employment 
in Cellular Pathology Laboratories in 
Ireland.  This data is further supported by 
figures gathered by the Academy in early 
2019 which indicated that 32% (42 of the 
131 Medical Scientist posts vacant [post 
approval and advertising]) of Medical 
Scientist vacancies occurred in the 
Cellular Pathology discipline. The group 
has provided some recommendations.

This has been a stressful time for 
medical scientists. Dr Brigid Lucey and 
Dr James O’Connor conducted a survey 
to investigate the effect of the COVID-19 
pandemic on the scientists in medical 
laboratories in Ireland within the first 
three months of the pandemic. Their 
findings are published on page 31. Their 
survey confirms the anecdotal reports 
of medical scientists working more 
hours during the pandemic than before 
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Dear Medical Scientists
September 2021: We are hopeful that vaccinations are finally impacting on 
the SARS-Cov-2 Pandemic. However, as Medical Scientists we are acutely 
aware that a large number of patients remain critically ill with this virus.  
Our service provision of timely and accurate PCR testing for SARS-Cov-2, 
continues to support Infection Prevention and Control Teams and patient 
management, in acute sites throughout the country.  In addition, increases 
in workload are being widely reported across all departments due to 
delayed investigations and delayed presentations.  

And just when we thought we might draw a breath, think about a day 
off/ a week off - a cyber attack! However, we also approached this with 
our usual pragmatism, professionalism and solution and quality focussed 
services, working long into the night and early mornings, to continue to 
provide quality patient care and support our clinical partners with timely 
diagnostics. We ably and skilfully reverted to more manual ways of working, 
albeit these manual, paper systems were never designed for current 
workloads.   

It was not surprising that IT connectivity systems had never been 
mapped, when you consider the disparate connectivity systems, 
supporting clinical diagnostic laboratory services throughout the country. 
Despite this, at all National meetings – it was Medical Scientists on the 
ground leading the discussions, knowledgeable of their own systems 
and expertly identifying solutions and high risk areas such as the National 
Metabolic Screening Services and many other areas. Indeed we were 
being asked to support and assist other acute sites with similar systems. 

Certainly, the absence of or reduced services to GPs were keenly felt. 
Diagnostic investigations could not easily be referred to or provided by 
other sites or private providers and the referral of certain investigations 
across different platforms would have represented a patient risk for those 
on serial follow up investigations. 

Unfortunately, despite all of our collective efforts, professionalism, and 
expertise as Medical Scientists to support these national emergencies, the 
issues of staffing, adequate staff, staff retention, staff burnout and career 
progression, remain. Unregulated and non-registered laboratory staff 
continue as patient safety issues.

The Academy as your professional body has engaged with multiple 
stakeholders and held multiple meetings, meetings, and more meetings 
with little to no progress on any of the issues. A National Laboratory Review 
is promised with a meeting date for October 2021. We await the terms of 
reference. 

We have highlighted at the highest level that career progression is central 
to staff retention. The patient, indeed, all patients, deserve the support of 
expert Medical Scientist diagnostic practitioners, proving quality diagnostic 
services, evaluating and guiding their diagnoses, in the day, in the evening, 
at night, the weekend and in critical emergencies across all laboratory 
disciplines.  

I, as Academy President, recognise and salute your efforts and resilience 
to keep the lights on and the wheels turning and we will not give up working 
and advocating on your behalf.

Message from the President

message from the president
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Introduction
The Medical Scientist Skills Review Working Group was 
convened under the auspices of the Academy of Clinical 
Science and Laboratory Medicine (Academy) after a 
meeting in October 2019 with the then President of the 
Academy, Dr Brigid Lucey, members of the Cellular 
Pathology Advisory Board (CPAB) and representatives 
of the Medical Laboratory Scientists Association (MLSA) 
executive. 

The meeting was organised to consider Medical 
Scientist staff deficits in Cellular Pathology laboratories 
and the resulting limitations being placed on Cellular 
Pathology Medical Scientists in terms of scientific role job 
satisfaction. The meeting included discussions centred 
on a Scope of Practice for Cellular Pathology/Histology 
Medical Scientists and on the emerging trend of non-
Medical Scientist staff performing tasks within Cellular 
Pathology services that would traditionally be performed 
by Medical Scientists.

There was recognition by all present at the meeting that 
should this trend continue, it would result in a changed 
working landscape for Cellular Pathology Medical 
Scientists. In response to the meeting the President of the 
Academy agreed that the CPAB would instigate a Working 
Group to further examine the matters raised. 

The objectives of the working group 
were to:

•  Review Scope of Practice for Cellular Pathology 
Medical Scientists.

•  Document the current Cellular Pathology 
landscape in terms of the Medical Scientist 
workforce.

•  Develop recommendations that can be employed 
by Cellular Pathology Laboratories to enhance the 
role of Medical Scientists with a view to improving 
the current landscape.

•  Support in the creation of stable, sustainable, 
quality focused and progressive Cellular Pathology 
services.

The undertakings of the working 
group were to:

•  Review the Scope of Practice for Cellular 
Pathology Medical Scientists.

•  Review current workforce trends for Cellular 
Pathology Medical Scientists.

•  Develop recommendations to allow Cellular 
Pathology Laboratories react safely to Medical 
Scientist workforce trends while safeguarding 
service provision.

Medical Scientist Skills Review 
Cellular Pathology

Cellular Pathology Advisory Body
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The members of the Working Group:
Michelle Griffin, FACSLM, University Hospital 
Waterford (Chair)
Ciaran Love, FACSLM, Tallaght University Hospital 
(Deputy Chair)
Bríd Brew, FACSLM, Cork University Hospital
Kathleen Brosnan, FACSLM, Technological 
University Dublin
Cathal Farrell, FACSLM, ICON plc Dublin 
Julie McFadden, FACSLM, St. James’s Hospital 
Dublin
Terri Muldoon, FACSLM University Hospital 
Galway
Wayne O’Brien, FACSLM, Blackrock Clinic Dublin
Aisling O’Connor, FACSLM, Mater Private 
Hospital Dublin

Cellular Pathology Vacancy Overview
October 2020
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Discussion
The survey results indicate that there is a pervasive lack 
of suitably qualified Medical Scientists available for 
employment in Cellular Pathology Laboratories in Ireland.  
This data is further supported by figures gathered by the 
Academy in early 2019 which indicated that 32% (42 of the 131 
Medical Scientist posts vacant [post approval and advertising]) 
of Medical Scientist vacancies occurred in the Cellular Pathology 
discipline. 

The same body of work highlighted that there are 
approximately 70 Medical Scientist graduates produced in the 
Republic of Ireland per annum (Converse, 2019). This inherent 
workforce deficit is compounded by naturally occurring increases 
in the level and range of scientific activity within all disciplines 
of clinical diagnostic laboratories and in particular Cellular 
Pathology laboratories. The National Histopathology Quality 
Improvement Programme’s 7th National Data Report https://
courses.rcpi.ie/product?catalog=7th-National-Data-Report-
Launch evidences that between 2014 and 2019 there was a 24% 
increase in the number of specimens examined, a 20% increase 
in the number of blocks processed and a 51.4% increase in the 
volume of cases requiring immunohistochemical staining. 

While the causes of this workforce deficit have not been 
explored by the Working Group, anecdotal evidence indicates 
that this area of laboratory practice attracts fewer Medical 
Scientist graduates than the other laboratory disciplines.The 
retention of those who do initially choose Cellular Pathology 
is poor.  The reasons for this are unclear but issues such as 
perceived lack of career progression, lack of reporting power, the 
unchallenging scientific complexity of many of the commonplace 
tasks are frequently quoted by those in the field. This is 
compounded by as lack of access to additional earnings (such 
as on-call).

Previously, the Academy Graduate Training Programme acted 
as a counterbalance to this scenario and played a vital role in 
increasing the number of qualified Cellular Pathology Medical 
Scientists who tended to stay working within the discipline. This 
avenue to qualification as a Medical Scientist was discontinued 
by the Academy in 2017 on the advice of CORU and in advance 
of the establishment of the Medical Scientists Registration Board 
. The group feel that addressing the low numbers selecting 
Cellular Pathology as a major in their degree and  providing 
alternative routes to becoming a Medical Scientist will be critical 
in providing the future Cellular Pathology Medical Scientist 
workforce.

Regardless of its origin if left unaddressed this workforce deficit 
is likely to further deteriorate. In addition, the current workforce 
deficiency is placing increasing financial burdens on laboratories 
(Health Service Executive (HSE), Voluntary and Private alike) as 
expensive risk mitigation solutions which do not represent value 
for money are frequently the only option available to resolve the 
issue.  

The engagement of UK trained agency Medical Scientists, 
sanctioning of overtime, and out-sourcing to private entities are 
frequently engaged as short-term solutions, which become long-
term due to the unresolved nature of the deficient workforce. 

The supervised delegation of appropriate tasks to a non-
Medical Scientist grade is a practical and achievable solution, 
which would support the acute Medical Scientist labour shortage 
and will enable Laboratories to achieve stable, sustainable and 
quality focused Cellular Pathology services. In addition, this 
solution of  the supervised delegation of set tasks to non-Medical 
Scientist staff would increase the capacity of Medical Scientists 
to focus on advanced or more complex scientific tasks, e.g. 

histodissection, molecular diagnostics, digital pathology and 
reporting which are required to ensure progressive Cellular 
Pathology services in the Republic of Ireland. This would likely 
have positive impacts on the recruitment and retention of Medical 
Scientists in the field.

The question of who the non-Medical Scientist would be has 
been considered by the Working Group. The survey findings 
highlight that the practice of non-Medical Scientist grades 
engaging in what would be traditionally seen as Medical Scientist 
tasks is already being employed by several laboratories to 
sustain service provision. Currently there is no common staff title/
post for these non-Medical Scientists with nomenclature/roles 
such as Medical Laboratory Aide, Medical Laboratory Assistant, 
Technologist and Associate Practitioner being employed. The 
salary scales are also inconsistent with Medical Laboratory Aide, 
Clerical Grade IV and between Medical Laboratory Aide and 
Medical Scientist being used. The Working Group recommends 
that this matter is addressed and normalised as a matter of 
urgency. The staff grade of Medical Laboratory Aide may present 
the most natural and achievable resolution as this grade is 
already ubiquitous in Cellular Pathology laboratories and a brief 
examination of job descriptions for this grade of staff amongst 
Working Group members does not seem to preclude the 
undertaking of these tasks by Medical Laboratory Aides. 

While the scope of practice review performed by the Working 
Group evidenced that the introduction of a defined set of 
laboratory tasks for a Medical Scientist and a non-Medical 
Scientist is not in the best interests of the patient, staff member, 
or the laboratory, the survey results highlighted some of the tasks 
that might be suitable for supervised delegation. These include 
tasks such as external referrals, embedding, microtomy and direct 
specimen transfer. However, this supervised delegation approach 
does not mean that these tasks should become solely the domain 
of the non-Medical Scientist. For a Medical Scientist to provide 
adequate supervision of non-Medical Scientists performing any 
task they must themselves remain proficient. A skills mix or team 
based approach to task performance would provide a suitable 
mechanism of operation. For example, at microtomy there would 
be at least one Medical Scientist providing supervision to the task 
area – the Medical Scientist performing microtomy themselves 
and being on-hand to troubleshoot or provide advice to non-
Medical Scientists performing the same task. 

Cellular Pathology Medical Scientists already operate within 
a team based or skill mix structure. Efficient, effective, quality 
driven laboratory services are only achievable by different grades 
of staff (Consultant Pathologists, Medical Scientists, Laboratory 
Aides, Clerical staff etc.) with differing skill sets working together 
as a team. In many laboratories, these skill sets overlap e.g. 
specimen labelling, equipment operation, external referrals. 
Nonetheless, survey respondents indicated that tensions 
might arise between staff grades if additional tasks were to be 
added to this overlap.  Any change within a workplace can be 
challenging for staff and management alike. The most successful 
change processes involve comprehensive staff engagement 
and effective communication. Laboratories that chose to engage 
in the supervised delegation of tasks to non-Medical Scientist 
staff must be cognisant of the concerns and tensions that may 
arise and meaningfully engage with all staff members involved. 
Notwithstanding, all those involved in the provision of Cellular 
Pathology service provision should not lose sight of their individual 
and collective responsibility to provide robust, stable, sustainable, 
quality focused and progressive Cellular Pathology services. This 
can only be achieved by recognising the workforce/skill set deficits 
that exist and embracing the changes that resolve them.
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The Working Group makes the following 
recommendations.
1.  Supervised Delegation of Tasks to a non-Medical 

Scientist Grade
 Medical Scientists in Cellular Pathology laboratories are 
professionally overqualified for some tasks that they 
currently perform, and this work could be safely delegated 
to appropriately trained non-Medical Scientist staff. This 
would free up Medical Scientist time for more highly skilled 
tasks such as macroscopic dissection and molecular 
testing. 

2. Constitution of Supervised Delegation
 A comprehensive well documented in-house training 
programme must be in place to ensure that non-Medical 
Scientist staff operate within their scope of practice i.e. 
they have the knowledge, experience and competency to 
perform the tasks undertaken. 

3.  Medical Laboratory Aides as the non-Medical 
Scientist Grade

 The Working Group recommends that the Academy 
engages with the HSE to clarify the job specifications for 
both Medical Laboratory Aides and Medical Scientists. 

4.  Cellular Pathology laboratory staff must work 
within their scope of practice.

 All staff, regardless of grade, working in Cellular Pathology 
Laboratories should be cognisant of their responsibilities 

to only perform tasks, which are within their own individual 
scope of practice. 

It is the responsibility of Laboratory Management to foster a 
culture where staff members are aware of and operate within 
their scope of practice.

5. Educational Training
 The Academy should work with the laboratories, educational 
partners and the HSE to look at ways to increase the amount 
of undergraduate training places. Laboratories should also 
be aware of alternative routes into the profession such as 
those currently offered by TU Dublin. Laboratories should 
facilitate and support non-Medical Scientist staff who may 
wish to upskill to become Medical Scientists by undertaking 
part-time programmes which would enable them to join the 
CORU register for Medical Scientists. 

6. Recruitment and Retention
 The Working Group recommends that the Academy 
urgently instigate a working group in conjunction with other 
responsible parties, such as CORU and the educational 
institutions (GMIT, TU Dublin and UCC/MTU) to collate hard 
data around this issue, identify the causes and to provide 
recommendations on how these issues might be addressed.

The full report is available at www.acslm.ie
I have synopsised this very comprehensive and valuable report 
for the purposes of this article. 

Helen Barry
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Advanced practice roles in Ireland remain 
unstructured, under-resourced and 
largely unrecognised. Efforts to develop 

advanced practice roles have been hindered by 
the lack of an appropriate leadership position 
within the health service. Promotional roles, 
such as Chief Medical Scientist and Laboratory 
Manager, lead the scientist towards managerial 
and administrative roles and away from clinical 
or scientific leadership.

There is a strong argument for an advanced 
practice role for Medical Scientists, however 
an examination of the evidence base for 
developing advanced practice in laboratory 
medicine showed a disappointing information 
gap.

A Pubmed search carried out on 18th April 
2021 revealed 158 results for “Advanced 
Practice Career Progression”. When the word 
“laboratory” was added to the search criteria, 
only seven results were found and none 
of these related to career progression in a 
laboratory setting. It is clear there is a dearth of 
evidence in the literature related to advanced 
practice in a laboratory setting. For contrast, 
adding the term “nursing” to the search criteria 
instead of “laboratory” instead revealed 58 
results, many of which concentrate on career 
structures in the nursing profession from many 
jurisdictions..

Laboratory Medicine
A major information gap is developing between 
laboratory medicine and the specialties they 
serve. In their multinational 2017 review, 
McCaughey et al identified a number of areas 
where management of patients in primary care 
could be improved by providing feedback and 
education from the laboratory (McCaughey, 
Li, Badrick, Westbrook, & Georgiou, 2017). 
In 2020, Hahn et al, writing in the German 
journal Acta Tropica, outlined the importance of 
interaction between laboratory specialists and 
requesting clinicians to avoid misinterpretation 
of test results in infectious disease services 
(Hahn et al., 2020). Razvi et al highlight similar 
challenges in interpreting results of laboratory 
thyroid investigations (Razvi, Bhana, & Mrabeti, 
2019). Walz et al, at Arkansas State University, 
point out that the adoption of electronic health 
records has created a new role for laboratory 
scientists in overseeing the post analytical 
process of result interpretation (Walz & 
Darcy, 2013), recommending that scientists 
interface with the clinical end of healthcare 
provision to reduce the risk of potentially critical 
misunderstandings.  

Taken together, this body of literature 
constitutes a strong argument for an advanced 
practice role for Medical Scientists. Evidence 
from multiple services reports on the risk of 

mis-interpretation and the benefit to patient 
care of increased laboratory input into clinical 
interpretation. Medical Scientists are already 
proficient in interpretation since results cannot 
be authorised unless their implications are 
understood. It is already the Medical Scientist’s 
responsibility to alert medical staff of clinically 
urgent findings, whether expected or not. 
Reasons for the difficulty in interpreting 
results include poor understanding of the 
principle of measurement of uncertainty 
(Padoan, Sciacovelli, Aita, Antonelli, & Plebani, 
2018), drug-laboratory test interactions (van 
Balveren et al., 2019) and information overload 
(Raymond et al., 2020). 

Integrated Care
Developing advanced practice to consultant 
level in laboratory medicine would benefit 
patient care by addressing the risk of result 
misinterpretation by physicians. This could 
be considered an integrated care approach, 
which can be defined as combined services 
acting together to provide optimum patient 
care. It should be delivered by “a coordinated 
multidisciplinary team of providers working 
across settings and levels of care” (van 
der Vlegel-Brouwer, van Kemenade, Stein, 
Goodwin, & Miller, 2020).   

In 2018, Plebani makes a compelling 
case for increased integration of laboratory 
services with clinical specialties. He argues 
for a reinterpretation of laboratory medicine as 
“restoring the true nature of laboratory services 
as an integral part of the diagnosis and therapy 
process” (Plebani, 2018), examining key 
drivers for change, both internal and external. 
Analysis shows that, in an increasingly data 
driven world, laboratories have a vital role to 
play in patient management. Plebani concludes 
that laboratory quality processes will inevitably 
extend to result interpretation, initiation 
and monitoring of treatment and to patient 
management. 

The 2019 budget included €20m 
allocated to a Sláintecare Integration Fund 
to “support innovative local approaches to 
delivering more care in community settings 
and better integration of care across the 
system” (Department of Public Expenditure 
and Reform, 2019). Such investment is a 
testament to the government’s commitment 
to innovative change to achieve integrated 
care. Laboratories provide a novel setting 
to assist with integration, since laboratories 
provide services for a wide variety of clinical 
services across all specialties. National 
Clinical Programmes, such as the National 
Clinical Programme for Older People, for Acute 
Medicine or for Diabetes, will rely heavily on 
diagnostic availability, as will Sláintecare’s 

vision to integrate care (Houses of the 
Oireachtas, 2017). 

Consultant Medical Scientists will be well 
positioned to drive integrated care as they will 
provide the necessary link between services 
and specialties. Their scientific training and 
knowledge of diagnostics, when combined 
with clinical skills attained through specialist 
training, will be invaluable in developing 
diagnostic and treatment pathways for 
integration initiatives. In 2014, NHS England’s 
Digital First pathology report estimated that 
95% of clinical pathways rely on access to 
pathology services (NHS England, 2014). 

Discussion and Conclusion  
It is clear that, due to the complexity of 
healthcare delivery and the overwhelming 
burden on medical staff, a move towards an 
integrated approach is necessary. While the 
idea of integrated care is simple, the process 
of delivering such care is complex and difficult 
to describe (Goodwin, 2013). There is no one-
size-fits-all framework to introduce integrated 
care initiatives, but rather a commitment at 
system, organisation and local level is required 
to implement change in an evolving healthcare 
environment (Sullivan-Taylor, 2019). 

Opportunities to develop laboratory services 
to benefit patient care are best identified by 
the staff who deliver them. Medical Scientists 
in Ireland have been delivering on advanced 
practice initiatives, in an unrecognised fashion, 
as documented in the New Horizons document 
(Academy of Medical Laboratory Scientists, 
2016), yet further opportunities exist. Through 
the clinical leadership of Consultant Medical 
Scientists, laboratory medicine can continue 
to evolve as a rapidly developing medical 
specialty.
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A working group, Haematology Workforce Working Group 
(HWWG), was established by the National School of Healthcare 
Science in the UK. The school is part of Health Education 

England (HEE) and facilitates and supports the education, training and 
development of all healthcare scientists from apprentices to consultant 
grade.

The report aims “…to identify ‘service gaps’ that medically qualified 
consultant haematologists have been unable to fulfil because of 
recruitment issues, gaps in specialist expertise issues or workload 
pressures and areas of haematology practice traditionally performed by 
medically qualified consultant haematologists that could be performed 
by consultant healthcare scientists.”

The report states that “The growing impact of increased cancer-
related clinical workload and recruitment issues on service delivery 
is clear and a radically different approach is needed to ensure a safe 
and quality service now, and for the future. This involves challenging 
the paradigm and traditional demarcation between laboratory 
and clinical services, and the dogma of medically-led laboratory 
services. Consultant scientists are just one, albeit important group of 
professionals required to optimise staffing across the whole service 
and patient pathway. The consultant scientist is a natural fit for the 
diagnostic-end of the service and this includes direct patient care as 
well as laboratory leadership and direction.” 

The report identifies a number of areas where a consultant healthcare 
scientist would be well qualified and experienced  to provide the 
service. 

Haemostasis and Thrombosis:
An underused yet obvious example of an area for extended practice 
in haemostasis and thrombosis is anticoagulant management and 
dosing… An expert role in guiding choice and interpretation of 
diagnostic tests and taking investigative pathways to diagnostic 
conclusions, including interpretive clinical reporting, is much 
needed. This is an important aspect of consultant-level practice, and 
scientifically qualified consultants may be better placed than some 
medically qualified haematologists because they have an expert 
understanding of the tests themselves due to the depth of their training 
and knowledge.

Haematology Cancer Diagnostics/Molecular 
Pathology
Haematological oncology, flow cytometry and molecular testing can 
be regarded as an integrated pathway with increasing importance of 
molecular testing. Consultant scientists with expertise in morphology, 
flow cytometry and appropriate reflex molecular testing are vital in the 
development of diagnostic algorithms and ensuring an appropriate 
and integrated testing strategy. Clinical scientists at FRCPath-level, 
have morphological skills akin to that of the medically qualified staff 
and are equally skilled and competent to report bone marrow and 
peripheral blood films, as well as recommending the most appropriate 
flow cytometry and molecular panels. The interpretation of the 
immunophenotype along with the morphology and molecular results 
within a Specialised Integrated Haematological Malignancy Diagnostic 

Services (SIHMDS) framework for integrated reporting is a position that 
lends itself to the clinical scientist rather than medically qualified staff 
due to the extensive scientific understanding and knowledge of assay 
nuances and limitations which are an integral component of clinical 
scientist training”.

Haemoglobinopathy
The laboratory should not be merely a provider of quality results but 
also provide a scientific advisory service across the entire pathway. 
Understanding the various technologies and their specific limitations, 
including the molecular elements, then advising on the interpretation 
of results combined from these technologies should be the role of an 
experienced scientist.

Morphology
Expediting and maintaining high quality diagnostics in morphology 
is a critical aspect of the haematology diagnostic pathway. This is 
a highly-skilled area of haematology practice and well-suited to a 
consultant-level scientist who could also lead the teaching and training 
of morphology to scientific colleagues and medically qualified trainees.

Transfusion
This area of haematology clinical practice is an ideal fit for the 
consultant scientist who will have highly specialist knowledge of both 
laboratory practice and transfusion medicine

Direct Patient Care: the consultant scientist has highly useful and 
under-utilised skills in direct patient care and an understanding of 
this has been constrained by the notion that scientists only work in 
laboratories in non-patient-facing roles. The consultant scientist is 
highly skilled in planning and performing diagnostic investigations and 
interpreting results to conclude a diagnosis and this may be enhanced 
by the opportunity to review the patient and their history in person.

Summary of recommendations
•  Training and education for consultant Healthcare Scientist roles 

must be standardised across all pathology disciplines including 
Haematology and Transfusion to ensure confidence and assurance 
for employers.

•  FRCPath must remain the ‘gold standard’ exit qualification for a 
consultant post.

•  The RCPath must ensure their exam structure is flexible and 
progressive to ensure consultant HCSs can deliver the diverse 
range of expert roles and services within haematology and 
transfusion.

•  Professional bodies must acknowledge and endorse the role of the 
Consultant Scientist in haematology/transfusion and recommend 
their inclusion in consultant teams, recognising the benefits to 
workforce planning and delivery, their contribution across the whole 
diagnostic pathway, and increasing awareness of this to NHS Trusts 
(examples in this report).

•  Suitably qualified and trained Healthcare Scientists should be 
added to the range of practitioners able to perform non-medical 
prescribing. This would enhance the scope of their roles and 
provide more flexibility in service delivery.

The Role of the Haematology/Transfusion Consultant 
Scientist in the Delivery of Clinical and Laboratory 
Haematology Services: An Education and Training 

Solution and a Workforce Solution

https://nshcs.hee.nhs.uk/wp-content/uploads/2021/06/HWWG-Report-2020-FINAL.pdf

A Report from the UK National School of Healthcare Science, Haematology Workforce Working Group, 
September 2020
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Cían is a member of the Academy’s 
Engagement and Advancement Advisory 
Body. He started his career as a medical 
scientist (immunology) in Mullingar 
General Hospital and subsequently at the 
Mater before joining the doctoral training 
programme at Lancaster Medical School. 
His research will involve looking at the 

impact of COVID-19 vaccination on SARS-CoV-2 transmission 
networks in the UK. He will also be joining Public Health 
England COVID-19 epidemiology team in October.

As Medical Scientists, we have seen first-hand how 
COVID-19 has impacted the Irish healthcare system 
and its patients. Whether testing nasopharyngeal 

swabs for SARS-CoV-2 or testing COVID-19 positive patients 
for prognostic biomarkers, the epidemic is reflected in the 
daily workload. As someone who has seen D-dimer after 
D-dimer being requested during the night on-call, I recognise 
that these prognostic biomarkers such as white cell counts, 
D-dimers, hs-CRP and IL-6 gave us a good indication of which 
patients had the highest risk of becoming clinically ill or dying. 
But what else about patients could give an indication of their 
risk of becoming infected, being hospitalised, or dying from 
COVID-19? Could something as simple and mundane as our 
age, gender, cultural background, or socioeconomic status 
tell us anything about our risk? Well, it turns out yes… it can!

Health inequality between people of different demographic 
groups is not a new phenomenon but it certainly has found 
its way back into the spotlight with the global response 
to COVID-19. You would also think in countries such as 
Ireland and the UK where every citizen has access to free 
or heavily subsidised care that everyone has similar risk of 
clinical COVID-19 outcomes regardless of their background. 
Unfortunately, the data does not support this belief. 

When I joined the Mater in the Summer of 2016, I was 
trained in HIV immune monitoring. Majoring in microbiology I 
always had such a passion for infectious diseases. I quickly 
became obsessed with HIV as a health subject. I could not 
understand, given the incredible advances in HIV treatment, 
how it was still such a large national and global burden 
of disease. This questioning led to looking beyond the 
biological disease itself into a new concept for me – the social 
determinants of disease. Social determinants of disease 
tend to act at the group or population level and can include 
a group of people having limited access to healthcare, 
therefore, it is not surprising it was something I had originally 
overlooked when trying to understand the HIV epidemic. After 
all, for medical scientists to see patient samples, the patient 
needs to already have accessed healthcare in some capacity. 

Fast forward four years and my interest changes from HIV 
to a novel respiratory pathogen, the virus that has come to 
be known as SARS-CoV-2. This virus has spread globally and 

impacted the majority of communities the world over. National 
laboratories are helping with the mass testing efforts in their 
respective countries. In doing so, they are collecting a large 
source of data to assess SARS-CoV-2’s impact on society. 

Societal Disparities
Gender
I am principally interested in exploring the impact on different 
societal groups, starting with gender. There are biological 
differences between males and females in the propensity of 
there immune system to respond to infection. As a general 
rule it is found that females have stronger immune responses 
than males, and this is supported by the higher incidence of 
autoimmune conditions in females. Mechanisms behind the 
biological differences between the sexes are likely to involve 
immunological, hormonal and genetic factors (Klein, Hodgson 
and Robinson, 2012). Public Health England issued a report 
in August 2020 investigating COVID-19 related outcome 
disparities (PHE, 2020). This national level data highlighted 
that in the UK, slightly more detected SARS-CoV-2 infections 
came from female patients (53.6%) than male patients 
(46.4%).The REACT (REal-time Assessment of Community 
Transmission) study was a large national serosurvey testing 
asymptomatic members of the UK population for SARS-
CoV-2 through antigen testing and serology (Ward et al., 
2020). This study showed that in fact the transmission could 
be greater in males( 6.2% prevalence) than females ( 5.8% 
prevalence) although the possibility of chance cannot be 
ruled out. But this highlights the possibility of disparity that 
can be hidden in hospital data. Females may be more likely 
to access healthcare than males, or females may be more 
likely to become symptomatic or receive a higher infecting 
dose and therefore become detected as cases. The effect of 
gender on SARS-CoV-2 transmission is likely to be small and 
therefore difficult to investigate without very large numbers 
of participants in studies such as serosurveys but if we look 
at infection fatality rates instead of infections, the disparity is 
much more evident. The REACT study showed that males in 

COVID-19:  
Are we really all in this together?

Cían Ryan

Figure 1: Diagnosis rates by sex and age up to 13th May 2020 
as reported to Public Health England, UK (PHE, 2020)
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the UK were at a statistically significant higher odds of fatality 
from COVID-19 (odds ratio 1.07, 95% CI 1.00,1.15) when 
compared to females (odds ratio 0.71, 95% CI 0.67,0.75). The 
reasoning behind this disparity is likely complex and could 
involve biological differences, differences in age distributions 
of infections in both sex groups as well as differences in 
co-morbidity burden between sexes. Co-morbidities such 
as obesity, diabetes and renal disease have been identified 
as risk factors for COVID-19 related mortality. Healthcare 
seeking behaviour differences must also be considered, with 
females more likely to seek healthcare earlier than males. Sex 
is also associated with workplace exposure. For example, 
labour force surveys from the UK and the US show that the 
employment area with the highest number of females is 
the healthcare sector. This could explain why more female 
SARS-CoV-2 infections were detected in PHE data compared 
to higher prevalence being found in males coming from 
community serosurveys. With more women working in areas 
such as healthcare, it is likely that women were being tested 
more frequently, and therefore more cases being ascertained. 

Age
When we look at age, things get even more interesting. 
Using UK data looking at infection risk there is an inverse 
relationship between age and risk of infection. This is fairly 
deductive when we consider the social networks of people 
of different ages. Younger individuals are more likely to meet 
with more individuals, have larger social circles and be in 
high density setting such as schools and therefore have 
higher probabilities of transmission events. Inversely, older 
individuals have smaller social networks on average, and 
therefore smaller risks of transmission events. 

The age distribution of COVID clinical disease and deaths 
looks completely different, whereby risk increases with 
age. I remember back in March looking at demographic 
risk factors for COVID-19 hospitalisation and my college 
supervisor stating “no matter how many times I see it, it 
never ceases to amaze me the near perfect exponential 
relationship between age and COVID-19 clinical outcomes 
such as hospitalisation and death”. I personally believe we 
have a tendency to think of age as a biological risk factor in 
and of itself. But age is better thought of as a demographic 
distribution for other true biological risk factors. For example, 
the risk of developing a co-morbidity increases with age, 
and therefore the relationship between COVID-19 clinical 
outcomes and age could truly be explained by the increased 

incidence of co-morbidities in people at older ages. Similarly 
immunosenescence (degradation of the immune system) and 
immune dysregulation are also positively related to age and 
could explain what we are seeing in COVID-19 hospital and 
mortality trends. 

Other factors
Physiology
Two risk factors can even interact with each other making 
things complicated. For example, epidemiologists early on 
identified obesity as a risk factor for clinical disease and 
mortality in SARS-CoV-2 infection. But clinicians interestingly 
noticed that it was only obese patients at younger ages 
that were affected. Meanwhile COVID positive obese 
patients at older ages had similar clinical experiences 
to non-obese patients of the same age (Frescán et al., 
2021). It is known that obesity causes low levels of chronic 
inflammation and immune activation. It is hypothesised 
that as immunosenescence is associated with age that this 
inflammation is only a risk factor in COVID-19 patients with 
more active immune systems.

Ethnicity 
Considerations for biological mechanisms become less 
apparent when more politically sensitive risk factors are 
investigated such as ethnicity and social deprivation. Turning 
to ethnicity first, research from different parts of the world 
highlighted the large disparities in the disease burden 
COVID-19 has had on different ethnicities. The REACT 
serosurvey in the UK revealed that people of non-white 
ethnicity had higher prevalence of SARS-CoV-2 infection 
varying between 8.9% - 17.3% when compared to the 5.0% 
prevalence in the white ethnicity group. These estimates 
were adjusted for sex, age, and social deprivation). Statistical 
adjustment showed that differences in prevalence between 
ethnic groups were only partially explained by the differences 
in sex, age and deprivation distributions between the different 
ethnic groups. So, there are still other factors that are driving 
this ethnic disparity. 

Community based serosurveys in the US highlighted that 
ethnic disparities in SARS-CoV-2 infection are even more 
pronounced than hospital data suggests (Mackey et al., 
2020). It is difficult to discuss ethnicity without referencing 
social deprivation as the two factors are so intimately related. 
Ethnic disparities are likely to be at least partially attributable 
to mean socioeconomic status in different ethnicities and their 

Figure 2: Crude mortality rates of laboratory confirmed 
COVID-19 deaths per 100,000 population by age and sex up to 
13th May 2020 as reported to Public Health England, UK (PHE, 
2020)

Figure 3: Age standardised diagnosis rates by deprivation 
level and sex, up to 13th May 2020 as reported to Public Health 
England, UK (PHE, 2020)
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size. Larger household sizes are more likely in more deprived 
groups; therefore, the propensity of household transmission 
is higher. While at the community-level, deprivation impacts 
the entire community like how much healthcare it can provide 
to all its members (e.g. the number of services like primary 
care centres that are in an area). People in more deprived 
communities are more likely to be working in essential 
roles too meaning higher occupational risk leading to more 
infections brought into the community. 

It goes without saying that the degree that each risk factor 
is affecting disparity is setting specific. For example, social 
deprivation and access to healthcare would be a major 
factor in a country such as the US where healthcare is largely 
privatised, and people have to pay for their own healthcare. It 
is less likely to be an impacting factor in Ireland and UK where 
universal healthcare models are preferred. Occupational risk 
is therefore going to carry a larger relative weight on ethnicity 
disparity in this setting. 

“Identifying health disparities is the first step in disparity 
research, followed by identifying which factors are driving 
disparities and designing and testing interventions to mitigate 
them” (Mackey et al., 2020). A lot more research is required 
into COVID-19 related health disparities but identifying 
these disparities can be beneficial in understanding the 
social determinants of SARS-CoV-2 infection, hospitalisation 
and death. If we know what people are least likely to come 
forward for testing, intervention can be targeted at improving 
access to testing, closing the gaps between infection 
trends. Although these findings were specifically reported for 
COVID-19, it is likely they are transferable to any emerging 
novel respiratory pathogen with pandemic potential. If we 
know which groups are at the highest risk of hospitalisation 
or death for the next pathogen, we can target cocooning 
guidelines and priority vaccination in these demographic 
groups.

We do these tests for our patients, but the pooled data from 
these tests uncover an impact far more reaching than our 
patient cohort. We can identify groups of vulnerable people 
in our own communities that we can help before they even 
walk through the doors of a GP clinic or hospital. I think it's 
important for medical scientists to recognise the power of the 
data they help to create every minute of every day. 

REFERENCES
1.  Aldridge, R. et al. (2020) ‘Black, Asian and minority ethnic 

groups in England are at increased risk of death from COVID-19: 
indirect standardisation of NHS mortality data’, Wellcome Open 
Research, 5(88).

2.  Frescán, U. et al. (2021) ‘Independent role of severe obesity as 
a risk factor for COVID-19 hospitalization: a spanish population-
based cohort study’, Obesity, 29(1).

3.  Klein, S., Hodgson, A. and Robinson, D. (2012) ‘Mechanisms of 
sex disparities in influenza pathogenesis’, Journal of leukocyte 
biology, 92.

4.  Mackey, K. et al. (2020) ‘Racial and ethnic disparities in COVID-
19-related infections, hospitalizations, and deaths’, Annals of 
Internal Medicine, [pre-print.

5.  PHE, P. H. E. (2020) Disparities in the risk and outcomes of 
COVID-19.

6.  Ward, H. et al. (2020) ‘SARS-CoV-2 antibody prevalence in 
England following the first peak of the pandemic’, Nat Commun, 
12(905).

c.ryan@lancaster.ac.uk

Figure 5: Age standardised mortality rates in laboratory 
confirmed COVID-19 cases by ethnicity and sex, up to 13th May 
2020 as reported to Public Health England (PHE, 2020)

Figure 4: Age standardised mortality rates for laboratory 
confirmed COVID-19 cases by deprivation level and sex, up to 
13th May 2020 as reported to Public Health England, UK (PHE, 
2020)

access to healthcare. As employment type is associated with 
ethnicity, people of certain ethnic backgrounds are likely to 
have varying levels of occupational exposure risk to SARS-
CoV-2. There are associations between ethnicity and front-line 
occupations with minority ethnic groups accounting for more 
front-line and essential roles and therefore higher occupation 
risk of exposure. 

Social Deprivation
Other concerns that must be considered beyond deprivation 
and occupational risk aare barriers to healthcare and whether 
public health policies and their communications are culturally 
appropriate (Aldridge et al., 2020). During the pandemic there 
was a lot of interest in what was the primary factors behind 
ethnic disparities. In addition to the factors listed above, 
co-morbidity burden was also considered. Findings from the 
REACT study show that the higher rates of hospitalisation 
and deaths in non-white ethnic groups are more likely due to 
higher infection risk (e.g exposure) and not co-morbidity or 
other biological factors (Ward et al., 2020). This would lend 
itself to the hypothesis of frontline and essential occupation 
and the associated risk of infection. 

I have mentioned social deprivation while discussing 
ethnic disparity but it is important to point out that social 
disparity does not only work at the individual level but also 
at the community level. While at the individual level, social 
deprivation can impact the individual and their own ability to 
afford healthcare or their ability to miss work to isolate. It also 
impacts on exposure as deprivation is linked to household 
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Horses for Courses: 
Perfection is the Enemy 
of the Good
Marie Culliton, President Elect, IFBLS - Presented at 
IFBLS Congress 2021 in Copenhagen

COVID-19 is a rapidly evolving pandemic as can be seen from 
the trajectory visible from the Our World in Data website  
https://ourworldindata.org/explorers/coronavirus-data-explorer?

Focusing on Europe it is evident that all are on the same journey 
but in different boats proceeding at different rates.

Ireland had a major spike early in 2021 but our death rates 
compare very favourably with our peers.

Our hospital admissions did not overwhelm the system

feature
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The vaccination programme has been very successful with little 
evidence of the hesitancy or distrust observed in other countries

By mid January the landscape had changed with the Alpha or Kent 
variant monopolising the cases

In May vaccination was well underway. The Alpha variant was in 
the majority and the expected Beta variant had not taken hold. The 
Delta was making its presence felt.

By end of August Delta is the only variant in town

The response of the HSE and the National Pathology Network has 
been such that the testing schedule is sufficient to meet our demand.

But it's an ill wind that blows no good. Following the capacity review 
many laboratories secured a significant uplift of capacity in hospitals 
throughout the country in terms of equipment and staff. A number 
of laboratories secured PCR testing platforms, additional space and 
staff.  This has allowed those laboratories not already providing a 
service to provide a molecular microbiology service to meet their own 
patient needs into the future.

The world is full of armchair experts. Experts on clinical diagnostic 
testing have emerged from the ranks of the airline industry, hospitality 
and event’s organisers. They are clear that antigen testing is the 
answer to all our problems. 

The WHO and ECDC are clear that antigen testing has a specific 
role. It is useful in triage of an outbreak where prevalence is high. As 
observed in Irish settings performance is operator dependent

A Cochrane review has 
concluded
•  5% prevalence in 

symptomatic1:10 false 
positive, 1:8 missed

•  0.5% prevalence in 
asymptomatic 7:10 false 
positive 1:3 missed

With regard to tests like is not being compared with like as there is 
amalgamation of antigen with PCR. Irish data is compounded by 
the cyber attack so these figures are not presented.

Looking at the sequencing data it is extraordinary to observe 
the rapid and unpredictable trajectory of this disease. One can 
suspect it would be so much worse without the advent and uptake 
of vaccines.

On 20th December 2020 sequences were mainly the wild or 
Wuhan type with the exception of UK and Portugal

feature
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Epidemic modelling is familiar to 
many of us, enough to at least 
engage in discussion at the dinner 

table. Models can be very powerful 
tools in prediction and intervention 
assessment, but models are only as 
reliable as the data and parameter 
estimates that are fed into them. Human 
mobility data is a useful proxy variable 
for social distancing and has been used 
in many modelling studies carried out 
in the UK for assessing SARS-CoV-2 
transmission. The problem is most of 
these involve UK transport data that 
was collected prior to the pandemic and 
therefore does not take into account the 
change in human movement following 
government guided national and local 
restrictions. 

In a rather inventive approach 
researchers at the London School of 
Hygiene and Tropical Medicine have 
reached out to Facebook and were 
granted access to location data on 4.8 
million users across the UK between 
March and November 2020. This 
anonymised data allowed the research 
team to track location pings in eight hour 
intervals and assigned each individual 
to a grid cell. The data was compared 
for periods following the first national 
lockdown (23rd March to 4th April), 
local lockdowns and compared to a 
period before the pandemic (10th March 
to 22nd March 2020). The Facebook 
users involved in the study were highly 
correlated with census population 
estimates for all geographic cells 
and therefore selection bias was not 
considered to affect the study findings. 

The changes in human mobility were 
then compared to local level monthly 
trends in COVID-19 cases. The study 
found that human mobility significantly 
decreased following national lockdown 
in the UK. The mobility patterns in local 
areas where local restrictions were 
introduced were found to decrease to 
much smaller extent. Local lockdowns 
were introduced at different periods in 
time for Leicester, Manchester, the North 

West region and the North East region. 
Interestingly, Leicester was the only 
local lockdown that showed a decrease 
in reduction of cases as it was the only 
local lockdown that showed a far more 
significant decrease in human mobility 
when compared to the other three. 
This gives evidence to support human 
mobility data as a possible variable in 
assessing the effectiveness of social 
distancing or transmission propensity.  

Using platforms which collect location 
data such as Facebook, Google maps 
and Apple maps we can access up to 
date human mobility data to identify well 
connected areas of a country that can 
then be used to inform geographically-
targeted interventions such as local 
lockdowns, to respond to localised 
outbreaks and resurgence of COVID-19 
(Gibbs et al., 2021). In fact, this 
approach could be implemented for any 
novel respiratory pathogen. 

As a finishing note what I would like 
to know is whether peoples' opinions 
on population data sharing and usage 
depend on the situation. There was 
mass uproar following the revelation 

that Facebook data was used to guide 
political campaigning in the US. But 
when we look at the public health 
benefits of this study, have our opinions 
changed? After all, in both scenarios 
millions of users' data have been shared 
to a third party unbeknownst to them. 
Personally, as a lover of data science, 
I think large population data collection 
is a very valuable asset to health 
science. And it has had a huge roll to 
play in many epidemiological studies 
undertaken in response to the COVID-19 
pandemic. I think it is extremely 
important that we focus more on the 
data storage and usage element rather 
than the data collection element. As long 
as the user’s dignity and confidentiality 
is respected in the process, I think there 
is a place for big data in the medical 
science and public health world.

Human Mobility Data:

Facebook location services used to 
investigate COVID-19 trends in the UK

Cían Ryan

Figure: Network connections in (a) period preceding the first national lockdown 
(March 10th to March 22nd 2020) and (b) following the first UK national lockdown 
(March 23rd to April 4th 2020). PLoS Comput Biol. 2021 Jul 12;17(7):e1009162. doi: 
10.1371/journal.pcbi.1009162. eCollection 2021 Jul "Detecting behavioural changes 
in human movement to inform the spatial scale of interventions against COVID-19" 
Hamish Gibbs et al.

Original research paper citation:
Gibbs H, Nightingale E, Liu Y, J C. 
Detecting behavioural changes in human 
movement to inform the spatial scale of 
interventions against COVID-19. PLOS 
Comput Biol. 2021;(pre-publication).
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In March this year, I attended, virtually of course, a 
seminar in UCD’s Centre for the History of Medicine. 
The title was ‘Surveilling the microbiome: diagnostics, 
laboratory networks and disease preparedness’. One of 
the presenters was Frédéric Keck, director of research at 
the Laboratory of Social Anthropology at the Collège de 
France. He has studied pandemic preparedness in Hong 
Kong, Singapore and Taiwan, where the SARS outbreak 
in 2003 prompted investment in various methodologies of 
surveillance involving cross-species interactions between 
humans and birds.

It is difficult not to be intrigued by a hypothesis which 
juxtaposes microbiologists and bird watchers with 
hunters and public health officials with pastoralists. He 

further develops this idea by discussing how an alliance of 
microbiologists and bird watchers apply ‘cynetic’ or hunting 
techniques and use concepts of ‘sentinel’, ‘simulations’ and 
‘storage’ to anticipate avian flu. Meanwhile, the public health 
officials are associated with concepts of ‘sacrifice’, culling 
animals, and stockpiling vaccines.

He suggests that microbiologists and birdwatchers refuse 
to kill the birds that they observe or, at least, that they defer 
the moment of killing, because they ‘need to catch something 
of their perspective on the environment’. In contrast, he 
posits that public health management of the threat of avian 
flu involves killing birds to protect humans ‘without taking on 
their perspective; for public health officials, bird diseases are 
signals that something has gone wrong in the world and 
requires human intervention’.

I duly sent off for Keck’s book entitled 
‘Avian Reservoirs : Virus Hunters and 
Birdwatchers in Chinese Sentinel Posts'. 
This book is based on his long-term 
fieldwork at the Pasteur Centre of the 
University of Hong Kong. His presentation 
at the UCD seminar was easy to understand 
– targeted at an audience that might not be 
familiar with anthropological concepts. His 
book is an entirely different matter. Suffice 
it to say, that Google was essential and I 
needed to read Justin Lau’s review in the 
LSE Review of Books  as well as an excellent 
interview with Keck in Ponto Urbe  before I 
could get to grips with some of his concepts.

Keck conducted research in Hong Kong, 
Taiwan and Singapore between 2007 and 2013. As these 
three territories were affected by SARS, they invested in 
preparedness for an influenza pandemic.  In 2003, Keck’s 
interest was piqued by three microbiologists who wrote that 
the studies on the ecology of influenza led in Hong Kong 
in the 1970s, in which Hong Kong acted as a sentinel post 

for influenza, meant it was possible for the first time, to do 
preparedness for flu at avian level. Keck wondered what did it 
mean to practice preparedness at the animal level? How does 
it differ from doing it at a human level? His questions multiplied 
ending with what do birds with flu viruses reveal about the 
position of Asia in the global economy?

In the summer of 2009, Keck worked in a poultry farm in 
Ha Tsuen, Hong Kong – the farm had been infected with 
H5N1 six months previously and had received visits from 
microbiologists, journalists and an anthropologist. ‘I was the 
only one who stayed.’ The farmer’s one hundred sentinel 
chickens which had purposefully not been vaccinated for 
H5N1 all died. Their deaths meant that the farm had been 
infected by an avian influenza virus which was transmissible 
to humans. ‘Here, chickens appear as allies to humans in 
the war against flu viruses, because they are the first to die 
on the frontline.’ Unvaccinated chickens were placed at 
ends of rows of cages, staff from the Agriculture, Food and 
Conservation department visited the farm every week to check 
the vaccinated chickens were immune and the unvaccinated 
chickens were pathogen free. After the outbreak ended, 
the farmer had to kill and bury 70,000 chickens as well as 
destroying 25,000 fertilised eggs. 

Connecting the local with the global, Keck notes that ‘like 
sentinel chickens at the end of a row of cages in a poultry 
farm, Hong Kong was charged with being a sentinel post for 
pandemic avian influenza.’ He states that bird flu and SARS 
were used by Hong Kong elites as opportunities to present 

their position between China and the rest of the 
world as a site of early detection of public health and 
environmental threats. Meanwhile, in Singapore, he 
observed simulations of culling chickens or evacuating 
patients in a bid to ‘provide realism to the threat of 
a bird flu pandemic after the experience of SARS.’ 
In Taiwan, stockpiling vaccines and antivirals is, 
according to Keck, ‘part of a Cold War strategy of 
preparing for a potential invasion from China while 
building a diplomacy of exchange with the rest of the 
world’.
Keck suggests that bird flu pandemics give us an 
eloquent picture of our current relations with the 
environment where poultry is ‘increasingly raised 
for human consumption at high zoonotic risks; and 
where wild birds are threatened with extinction by the 
destruction of their habitat’. One of the challenges 

for a ‘One Health’ approach to avian influenza is to ‘develop 
the participation of all the actors involved in the management 
of emerging pathogens, which compels experts to reframe 
concepts of causality relating humans, animals and microbes’. 
He argues for a shift in the reflection on preparedness from 
the short-term emergency to the long temporality of ecologies. 
And who could disagree with that?

Surveillance or Sacrifice? 

Avian Reservoirs : Virus Hunters and 
Birdwatchers in Chinese Sentinel Posts

By Anne Mac Lellan

feature
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I knew I was going to enjoy this read from the 
very first paragraph where Cath describes 
spending the first weekend in August 2020 
camping beside a mountain stream in 
Snowdonia with her nine-year-old daughter 
Ellie. A woman engaged in idle conversation 
about mobile phone coverage and 5G beside 
the pizza van with Cath’s friend Gabi. Gabi 
laughed: ‘At least you’re not saying 5G 
causes Covid. Or that Bill Gates is using the 
pandemic to fit us all with microchips.’ There 
was a pause and the woman said: ‘I’m not 
saying there is definitely a conspiracy. But I 
do worry that we don’t know what they put 
in these vaccines: mercury and other toxic 
chemicals. I don’t trust them. They don’t tell 
us the truth’.

Her pizza was just ready but Cath couldn’t resist: she introduced 
herself ‘My name is Cath Green and I might not look like it in my bare 
feet and this dress – and I might not sound like it either, believe me I 
know – but I am ‘’them’’. You couldn’t have known this but I’m the best 
person in the world to tell you what’s in the vaccine. I work with the 
people who invented it. It’s me and my team, in my lab, who physically 
make it.’ Cath remains unsure as to whether she changed their new 
friend’s mind but at least she hoped their conversation showed her 
another side of the story. They had said a ‘friendly goodbye’ and Cath 
headed back to the tent for a slice of cold pizza and a warm glass of 
wine.

And it was right there that Cath decided to write this book. ‘This 
was the moment I knew that we, the Vaxxers, needed to come out of 
our labs and explain ourselves.’ The story of developing the vaccine 
we call AstraZeneca is told by two women intimately concerned in its 
development. Each chapter is labelled ‘Cath’ or ‘Sarah’ to indicate it is 
written by Dr Catherine Green or Prof Sarah Gilbert.

Sarah’s first chapter begins by explaining that this is the story of 
a race but she is careful to point out it was not a race against other 
scientists making other vaccines. ‘With billions of people needing to 
be protected, we were always going to need all the vaccines we could 
get: ideally made using different technologies, so that if one failed 
another could step in; with different raw materials to miminise the 
likelihood of global shortages…’ This particular race is still being run 
as new variants of concern emerge.

Sarah is just as keen as Cath to stress that they are not ‘big 
pharma’ or ‘them’. She writes that they are two ordinary people who, 
with a team of other hard-working, dedicated people did something 
extraordinary. They don’t have cleaners, or drivers, or nannies…they 
lost sleep and gained weight. 

The vaccine was designed very quickly in January. The making of 
the vaccine is fascinating: within 48 hours of the genome of SARS-
CoV-2 being released, Tess Lambe and Sarah Sebastian who works 
at Vaccitech, a company founded by Sarah Gilbert and others, chose 
the protein sequence that they wanted to encode and the precise 
DNA sequence that they required for this. They then sent off an order 
for this new piece of DNA to ThermoFisher, ‘a kind of life-sciences 
supermarket who sell everything, including custom-made synthetic 
DNA’. The DNA duly arrived in a seemingly empty test tube in a Jiffy 
bag – this test tube contained about 100 billion dehydrated strands of 
the DNA sequence coding for the spike protein weighing less than a 
grain of sand.

Sarah notes that one of their biggest problems was not technical 
– it was finance. She is employed by Oxford University to conduct 
research not to teach undergraduates. This means she has to 
secure the money to fund that research. She notes the difficulties 
in competing for grant funding and how precarious careers are in 
academic research, with researchers employed for the grant duration. 
Then, as the contract begins to run out, researchers have to juggle 
their time getting the research done, publishing papers or looking 
around for another job. For this vaccine, partnering with AstraZeneca 
allowed for large-scale manufacturing. 

A question that is often asked is how the COVID-19 vaccines were 
developed so quickly – what usually takes ten years was accomplished 
in a single year. Part of the answer is that the Oxford researchers 
had already developed the vaccine platform, the Adeno-virus vector. 
Another part lies in the swift recruitment of volunteers into the clinical 
trials. Access to funding was also important. And, Sarah mentions the 
value of a ‘huge network of trusted colleagues’ across the globe. 

Sarah says she doesn’t understand anti-vaxxers but she does 
understand vaccine hesitancy. One reason some people are unhappy 
with replication deficient Adenovirus-vectored vaccines is that they are 
grown in HEK293 cells which all originate in the kidneys of a foetus 
aborted in the Netherlands in the 1970s.  In December 2020, the 
Vatican told Roman Catholics that it was morally acceptable for them 
to get COVID19 vaccines even if these derived from foetal cell lines. 
There are many other reasons people are worried about taking the 
vaccine but Cath suggests people need to look at the evidence and to 
make sure that this evidence is sound.

I have a few quibbles and questions with respect to this otherwise 
extraordinarily inspiring read: the role of the Irish scientist, Tess Lambe 
(Prof Teresa Lambe, who works at Oxford University’s Jenner Institute) 
as co-developer of the vaccine is fully acknowledged however I can’t 
help wondering why she is not a co-author of this book.  While worries 
about vaccine efficacy are very fully explored, side-effects get far less 
attention. The risk explanation, however, is convincing. In early April, 
based on a calculation of 1:250,000 chance of developing a rare blood 
clot after vaccination, and a 1 in a million chance of dying from it (the 
same risk as driving 250 miles in a car, according to Sarah), the UK 
decided to offer an alternative vaccine to those under 30. It was not 
that the risk was higher; it was that the benefits were less, in that older 
people were more likely to die of Covid19. Sarah discusses cycling 
to work on a route that she considers safe, however this route takes 
her past a white-paint outline where a woman cyclist was killed in a 
collision with a bin lorry. She continues to cycle to work.

To sum up: this is a great, fast-paced heart-warming read which also 
explains the science behind vaccine development. Buy or borrow it!

VAXXERS - The inside story of the Oxford AstraZeneca 
vaccine and the race against the virus

Professor Sarah Gilbert and Dr Catherine Green 
(written with Deborah Crewe)

Hodder & Stoughton, 2021, pp 336
Review by Anne Mac Lellan

Seven researchers based at the University of Oxford were honoured 
in 2021 in the Queen’s Birthday Honours List. The researchers 
all played key roles in leading the University’s response to the 
Coronavirus pandemic, from the development of new vaccines to 
the discovery of new drug treatments.
•  Adrian Hill, Director of the Jenner Institute,  

Co-Director, Oxford Martin Programme on Vaccines, and 
Professor of Human Genetics

•  Sarah Gilbert, Professor of Vaccinology
•  Peter Horby, Director of the Pandemic Sciences Centre, and 

Professor of Emerging and Infectious Diseases and Global Health
•  Martin Landray, Deputy Director of the Big Data Institute, and 

Professor of Medicine and Epidemiology
•  Andrew Pollard, Director of the Oxford Vaccine Group, and 

Professor of Paediatric Infection and Immunity
•  Catherine Green, Associate Professor at the Wellcome Centre 

for Human Genetics
•  Teresa Lambe, Associate Professor at the Jenner Institute
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Ireland’s leading medical virology 
laboratory works with Medical Supply 
Company (MSC), CliniSys, and the Health 
Service Executive (HSE) to deploy the 
modern laboratory information system at 
Backweston Laboratory Campus.

The move will future-proof capacity 
at the dedicated SARS-CoV-2 RNA 
testing facility and is already improving 
turnaround times.

Ireland’s National Virus Reference Laboratory 
has moved its SARS-CoV-2 RNA testing hub 
onto the latest version of CliniSys’ laboratory 

information system. 
The move to WinPath Enterprise will future-

proof capacity and thereby reduce turnaround 
times at the NVRL’s Satellite Laboratory 
Backweston (NSLB) in County Kildare. 

NVRL director Dr Cillian De Gascun said: 
“At the start of the pandemic, we were doing 
about 30 PCR tests a day, and that soon 
increased to 1,500 a day within the NVRL, and 
then almost 20,000 as community testing in 
multiple laboratories came onstream. All of 
that work came on top of our normal workload, 
which declined - due to reduced demand from 
non-Covid hospital work - but never stopped 
completely. 

“It would be hard to overstate how important 
the relationship with MSC, CliniSys, and the 
HSE was when it came to our being able to 
handle that volume of work. In addition, it’s 
important to recognise the vital role the NVRL 
laboratory information management system 
(LIMS) plays in feeding data – including test 
results from its associated laboratories at Enfer 
and Backweston – to the HSE, public health 
teams, and the national testing programme.

“It was clear that we would not be able to 
maintain the quality of our service without 
putting Backweston onto WinPath Enterprise. 
So, it is great to see them go live.” 

The NVRL was established at University 
College Dublin in 1963 at the behest of the 
Department of Health and is a public-sector, 
not-for-profit, medical virology laboratory 
funded by the diagnostic testing that it 

performs on behalf of the HSE. It is the largest 
such laboratory in Ireland and has played an 
important part in Ireland’s national pandemic 
response. 

Results from the NVRL’s SARS-CoV-2 RNA 
testing are fed back both to the HSE, which 
uses them to keep the public updated on 
the spread of the disease, and to the public 
health experts running Ireland’s test and trace 
programme. 

In order to expand PCR testing capacity 
within the public sector, with the support of 
the HSE and the Department of Agriculture 
Food and the Marine (DAFM), the NVRL 
established a satellite laboratory at the DAFM 
at Backweston Laboratory Campus in County 
Kildare. 

As a result, since March, NSLB has done 
all of the NVRL’s Covid-19 testing, so its main 
laboratory in Dublin can focus on non-Covid 
testing. 

Brian O’Grady, NVRL systems manager, 
said: “As the volume of PCR testing increased, 
MSC and CliniSys did a lot of work on our 
existing LIMS to help it to cope with the 
pressure. They kept it up and running but it 
was obvious that we needed a new system. 

“As soon as WinPath Enterprise was in 
place, we noticed that people were being 
notified of results quicker. In some cases, it’s 
only an hour, but that’s still a benefit for the 

National Virus Reference Laboratory (NVRL)  
moves Covid-19 testing onto WinPath Enterprise

people who need them.” 
The NVRL has been using the WinPath LIMS 

for 30 years. The contract for WinPath Enterprise 
was signed in January 2021, with NSLB going 
live in the middle of July 2021. 

Deirdre Burke, NVRL manager, said: “The 
biggest challenge was to move over from one 
system to another without a break in service, 
because we had to be able to keep feeding 
data into the testing system. We were running 
tests on one system over night and then we 
switched to the new system the next day. 

“It all had to be done remotely, but we had 
a Microsoft Teams channel open all day for 
support, and that worked very well. Now, we 
want to start planning the next steps. The NVRL 
main lab will definitely move over to Enterprise 
in the coming months.” 

WinPath Enterprise is designed to support 
laboratory networks. It offers superior integration 
capabilities, a better security architecture, and 
more up-to-date workflows than its predecessor. 

As it happens, WinPath was not affected by 
the ransomware attack that impacted many Irish 
healthcare systems this summer. However, the 
extra security features of WinPath Enterprise 
were an additional factor in NVRL’s decision to 
move onto the new system. 

Michael Lawlor, Clinical IT support manager 
at Medical Supply Company, said: “The new 
system supports networked laboratories and 
confirms the NVRL as Ireland’s hub for all 
virology testing, integration, and exchange of 
clinical patient data.

“With the support of the HSE, the NVRL 
decided to make the move to WinPath 
Enterprise and the timescale in which they have 
done that has been amazing. They really put 
their heart and soul into the move supported by 
MSC and CliniSys’ deployment team. 

“Even though they were incredibly busy, we’re 
delighted to see that they are already reaping 
the benefits. Moving to WinPath Enterprise has 
future-proofed the testing system and improved 
security. It is a move that is helping in a lot of 
ways.”

www.clinisysgroup.com

industry news
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CPD Update
FAQs to the CPD officers regarding CPD and audit by CORU

When do newly registered Medical Scientists have to 
start collating their CPD?
The audit period is aligned with the renewal date. The audit period 
for Medical Scientists began in 1 April 2021 ending on the 31 March 
2022. Only those who have been on the register for the duration of 
the audit period can be selected for audit.

If you are not registered yet, you will not be eligible to be selected 
for the next audit. However, please be mindful that once you are 
on register, the Medical Scientists Registration Board Code of 
Professional Conduct and Ethics requires medical scientists to keep 
their knowledge and skills up to date.

If you have applied to CORU but have not yet received 
your registration number do you still have to record 
your CPD?
The straight up answer is no, however once you are registered you 
are required to record your CPD on an ongoing basis. To make this 
as easy a process as possible and to ‘hit the ground running’ we 
suggest the sooner you become proficient at recording your own 
CPD the better!

Are there any CPD credits for being a member of the 
Academy?
If you are a member of a professional body you may be able to claim 
CPD credits. On the Academy website, www.acslm.ie there’s a tab 
on the navigation bar ‘Resources (CPS & Other)’. Practically all you 
want to know about CPD and awarding CPD credits is logged there 
including links to CORU videos and resources. 

Is there a list of CPD credits somewhere I can award 
myself? 
On the Academy website, www.acslm.ie there’s a tab on the 
navigation bar ‘Resources (CPS & Other)’. Please read through the 
resources available to you here as there are many. Also, there’s the 
ACSLM webinar video repository in the ACSLM members area on the 
Academy website.

How do I know how many CPD credits to award for any 
given activity?
1 CPD credit = 1 hour of new or enhanced learning and your 
approach should focus on the outcome of your new learning.

Is there still a limit to the number of credits one can 
accumulate from one activity? For eg. could you accrue 
your 30 credits per year from attending journal club, do 
one MCQ and attend one workshop or demonstration?
The easiest way to inform yourself on this is to view the 5-minute 
CORU video available to you on the Academy website: www.
acslm.ie  |  Resources (CPD & Other) | scroll down to What is 
CPD by CORU video.

What are the recommendations for keeping the CPD 
folder? Do we maintain a physical folder or is it 
adequate for academy members to fill it in on the CPD 
tab and then refer to this when audited?

Firstly, CORU recommend a specific template on which to report your 
CPD activities if required. The Academy’s reporting format is built on 
the CORU template. The Academy’s reporting format is acceptable 
to CORU. Secondly, the Academy’s CPD record (your record) is 
designed so that your record will mirror what CORU wish to see in an 
audit report. 

Your CPD officers have held 2 webinars regarding this topic. Both 
webinars are available in video format in the members area on www.
acslm.ie

Are credits awarded for supervising a MSc student?
Supervising students on placement or a master’s programme is often 
likely to be a responsibility of your professional role. CPD should 
not be considered as time spent on an activity only, but rather what 
new or enhanced learning was achieved and how this informed 
your practice. New or enhanced learning achieved from supervising 
students may, for example, come about by dealing with challenging 
students, preparing resources, high- performing students or 
development of teaching skills. Simply having students on placement 
is not sufficient to claim CPD credits.

Are you excused from CPD while on maternity leave.
The same requirements apply to all those on the register regardless 
of their work situation.  Registrants should refer to the CPD Guidance 
and CPD Support issued by their Registration Board.

Do you have to report to your line manager or 
supervisor where you are or what you’re doing for CPD?
No. This is not a requirement set by your Registration Board. 
Registrants are responsible for identifying their own learning needs. 
CORU’s CPD model is flexible ensuring that those in private practice 
as well as those that work in teams can demonstrate how they meet 
their Board’s requirements.

Professional development planning or performance appraisal may 
be a feature of some workplaces and can inform the CPD process. It 
may be useful for registrants to combine both to increase efficiency 
and maximise the impact on their professional practice.

If not an Academy member how do you record CPD? 
Can you use a spreadsheet?
You need to record your CPD according to the CORU reporting 
template. If called to audit your CPD report needs to be in that format. 
You can do this manually on paper or produce a spreadsheet to help 
you. Keeping your data safe and reportable is the key.

The Academy will provide this service for you as a member.

What happens if CORU are not happy with the content 
of your CPD folder/record at audit
If information is missing, you will be contacted once and requested 
to resubmit your record with the required information. Registrants will 
only be contacted once for additional information. If a registrant fails 
to re-submit their CPD record with the required information, it is the 
decision of their Registration Board as to the further action that may 
be taken.

Useful website
CORU FAQ’s: https://coru.ie/health-and-social-care-professionals/
education/continuing-professional-development/cpd-faqs/

cpd
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EFLM Modules
Leadership and management 
Biostatistics and data analysis 
Quality management 
Analytical and clinical evaluation of laboratory methods 
Pre-analytical phase 
Post-analytical phase 
Biological variation  
Analytical principles and techniques 
POCT testing  
Big-data and artificial intelligence 
Enzymes
Tumour markers 
Diabetes mellitus 
Lipids and CVD risk markers
Electrolytes and blood gases 
Nutrition
Vitamins and trace elements 
Iron, haem metabolism and porphyrins 
Body fluids
Molecular diagnostics 
Therapeutic drug monitoring and pharmacogenomics 
Cardiac markers 
Renal function and urinalysis 

Liver and bile 
Inflammation 
Immune system 
Gastrointestinal system biochemistry  
Bone and mineral metabolism 
Hormones 
Reproductive endocrinology and pregnancy  
Paediatric biochemistry and inherited metabolic disorders 
Biochemical markers of neurological disorders 
Organ transplantation 
Introduction to haematology 
Automation and complimentary tests in haematology 
Non-malignant haematological disorders 
Malignant haematological disorders 
Haemostasis and fibrinolysis 
General microbiology 
Bacteriology 
Antimicrobial susceptibility testing  
Parasitology 
Mycology
Virology 

Courses can be accessed at through the EFLM link at 
www.acslm.ie, with personal login credentials or through 
link: https://www.eflm.eu

European Federation of Laboratory Medicine
 post graduate online courses.

Available from: January 2022 Free for EFLM Academy members

EFLM Syllabus course consists of more than 40 modules and 
over 300 lectures which cover all four main sections of the EFLM 
Syllabus: 

Section A: the generic knowledge, skills and competencies that 
need to be acquired during training. 

Section B: the specialist knowledge within each discipline. 

Section C: the skills and competencies required to carry out 
research, development and audit. 

Section D: leadership skills and competencies.

Target Audience: This course is designed for postgraduate 
students, residents, young trainees and PhD students, and 
everyone else interested in laboratory medicine. It does not intend 
to provide a degree to course participants.

Course lectures • All lectures are in English language; • The length 
of all lectures is 45 minutes; • Lectures are of educational nature 
and they cover useful information about routine biomarkers used 
in clinical practice: • indications for their use, based on clinical 
guidelines; • preanalytical sources of variation of these biomarkers; 
• analytical methods routinely used for their measurement, as well 
as reference methodology; • performance specifications of these 
biomarkers, their biological variation, clinical significance and 
reference change value; • postanalytical issues related to these 
biomarkers, such as reporting of the test results, reflex testing and 
interpretative comments, where and when applicable; 

•  Each lecture provides a number of practical examples and clinical 
cases (where and when applicable, depending on the topic of the 
lecture); 

•  Learning outcomes are defined for each lecture and provided in 
the beginning of the lecture;

•  Each lecture provides 3–5 questions in the end for a quick check 
of the understanding of the topic.

How to access the course? The EFLM Syllabus Course is 
available for free to EFLM Academy members only, as a part of 
the package of exclusive benefits included in the annual Academy 
membership. The Course can be accessed at EFLM Academy 
webpage, with personal login credentials obtained after the 
enrolment in the EFLM Academy, link: https://www.efl m.eu/eusplm-
member. 

The Academy has enrolled all fellows in the EFLM Academy for 
2021. 
Among the many benefits to EFLM members are the post 
graduate courses listed below.

The EFLM Syllabus Course is a Revision Course designed 
by EFLM to increase the knowledge and exam confidence 
of postgraduate students. The course provides a series of 
educational online lectures covering practical advice and useful 
tools to master necessary skills and competencies needed for 
the practice of laboratory medicine.
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Pamela Uba – Medical Scientist
My name is Pamela Uba. I 

am a medical scientist. I 
have been working in the 

clinical chemistry department at 
the University Hospital Galway 
for the past four years.  

I graduated in medical science 
from GMIT making me one of 
the first in my family to obtain a 
third level education.  I moved 
to Ireland in 2004 from South 
Africa and was placed in a direct 
provision centre. I can remember 

on my first night in Ireland saying to my mother, how I could not 
hear gunshots. This was a regular occurrence in South Africa, 
where carrying a gun was the norm. I always felt unsafe there.

Living is direct provision is quite challenging. For most, college 
is not an option due to financial restraints. Those in direct provision 
are considered to be international applicants. Luckily, I was able 
to obtain my residency by the second year of college enabling me 
to finish off my degree. I always loved science as a child and was 
particularly interested in how diseases occur and how we could 
treat them. So being a medical scientist was certainly a great 
choice for me. 

I have just completed my masters in clinical chemistry at TCD. 
The last two years were not so easy to handle.  I was delighted I 
could complete the masters while working and juggling my other 
hobbies and interests. I also model and currently hold the title 
of Miss Galway 2020/2021 and was honoured to win “The Best 
Dressed Lady” competition at the Galway races in 2019. 

The lab was filled with such excitement the day I won, and it was 

nice to get all the 
support from my 
colleagues both 
with the races 
and my current 
reign as Miss 
Galway. There 
is still a stigma 
about beauty 
pageants and 
modelling, but to 
be honest there 
are so many 
stigmas in respect 
of women in general, from what we do, to the jobs we have. If I won 
Miss Ireland, I would want my campaign to be focused on breaking 
stereotypes. Just because I am a scientist, I don’t have to fit a 
stereotypical mould because of what I am doing and what I should 
be. All the women involved in Miss Ireland are doing different things 
and helping charities or their communities. I also want to push for 
more women to do STEM.

One thing I will say about my colleagues and other medical 
scientists is that we did have a tough year through both the 
pandemic and cyber-attack but as always, we managed to push 
through it all. In my own lab we implemented new tests to help with 
the covid situation. I feel as though what we do can sometimes 
be pushed into the background but what the cyber-attack has 
highlighted is how valuable laboratories and more especially our 
medical scientists are to the running of the hospital.

As a big believer in STEM, I try to promote education and our 
profession using the platform that I have. I recently ran a bake 
sale and giveaway to raise much needed funding for educational 
equipment for children living in direct provision centres to help with 
online learning during these times. With the help of the laboratory 
staff at GUH we raised €2300 which was amazing. I hope to use 
my platform to further promote causes that are important to me, 
promote education and a career in STEM and also continue to 
empower and encourage women and children around the country 
and hopefully become the next Miss Ireland. 

I will always be grateful for being welcomed into this country, but 
it was very challenging living in direct provision, especially on your 
mental health. You couldn't cook for yourself, you couldn't work and 
if you wanted to go to college, you couldn't even afford to go as you 
were treated as an international student, even though you lived here 
most of your life. I hope that the Government will put more effort in 
reducing the time people stay in these centres and have a support 
system in place in particular for children's mental health.

I received citizenship recently. I am now officially an Irish citizen. 
My journey took a long time to 
get here but I am so honoured 
to finally say that I am Irish. 
When you spend your whole 
life in a place and its culture 
it is something that stays with 
you. I have never felt more at 
home than I am where I am 
here. I can now vote in areas 
that may affect my future and 
feel like I truly belong. It really 
does mean the world to me to 
say that I am Irish.

Make Education a Superpower
Pamela launched a fundraiser for the month of July 

entitled “Make Education A 
Superpower”. The funds raised 
will go towards educational 
equipment, such as upcycled 
iPads, for children living in 
direct provision. 

Due to the COVID-19 
pandemic, and many classes 
now becoming virtual, lots of 
children have struggled with 
online classes as they do not 
have access to or funds for IT 
equipment.

Pamela Uba "Best Dressed Lady" Galway Races 2019  
Photo: Andrew Downes, Xposure,Galway.

Photo: Sean McCormack 
Photography, Galway.

Pamela with her mother Ann
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New Lab Developments

LimerickCavan

As with the vast majority of laboratories in the country we are 
desperately in need of extra space in our overcrowded laboratory 
facility at Cavan General Hospital.

This lack of space became acute with the arrival of COVID19 in 
quarter 2 of 2020. At this point we began testing for the virus in our 
microbiology laboratory and to cope with the huge numbers we 
obtained some new analysers and two extra medical scientists.

This left us with no option but to seek urgent additional space. 
Hospital management responded with the purchase of a new 
modular unit which was lifted onto vacant roof space adjacent to 
the laboratory. The Hospital Engineering Department managed 
the joining of the new unit to the existing laboratory and the supply 
of essential services such as water, electrical and IT needs. The 

laboratory acquired ownership of the unit at the 
end of 2020. The Microbiology laboratory then 
decanted a large portion of their molecular 
diagnostics to this new area and it has quickly 
become a part of the overall laboratory 
providing a safe high quality service for all our 
users.

Brian O’Malley, Laboratory Manager.

The laboratory at University Hospital Limerick opened their 
new €4 million Molecular Laboratory recently. This new 
development  boosts the hospital's COVID-19 test capacity, 
and also has the potential post-pandemic to significant 
increase the scope of molecular testing of infectious diseases. 

New Microbiology Lab at Cavan

Wigidan Yassen, Medical Scientist, Microbiology

In April, UCC Societies held their annual STARS awards via Zoom. 
These awards are one of the highlights of the society calendar as 
over 100 UCC societies come together to recognise the strengths 
and achievements of their peers.

The UCC Biomedical Science society were thrilled to receive 
many acknowledgments on the night after a challenging but 
rewarding year. The highlights of the society’s events calendar 
include events such as the Can U Help charity event in aid of the 
CUH Charity, the UCC Covid Conference, 
Stories in STEM and the Scientific Writing 
Workshop to name but a few. Some of these 
acknowledgements include being the runners 
up for ‘Best Collaborative Event’ for the UCC 
Covid Conferences and the runner-up for the 
‘Best SEFS Society’

The society were lucky enough to win three awards: ‘Most 
Improved Society’, ‘Best Promotional Video’ and ‘Societies Choice’. 
This is the first year where the society have been successful at 
winning an award at the STARS, so to take home three awards 
exceeded everyone’s expectations and is a testament to the hard 
work and determination of the 2020/2021 committee.

The success did not end there for the  society as their success at 
these local awards qualified them to represent UCC on a national 

level at the Board of Irish College Societys' (BICS) 
awards under the categories of ‘Best Promotional 
Video’ and ‘Most Improved Society’. The BICS 
awards took place in July and the society were 
delighted to learn that they had won the ‘Most 
Improved Society (Large College)’ award, an 
impressive achievement for any society.

Katie O’Brien, 2020/2021 Chairperson

Student Affairs

Lt to Rt: Colm McDonnell, Chief Medical Scientist and Dr 
Patrick Stapleton

Laura Murillo Emma Stack

UHL Molecular 
Laboratory

Photos Courtesy of 
UL Hospitals Group
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Kate Donnachie
In June 2021 I left University Hospital 
Waterford after 15 years as a medical 
scientist in Microbiology to take on a 
new role with bioMérieux. During my 
time in this busy laboratory I gained a 
wealth of experience as a staff grade 
medical scientist moving throughout all 
areas of the Microbiology laboratory. I 
trained in all areas of the lab and loved 
every minute. I saw routine microbiology 
move on from laborious manual methods with the introduction 
of new technology and molecular methodologies. I enjoyed 
developing my experience and skills as a senior medical 
scientist with a focus on blood cultures, CSFs, wounds and 
genitourinary medicine as well as a stint as quality manager 
for ISO17025. I looked at many a 3am Gram on call, worked 
through busy flu seasons, put in long days, long nights 
and most recently the long months that came with a global 
pandemic. I became part of the micro family and enjoyed the 
support, encouragement and laughs that went with it.

Earlier this year, however, I began to feel like it was time for 
something new. I wanted something to challenge my ability to 
draw from various experiences, that would encourage me to 
continue to develop my knowledge and education, something 
that appealed to my love of research and presenting and of 
course, something with microbiology at its core. 

After weighing up all the possibilities I was thrilled to begin 

Medical Scientists on the Move
John Crumlish
John Crumlish is taking up the reins as Laboratory Manager 
in Beaumont. John has worked in the Mater since 2014 when 
he took up his position as the Chief Medical Scientist in 
Blood Transfusion and subsequently went on to become Lab 
Manager in 2017. John is an immensely effective Laboratory 
Manager and the Mater’s loss is most definitely Beaumont’s 
gain. John will be very much missed by all the staff in Mater 
Pathology.  All wish John all the best in his new role at 
Beaumont.

my new role as Account Manager with bioMérieux. This role 
combines all the things I wanted from my career with the 
added challenge of developing my commercial business 
knowledge which is something I have always had an interest 
in. This role also allows me to work closely with and support 
medical scientists as they continue to strive to improve and 
develop their own laboratories.

While it was a very difficult decision to leave UHW, I carry the 
values of a medical scientist with me as I move forward; a love 
of micro, a desire for constant development and improvement 
and above all a focus on patient care. 

Maria Molloy
Maria Molloy recently commenced her new role as Deputy 
General Manager, Galway University Hospitals (GUH). Maria 
was laboratory manager in GUH prior to this. In her new role 
she has management responsibility for two hospital sites: 
University Hospital Galway and Merlin Park University Hospital. 
They are looking at ways to get back on track with the 
COVID-19 recovery plan and are currently working on winter 
planning for the coming months.  The cyberattack in May still 
has aftereffects on some clinical systems, so work to get to 
full functionality is ongoing.  Maria can bring her expertise 
from laboratory management to her new role. She has great 
experience in crisis management from recent events. Maria 
says she “can bring my expertise from laboratory management 
to my new role, from crisis management in recent times to 
the principles of quality management to determining which 
processes and procedures are applicable in the wider patient 
safety context.”

“Thank you on behalf of all” from Dr Anne Fortune

Lt to Rt: Dr Peter O’Gorman (Clinical Director), Wil Robertson 
(CMS Histology), Sinéad Howard (Chief Clinical Scientist, NGS) 
and John Crumlish (Laboratory Manager).

Professor Orla Shiels was appointed 
Vice Provost in TCD recently. Orla is a 
professor of molecular diagnostics and 
the dean of the Health Sciences faculty.

She was also the founding director 
of the Trinity Translational Medicine 
Institute (TTMI). Orla began her career 
as a Medical Scientist in Histology at 
St James and TCD. She has a PhD 
in Molecular Pathology from TCD 
and a Masters in Medical Law and 
Ethics from Kings College London. Orla's research focuses 
on understanding the causes and molecular basis of the 
development of disease, particularly cancer, aiming to apply 
this knowledge to improve disease prevention, detection, 
diagnosis, and treatment. 
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Recruitment and Retention
Recruitment and retention of Medical Scientists 
remains a serious concern and continues to  
affect service delivery within our laboratories. 
The Academy met with laboratory managers in 
January 2019 to consider solutions.  Recruitment 
solutions included increases in number of 
undergraduates and post graduate entry to the 
profession. In order to ensure the retention of 
medical scientist staff, all agreed there must 
be improved career progression opportunities, 
with advanced clinical practice and Consultant 
Medical Scientist opportunities.

The Academy and the MLSA, with the support 
of laboratory managers, developed a five-year 
business plan to improve recruitment and met 
with HSE HR in May 2019 to present our case. 
The Academy met again with Dr Colm Henry 
and Damien McCallion in November 2019 to 
bring the issues of recruitment and retention of 
Medical Scientists to their attention.

Whereas there was informal agreement from 
HSE HR to increasing the student intake for 
two years, the full five year plan for increased 
intake and the post graduate programme, was 
never approved and was finally rejected by the 
HSE in December 2020. This was disappointing 
considering the COVID-19 pandemic highlighted 
the vacancies in the Medical Scientist workforce 
and the HSE put forward the trainee grade 
option. for over 60 Covid related vacancies. 
The Academy has been working with the MLSA, 
DOH and HSE to develop an agreed specific 
purpose pathway.

National Review of 
Laboratory Workforce
In April the Academy received an invitation from 
the Chief Clinical Officer (CCO) Dr Colm Henry, 
to participate in a National Review of Medical 
Laboratory Workforce. We have accepted the 
opportunity and hope it will build on the many 
reports on laboratory workforce and service 
delivery since 2000, the majority of which 
have yet to be fully implemented. While we 
welcome this new review, progress remains 
frustratingly slow. The CCO plans to develop a 
strategic, integrated approach to developing 
and sustaining the future medical and scientific 
workforce that will see these staff maximise their 
skills and training in the interests of high quality 
and safe patient care. The terms of reference 
and chair of this group has yet to be formalised. 
The first meeting is not expected until October 
2021.

Covid response
The HSE recognised the pressure that was been 
placed on HSE acute laboratories in meeting 
increased testing demand during the pandemic. 
Following from their review, they identified that 
almost 60 sanctioned posts remained vacant. 
This confirmed to the HSE, what the Academy 
and MLSA had been highlighting to them for 
some time, that there were significant challenges 
for laboratories in finding suitably qualified 
Medical Scientists.

As part of the August 2020 HSE Hospital 
Group Business Case submission in relation 

to enhancing laboratory COVID testing for 
2020/2021, specific reference was made to 
the development of a training programme 
to increase the number of available Medical 
Scientists. Delivered through an “earn and 
learn” model, it is intended this Medical 
Laboratory Aide (Medical Science Training 
Programme) could supplement existing 
shortfalls in the current market by upskilling 
Medical Laboratory Aides to ensure their 
eligibility for CORU registration as Medical 
Scientists.

The HSE Acute Operations established an 
Implementation Working Group to develop 
and coordinate the implementation of such a 
programme. Irene Regan, Academy Council, 
co- chairs this Working Group. The group has 
been working closely with various stakeholders, 
including the Medical Laboratory Scientists 
Association (MLSA), Department of Health, and 
Department of Further and Higher Education 
over the past few months to advance this.

The Academy expects the HSE, Department 
of Health and HEA to consult with Higher 
Education Institutions in supporting delivery of 
the programme.

National Cervical Screening 
Laboratory
The Academy has been engaging with the 
HSE National Screening Services to ensure 
workforce resilience in the new National 
Cervical Screening Laboratory (NCSL). The 
Academy is part of the NCSL project – which 
is considering workforce resilience at the 
laboratory. The Academy is represented on 
this group by Academy President, Bernadette 
Jackson, Alison Malkin, Lecturer in Cytology at 
TU Dublin, Dr Irene Regan, Academy Council 
and Helen Barry, Academy CEO.

Alison Malkin represents the Academy on the 
Cervical Check Laboratory Advisory Group.

The National Cervical Screening Laboratory, 
currently under construction, is due to 
open in Q2 2022. The sustainability of the 
laboratory and indeed the repatriation of the 
full cervical screening service is dependent on 
a resilient workforce. Due to the outsourcing 
of this service there is a shortage of both 
Medical Consultant and Medical Scientist 
staff specialising in this discipline. Medical 
Scientists must be encouraged to specialise 
in Cytology services to ensure a sustainable 
and regulated workforce. The Academy is 
promoting advanced clinical practice for 
reporting for Medical Scientists. This will ensure 
a career pathway for Medical Scientists working 
to the top of their expertise and will ensure not 
only a sustainable Medical Scientist workforce 
but also a sustainable Consultant workforce. 
The Academy has also met with the National 
Screening Service on this issue. 

Irene Regan sits on the Health and Social 
Care Professions (HSCP) committee looking 
at advanced practice for health and social 
care professions. She also co-chairs the joint 
working group with the Faculty of Pathology 
deliberating on options for advanced and 
consultant roles for medical scientists.

Meeting with Dr Siobhán Ní 
Bhriain, HSE Clinical Lead for 
Integrated Care
Dr Siobhán Ní Bhriain was appointed Clinical 
Lead for Integrated Care in the HSE in 2020. She 
gave the keynote address at our Virtual BioMedica 
last December. The Academy met with Dr Ní 
Bhriain in April 2021 to update her on the role 
of Medical Scientists and to highlight the many 
challenges faced by our Medical Scientists and 
our clinical laboratories, the poor infrastructure 
as well as serious recruitment and retention.  The 
Academy stressed the resource needs and the 
challenges that must be faced in resourcing the 
service and investing in staff to ensure quality, 
expert diagnostic services continue to develop 
and to support the continuum of care in Chronic 
Disease programmes, SláinteCare goals, Cancer 
and Cervical Screening priorities and supported 
by an IT infrastructure. We also appraised her 
of our repeated requests for a dual lead in the 
National Clinical Pathology Programmes.

National Clinical Surveillance 
Infection Control System
If the ongoing COVID-19 pandemic has taught 
us anything, it is that life in our laboratories and 
hospitals would have been made substantially 
easier by having common systems in place 
nationally eg a unique patient identifier, laboratory 
information system etc. Recently, the Antimicrobial 
Resistance and Infection Control (AMRIC) team 
secured HSE funding through the Estimates 
Process and National Service Plan 2021 for the 
implementation of a National Clinical Surveillance 
Infection Control System, which will apply across 
both acute and community settings.  Having such 
a system in place would be invaluable, not alone 
in the management of all clinical and laboratory 
data associated with notifiable diseases and other 
organisms of concern for Infection Prevention 
and Control (IPC), but especially vital in the 
management of outbreaks, both within the 
individual hospital site or a community setting, or 
indeed in both settings.  Implementation of this 
system will help prevent /reduce hospital-acquired 
infection through more timely interventions as 
IPC alerts will be generated in real time, enabling 
round-the-clock management of IPC.  The system 
will merge laboratory-generated information and 
patient details by incorporating interfaces from 
the Laboratory Information Systems and Patient 
Administration Systems, enabling faster contact 
tracing, monitoring of infections and reporting.   
Overall planning of the implementation of this 
programme across the Health Service has already 
commenced at national level and initial work 
has commenced with National Procurement 
based on an existing framework.  This month, a 
National Steering group has been established 
with representation from all key stakeholders 
including AMRIC, IPC, Community Healthcare 
Organisations, Public Health, Office of the 
Chief Information Officer at the HSE, Consultant 
Microbiologists, Antimicrobial Pharmacists, 
Quality and Patient Safety, Nursing and Medical 
Scientists. Karen Hickey, Surveillance Scientist, 
Sligo University Hospital and Chair of the 
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International Affiliates

Microbiology Advisory Body represents the Academy and Medical 
Scientists on the group. Surveillance Scientists are represented by Carmel 
Hooten, Surveillance Scientist CUH. The objective of the group is to 
oversee the overall implementation of this project across the country. It 
can’t come soon enough!

Recent Appointments and Representation
The Academy and Medical Scientists are represented by the following 
Council Members: 

Sinead Creagh, Laboratory Manager CUH is on the HIQA Covid 
subgroup.

Marie Culliton, Laboratory Manager, National Maternity Hospital is on 
the National Review of Maternity Services.

Bernadette Jackson, POCT Manager Naas General Hospital on 
the Covid Antigen Testing Guidance and COPD Chronic Disease 
Management group.

The Academy is delighted that Council Member and Past President 
Marie Culliton was appointed to the Medical Council by the Minister for 
Health, Stephen Donnelly T.D., on the nomination of the Health and Social 
Care Professionals Council (CORU), Marie took up her position in August 
and serves until 2026.

The Guideline Development Group (GDG) tasked with drafting the 
'National Clinical Guideline for Unexpected Intraoperative Life Threatening 
Haemorrhage' as commissioned by the Minister for Health circulated the 
draft guidelines for consultation. Many Medical Scientists contributed to 
the content of this guideline through their participation in a number of data 
gather  ing surveys. Dr Norma Reidy, Chief Medical Scientist, CUH and 
Patsy Kelleher, Senior Medical Scientist were part of the GDG. Once the 
draft is finalised it will be submitted to the National Clinical Effectiveness 
Committee (NCEC) to undergo a QA review.

Bernadette Jackson,  
President.

The International Federation 
of Biomedical Laboratory 
Science

The International Federation of 
Biomedical Laboratory Science 
(IFBLS), established in 1954, 
is the world's widest reaching 
international organisation for 
Biomedical Laboratory Scientists, 

bringing the profession, the professionals and 
health priorities to the world stage.

IFBLS Congress 2021
•  The IFBLS Congress, rescheduled from 2020 

to 2021 took place from 24th to 28th August at 
the Bella Centre in Copenhagen. The congress 
was organised by the Danish member  
Danske Bioanalytikere (dbio), ably led by its 
President Martina Jurs. In an unusual style the 
four tracks (or simultaneous sessions) were 
Beatles Themed.

•  Here, There and Everywhere: The role of 
Biomedical Laboratory Science in Hospital and 
Community Healthcare

•  We Can Work It Out: Practice Development 
and Research in Biomedical Laboratory 
Science

•  With a Little Help from my Friends: 
Management, Education and Learning

•  All my Loving: Technology, Innovation and 
Profession

The IFBLS part of the programme 
commenced with an Open Forum on Tuesday 
24th where three discussion topics were 
addressed. 

Capitalise on current recognition: use of 
our enhanced profile in the media to educate 
and share what value we bring to healthcare. 
Highlight shortages of qualified scientists and 
need for a fulfilling career pathway to retain staff.

Be the superhero: share our knowledge, skills 
and competencies. Ensure that POCT is done 
correctly. Tell the story of the patient journey and 
scientist’s role in diagnostics and patient safety.

WHO Essential Diagnostic List: become 
involved with this work. A new companion 
document on Selection of Essential ‘In Vitro’ 
Diagnostics at country level was launched last 
week. All patients in a country should be entitled 
to the same standard of care based on need.

The Chief Delegates Meeting and the General 
Assembly of Delegates were, once again, virtual 
as there were many who could not travel to 
Denmark. It was extraordinary to see so many 
log into the ‘Zoom Sessions’ at times ranging 
from 3:30 to 17:00, for those in Ireland it was a 
moderately civilised 8:00. Academy President 
Bernadette Jackson attended both of these 
sessions.

As President Elect of IFBLS I was a busy 
delegate. I had four presentations on Regulation 
of Biomedical Scientists, COVID-19 (Horses for 
Courses), Cervical Screening (When Things go 
Wrong) and the Role of Biomedical Scientists as 
a Diagnostic Partner in Maternal Morbidity and 
Mortality. In addition I was involved in chairing 
two sessions and a panel discission- who says 
this is a junket!

Plenary sessions ranged from learning from 
the computer revolution through Covid to the 
quintessential Danish ‘Hygge’.

It was almost back to normal with an 
exhibition from suppliers and the opportunity 
to speak to people in person rather than over 
a virtual platform plus there were even social 
events. 

At the gala dinner a song had been 
commissioned from the musicians, relatives of 
biomedical Scientists wrote it to a Danish tune

The chorus is roughly translated as
Hey Ho, come here with your blood.
Your tissue and let the testers speak
We are ready and full of courage
We deliver and never sleep  

The next congress is in Suwon in South Korea 
where the theme is ‘New Normal, New Lab’. 
Hopefully this “New Normal” will permit a greater 
international participation.

European Association for 
Professions in Biomedical 
Science 

The European Association for Professions in 
Biomedical Science will hold its annual meeting 
this year ‘in person’ in the Spanish town of 
Santiago de Compostela in early November. 
I held the Presidency of EPBS from 2014 to 
2018. Ireland’s Pat Mulhare, Academy Past 
President and Laboratory Manager at University 
Hospital Waterford, has now been nominated 
to the position of General Secretary by three 
delegations and should be returned unopposed. 
As one of the smallest nations in Europe our 
reputation as a centre of excellence in education 
is highly regarded by our European colleagues. 

The International Joint Master Degree in 
Biomedical Laboratory Sciences (MARBLE) is 
finally open for applications. This Joint Masters 
programme is offered by a consortium of four 
Higher Education Institutes. The programme 
involved cooperation between leading 
educational providers in Austria (Wien University 
of Applied Sciences-FH Campus), Ireland (TU 
Dublin), Portugal (ESTeSC-Coimbra Health 
School) and Sweden (University of Gothenburg). 
These four educational institutions will form the 
consortium responsible for the joint degree.   
More information at: https://epbs.net/open-
applications-for-joint-master.../

Over the past year the Statutes of the EPBS 
have been revised to be in conformance 
with current Belgian law and the evolving 
requirements of the EPBS. A subgroup of EPBS 
has prepared a position paper on the role of 
Biomedical Scientists in the Covid-19 pandemic 
and it will be presented to the European 
Commission and published in the International 
Journal Of Biomedical Laboratory Science

Marie Culliton

Lt to Rt: Gabriella Lillsunde Larsson, Sweden, 
Bert Asbild, Denmark, IFBLS Board Members, 
Marie Culliton, Past President IFBLS, Ireland 
and Anne Lindgren, Past President IFBLS, 
Sweden. Photos:Sine Fiig
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INTRODUCTION
The COVID-19 pandemic has affected all aspects of society 
and work. The burden on health care facilities and facilities has 
been widely reported [1]. To date there have been over 25,000 
laboratory confirmed cases of Covid-19 in Ireland [2].

In Ireland scientists working in medical laboratories are 
responsible for conducting hundreds of different tests for disease 
in humans. They work to ISO standard 15189 and accreditation to 
the standard is the norm. The work of these laboratories, normally 
not overtly visible, has been placed in sharp focus by the arrival of 
the current pandemic, not least by the World Health Organisation’s 
mantra to “test, test, test”.

Medical laboratories are mostly single discipline and the primary 
disciplines include biochemistry (or chemical pathology), 
haematology, transfusion medicine (or blood banking), 
clinical microbiology (bacteriology, virology), histopathology 
and immunology. Some laboratories are multidisciplinary 
and incorporate more than one discipline. There are other 
professionals who support the work of scientists in clinical 
laboratories, including medical laboratory aides, clerical staff 
and portering staff. Furthermore, the work of the diagnostic 
laboratory is underpinned and supported by laboratory quality, 
IT departments and laboratory management. The large majority, 
but not all scientists working in hospital laboratories belong to 
the medical scientist profession and it is estimated that there are 
some 2,400 practising medical scientists in the country, currently 

and perhaps two hundred scientists working in allied roles in the 
same laboratories. In Ireland, medical laboratories exist across the 
spectrum of healthcare providers including the public, voluntary 
and private healthcare sectors.

The laboratory confirmation of the viral aetiology of COVID-19, 
SARS-CoV-2, is normally achieved through detection of the genetic 
material of the virus (viral nucleic acid) in respiratory samples 
or detection of antibodies to the virus (immune response after 
exposure to the virus) in blood samples. This work is primarily 
conducted in a clinical microbiology laboratory. These are new 
tests and they require careful validation before use. The uncertainty 
of supply of test reagents and test kits has meant that many clinical 
microbiology laboratories have needed to validate a variety of 
different systems for the detection of the virus over the past four 
months, however, introducing these new tests and responding 
to the additional testing associated with the pandemic while 
ensuring that all other pre-existing services were run concurrently. 
The management of the patient who is severely ill from COVID-19 
disease requires additional tests (using long-established methods) 
to be conducted in the other disciplines.

The purpose of the current study was to investigate the effect of 
the COVID-19 pandemic on the scientists in medical laboratories 
in Ireland within the first three months of the pandemic in Ireland 
through a survey and to determine whether there were lessons to 
be learned for the future operation of these laboratories from the 
experiences and conclusions of the respondents.

Irish Medical Laboratory Professionals and COVID-19: 
Response, Effect and Reflection on Future Practice

James A. O’Connor1, Brigid Lucey2*

1Department of Microbiology, Mercy University Hospital, Cork, Ireland;  
2Department of Biological Sciences, Munster Technological University, Cork, Ireland

ABSTRACT
The COVID-19 pandemic has had a catastrophic effect on society and health worldwide. Medical laboratory professionals are to the 
fore in diagnosis and monitoring of treatment of COVID-19 patients. This survey examined the effect of COVID-19 on these scientists, 
also asking respondents to identify areas needing improvement. A voluntary, anonymous online survey was completed by 272 medical 
laboratory professionals in Ireland in May 2020.

The respondents reflected all ages, grades, and disciplines in laboratories across Ireland and 87% of respondents reported a change 
to core working hours. Nearly half of respondents reported working more hours during the pandemic than before. Increasing workload 
complexity was reported by 70% of respondents. More than half of respondents reported increased work stress during the pandemic. 
Importantly, the pandemic has also resulted in improved work-based solidarity. Approximately 90% of respondents were proud of their 
laboratory’s response to COVID-19, although degree of pride was significantly higher among managerial staff as were feelings of being 
appreciated, suggesting an opportunity for further communication of praise. The study reports lessons learned thus far in the pandemic, 
including self-realisation of the group’s flexibility and adaptability, the necessity of collaboration and preparedness and the importance 
of their work. The respondents have identified challenges that need to be addressed, including lack of career progression opportunities 
and under-utilisation of their professional skills, paucity of public knowledge of the roles undertaken in the laboratory and remuneration 
disparities, combined with concerns regarding retention of newly-qualified and other staff owing to alternative career opportunities.
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MATERIALS AND METHODS
Scientists working in medical laboratories in Ireland were surveyed 
using a combination of 37 open- and closed-ended questions on 
www.surveymonkey.com. Surveying was conducted anonymously 
and voluntarily between 9 and 26 May 2020, after which time a 
period of five days was allowed for a communicated request for 
withdrawal from the survey, in line with the conditions of ethical 
approval granted by the Research Ethics Committee of Munster 
Technological University (MTU). Analysis of results was conducted 
through Excel. Statistical significance was tested using Welch’s T 
test (2-tailed) for unequal variance with a p-value of less than 0.05 
considered significant.

RESULTS
A total of 272 valid responses was received. A provincial analysis 
of the survey showed that a total of 51% of respondents were 
working in Leinster (45% of the total respondents were in Dublin), 
33% were in Munster, 15% were in Connaught and 1% were in 
Ulster. A total of 25% of respondents worked in small laboratories 
(consisting of fewer than 10 people), 43% worked in medium-sized 
laboratories of between 10 and 20 people) and 32% worked in 
large laboratories having more than 20 people. These laboratories 
included Health Service Executive (public) laboratories (59%), 
voluntary hospital (public) laboratories (29%), private hospitals and 
laboratories (11%) and the remaining 1% was in the Irish Blood 
Transfusion Service and working on the Maternal and Clinical 
Management System. The proportion of respondents shown 
according to their scientific discipline (specialist) work area is 
provided (Figure 1).

Seventy-three percent of respondents were female, and taking 
the largest cohort of the respondents, which were the medical 
scientists, 77% of basic grade medical scientists were female, 
80% of senior medical scientists were female, 57% of chief 
medical scientists were female and 55% of laboratory managers 
were female.

The length of time since respondents had qualified is shown 
(Figure 2). The age-groups of these respondents were as follows: 
18-24: 9.5%; 25-34: 28%; 35-44: 33%; 45-54: 19.5%; 55+: 10%, 
including 1% who were 65+years old. Some 51% had spent fewer 
than 10 years in their current workplace, 34% between 10 and 19 
years in their current workplace and the remaining 15% had spent 
20 or more years in their current workplace.

A total of 7% of respondents said that they had taken up their 
current position as a direct result of the current pandemic.

Work practices
A summary of changes to work practices in Irish medical 
laboratories is shown (Figure 3). Over 48% of respondents 
reported that they have been working more hours since the 
onset of the pandemic. There was no significant difference in this 
regard between grades, i.e. basic grade compared to senior and 
managerial grades. Those working in multidisciplinary laboratories 
and biochemistry were found to work significantly more hours 
than those working in other laboratories including, notably clinical 
microbiology (clinical biochemistry/clinical microbiology: p<0.04, 
multidisciplinary/clinical microbiology p<0.002). The examination 
of core working hours saw 87% of respondents reporting a 
change to their core working hours. All respondents working in 
clinical biochemistry reported a change to core hours, significantly 
more than colleagues in clinical microbiology (p<0.01), 
haematology (p<0.04) and blood banking/transfusion medicine 
(p<0.01). The majority of laboratories offer an out-of-hours service 
(on-call service), covering night-time and weekend hours. The 
survey found that 55% of respondents have seen a change in 
their participation in such rotas. The disciplines that saw the most 
significant changes were clinical microbiology, where significant 
changes were observed when compared to those working in 
haematology (p<0.02), blood banking/transfusion medicine 
(p<0.01) and clinical biochemistry (p<0.05). Notably, there was 
a significant change in participation in out-of-hours working for 
those working in multidisciplinary laboratories when compared to 
colleagues working in haematology (p<0.04) and blood banking/
transfusion medicine (p<0.01). 

Approximately 70% of respondents reported an increase in 
workload complexity. Over 85% of staff employed in a clinical 
microbiology setting reported an increase in workload complexity, 
significantly higher than seen in all other disciplines (p<0.01). 

Figure 1: Scientists working in Irish medical laboratories (n=272) 
grouped according to specialist scientific discipline area.

Figure 2: Length of time since qualification of 272 scientist 
respondents working in hospital laboratories in the Republic  
of Ireland.

When asked to list their highest qualification, 69% of respondents 
had a Master’s level qualification or higher qualification in their field 
of work. These included Master’s degrees in areas of biomedical 
science (53%), a Fellowship from the Institute of Biomedical 
Science (10%), a PhD (4%); a smaller minority held a Master’s 
degree in business administration or a Diploma or Fellowship of 
the Royal College of Pathologists (UK).

Regarding their job title some 45% of respondents were basic 
grade medical scientists, 28% were senior medical scientists, 10% 
were chief medical scientists and a further 3% were laboratory 
managers. Of the remaining 14%, approximately 4% were trainee 
medical scientists, 3% were specialist medical scientists, 2% were 
laboratory aides, 1% were senior or principal biochemists, 1% 
were clinical scientists; the remainder included quality managers 
and IT specialists.
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Future developments
When asked whether Covid-19 had changed the way in which 
the respondents viewed their profession 47% said that it had and 
18% disagreed that it had. There was no significant difference 
in the level of agreement with this statement either between 
disciplines or between different grades of scientist, however. The 
respondents’ views (166 respondents had commented on this 
question) on what improvements will be needed in the medical 
laboratory over the next decade are represented proportionally 
according to the frequency of statement (Figure 5).

Most respondents (72%) reported that their work during the 
Covid-19 pandemic affected their work/life balance and there 
was no significant difference in this regard between disciplines. 
A total of 54.5% of respondents found work to be more stressful 
since the current pandemic and 24% disagreed that this was the 
case. There was no significant difference between either grade 
or discipline in perception of stress, however.

Disruption of studies by COVID-19
A diversity of courses, including final qualifications for the 
degree in biomedical science being undertaken by trainees, 
MSc, PhD, trainer, management, leadership and continuing 
professional development-associated courses were disrupted 
by the pandemic, affecting 21% of respondents in total. Those 
respondents aged less than 25 years were the worst affected, 
with 47% stating that their studies had been disrupted. For those 
aged 25-34, 26.5% reported having their studies disrupted, for 
35-44 year olds the figure was 18%, for 45-54 year olds the figure 
was 13% and in the case of those aged between 55 and 64 
years, 9% reported having their studies disrupted.

Solidarity, pride, self-awareness as a profession and the 
sense of being appreciated by others in the service
When asked whether the pandemic had brought about more 
solidarity in their own laboratory, 64% agreed that it had, 19% 
of them agreeing strongly that solidarity had increased. There 
was no significant difference between grades of scientist, but 
notably there was a significantly heightened difference in the 
sense of solidarity in clinical microbiology laboratories compared 
to all the other types of laboratories, including multidisciplinary 
laboratories (all comparators with the clinical microbiology 
departments having a p-value <0.02).

There was no significant difference between any one discipline 
and another’s level of pride in their response to the pandemic. 
In total 47.5% felt very proud and 39% felt proud of their 
laboratory’s response to the pandemic. There was no significant 
difference between any one discipline and any other; however, 
there was a very significant difference between senior medical 
scientists’ level of pride and that of lab chiefs/managers 
(whereby the latter were much more proud, p<.01) and between 
basic grade medical scientists’ and lab chiefs/managers’ level 
of pride (more significantly different again, having a p-value of 
<.001).

There was no significant difference between departments as to 
whether they feel more appreciated for their efforts during the 
Covid-19 pandemic; overall 5.5% of people agreed strongly 
with this statement and a further 37% agreed with it; however, 
there was a significant difference between chiefs and managers’ 
feelings of being appreciated versus senior medical scientists 
(p<.01) or basic grade medical scientists (p<.01). There was 

no significant difference in this regard between basic grade and 
senior medical scientists.

The survey asked an open-ended question of respondents about 
lessons that they have learned as a result of the pandemic. A 
total of 173 of those surveyed responded to this question and 
the answers were analysed and grouped using a realist thematic 
analysis approach and the most commonly encountered answers 
are illustrated (Figure 4).

Figure 3: A summary of the way in which the Covid-19 pandemic 
has affected work practices in Irish hospital laboratories.

Figure 5: Analysis of improvements suggested by respondents 
as being needed for medical laboratories in the future.

Figure 4: Lessons reported as having been learned in their 
professional life as hospital laboratory scientists by the 
respondents since the pandemic began in Ireland (Number of 
question respondents=173).
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DISCUSSION
The current study surveyed more than 10% of the total workforce 
in Ireland’s medical laboratories, distributed across all practice 
disciplines, grades and working in public, voluntary and private 
hospitals. Almost three-quarters of the respondents were female, 
which reflects the preponderance of females in the profession 
overall.

In Ireland, there are core-laboratory hours, during which there 
is the highest level of staffing and when most routine samples 
are processed. Most laboratories have an out-of-hours or 
on-call service, whereby a scientist (or scientists) process 
samples that are deemed urgent 24/7. These services are well 
established for haematology, clinical biochemistry and blood 
transfusion and from the responses in the current survey, there 
tended to be multidisciplinary cover of the clinical microbiology 
urgent requests outside of routine hours, with little or no out-of-
hours service for histopathology and immunology. The survey 
identified that there were significant sacrifices made by clinical 
laboratory professionals in response to the Covid-19 pandemic. 
Approximately half of the respondents have had changes to the 
number of hours worked per week with increased participation in 
out of hours service provision and 87% had changes to their core/
routine working hours, for example see Figure 3, showing that the 
current pandemic had brought about the need for a high degree 
of change in how the service was administered across the whole 
of pathology to optimise the service that they provided. It should 
probably be mentioned that medical scientists are qualified to 
work in all disciplines and their additional qualifications reflect 
the discipline in which they have chosen to work whether they 
needed to transfer from one discipline to another during the 
pandemic was not investigated in the current study, unfortunately. 
A recent study from Wuhan, China, found that there was a 
correlation between longer working hours for healthcare workers 
and increased risk of contracting COVID-19 [3]. This increase in 
working hours against a background of travel restrictions resulted 
in many scientists being unable to see family and friends for 
an extended period. This finding is in line with many healthcare 
workers experiencing longer working hours and seeing less 
of their families in response to COVID-19 [4]. The COVID-19 
pandemic has seen a significant increase in participation in out-
of-hours service for scientists working in clinical microbiology, 
compared to disciplines where out-of-hours services were already 
well established. This indicates that more resources have been 
provided to clinical microbiology services by management, and 
there was also demonstrated to be a significantly increased 
commitment of clinical microbiology scientists to facilitate 
testing out-of-hours. There was a significant reported increase in 
workload complexity in clinical microbiology compared to other 
settings (p<.01). This is not unexpected as many scientists in 
microbiology laboratories had to establish appropriate molecular 
protocols for the detection of SARS-CoV2 RNA. Moreover, 70% of 
respondents across all disciplines reported an increase in work 
complexity. This increase is due to the morbidity and mortality 
associated with COVID-19 illness which has resulted in increased 
laboratory investigations across all disciplines to ensure 
appropriate patient management [5]. This is further demonstrated 
by over 70% of clinical decisions requiring some laboratory 
investigation to support diagnosis, treatment and monitoring of 
patient outcome in general medicine [6].

The findings suggest that the validation and implementation of 
new types of testing to clinical microbiology laboratories together 
with a necessarily extended out of hours service may have 
increased the sense of solidarity to a significant extent relative to 
other disciplines. Some of the clinical microbiology laboratories 
needed initially to introduce molecular-based testing for the first 

time in response to the need to diagnose SARS-CoV-2 infection, while 
others added this test to the suite of molecular tests that they were 
already conducting on patient samples. In each case the detection of 
virus from patient samples was required to be conducted at any hour 
of the week, urgently. Subsequently, there has been the addition of 
tests to detect antibody to the virus in patients’ blood samples. Those 
working in this discipline also reported more complexity in their work 
than was reported in the other disciplines. This finding suggested 
that these laboratories faced their challenges with a team spirit 
and certainly that they depended on one another to run the service 
effectively. A sense of solidarity among colleagues is to be welcomed 
and this may have been (at least) accentuated by external factors in 
this case. A study of organisational factors that bring about solidarity 
concluded that high levels of formal and informal information 
exchange and less hierarchical authority were factors that aided a 
sense of solidarity, factors that are necessary to able to function when 
managing an ongoing emergency situation such as provision of a 
medical laboratory service during a pandemic [7].

It was evident that there was a strong sense of pride in their 
laboratory’s response to the pandemic, whereby 86% of respondents 
reported feeling proud to a greater or lesser extent. One Swedish 
study by Nilsson et al. concluded that the core determinants of 
occupational health among healthcare workers seem to be work-pride 
(in what is achieved individually and as a group in departments, with 
a sense of belonging) and confidence (based on the strong support 
that exists at the workplace from managers and co-workers) [8]. 
Most strikingly in the current study, however, there was a significantly 
enhanced sense of pride among the most senior members of staff, 
when compared to the lower grades of staff. This may suggest 
that the communication of more senior members’ pride in their 
laboratory’s achievement may not be filtering down to the more junior 
staff and that an opportunity to reward these employees with praise 
for their work is being missed.

In line with the findings for feelings of pride, when asking the question 
whether respondents felt appreciated, there was a significantly 
enhanced sense of feeling appreciated among management staff 
when compared to junior staff in the laboratory or even middle 
management in the laboratory, namely the senior medical scientists 
(overall, 42.5% of respondents felt appreciated).

A study of healthcare workers in Singapore during the Severe Acute 
Respiratory Syndrome (SARS) pandemic by Koh et al. found that 77% 
of respondents felt appreciated by society [9]. It is debatable whether 
there is any great public understanding of what scientists in hospital 
laboratories do, currently, and this would need a separate study.

The lessons learn by medical laboratory professions are positive, 
for the most part. As shown in Figure 4 nearly a third of respondents 
felt that the early stages of this pandemic made them realise how 
important their role is in healthcare. This is an important intrinsic 
motivator and should go some way towards maintaining morale 
among at least some of the respondents. The second most common 
theme was a realisation of the flexibility and adaptability of the 
workforce in response to the new service requirements resulting 
from COVID-19 (i.e. increased testing and change in work hours and 
practices). Other positives gleaned from the experience included 
an enhanced understanding of the importance of teamwork and 
collaboration and planning/preparedness. There were negative 
responses also: many of these mirrored changes that were desired 
for the future of the profession, including lack of awareness by 
others of the role of the scientist in the hospital laboratory, a need for 
more resources and that the role of the medical laboratory scientist 
is underappreciated. These findings are important considerations 
for healthcare managers and practitioners when planning staff and 
resources for future pandemics, or indeed a second wave of the 
current pandemic.



header

Autumn 2021 • converse • 35Autumn 2021 • converse • 35

research

The current career structure for scientists who remain in 
conventional medical scientist roles in Ireland is, for the most part 
linear (basic grade medical scientist progressing to senior medical 
scientist to chief medical scientist and, for a small minority, to 
laboratory manager). This survey found that there is a large cohort 
of scientists who currently identify a lack of career progression 
options and lack of advanced practice (26% of respondents). 
Advanced practice roles include clinical scientists, whereby the 
scientist takes a more clinical role. This role is well described and 
includes practicing at the clinical interface between laboratory 
and patient, providing scientific, diagnostic and interpretative 
advice, advising and training clinical colleagues, maintaining 
and advancing the scientific basis of the service to the highest 
quality levels [10]. The clinical scientist role is well advanced and 
supported in the National Health Service of the United Kingdom 
(NHS), where there is a defined career and supported training 
pathway and curriculum that is central to planning the service 
[11]. The majority of medical scientists in Ireland are educated 
to Masters level or higher (the current study showed 69%). 
Furthermore, there is a culture of continuous improvement in the 
profession, as evidenced by 21% of respondents stating that 
the pandemic has affected their studies. An examination of the 
breakdown of these respondents shows diversity in age (46% are 
aged 35 years or older), years since qualification (44% have been 
qualified over 10 years) and current highest level of qualification 
(42% already have a masters (or equivalent qualification, 4% 
already have a PhD and a further 1% already have attained 
Fellowship of the Royal College of Pathologists (UK)). The shortage 
of advanced roles is highlighted through the present study as 
fewer than 4% of respondents had a specialist, clinical scientist, 
biochemist, or indeed a consultant level scientific role (this latter 
respondent was an individual who took up a position as a direct 
response to the pandemic crisis), although anecdotally, it is very 
commonplace for these roles to be filled by those with a primary 
degree in biomedical science as a first qualification. The primary 
management question may be whether having an ever-increasing 
number of increasingly qualified scientists, coupled with few 
advancement opportunities may lead to these scientists leaving the 
profession for other opportunities (e.g. academia, industry), which 
would be unfortunate, given that the implementation of advanced 
roles has been associated in a number of studies with better 
patient outcomes, resolving recruitment and retention issues and, 
importantly, improving job satisfaction [10,12,13]. It was illuminating 
that 21% of respondents had their studies disrupted by the 
COVID-19 pandemic, across the age spectrum from the youngest 
to the most senior in years. This shows a culture of lifelong learning 
among scientists in medical laboratories, perhaps more strikingly 
illustrative than the finding that the large majority of respondents 
already have (at least) one Master’s degree or further qualification.

The results presented in Figure 5, where respondents were asked 
what they think are going to be the future needs of their profession, 
were mapped to Maslow’s hierarchy of needs [14]. Stated needs 
tended towards self-fulfilment and psychological needs- 26% of 
comments described a need for improved career options, including 
more promotional activities, advanced practice and more clinically 
orientated roles. Furthermore, over a quarter of replies indicated 
that there needed to be improved knowledge of the profession 
in the public, tending towards fulfilling prestige and feelings of 
accomplishment of Maslow’s esteem needs. A recurring theme in 
the comments from respondents that favoured improved public 
knowledge about the profession was frustration with a lack of 
understanding or misinformation in media reports regarding who 
was doing the testing. This had led to a perceived minimisation and 
invisibility of the role of scientists in the effective management of 
the pandemic. The intrinsic motivating factors of recognition and 
responsibilities were diminished among respondents as a result.

This may be an important finding in the current study as high 
levels of intrinsic motivation factors in a job are proven to result in 
higher levels of satisfaction and higher levels of job satisfaction 
are inversely correlated with emotional exhaustion [15]. This 
commentary from the respondents was accompanied by further 
comments from scientists, who felt there needed to be more 
active representation of scientists working in medical laboratories 
on a national stage. However, it should be noted that not all 
responses were towards the top of Maslow’s pyramid, with some 
14% of respondents commenting on a need for more pay for the 
work being undertaken. The rationale behind pay increases were 
through comparison by some of the respondents of remuneration 
with others in allied professions. It has been shown that increased 
pay is a motivator, but importantly, those that perceive that their 
salary is not fair by comparison with others are demotivated [16]. 
Moreover, extrinsic motivational factors or remuneration alone will 
not resolve all worker motivational problems [17]. Therefore, in the 
case of medical laboratory professionals in Ireland, it is important 
that senior health service managers consider the many factors 
that have been identified by the workforce to future-proof these 
professions [18].

CONCLUSION
Scientists working in medical laboratories in Ireland have 
demonstrated a high degree of flexibility, adaptability, solidarity, 
and resilience in response to COVID-19. They have changed how 
and when they work in a short period of time whilst introducing 
complex new testing protocols against a background of an 
increasingly complex workload in order to address the needs of 
their communities for expedient testing. Laboratory management 
have been shown to be particularly proud of their workforce 
but may need to communicate this more effectively. There is a 
culture of continuous improvement and advancement among 
these scientists, demonstrated by high level of qualifications and 
ongoing education across all ages and grades.

The current study details the lessons learned from the current 
pandemic by laboratory scientists that should aid in a rapid 
response of clinical laboratories for ongoing and future pandemics.

These include the need for effective collaboration, teamwork, 
planning and preparedness. Scientists in medical laboratories 
have proposed their professional needs for the future, including 
improved and advanced career opportunities, increased 
knowledge of the profession in the public and equity regarding 
pay. It is important that senior healthcare managers engage with 
staff to ensure that future improvements for the profession act as 
extrinsic, but also intrinsic motivational factors, especially around 
improved career opportunities and enhanced clinical participation.
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I completed the MSc in Biomedical Science in 2016, through the 
University of Ulster. It wasn’t until 2018/2019, that I first started 
to think about doing a manuscript for journal submission, based 
on my M.Sc. project. A colleague had started her M.Sc. project 
at the ADG laboratory at the IBTS and needed to reference 
my project. I realised that only published works should be 
referenced.

I saw that the Academy were running a Scientific writing 
workshop. I signed up and went along in October 2019 with 
the data from my dissertation. Dr Brigid Lucey and Dr James 
O’Connor gave an introduction on key points and really tried 
to get the point across that publishing laboratory work is 
something that is very possible to do, once you have the data. 
They advised to start with results and conclusion and work back 
to the abstract. Within a group, we thrashed out my data. The 
emphasis was to focus on key facts only. By the end of the day, 
I had decided I would give it a go. I consulted with Chief Medical 
Scientist Moira Keogh at ADG. She was very happy to proceed. 

It was a long road to publication. It was eventually accepted 
by Wiley Health Science Reports via a transfer from Transfusion 
Medicine. In November 2020, following a review by two 
anonymous reviewers, I received notification that some major 
revisions were required. I had 8 weeks. Following all co-authors 
review in late December, the revision was submitted for a January 
5th 2021 deadline. To achieve this was probably the most critical 
component.

I received notification of a successful submission in March 
2021 with some minor revisions necessary for publication. 
Manuscript was completely accepted in April 2021. I then had to 
complete a license agreement. I got notification of publication 
on June 12th, 2021. I was delighted to get a result and have this 
paper out there for future reference.

In conclusion, anyone can do this, gather your data, find a 
journal, follow all guidelines and submit. It takes hard work, time 
and perseverance but it is possible. 

Anne.

Background: Worldwide, BGS (blood 
group system) distribution varies among 
populations. BGS distribution in Ireland 
was first examined in the 1930s, where 
the authors found that Group O frequency 
was higher in Dublin than in other parts of 
Europe.  Subsequently, it was found that 
Group O along the western seaboard of 
Ireland reached 60% whereas the east 
coast had a higher frequency of Group A 
and less Group O.  According to the 2016 
census, almost 550,000 people registered 
in Ireland were non-Irish nationals 
who came from over 200 nations. This 
increasingly ethnically diverse society has 
potential implications for the IBTS in its 
requirements to provide blood products 
with extended phenotypes for certain 
cohorts of patients. 

Objectives: The objectives of this 
cross sectional study were to test and 
categorise first time donors during a 
specific time period, to determine if there 
had been any statistically significant 
changes in the Irish population’s ABO 
BGS and RhD antigen frequency relevant 
to the previous studies and in relation 
to the distribution of these BGSs within 
Ireland; to determine an RHCE and JK 
frequency and  to assess if there were 
differences of the BGS’s distribution 
within the two resultant populations i.e. 
born in Ireland (BiI) vs. born outside 
Ireland (BoI) donors. 

Materials and Methods: Donors 
donating for the first time to the IBTS 

were only included in this study. Ethical 
approval was obtained from the IBTS 
and from the Ulster of University Ethics 
Filter Committee. Informed consent was 
included with the Health and Lifestyle 
Questionnaire (HLQ) completed by 
all donors. All first-time blood donors 
had relevant testing performed in the 
Automated Donor Grouping (ADG) 
laboratory using the Beckman Coulter 
PK7300 analyser with appropriate 
antisera by validated methods. All 
pertinent information and test results were 
categorised and further assessment for 
associations between the categorical 
variables was done using Chi square 
analysis with P values calculated.

Results: Total donors tested (n= 3427). 
The ABO phenotype distribution in 
modern Ireland was Group A: 29.82%, 
Group B: 12.02%, Group O: 54.95% 
and Group A,B: 3.21%. RhD positive 
phenotype distribution was 82.26%. This 
was further refined to: A RhD positive: 
24.31%, A RhD negative: 5.52%, B RhD 
positive: 9.78%, B RhD negative: 2.25%, 
O RhD positive: 45.55%, O RhD negative: 
9.40%, AB RhD positive: 2.63% and AB 
RhD negative: 0.58%. The Rh phenotype 
frequency for Ireland was:  R1R1: 17.62%, 
R2R2: 2.89%, R1R2: 13.95%, R1r: 33.35%, 
R2r: 13.07%, Ror: 1.25%, R1RZ: 0.06%, 
R2RZ: 0.06%, r’r: 0.55%, r”r: 0.53%, and 
rr: 16.66%. The JK phenotype distribution 
of modern Ireland (n=3423) was: 
Jk(a+b+): 49.63%, Jk(a-b+): 23.34%, 
Jk(a+b-): 27.02%.

Analysis: No evidence of statistical 
significance for BGS frequency 
distribution was found within Ireland. A 
highly statistically significant difference 
(P-value <.001) was found, on analysis 
of the ABO frequencies for the BiI vs. 
BoI donor populations, which indicated 
a strong difference between the two 
populations; the result being a relative 
decrease in Group O and a relative 
increase in Group A, B and Group 
A,B in the BoI donor population. A 
highly statistically significant difference 
(P-value <.001) was noted for the 
both populations in regard to RHCE 
distributions. Statistical significance was 
found with the current study and some of 
the previous studies for ABO distribution.

Conclusion: The observed frequency 
for the relevant BGSs remained relatively 
unchanged to the prevalence values 
expected. 14.24% of the first-time donor 
population were born outside Ireland. This 
has service implications for the IBTS; in 
terms of patient requirements, increased 
recruitment of these donors would 
broaden the choice of blood groups 
available to ensure matching of groups to 
patients and might help to avoid overuse 
of O negative units. The outcome is a 
snapshot of the ABO (001), RH (004) and 
JK (009) blood group systems in modern 
Ireland.

For full published manuscript, please 
go to this link:  https://doi.org/10.1002/
hsr2.292

A Snapshot of ABO, RH and JK Blood Group Systems in 
Modern Ireland

Anne Browne, Senior Medical Scientist, Automated Donor Grouping Laboratory, Irish Blood Transfusion Service.
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In October 2020, a national study called the PRECISE 
Study was launched to look at the prevalence of COVID-19 
antibodies in healthcare workers (HCW) in two hospitals - 
University Hospital Galway and St James’s Hospital Dublin 
(SJH). All staff currently working in these two hospitals were 
invited to have a blood test to determine the presence of 
SARS-CoV-2 antibodies in October 2020 (PRECISE 1) and in 
April 2021 (PRECISE 2). Information was given and consent 
sought from all participants https://storage.googleapis.
com/myconsent-uploads-production/pil/PIL%20English%20
castor.pdf. In October, 5788 staff members participated, 
and in April 5085 staff members participated, with good 
representation from all staff groups. 

Results – antibodies indicating 
COVID-19 infection at some stage (anti-
nucleocapsid antibodies)
University Hospital Galway 
-  October 2020: 4.1% of all participants had detectable 

COVID-19 antibodies.

-  April 2021: 13% of all participants had detectable 
COVID-19 antibodies.

St. James’s Hospital, Dublin 
-  October 2020: 15% of all participants had detectable 

COVID-19 antibodies.

-  April 2021: 21% of all participants had detectable 
COVID-19 antibodies. 

The increase from October 2020 to April 2021 is a reflection 
of the magnitude of the 3rd wave of the pandemic nationally 
and at both sites. 

In UHG prevalence was highest among healthcare assistants 
(HCA) (21%), followed by medical staff (17%), general support 
staff (17%), nurses (14%), administration staff (7.7%) and 
allied health professionals (6.7%). In SJH it was highest in 
HCA (39%), followed by nurses (26%), general support staff 
(25%), administration staff (16%), doctors (15%) and allied 
health professionals (15%). These figures reflect the type of 
work performed by healthcare workers as well as other factors 
including participants’ age, sex and living arrangements. 

Overall in PRECISE 2 (April 2021) 19% of all infections were 
asymptomatic and 26% of infections were undiagnosed.  
These results emphasise the importance of ongoing 
adherence to public health and infection control guidance 
including appropriate use of personal protective equipment 
(PPE) including face masks in all interactions with other staff, 
and with patients to protect both the patient and the HCW 
from unknowingly passing on infection to others. To maximise 
the chances of diagnosing all COVID-19 infections in HCW, 
we need ongoing easy access to testing for HCW, even when 
symptoms are mild. 

Results – antibody response to COVID-19 
vaccination (anti-spike antibodies)
For the two hospitals combined, 95% of participating staff 
reported having received at least 1 dose of COVID-19 
vaccination, and 81% were already fully vaccinated by April 
2021.Of those that were fully vaccinated, 100% have 
antibodies (anti-spike antibodies) as a response to 
vaccination. We know from other studies that vaccination 
protects from severe infection. However, it is important to 
note that vaccinated staff can still get COVID-19 infection, 
and all local infection prevention and control guidelines still 
need to be followed while we continue to strive to improve the 
interface between COVID-19 virus vaccination and immunity.

PRECISE Study - Prevalence of COVID-19 Antibodies in 
Irish Healthcare Workers (PRECISE Study)

Prevalence of Antibodies to SARS-CoV-2 in Irish 
Healthcare Workers

Primary Investigator Dr Niamh Allen, Sp. Registrar in Infectious Diseases at St James's Hospital.     

Article compiled by Ciara Boyle Communications Officer St James’s Hospital.

Lt to Rt: Helen Doheny, Noelle Gallagher, Michelle Finnegan, 
Martina Doheny, University Hospital Galway.

Lt to Rt: Lynsey Gibsey, Mary McLoughlin, Deirdre O’Connor,  
University Hospital Galway
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A full report of the study findings from October 2020 and 
from April 2021 is available on the HPSC website at 

PRECISE 1, October 2020  
https://www.hpsc.ie/a-z/respiratory/coronavirus/
novelcoronavirus/research/precise/PRECISE%20Study%20
Phase%201%20Interim%20Report%20January%202021.pdf

PRECISE 2, April 2021  
https://www.hpsc.ie/a-z/respiratory/coronavirus/
novelcoronavirus/research/precise/PRECISE%202%20
Report.pdf

And a pre-print of the comparative assessment of the 
laboratory assays used can be found at 

https://www.medrxiv.org/
content/10.1101/2021.05.25.21257772v1 SARS-CoV-2 
Antibody Testing in Healthcare Workers:  
a comparison of the clinical performance of three 
commercially available antibody assays

Medical scientists played a key role in the PRECISE study - 
from resolving logistical issues around the initial processing 
samples to the final interpretation of assay results.  Antibody 
testing was carried out on site in each hospital, in the 
biochemistry, microbiology and immunology laboratories.  
Medical scientists had to initially verify that the SARS-CoV-2 
antibody assays developed by Roche and Abbott were 
performing as intended before the study could take place.  
The SARS-CoV-2 antibody assays were analysed on both 
the Abbott Architect immunoanalyser and the Roche Cobas 
e 601 analyser.  Samples were anonymised before testing, 
and data was interpreted by medical scientists using the 
manufacturers’ recommended cut-off index values before 
being submitted for clinical correlation by the study team.  
Due to the large volume of laboratory work involved in 
the Precise study, the SARS-CoV-2 antibody assays were 
performed outside of routine working hours.

Yvonne Lynagh, Chief Medical Scientist, Virology, St James’s 
Hospital.

The laboratory staff here in University Hospital Galway (UHG) 
were part of the team undertaking the PRECISE Study that 
took place in October 2020 and again in April 2021.  It 
was a great experience, working with a multidisciplinary 
team to deliver this project.  The medical scientists within 
both Virology and Biochemistry worked closely with the 
phlebotomy team, services department and the PRECISE 
Study team to coordinate the sampling and laboratory 
diagnostic testing of the healthcare workers who signed up 
for the project.  There was a great uptake within the staff 
in UHG, which kept our medical scientists, phlebotomists, 
medical laboratory aides and administration staff busy 
during the weeks of the sampling and testing.  It was a 
credit to our laboratory team that worked long days and over 
the weekend to get the assays validated, samples analysed 
and results reported as well as maintaining the routine 
clinical service.  The medical scientists that took part in the 
testing and analysis thoroughly enjoyed this experience and 
were delighted to be part of a team undertaking important 
research in relation to the detection of SARS-CoV-2 
antibodies within a healthcare setting. Martina Doheny, 
Laboratory Manager, University Hospital Galway.

Comparison of the 
Prothrombin Time Derived 
Fibrinogen and the Clauss 
Fibrinogen Measurement 

Methods and the Effects of 
Elevated D-dimers on these 

Measurements

Abstract
Fibrinogen is an essential 
coagulation protein and is one of 
the most abundant plasma proteins. 
It is essential for haemostasis 
and abnormal concentrations 
or abnormal functioning of the 
protein can lead to haematological 
complications ranging from 
bleeding complications in cases of 
low concentrations to increased risk 
of thrombosis due to increased blood viscosity in cases 
of increased concentrations. Accurate measurement 
of fibrinogen is essential to determine potential risk 
for patients. Two commonly used methods are the 
prothrombin-time derived fibrinogen measurement 
(PT-F) and the Clauss assay. The Clauss assay is the 
gold standard method for fibrinogen measurement, that 
measures the concentration of fibrinogen by measuring 
clot formation in the presence of excess thrombin making 
fibrinogen the limiting reagent. The PT-F method is an 
indirect measure of fibrinogen based on the PT assay. 
This study was designed to see if the PT-F method 
is comparable to the Clauss assay over a range of 
fibrinogen concentrations and that it is an accurate 
rapid method for coagulation screening. D-dimers, a 
fibrinogen degradation product, have been identified as 
prognostic markers in patients with Covid-19 with higher 
concentrations associated with poorer prognosis. The 
PT-F method is known to be influenced by the presence 
of elevated FDPs, the dilution step in the Clauss assay 
reduces this interference. This study also shows that while 
there appears to be some influence at markedly elevated 
D-dimer levels on the measurement of fibrinogen, the 
overall effect is small.   

Rachel worked as an Intern Medical Scientist in the 
Microbiology Department at University Hospital Galway 
during the COVID-19 crisis and is now working as a 
Medical Scientist there.

Rachel Browne, BSc. (Hons) in Medical Science,  
Galway-Mayo Institute of Technology

Supervisors:
Brendan Cleary, Specialist Medical Scientist,  

Haematology Department, University Hospital Galway,  
Dr Eleanor Rainsford, Lecturer, GMIT
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The Use of a Novel Data 
Analytics Model in an 

Automated Blood Transfusion 
Department to Evaluate  
the Performance of the  

Ortho Vision 

Abstract
Introduction: Analytical 
techniques can disclose trends 
and metrics hidden within data 
sets. The aim of this investigation 
is to determine if data analytics are 
beneficial to the blood transfusion 
department by using them to 
evaluate the performance of the 
Ortho Vision blood transfusion 
analysers in Cavan General Hospital (CGH). Parameters 
investigated include first pass yield (FPY) and turnaround 
time (TAT). 

Methods: FPY and TAT data were extracted from Ortho 
Clinical Diagnostics web-based portal and imported 
into Microsoft® Excel® for analysis. Dates where the 
FPY was <96% were identified. The number of samples 
rejected and modified on these days were identified. 
The cause of sample rejection was determined. Results 
with a TAT greater than the monthly average were 
investigated. 

Results: On examination of FPY data, 36 sample results 
were rejected.  Cause of rejection was determined for 33 
results. 34 samples were found to have a TAT longer than 
that of the average for the month in which it was tested.

Discussion and Conclusion: This study revealed that 
there is no benefit in using TAT or FPY as a standalone 
metric to measure analyser performance as both can 
be affected by several variables. Data analytics did 
provide several other benefits. Analysis of condition code 
reports revealed performance issues not displayed in 
FPY values. TAT analysis provided the laboratory with 
a method of allocating time resources and exposed a 
usage bias between the two analysers. It also proves 
useful in predicting the number of consumables required, 
leading to a reduction in waste by the department.

Sandra is a graduate of the Medical Science Class of 
2020 at GMIT and is currently working as a Medical 
Scientist in the Microbiology Laboratory at Mayo University 
Hospital.

Sandra King, BSc. (Hons) in Medical Science,  
Galway-Mayo Institute of Technology

Supervisors:  
Eamon Hannick, Chief Medical Scientist,  

Blood Transfusion Department, Cavan General Hospital.  
Helen Cregg, Lecturer, GMIT.

Current Laboratory 
Procedure for the 

Identification of Anaemic 
Maternity Patients at the 

CWIUH.

Abstract
Anaemia is a condition that is characterised by a 
decreased haemoglobin concentration (Hb g/dL), 
abnormal red cells or a low haematocrit, causing 
symptoms of fatigue, pallor, dizziness, weakness and 
shortness of breath. Approx. 40% of pregnant women 
globally are anaemic according to the WHO. 

RCOG guidelines recommend a Full Blood Count 
(FBC) at booking and at 28 weeks’ gestation to identify 
anaemia. Currently, antenatal patients attending 
the Coombe Women & Infant’s University Hospital 
(CWIUH) have an FBC processed at booking, but a 28-
week FBC is not a standard part of the care pathway. 
The aim of this study was to evaluate a proposal to 
introduce a routine FBC at the 28-week visit for all 
maternity patients in the CWIUH.

1898 patients who booked in May 2019, January 
2020 or June 2020 were reviewed using the maternity 
information system (K2) and the laboratory information 
system (LabCentre) to identify current trends in 
antenatal FBC testing, degree of anaemia and 
suspected nutritional deficiencies and transfusion 
history.

In the population evaluated, 20% of patients 
currently receive a 28 week FBC and 28% of these 
FBC requests identify anaemia and/or suspected iron 
deficiency. Further findings indicate 2.5% of patients 
who receive a 28 week FBC are anaemic on admission 
for delivery, in comparison to 5.6% of those who don’t. 
Clinical follow-up on FBC reports with comments 
indicating suspected iron deficiency is high at 85.3%. 
Introduction of a routine 28-week FBC could identify 
haematinic deficiency/anaemia in approximately 2200 
maternity patients per annum, in time to correct the 
anaemia before delivery. The calculated cost in terms 
of reagents is €6300, though additional costs in 
personnel may be incurred.

Amy Tobin
Supervisors: Mr Fergus Guilfoyle & Dr Claire Wynne
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1 | INTRODUCTION
In the present era of unprecedented progress in haemophilia 
care in Europe, growing innovation will be accompanied by both 
opportunities and challenges in access to healthcare. To envision 
the future, it is worthwhile to examine the past. This review provides 
a historical perspective on the evolution of haemophilia care over 
the past 50 years and the challenges faced during those decades. 
It also examines the current access to treatment in Europe, and 
future aspirations within the haemophilia community.    

2 |  HISTORIC PERSPECTIVE (1970 -2010)

2.1 | 1970s: A decade of promise and 
progress
Treatment for severe haemophilia progressed significantly during 
the 1970s. Widespread use of cryoprecipitate or fresh frozen 
plasma enabled some measure of treatment for many people 
with haemophilia (PwH), breaking the vicious cycle of painful joint 
bleeding, treatment and resolution. Both offered improvements 
over no treatment but were unsuitable for rapid treatment of 
bleeding episodes and unable to prevent long-term joint damage. 

Significant improvements came with the availability of plasma- 
derived coagulation factor concentrates (CFCs). Factor VIII 
(FVIII) concentrates of intermediate purity and prothrombin 
complex concentrates were available. There were no purified FIX 
concentrates. Although limited, availability of these concentrates 
meant that, for the first time, target factor levels could be achieved. 
More effective treatment could be infused without the volume 
constraints imposed by plasma. Crucially, these concentrates 
allowed at-home treatment instead of travelling to a hospital or 
haemophilia treatment centre (HTC). This was a major advance, 
not simply in convenience, but in maximizing the benefits of CFC 
to immediately treat a bleed, resulting in significantly decreasing 
joint damage. Pain and immobility were also decreased, and less 
time was missed from school or work.1,2 

The 1970s also saw the beginning of the development of 
HTCs and comprehensive care, the concept of registries and 
national patient organizations. Without strongly established HTC 

networks and low acceptance of the budget needed for adequate 
haemophilia treatment, prophylaxis was unavailable in most 
countries.3 For the first time, haemophilia became visible within 
national health systems. Availability of CFCs and acceptance of 
home treatment were major advances in haemophilia care. By 
controlling bleeding episodes, survival improved and pain and 
suffering decreased.4 A normal life seemed attainable for the first 
time.

2.2 | 1980s: A decade of despair
A sense of hope and optimism carried forward into the early 
1980s, when organization of HTCs grew, and prophylaxis gained 
wider acceptance. This edifice of hope and optimism began its 
crash back to reality with the first case reports of pneumocystis 
pneumonia in the United States in 19815 after which it became 
apparent that many thousands of PwH had been infected by human 
immunodeficiency virus (HIV) through contaminated blood products 
and factor concentrates pooled from tens of thousands of donors. 

The clinical impact was initially slow, with hope that only a small 
minority of infected PwH would eventually develop AIDS. Testing 
for the virus from late 1984 revealed that a significant proportion of 
those with severe haemophilia were infected, and by 1996, up to 
70% of those infected had died. AIDS became the leading cause 
of mortality in PwH in many Western European countries. Trends 
towards increased factor use and prophylaxis were reversed, 
as PwH grew fearful about treatments, experienced anxiety and 
prejudice due to the stigmatization of HIV and AIDS, and guilt was 
experienced by parents who had injected contaminated CFCs 
into their children. HTCs had to include new expertise in infectious 
diseases, in addition to providing counselling and other services. 
Haemophilia patient organizations became more active, advocating 
and assisting HIV-infected PwH in coping with the added clinical, 
emotional, psychological and financial burdens. 

The vast majority of PwH who were infected with HIV were 
infected prior to 1985, the year virally inactivated CFCs became 
commercially available. After infections were largely halted, clinical 
consequences, including growing numbers of opportunistic 
infections and deaths from AIDS, became more apparent each 

Haemophilia care in Europe: Past progress and future promise
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year. Many patient organizations changed and became more 
active. Advocacy campaigns developed focused on securing 
a safe and adequate supply of blood and plasma products 
in Europe and, separately, for providing financial support and 
assistance for HIVaffected PwH. In 1989, haemophilia societies 
from 12 European countries came together to form the European 
Haemophilia Consortium (EHC). Collectively, haemophilia 
societies and treatment centres worked to manage HIV, political 
change with the fall of the Berlin Wall presaging major political 
change in Eastern Europe, and, ominously, the discovery and 
characterization of yet another blood-borne virus—hepatitis C virus 
(HCV).

2.3 |  1990s: A decade of restored hope and 
renewal

To counter HCV, virally inactivated CFCs treated with solvent 
detergent were first available in 1988, but in limited quantities. 
Europe continued to see transmission of HCV to PwH until 1990, 
when adequate supplies were finally established.6 Infections 
continued to occur in some European countries after 1991. 

The impact of HCV on the haemophilia population was not 
initially appreciated, as the virus did not generally cause acute 
illness, having a more insidious impact. Many infected PwH 
eventually developed chronic infection and varying degrees of 
liver fibrosis or cirrhosis. Early HCV treatments with interferon 
monotherapy did little in achieving sustained virologic response 
(SVR). The problems associated with HCV were exacerbated by 
the fact that almost all of those who had been infected with HIV 
were now co-infected with HCV. 

From 1990 to 1996, the mortality rate of PwH from HIV continued 
to increase annually, decreasing from 1996 when highly active anti-
retroviral therapy became available in many countries. From that 
point onward, mortality from HCV became greater than from HIV. 
Emergence of variant Creuzfeldt Jacob Disease (vCJD) associated 
with Bovine Spongiform Encephalopathy in cattle led to major 
fears about potential exposure to prions via plasma-derived CFCs. 
Plasma from UK and Ireland was no longer used for manufacture 
of CFCs, and blood donor restrictions were imposed. As it 
transpired, the number of clinical cases of vCJD was very small 
in proportion to the worst-case scenario, with no clinical cases of 
vCJD reported in haemophilia (except detection of prions in the 
spleen of one PwH who died of other causes).7

 Following political changes in Europe, the decade saw greater 
activity among haemophilia patient organizations in many Eastern 
European countries and the development of a real European 
haemophilia patient community. Regarding treatment, the 1990s 
were a decade of promise and progress. CFC use increased 
again, and HTCs were more willing to initiate prophylaxis for some 
individuals. However, lower yields of CFCs due to viral inactivation 
processes led to supply constraints. In 1992, a European White 
Paper concluded that rational use of FVIII was 1.9 IU per capita—
which is low compared with current use, but reflected the reality 
of depressed utilization, non-aggressive treatment of bleeding 
episodes and total lack of prophylaxis in many countries.8 

In 1994, the first recombinant FVIII (rFVIII) was licensed. This 
development, along with other rFVIII and recombinant FIX (rFIX) 
products, helped break the dependency on plasma-derived FVIII 
and FIX in many countries. Until then, the mantra of self-sufficiency 
in blood and plasma had been widely promulgated to avoid viral 
contamination. Several countries developed a mindset where FVIII 
or FIX CFC use depended on the amount of plasma that could 
be collected nationally and fractionated by contract fractionation 
with a pharmaceutical company. The view was also expressed in 
1994 at the WFH Congress that, as recombinant CFCs could be 
manufactured on a large scale without the need for human plasma, 
they would be available in large quantities at a relatively low cost. 

The quantities did increase over the years, but the cost remained 
high. Initially, recombinant CFCs were priced at a premium 
compared with plasma-derived CFCs, likely due to a perception of 
greater safety.9,10 

This price differential was widely maintained until recent years, 
changed only by competition from more products and newer 
generations of products such as extended half-life (EHL) CFCs. 

The 1990s also saw the licensing of rFVIIa as a second option 
for the treatment of PwH with inhibitors following the licensing of 
activated prothrombin complex concentrate (aPCC) in the 1980s.

2.4 |  2000s: A decade of incremental 
progress and stagnant innovation

The first decade of the 21st century saw little innovation in 
haemophilia treatment and only incremental progress in some 
areas. We saw the development of second- and third-generation 
rCFCs manufactured without the addition of human or animal 
proteins, partially in response to fears linked to vCJD. And with 
SVR rates increasing up to 70% for the most common HCV 
genotype, treatment for HCV improved with the availability of 
pegylated interferon with ribavirin. 

Publication of the European Principles of Haemophilia Care 
by a diverse group of haemophilia clinicians led to a set of ten 
principles against which progress could be measured.11 This led 
to the formation of the European Association for Haemophilia and 
Allied Disorders (EAHAD) in 2009. In the same year, the European 
Directorate of Quality and Medicine in Healthcare (EDQM) 
published recommendations on optimal use of clotting factors, 
and EHC initiated the first systematic data collection across 19 
European countries to examine the extent to which the principles of 
haemophilia care were achieved.12 

2.5 |  2010s: A decade of innovation and 
constructive engagement

Development of direct-acting antivirals (DAA) delivered the 
potential for HCV to be effectively eradicated in PwH. This has 
been achieved in some European countries, but access to DAA 
therapy and an appreciation of the urgency in treating Hepatitis C 
continue to require active advocacy.

2.5.1 |  Development of novel therapies
The development of EHL CFCs was the first major innovation in 
haemophilia treatment since rCFCs were introduced in 1994. To 
date, we have seen the licensing of 5 EHL FVIII concentrates and 
3 EHL FIX concentrates in Europe. These long-acting CFCs enable 
PwH to be treated less frequently or at the same frequency but to 
a higher trough level, thereby increasing protection from bleeding. 
For EHL FIX CFCs, both objectives are achievable. Frequency 
of infusion could decrease from twice weekly to once every 1-2 
weeks, reaching FIX trough levels up to 27%.13 

For PwH on FVIII prophylaxis, treatment could now be infused 
twice instead of 3 times weekly. Alternatively, the same infusion 
frequency could be maintained, and trough levels started to move 
from 1% to between 3% and 5%. Clinical trials are progressing for 
improved EHL FVIII, such as BIVV-001 where coupling of FVIII to 
both the Fc fragment of immunoglobulin and the DD3 fragment of 
von Willebrand factor (VWF) may lead to significant prolongation of 
half-life to ~33 hours.14 

Non-replacement therapies (NRTs) have also emerged, including 
emicizumab, a bispecific antibody which mimics the action 
of FVIII. Licensed in 2019 by the European Medicines Agency 
(EMA), emicizumab may be used for prophylaxis in PwH with and 
without inhibitors providing a level of protection akin to FVIII trough 
levels of 10%-15%.15,16  In clinical trials, emicizumab significantly 
lowered annual bleed rate (ABR) and significantly increased 
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the percentage of PwH with zero ABRs. Subcutaneous delivery 
significantly reduces treatment burden for those with poor venous 
access, needle phobia or children. Bypassing agents for those 
with inhibitors and FVIII CFCs for those with haemophilia A are still 
required for bleeding episodes. Innovative re-examination of the 
coagulation cascade has led to development of NRTs that, instead 
of replacing missing factor, reduce the effectiveness of natural 
anti-coagulants within the cascade. Fitusiran, an antithrombin 
inhibitor, and several anti-Tissue Pathway Factor Inhibitor (TFPI) 
antibodies are in clinical trials. These products can theoretically 
be used subcutaneously for either haemophilia A or B, with or 
without inhibitors, and may also have some utility in rarer bleeding 
disorders. None of these rebalancing agents are currently licensed, 
and development of 2 of the 4 anti-TFPI agents has been halted 
due to reports of unexpected thrombosis. Improved understanding 
of the complex coagulation cascade will be useful in addressing 
future issues.

Gene therapy (GT) clinical trials are demonstrating exciting 
potential. The first patient dosed in the longest running FIX trial 
has now passed the 8-year mark with steady levels of factor 
expression.17 Many clinical trials for FVIII and FIX GT are now 
underway with 8 phase 3 trials for FVIII and 6 phase 3 trials for 
FIX. Several have been prioritized by the FDA and the EMA.18 The 
first FVIII GT is expected to be licensed later this year, and the first 
FIX GT to follow in late 2021. GT offers the prospect of changing 
severe haemophilia into mild haemophilia or even normal, offering 
the prospect of a phenotypic or functional cure. Collection 
of outcomes data is vital to demonstrating the impact of new 
therapies and promoting continued investment in haemophilia. 
Haemophilia-focused outcome tools have also been developed 
by patient leaders (eg, Patient Reported Outcome Burden and 
Experience [PROBE] survey tool) and produced unique disease-
specific insights and evidence.19

2.5.2 |  Constructive engagement and 
principles of haemophilia care

EDQM-organized meetings in 2013, 2016 and 2019, along with 
EHC-implemented surveys of progress in each preceding year, 
have led to implementation of recommendations that provide 
benchmarks against which haemophilia care can be measured.20–22 
Utility of these recommendations was strengthened by their 
acceptance by the Committee of Ministers on two occasions in 
resolutions: Resolution CM/Res (2015) 323Resolution CM/Res 
(2017) 43.24 Consequently, national haemophilia societies have 
been equipped with powerful and effective tools for clinicians and 
patient organizations, both jointly and separately, to advocate for 
recommended treatment and care, as well as incremental progress 
towards their achievement. For example, based on clinical 
evidence and changes to recommended treatment regimens, 
EDQM recommended an increased minimum per capita FVIII use 
in 2009 from 1 to 2 IU, in 2013 to 3 IU and in 2016 to 4 IU. For FIX, 
no minimum use was recommended until 2016 (0.5 IU per capita). 
No increase in minimum use for FVIII or FIX was recommended 
in 2019, as availability of EHL FVIII and FIX CFCs rendered the 
concept meaningless in the absence of a system for comparing 
standard and EHL units. In 2019, the recommended minimum 
trough level for prophylaxis also increased from 1%, which 
historically reduced ABR and delayed but did not prevent joint 
damage, to 3%-5%, a level expected to offer greater protection 
to joints. Combined with a recommendation of prophylaxis for all 
severe PwH, real clinical improvement became possible.25 

Recommendations on the organization of European haemophilia 
care have included strengthening and harmonizing existing 
national registries by pooling and comprehensively evaluating 
data to properly assess the medium- and long-term beneficial 
effects of new therapies. EDQM has also recognized that PwH, 

particularly those using non-replacement therapies and GT, should 
be supervised by CCCs (eg certified European Haemophilia 
Comprehensive Care Centres [EHCCC]). This echoes an earlier joint 
recommendation by EAHAD and EHC and gives recognition to the 
informal system of certification of centres (eg EHCCC or European 
Haemophilia Treatment Centres [EHTC]), which has been in place 
since 2015 with active oversight from EUHANET, EAHAD and EHC. 

Other important EDQM recommendations have included the 
establishment of a formal body for haemophilia in each country 
(2013), prioritized access to HCV treatment (2016), collection of 
outcomes data (2016), and national or regional tender boards 
which include both haemophilia clinicians and patient organization 
representatives for haemophilia medicines. National Haemophilia 
Councils or committees, now established in many European 
countries, provide a forum where doctors, patient advocates, 
and healthcare officials, together with payers, collaborate on 
haemophilia policy at a national level, thereby agreeing to a clear 
and united approach towards interactions with governments and 
officials.26

2.5.3 |  Procurement, tenders and access to 
treatment

In this era of unprecedented innovation, economics will play 
a critical role. The recommendation for national or regional 
procurement of relatively expensive, complex medicines for 
haemophilia should consider that products are not interchangeable, 
and decisions should be informed by safety, efficacy and 
expertise—which may not be readily available to many hospitals or 
insurance companies in small fragmented procurement systems.27 

European Haemophilia Consortium data have demonstrated 
beneficial economic impacts of national tender or procurement 
systems in which patients and doctors are involved, significantly 
lowering costs, improving scientific and clinical assessment of 
product options, avoiding the potential for divisive, suboptimal 
decisions and obtaining economy of scale in purchasing larger, 
country-wide quantities for extended durations.28 For example, 
in Ireland, per capita use of FVIII increased threefold in the past 
16 years, and, by 2019, only EHL formulations of FVIII and FIX 
were used, despite a national budget which had not significantly 
increased in the past 17 years. This was achieved due to an 
effective national approach to tenders which formally includes 
clinicians, patient leaders and payers.29 

Data collected by EHC from 2009 to 2016 demonstrated a 
trend of increased access to CFCs in many Western and central 
European countries.30-32 During that time, access to treatment 
increased significantly, sometimes linked to increased home 
treatment, prophylaxis for adults, and availability of immune 
tolerance therapy. In a group of mostly Eastern European countries, 
economies grew but without a parallel improvement in access to 
treatment and use of replacement therapy remained stubbornly 
below EDQM recommendations. In total, fourteen countries were 
below the minimum standard of care, not meeting some or all 
of the following criteria: minimum FVIII use of 4 IU per capita, 
minimum FIX use of 0.5 IU per capita, access to prophylaxis for all 
children with severe haemophilia, and establishment of a national 
or regional tender or procurement board including doctors and 
patient organization leaders. These criteria were used to create 
the EHC PARTNERS (Procurement of Affordable Replacement 
Therapy Network of European Relevant Stakeholders) programme 
to encourage sustainable access to replacement therapies through 
purchasing on a multi-year national basis while not negatively 
impacting the national budget. The programme has led to a 
significant improvement in access to treatment. 

Innovation is happening at a rapid pace in haemophiliaa. 
Affordability may be the main barrier to access. In an EHC survey 
of tender systems in Europe in 2015, there was a fourfold difference 
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in cost per unit of rCFC and a sevenfold difference for plasma- 
derived CFCs, neither relating to a country’s wealth. Instead, 
countries with the most organized and effective purchasing 
systems often paid a lower unit cost.28 Cost of such therapies 
will depend on several factors, including the economic size 
of a country and its healthcare budget, purchasing systems, 
reference pricing between countries, and option for economy 
of scale through multi-year commitments. Cost also depends 
on competition where competitive tendering including several 
products has a distinct advantage. Some emerging economies 
in Europe who currently purchase small volumes of CFCs pay 
higher prices because very few products are licensed nationally. 
Additional costs may include high mark up by distributors, 
handling fees or taxes such as value- added tax. 

Inefficient procurement systems are exemplified in Romania 
whose low utilization of FVIII and FIX is a consequence of 33 
separate tenders resulting in multiple low volume purchases 
at higher unit costs. The knowledge and expertise needed to 
optimally assess each product are diluted among many ineffective 
tender systems. Until such systematic problems are addressed, 
existing disparities will continue to be exacerbated with the 
availability of new therapies, which should instead provide impetus 
to procure therapies in a more effective manner. 

Novel therapies also will require novel access strategies. 
Decision-making between standard half-life (SHL) and EHL CFCs, 
NRTs and GT will necessitate new pricing and reimbursement 
models based on compared annual costs per patient. SHL and 
EHL CFCs can be compared within the same tender process using 
correction factors to calculate the number of required units of 
each product. NRTs can be included in this calculation to compare 
cost of prophylaxis, based on estimates from clinical trial and 
real- world data but would need to consider CFC use for treatment 
of breakthrough bleeds. Other approaches could include cost 
per patient for prophylaxis per year, cost to treat to a defined ABR 
or defined trough level, or a subscription model where as much 
product as required up to a reasonable ceiling can be consumed 
for a fixed annual cost.

2.6 |  2020s and beyond: A future of 
promise fulfilled?

The level of innovation we are now seeing in haemophilia is 
unprecedented. The limiting factor may be access. In most 
European countries, particularly those with national healthcare 
systems, the relatively high cost of paying for GT on a one-off 
basis may be prohibitive, even if the proposed payment assessed 
by health technology assessments is found to be cost-effective. In 
this scenario, reimbursement may be refused or a small number of 
PwH may be eligible for treatment, resulting in ethical challenges 
for clinicians, patient organization and payers. The most practical 
system may be an agreed annual payment for a predefined 
timeframe based on a given range of factor expression, with 
payment linked to factor expression levels or decrease in CFC use. 
Variations could include a larger initial payment followed by smaller 
annual payment, or open-ended payments for longer durations. 
There is considerable divergence of opinion on the number of 
eligible PwH in Europe for GT who will be treated in the next 5-10 
years.33 Estimates have ranged from 10% to up to 50% of PwH. 
When licensed, GT will almost certainly be limited initially to adults 
with severe haemophilia and will exclude those with inhibitors. 
Mechanisms allowing for an annual payment for a single treatment 
may have to be added in many countries. 

In the future, the importance of HTCs and CCCs will be 
greater than ever. The 20-year trend of combining treatment of 
haemophilia and thrombosis patients in the same centre has 
growing relevance with ageing PwH and potential for thrombotic 
events from raised factor levels with constant expression. 

Assessment of activity, optimized laboratory assays, interpretation 
of results and management of new therapies are best undertaken 
by such centres. As GTs become licensed, some centres may 
become GT delivery centres, while routine follow-up can take place 
in others. The current informal system of certification may develop 
into a more formal accreditation system. Peer-reviewed audits may 
become more established in many countries, and a pilot audit 
programme for centres is underway from EAHAD. Development of 
new therapies, along with changes in clinical practice wrought by 
the current Covid-19 pandemic will accelerate the move towards 
telemedicine and development of patient portals. Innovative use 
of technology will form part of the solution to the requirement for 
increased levels of patient and parent education on the changing 
therapeutic environment. People with severe haemophilia who 
have higher trough levels or expression in the mild/normal range 
will want to limit visit frequency, yet long-term follow-up for GT and 
other therapies will remain vital. Centres will have to adapt their 
practice to these new realities. 

There is a growing perception that haemophilia is solved, and 
doctors may be unmotivated to work in this area. We must engage 
medical students via lectures on haemophilia and thrombosis and 
undergraduate placement opportunities at HTCs to increase their 
level of interest before they choose alternative career pathways. 
Technology will improve monitoring of outcomes data. Wearable 
devices, artificial intelligence, and predictive treatment algorithms 
will all play important roles. Most of the innovation is directed at 
those with severe haemophilia. We must redouble our efforts to 
provide treatment, services and support to the underserved in our 
community— those with von Willebrands, rare bleeding disorders, 
women and those with mild haemophilia. In Eastern Europe, the 
same progress has not generally been made but progress in the 
west can provide a road map for acceleration in treatment and 
care hopefully in a shorter time span. 

3 | CONCLUSION
The future for haemophilia in Europe is exciting. It is important 
that we take full advantage of the coming wave of innovation. 
Progress in Western Europe must be matched by greater access 
to treatment and care in central and eastern European countries. 
EHC and EAHAD must continue their effective collaboration 
and joint initiatives. We must ensure that the next decade 
results in increased access for more people, that care is truly 
comprehensive for all with bleeding disorders and that those who 
are currently underserved in our community are fully integrated into 
services and support. This can be a golden age for haemophilia 
treatment, but only if the promise is matched by a golden age of 
access to treatments.34
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1  O2 million investment in the National Irish 
COVID-19 Biobank (NICB) will advance high 
impact research into COVID-19 and inform 
future biobanking initiatives in other important 
health areas. 

Health Research Board July 2021

The NICB is an essential new component of Ireland’s response to 
COVID-19, in which the Health Research Board (HRB) has been playing 
a key role since the onset of the pandemic in 2020. Supported by the 
HRB at the request of the Department of Health, the NICB will ensure 
that COVID-19 samples and associated clinical data are collected in a 
coordinated and harmonised manner, and that researchers can access 
this material using a mechanism that complies with safety, quality, and 
other international best practices and standards. This will allow more 
opportunity for research and innovation to increase our understanding of 
COVID-19, inform new treatment and management strategies, improve 
health outcomes, and better prepare us for future emergencies.

The NICB has dual objectives of integrating future collection of COVID-19 
samples/data and making them accessible for research, and maximising 
the integration of existing collections of COVID-19 samples/data. All 
samples and associated data within the NICB will be consented for 
research. It will be overseen by an appropriate Governance Board, and 
decisions taken on access will be published online to ensure transparency. 
Crucially, the NICB aims to strike the balance between research with the 
potential to improve the health of many, while protecting the rights, dignity 
and agency of individual research participants, as well as building and 
maintaining public trust.

Welcoming the announcement, Minister for Health Stephen Donnelly TD 
said:

“The Government’s Resilience and Recovery 2020-2021 Plan for Living 
with COVID-19 firmly acknowledges that coordinated research and 
innovation, both nationally and internationally, is critical to the response 
to the COVID-19 pandemic and future threats. Indeed, it specifically 
highlights the need for ‘infrastructure to support biorepository studies’, 
as this is key for research that translates into better patient care and 
outcomes, as well as population health strategies.”

The NICB team involves a collaboration across six academic 
institutions and 13 hospitals (Mater Misericordiae University Hospital, 
National Maternity Hospital Holles Street, St Vincent's University 
Hospital, Wexford General Hospital, Coombe Women's University 
Hospital, St James' Hospital, Tallaght University Hospital, Beaumont 
Hospital, Cork University Hospital, Galway University Hospital, Sligo 
University Hospital, University Hospital Limerick, and Children's Health 
Ireland), spanning adult, paediatric, maternity and community clinical 
services. It will be maintained by University College Dublin (UCD) and 
Trinity College Dublin (TCD) on behalf of a national consortium of partners, 
and led by joint Principal Investigators Professor Colm Bergin (Consultant 
Physician in Infectious Diseases at St James's Hospital) and Professor 
Paddy Mallon (Consultant Physician in Infectious Diseases at St. Vincent’s 
University Hospital).

2  Oral immunotherapy for peanut allergy:  
The pro argument.

In the United States, it is estimated that 8% of children and 10.8% of 
adults have food allergies. The first drug for peanut allergy, Palforzia, was 
approved by the US Food and Drug Administration (FDA) in January 2020. 
Avoidance can be challenging, and it is estimated that approximately 
40% of patients with food allergies report at least one food allergy-related 
emergency department in their lifetime. Oral immunotherapy (OIT) has 
been the best researched therapeutic approach for treating FA over the 
last decade, with clinical trials investigating its efficacy, safety, and ability 
to improve participants' quality of life (QoL). A number of studies and 
meta-analyses have shown that OIT treatment is effective in raising the 
threshold of reactivity to peanuts and other foods in addition to producing 
a measurable serum immune response to such therapy. As a first step in 
therapeutic options to protect from reactions to unintentional ingestion 

of allergenic foods, and importantly, to address the many psychosocial 
aspects of living with FA, OIT shows promise. 

World Allergy Organ J . 2020 Sep 18;13(8):100455. PMID: 
33005286

3  How Well Do Laboratories Adhere to 
Recommended Guidelines for Cardiac Biomarkers 
Management in Europe? The CArdiac MARker 
Guideline Uptake in Europe (CAMARGUE) Study of 
the European Federation of Laboratory Medicine 
Task Group on Cardiac Markers

An email link to a web-based questionnaire of 30 multiple-choice questions 
was distributed via the professional societies in Europe.

374 questionnaires were returned from 39 countries, the majority of 
which were in northern Europe with a response rate of 8.2%–42.0%. The 
majority of the respondents were from hospitals with proportionately more 
responses from central hospitals than district hospitals. Cardiac troponin 
was the preferred cardiac biomarker, evenly split between cardiac troponin 
T (cTnT) and cardiac troponin I (cTnI). Aspartate transaminase and lactate 
dehydrogenase are no longer offered as cardiac biomarkers. Creatine 
kinase, creatine kinase MB isoenzyme, and myoglobin continue to be 
offered as part of the cardiac biomarker profile in approximately on 50% of 
respondents. There is widespread utilization of high sensitivity (hs) troponin 
assays. The majority of cTnT users measure hs-cTnT. 29.5% of laboratories 
measure cTnI by a non-hs method but there has been substantial 
conversion to hs-cTnI. The majority of respondents used ng/L and use 
the 99th percentile as the upper reference limit (71.9% of respondents). A 
range of diagnostic protocols are in use.

Clinical Chemistry, Volume 67, Issue 8, August 2021, Pages 
1144–1152

4  Microsatellite instability evaluation:  
which test to use for endometrial cancer?

Analysis of microsatellite instability (MSI) is strongly recommended 
in endometrial cancer (EC) and colorectal cancer to screen for Lynch 
syndrome, to predict prognosis and to determine optimal treatment and 
follow-up. In a large monoinstitutional series of ECs, they evaluated the 
reliability and accuracy of Idylla assay, a rapid, fully automated system 
to detect MSI, and compared its performance with two routine reference 
methods.

They evaluated MSI status in 174 formalin-fixed, paraffin-embedded EC 
tissue samples using immunohistochemistry (IHC) for mismatch repair 
(MMR) proteins and Idylla assay. Samples with discordant or equivocal 
results were analysed with a third technique, the Promega MSI kit.

The Idylla MSI assay and IHC were highly concordant (overall agreement: 
154/170=90.59%, 95% CI 85.26% to 94.12%). However, in four samples, 
MMR-IHC staining was equivocal; moreover, 16 cases showed discordant 
results, that is, MMR deficient using IHC and microsatellite stable using 
Idylla. These 20 samples were reanalysed using the MSI-Promega kit, 
which showed the same results of Idylla assay in 18/20 cases (overall 
agreement: 90%, 95% CI 69.90% to 97.21%).

The results suggest that IHC is an efficient method to determine MMR 
status in ECs. However, the Idylla MSI assay is a rapid and reliable tool 
to define MSI status, and it could represent a valuable alternative to 
conventional MSI-PCR methods.

J Clin Pathol  2021 Jul 26; jclinpath-2021-207723. PMID: 34312297

5  Optical mesoscopy, machine learning,  
and computational microscopy enable high 
information content diagnostic imaging of  
blood films

Automated image-based assessment of blood films has tremendous 
potential to support clinical haematology within overstretched healthcare 
systems. This study investigated three state-of-the-art approaches to 
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microscopic imaging of blood films which leverage recent advances 
in optical and computational imaging and analysis to increase the 
information capture capacity of the optical microscope: optical 
mesoscopy, which uses a giant microscope objective (Mesolens) 
to enable high-resolution imaging at low magnification; Fourier 
ptychographic microscopy, a computational imaging method which 
relies on oblique illumination with a series of LEDs to capture high-
resolution information; and deep neural networks which can be trained 
to increase the quality of low magnification, low resolution images

This study compared and contrast the performance of these techniques 
for blood film imaging for the exemplar case of Giemsa-stained 
peripheral blood smears. Using computational image analysis 
and shape-based object classification, this study demonstrates 
their use for automated analysis of red blood cell morphology 
and visualization and detection of small blood-borne parasites 
such as the malarial parasite Plasmodium falciparum. The results 
demonstrate that these new methods greatly increase the information 
capturing capacity of the light microscope, with transformative potential 
for haematology and more generally across digital pathology. 

J Pathology September 2021 vol 255: 62-71. [FREE Article]

6  A decade of change: Trends in the practice of 
cytopathology at a tertiary care cancer centre 
(Houston, Texas). 

This study evaluated the changing trends in cytopathological practice 
at our institution over the past decade. This study performed a 
retrospective review of our institutional database for cytopathology 
cases from calendar years 2009 (n = 28038) and 2019 (n = 31386) to 
evaluate the changing trends in practice.

The overall number of exfoliative cases decreased 10% over the past 
decade, primarily due to a 64% decrease in gynaecological Pap testing. 
However, the volume of serous body cavity and cerebrospinal fluids 
increased 125% and 44%, respectively. The overall volume of fine 
needle aspiration (FNA) cases increased 38% from 2009 to 2019. 
The number of FNA cases increased across most body sites, driven 
primarily by a 180% increase in endobronchial ultrasound-guided 
transbronchial needle aspiration cases. In contrast, breast FNA volume 
decreased 43%. Ancillary studies increased substantially over 
the past decade, including immunostains (476%) and molecular 
testing (250%). The trends in their cytopathological practice showed 
an increased volume of cases, especially in non-gynaecological 
specimens. As expected, the number of FNA cases used for 
immunostains and molecular testing increased substantially, indicating 
an upward trend in ancillary studies in cytopathological practice.

Cytopathology 2021 Vol 32 (5) : 604-610. PMID: 33792972.

7  Impact of different SARS-COV-2 assays on 
laboratory turnaround time

In this FREE article by Marquis et al. The authors aimed to describe the 
impact of various SARS-CoV-2 assays on the TAT at the beginning of 
the outbreak

 In the laboratory, SARS-CoV-2 assays were initially implemented 
on their custom platform using a previously published method. The 
commercial cobas 6800 (Roche diagnostics) assay and the GeneXpert 
Xpress (Cepheid) SARS-CoV-2 assay were implemented on 24 March 
and 8 April 2020, respectively, as soon as available. In this study, they 
retrospectively analysed the TAT of all SARS-CoV-2 assays performed 
in our centre between 24 February and 9 June, 2020.They retrieved 33 
900 analyses, with a median TAT of 6.25 h. TATs were highest (6.9 h) 
when only the custom platform was used (24 February to 24 March, 
2020). This reduced to 6.1 h when the cobas system was introduced 
(24 March to 8 April, 2020). The implementation of the GeneXpert 
further reduced the median TAT to 4.8 h (8 April to 9 June, 2020). The 
GeneXpert system had the shortest median TAT (1.9 h), followed 
by the cobas (5.5 h) and by our custom platform (6.9 h).This work 
showed that the combination of high-throughput systems and rapid 
tests allows the efficient processing of a large number of tests with a 

short TAT. In addition, the use of a custom platform allowed the quick 
implementation of an in-house test when commercial assays were not 
yet available.

J Med Microbiol. 2021 May; 70(5):001280. PMID: 33956591 

8  Autocorrect errors in Excel still creating 
genomics headache

Embarrassing autocorrect mistakes are common fodder for Internet 
listicles and Twitter threads. But they are also the bane of geneticists 
using spreadsheet programmes such as Microsoft Excel. Five years 
after a study showed that  autocorrect problems were widespread, 
the academic literature is still littered with error-riddled spreadsheets, 
according to an analysis of published gene lists. And the problem may 
be even worse than previously realised.

The long-standing issue often occurs when the abbreviated form of a 
gene’s name — known as a gene symbol — is incorrectly recognised 
as a date and autocorrected as such by Excel or Google Sheets. For 
example, SEPT4 (septin 4) and MARCH1 (membrane associated ring-
CH-type finger 1) will be automatically changed to 4-Sep and 1-Mar.

Nature Genetics News August 2021  

9  COVID-19 vaccine-associated immune 
thrombosis and thrombocytopenia 
(VITT): Diagnostic and therapeutic 
recommendations for a new syndrome.

This article is available FREE through PubMed.

Very rare cases of thrombosis associated with thrombocytopenia 
have occurred following vaccination with AstraZeneca COVID-19 
vaccine. The aim of this concise review is to summarise the current 
knowledge on the epidemiologic and pathogenic mechanisms of 
this syndrome named vaccine-associated immune thrombosis and 
thrombocytopenia (VITT). A practical patient management section 
will also be dealt with using information available from national and 
international scientific societies as well as expert panels. A literature 
search on the VITT syndrome was carried out in PubMed using 
appropriate MeSH headings. Overall, 40 VITT cases have been 
reported. Continuous pharmacovigilance monitoring is needed to 
collect more data on the real incidence and the pathogenesis of 
VITT syndrome. Such information will also help us to optimise the 
management this rare but often clinically severe thrombotic condition 
associated with COVID-19 vaccination

Eur J Haematol. 2021 Aug;107(2):173-180. PMID: 33987882 
[FREE ARTICLE]
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10  Persistent Endotheliopathy in the 
Pathogenesis of Long COVID Syndrome.

This study was a joint collaboration between RCSI, St James’s hospital 
(National Coagulation Centre, Mary Byrne) and multiple international 
research partners.

“Autopsy studies have highlighted the key roles played by pulmonary 
endotheliopathy and microvascular immunothrombosis in acute 
COVID-19. We hypothesized that endothelial cell activation may be 
sustained in convalescent COVID-19 patients and contribute to Long 
COVID pathogenesis."   

Fifty patients were reviewed at a median of 68 days following SARS-
CoV-2 infection. In addition to clinical workup, acute phase markers, 
EC activation and NETosis parameters and thrombin generation were 
assessed.

Thrombin generation assays revealed significantly shorter lag times 
(p<0.0001, 95% CI -2.57- -1.02min), increased endogenous thrombin 
potential (ETP) (p=0.04, 95% CI 15-416nM/min) and peak thrombin 
(p<0.0001, 95% CI 39-93nM) in convalescent COVID-19 patients. These 
pro-thrombotic changes were independent of ongoing acute phase 
response or active NETosis. Importantly, EC biomarkers including 
VWF:Ag, VWF propeptide (VWFpp) and Factor VIII (FVIII:C) were 
significantly elevated in convalescent COVID-19 compared to 
controls (p=0.004, 95% CI 0.09-0.57IU/ml; p=0.009, 95% CI 0.06-0.5IU/
ml; p=0.04, 95% CI 0.03-0.44IU/ml, respectively). In addition, plasma 
soluble thrombomodulin (sTM) levels were significantly elevated in 
convalescent COVID-19 (p=0.02, 95% CI 0.01-2.7ng/ml). Sustained 
endotheliopathy was more frequent in older, comorbid patients and 
those requiring hospitalisation. Finally, both plasma VWF:Ag and VWFpp 
levels correlated inversely with 6-minute walk tests. Collectively, the 
findings demonstrate that sustained endotheliopathy is common in 
convalescent COVID-19 and raise the intriguing possibility that this 
may contribute to Long COVID pathogenesis.

J Thrombosis Haemostasis . 2021 Aug 10. PMID: 34375505

11  CD8+ T cells contribute to survival in patients 
with Covid-19 and hematologic cancer 

This is an important study (USA) of the immune response in Covid-19 
patients and may lead to more tests for the immunology laboratory:

“Patients with cancer have high mortality from coronavirus disease 2019 
(COVID-19), and the immune parameters that dictate clinical outcomes 
remain unknown. In a cohort of 100 patients with cancer who were 
hospitalized for COVID-19, patients with hematologic cancer had higher 
mortality relative to patients with solid cancer. In two additional cohorts, 
flow cytometric and serologic analyses demonstrated that patients with 
solid cancer and patients without cancer had a similar immune phenotype 
during acute COVID-19, whereas patients with hematologic cancer had 
impairment of B cells and severe acute respiratory syndrome coronavirus 
2 (SARS-CoV-2)-specific antibody responses. Despite the impaired 
humoral immunity and high mortality in patients with hematologic 
cancer who also have COVID-19, those with a greater number of 
CD8 T cells had improved survival, including those treated with anti-
CD20 therapy. Furthermore, 77% of patients with hematologic cancer 
had detectable SARS-CoV-2-specific T cell responses. Thus, CD8 T 
cells might influence recovery from COVID-19 when humoral immunity 
is deficient. These observations suggest that CD8 T cell responses to 
vaccination might provide protection in patients with hematologic cancer 
even in the setting of limited humoral responses”.

Nature Medicine. 2021 Jul;27(7):1280-1289. PMID: 34017137

12  Impact of COVID-19 and lockdown on  
blood transfusion.

This study performed analyses of blood transfusion in a tertiary hospital 
(France) and blood collection in the referring blood bank between 
February 24 and May 31, 2020. The study found that withdrawal 
of elective surgery and non-urgent care and admission of 2291 

COVID-19 patients reduced global activity by 33% but transfusion 
by 17% only. Only 237 (10.3) % of COVID-19 patients required blood 
transfusion, including 45 (2.0%) with acute bleeding. Lockdown and 
cancellation of mobile collection resulted in an 11% reduction in blood 
donation compared to 2019. The ratio of reduction in blood transfusion to 
blood donation remained positive and stocks were slightly enhanced.

The study concluded that “Lockdown results in a decrease of blood 
donation by cancellation of mobile donation but with little impact on a 
short period by mobilisation of usual donors. No mismatch between 
demand and donation was evidenced and no planned restriction to blood 
transfusion was necessary”.

Transfusion. 2021 Aug;61(8):2327-2335. PMID: 34255374

13  Hepatitis B in blood donors in England 
2009-2018; is an occult Hep B infection 
a risk for blood safety?

This study analysed markers of HBV infections in blood donors in England 
between 2009 and 2018 and used these to estimate the likelihood of non-
detection of occult HBV infection (OBI).

Six-hundred and fifty-five HBV-infected blood donors were identified in 
England during the 10-year period; 598 chronic, 32 acute, and 25 occult 
HBV infections. However, most donors with chronic and occult infections 
were born in Eastern Europe, Africa, or Asia (451/544, 83% and 14/24, 
58%); acute infections were largely seen in UK-born donors (19/28, 68%). 
Genotyping of 266 HBV-positive samples revealed five genotypes (A–E), 
reflecting ethnicity and country of birth. Most OBIs were identified in 
repeat donors (19/25); lookback data identified a transmission rate 
of 8.3%. It is estimated that at least 13 potentially infectious donations 
from donors with OBI remain undetected annually, equating to an overall 
residual transmission risk of 3.1 per million donations using our current 
screening strategy of HBsAg screening with HBV nucleic acid testing 
(NAT) in pools of 24.

Transfusion 2021 Aug;61(8):2402-2413 PMID: 34114670

14  The microbiome of the Nasopharynx

In this review the University of Ulster authors Matthew Flynn and James 
Dooley discuss the  nasopharyngeal microbiome and state that: “It is a 
dynamic microbial interface of the aerodigestive tract, and a diagnostic 
window in the fight against respiratory infections and antimicrobial 
resistance. As its constituent bacteria, viruses and mycobacteria become 
better understood and sampling accuracy improves, diagnostics of 
the nasopharynx could guide more personalized care of infections of 
surrounding areas including the lungs, ears and sinuses". This review 
summarised the current literature from a clinical perspective and 
highlighted growing importance in diagnostics and infectious disease 
management. 

 J Medical Microbiology . 2021 Jun;70(6). PMID: 34165422

15  Deep learning of HIV field-based  
rapid tests 

This study was based on HIV tests in rural South Africa. “Using newly 
developed image capture protocols with the Samsung SM-P585 
tablet, 60 fieldworkers routinely collected images of HIV lateral flow 
tests. From a library of 11,374 images, deep learning algorithms were 
trained to classify tests as positive or negative. A pilot field study of the 
algorithms deployed as a mobile application demonstrated high levels 
of sensitivity (97.8%) and specificity (100%) compared with traditional 
visual interpretation by humans - experienced nurses and newly trained 
community health worker staff - and reduced the number of false positives 
and false negatives. These novel diagnostics have the potential to provide 
a platform for workforce training, quality assurance, decision support 
and mobile connectivity to inform disease control strategies, strengthen 
healthcare system efficiency and improve patient outcomes and outbreak 
management in emerging infections”.

Nature Medicine . 2021 Jul;27(7):1165-1170. PMID: 34140702
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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.
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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


