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editorial

Helen Barry

Stephen Dempsey retired after 46 years in 
the Coombe. He spent many years on Academy 
Council and as treasurer.

The future of medical science is secure 
when I see the very high calibre of students. 
Clíona O’Shea won the President’s Prize for her 
undergraduate project. Her CV is extraordinary for 
any scientist, let alone an early career scientist. All 
six student’s competing for the President’s Prize 
were outstanding.  I have attended a number 
of very high-quality scientific events recently, 
organised by the UCC Biomed Society – amazing 
professionalism. The post grad course for those 
with level 8 degrees in healthcare or biological 
sciences began in TU Dublin in January. There 
was great interest in it and TU Dublin will continue 
with this in the coming years. This will help with 
recruitment. 

Although we had to postpone BioMedica2020, 
twice. We held a virtual version at the beginning 
of December. This was a great success. We 
were delighted that Dr Mike Ryan gave a keynote 
address. He also sent a message to medical 
scientists and biomedical scientists across the 
globe for International Biomedical Science Day. 
This is available on the Academy Website. 
We welcome letters to the editor. Please feel free 
to share your thoughts. 

Helen Barry, CEO

scientists. None more so than Mary Kelleher, 
surveillance scientist. Mary was outstanding 
in her role. She retired recently. Mary used 
the laboratory data to produce information. 
Information that was conveyed in a simple 
format that was easily understood. She will be 
greatly missed not just in St James’s but among 
her surveillance science colleagues. Some of 
them pay tribute to her. 

A major milestone for medical scientists was 
reached on March 31st. “Medical Science” is 
now a State Regulated Profession and “Medical 
Scientist” a protected title. As can be seen 
from some of the documents reproduced on 
page 35, this has been a long journey. First 
recommended to the Department of Health 
almost 60 years ago. The two-year transition 
period for medical scientists concluded on 
March 31st. According to Coru, to date over 
2,500 have applied to the Medical Scientists 
Registration Board for Registration. The 
Academy will continue to work with members 
who require assistance with documentation. 
State registration and Coru are there to protect 
the patient. The Academy is there to protect the 
medical scientist. Now that medical scientists 
are registered, they will have to meet the Coru 
CPD requirements and will be audited. The 
Academy through it’s CPD Officers and Advisory 
Bodies, provides CPD. The Academy has 
developed a portfolio of Webinars across all 
disciplines over the past year. They are available 
to members to review and complete a reflective 
piece on new learning. Cathal Farrell introduces 
bioethics for medical scientists on page 12.

I was delighted to interview Brian O’Mahony 
recently. I have known Brian for many years. 
Back in the day we were both Health and Safety 
Representatives in our respective hospitals, 
Brian in Crumlin, me in St Vincent’s. We liaised 
regularly and he was always a great support. 
He has an incredible CV and has really made 
an extraordinary contribution to haemophilia 
treatment, care, research and crucially to 
government redress for those effected by 
contaminated blood products and contributed 
to legislation that protected those patients.

The Academy building was recently added to 
Dublin City Council’s list of protected structures. 
They gave us some very interesting historical 
data on the building and the locale. An historic 
building in an historic quarter.

The Hermitage and Cork University Hospital, 
have shared their SARS-CoV-2 journey. I am 
always delighted to get articles from labs on 
recent developments. I am glad to see some 
labs have benefited from the pandemic in 
managing to get some additional space. It is an 
ill wind! Congratulations to Maria Molloy, who 
will move on to hospital management in GUH. 
Welcome to Deirdre Keating, who joins Council. 
During my time in St James’s, I was privileged 
to have worked with so many amazing medical 
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Dear Editor, 
As this edition of Converse will include news from laboratories around the country, highlighting all of 
the exceptional work this profession has achieved recently, I thought I would just pen this. 
The phrase ‘Never was so much owed by so many to so few’ (Winston Churchill 1940), hailed the 
heroic efforts of approximately 3000 people who significantly contributed to saving a nation. Sound 
familiar? Reflecting on the last 12-13 months, Medical Scientists and their Laboratory colleagues are 
this generations ‘Few’. 
While the media has quite rightly focused on ‘Covid’ testing and our wonderful Microbiology/ Virology 
Scientists, little recognition has been granted to other pathology disciplines. Can I say, on behalf of a 
population –Thank You! 
This ‘war’ has touched us all, some more than others, but we get on with it, because we are 
Scientists. Generally invisible, generically ‘The Lab’, under resourced, underfunded and under paid, 
yet heroes all.
As a profession, we have struggled for years, for recognition, for increased career pathways, 
for parity with colleagues, for enough resources to function and importantly to be included in 
discussions on healthcare reform and new initiatives. 
We need change, we need infrastructure, and we need to protect our existing workforce and those 
that will come after us. This ‘war’ (SARS-CoV-2) will pass, (hopefully soon), are we ready for the next 
one, in whatever form presents itself?
All, please look after yourself, spend time with those you love and be proud of what you have done 
these last months, a nation owes you more than a round of applause.
I am proud to be part of this country’s Medical Scientist community.
Sincerely
John Crumlish, Laboratory Manager, Mater Misericordiae University Hospital.
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Dear Medical Scientists

April 2021 – Months wrapping around and a third wave – expected but 
unanticipated and unwanted. For some work has almost been a constant, 
a relief, an opportunity for social interaction. Learning to recognise 
colleagues within and outside the laboratory – masked, fully PPE’d, a smile 
of recognition, collegiality – will it ever end ?? – we’re tired !!  Also loss 
including family bereavements, loss of patients, social interactions and 
home schooling demands…………. 

Now the airways talk of Antigen testing and vaccination. Where are we as 
Medical Scientists? Privileged to have received vaccination as healthcare 
staff however, unrecognised as providers of new PCR rotas almost 24 /7 
Nationwide. Quietly getting on with the job /jobs/analyses 24/7/365 days 
without fail. Again, new reduced rosters/ teams – maintaining functioning 
laboratory services, to the credit of each laboratory discipline, site and 
Medical Scientific staff.

Antigen testing (a panacea !!)  rapid – perhaps for one analysis, simple to 
use, adherence to dispensing of volume/drops of buffer, correct swabbing 
technique, application of designated volume/drops, timing critical and 
a verified method - patient ID, a visual read, paper reporting, quality 
governance, record keeping, lot number and operator traceability, record 
storage, operator training and competence - simple for a Medical Scientist, 
not so simple or understood for a non - scientific operator. 

The Academy Council and subgroups continue to participate and provide 
advice participating on National subgroups of NPHET and HIQA. A large 
number of National documents such as Chronic Disease Management, 
Long Covid etc. are now circulated through the HSCP National Office, 
with Laboratory Diagnostic services often simply noted as “Bloods”. It is 
particularly important that the role and contribution of Medical Scientists 
and laboratory medicine diagnostic services are emphasised and noted 
in these submissions, including the interpretation of any analyses and 
appropriateness of investigations.

The Academy continues to represent you and are currently working to 
support the repatriation of the Cervical Check programme to Ireland 
aligned with the opening of the Laboratory in Q2/2022  at the The Coombe 
Women and Infants University Hospital. We are also engaging with the 
HSE, to review  and optimise opportunities for Medical Scientists and a 
vision for career progression, to both attract and ensure retention of the 
brightest and the best of our Medical Scientist graduates. The mentorship 
pilot is progressing towards implementation.

You all are commended for your commitment and professionalism to 
providing ongoing timely, quality patient focussed care. This has included 
ongoing achievement of INAB accreditation status and CORU registration 
in the midst of a Pandemic. We are looking forward to delivering another 
online conference and continue with CPD events online for all. 

We continue to need your support and engagement to achieve the long 
term goals of adequate and expert staffing for clinical diagnostic services 
with a vision for career progression to Clinical Advisory Consultant Grade 
Medical Scientist.

Message from the President

message from the president
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Few people have been so personally involved in 
medical science advances as an advocate, an 
instigator and a recipient of care and treatment than 

Brian O’Mahony, Medical Scientist and CEO of the Irish 
Haemophilia Society. His story is truly inspiring.

I have known Brian for many years and watched his 
career and his amazing body of work on behalf of people 
with haemophilia with great interest. I was aware of his 
many achievements. However, when we sat down to 
chat recently, over Zoom, I was astounded at the actual 
extent of them all. These range from leading national 
and international organisations, lobbying Government 
for greater access to medicine and care, receiving 
international awards to significantly affecting legislation.  

He got involved with the Irish Haemophilia Society (IHS) 
when his uncle, who was on the board, asked him to join 
“just for a year”. That was 1982. The board needed a 
young person and Brian had “some science knowledge”. 

Brian was very reluctant as he had just finished seven 
years of study (cert, diploma and fellowship exam), had 
also got married and now wanted a little leisure time. He 
agreed to a year but no more than two years. Almost 40 
years later, he remains at the centre of the national and the 
international Haemophilia Societies. 

Very early on, he started to put out some warning signals 
about AIDS, a new disease caused by the HIV virus, and 
first detected in the US: he was of the opinion that it would 
be a major concern if it turned out to be blood borne. He 
raised his concerns about HIV in blood products at a board 
meeting of the IHS in March 1983. He said he was almost 
laughed at, as most did not see this as a risk. As time went 
on, his prescience became apparent as he witnessed 
friends and colleagues becoming affected by AIDS.

He was outraged by “the absolute lack of a Government 
response and their withering contempt for this”. He 
became chairman of the IHS in 1987 and took it on 
himself to resolve this inaction. He said: “we had over 
100 members infected with HIV and this had to be my top 
priority as chairman”. Fortunately for Brian personally, he 
has Factor 9 deficiency. Those with Factor 9 deficiency 
primarily escaped HIV because the ethanol inactivation 
step in the preparation of this factor destroyed the virus. 

Since 1985 when the first person with haemophilia  died 
from HIV, 97% of all deaths were from the treatment of 
haemophilia. In the 1980s there was a lot of ignorance and 
fear around AIDS and “I still remember actually just before 
us going out to the house of one of our members who was 
sick with full blown AIDS and who had young kids and I'm 
talking to him about what to tell the children was wrong with 
him as he couldn't tell him he had HIV; if he told him that, 
they [would] tell the kids in the streets and they would be 
shunned; he decided to tell him he had cancer”.

He says the Government response was appalling, “they 
[Haemophiliacs] were really in bad straits, financially and 
in terms of access to hospitals and access to high protein 
diets, all these things were being recommended but they 
[the Government] knew there was no money for this”. In 
1987, together with Barry Harrington, a board member 
and dentist, he did a full survey of all 103 members of the 
IHS, who had developed AIDS, to determine their needs. 
He produced a booklet for Government outlining these 
needs and proposed that if the Government could not 
provide these things quickly, that they should set up a trust 
fund that would be administered jointly. He admits he was 
naïve. “I sent this in, it was a very decent and well-argued 
document and it was totally ignored. I think we got the 
standard acknowledgement - your letter has been received 
and will receive attention in due course”.

Five months later, when they still had heard nothing “we 
decided we would have to do something we had never 

Brian O’Mahony,
 an inspiring Medical Scientist

“I have severe Haemophilia B and have devoted much of my time since 1982 
to working with Governments, clinicians and national and regional haemophilia 

patient organisations to improve haemophilia care in Ireland and internationally”.
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done before and that was to campaign on this politically 
and in the media. That campaign was very effective and 
we learnt as we went along. I was learning how to lobby 
TDs and senators and do press conferences and this was 
brand new to us.”

The campaign gained a lot of traction. So much so, that 
it was put to a vote in the Dáil in April 1989 Brian spent the 
week leading up to the vote lobbying TDs and Senators 
and he was “led to believe there would be a compromise”. 
He could accept that but realised “they were very hard 
headed, the Government, and would not move one iota, 
there was no scintilla of compromise”. This was a minority 
Fianna Fáil Government, led by Charlie Haughey and Brian 
says “even some of the opposition were puzzled that there 
was no compromise from the Government”. The night of 
the vote, he says “Charlie Haughey, who had arrived back 
from Japan obviously jet lagged, threw a hissy fit and said 
basically that if the Government was defeated on this, as 
it was a financial issue, he would go to the country.”  The 
vote was lost;  they duly went to the country and lost seats 
in the ensuing election. Fianna Fáil then went into power 
with the Progressive Democrats (PDs). 

Causing a general election put haemophilia firmly on the 
political agenda. Fortunately, the PD’s election manifesto 
as well as the Fine Gael and Labour manifestos included 
the provision of a trust fund. This ‘fire brigade funding’ was 
two and half times what the society had requested. 

The society also took direct action against the State and 
against the companies who produced the contaminated 
products. However, haemophiliacs were dying at an 
appalling rate, so the society launched a second campaign 
in 1991 to get compensation. That also went all the way 
to the wire. After four or five months, as the campaign 
escalated, Brian was due to appear on  RTÉ Television’s 
Today Tonight programme (forerunner of Prime Time) with 
the then Minister for Health, Rory O’Hanlon. The Minister 
phoned Brian at home an hour before the 9 o’clock News 
and made an offer. The IHS did not accept that offer, but 
this led to further negotiations and, after a few months, 
agreement was reached. This negotiating process 
politicised the society and established haemophilia on the 
political agenda. It also politicised Brian “and showed me 
that if you want to change things you have to figure out 
how change works”.

Brian was elected vice president of the World Federation 
of Haemophilia (WFH) in 1992. Two years later, in 1994, he 
finally left the clinical chemistry laboratory in Our Lady’s 
Children’s Hospital, Crumlin. He lobbied successfully to 
bring the World Federation of Hemophilia International 
Congress to Dublin in 1996, His team organised the 
Congress in Dublin, which had a then record attendance 
of 2300. Brian was elected President of the WFH in 1994 
and served 3 terms until 2010. He also subsequently 
served 2 terms as President of the European Haemophilia 
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Consortium from 2011 to 2019.
Brian says that the busiest time in terms of juggling 

workload would have been between 1998 and 2002 when 
he was president of the WFH and Chair of the IHS, which in 
terms of workload were in effect two full time jobs. On top 
of this, he also had to prepare for the Lindsay tribunal (the 
tribunal of enquiry into the infection with HIV and Hepatitis 
C of persons with haemophilia and related matters) which 
entailed a mammoth amount of work revisiting every 
meeting, every piece of paper from the previous 20 years. 
The negotiation around the terms of reference for the 
tribunal, which amounts to one page in the final report, took 
two and a half years. The tribunal itself lasted a further year 
and a half. Brian ruefully admits “it was a crazy time” but 
recognises that it was time well spent. While negotiating 
the terms of reference with the then Minister for Health, 
Brian Cowen, they managed to secure other improvements 
and advances for people with haemophilia. Access to 
recombinant products for everyone with haemophilia, 
was one such achievement. They convinced the minister 
that the tribunal was highly likely to recommend the non-
reliance on blood and blood products where possible. It 
would look good politically to make this available, before 
they were compelled.

Brian had the opportunity to observe the WFH during his 
two years as Vice President and came to the presidency 
with a shopping list of things he intended to do and 
the changes he needed to implement. The maxim he 
has always relied upon, with the European and the 
Irish organisation and brought to his World Federation 
Presidency, is the value of a good strong team. As leader: 
“I made it very clear on day one that I have absolutely no 
problem with dissent, with disagreement, with debates, 
with discussion, but then once you make a decision 
collectively you have to implement that decision.” As 
well as structural changes, Brian set up development 
programmes under the auspices of a network of 23 
International Hemophilia Training Centres. The WFH 
provided training for doctors and other healthcare workers 
at these centres. A Twinning programme was commenced 
between Hemophilia Treatment centres in Developed 
and Developing countries.  The programme initially had 
nine sets of twinned centres. The first integrated country 
development programmes commenced in Chile, Uruguay 
and Morocco.

Brian, formulated the concept for, and initiated in 
2003, a new programme called the Global Alliance for 
Progress (GAP). The programme’s aim was to assist in 
the diagnosis and provision of treatment for 50,000 people 
with haemophilia in 30 countries over the ten years to 2013. 
The objective was sustainable care as part of a National 
programme with Government involvement. Memoranda 
of understanding were signed with Governments in 13 
countries including Georgia, Egypt, Russia, Armenia, 
Azerbaijan, Mexico, Philippines, Jordan, and Thailand. The 
initial GAP was completed at end of 2012 with:

•  diagnosis and access to treatment for 57,781 people 
with haemophilia and related bleeding disorders

•  training of 2,624 health care workers
•  purchase and use of 1.4 billion additional IU of factor 

concentrates in 13 countries

•  broadened base of support for WFH programmes by 
involvement of WHO, industry and foundations in GAP 
programme

The Irish Haemophilia Society has also undertaken 
bilateral twinning programmes, under the auspices of WFH, 
with Greece (2004-2006), Bosnia and Herzegovina (2006-
2009), Vietnam (2010 to 2018) and Jordan (2018 to date).

Brian’s lived experience with haemophilia and his personal 
journey has spanned the range of treatments. Haemophilia 
was a tough condition to have when Brian was growing up 
in Killarney in the 1960s. There was no treatment. Factor 
concentrate was not available until the 1970s when he 
was in his teens. Even then it was expensive and hard to 
get. The only treatment available before that was a blood 
transfusion. This could only be used for catastrophic bleeds. 
His two older brothers died from the disease in childhood. 
One brother developed  abdominal pain. The local hospital 
removed his appendix and he bled to death. Brian says, 
as a youngster, he had about 30 bleeds a year, into joints 
and muscles. This caused long term damage to his ankles, 
knees and elbows. He also missed a lot of school. If Brian 
had a bleed into his knee or ankle, he had to travel from 
Killarney to Dublin by train, then get a taxi to the Meath 
Hospital. There, he would be transfused with a litre of fresh 
frozen plasma and given a cortisol injection to prevent the 
inevitable allergic reactions. Then, he had to travel back 
home. The biggest single development in treatment for him 
was having factor concentrate available at home. This, he 
says, was a game changer. 

Brian has received the entire spectrum of therapies, from 
no treatment to plasma, then factor concentrates, then 
after 1985, safer factor concentrates and from mid 1990s, 
recombinant factor concentrates which were synthetic, 
and, in the last four or five years extended half-life factor 
concentrates. 

Gene therapy has been on the horizon as the Holy 
Grail for the past 25 years. Brian worked closely with the 
researchers developing this therapy. There were many 
high and lows along the way in an attempt to ensure that 
the expression of factor was clinically meaningful. The first 
successful trials were in University College London. The 
clinicians there were able to maintain an appropriate level of 
factor 9. Ten years later, people with haemophilia who were 
treated then are still maintaining that level of factor.

The current gene therapy late-stage trials are using viral 
vectors. Adeno associated virus, stripped of its genetic 
material which has been replaced with a factor 8 or 9 gene, 
is injected intravenously. In the liver, the virus enters the 
hepatocytes, it sits in the cells without integrating into the 
host DNA and starts producing factor 8 or factor 9.

Brian had been encouraging pharma companies to 
come to Ireland to conduct their clinical trials. This had 
initially proved difficult due to our small population but in 
the past seven years, more and more companies have 
been persuaded to come here with clinical trials due to 
the impressive co-ordinated organisation of haemophilia 
care and the well established collaboration between the 
clinicians and the Irish Haemophilia Society. In 2020, three 
places were secured on a gene therapy clinical trial. Brian 
had been an advocate for these trials for a number of years 
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and decided he would step up himself. 
In February 2020, he received the vector. He says it was 

a simple procedure taking about 90 minutes, much like a 
transfusion. However, he did admit that it was disconcerting 
when you realise the crash teams are on standby. There 
was also a huge level of excitement as this was the first 
gene therapy trial for any condition in Ireland. St James’ 
Clinical Research team, to whom Brian pays tribute, 
have conducted more trials since then. Ever the scientist, 
Brian calculated the number of vectors he received. 
The vector dose was 2x1013 per kg, which for his body 
weight amounted to a total dose of 1.7 quadrillion vector 
genomes. That is a lot of virus. Post treatment he was 
carefully monitored, weekly for three months, then monthly 
for the rest of the year and then twice a year. He says his 
treatment has gone extremely well so far. The only issue 
was an unintended iron deficiency, as they were taking so 
many bloods. Thirty tubes at every visit! 

He has also avoided transaminitis. The liver can see 
the vector as a foreign protein and react. This reaction 
can wipe out the vector. ALTs are monitored carefully to 
prevent this. Transaminitis can be managed with steroids. 
Other long-term concerns can be integration into the host 
DNA, into oncogenes leading to mutagenesis and cancer. 
It is a theoretical risk. One case of liver cancer has been 
identified so far in a trial patient, however this patient had 

other conditions prior to therapy.
Although Brian was the first, there have been two more 

Irish people with haemophilia included in gene trials since 
then. All are doing well. The trial itself is going extremely 
well. At the American Society for Haematology, the six-
month report on the entire 52 patients was announced. 
This showed very good stable expression at six months, 
with an average factor level of 37%. Brian’s level prior to the 
trial was at >1%. Post standard treatment it might go up 
to 70%, but drop to 8% within the week. It is now stable at 
approximately 50%. The hope is that this level will continue. 

An interesting serendipitous discovery significantly 
improved factor 9 production. Initial trials were with 
standard factor 9 vectors. However, when a man in Padua 
in Italy presented with thrombosis, it was found that he had 
a mutation resulting in over production of factor 9, giving 
levels of 750%. This Padua Mutation sequence is used as 
the vector in current trials. So for the same vector dose, 
patients achieve levels on average of 37%, whereas with 
the standard vector these levels were at 3-5% for the same 
dose.

The current trials in Ireland are for factor 9. There are also 
trials with factor 8 and St James have signed up for some 
of those. Brian is on an international steering committee 
looking at the factor 8 trial data. He is expecting this to be 
licensed early to mid 2022.  

AWARDS
Brian has received many awards for his contribution to 
the care and treatment of haemophilia world wide. These 
include:

1997  Gold Medal of Indonesian Society of 
Haematology and Blood Transfusion

2001  Irish Times Newspaper Person of the Year 
Special Civic Award, Killarney, Co. Kerry. 
Special Award, Kerry Association, Co. Laois.

2002 Kerry Person of the Year for 2002

2012  Irish Haemophilia Society initiate an annual 
“Brian O’Mahony Award” for outstanding 
contributions to Haemophilia in Ireland.

2014  World Federation of Hemophilia Frank 
Schnabel Volunteer award

2016   Vietnam Ministry of Health ‘Peoples Health 
Award’

2020  European Association for Haemophilia 
and Allied Disorders (EAHAD) Award for 
outstanding contribution to Haematology

Brian has maintained his heavy workload. As well as his 
full time role as CEO of the IHS, he has authored or co-
authored more than 70 scientific papers and is also;

Member of Irish Statutory National Haemophilia Council 
(NHC)

Vice Chair of the Haemophilia Product Selection and 
Monitoring Advisory Board (HPSMAB), Ireland

Convenor of the European Plasma Users Coalition

Member of the Board of the Irish Blood Transfusion 
Service

Member, Medical Advisory Board, Irish Blood Transfusion 
Service

Member of HSE vCJD Incidence panel

Member of steering group of Irish Hepatitis C Outcomes 
Research Network (ICORN)

Member of the Irish Statutory Hepatitis C Consultative 
council

Member of Irish National Clinical Advisory Group on 
Hepatitis C

Adjunct Assistant Professor of Health Service 
Management, Trinity College, Dublin

Chair of Scoliosis Co-Design Committee, Children’s 
Hospital, Ireland

Member, Medical and Scientific Advisory Group, EHC

Member, Treatment Product Safety Supply and 
Availability committee, WFH

My thanks to Brian for sharing his truly inspiring story. 
in an interview with Helen Barry
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As our profession moves to statutory regulation, 
medical scientists are bound to the CORU Code of 
Professional Conduct and Ethics. But what does 

“maintaining a high standard of ethics” or “having a duty” 
mean? 

The term bioethics is specific to ethical issues that 
arise in the life sciences and in healthcare service 
delivery. Bioethics is a complex field and finds itself 
in a matrix of cultural and personal values, religious 
and secular outlooks, the law of the land, and human 
rights law. Navigating bioethical issues requires us to 
understand what moral theories we work from, and how we 
subsequently apply them to the delivery of our patient care. 
There are many ways to analyse an ethical issue but three 
common ways are to:

1.  Assess the potential consequences of an action 
2.  Assess an issue in line with duties laid out by a 

professional body
3.  Assess an issue through a culturally neutral 

framework that maximises benefit, reduces harm, 
strengthens the rights of the service user, and is 
equitable. 

It is important to understand some moral theories before 
moving to describe a universal ethical framework. Think of 
moral theories as the foundations to building on an applied 
ethical question. Ethics, more specifically normative 
ethics, investigates the moral standards that regulate 
right and wrong conduct. Normative ethics is concerned 
with analysing the duties we should follow and the 
consequences our actions have on others. Applied ethics 
brings together theories in normative ethics and applies 
them to a specific case or situation. 

Examples of some contemporary bioethical issues are: 

•  Data and genetic testing
•  Benefits and limitations of screening programmes 
•  Eugenics and gene editing technologies
•  Representation of minority groups in healthcare 

education
•  Open disclosure
•  Rationing of healthcare resources

Theories in Normative Ethics
Two commonly encountered normative moral theories in 
healthcare are Deontology and Consequentialism. It is 
important to note that these two moral theories are not 
exclusively applicable to bioethics, and that there are 
further sub-categories to these theories.

Deontological theories assess the duties and obligations 
we have as human beings, and as professionals. These 
duties can be both positive and negative (do, and do 
not). Deontological theories assert a moral obligation 
to a set of rules, which are deemed inherently good 
culturally, professionally, and legally. For practicing medical 

An Introduction to  
Bioethics for Medical Scientists 

Cathal Farrell BSc, MSc, FACSLM, 
Laboratory Manager for EMEA Histopathology Services at ICON plc, Dublin
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scientists, CORU’s deontological approach to duties 
means, regardless of one's worldview or philosophy, we 
are required to uphold a minimum set of professional 
standards. 

Consequentialist ethics assesses whether something is 
right or wrong based on weighing up the consequences of 
our actions and analysing the cost versus benefit of these 
actions. Consequentialism can be sub-divided based on 
the action outcomes. If an action benefits everyone except 
the agent performing the action, we call this Altruism. For 
example, live organ donation, where the consequences 
of a live kidney transplant only benefits the health of the 
organ recipient. If an action benefits everyone / the greater 
number of people involved, we call this Utilitarianism. E.g., 
the benefits of a screening programmes intervention are 
deemed to outweigh the potential harms. 

Applied Ethics
Approaching ethics from a single moral theory approach 
can prove challenging and a common framework used 
for bioethical reasoning called the “Four Principles 
of Bioethics[1]” is often utilised. The Four Principles 
method describes a minimum set of moral conditions for 
healthcare professionals to address when dealing with 
factors involving patient care and service delivery. The 
Four Principles are; i) Autonomy, ii) Beneficence, iii) Non-
maleficence, and iv) Justice. These principles are informed 
by our moral theories such as deontological duties, and 
consequentialist cost-benefit analysis. 

•  Autonomy is described as the right of an individual 
to make his/her own choice, and for their person 
to be respected. As healthcare professionals we 
have a duty to respect a patient's autonomy, aid 
them in making an informed decision, and ensuring 
confidentiality.   
CORU[2] (S.23.1a, p24):You must always show, 
through your practice and conduct,  respect for the 
rights and dignity of all individuals.

•  Beneficence is the principle of acting with the 
best interest of the patient in mind. As healthcare 
professionals, we are required to assess the cost-
benefit of an action and its consequences for the 
patient, and wider healthcare service.  
CORU[2] (S.22.2a, p24): You have a duty to assist 
in the efficient and effective use of resources and 
to give advice on their appropriate allocation, whilst 
balancing your duty of care to the service user.

•  Non-maleficence is the principle of not causing 
harm. As healthcare professionals, we have a duty 
to not harm our patients, and must consider the 
consequences of our actions or inaction.  
CORU[2] (S.25.2b, p27): Make sure that the welfare 
of each research participant is not adversely affected

•  Justice is the concept that emphasises fairness 
and equality among individuals. As healthcare 
professionals, we must assess if our actions are fair, 
proportionate, legal, and take into consideration the 
previous three principles.  

CORU[2] (S.23.2a-b, p25):You must not: a) 
discriminate, either directly or indirectly, against a 
person on the basis of: gender, family status, civil 
status, age, disability, sexual orientation, religion, 
race, colour, nationality or ethnic or national origins, 
or membership of the Traveller Community, b) 
condone discrimination by others.

The strengths of The Four Principles method are that 
it has universal appeal, is culturally neutral, and uses a 
common moral language. The disadvantages of The Four 
Principles method are that it does not readily lend itself 
to complex bioethical debate and is primarily based on 
Western principles. Nevertheless, as medical scientists, 
when approaching a question or situation that may have 
an impact on a stakeholder, The Four Principles method 
acts as a framework to ensure the rights of the patient, the 
identification of potential benefits and harms, and equity 
are addressed. 

Role of the Medical Scientist
Medical Scientists are uniquely poised in the provision 
of healthcare services through our work in laboratory 
disciplines that span multiple medical specialities. 
Further, many Medical Scientists are engaged in research 
and contribute to our understanding of disease and 
developments in patient care. Our engagement in quality 
management systems is exemplary and strengthens our 
standing when communicating our commitment to our duty 
of care and ensuring positive patient outcomes. We have 
expertise that allows us to assess the benefit of introducing 
new tests, allocating resources, and developing lab 
configurations that are to the benefit of all stakeholders. We 
are also expert in identifying potential harms associated 
with working in such a dynamic field (think of the impact 
COVID-19 testing had on lab workflows and IT resources), 
outsourcing, and maintaining quality systems with a 
workforce that is in need of recognition for advanced posts.

Attaining statutory registration as medical scientists is a 
milestone that will greatly promote our profession to wider 
society, and the Medical Scientists Code of Professional 
Conduct and Ethics will prove invaluable given our new 
regulated status. 

References:
1.  Beauchamp T.L., Childress. J.F., (2019). Moral 

Foundations (Chapter 1), In Principles of Biomedical 
Ethics (pp. 1-25). New York: Oxford University Press.

2.  Medical Scientists Registration Board Code of 
Professional Conduct and Ethics: CORU, 2019, 
Sections 22-26 inclusive.

Cathal Farrell is the Laboratory Manager for EMEA 
Histopathology Services at ICON plc, he is also a 
Committee Member of the Academy/Cellular Pathology, 
Medical Scientist Skills Review Working Group. He has 
a BSc (Hons) Biomedical Science from Dublin Institute 
of Technology and an MSc in Healthcare Ethics and 
Law form the Royal College of Surgeons Ireland.
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The Academy has occupied premises at 31, Old 
Kilmainham for many years. Most of you will have visited 
at one time or another. Initially the Academy rented a 

single room office in the building. Then progressed to a floor 
and then two floors. In the early 2000s the landlord decided to 
sell the building. Office space in the city was at a premium, so 
Council under the Presidency of Jacqui Barry O’Crowley, made 
the very wise decision to purchase the building. 

We were aware that it was an old building and of some 
historic value. In February 2020, two assessors from the 
Conservation Section of Dublin City Council carried out an 
internal and external site inspection of the building. This was 
to assess its architectural and artistic merit.  On foot of this 
the building was identified as a potential Early Building (with a 
building appearing on the site on John Roque’s map of 1756). 

In November 2020, the South Central Area Committee of 
Dublin City Council initiated procedures under Section 54 
and Section 55 of the Planning & Development Act 2000 (as 
amended) to add the Academy building at 31 Old Kilmainham, 
Dublin 8 to Dublin City Council’s Record of Protected 
Structures. 

The Academy building is located on the north side of Old 
Kilmainham at its junction with Kearns Place, west of Dublin 
city centre. It is located to the south of the River Camac and to 
the southwest of the Royal Hospital Kilmainham. The property 
is located to the south of a Conservation Area which covers 
the Royal Hospital Kilmainham, parts of Kilmainham village 
and the River Camac Fig 1 and 2.

Historical Background
Kilmainham derives its name from Saint Maignen, who 
founded a monastery in the area in the early seventh century. 
In 1174 Richard Strongbow established a priory near the site 
of the original monastery for the Knights Templar. When Pope 
Clement V suppressed the order in 1307, he granted the 
priory and possessions to the Knights Hospitaller of St John of 
Jerusalem. In 1535, the priory was again suppressed by Henry 
VIII. The buildings subsequently fell into neglect and by the 17th 
Century, remained only as ruins.

A mid-seventeenth century cartographic depiction survives 
of Kilmainham by Robert Girdler, a land surveyor for the Down 
Survey, Fig 3. 

The map is accompanied by a written description of the 
settlement. Girdler describes ‘a street of good habitable 
houses…on Kilmainham’ which indicates the existence of 
houses at Old Kilmainham by the mid- seventeenth century. 
His map shows the ruins of Kilmainham Priory between the 
Camac and Liffey. Further south is ‘Kilmainham Towne’ which 
contains a group of large gabled houses between what is 
now Old Kilmainham and the Camac. A laneway, now named 
Kearns Place, leads from the settlement north towards the ‘Town 
Bridge’ and mills on the River Camac (Kilmainham Mill on the 
north bank and possibly Mountbrown on the south). A number 
of houses are located around the junction of Old Kilmainham 
and Kearns Place. Two buildings are depicted immediately to 
the west of the junction, one at the approximate location of 
No. 31, the Academy building. The house is gabled to the east 
and west ends with two large chimneystacks. The cartographic 
evidence is corroborated by lease records held in the Registry 
of Deeds. These leases indicate that Richard Parsons, Viscount 
Rosse, held a number of plots on Old Kilmainham including one 

The Academy
An Historic Building

Helen Barry

Fig. 1: Academy location

Fig. 2: Protected Structure status and curtilage

Fig. 3: Kilmainham Down Survey Map c.1655-56 by Robert 
Girdler, location of original structure outlined in red.
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to the west of the junction leading to the town bridge (Keenahan 
2017). From the medieval period the area around Kilmainham 
was a centre of industry with the Liffey and Camac providing a 
power source for cloth and grain mills and a water source for 
use in the tanning industry. Despite the industrial development 
of the area, it appears that the land to the south of the Liffey 
remained relatively rural in character as reflected on eighteenth 
century map sources such as John Rocque’s ‘Map of the city 
of Dublin and environs, 1757’. Rocque’s map (Fig 4) depicts 
‘Kilmainham Road’ (now Old Kilmainham) which runs west from 
the city through enclosed fields in pasture. A line of structures 
is depicted on the north side of the street at its junction with 
Kearns Place, including the site of what is now No. 31 Old 
Kilmainham. 

A house fronts onto the street with a return or ancillary 
building on Kearns Place. The rear plot appears to stretch as far 
as the south bank of the Camac. From the eighteenth century 
onwards, a number of the wealthier citizens of Dublin began to 
construct houses in Kilmainham, at nearby Islandbridge and 
Inchicore (Ball 1906). 

The Academy building is believed to be mid- to late 
eighteenth century in date. It is one of the larger houses 
surviving on this stretch of the street, which is more typically 
characterised by two- and three-bay two-storey buildings. The 
canted bay at the east end of the building is more typical of a 
late eighteenth or early nineteenth century date and it is possible 
that the house was extended or partially rebuilt at this time to 
include an additional bay at the east end. The industrialisation 
of the Kilmainham area continued into the nineteenth century. 
In 1849 Fraser describes the Camac ‘propelling various mills 
along its course’ and ‘watering numerous tan yards, it falls 
into the Liffey under the Royal Hospital of Kilmainham’. The 
mills and tan yards provided local employment and terraces of 
worker’s houses grew up in association with them. Kilmainham 
was a significant tannery district with street directories of the 
1840s and 1850s listing five separate tannery businesses on 
Old Kilmainham alone. Pettigrew and Oulten’s Street Directory 
of 1845 indicates that No. 31 Old Kilmainham (then numbered 
as 27) was occupied by ‘Andrews, Anne and Son, Tanners’. The 
Post Office Directory of 1858 and Griffiths Valuation of 1853-64 
indicate that Thomas Andrews was the occupier, the property 
was valued at £30.0.0 and described as a ‘house, offices, sheds 
and tan-yard’. The large scale Ordnance Survey maps provide 
a more accurate ground plan for the house and associated 
tannery business in the mid-nineteenth century. 

The 1847 Ordnance Survey map depicts the site, fronted by 
No. 31 on the north side of Old Kilmainham with associated 

buildings stretching north to the Camac and west along its 
bank. The outline of the canted bay is evident to the east 
elevation and the house has a small enclosed garden to the 
east end. 

The layout of the house had not changed significantly on the 
Ordnance Survey 1864 map  (Fig. 5) though the area to the rear 
of the house is now indicated as a ‘Tan Yard’. It has a typical 
tannery layout consisting of a courtyard, enclosed by buildings 
on three sides and a boundary wall to the west, with a series of 
pits to the centre. The buildings to the north and east were used 
for storage of materials and processing. The lane which ran to 

Fig. 4: Extract from Rocque’s Map of the city of Dublin and 
environs, 1757, location of structure outlined in red.

Fig. 5: Extract from Ordnance Survey Dublin Map Sheet 18, 
1864, No. 31 Old Kilmainham outlined in red.

the east of the site to the bridge crossing on the Camac was 
named Spout Lane at this time for the public fountain located 
at the south end of the lane. An entry in Griffith’s Valuation 
dated 1874-82 notes No. 31, Old Kilmainham as a ‘House 
in bad repair and offices in very dilapidated state’ and the 
annual valuation of the property had dropped significantly from 
£30.0.0 to £20.0.0. This may signify that the tannery business 
may have ceased operation by this time. The valuation 
indicates that the house was occupied by lodgers who leased 
rooms from John Kearns. By 1884 the valuation of Nos. 29-33 
Old Kilmainham had reduced further to £9.0.0 each and that 
the houses were in use as tenements (Thom’s Directory 1884). 
While upwards of 900 tanneries were in operation throughout 
Ireland in the period between c. 1750-1900, few survive except 
for the boundary walls and individual storage or processing 
buildings (Rynne 2006). The buildings along the west side of 
Kearns Place were demolished in the late nineteenth or early 
twentieth century and were replaced with a terrace of two-bay, 
two-storey cottages. Griffith’s Valuation and contemporary 
street directories indicates that No. 31 was used as tenement 
lodgings throughout much of the late nineteenth and early 
twentieth century and was used as a business premises in the 
latter part of the twentieth century. 

The National Inventory of Architectural 
Heritage assigned the Academy building 
of ARCHITECTURAL, ARTISTIC and 
ARCHEOLOGICAL interest and has assigned 
the building a ‘REGIONAL’ rating. These are 
structures or sites that make a significant 
contribution to the architectural heritage within 
the region or area.
ARCHITECTURAL: - No. 31, Old Kilmainham is a relatively 
intact Georgian house, its regular fenestration and block-and-
start doorcase is typical of the mid to late eighteenth century. 
While some alterations are evident, including its possible 
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eastward extension and some internal subdivision, it retains 
a clearly legible late eighteenth century plan form with rooms 
opening off a central entrance and stair hall. - The canted bay 
to the east is of interest, representing an evolution of building 
form in response to changing architectural tastes. It addresses 
the building's prominent corner site providing views eastwards 
along Old Kilmainham. It is one of the more substantial 
houses surviving in Kilmainham whose housing stock is more 
typically characterised by two- and three-bay two storey 
buildings. While upwards of 900 tanneries were in operation 
throughout Ireland in the period between c. 1750-1900, few 
survive. This tannery owner’s residence, once part of a large 
industrial complex on the bank of the Camac, is a significant 
architectural survival and reminder of the former industrial 
character of the Kilmainham area. The building retains a 
well-crafted block-and-start doorcase which provides a strong 
central focal point on the restrained brick façade. The survival 
of the raised-and-fielded panelled door is also notable.

ARTISTIC: The house retains Neo-classical decorative 
plasterwork of late eighteenth century to the entrance hall and 
ground and first floor boardroom. The plasterwork comprises 
restrained classical motifs of garlands and central urns, while 
the ceiling rose in the ground floor - main office exhibits a 
more naturalistic style combining foliage and flowers. 

Robert Girdler’s map of Kilmainham from the mid-seventeenth 
century. The terrier of the Down Survey Parish map indicates 
that there was a ‘street of good habitable houses’ at 
Kilmainham at this time and the Record of Monuments and 
Places records this group of sixteenth/seventeenth century 
houses along Old Kilmainham. Buildings in the vicinity, 
including No. 23 Old Kilmainham to the east, are known 
to contain pre-Georgian fabric. While the interior walls of 
the basement of No. 31 Old Kilmainham are plastered, it is 
possible that they conceal fabric from an earlier building. 
No. 31 Old Kilmainham is a good exemplar of a mid- to late 
eighteenth century house retaining its well-built block-and-start 
doorcase and internal decorative plasterwork schemes. As a 
former tannery owner’s house it is a significant architectural 
survivor and reminder of the former industrial character of the 

Kilmainham area. The house is built on a site occupied by 
a large gabled house in the mid-seventeenth century and it 
is possible that the structure conceals fabric from an earlier 
building.

Further reading 
•  Ball, E. E. (1906) A History of the County Dublin, Part IV. 
•  Brady, J. and Simms, A. (2001) Dublin through Space and Time. 
•  Fraser, J. (1849) A Handbook for Travellers in Ireland. 
•  Dublin City Street Directories including Thom’s, Pettigrew and Oulten’s 

and the Post Office Directory and Calendar (Various Dates) 
•  Irish Architectural Archive (Unpublished) Press Cuttings File Kilmainham 

(RW.D.513) 
•  Irish Architectural Archive (Unpublished) Archive Photo, c. 1964, of No. 

31 Old Kilmainham (2001/051-PH 202). 
•  Keenahan, Peter (2017) Architectural Heritage Assessment of 23 Old 

Kilmainham. 
• Kenny, C. (1995) Kilmainham: The history of a settlement older than 

Dublin. 
•  Massey, E. (2003) Kilmainham, Co. Dublin 1536-1610 in Holton, K., 

Clare, L. and Ó Dálaigh, B. (eds.) 'Irish Villages. Studies in Local History', 
pp.166-192. 

•  O’Keeffe, T. and Virtuani, P. (2020) Reconstructing Kilmainham: the 
topography and architecture of the chief priory of the Knights Hospitaller 
in Ireland, c.1170-1349 in Journal of Medieval History 2020, Vol. 46, No. 
4, pp. 449-477.

The fanlight to the front entrance door retains its simple 
spoked division and the scar of a round-headed lantern to the 
centre. Few original fanlight lanterns, which are indicative of 
the period before the introduction of electric lighting, survive 
in the city. The interior of the fanlight is coved in section with 
delicate fluted detailing. The wrought iron railings, enhanced 
by cast urns to the corner posts and integral boot scrapers, 
provide a sense of enclosure to the front of the building. The 
use of railings is not common in Kilmainham where most of the 
building front directly onto the street.

ARCHAEOLOGICAL: No. 31 Old Kilmainham is built on a 
site formerly occupied by a large gabled house indicated on 
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On the 16th March the WHO Director General Tedros 
Adhanom Ghebreyesus delivered a simple message 
to all the countries to ‘test, test, test’ as the best way 

to slow the advance of the coronavirus pandemic. This call 
to increase the COVID-19 testing capacity placed medical 
scientists centre stage in helping to curtail the spread of the 
virus and in the diagnosis and management of patients. The 
magnitude of what has been achieved in the last 12 months is 
staggering, testing now occurs across 48 hospital laboratories 
the length and breadth of the country; this has only been 
made possible with the assistance of the HSE, Department of 
Health (DoH) and the HBS Procurement and National Clinical 
Program for Pathology (NCPP). From the 5th March 2020, the 
Department of Clinical Microbiology, Cork University Hospital 
(CUH) has implemented a SARS-CoV-2 diagnostic service, and 
performed in excess of 97,000 tests for a service we were only 
planning to introduce into the department this time last year 
into what is an already very industrious laboratory. 

As the Microbiology Department provides a 24/7/365 clinical 
diagnostic service, closing our doors during the pandemic 
was not an option. We had to plan how we could facilitate 
our routine microbiology service, implement a new diagnostic 
service of significant capacity, while ensuring staff safety. Like 
other laboratories nationally, the laboratories within CUH date 
back to when the hospital itself was built 42 years ago, and we 
have well outgrown our meagre footprint. We were fortunate in 
that curtailment of both hospital and GP services associated 
with the first wave of the pandemic back in March 2020 meant 
that there was a significant reduction in routine microbiology 
workload of approximately 20%. Capitalising on this reduced 
workload we were able to radically change our work practices 
resulting in reduced staff footfall in the laboratory at any one 
time and most importantly staff were more than willing to 
facilitate the necessary changes.  Appropriate risk assessment 
lead to procedural changes which were implemented in 
accordance with Health Protection and Surveillance Centre 
(HPSC) and Back to Work Safely Protocol  guidances, ensuring 
we could continue to provide our services in a safe manner.  
Staff training, while initially suspended, had to be pursued as 
we had an influx of new staff across the entire team consisting 
of medical, medical scientist and medical laboratory aides, 
with adjustment of our procedural and practical approach 
to training to ensure it could continue safely. With a well-
established laboratory surveillance system, the demands from 
a plethora of local and national bodies, all with a common 

purpose to trend, track and trace could be achieved, with 
additional staffing. As a department we had confidence in 
our ability to provide SARS-CoV-2 service as we have well 
established expertise in the field of molecular diagnostics and 
we had previously responded successfully to the 2009 swine 
flu pandemic. Furthermore we were no strangers to exploring 
practical solutions in the pursuit of technological advancement 
such as pooling of samples which could prove potentially 
useful with global reagent shortages caused by the pandemic.

Change can be challenging to implement within any 
department however, armed with flexible scope accreditation 
and a robust change management process in place as part 
of our overall Quality Management System, changes could 
be made quickly and smoothly without any interruption to 
service. Four weeks after our SARS-CoV-2 diagnostic service, 
commenced on the 5th March 2020, we were operating on 
three extraction platforms with two different rtPCR amplification 
kits; five verifications planned and executed. This doubled by 
year’s end, to sustain a robust diagnostic service within the 
department. 

#FlattenTheCurve In late February “flatten the curve” 
became the collective refrain — stay home, save lives, while 
building health care capacity including mass testing. This 
is our journey in Department of Clinical Microbiology, CUH 
to mass testing.  When planning to introduce testing in the 
department back on 20th February 2020, we thought that we 

Medical Science more than  Medical Science more than  

TEST, TEST, TEST TEST, TEST, TEST 
a look back on 12 months of providing 

SARS-CoV-2 diagnostic service
Louise Barry, Chief Medical Scientist, Department of Clinical Microbiology, Cork University Hospital

Louise Barry.
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had this in the bag. We had the expertise, the equipment and 
the know-how; we had been there back in 2009, how naive! 
Having taken delivery of the Roche MagNa Pure 24 extraction 
system at the close of 2020 we were excited about road-
testing this system for flu for the season ahead.  So we had 
the essential ingredients – MagNA Pure 24 coupled with the 
LightCycler® 480 System which  is an open platform meaning 
we could choose an amplification kit suiting our requirements. 
Not necessarily wishing to reinvent the wheel we contacted our 
suppliers and we settled on the same kit which was already in 
use in the National Virus Reference Laboratory (NVRL), who 
were at this juncture the sole testing site for SARS-CoV-2. 
On the 5th March 2020 or D-day our first positive case from 
NVRL, this was also the first case of community transmission 
of SARS-CoV-2 in Ireland and coincided with the arrival of our 
much anticipated SARS-CoV-2, rtPCR kit. The diagnosis of 
this first case of community transmitted SARS-CoV-2 in CUH, 
resulted in immediate changes to the testing algorithm (HPSC, 
2020), which informed the national response to SARS-CoV-2. 
Now with significant impetus to have testing operational within 
the department due to the sizeable number of contacts, the 
first of many verifications commenced. We performed testing 
in parallel with the NVRL from 5th March over the next 4 days 
and by Monday 9th March 2020, the NVRL designated the 
Department of Clinical Microbiology, CUH as the first acute 
hospital laboratory to provide SARS-CoV-2. This was very 
significant in the early part of the pandemic as the only other 
diagnostic site outside of the NVRL we could now provide a 
service for CUH group hospitals, and offer our service to the 
other Cork city hospitals. Instantaneously, we were hit by global 
reagent shortages. Our first port of call was within Laboratory 
Medicine itself, what other extraction platform did we have? 
The MagNA Pure LC 2.0 (MPLC 2.0) instrument had the 
advantage of increased capacity and being an older platform 
was little used nationally except for one other site.  Following 
company training, we could now perform the verification in-
house testing in parallel with our existing system and archived 
material, four days after our initial go live we were operational 
on our second extraction platform on the 13th March 2020. 
Reagents or lack thereof were a continuous cause for 
headaches, however equally concerning was what if anything 
should happen to the team of six medical scientists providing 
this highly skilled service within the department. The decision 
was made to secure the assistance of Haematology as a 
number of staff were already trained on the MPLC 2.0; we now 
had two independent teams providing this invaluable service.

#InThisTogether campaign was launched by An Taoiseach 
Leo Varadkar the aim of which was to help everyone in Ireland 
Stay Connected, Stay Active, and look after their Mental 
Wellbeing throughout the Covid-19 Emergency. By mid-March 
global reagent shortages became relentless, and sustaining 
service was a mammoth struggle. Our faltering supplies were 
boosted at the eleventh hour on many occasions through 
networking with colleagues in other sites where healthy 
bartering of reagents ensued. Utilising connections and 
networking we reached out to Pharma and our Academic 
partners looking for any potential assistance Networking not 
only offered us a life line but gave us an opportunity to lead 
and innovate. 

Following a visit to Animal Health Laboratories Ltd., Bandon 
(AHL), an extraction system IndiMag, lesser used in the clinical 
setting offered a viable alternative with the added bonus of 

guaranteed consumable supply. We made a snap decision 
as decisiveness is required in a pandemic, the order was 
placed for the IndiMag extraction platform and consumables, 
and we were now operational on system number three by 
27th March. Furthermore, increases in diagnostic testing 
nationally and internationally lead to a shortage of lysis 
buffer which is required to extract the SARS-CoV-2 viral RNA. 
Combining expertise, know-how and chemicals from research 
laboratories, academics, laboratory scientists and biopharma 
came to together to make this critical reagent lysis buffer. We 
collaborated with each of the pharma companies to verify 
the candidate lysis buffers, following verification the buffer 
proceeded to manufacture on a large scale for distribution 
by the HSE.  The Department of Clinical Microbiology, CUH 
is well renowned for being the home of Serosep EntericBio®. 
We were given the opportunity to assist with the R & D of their 
SARS-CoV-2 kit RespiBio®, we welcomed the potential to 
bring an Irish solution to global crisis. This culminated, with the 
successful launch of RespiBio® CE IVD marked kit on 15th 
May 2020 by Serosep. The welcome involvement of NCPP 
has meant that we, like other acute hospital laboratories, can 
breathe a sigh of relief as there is a clearly defined road map 
for sustainable SARS-CoV-2 service delivery nationally, “Ní 
neart go cur le chéile” there’s no strength without unity.

#MyPandemicSurvivalPlan by early May 2020 our 
testing system now comprised the IndiMag extraction 
and home grown RespiBio® amplification kits. While this 
system removed us from the global reagent shortages, 
however sustaining our hard won service continued to prove 
challenging. Resumption of normal workloads following an 
initial dip in March and April, prompted return to normal work 
patterns, our team of six was now increased to seven skilled 
medical scientists a challenge in itself as nationally medical 
scientists had become as scarce as hen’s teeth. 

Increasing national capacity was a battle cry that we felt 
we could not ignore. We volunteered to become a high 
throughput SARS-CoV-2 testing site due to the synergies that 
it offered; a sustainable diagnostic service in a brown field 
site, an opportunity to incorporate appropriate skill mix, winter 
preparedness plan with combined flu testing and ultimately 
support community testing. From concept to go live a three 
month timeline was proposed. Multiple stakeholders were 
involved from the outset: Laboratory Medicine, HBS Estates, 
CUH IT and Roche Diagnostics the service provider. The 
MDT comprised three work strands, the modular build itself 
to accommodate the instrument and the ancillary services, 
IT infrastructure and connectivity and a technical team with 
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and already exhausted teams; Microbiology Medical team, 
COVID-19 testing team, Infection Prevention Control team 
(IPCT) and Occupational Health. Since December it has been 
essential to increase our capacity for rapid SARS-CoV-2 testing 
with the addition of 2 rapid platforms the  Film Array and ePlex 
being added to boost capacity of our long standing GeneXpert 
on the 15th and 20th December respectively.  CUH as a model 
4, tertiary referral centre has an extremely busy Emergency 
Department (ED) with c. 70,000 patient attendances in 
2019. The gravity of the situation in the hospital mid-January 
warranted herculean measures whereby we made the decision 
to introduce overnight rapid SARS-CoV-2 for our ED enabling 
appropriate patient flow. This third wave has proved to be the 
drive for us to expand the existing Point of Care (POC) service 
currently provided, which has its roots deeply embedded in 
biochemistry analysis. We have just embarked on our most 
recent project which is implementing SARS-CoV-2 PCR testing 
into our ED using the Roche LIAT, which is suitable for rapid on 
demand testing.

It’s too early to speculate if detection of new variants will 
become part of the algorithm of the existing SARS-CoV-2 
diagnostic service. However, it is certain that rapid detection of 
new variants is crucial, genomic surveillance is required to pick 
up variants of concern, at the earliest possible opportunity.

Who knows what is on the horizon, it is a pandemic after all, 
but I am confident that the Medical Scientists in CUH will meet 
the next challenge head on.

responsibility for SARS-CoV-2 testing. An 85m2 modular 
structure was delivered and installed 22-24th May.  Following 
one week’s commissioning work on the building; we received 
the Roche Cobas 6800® on 2nd June.  From instrument 
delivery there was a 6 week timeline to assemble, install, 
commission, train, verify the Cobas 6800® instrument and 
the IT connectivity.  Our go live proceeded as scheduled 
on 17th July, a date which was boldly highlighted on our 
exceedingly swamped Gantt chart. We now had the elusive 
additional testing capacity which could be utilised to support 
community testing. This stream of testing has brought its own 
challenges with an exponential increase in demographic data, 
literally numbers everywhere from patient COVID ID numbers, 
Swiftqueue numbers and telephone numbers this data must 
be captured on demographic entry. To circumvent manual 
data entry a new system Swiftqueue which is an outpatient 
appointment system, needed integration with our Laboratory 
Information System (LIS)- Apex. Any incorrect entry may 
have significant delays to the track and trace model which is 
required for public health.

#HoldFirm reflecting the national picture, the third wave 
of the pandemic has seen a substantial increase in positive 
numbers both within the local community sampling hubs and 
patients being admitted to hospital in CUH. In addition, CUH 
has had a number of COVID-19 related outbreaks; these 
have placed a significant burden on both the hospital itself 
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The set-up of a laboratory 
from scratch is a difficult 
undertaking during normal 

circumstances, but even more so 
in the midst of a global pandemic. 
This was the task faced by the staff 
of the Hermitage Medical Clinic 
in March 2020. With 112 beds 
and seven operating theatres, 
the hospital creates a significant 
workload for the 14 staff, (seven 
WTE medical scientists, two lab 
aides, Quality Manager, Laboratory 
Manager, Haemovigilance Officer 
and Office Administrator). Initially 
planned during the development 
of the hospital the microbiology 
laboratory never materialised as 
the lab focused on the set-up of 
the blood sciences and transfusion 
departments. The hospital opened 
its doors in 2006 and even though 
the microbiology laboratory was 
often discussed, the project never 
moved past the planning stages. 

Then along came COVID-19 
to turn all our realities upside 
down! Along with labs across the 
country, we formed teams that 
should never meet, scrambling to 
get enough PPE to perform our 
work safely and in the case of our 
hospital, becoming a public entity 
for a number of months taking 
on a significant workload from 
the public service. Our staff did 
everything they could, switching to 
12 hour shifts, part-time staff took 
on extra hours, annual leave was 
postponed and weekend shifts were 
introduced. 

Initially we had no capacity to test 
for COVID-19, we didn't even have 
a safety cabinet. But we did have 

space! An entire lab currently used as 
the staff locker room and for storage. 
We also had two staff members with 
significant microbiology experience. 
Claire McIntyre, Quality Manager, had 
spent many years in the Microbiology 
Department of Sligo University 
Hospital before coming to Dublin and 
myself, Dympna Looby, had over ten 
years’ experience in Microbiology 
in CHI at Temple Street. We had the 
space and the know-how but now we 
needed the equipment. This was the 
most challenging aspect. We didn't 
know if COVID was going to be a 
flash in the pan or a long-term issue. 
So how big of an investment should 
we make? Analysers and reagents 

were in short supply so what could 
we even get? Then we needed to 
consider the multidisciplinary aspect 
of the laboratory. We needed a 
user-friendly assay that was quick 
to set-up. The obvious choice was 
GeneXpert who had announced the 
development of their SARS-CoV-2 
cartridge. This analyser also has 
plenty of scope for use outside of 
testing for SARS-CoV-2. We rented 
a four module GeneXpert for a 
period of six months. We purchased 
outright a Class II BSC, a necessary 
investment for the laboratory to 
ensure staff safety. All the staff 
did Trojan work clearing out the 
laboratory, organising the refit, IT 

Medical Scientist Community 
Supports Development of New 

Microbiology Laboratory
Dympna Looby, Senior Medical Scientist, Pathology Department,  

Hermitage Medical Clinic

Staff of the Pathology Laboratory, Hermitage Medical Clinic
Lt to Rt: Gerard Raftery, Senior Medical Scientist, Breda Tuite, Haemovigilance Officer, 
Halina Antonowicz, Medical Scientist, Amie McGuirk, Laboratory Aide, Claire McIntyre, 
Quality Manager, Sumod George, Medical Scientist, Julie Riordan, Laboratory 
Manager, Fidelma Garry, Senior Medical Scientist, Olive Daly, Senior Medical Scientist, 
Dympna Looby, Senior Medical Scientist
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support, fridges, PPE and appropriate 
signage, installation of the safety 
cabinet, commissioning, waste 
disposal etc. A lot of work was done 
in an incredibly short period. 

Our GeneXpert arrived on April 
24th 2020 and work commenced 
immediately on verification. 
We participated in the National 
Verification. Controls were kindly 
provided by the National Reference 
Laboratory (NVRL) and Our Lady of 
Lourdes Hospital, Drogheda. EQA 
schemes were arranged, SOPs 
written and paperwork completed. 
However, we quickly realised that a 
four module GeneXpert was not going 
to be able to cope with the number 
of requests for SARS-CoV-2 we were 
receiving on a daily basis. We had 
agreements with St. James and the 
NVRL to process some samples for 
us but TATs were long under such 
difficult circumstances. Reagents 
were short and the volume of samples 
they were receiving was immense. 
After a discussion with management, 
we decided to invest in a 16 module 
GeneXpert Dx. This arrived in late 
July 2020. Installation and verification 
went without a hitch and the analyser 
was in use within two days. During 
this time, we verified the Flu/RSV 
cartridges in anticipation of a busy 
winter. With the ability to process 16 
tests every hour at full capacity we 

thought this would suffice. We were 
then notified that cartridges were in 
short supply and we would not be 
receiving the full amount we ordered 
but rather a quota as the supplier 
tried to divide supplies as fairly as 
possible between all their clients. We 
now had capacity but not enough 
reagent. A familiar problem to all labs 
during the pandemic! An arrangement 
was made to send the majority of 
samples to an external lab for testing 
at significant cost to the hospital.

It was time to think again. After a 
discussion with hospital management 
and the board, we decided to 
purchase a large platform analyser 
for SARS-CoV-2 sample analysis. This 
proved to be a significant challenge. 
The word went out to our professional 
contacts and colleagues. Classmates 
shared their experience of what they 
were using in labs across the country. 
Getting first-hand knowledge of 
benefits and drawbacks of various 
platforms is invaluable when making 
a large capital purchase. When 
we contacted suppliers we were 
frequently told it would be mid 2021 
before we would get anything. It 
was exasperating, stressful and 
tedious. The Roche Flow Flex 
system was selected for its capacity, 
reputation and early availability. In 
anticipation of its arrival, I contacted 
the Microbiology Department at 

Tallaght University Hospital, where 
the Flow Flex had been in situ for 
a few years, who kindly arranged 
for a site visit. This was immensely 
helpful as we were able to see the 
size of the instruments, the space 
they would occupy and get a general 
overview of the system from the 
experienced users in TUH. After a 
few delays our system arrived at the 
end of November. An intensive five 
days of training followed for four key 
staff over two weeks. Again, EQA 
schemes were registered for, SOPs 
written and extensive paperwork 
completed! Throughout this 
process I was in contact with Judith 
Rodgers, Chief Medical Scientist 
in the Microbiology Laboratory of 
Letterkenny University Hospital. They 
had set-up the Flow Flex a short time 
before us for SARS-CoV-2 testing 
and had a wealth of experience 
they were willing to share. They 
even supplied us with some SOPs 
to base our own ones on. We also 
received support from colleagues 
in labs where we had worked 
previously including CHI Temple 
Street and St. Vincents University 
Hospital. Last but not least, the 
amazing multidisciplinary team here 
in HMC kept the existing lab running 
under significant pressure so staff 
involved in setting up the Micro lab 
could concentrate on that task. We 
went live with testing on December 
8th 2020 and after a few teething 
problems all is now going very well. 

Throughout this whole process, 
I was inspired by the willingness 
of medical scientists countrywide 
to share their knowledge and 
experience, in some cases with 
someone they had never even met. 
They all took time out of their busy 
days during an extremely stressful 
year to help another laboratory to 
provide a new service, significantly 
improving the patient experience. 
The sharing of knowledge between 
labs is something I am very 
passionate about. We have so 
much to learn from one another. 
Improving our practices through 
shared experience ultimately results 
in a more quality experience and 
better outcomes for our patients. In 
the words of Henry Ford “working 
together is success”.

Four Key Users with the Roche Flow Flex System
Lt to Rt: Claire McIntyre, Quality Manager, Dympna Looby, Senior Medical Scientist, 
Halina Antonowicz, Medical Scientist, Julie Riordan, Laboratory Manager.
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President’s Prize Winner
Clíona O’ Shea

Faced with writing a personal 
account, I am compelled to 
reflect on my journey so far, 

and how it has led to my receiving 
the Academy's President’s Prize 
for my final year project. 

My childhood was spent on 
a farm in the rural Black Valley 
in County Kerry. From an early 
age I observed the respect, 
commitment, humility, and 
determination a life of farming 
had instilled in my family. These 
observations made an impact on 
me and I seek to hold them at the 
forefront of my mind as I progress 
through life’s challenges and 
triumphs. 

My career as a medical scientist 
started in Cork Institute of 
Technology/University College 
Cork as a biomedical science 
student. An opportunity 
existed around every corner 
to grow academically and 
personally. I met the most 
exceptional people, students 
and lecturers alike. One of the 
most memorable experiences was 
establishing UCC Biomedical Science Society with Kevin Baker. 
The time and hard work this involved was rewarded when I 
saw relationships forming between our students of different 
year groups, as well as between students and lecturers, and 
the Academy. The Society gave biomedical science students 
a voice and status in UCC which we did not have before. This 
happened when we formed collaborations with other societies 
and students, such as those with UCC Surgical Society for our 
annual Blood Drive, and the Cancer Society for our Cancer 
Conference. I am proud and continuously in awe of those who 
have come after me, and all they are doing with the Society 
now. They have brought it to new heights. 

In third year Dr Sinéad Kerins encouraged me to apply for 
the Cambridge Amgen Scholars Programme. I was delighted 
to spend a summer with 19 other European students in St. 
Edmund’s College in Cambridge. I learned an array of research 
skills while conducting a research project with an Influenza A 
virus research group, in Addenbrooke’s hospital. I performed 
cell culture and DNA cloning, conducted protein analysis 
and immunofluorescence spectroscopy. I designed primers, 
analysed sequencing data, and learned about scientific writing 
and critiquing papers. I was grateful for this experience but for 
me, there was something missing. I felt that I wanted to follow in 
the footsteps of other medical scientists and work in a hospital 
laboratory. In final year, I was lucky to have the opportunity to 
conduct my final year research project with Dr Máire Begley in 
C.I.T. and Dr Des Field in the APC Microbiome Institute. They 
are not only fantastic scientists but fantastic mentors, from 

whom I learned many laboratory 
and specifically microbiology skills 
which will benefit me throughout 
my career. Dr. Begley suggested 
that I submit my thesis to the 
Global Undergraduate Awards 
competition. I never anticipated 
that my thesis would place in the 
top 10% of over 3,000 entries 
globally. Stryker offered to 
sponsor me to attend the Global 
Undergraduate Awards Ceremony, 
in The Law Society in Dublin in late 
2019. I also had the opportunity to 
present a poster of my project at 
the Annual Microbiology Society 
Conference in Belfast in 2019.

My first introduction to working 
in a hospital laboratory started in 
Cork, with clinical placement in 
CUH histopathology laboratory, 
which I thoroughly enjoyed. I went 
on to spend almost a year in the 
Mercy University Hospital. I am 
thankful for the high standard of 
training I received, even in the 

midst of a pandemic. I was fortunate to conduct my laboratory 
research project in microbiology, under the supervision of Dr. 
James O’ Connor. It involved improving confidence in antibiotic 
result reporting for clinical interpretation, with a focus on looking 
into the uncertainty of measurement of antibiotic discs, and the 
comparison of three antimicrobial susceptibility testing methods 
for piperacillin-tazobactam. 

Currently, I am working in the molecular microbiology 
laboratory in Children's Health Ireland at Crumlin. The last few 
months have been a whirlwind of training and getting to know 
the enthusiastic, knowledgeable and dedicated people of the 
microbiology laboratory. Our lab is continually growing and 
adapting to the needs of service users. In tandem with Sars-
CoV-2 testing, we are kept busy with for example Bordetella 
pertussis testing, being the B. pertussis reference laboratory 
for Ireland, Pseudomonas aeruginosa testing in cystic fibrosis 
patients, and monitoring paediatric oncology patients for 
Aspergillus infection. 

Looking to the future, I hope to continue to develop and 
improve in my career as a medical scientist. My aspirations are 
to increase my knowledge of microbiology and use it to add 
to the improvement of patient outcomes in Ireland. I hope at a 
later stage to find the time to research, mentor and teach. I will 
continue to strive for improvement in our profession as a whole, 
in any way I can. 

On a final note, and inspired by people such as Dr. Brigid 
Lucey who have awakened me to this fact; as medical 
scientists, we are in a unique position. We must endeavour to 
add to scientific knowledge, which will lead to the improvement 
of patient outcomes, while also achieving our own full potential 
and personal fulfilment.
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Why Mentors Matter
Engagement and Advancement Advisory Body and Council Subgroup

The Academy is proposing to pilot 
a mentoring programme for medical 
scientist members.
While mentoring initiatives do not exist everywhere, they are 
becoming more common. When effective, such programmes 
can provide valuable support for new or established 
scientists while also establishing an open, inviting 
workplace culture where people feel empowered to put 
their best foot forward.

What is mentoring?
“Mentoring is a voluntary arrangement whereby an 
experienced individual, outside the reporting relationship, 
holds regular meetings and discussions and takes a 
personal interest in guiding and supporting the development 
of a less experienced person in progressing within and 
beyond their immediate role” (Hale, R. 2000)
The use of the term and image of mentor, in modern times is a 
sign of the importance placed on imparting wisdom in relation 
to an individual’s education. Collaboration between two 
individuals rather than a one way transaction is essential to the 
role of mentoring:

One of the most important things for mentors is to 
realise that mentees come with a variety of experience and 
expectations about teaching. The role of the mentor is not to 
foster an emulation of self but to encourage independence, 
reflection and acquisition of the mentee's professional style. 

The rewards for mentoring are also multiple, alongside the 
fact that mentors share their professional experience as well 
as gaining valuable help, it is important to remember that 
mentoring is also about mutual learning that can enrich both 
practices. 

What do mentors do?
At a glance, it might seem like all a mentor does is take a 
mentee out for a cup of coffee or lunch once a week. And 
while this simple action can go a long way in helping an 
employee feel cared for by an organization, it’s really the bare 
bones minimum of a mentor's duties.

Good mentors mainly consists of supporting the mentee’s 
developmental activities, challenging them to develop 
professionally and personally and helping them to formulate 
their professional vision. In the workplace mentors are typically 
managers, supervisors from within the organisation or outside. 

The benefits of a mentor programme
Most traditional workplace mentoring relationships involve 
senior employees helping guide the personal and professional 
growth of more junior colleagues. But age and organisational 
hierarchy aren’t necessarily the most important factors in 
today’s increasingly multigenerational workforce. 

It’s more important that mentors have experience that can 
help others learn. This could involve younger employees 
sharing their expertise with evolving technological tools and 

trends with older colleagues who may not be as familiar with 
new developments in their discipline. Mentors can also learn 
from the mentees they are helping to guide, so it really is a 
mutually beneficial relationship.

Mentoring programmes, by nature, encourage a healthy 
amount of goal setting. Many formal programmes actually ask 
mentors and mentees to establish objectives when they first 
begin meeting. This is significant, because 93% of surveyed 
workers believe that setting goals is important to their work 
performance. There are other benefits an effective mentorship 
experience can yield as well.  An analysis examining the 
career outcomes of employees who participated in mentoring 
programmes found that respondents experienced:

• Higher compensation
• More opportunities for advancement/promotions
• Increased satisfaction in their careers

Some evidence suggests that 91% of workers who have 
a mentor are satisfied with their jobs. That portion drops 
significantly among those who don’t have a mentor — more 
than 40% of employees without this type of role model have 
considered quitting in the last three months. Mentored 
employees also tend to feel more positively about their 
organisations as a whole. They’re far less likely to quit their 
jobs. In fact, a recent study found that the retention rate 
for mentees was 72%. The corresponding rate for non-
participants was just 49%.

Benefits are not limited to mentees — mentors surveyed in 
that same study experienced a 69% retention rate. Employees 
who serve as mentors also report greater job satisfaction and 
greater career success.

It is also true that mentoring programmes have a positive 
track record for enhancing the effectiveness of diversity 
efforts within some organisations. According to a study from 
Cornell University's School of Industrial and Labour Relations, 
participation has been found to boost minority representation 
at the management level by 9-24%, compared to 2-18% 
percent with other diversity initiatives.
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What is Mentoring in the Workplace?
Mentoring in the workplace is an established partnership 
between colleagues for the purposes of learning and growth.

Having a mentor at work can traditionally be seen as 
senior and more experienced employees giving advice and 
support to younger employees earlier on in their careers. 
This dynamic is known as ‘informal mentoring’, as it often 
comes about from the mentor taking a liking to the mentee 
and taking them ‘under their wing’, rather than a formalised 
relationship.

There is a lot to be said for informal mentoring, and many 
successful people refer to these kinds of relationships as 
helping them get to where they are today.

However, the potential problem with informal mentoring 
is that it may tend towards being exclusive and elitist, with 
people choosing to mentor individuals they see themselves 
in (and thereby not doing anything to encourage diversity in 
the process).

These kinds of relationships are also down to sheer luck 
a lot of the time. How many successful entrepreneurs have 
you heard say they were "in the right place at the right time" 
when they met a crucial person who took a chance on them?

As a result of these biases, mentoring in the workplace 
needs to be established on a formal mentoring basis in 
order to give employees equal opportunity to develop.

As shown in the numerous studies into the positive effects 
of mentoring in the workplace, it's one of the simplest things 
organisations can do to keep their employees engaged, 
productive and motivated.

Benefits of Mentoring in the Workplace
Mentoring comes with a whole host of benefits throughout 
organisations, from personal development, to mental health, 
to employee retention.

Benefits to the Mentee
Those with mentors at work will benefit from an increase in:
Self-confidence
Self-awareness
Job satisfaction
Aspiration
Likelihood of promotion
Loyalty to their company
Fulfilment at work

It has been reported that 89% of those who have been 
mentored will also go on to mentor others, and so contribute 
to this cycle of learning and development within an 
organisation. 

Benefits to the Mentor
There are also many positive benefits for those doing the 
mentoring. With studies having shown an increase in:
Self-confidence
Communication skills
Job satisfaction
Loyalty to their company
Fulfilment at work

Harvard Business Review conducted a study researching 
the positive effects mentoring can have on the mentors 
themselves, and found that that people who served as 

mentors experienced lower levels of anxiety, and described 
their job as more meaningful, than those who did not mentor.

The Academy is preparing to initiate a formal mentoring 
programme as a pilot scheme in the first instance and 
wishes to hear from potential mentors.

Mentor Requirements 

1) Professional Qualification 
 •  Recognised degree with relevant experience will be 

considered

2) CORU Registration 
 •  CORU State Registered Medical Scientist 

3) Academy Membership
 •  Valid Academy membership number required 

4) Knowledge and Experience:
 •  Mentor candidates must have in-depth knowledge and 

experience in the area in which they wish to mentor in 
and be in good professional standing. It would also be 
expected that each candidate actively participates in 
various CPD activities. This is dependent on the career 
stage of the mentor, both advanced and early career 
mentors are encouraged to apply. 

 •  The skills that an early mentor (<5 years working post-
qualification) would be expected to include some of 
the following; interview and job application experience, 
the experience of attaining CORU registration, attaining 
a postgraduate qualification, experience of having 
completed training in their department, experience of 
starting and participating in an out-hours service. 

 •  The skills that a more established mentor (>5 years 
of experience) should include some of the following: 
experience applying and interviewing for promotional 
posts, experience of having attained ACSLM fellowship 
for qualifications, have attained a postgraduate 
qualification, are actively engaged in research, have 
experience in interviewing and training staff, personnel 
management, lab equipment and stock management, 
quality and accreditation preparation. 

 •  The lists above are intended to be guidelines and 
applicants are expected to have attained some of 
the skills and experiences, not have all skills are not 
grounds for excluding candidates. 

5) Desirable Skills:
 • Enthusiasm for Medical Science
 • Willingness to Teach
 • Communication skills
 • Organisational skills
 • Professionalism

The Academy will provide training for mentors and expects 
the programme to last up to six month.

Guidelines and Expression of Interest Forms available on 
the Academy Website www.acslm.ie
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Step 1.  Register your new account 
for ISBT Education via the 
ACSLM registration link. If 
you already have an account 
for ISBT Education, please 
create a new one using a 
different email address.

Step 2.  Go to education.isbtweb.org

Step 3.  Log in by clicking on 
‘temporary code’ at the top 
of your screen, using your 
new account.

Step 4.  Select the ‘Affiliate Suite’ 
button to access available 
content. 

Once you have confirmed your 
registration you can go directly to 
education.isbtweb.org and log in by 
clicking the ‘temporary login’ button 
at the top of the page. Please note 
that once you are logged in you can 
see all content on Education that is 

available to regular members of ISBT. 
However, you will only be able to view 
content in the ‘Affiliate Suite’ tab. We 
hope you will enjoy using the material 
on ISBT Education. If you encounter 
any issues, please do not hesitate to 
contact the Academy's ISBT contact 
person, John Quigley,  
e-mail: John.quigley1@hse.ie

Recently, The Academy of 
Clinical Science and Laboratory 
Medicine renewed our Affiliate 

Membership with the International 
Society of Blood Transfusion (ISBT). 
An important benefit of ISBT Affiliate 
Membership is that you, as a member 
of the Academy have access to a suite 
of material on the ISBT’s educational 
platform, ISBT Education. On ISBT 
Education you will find an international 
guideline library, an educational eBook 
and webcasts from various ISBT 
congresses. All in all, the Affiliate Suite 
offers practical knowledge on a wide 
range of topics related to transfusion 
medicine. Moreover, you will find 
some free content on ISBT Education, 
including ISBT Webinars. In order 
to access the Affiliate Suite on ISBT 
Education you will need to register 
your account via the link previously 
emailed out to Academy members on 
7th October 2020.

The Academy is an associate member of the EFLM. 
We signed a Memorandum of Understanding for the 
enrolment of those fellows of the Academy renewing 

by the end of February this year. I wrote about this in our last 
edition of Converse and we flagged it on our renewal form. 
Names, work addresses and email addresses on file were 
sent to the EFLM for registration. All should have received their 
certificates and login details.

The EFLM Academy is a package of professional benefits 
for individual members of EFLM National Society/Association 
Members.

The EFLM provide by e-mail to each registered member a 
certificate of registration and personal credentials to log-in the 
software.

The aims of the EFLM Academy are:
•  To provide a web domain comprising an information and 

communication platform
•  To support education, training and continuous professional 

development of laboratory medicine practitioners
•  To raise the profile of EFLM

The benefits are:
•  Free on-line subscription to the EFLM journal, Clinical 

Chemistry and Laboratory Medicine

•  Unlimited access to all documents of the CLSI (Clinical 
and Laboratory Standards Institute) database

•  Regular e-mail notifications of all EFLM activities, 
programmes and opportunities

•  Eligibility to apply for EFLM travel grants* (subordinated to 
application’s criteria of each specific EFLM initiative)

•  Reduced registration fee to all EFLM conferences and 
courses*

•  Free access to EFLM webinars
•  Enrolment in the EuSpLM Register for those who meet the 

Educational and Training EFLM Equivalence of Standards 
(subordinated to the evaluation of the requested 
documentation by the EFLM Committee “Profession”).

*This applies to: EFLM Preanalytical conferences, EFLM Strategic 
Conferences, CELME Symposium, but does not apply to congresses/
conferences organized in collaboration with other organisations, such as 
EuroMedLab.

The EFLM will enter the names provided by the Academy 
in their data base. Collected data may be transmitted to third 
parties but limited to the purpose of providing the services 
requested by the user(for example, the access to the CLSI 
website). However, third-party companies are not authorised to 
transfer these data to other companies, institutions or persons.

Helen Barry

John Quigley BSc MSc FACSLM MBBTS
Senior Medical Scientist,  
Blood Transfusion,
Department of Pathology & Laboratory 
Medicine,
Regional Hospital Mullingar
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SARS-CoV-2 Antigen Testing, NPHET Subgroup 
and National Ambulance Service Training

Bernadette Jackson, Point of Care Manager, Naas General Hospital.

In October 2020 HIQA published the 
Rapid health technology assessment 
(HTA) of alternatives to laboratory-

based real-time RT-PCR to diagnose 
current infection with severe acute 
respiratory syndrome coronavirus 
2 (SARS-CoV-2) outlining a potential 
value of SARS CoV- 2 Antigen testing. 
Following this, a NPHET subgroup 
of experts including Microbiologists, 
Virologists, Public Health Experts, 
GP representative, HIQA, HPRA and 
Department of Agriculture was formed 
to make recommendations and co 
chaired by Professor Mary Keogan 
(National Pathology Lead and Dr Lorraine 
Doherty (National Clinical Director Health 
Protection HSE). I was invited to join this 
group, in my role as Near Patient Testing 

Specialist(1). 
A scientific team was established to 

review submissions from Antigen testing 
providers and conduct evaluations 
performing comparator / dual swapping 
in symptomatic individuals of real time 
antigen analysis to laboratory PCR. 
Nursing support was also recruited.

While Antigen tests can provide a result 
in a short period of time - typically 15 
minutes and facilitate rapid isolation for 
the detected person, their performance 
is less sensitive when compared to 
PCR and a high viral load must be 
present i.e. a symptomatic person.  
WHO recommends that rapid antigen 
tests meet the minimum performance 
requirements of ≥80% sensitivity and 
≥97% specificity, while ECDC suggests 
aiming to use tests with a performance 
closer to RT-PCR, i.e. ≥90% sensitivity and 
≥97% specificity(2).

The evaluation process began initially 

and limitations of antigen testing, a 
demonstration by one of the testing 
scientific experts, supervised practical 
performance of the test/tests by NAS 
team members, an outline of quality 
laboratory processes and a competency 
assessment. Subsequently, support has 
been provided the NAS teams in the field 
for testing and I have had the opportunity 
to support the field pilots. It has been a 
pleasure to work with the NAS outbreak 
teams and provide standardised quality 
focussed training for NPT testing with the 
training team.

in Beaumount Hospital with symptomatic 
staff and individuals presenting to the 
testing pod. All analysis was performed 
by the scientific staff. Subsequently, a 
pilot was established at the CITYWEST 
community swabbing facility evaluating 
symptomatic/ close contacts in 
December 2019. The Nursing team 
recruited people attending the CITYWEST 
swabbing centre to participate in the 
pilot capturing permission and additional 
details via a questionnaire. The oral 
nasopharyngeal swab for PCR testing 
was drawn first and with permission a 
second nasopharyngeal swab was drawn 
which was tested onsite for antigen 
testing by the scientists. Any antigen 
detected persons were contacted by 
phone by the nursing staff and advised to 
self isolate. A separate group under the 
Department of Agriculture were evaluating 
performance in meat factories. 

Following the subgroup 
recommendation – NPHET issued 
recommendations for Antigen testing for 
both acute sites and outbreak settings(3) 
and a HSE framework for training, test 
performance and reporting was prepared 
outlining the need for both Clinical 
Microbiology and Near Patient Testing 
(NPT) governance as per the National 
NPT Guidelines(4) (5).

As the National Ambulance Service 
(NAS) have dedicated swabbing teams 
– a decision was made that NAS would 
provide SAR-CoV-2 antigen testing onsite 
at outbreaks. A training programme 
framework was developed with the 
scientific lead, Deloitte and myself and 
a series of training sessions have been 
organised for NAS swabbing teams.

The training programme consists 
of a lecture outlining the benefits 

Anita Maher demonstrating the Antigen test

Antigen testing at outbreak site.

Lt to Rt:  
Bernadette Jackson, 
Anita Maher and 
Dr Barbara Hughes 
supervising practicals.

References:
1.  Rapid health technology assessment (HTA) of 

alternatives to laboratory-based real-time RT-PCR 
to diagnose current infection with severe acute 
respiratory syndrome coronavirus 2 (SARS-
CoV-2) HIQA - 2020. www.hiqa.ie (accessed 
23/03/21)

2.  Options for the use of rapid antigen tests for 
COVID-19 in the EU/EEA and the UK.  European 
Centre for Disease Prevention and Control, 2020 
www.ecdc.europa.eu (accessed 23/03/21)

3.  HPSC: Interim guidance on the use of Antigen 
Detection Tests in the public health system in 
Ireland www.HSE.ie/staff/coronavirus (accessed 
23/03/21)

4.   Antigen Testing Guidance –healthservice.ie 
https://healthservice.hse.ie (accessed 23/03/21)
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New Histopathology Laboratory  
@Connolly
If our old Histopathology laboratory had been listed on Airbnb you 
might see it described as ‘charming’ and ‘cosy’. Despite having 
outgrown our laboratory in recent years, we were well used to working 
in close quarters as a team and always found ways to be flexible and 
adaptable with the space. Over the last year however, being unable to 
comply with social distancing measures meant this was no longer a 
safe working environment. Coupled with the sudden demand for the 
provision of Covid-19 testing, it was clear that some reorganisation of 
our facilities was needed. While Microbiology were allocated additional 
molecular equipment and staff, the logical next step was for their 
department to expand into ours (which was located next door), and for 
Histopathology to find a new home.  

Histopathology received the green light for the rapid build of a 
modular laboratory. Management and senior staff set about designing 
our new space and coordinating the move, making what must have 
been a huge logistical challenge seem relatively effortless. It is still hard 
to believe that our entire department has been relocated and is fully 
operational within the space of five months.  

Everything about the new laboratory is state-of-the-art, from 
the motion sensor security features and ventilation systems to the 

chemically resistant and easily washable surfaces. The layout of the 
laboratory is designed specific to our workflow needs. Social distancing 
was easily achieved, with an overall increase in workspace of 60% 
compared with our old premises. The redesign allowed for considerable 
amounts of storage space with movable and adjustable under-counter 
cabinets and wall cabinets, improving safety and efficiency around the 
lab. Our increased storage capacity has freed up space in the general 
lab stores area too, giving everyone a little more breathing room. 

The Latest from the Labs Helen Barry

Claire Maguire checking out slides

The Main Histology Laboratory at Connolly

Dr Adele Habington (Lt) with her Microbiology colleagues 
receiving her award from CHI CEO Éilish Hardiman

This substantial upgrade to the laboratory has particularly improved 
our dissection area. Previously very cramped, we now have a spacious 
area equipped with a second downdraft bench which is height 
adjustable. Adjacent to this is a sizeable temperature-controlled room, 
fitted with adjustable shelves for specimen storage, so it is safe to say 
that we are all a lot ergonomically happier here. 

After a challenging year, this move to a very pleasant and 
comfortable working environment has really boosted our morale as a 
department. I am sure it will continue to have a positive impact on our 
mental health at work. Huge commendations to the histology team 
on a concerted effort with particular thanks to Joe Feely (Laboratory 
Manager), Jimmy Conheady (Chief Medical Scientist), and to Joanne 
O’Sullivan and Claire Maguire (Senior Medical Scientists) for the 
seamless transition to our new work space. Special thanks also to 
Hospital Management, HSE Estates and to Elliott’s builders for their 
work on the project.

Elaine Matthews, Histopathology, Connolly Hospital.

Joanne O’Sullivan at work in the cut up room

Tracy McMahon loading one of the stainers
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Award
Dr Adele Habington, Chief Medical Scientist at the Molecular 
Microbiology Laboratory, at Children’s Hospital Ireland at Crumlin, 
received the CEO award from CHI CEO Éilish Hardiman. Adele was 
acknowledged for setting up COVID-19 testing in March 2020. She 
shared this knowledge and expertise with her colleagues in CHI at 
Temple St.
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Winning Design for safe Formalin 
collection, transport, and 
removal from the lab.
Congratulations to Mary Monks, Chief Medical 
Scientist, Histopathology, St James Hospital 
winner at the SJH Design Week 2021.

The histopathology lab in St James Hospital, 
disposes of between 125-175 litres of waste 
formalin weekly.  The current collection model 
involves open pouring formalin into large 25 
litre containers, which are stored in the small, and busy, specimen 
dissection room, then brought to the waste yard for collection for 
disposal, when half full.  This process happens once a week and 

involves two MLA staff members lifting the 
containers onto a large trolley and navigating 
the corridors and a lift to transport them to 
the collection point.

Given that the OEL of formalin is 0.2PPM, 
and even with appropriate down draft 
facilities in place, it was decided a more 
suitable process would involve removing 
single containers as required with minimal 
manual handling. 

The design team Sophie Mills, Sean 
Gallagher, Caoimhe Murphy and Pieter 
Herings from The National College of Art 
and Design and Medical Physics at TCD 
course, were tasked with designing a safer 
system. The design comprised a contained 
unit, with a lidded sink connected directly 
to the waste collection container.  The unit 

is fitted with an alarm to notify staff when the waste 
container was full. The waste container sits on a trolley which is then 
brought directly to the disposal collection point by a single member of 
staff. This reduces the manual handling..

The team of students from NCAD and TCD took on the design brief 
and in a week they designed the unit and transport system.  Not only 
did the design eliminate manual handling for staff and contain formalin 
fumes and potential spills, the design also showed that it would now be 
possible to fill the 25L drums fully so less drums would be required for 
collection, not only saving space but also saving time and money.

Mary’s project was one of seven great designs submitted. 

I first met Stephen Dempsey 
in 1973 in Kevin Street as we 
commenced our journey to 
become Medical Laboratory 
Scientists. Medical Scientists 
are creatures of habit and so for 
this 1st year in WML we sat in 
the 3rd floor lecture theatre in the same place every day, Stephen in the 
row behind me. Stephen commenced his internship in The Coombe 
and I in St Vincents. Our paths crossed again during block releases 
and also in the Diploma Class where we both studied Microbiology 
under the tutelage of Tommy Scott. I joined the Academy Council in 
1985 and Stephen followed shortly thereafter. Stephen rapidly became 
the then treasurer Noel White’s right hand man. Together they charted 
the Academy’s recovery from the losses incurred by the hosting of the 
IFBLS Congress in 1992. Stephen then took on the role of treasurer 
on the appointment of Noel as Academy President. In my 1st term as 
President Stephen continued as Treasurer. The words I associate with 
Stephen are integrity, competence and a gentleman. Never one to 
seek the limelight Stephen has been a solid and dependable colleague 
whose support for the work of the Academy had been unwavering. His 
opinion was always measured and valuable. 

I wish Stephen a long and happy retirement with Carmel and family.
Marie Culliton, Academy Council.

Lt to Rt: Noel White, Seamus Dooley, Alan Potter CEO IBMS, 
Mary Stagg and Stephen Dempsey.

Retirements
Stephen Dempsey, Chief Medical 
Scientist, Coombe Women and 
Infants University Hospital.
Stephen Dempsey retires after 46 years at the Coombe.
Stephen has decided to start life after the Coombe. 
Having joined the staff as a student, Stephen flourished academically 
and scientifically in Microbiology. He was involved in lots of the social 
activities from the hospital- swimming on Monday nights in Rathmines, 
acting in the Pathology plays, finding a wife for himself in the staff 
dining room. During the ‘big snow’ he and Noel Bolger provided 24/7 
service for a number of days - they lived in to ensure patients had 
lab results for their care. In 1998, Stephen was asked to lead out on 
the implementation of a IT system for the lab, this was successfully 
implemented in 2004. He remained with a focus in IT but also added 
Quality to that remit – because he hadn’t enough work in IT! He has 
been guiding this  Pathology Department through ISO 15189 and 
recently ISO 22870 successful accreditation visits since 2007. For his 
dedication to patient care within 
this department and hospital 
we cannot thank Stephen 
enough, but wish him well in his 
retirement. 

Martina Ring,  
Laboratory Manager,  

Coombe Women and Infants 
University Hospital.

featureacademy

Lt to Rt: Clodagh Moloney, Lindsay Godfrey and Jacob Sinicki.

Providence Medical Center,  
Portland, Oregan
Celebrating St Patrick’s Day
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Rebecca Rushe, Surveillance Scientist, CHI@Crumlin: 
Mary Kelleher was the first of her kind. Surveillance Scientist was a 
new role created in Microbiology. For those of us appointed after her, 
her work was the gold standard. Whenever we gathered together as 
a group, the presence of Mary K was a reassuring one. No matter 
what the issue or conundrum to be discussed, Mary would already 
have thought about it or come across it and very likely resolved it 
within her own realm. 

She was the reference point. “How does Mary manage this data/
request/problem?” She was generous with her time and knowledge 
and over the years. Straight talking and no nonsense and a rock of 
sense. 

In the early years, when we met as the Surveillance Scientists, we 
were unsure about what we should be doing as a group. There was 
very little common ground, with the role largely confined to notifiable 
disease matters in many hospitals. However, 20 years later, we are 
called upon more and more to contribute to data gathering and 
data analysis within our hospitals and within the HSE. Data is truly 
power, allowing decisions to be made, and policy to be forged. Mary 
understands the importance of data and the power it supplies. She 
read her audience and provided what was needed, with data that 
was pitched for that audience, no matter what the level. As data 
gathering became a more and more difficult task, with staff too busy 
to assist by filling in forms, Mary explored the sources of electronic 
data within her hospital. I remember her saying to me; “Get access to 
the source of the data, people will not fill in forms, your head will be 
wrecked trying to get that data”

I always refer to her as the Queen of Surveillance, my go to person. 

Farewell speeches

Stephen Murchan, Surveillance Scientist, HPSC:  Mary 
K is truly a legend in the world of surveillance. She is an incredible 
scientist and professional. Questioning (with a very methodical and 
mathematical brain), innovative, dedicated beyond the call of duty 
and well-liked/loved and respected by friends and colleagues. In 

her work, Mary never did things by halves or ‘just because’ – there 
always had to be a good reason as behind it all were patients 
and real people. She always had a plan – you’ve got to have a 
plan! Always helpful and happy to share her vast knowledge and 
experience with everyone. On top of this, she has a wicked sense of 
humour. Mary is a true role model for us all and I am proud to call her 
a friend.  

Ajay Oza, Surveillance Scientist, HPSC: The work Mary 
did in the early days to pull the surveillance scientist family together 
as a group and always be the one with level-headed views and be 
the most down-to-Earth person in the room was very inspirational. 
That helped to gel us together as a group. There were a few others 
who were equally supportive but there was never any doubt that 
Mary was THE go to person on any matter.

Jean Wellwood; Surveillance Scientist, Midland 
Regional Hospital at Mullingar: Mary has been an inspiration 
to all of us. She has always been a port of call for any questions or 
problems and was always ready to share her vast knowledge and 
expertise. She has been instrumental in leading and developing 
surveillance protocols at a national level and her expertise is 
legendary. She will be hugely missed in the surveillance world.

Belinda Hanahoe, Surveillance Scientist, GUH: I always 
thought of Mary as being a higher power in terms of surveillance and 
a touchstone, particularly when we were all starting out. Mary is the 
Queen or Doyenne of Surveillance. Her insight and logic are second 
to none and she always was generous with her time and advice 
with all who sought it. At a personal level she is great company, very 
engaging and good fun!

Dr Brian O’Connell, Consultant Microbiologist and 
Clinical Director, LabMed Directorate, James's 
Hospital: I am so sorry that Mary has retired. She has contributed 
enormously to this department in St. James’s over the 40+ years 
she has been here. Firstly, as a medical scientist, but I have known 
her best as a surveillance scientist.  It was in this role that she 
excelled.  She had a mathematical brain – one of the few people 
I know who did Open University Maths courses in her spare time 
for entertainment.  She applied that interest with great success to 
the delivery of surveillance of infection for the hospital.  Not only 
did she undertake the routine surveillance functions exceptionally 
well but she introduced a whole host of other clinical surveillance 
activities. These were done with the minimum of resource.  One of 
her great skills was the ability to question different data sources, 
extract information from different systems and translate that data 
into meaningful information for action. This allowed us to introduce 
surgical site surveillance for a number of procedures.  The 
methodology she used allowed us to successfully use the data 
to introduce interventions and measure the effectiveness of those 
interventions.  This has resulted in a sustained decrease in surgical 
site infections.  She also managed to undertake catheter-related 
blood-stream infection surveillance for the whole hospital.  Once 
again, done efficiently with the minimum of resource this also allows 
interventions to be measured on an on-going basis.

She was a pleasure to work with. Asking direct questions that 
needed specific answers so that appropriate analysis could be done.  
She had a no-nonsense approach to issues .’What exactly do you 
want to know?’ was one of her favourite responses when asked to 
do something. This was ideal in her role – find out exactly what is 
required and then produce the appropriate data. She studied data 
presentation as well and this was clearly evident when she was 
lecturing - simplified data presented clearly and precisely.

She had an extraordinary work ethic and has had minimal time off 
in her 40+ year career. I used to meet her going for coffee at 8 am 
when I was coming in and she was taking her mid-morning break!

We will miss her greatly but can only wish she enjoys her richly 
deserved retirement with the confidence of knowing that she made a 
difference.

academy

Mary Kelleher, Surveillance Scientist, 
St James's Hospital.
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New on Academy Council
Deirdre Keating, Sp Medical Scientist,  
St Vincent’s University Hospital.

Deirdre graduated from DIT (TU Dublin) in 2003 
with a BSC. in Biomedical Science and began 
working as a Medical Scientist in St. Vincent's 
Hospital (SVUH), Dublin.  She completed her 
MSc. in Molecular Pathology in 2006. Her project 
focused on Molecular identification and typing of 
Pseudomonas aeruinosa.  After completion, she was seconded to UCD 
for a year to continue her research in this area.  This led to the discovery 
of a clonal strain in the Cystic Fibrosis (CF) isolates, work which was 
subsequently published.  In 2008 she returned to St. Vincent's University 
Hospital in a new post as a Specialist Medical Scientist for Molecular 
Pathology.  She led the development and set up of new shared 
Molecular Facility for the Pathology department. 

The majority of her research over the years has focused on CF 
microbiology, centred around improving microbial identification and 
typing methods and investigating potential therapeutic effects of novel 
combination antimicrobial agents in this cohort of patient and I have 
presented on this research by nationally and internationally.  

Since March 2020, she has been responsible for setting up and 
running the Molecular Microbiology lab in SVUH, which was created in 
response to the need to test for the novel Coronavirus SARS-CoV-2. 

As well as her Molecular Microbiology work, she is also passionate 
about teaching. She has supervised numerous final year and MSc 
projects. She is also a guest lecturer in TU Dublin on the MSc in 
Molecular Pathology and for the past two years she has taught a 
semester in Food Hazards; Microbiology to students studying Food 
Safety Management  in TU Dublin.

When she is not working, she enjoys spending time by the sea with 
her husband and two children.

Helen Barry

My journey to Fellowship 
of the Royal College of 
Pathology - FRCPath.
Ciarán Mooney MSc FRCPath FACSLM FIBMS 
ClSci, Chief Medical Scientist,  
St Vincent’s University Hospital.

When I became aware the FRCPath 
examinations became available for clinical 
scientists in Haematology/ Transfusion in 2015, 
I applied to the Royal College of Pathology (RCPath). Initially my 
application was declined on the basis there was no formal training 
framework in Ireland, and I was not registered with the UK Health and 
Care Professions Council (HCPC) as a clinical scientist (CS).

In the UK the Higher Specialist Scientific Training (HSST) is a 
five-year programme that, together with FRCPath allows progression 
to consultant grade. I designed a personal training programme 
based on the HSST curriculum, with the support of our Consultant 
Haematologists Dr Fionnuala Ní Ainle and Dr Melanie Cotter. 

After much communication, the training plan was eventually 
accepted by the RCPath. I sat Part 1 at the RCSI in Dublin. It was 
approx. 3-4 hours in duration and consisted of two parts. Part A, four 
mandatory essays from five topics, and a Part B, consisting of short 
and long answer questions. I sat Part II of the exam in the UK.

The Part II exam was composed of three sections.
Section 1: A 2-3 hours practical examination, focused on a number 

of clinical scenarios in the chosen module.
Section 2: A viva against a panel of leaders/experts in the field.
Section 3: A choice of undertaking a research thesis/PhD thesis 

or a case study portfolio. I choose the latter and followed a series of 
patients over a year to produce 10 clinical case reports.

It took approximately 2-3 years to complete the FRCPath and most 
of my study was done after work and on the weekends, but in my 
view the award is worth the sacrifice and it’s an award that promotes 
our profession. 

The RCPath website states:
The standard required to pass this examination is the standard 

that would be expected of a Consultant Clinical Scientist in 
Haematology…..This examination is closely analogous to that taken 
by medically-qualified haematologists. 

While I was completing my case study portfolio, I began the 
application process to register as a 'Clinical Scientist' (CS) in the UK. 
The UK Scientist Training Programme (STP) describe the role of CS 
as: Many will work directly with patients and all will have an impact on 
patient care and outcomes. They will be involved, often in lead roles, 
in innovation and improvement, research and development and/or 
education and training. Entry to the CS programme is managed by 
the UK National School of Healthcare Science (NSHCS). The course 
is delivered via a three-year work based placement and trainees must 
also complete a MSc.

On the Move
Maria Molloy, New Deputy General Manager GUH
Maria Molloy is the Laboratory Manager for Galway University Hospitals 
(GUH) and is about to embark on a new role of Deputy General 
Manager, GUH.  She has worked as a medical scientist for almost 15 
years, in a number of different roles within Ireland and the UK.  She 
is a graduate of Galway-Mayo Institute of Technology (Certificate in 
Medical Laboratory Science), Dublin institute of Technology (Honours 
Degree in Biomedical Science) and NUI Galway (Research Masters in 
Biomedical Science).  She began her career working within the Public 
Health Microbiology Laboratory, GUH working under the ISO17029 
standards, with INAB accreditation.  After a career break, travelling 
throughout South America and South East Asia for a year, she practised 
as a multi-disciplinary medical scientist within the Galway Clinic.  From 
here she moved to London to take up the role of a medical scientist 
within the Royal Free NHS Hospital in North West London.  During 

her years there, she learned many emerging technologies at the 
time (MALDI, molecular testing of GI infections, Sanger sequencing/
bioinformatics of non-culturable organisms).  Being a home bird, Maria 
moved back to Galway and GUH within the Microbiology Department, 
working to ISO15189 standards and INAB accreditation.  In 2017, she 
became the first Surveillance Scientist to be part of the newly formed 
Antimicrobial Resistance and Infection Control team (AMRIC), led by 
Prof Martin Cormican.  She focused on data analysis and reporting 
from the National CPE reference laboratory, and convened the first HSE 
HCAI/MDRO Medical Scientist Network that met each quarter.  This 
was a great platform for medical scientists to present their experience 
with HCAI/MDRO diagnosis and outbreak control as well as a space 
for shared learning across all Microbiology laboratories throughout 
Ireland.  In her current role she managed the Laboratory through the very 
challenging past year, working with her great team of medical scientists, 
support staff and clerical staff, to meet the demands of COVID-19 testing 
and providing laboratory diagnostics to aid clinicians in the treatment of 
COVID-19 cases.  Maria is a member of Council of the Academy, and 
hopes to continue on Council, workload permitting. 

Helen Barry

featureacademy
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Society. The inspire series was 
created in order to give students an 
insight into life of a PhD student with 
a background in medical science. 
On the night we heard from Aisling 
O’Brien who is currently in the first year 
of her PhD entitled "Comparison of 
detection methods for minimal residual 
disease in Multiple Myeloma and 
study of chromosome Y stability as 
a potential novel treatment response 
marker". Aisling was able to inform 
the attendees about working on her 
research while continuing to work as a 
medical scientist part-time. Her advice 
to students considering a PhD was to 
find an area of research that you are 
passionate about! 

The “Stories in STEM” event 
hosted by our society in 
collaboration with UCC WiSTEM 
and MTU Cork WiSTEM saw four 
incredibly successful women 
in STEM come together to 
share their stories to success 
with the next generation of 
scientists.  The keynote speaker 
on the evening was Dr Hasini 
Jayatilaka, Consultant at Syneos 
Health and Forbes 30-under-30 
scientist. Dr Jayatilaka was 
joined by Liz Dooley (Head 
of Biologics, Clinical Supply 
Chain, Janssen R&D), 
Leah O’Keeffe (J&J GOLD 
Associate) and Olive O’Driscoll 

(Founder and Director of AventaMed) 
where each speaker gave attendees 
an insight into the journeys they have 
taken as women in STEM. Each of 
the women had taken such different 
backgrounds but have excelled in their 
chosen careers. The highlight of the 
evening was the Q&A session at the 
end of the event. Each speaker shared 
some wisdom with the attendees with 
the take home message being – do 
not be afraid to take risks, stay true to 
your passions and always reach out to 
others.

The “Beyond the Bachelors” event 
was aimed at providing students 
with an opportunity to hear about the 
educational opportunities available to 
them once they graduate. On the night 
we heard from Fabian McGrath (TU 
Dublin) Prof. Gerard Boran and Dr Ann 
Leonard (Trinity College) Dr Declan 
McKenna (Ulster University) and Alison 
Malkin (TU Dublin) who provided 
students with all of the information 
necessary on their programmes.  The 
event was attended by students from 
UCC, MTU, GMIT, TU Dublin and 
NUIG. The event was coordinated 
by Erika Horan, a final year student 
who realised the challenges faced by 
third-level institutions in advertising 
their programmes without 
conventional college open days. We 
hope that this event made it easy 
for students to learn more about 
these courses from the comfort of 
their own homes.

The UCC Biomedical Science 
Society has seen an impressive 
year of events, and with this 

year’s committee preparing to call 
it a year – we wanted to take the 
opportunity to reflect on what has 
been a triumphant year in spite of 
the challenges presented by the 
pandemic. 

With the New Year came a new 
selection of events. The society is 
committed to delivering high-quality 
events that will be of benefit to our 
members and provide an interlude 
from their college commitments. 

The committee were very proud to 
hear that Katie O’Brien, Chairperson 
and Ruth Delahunty, PRO, were 
awarded with Johnson & Johnson 
(J&J) WiSTEM2D scholarships in 
January 2021. Now in its third year the 
J&J WiSTEM2D Award Programme, 
refers to Women in Science, 
Technology, Engineering, Mathematics, 
Manufacturing and Design.The virtual 
ceremony was addressed by Irish 
aeronautical engineer and award-
winning STEM advocate, Dr Norah 
Patten. They are among 11 recipients 
from UCC to receive scholarships.

Our first event of the year was a 
collaborative event with the UCC 
Medical Research and Technology 
Society and the UCC Pharmacy 

student affairs

UCC Biomedical Science Society
Katie O’Brien, Chairperson
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incorporate sustainability and transferability 
into the project. Both these elements 
would require student training and so we 
elected to work with our Department of 
Technology Enhanced Learning (TEL) to 
develop short online training modules on 
aspects of the publication process. The 
content for these modules was developed 
by the four staff members collaborating on 
the project and included “An Introduction 
to Scholarly Publishing”, “The Role of the 
Editor”, “How to Review a Journal” and 
“Ethics in Research Publication”. The 
content for these now resides with TEL and 
we are working with them to fine-tune these 
developing modules. Like all other projects 
over the last year, we were also impacted 
by the COVID-19 pandemic which took our 
TEL department away from the project for 
a large part of 2020 while they facilitated 
the transition of lecturers to remote delivery. 
Fortunately, the National Forum have taken 
account of the pandemic and extended the 
rollout of funded projects until May 2021, 
so the delay has not been a significant 
issue. Once created, these modules 
will provide the training for students in 
future years and will be available to other 
disciplines to use as a model to develop 
undergraduate journals on their area.

With the work on the training modules 
delayed, we were concerned that we 
would not have the student end of the 
journal completed in time for our launch 
date. A call for submissions to the journal 
was extended to the students and articles 
were coming in steadily to the repository 

on SWORD. For this year, we elected to 
provide the training with the students over 
Zoom using the content we had developed. 
Putting a positive spin on this, we realised 
that the students would be in a position 
to provide feedback on the content and 
we are currently using their feedback in 
our work with TEL to enhance the training 
modules under development. An editorial 
board encompassing sixteen students 
from third and fourth year has been 
established. The students are managing 
all aspects of the publication process and 
have assigned roles to members of their 
team to co-ordinate the activities and keep 
the project on target. A panel of expert 
reviewers has been recruited and these will 
provide guidance to the students through 
the peer review of the submitted articles. 
Submissions for the inaugural edition of 
the journal are currently out for review 
and a launch date of the end of May will 
be finalised shortly. The project has been 
designed with expansion and longevity in 
mind and we look forward to extending the 
journal beyond the university, nationally and 
internationally, to provide other students 
with an opportunity to publish high quality 
undergraduate work that they produce 
during their studies. These are exciting 
times for all: the students of Biomedical 
Science contributing their work to the 
journal, the students directly involved in the 
management of IUJHS, MTU staff of the 
Department of Biological Science and the 
Library and the new University so be sure 
to look out for the inaugural issue in May.

May 2021 will see students of 
Munster Technological University 
(MTU), formerly Cork Institute 

of Technology (CIT), studying the joint 
MTU-UCC BSc (Honours) in Biomedical 
Science launch the first issue of the online 
International Undergraduate Journal of 
Health Science (IUJHS). This journal will 
be the culmination of a publication cycle 
where students will have authored, edited, 
reviewed, and published original research.  
Funding from the National Forum under 
the Strategic Alignment of Teaching and 
Learning Enhancement call in 2019 will 
ensure longevity of the project after this first 
issue with biannual publication of IUJHS to 
follow. 

When the funding call from the National 
Forum was announced Dr Brigid Lucey 
and I were determined to secure some 
of the available funds for enrichment of 
the learning experience of the students 
of our programme.  There were a number 
of drivers that led us to the development 
of IUJHS, firstly was recognition of 
the untapped publication potential of 
two significant pieces of assessment 
conducted by our students. These were 
an original survey conducted in third year 
by the students with the results presented 
as a scientific paper, and in fourth year the 
final year project which generates data that 
could form the basis of a research article. 
Secondly, as the profession moves towards 
a commitment to continued professional 
development, we were conscious of the 
need to equip the students with skills 
for lifelong learning. Finally, we knew the 
students we deal with on a daily basis, and 
knew them to be ambitious, enthusiastic 
and eager for a challenge. 

With the idea of a journal in our heads, 
we were faced with a dilemma with the 
publishing end of the journal and this 
was when a unique collaboration was 
established with MTU library staff. Sinead 
Hanrahan and Therese Ahern, as experts 
in digital publishing and metadata & 
research data services respectively, were 
key to guiding IUJHS to its online platform 
SWORD (South West Open Research 
Deposit) and this was when the project 
gained momentum.  

At this stage there were two primary 
aspects to the work: the student-led 
publication process and the need to 

A New Undergraduate Journal, 
for a New University

Dr Lesley Cotter, Department of Biological Sciences, MTU

Figure Online platform on SWORD for IUJHS and editorial board for IUJHS.
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BioMedica originally scheduled to be held in the Convention Centre Dublin on May 25th and 26th 2020,  
was held virtually in December.

We were delighted to receive a letter of good wishes from Uachtarán na hÉireann, Michael D. Higgins. A copy was sent to all 
laboratory managers. Some labs have included it in their quality portfolios. BioMedica2020, was opened with an address from the 

Minister for Health Stephen Donnelly. He was fullsome in his praise for the work of medical scientists in the pandemic and generally 
in healthcare. Dr Siobhán Ní Bhriain gave the keynote address. Siobhán is the Clinical Lead for Integrated Care in the HSE. 

We were thrilled that Dr Mike Ryan and Dr Cillian De Gascún could present live. We had a huge attendance of almost 300 from 
across the globe, at their session. It is a testiment to the role of medical scientists and the value of diagnostics, that the two busiest 

men on the planet at the moment, could spare the time to present at our conference.

Most significantly, we had so many amazing presentations from medical scientists across all the disciplines.  
It was really inspiring to hear the very high level of scientific achievement in our laboratories.

A Virtual Festival of Medical Science A Virtual Festival of Medical Science 

3030thth Nov - 4 Nov - 4thth Dec 2020 Dec 2020

Zoom Table Quiz

The Heathers, Interval Act at Zoom Quiz.



Continuous Professional Development 
– looking towards the future

cpd

Dear Colleagues
We are well aware that 2020/2021 in 
laboratories has been an incredibly 
difficult time and we commend you all 
for your efforts and sacrifices above and 
beyond the call of duty. And to add to 
the woes, you also had to organise your 
CORU registration by March 31st.  

your Academy website. So, what’s in the 
Academy website for you? Let’s have a 
quick website review and finish with CPD 
resources.

The homepage has a navigation bar, 
sliders, buttons and events displayed to 
help you quickly find whatever it is you 
want or to browse with ease.

The jobs section provides you with 
instant access to the most recent posts/
job adverts available. It’s also a resource 
that lists past job vacancies etc.
The news and events tabs show 
upcoming events and link with the sliders 
on the right-hand side of the Academy 
homepage. 

Membership describes the various 
categories of membership including 
student membership and eligibility 
criteria for Academy membership grades. 
Membership application and renewal 
forms can be downloaded here.

The publications tab allows Academy 
members access to all issues of 
Converse, the Academy’s official 
publication which is published three times 
a year. It will also allow you to view all the 
Academy newsletters from April 2020.

If you want to know what the Academy 
does on your behalf and who are the 
people involved, click on the About and 
Advisory Body tabs.

The CPD section is located in the 
members area. This area allows you 
to create a portfolio which you can 
populate with personal and professional 
details, qualifications, exam results and 
everything CPD. You can create your 
personal development plan (PDP) and 
maintain your CPD going forward. You 
can self-award your own CPD credits and 
produce a CPD/PDP report with ease 
for any time period. You can also upload 
documents, certificates or any graphics 
form your own computer to add to your 
portfolio.
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Events Stats 
•  2020: 1,558 attendees at 22 events 

from May 2020 - November 2020
•  BioMedica: 2,244 at 17 different 

events, with 34 presentations 
and a further 18 on demand 
presentations over 5 days

•  2021: 658 attendees at 9 events to 
29th March 

•  Hours of “CPD on-demand” video: 
45 hours

•  Almost 50,000 website page hits / 
month

Your Advisory Bodies 
In order to uphold the high standard of 
CPD available to all medical scientists 
online in recent times, we want you to 
know that your Advisory Bodies have 
been busy putting together content 
and events for the year ahead. Many 
of you requested that more clinical 
and discipline specific content be 
made available. These CPD topics, 
coupled with multidisciplinary events 
which align to the Integrated Care 
Program and Complex Disease 
Management will be available later 
in the year. Please check your email 
inbox regularly for updates.

Combining the CPD portfolio section 
and the Academy CPD resources 
will help you gain the 30 CPD credits 
required from 1st April 2021 to 31st March 
2022. One useful resource is that of 
past webinars available to you in video. 
The table below lists Academy webinar 
videos available at time of print.

As your CPD officers, we are 
determined to make your CPD for the 
next year as simple and straight forward 
as possible. A good starting point is 

All about reflective Learning/use it for CPD

Medical Science: 2020 Vision (11 
presentations)

An Introduction to the National Transfusion 
Advisory Group (NTAG)

CPD Updates – Reflective Learning and 
applying the CORU framework

How to record your work as a video 
presentation 

ABO anomalies

Biosafety

Manage MS Excel – tips, tricks and skills

Improving Blood Stock Management

Improving Haemophilia Patient Care Delivery

Green labs on our Green Island

FRCPath for Transfusion Scientists

Scientific Writing (Part 1)

MS Access – manage your Data

Scientific Writing (Part 2)

Daratumumab – Practicalities in Transfusion 
Science

Biological Hazard Identification & Routes of 
Infection

CPD / CORU – Where you need to be!

Malaria – Digital Morphology

Electronic Issue in Blood Transfusion

Biomedica 2020: A week of Medical Science 
presentations

Traditional & Novel Haematology Parameters 
as Predictive Tools in COVID-19

Pre-analytical requirements for the 
Investigations of Porphyrias in Patients

Celebrating International Day of Women & 
Girls in Science

Lean in the Lab

CORU Registration / CPD / Audit

Flawless Professionalism

CAR T Cell Therapy in Paediatric ALL

Haematology Morphology Workshop

Does this range make me normal?

There are 45 hours of webinar 
video material available to you. 



cpd

Medical scientists have really engaged 
and stepped up to the plate, presenting 
their important work and providing CPD 
opportunities for all. 

It also appears that medical scientists 
are busy looking for information on the 
Academy website. For 30 days across 
February/March 2021, there were 10,549 
visitors to the website with 48,648 page 
hits. This indicates a significant volume of 
traffic through the Academy web pages, 
averaging 350 visitors per day.

Academy Mentoring 
Project
You may have read the article about 
the upcoming Mentoring project which 
is currently being developed. This 
project holds great promise for both 
the Mentee and Mentor alike. We would 
like to commend the Engagement 
and Advancement Advisory Body and 
all involved who have been working 
tirelessly on this project in recent months.

Knowing how to 
perform reflective 
learning will make 
your CPD process 
easier. Watch out for 
upcoming webinars 
on the topic and 
browse www.acslm.

ie resources for more information. Your 
CPD officers are here to help you in any 
way possible at cpd@acslm.ie

CPD Officers: Leo Mulvany & 
Jemma Kehoe
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CORU Stats  
(18th March 2021)
There are 583 applicants on the 
register. 2,032 applicants have 
commenced the online application 
process. 92% of these applicants 
are Section 91 applications. CORU 
is prioritising the registration of the 
other 8% which relate to Section 38 
applications.

Let’s stay connected! 
Are you receiving the Academy 
newsletter in your inbox? You will get 
updates about the latest CPD events, 
video replays and much more. If 
you’re a current member but are not 
receiving our emails, please check 
your spam/junk folder. You can send 
Leo & Jemma the email address you 
wish to use to hear from us. So pop 
us a message to cpd@acslm.ie

Here at last, here at last!!!!
State Registration Arrives

As state registration for medical scientists 
is finally complete, it is sobering to reflect 
on the journey to this end. Looking at 
some archival material from the MLSA and the 
AGM minutes of the Dublin Branch of the Institute 
of Biomedical Science, (then IMLT), shows the 
profession's foresight.

The need for state registration was discussed 
at the 1963 AGM. Submissions were made to 
the Department of Health. The AGM held the 
following year, 1964, provided some insights into 
the progress. There was some concern in the 
profession at the slow pace of response from the 
Department and the Minister Seán MacEntee.

On 17th January 1964 a letter was sent to 
the Minister for Health. It was pointed out "that 
following the introduction of State Registration for 
Technologists in Great Britain more stringent regulations 
governing approval of laboratories for training….

We pointed out that the State Registration of this 
profession in Ireland would ensure the staffing of our 
laboratories with sufficient qualified technologists to 
satisfy the revised 
requirements for 
approved  laboratories 
as designated by the 
I.M.L.T.…."

In a letter from the 
Dept. of Health dated 
20th January they 
were informed that a 
conference would be 
arranged at an early 
date. 

Resulting from this 
conference a sub-
committee on State 
Registration was 
formed.

In August 1982 
Cyril Keogh, 
General Secretary 
of the MLSA (then 
MLTA) received 
a letter from 
the Department 
of Health to 
indicate they 
were introducing 
the necessary 
legislation.  

Few could have 
envisaged what 
a long-drawn out 
process State 
Registration would 
prove to be.
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partners in pathology

iron deficiency anaemia or have 
latent anaemia. The mean cellular 
haemoglobin content of reticulocytes 
(MCHr) provides information on the 
availability of iron for haemoglobin 
production, and if it is decreased 
it indicates depleting iron stores, 
even before the actual haemoglobin 
concentration or red blood cell count is 
impacted. 

Advantages with MCHr
When incorporated as part of the CBC 
on selected systems like the Abbott 
Alinity hq, measuring MCHr provides 
a fast, easy and cost-effective way 
to diagnose anaemia early, reducing 
the need for more complex and 
expensive biochemical tests. This is 
particularly important in resource-limited 
geographies but can also be used as 
a screening strategy in the general 
population, especially in high-risk 
populations such as pregnant women 
and people with medical or self-
imposed dietary restrictions. 

MCHr is also an excellent tool for the 
early detection of response to therapy, 
as it starts increasing within days of 
beginning the appropriate treatment. 
This parameter has also been shown to 
be useful for diagnosing patients with 
so-called ‘functional’ iron deficiency – a 
disorder in which total body iron stores 
are normal, but the iron supply to the 
bone marrow is inadequate. It is also 
useful for predicting responsiveness 
to erythropoiesis stimulating agents, a 

specific treatment for chronic kidney 
disease. 

Another parameter available on 
the Alinity h haematology analyser, 
the immature reticulocyte fraction 
(IRF) has also emerged as valuable 
in providing information beyond the 
CBC measurands. The immature 
reticulocyte fraction (IRF) is the ration of 
reticulocytes, or young red blood cells, 
that have most recently been released 
from the bone marrow. It is helpful in 
the classification on anaemias, but 
it is most useful for monitoring the 
patient’s response to therapy. For 
example, when a patient with iron 
deficiency starts iron supplementation, 
a significant increase in IRF occurs, 
usually several days before an increase 
in the total reticulocyte count. IRF 
also has a role beyond anaemia, as 
it has emerged as an early marker 
of bone marrow engraftment and 
regeneration after bone marrow or 
stem cell transplantation, and after 
chemotherapy.

These two parameters extend the 
significance of CBC beyond tradition 
limits and broaden the clinical utility of 
this well-known and widely used test.

Alinity hq instrument is a Class I laser 
product. For in vitro diagnostic use only. 
Alinity h-series is commercially available 
in select countries, not including the US.

Represented in Ireland by 
Accuscience. 

www.accuscience.ie
www.corelaboratory.abbott

Anaemia is the most common 
blood disorder in the general 
population and is a major and 

global public health problem. The most 
common cause of this condition is iron 
deficiency. While most people will have 
had anaemia – a deficiency of iron in 
their blood – at one point or another in 
their lives, a minority experience serious 
cases that require complex testing 
regimes to confirm the severity of 
their condition and inform subsequent 
treatment. Pregnant women are 
particularly at risk due to the increased 
iron demand, and anaemia affects 
maternal and child mortality. Severe 
forms of the condition, meanwhile, have 
characteristic signs and symptoms that 
can be easily diagnosed with a routine 
complete blood count (CBC) test.

CBC is the most commonly 
performed laboratory test that assesses 
haemoglobin level and blood cell 
counts. What’s more, it does so in a fast 
and automated fashion. In addition to 
diagnosing anaemia, some of the red 
blood cell parameters reported by the 
CBC even provide information for the 
classification and assessment of the 
severity of the disease.

Mild or latent anaemia, however, may 
go unnoticed when a traditional CBC 
test is performed, and may be detected 
only if more complex laboratory tests 
are performed. A new CBC parameter, 
however – which has become available 
on select haematology analysers, like 
on the Abbott Alinity hq – can identify 
patients who are at risk of developing 

Push the boundaries of the 
complete blood count

The complete blood count (CBC) is one of the most established and commonly 
performed laboratory tests, with parameters to support diagnosis of a wide 

range of haematological conditions. Technological innovations have led to the 
development of newer parameters that provide additional clinical value beyond 

the traditional CBC. Monoj Gandhi, associate medical director from Abbott, 
explains how two parameters available on the Abbott Alinity hq system extend the 
significance of the CBC beyond traditional limits and broaden the clinical utility of 

this well-known and widely used test.
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of them did not seem to directly apply 
to Medical Science. I thought validation 
and standards were behind me when 
I transferred to academia. Surely we 
taught students what they needed to 
know and they graduated. I was blissfully 
ignorant of the many standards that 
exist in a university and the many extra 
standards that come with teaching 
as part of the team on the BSc in 
Biomedical Science programme. I had 
been through INAB accreditation many 
times in the laboratory and now that the 
documentation is in for CORU and we 
are awaiting our inspection, I can say 
that the process is just as arduous here 
as it is in the laboratory. We are due the 
inspection in April, and anyone who has 
been through an INAB inspection for the 
first time (or any time!) will understand 
the apprehension we have about this 
visit. 

A year ago SARS-CoV-2 virus arrived 
on our doorstep and threw everything into 
disarray - we pivoted to online teaching in 
a world that was no longer recognisable 
to us. Our students now became a 
computer screen which brought new 
challenges. Those often expressive faces 
became indistinguishable to us and we 
could no longer tell if they understood or 
listened to what we taught. We adapted 
and students sat exams -some passed, 
some failed. The graduates  filled some 
of the ever growing jobs vacancies in the 
laboratories, although not enough to fill 
the gap. 

TU Dublin have been working to 
provide an alternative pathway into the 
profession and indeed a postgraduate 
programme was in development by 
the time I arrived. I volunteered to be 
the chair of the programme. My role 
was to develop a course that would 
require the minimum amount of time for 
students who had already completed 
a degree and a course that would also 

be approved for CORU registration. 
This was not an easy task. We had 
discussions with the Academy and MLSA 
about the demand from the profession 
and the funding of the training stipend 
that would be available for the full time 
course. We developed a robust selection 
criteria to ensure that the students who 
were offered a place on this course, 
graduated from this course. After many 
iterations, we felt we had one that worked 
for us as a University, that would map to 
the 96 profession specific proficiencies 
that CORU require and also one we felt 
would be feasible for those wanting a 
post graduate route into the profession. 

Once complete a panel of internal and 
external academics and members of 
the profession reviewed the course on 
the 13th of November. The programme 
was validated. However the HSE, in 
December 2020 decided that they would 
not fund the clinical placement stipend 
for the full time course. The course could 
not run.

The decision was made to use the 
framework for the full time course to 
develop a part time course. This would 
suit scientists already working as MLAs 
and obviate the need for a paid clinical 
placement.  So back to the drawing 
board, more documentation, more 
outlines and another validation event 
and just before Christmas 2020, the part 
time course passed the rigorous quality 
assurance validation by the University. 

Did we have time to set it up for a 
January 25th 2021 start in the middle of 
a pandemic? Did we have the energy? 
Could discipline lecturers take more 
people into our online classes in an 
uncertain teaching year? Our graduates 
in TU Dublin are highly trained, motivated 
Medical Scientists, could we produce the 
same level of graduates on this part time 
course? Following much discussion and 
consideration, the core team who teach 

I graduated with a cert from CIT (now 
Munster Technological University) 
and moved to Dublin to complete 

my degree in DIT (now Technological 
University Dublin).  I went to England to 
study for an MSc in Cellular Pathology 
in the University of the West of England. 
After another few years working in Dublin, 
I took a year out and headed to Australia, 
I worked in a private lab in Perth between 
my travels. I have a HDip in Leadership 
from the RCSI and now a HDip in Third 
Level Learning and Teaching from TU 
Dublin.  I have worked in small labs, 
big labs, public and private labs. I 
have studied in many universities and 
professional development has always 
been a part of my life as a Medical 
Scientist. 

These experiences have led me to my 
current position as Assistant Lecturer in 
Cellular Pathology in TU Dublin. The leap 
into academia was not something I ever 
saw as part of my career. I was a bench 
scientist, it was what I loved, but when 
the job in TU Dublin came up, after much 
deliberation I went for it! The change was 
massive. 

Similar to the laboratory, the pace is 
fast here, there is always more to do, new 
challenges and new guidelines that must 
be adhered to. It was a steep learning 
curve that I don’t think has flattened yet 
(will that ever mean the same thing after 
COVID!?), you can’t ever fully prepare 
for a career change, the language that 
comes with it, the management style, 
the new tasks that have to be done, the 
change to your daily working day. 

CORU Validation was talked about 
constantly when I started. Validating 
the undergraduate course is a very 
similar experience to the first time a 
lab applies for INAB accreditation. 
The documentation was vast and 
complicated by the fact that the 
proficiencies were generic and many 

The Journey to Course Development 
and Validation.

Higher Diploma in Medical Science
TU Dublin

Kathleen Brosnan - Assistant Lecturer in Cellular Pathology
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on the programme answered - Yes, 
we had to at least try. That decision 
was difficult for the lecturers, there 
was no end to Covid-19 in sight, the 
country was going into yet another 
lockdown, on site labs were out of 
the question and as I write this they 
still are. The discussion around when 
to run this, happened the first week 
in January, time was tight, we knew 
that but a postgraduate programme 
had been in development for so long 
and lecturers has done so much 
work that ultimately there could have 
been no other decision. It is down 
to the dedicated programme team 
that I work with that this part time 
programme exists and is running this 
semester.

The part-time programme was 
advertised and a lot of interest was 
received. Applications were reviewed, 
places offered and accepted in a 
quick turn-around time. The first 
cohort of students are now starting 
their training to become medical 
scientists. These students are due to 
graduate in January 2024 so they will 
not be in direct competition with the 
undergraduates because they are 
graduating at different times, and it 
will provide an opportunity to recruit 
new staff members twice a year 
rather than waiting until June.

Yes, the road is long for the 
students. Yes, the level of support 
from their training hospitals is a 
big ask. Yes, there will be times 
where we will wonder was it worth 
it especially as we now have to do 
the same amount of paperwork and 
documentation for CORU validation 
all over again.

Will this course make a difference 
today or tomorrow? No, but it gives 
a little bit of hope that things will 
get easier, that we can recruit some 
excellent people into the profession 
who will stay and work as registered 
medical scientists. We will continue 
to look for HSE funding for the full 
time course and hope to be able to 
offer it in the future but for now, the 
part time version - TU088 Higher 
Diploma in Medical Science – is 
offering a much needed alternative 
route into the profession. 

CORU validation, COVID-19 
changes and developing a new 
programme, alongside all my 
teaching keeps me busy but it is a 
challenge I enjoy. I do not regret the 
move, although I do miss working on 
the bench.

partners in pathology

Higher Diploma in Medical Science
Part time
Biological & Health Sciences
City Campus

Programme Details  

The programme is delivered on 
a part- time basis over 3 years, 
with a combination of on-site 
(TU Dublin - City Campus), 
online blended learning and 
practice based learning. A 
clinical placement of 30 weeks 
(1000 hours) is integral to the 
programme. Applications open 
in July through the TU Dublin 
website.

Entry requirements

Minimum entry criteria:

•  Minimum of a 2.2 in a Level 8 
degree in Biological Sciences, 
Biochemistry, Microbiology, 
Molecular Biology, Physiology, 
Immunology or other cognate 
discipline.

•  Current employment contract 
in an ISO18159 or equivalent 
hospital/medical laboratory for 
the duration of their training

•  A letter of support from their 
hospital laboratory manager 
agreeing to release the 
student for on-site activity 
and the provision of  clinical 
placement training.

Programme Outline  

Modules will be taken in:
 • Clinical Chemistry*
 • Transfusion Science*
 • Immunology
 • Medical Microbiology*
 • Haematology*
 •  Cellular pathology & Clinical 

Cytology*
 • Research methodology
 • Professional Practice
In the final semester students will take 2 
specialist modules# from the above list

*a 6 week placement will be required in each of 
these disciplines
# not all combinations of specialist modules is 
possible

The on-site commitment required is 
expected to be 2 days a week. This 
may consist of 1 full day and 2 half 
days or 2 full days.
Clinical placement rotations will be 
facilitated across the programme 
consisting of 6 weeks in the 5 major 
disciplines

For further information go to  
https://www.tudublin.ie/study/
postgraduate/courses/higher-diploma-
in-medical-science/ or contact the 
programme coordinator at: Kathleen.
Brosnan@tudublin.ie

Programme Description

The Higher Diploma in Medical Science is a Level 8 qualification that has been 
developed as postgraduate entry route to becoming a Medical Scientist. It 
is designed to provide education and training to students in all disciplines 
of Medical Science. Subject to programme approval, successful graduates 
will be eligible to apply to be registered as a Medical Scientist on the CORU, 
Health and Social care professionals professional regulatory register.



Spring 2021 • converse • 39

partners in pathology

New IBMS Chief Executive David Wells

International Biomedical Laboratory Science Day

David Wells has been confirmed as the 
new Chief Executive of the Institute of 
Biomedical Science. He will take up his 
appointment from 1st June 2021.

As Head of Pathology at NHS England, 
David strove to embed pathology into 
the heart of healthcare by supporting the 
adoption of digital systems, while also 
influencing key national health policies 
and government-funded initiatives.  His 
approach to the modernisation of the field 
was focused on ensuring the sustainability 
of pathology expertise for the future. He 
drove the type of unprecedented change 
in UK pathology that attracted global 
attention, especially due to his excellent 

work with networking and consolidation. 
For the past year, David has been 

leading NHS England’s testing response 
to COVID-19 - helping to boost the testing 
capability of the NHS from circa 200 
tests per day to 140,000 tests per day. 
He has liaised with Ministers and senior 
health leaders as a subject matter expert 
and provided leadership for all of the 29 
Pathology Networks, ensuring deployment 
of technology, staffing and IT resources 
into the NHS. He has also worked with 
senior leaders across the NHS, PHE, Test 
and Trace and the Department of Health 
and Social Care to inform strategy and 
policy to respond to the pandemic. 

In his work with the Institute, David has 
been an IBMS Council Member for the 
London Region, chair of the Membership 
and Marketing Committee and deputy 
chair of the IBMS Special Advisory Group 
for Clinical Chemistry. He also represented 
the IBMS on NICE diagnostic advisory 
panels, and various national forums 
including as an observer on the Royal 
College of Pathologist Council and in the 
Parliamentary and Science committee.

The Academy looks forward to 
continuing to work with the IBMS and 
David and wishes Jill Rodney best wishes 
for the future.

Helen Barry

IBLS Day was held on April 15th. Dr Mike Ryan has 
acknowledged yet again the medical science profession and its 
work, particularly its role in the management of Covid-19. He took 
the time to record a video to pay tribute to medical scientists and 
all laboratory scientists on Biomedical Laboratory Science Day 
2021. This can be viewed on the Academy website.

The International Federation of Biomedical Laboratory Science 
(IFBLS) is an independent non-governmental association of 
national societies in 35 countries, representing more than 200,000 
medical laboratory scientists and technologists worldwide.

April 15th is designated International Biomedical Scientist Day. 
2021 is the 25th Anniversary of this day acknowledging the work 
of Biomedical Laboratory Scientists.

The theme this year:
Testing Times: Biomedical Laboratory Scientists Role in the 
Covid-19 Pandemic

Biomedical Laboratory Science is a hidden profession
They are the professionals working in clinical diagnostic 
laboratories providing the quality assured tests to diagnose and 
monitor many diseases.

Their work has been highlighted during this pandemic where 
access to the rapid and accurate diagnosis of the Sars-CoV-2 
has been essential in the management of this pandemic.

Over an incredibly short time the Biomedical Laboratory 
Scientists throughout the world shared knowledge and 
experience relating to the testing for this virus

Assays and reagents were sourced. Methods were verified and 
quality controlled and testing was rolled out across the globe in 
accordance with national requirements.

One year later they are still there testing, testing, testing.

By the end of March 1.9 billion tests are recorded as performed 
in Worldometer https://www.worldometers.info/coronavirus/

Biomedical Laboratory Scientists are providing this testing from 
simple point of care systems through PCR and on to sequencing 
to track the variants of this virus and their changing profile of 
transmission within countries and throughout the globe.

We need to invest in this profession, and clinical diagnostic 
laboratories, to ensure we can respond to pandemics, such as the 
last year, and to improve the health of all the nations of the world.
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Academy of Clinical Science 
and Laboratory Medicine,

CASE STUDY COMPETITION
Have you encountered an interesting disease, variant, 
pattern, or anomaly in your laboratory in 2020 or 2021?

The Academy is running a Competition open to current members.

Awards: Five Prizes of €100, & Five Prizes of €50 vouchers*
*A selection of the case studies will be published in  

the next Converse Research magazine

This competition is open to all current members and fellows of the 
Academy of Clinical Science and Laboratory Medicine.

The Case Study should consist of 600 – 800 words,  
with a case description and discussion, and inclusion of  

relevant images, graphs or tables.

How to Apply
Download the application Form from 

www.acslm.ie/CaseStudyCompetition 
Submit by email to: mail@acslm.ie 

Closing Date: 14th June 2021

Information/Contact: 
mail@acslm.ie  •  Tel: 01-9059730
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President’s Prize Winner

Clíona O’Shea

Introduction: Coagulase negative Staphylococci (CoNS) 
are ubiquitous colonizers of human skin(1). While previously 
seen as harmless commensals, CoNS are now viewed as 
opportunistic pathogens and are reported to be the leading 
cause of infections related to implanted medical devices(2). 
Of particular concern, is the increasing development of 
resistance to conventional antibiotics. Furthermore, CoNS 
can form biofilms that aid adherence to biotic or abiotic 
surfaces, and biofilms are inherently refractory to treatment 
with antibiotics(3). As the number of medical device 
implantation surgeries is projected to increase, owing to the 
ageing population and improving healthcare in developing 
countries, alternative approaches to control CoNS are 
therefore urgently required. The present study investigates 
the ability of the natural microbially-produced peptide 
bacteriocin nisin to inhibit CoNS. 

Materials and Methods: A bank of commensal and clinical 
CoNS was assembled, and strains were characterized 
using a variety of standard microbiological and biochemical 
tests. The ability of the strains to form biofilm was examined 
using a standard plastic microtiter plate-based assay. 
Agar-based deferred antagonism assays were employed to 
assess whether CoNS were inhibited by a nisin producing 
bacterium. Nisin peptide was purified from the nisin producer 
by reversed-phase high performance liquid chromatography 
(RP-HPLC), and minimum inhibitory concentration assays 
were carried out. The microtiter plate-based assay was 
employed again to assess how nisin affected biofilm 
formation on plastic surfaces. Subsequent experiments 
of this study focused on optimizing a method to examine 
biofilm formation by CoNS on a medical device substrate i.e. 
stainless steel. 

Results: All of the CoNS strains in this study were shown 
to form biofilm, however the extent of biofilm formation 
varied between strains, as determined by final optical 
densities of crystal violet stained biofilms. It was observed 
using the agar-based deferred antagonism assays, that 
a nisin producing bacterium had the ability to inhibit the 
growth of all CoNS. The minimum inhibitory concentration 
of nisin against the tested CoNS strains was shown 
to be in the micromolar (μM) range. The addition of 
nisin during microtiter plate-based assays resulted in a 
significant reduction of biofilm formation. Furthermore, 
biofilm formation on stainless steel was also shown to be 
significantly reduced in the presence of nisin. 
Conclusion: In summary, this study reports the ability 
of nisin to inhibit a bank of CoNS and their ability to 
form biofilms. Nisin may ultimately be used to develop 
novel coatings for medical devices, or be impregnated 
into them, with the aim of reducing the incidence of or 
preventing, medical device related infections caused by 
CoNS.

References:
1.  Otto, M. 2009. Staphylococcus epidermidis – the 

“accidental” pathogen. Nat. Rev. Microbiol. 7:555-67. 
2.  Campoccia D., Montanaro L., and Arciola C.R. 2006. 

The significance of infection related to orthopaedic 
devices and issues of antibiotic resistance. 
Biomaterials 27:2331-9. 

3.  McCann M., Gilmore B.F. and Gorman S.P. 2008. 
Staphylococcus epidermidis device-related infections: 
pathogenesis and clinical management. J. Pharm. 
Pharmacol. 60:1551-71. 

Abstract

Investigation of the ability of the bacteriocin nisin to inhibit coagulase 
negative Staphylococci

O’Shea, C., Twomey, E., Field, D., Begley, M.

Department of Biological Sciences, Cork Institute of Technology
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SARS-CoV-2 placentitis: An uncommon 
complication of maternal COVID-19

My name is Susan Dineen, and I am 
a specialist medical scientist with the 
perinatal pathology team here in Cork 
University Hospital (CUH). The team 
includes another specialist medical 
scientist, Therese Brosnan and two 
pathologists, Dr. Brendan Fitzgerald, and 
Dr. Jessica White. Between myself, Therese 
and a small number of medical scientists 
trained in perinatal histodissection we gross 
over 1200 placentas every year in CUH. 
We recently published a case from May 26, 
2020 of a third trimester pregnancy from 
Cork University Maternity Hospital which 
was complicated by SARS-CoV-2 infection. 
We showed that SARS-Co-V-2 placentitis 
is an uncommon but readily recognisable 
complication of maternal SARS-CoV-2 
infection that may be a marker of potential 
vertical transmission and that may have 
the capacity to cause foetal compromise. 
The majority of pregnant patients infected 
with SARS-CoV-2 have had a mild illness 
and their babies have also been well. 
However, placental pathological reports 
in mothers with SARS-CoV-2 infection are 
emerging but there is no consensus as to 
the placental features of this viral infection. 
Understanding placental pathology 
in COVID-19 infection is important to 
defining any potential risks for the mother, 
potential complications for the foetus in 
utero (through possible placental injury) 
and the potential for vertical transmission. 
Recently, there have been reports through 
NPHET of four stillbirths in the Republic 
of Ireland where the pathologists involved 
have directly related the cause of deaths 
to Covid placentitis. Our case as you will 
see could be classed as a near miss event 
and thankfully both mother and baby were 
clinically well enough to be discharged on 
day eight. 

Case Background: A woman booked in 
our hospital at 12 weeks' gestation in her 
second pregnancy. She had a previous 
miscarriage, normal Body Mass Index, and 
apart from stable hypothyroidism, had no 
significant medical or surgical history. Her 
pregnancy course was uncomplicated, 
and she attended midwifery-led antenatal 
clinics.

At 36 weeks' gestation, she screened 
positive for SARS-CoV-2. She presented to 
our hospital five days after the confirmed 
positive test result feeling unwell and with 
reduced foetal movements. Blood gas and 
white cell count were normal. C-reactive 

samples that would be reflective of the 
gross appearances. Diagnostic samples 
were paraffin embedded. Staining methods 
performed on 3μm thick sections were: 
Harris haematoxylin and eosin for routine 
morphology evaluation and a Martius, 
Scarlet and Blue (MSB) to identify fibrin. 
Immunohistochemistry was performed 
on 3μm thick sections using a Ventana 
BenchMark Ultra with a Ventana Optiview 
DAB IHC Detection Kit. The monoclonal 
antibodies applied included: CD 68, 
CD3, CD20, CD138 and Sars-CoV-2 
(Covid-19) Spike Antibody (GeneTex, 1A9, 
1:200). Negative controls for SARS-CoV-2 
immunohistochemistry were four recent 
routine placental specimens. A fifth normal 
third trimester placenta provided control 
images.

The placenta weighted 517 g at 37 
weeks gestation (between the 50th and 
75th percentiles) and had a marginal cord 
insertion, 1 cm from the disc edge. Foetal 
and maternal surfaces were unremarkable. 
The cut surface had lace-like pattern of 
cream nodules and streaks running through 
the parenchyma (Figure 2). This process 
resembled perivillous fibrinoid deposition 

protein was 50, renal and liver function 
tests also normal. Foetal assessment was 
reassuring with a normal cardiotocograph 
(CTG), biophysical profile and liquor 
volume. She was assessed in the adjoining 
general medical hospital and determined 
to be suitable for discharge home by the 
Respiratory Consultant.

The patient represented five days later 
with reduced foetal movements for several 
hours. She was admitted to an isolation 
room in the hospital's COVID ward, where 
electronic foetal monitoring system allowed 
for remote monitoring. The CTG began to 
demonstrate a baseline of 120bpm with 
shallow late decelerations to 90bpm for 
over 120 s with reduced variability that 
was questionably sinusoidal. On review of 
the clinical scenario, in conjunction with 
reduced foetal movements and non-
reassuring CTG, the decision was made for 
a caesarean section (category 2).

Surgery was carried out in a specially 
designated theatre with the appropriate 
personal protective equipment. The 
Caesarean was uncomplicated, and a 
baby girl was delivered weighing 2.8 kgs. 
The neonatal care plan was that the baby 
would remain with the mother in an isolation 
room on the designated COVID-19 ward to 
facilitate breast-feeding, accommodated 
in an incubator instead of the standard 
cot. As per hospital protocol, the baby was 
not swabbed for SARS-CoV-2 and was 
for four-hourly observations on the ward. 
The placenta was sent for pathological 
examination. The maternal naso-pharyngeal 
swab for SARS-CoV-2 remained positive on 
day three of admission (day 14 since first 
positive swab). Clinically well, both mother 
and baby went home on day eight.

Pathology: Following delivery of the 
placenta the whole placenta was placed 
directly in 10% buffered formalin for fixation 
at room temperature. The placenta was 
fixed for >72 h, prior to sampling, to 
minimise the potential risk of infection. 
Because of the unusual gross appearance 
of the placenta extra sections were taken 
over and above our standard sampling 
regime. Two full thickness membrane rolls 
(including amnion, chorion and decidua), 
four cord sections (at intervals along the 
cord to include foetal and placenta ends) 
and seven parenchymal sections were 
taken. Parenchymal sections were full 
thickness from foetal to maternal surfaces 
and were targeted to provide representative 

Laura Linehan, Keelin O'Donoghue, Susan Dineen, Jessica White, John R Higgins, Brendan Fitzgerald 

Figure 1: Gross appearance of a normal 
placenta. The placental parenchyma is 
composed of a branching, highly vascularized 
stromal compartment covered by trophoblast: 
the chorionic villi. Parenchyma is composed 
of maternal tissues (decidua and its 
components and the intervillous blood), villi 
(placental components), and circulating foetal 
blood. 
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and involved 25% of the placental 
parenchyma. On microscopic assessment 
these areas were composed of clumped 
villi with loss of intervillous space (Figure 3). 
There was a patchy inflammatory infiltrate 
in these regions that was predominantly 
composed of CD68 positive macrophages 
with much smaller numbers of CD3 
positive T-lymphocytes and CD20-positive 
B-lymphocytes (Figure 4). Plasma cells 
(CD138 positive) were inconspicuous. The 
inflammatory infiltrate appeared focused 
on the villous surfaces and was associated 
with conspicuous villous trophoblast 
necrosis. Necrotic trophoblast debris 
was present in the intervillous space with 
relatively little deposition of fibrin (Figure 2). 
The inflammatory infiltrate did not appear 
to invade the stroma of the involved villi 
and so was predominantly a histiocytic 
intervillositis. Immunohistochemistry for 
SARS-CoV-2 showed extensive, strong 
positive staining in trophoblasts of the 
involved areas (Figure 4)

Elaine O’Driscoll is our senior medical 
scientist in Immunohistochemistry. When 
we realised that the case had an unusual 
gross appearance and along with the 
history of Covid positivity she was tasked 
with sourcing and optimising the Sars-
CoV-2 (Covid-19) Spike Antibody. Elaine 

did great work with trouble shooting for the 
protocol as the antibody must be stored in 
the freezer which lends itself to problems 
with stability and reproducibility. 

Diagnostically the main differential 
diagnosis for the gross placental 
appearance is massive perivillous fibrinoid 
deposition. The microscopic appearance 
of histiocytic intervillositis excludes this 
diagnosis however and, in our case, the 
apparent gross deposition of fibrinoid was 
actually caused by extensive clumping 
and adherence of villi caused by the 
inflammatory process. An MSB stain did 
not show significant fibrin-deposition 
and matrix-type fibrinoid deposition, with 
embedded extravillous trophoblast, was not 
a feature. The main microscopic differential 
diagnosis is chronic histiocytic intervillositis, 
which is thought to represent an abnormal 
maternal immune response to paternal 
foetal antigens in the placenta. 

The pathologist Dr. Brendan Fitzgerald 
noted that the inflammatory process in 
SARS-CoV-2 placentitis seems to be subtly 
different with more “targeting” of the villous 
trophoblast by the histiocytic infiltrate while 
still sparing the villous stroma, suggesting 
that the trophoblast necrosis was not 
ischaemic necrosis (infarction) and rather 
was necrosis either directly related to viral 
injury or the consequent inflammatory host 
response. There thus appears to be a form 
of placental disease that is specifically 
related to direct SARS-CoV-2 infection of 
placental villous trophoblast that represents 
a true SARS-CoV-2 placentitis. 

In the age of a COVID-19 pandemic, 
the placental appearance of a histiocytic 
intervillositis now has an additional 
important differential diagnosis that, for 
the pathologist, needs consideration and 
further diagnostic work-up with the support 
of specialist medical scientists in the 
histology laboratory.

Fig. 2. Gross appearance: a) The gross 
appearance of the cut surface of the placenta 
shows pale nodules and streaks (white 
arrowheads) resembling massive peri villous 
fibrinoid deposition with involvement of a 
significant volume of placental parenchyma. 
b) Although the gross appearance suggests 
fibrin deposition, an MSB stain (200x) shows 
only focal fibrin deposition (orange/red), at 
the arrowhead tip, in what would have been 
the pale areas grossly.

Fig. 4. Immunohistochemistry:a) A CD68 stain confirms that most cells involved in the 
intervillositis are histiocytes. b) Only occasional CD3 positive T-lymphocytes (b1) and 
CD20 positive B-lymphocytes (b2) are present. c) There is strong positive staining 
for SARS-CoV-2 in involved areas of the placenta. This staining is confined to villous 
trophoblast. d) Shows negative staining in a control placenta.

Fig. 3. H/E appearances:a) On low power (50x) 
there is conspicuous clumping and adherence 
of villi with obliteration of the intervillous 
space in involved areas (arrowhead). This 
contrasts with the non-clumped areas (arrow). 
b) There is a conspicuous intervillositis, with 
inflammatory cells in the intervillous space 
(arrowhead, 200x). c) In the clumped areas 
the intervillous space is filled with eosinophilic 
material and cellular debris as a result of 
trophoblast necrosis (200x). d) A higher 
power view (400x) shows sparing of the villous 
stroma (arrowhead) but obvious trophoblast 
necrosis and debris accumulation in the 
intervillous space. e) A normal term placenta 
at 200x, for comparison with panel 2c, shows 
preservation of the intervillous space and 
separated villi. f) A normal term placenta at 
400x, for comparison with panel 2 d, shows 
normal villi with intact trophoblast and a clean 
intervillous space
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The haemocytometry of COVID-19:  
novel parameters for a novel disease

Human coronaviruses are a group 
of enveloped, positive-sensed, 
single-stranded RNA viruses, which 
belong to the family Coronaviridae. 
The first human coronavirus was 
isolated in 1965 by Tyrrell and 
Bynoe, and, historically, corona 
viruses were associated with mild 
respiratory illnesses. However, in the 
last two decades, three severe – and 
potentially life-threatening – human 
coronaviruses have emerged. The 

2019 novel coronavirus, which was subsequently renamed 
SARS-CoV-2, is the causative agent of the ongoing COVID-19 
pandemic; and, as of March 2021, there have been more 113 
million confirmed cases of COVID-19, including 2.5 million 
deaths, reported to the World Health Organisation. 

While the pathophysiology of COVID-19 is predominantly 
respiratory, patients with severe disease present with 
multisystem, extrapulmonary complications. Many viruses 
are known to be associated with abnormal haematological 
parameters, and patients with COVID-19 frequently develop 
pathological lymphocytopenia, neutrophilia, and anaemia. 
Therefore, the haematology laboratory plays a pivotal role in 
monitoring the infectious process in patients with COVID-19 
and in predicating disease severity.

The existing literature largely focuses on changes in the 
lymphocyte compartment following SARS-CoV-2 infection: 
meta-analyses have shown that a progressive decline in 
the absolute lymphocyte count is associated with disease 
severity and mortality; and, pharmacological stimulation 
of lymphopoiesis has been shown to restore lymphocyte 
counts and functional activity, leading to overall clinical 
improvement.  However, COVID-19-associated changes have 
been observed in all circulating blood cells: patients with 
COVID-19 have a unique granulocytic signature, consisting 
of neutrophilic leucocytosis, basopenia and eosinopenia. 
As such, there is an argument for a panhaemocytometric 
approach to COVID-19.

Alongside the traditional full blood count, routine 
haematology analysers can generate a variety of novel 
parameters relating to the morphological and functional 
characteristics of circulating blood cells. Known as cell 
population data, these parameters have been previously 
shown to identify patients with sepsis or at increased risk of 
developing sepsis. Monocyte distribution width values on the 
DxH 800 analysers (Beckman Coulter), together with other 
laboratory findings and clinical information, was recently 
cleared by the U.S. Food and Drug Administration as an early 
warning for septicaemia. Ognibene et al. (2020) reported 
that an elevated monocyte distribution width in patients 
with COVID-19, and the extent of elevation correlated with 
disease trajectory. Moreover, Vasse et al. (2020) proposed a 
discriminating protocol based solely on monocyte population 

data, which was shown to be non-inferior to reverse-
transcription polymerase chain reaction testing for SARS-
CoV-2.

The XN-series analysers (Sysmex) can differentiate 
leucocytes according to their light scatter and fluorescence 
properties, providing cell population data relating to 
intracellular complexity, nucleic acid content, and cellular 
size. Martens et al. (2020) reported that changes in 
lymphocyte and monocyte population data were strongly 
correlated with COVID-19, and cytokine-storm syndrome 
in particular. A retrospective analysis conducted at Cork 
University Hospital (Harte and Mykytiv, 2021) highlighted 
the potential of cell population data as an aid in the early 
diagnosis of COVID-19, where monocyte population data 
was found to have the greatest discriminatory power. 

Although the utility of cell population data is still in its  
infancy, there is a growing appreciation that these novel 
haematological parameters could be a powerful tool in the 
armoury against COVID-19. Further research is needed to 
understand the baseline status as well as the dynamics 
of cell population data, but there is sufficient evidence to 
incorporate novel haemocytometrics into the initial work-up 
of patients with COVID-19.

From more information on cell population data in 
COVID-19, please see the recent letter by Harte and 
Mykytiv (2021) in Clinical Chemistry and Laboratory 
Medicine. Moreover, there is a virtual seminar relating to 
the haematology of COVID-19 available on the ACSLM 
website.

[1]  Ognibene A, et al. Elevated monocyte distribution width 
in COVID-19 patients: The contribution of the novel 
sepsis indicator. Clin Chim Acta 2020;509:22–4. 

[2]  Vasse M, et al. Interest of the cellular population data 
analysis as an aid in the early diagnosis of SARS-CoV-2 
infection. Int J Lab Hematol 2020:ijlh.13312.

[3]  Martens RH, et al. Hemocytometric characteristics of 
COVID-19 patients with and without cytokine Storm 
syndrome on the Sysmex XN-10 hematology analyzer. 
Clin Chem Lab Med 2020;1.

[4]  Harte J, Mykytiv V. A panhaemocytometric approach to 
COVID-19: a retrospective study on the importance of 
monocyte and neutrophil population data on Sysmex 
XN-series analysers. Clin Chem Lab Med 2021; (aop).

James Harte
James Harte is an early-career Medical Scientist in the 
Haematology Department of Cork University Hospital. 
He has a keen interest in novel haematocytometric and 
haemostatic parameters, and is also researching the 
potential role of ACE2 proteolysis in the pathophysiology of 
SARS-CoV-2 as part of his PhD candidacy.
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The Verification of the AllplexTM 
2019-nCoV Realtime PCR assay 
for the Detection of SARS-CoV-2

Abstract
Objective: The use of an in-house 
assay to detect for Severe Acute 
Respiratory Syndrome Coronavirus-2 
(SARS-CoV-2) can aid in the prompt 
diagnosis of Coronavirus Disease 2019 
(COVID-19). The aim of this project was 
to verify whether the AllplexTM 2019-nCoV 
assay was fit for purpose and obtained 
accurate results.

Method: Thirty-three duplicate patient nasopharyngeal 
samples were analysed using Seegene’s AllplexTM 2019-nCoV 
and the CerTest Biotec VIASURE detection kit using Realtime 
PCR. The duplicate sample results using both assays were 
compared.

Results: There was a statistically significant difference 
between both assays using the manufacturers issued cycle-
threshold (Ct) cut-off values. There was no statistically 
significant difference between either assay at a confidence 
level of 95% using CerTest Biotec’s Ct cut-off value of ≤38. The 
estimated sensitivity of the AllplexTM assay was 100%, whereas 
its specificity ranged from 72-88% using Seegene’s and 
CerTest Biotec’s assay’s Ct cut-off values, respectively. 

Discussion: The results obtained highlight the need for a 
standardised approach regarding patient result reporting. Five 
patient samples obtained a single gene amplification with a 
Ct value of ≥30 using the AllplexTM assay. This result may be 
due to non-specificity within the assay. The VIASURE assay 
reported these results as ‘SARS-CoV-2 negative’.

Conclusion: Further analysis would be needed to verify 
whether the AllplexTM assay was obtaining accurate results. 
Use of a larger SARS-CoV-2 positive sample size, comparison 
to a reference method or use of external quality assurance 
material would be of benefit to ensure a correct result was 
being obtained.

Emma Muldowney, BSc. (Hons) in Medical Science, Galway-
Mayo Institute of Technology

Supervisors:  
Anne O’Toole, Chief Medical Scientist, Microbiology Department, 

Sligo University Hospital.
Dr. Debbie Corcoran, Lecturer, GMIT.

Emma Muldowney
Since graduation Emma has been working as a Medical 
Scientist in the Microbiology Department of Sligo University 
Hospital.

Evaluation of thrombus 
characteristics and mechanical 

thrombectomy outcomes in 
patients with acute ischemic 

stroke

Abstract
Acute ischemic stroke (AIS) is a prevalent 
condition worldwide which occurs when 
a thrombus or embolus occludes one 
of the cerebral blood vessels causing 
the sudden loss of blood flow and 
loss of neurological function. The use 
of mechanical thrombectomy as a 
treatment for AIS has become more 
common. Mechanical thrombectomy 
allows for the examination of thrombi 
retrieved from AIS patients and research into the histological 
characteristics of thrombi. 

In this research project, the data used was collected from 
60 AIS patients who underwent mechanical thrombectomy 
in Beaumont Hospital.  Procedural data including aetiology, 
occluded vessel, r-tPA administration, technique and device 
used and the modified treatment in cerebral ischemia (mTICI) 
score was recorded. Characteristics of the thrombi were also 
recorded such as the thrombus area (size) and the red blood 
cell, fibrin and white blood cell composition.  The objective of 
this research project was to analyse the data collected and 
evaluate the histological characteristics of the thrombi and 
the outcome of the procedure using the mTICI score. 

The relationship between the thrombus area and aetiology, 
occluded vessel, r-tPA administration, technique and device 
used and the composition was assessed. This analysis 
showed that there was a significant difference in the red 
blood cell composition (P=0.001) and fibrin composition 
(P=0.001) of thrombi of different sizes.   The area of 
the thrombus did not affect the outcome of mechanical 
thrombectomy as there was no significant difference in the 
area of thrombi with different final mTICI scores (P=0.615). 

The objectives of this research project were achieved, 
however there is this scope for further research to assess the 
effects of thrombus area on the patients’ condition using the 
Rankin score. 

Eimear Coleman, BSc. (Hons) in Medical Science, Galway-Mayo 
Institute of Technology  

Supervisors:
Dr. Eleanor Rainsford, Lecturer, GMIT 

Dr. Sharon Duffy, Lecturer, GMIT

Eimear Coleman
Eimear graduated from GMIT in November 2020 and is 
currently working in the Haematology Department in the 
Midlands Hospital Portlaoise. 
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The Verification of the Ventana 
Dual In-Situ Hybridisation (DISH) 
Method by Brightfield Microscope 
against the In-house PathyVision 
Fluorescent In-Situ Hybridisation 

(FISH) in the Determination of 
HER-2 Status in Breast Cancer

Abstract
Background: The accurate assessment of 
HER-2 gene status is imperative in determining 
patient eligibility for treatments proven to enhance 
prognosis. The PathyVision fluorescent in situ 
hybridisation (FISH) is the gold-standard for 
HER-2 gene status evaluation which requires 
specialised equipment and training. The Ventana 
HER-2 Dual DNA Probe Cocktail is a dual-colour 
in situ hybridisation (DISH) method, using the 
same principles, but can be performed at the brightfield microscope. 
The aim of this study was to verify the suitability of the Ventana DISH 
in determining HER-2 gene status through examining its concordance 
with the established FISH on a cohort of 54 predominately breast and 
gastroesophageal carcinoma specimens with 2+ immunohistochemistry 
scores.

Methods: The DISH cases were examined by eight laboratory staff under 
the brightfield microscope and their HER-2/chromosome enumeration 
probe 17 (CEP-17) ratio was reported. Average ratios were compared 
to reported FISH HER-2/CEP-17 ratios. Interobserver reproducibility was 
reviewed to determine the reliability of the DISH ratios used.

Results: The overall concordance in 49 of the 54 cases examined 
between the methods was 89% with a κ of 0.61 excluding equivocal 
cases. Variation between the methods by specimen was also evaluated. 
The breast specimens demonstrated a concordance rate of 92% with 
a κ of 0.54, but a subset of challenging breast specimens was 80% 
concordant with slight disagreement (κ of -0.11). Gastric specimens 
had a concordance of 88% with a κ of 0.72. The observers of the DISH 
demonstrated reproducibility of their enumerations with ICC estimates of 
0.85 for single measures and 0.98 for average measures.

Conclusion: The Ventana HER-2 Dual ISH DNA Probe Cocktail 
performed to its specifications. Overall and between specimen 
types, DISH and FISH were concordant. In the clinical setting, areas 
of disagreement or equivocality in ratios involve adjudication of the 
results or require the enumeration of an additional 20 cells for definitive 
reporting. The interpretation of the HER-2/CEP-17 ratios by the medical 
scientists and pathologists were reproducible.

Jude Danagher, BSc. (Hons) in Medical Science, Galway-Mayo 
Institute of Technology

Supervisors: Terri Muldoon, Chief Medical Scientist, 
Histopathology Department, University Hospital Galway & Lecturer 

GMIT.
Dr. Joan O’Keefe, Lecturer, GMIT.

Jude Danagher
Jude graduated from the Medical Science programme in GMIT 
in 2020 and is currently studying Postgraduate Medicine at the 
University of Limerick.  

An Evaluation of the ER, PR 
and HER2 Status amongst 
Breast Cancer patients in 

an Irish Regional Hospital in 
Comparison with National and 

International Experience

Abstract
Breast cancer is the most commonly 
diagnosed malignancy amongst women 
worldwide. Treatment of the disease 
is reliant on the status of Oestrogen 
Receptor (ER), Progesterone Receptor 
(PR) and Human Epidermal Growth Factor 
Receptor 2 (HER2), as determined by 
immunohistochemical or hybridization 
techniques.  It is therefore imperative that 
the assays used are both quality-assured and reliable.  

Comparison of the positivity rates of all three markers across 
different laboratories, both nationally and internationally, feeds into 
this process. Retrospective data analysis was performed on the 
histopathological reports of 625 patients diagnosed with invasive 
breast cancer in Letterkenny University Hospital (LUH) between 
January 2015 and December 2019.  

The mean result of ER, PR and HER2 positivity from LUH was 
compared to a 95% confidence interval created for the National 
Cancer Registry of Ireland (NCRI). The LUH rate was also plotted 
against international data available in the literature. The mean LUH 
ER positivity (80.69%) fell within the NCRI 95% confidence interval 
(79.95%-81.25%). The mean PR positivity (63.24%) is higher than 
the NCRI confidence interval (54.28%-55.92%), although the 
NCRI has 16.9% of cases with unknown PR status. The mean 
HER2 positivity (18.39%) was above the NCRI confidence interval 
(14.25%-15.75%). LUH ER positivity compared favorably with the 
international data.

There was variation in PR rates (52.8%-71.3%), with LUH most 
comparable to the UK data (64.9%). The plotting of LUH HER2 
results against international experience showed high variation 
(6.0%-26.0%). In future studies, it would be highly beneficial to 
categorise the cases into age of patients at time of diagnosis. 

This study aimed to compare the positivity rates for all three 
markers, as reported by an Irish regional hospital (Letterkenny 
University Hospital, LUH), to national and international experience.

Grace Boyce, BSc. (Hons) in Medical Science, Galway-Mayo 
Institute of Technology

Supervisors:  
Kerry Alcorn, Chief Medical Scientist, Histopathology 

Department, Letterkenny University Hospital. 
Terri Muldoon, Chief Medical Scientist, Histopathology 

Department, University Hospital Galway & Lecturer GMIT.

Grace Boyce
Since graduation, Grace has worked in both the 
Histopathology and Microbiology laboratories at Letterkenny 
University Hospital.
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1  Organ Transplants  
in Ireland in 2020

One hundred and ninety organ transplants were performed in 
Ireland in 2020.

The organ transplant figures for 2020 were as follows:  Deceased 
donors - 62, Living donors – 28. 

Organs transplanted – Kidney 123, Liver  37, Heart 9,  Lung 16, 
Pancreas 5.  

According to the Minister for Health Mr Stephen Donnelly – “There 
were 190 transplants carried out in 2020. While the number of 
transplants is lower than the 274 transplants carried out in 2019, 
it is still a great achievement given the challenges caused by the 
pandemic. I want to acknowledge the great work of all the staff 
in the three transplant centres and the intensive care staff in our 
hospitals for maintaining organ donation and transplantation 
services despite COVID-19. The number of transplants in 2020 
is testament to their great work and the professionalism and 
dedication of all the intensive care staff, surgical teams, medical 
and nursing staff who look after patients and their families.’’

Minister Donnelly confirmed he intends to bring the Human Tissue 
Bill to Cabinet in 2021.

He also wants to confirm additional funding of €0.75m in 2021 to 
improve the organ donation and transplant services. 

Approximately 590 people are waiting for an organ transplant in 
Ireland. 

To Read Report: HSE.ie/organ donation end of year report

2  Infectious Disease Notifications in 
Ireland, 2014 – 2019

Health Protection Surveillance Centre HPSC October 2020

*This report has provisional 2019 data.

Infections increasing in number from 2014 – 2019 include:

•  Carbapenem-resistant Enterobacteriaceae infection (invasive) - 
from 5 - 17

•  Clostridium difficile – from 1801 – 2291
•  Chlamydia trachomatis – from 6684 – 9174
•  Gonorrhoea – from 1309 – 2812
•  Mumps – from 742 – 2761
•  Herpes Simplex (genital ) from 1233 – 1691
•  Herpes Simplex (neonatal) No cases 2014-2018, 3 in 2019
•  HIV – from 377 – 535
•  Influenza - >11,000 in both 2018 and 2019  
•  Respiratory Syncytial virus 2479 – 4160
•  Shigellosis from 57 – 171
•  Toxoplasmosis from 20 - 47
•  Typhoid from 7 – 2

There should be some interesting statistics for 2020, in particular 
the drop in Influenza cases ( In Ireland, the latest influenza 
surveillance report for the 2020/2021 season for Week 43 2020 
(week ending 25/10/2020) reported no evidence of influenza 
virus circulation)

Source: HPSC.ie/notifiable diseases/annualidstatistics

3  Sociodemographic variable as predictors 
of adverse outcome in SARS-CoV-2 
infection: an Irish hospital experience.

Farrell RJ et al, Anne Maclellan and Grainne Bowens from 
Connolly Hospital, Dublin.

In this comprehensive article the authors describe the 
organisational challenges faced in managing the surge and 
identified risk factors for mortality and ICU admission among 

hospital SARS-CoV-2 patients. Laboratory tests including   
C-reactive protein, D-dimer, troponin, ferritin and lactate 
dehydrogenase and lymphopaenia were more commonly 
elevated in severe illness.

At its peak in early April, the hospital saw 43% of all acute 
medical beds occupied by patients with COVID-19 pneumonia, 
159 staff (12% of our WTE) on COVID-19-related leave while 
having to increase our critical care capacity by 240% from 
baseline, the largest such increase in Ireland.

All hospitalised SARS-CoV-2 patients diagnosed between March 
13 and May 1, 2020, were included in the study. Demographic, 
referral, deprivation, ethnicity and clinical data were recorded. 
Multivariable regression, including age-adjusted hazard ratios 
(HR (95% CI), was used to explore risk factors associated with 
adverse outcomes. 

This study reported that of 257 inpatients, 174 were discharged 
(68%) and 39 died (15%) in hospital. Two hundred three (79%) 
patients presented from the community, 34 (13%) from care 
homes and 20 (8%) were existing inpatients. Forty-five percent 
of community patients were of a non-Irish White or Black, Asian 
or minority ethnic (BAME) population, including 34 Roma (13%) 
compared to 3% of care home and 5% of existing inpatients, (p 
< 0.001). Twenty-two patients were healthcare workers (9%). 

Of 31 patients (12%) requiring ICU admission, 18 were 
discharged (58%) and 7 died (23%). Being overweight/obese; 
a care home resident , socioeconomically deprived , and older 
were significantly associated with death. Non-Irish White or 
BAME were not significantly associated with death but were 
significantly associated with ICU admission as was being 
overweight/obese.

The authors concluded that “The COVID-19 pandemic posed 
unprecedented organisational issues for our hospital resulting 
in the greatest surge in ICU capacity above baseline of any Irish 
hospital”.

To read full article: Irish J Med Sci November 2020.Link: 
https://rdcu.be/cbJpv

4  Prolonged elevation of D-dimer Levels 
in Convalescent COVID-19 patients 
is Independent of the Acute Phase 
Response

Persistent fatigue, breathlessness and reduced exercise 
tolerance have been reported following acute COVID-19 
infection. Although immuno-thrombosis has been implicated 
in acute COVID-19 pathogenesis, the biological mechanisms 
underpinning Long COVID remain unknown. In this study 150 
COVID-19 patients were reviewed at St James's Hospital 
Dublin between May and September 2020 at a median of 80.5 
days after initial diagnosis. These included patients hospitalized 
during initial illness (n=69) and others managed entirely as 
outpatients (n=81). Clinical examination, chest x-ray and 
6-minute walk tests were performed. In addition, a range of 
coagulation and inflammatory markers were assessed.

Increased D-dimer levels (>500ng/ml) were observed 
in 25.3% patients up to four months post-SARS-CoV-2 
infection. Elevated convalescent D-dimers were more 
common in COVID-19 patients who had required hospital 
admission and in patients aged more than 50 years (p<0.001). 
Other coagulation (PT, APTT, fibrinogen, platelet count) and 
inflammation (CRP, IL-6 and sCD25) markers had returned to 
normal in > 90% of convalescent patients.

J Thromb Haemost 2021 Townsend L et al. PMID 33587810

Compiled by Helen Lambkin
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5  Detection of SARS-CoV-2 in formalin-
fixed paraffin-embedded tissue sections 
using commercially available reagents

Best Rocha A et al. July 2020 Laboratory Investigation Journal.

In this study immunohistochemical and in-situ-hybridization 
methods were used to detect the SARS-CoV-2 virus in paraffin-
embedded tissues. Interestingly positive demonstration was 
achieved in lung and placenta samples, but not in kidney biopsies 
from COVID-19 patients. The immunostaining used high pH 
antigen retrieval and antibodies from Bioss or Thermo (MAI-7404). 
There was 100% concordance between the ISH and IHC methods. 

This study should provide the basis for further research into tissue 
damage and inflammation encountered by COVID patients during 
the course of their disease.

To read article: Laboratory Investigation 2020 ;100:1485-1489. 
PMID 32647285

6  Benefits Derived from Full Laboratory 
Automation in Microbiology: A Tale of 
Four Laboratories

Automation in clinical microbiology is starting to become more 
common place and reportedly offers several advantages over the 
manual laboratory. Most studies have reported on the rapid turn-
around-times for culture results including times for identification of 
pathogens and their respective antimicrobial susceptibilities, but 
few have studied the benefits from a laboratory efficiency point 
of view. This is the first large, multicentre study in North America 
to report on the benefits derived from automation measured in 
full-time equivalents (FTE), FTE reallocation, productivity, cost 
per specimen, and cost avoidance. Pre- and post-full automation 
audits were done at four laboratories that have vastly different 
culture volumes, and results show that regardless of size of the 
facility, improved efficiencies can be realised after implementation 
of full laboratory automation. 

Culbreath K et al. J Clin Microbiol. 2020 Nov 25; 01969-20. 
PMID: 33239383. Free Article. 

7  Enhanced axonal response of 
mitochondria to demyelination offers 
neuroprotection: implications for multiple 
sclerosis

S Licht-Mayer, RA Mehta et al. 

Axonal loss is the key pathological substrate of neurological 
disability in demyelinating disorders, including multiple sclerosis 
(MS). This study showed that upon demyelination mitochondria 
move from the neuronal cell body to the demyelinated axon, 
increasing axonal mitochondrial content. Targeting mitochondrial 
biogenesis and mitochondrial transport from the cell body to axon, 
protects acutely demyelinated axons from degeneration. They 
examined MS autopsy tissue and found a positive correlation 
between mitochondrial content in demyelinated dorsal column 
axons and cytochrome c- oxidase (complex IV) deficiency in dorsal 
root ganglia (DRG) neuronal cell bodies.

They reported that laboratory-induced increased mobilisation of 
mitochondria from the neuronal cell body to the axon is a novel 
neuroprotective strategy for the vulnerable, acutely demyelinated 
axon. They propose that this is likely to be a crucial preceding 
step for implementing potential regenerative strategies for 
demyelinating disorders.

This is a potential new therapy for multiple sclerosis and other 
demyelinating disorders.

Acta Neuropathol . 2020 Aug;140(2):143-167. PMID: 32572598

8  CSO Vital Statistics January – June 2019 
– 2020

According to data published on the Central Statistics Office 
Website

In Quarter 1 2019 there were 8618 deaths, 3,235 marriages and 
15,893 births.

In Quarter 1 2020 there were 8674 deaths (0.6% increase), 2.886 
marriages and 14,371 births ( decrease of 9.6%).

In Quarter 2 2019 there were 7,519 deaths, 5,293 marriages and 
14,389 births.

In Quarter 2 2020 there were 8,582 deaths (increase of 14.1%), only 
304 marriages and 13,527 births (decrease of 6.0%).

Further data is not yet published for the remainder of 2020.

To read reports: cso.ie/Statistics/Births, Deaths and Marriages

9  Effect of Pneumatic Tube System 
Transport on Cell-Free DNA 

Clinical Chemistry, 2021 Geerlings et al.

To reduce the time between sample collection and processing, 
hospitals may use transportation through the pneumatic tube 
system (PTS). However, rapid accelerations and decelerations can 
potentially influence the integrity of the haematologic cells. The 
effect of PTS on whole blood samples intended for cfDNA analysis 
is poorly understood. Therefore, we used a fragment length–based 
droplet digital PCR (ddPCR) assay to quantify and distinguish 
between cfDNA and genomic DNA likely released from leukocytes 
to assess the influence of PTS.

The study concluded that: PTS transport of EDTA tubes destined 
for cfDNA analysis should be avoided, especially if the contents are 
intended for highly sensitive or quantitative ctDNA measurements. 
This transport results in contamination of circulating free plasma 
DNA with high molecular weight DNA, which may hamper reliable 
evaluation of the tumor-derived ctDNA. The cfDNA collection tubes 
are better suited for PTS transportation and have the additional 
advantage that hematologic cells are stabilized, eliminating the 
need for rapid processing.

Greelings MJ et al. Clinical Chemistry 2021;  Volume 67, Issue 
2, 434–435. 

10  COVID-19  
and Cancer 

Worrying reports of delays in diagnosis and treatment of cancer are 
emerging in 2021.

In the Lancet Oncology it was reported that there has been a 
dramatic drop in new cancer drug trials in the COVID-19 pandemic.

A report by Dr A Aggarwal stated that a four week cancer treatment 
delay raises death risk for cancer sufferers by 10%.

In Ireland cancer screening activity was down by 55% in 2020, 
and breast screening by 67%. It is expected that over 1000 people 
will received delayed cancer diagnosis. It was also estimated 
that the detection of over 9000 low-grade and 1700 high-grade 
abnormalities will have been delayed in cervical screening. 

Over 800,000 patients are on public hospital waiting lists for all 
medical services.

11  Food anaphylaxis in the United 
Kingdom: analysis of national data, 
1998-2018

British Medical Journal 2021.
Between 1998 and 2018, 101 891 people were admitted to UK 
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hospital for anaphylaxis. Of these admissions, 30 700 (30.1%) 
were coded as due to a food trigger. Food anaphylaxis admissions 
increased from 1.23 to 4.04 per 100 000 population per year (from 
1998 to 2018), an annual increase of 5.7%. The largest increase 
in hospital admissions was observed in children younger than 15 
years, with an increase from 2.1 to 9.2 admissions per 100 000 
population per year (an annual increase of 6.6%).  152 deaths 
were identified where the fatal event was probably caused by food 
induced anaphylaxis. The case fatality rate decreased from 0.7% 
to 0.19% for confirmed fatal food anaphylaxis and to 0.30% for 
suspected fatal food anaphylaxis. At least 46% (86 of 187, which 
also includes 35 deaths in 1992-98) of deaths were triggered 
by peanut or tree nut. Cow’s milk was responsible for 17 of 66 
(26%) deaths in school aged children. Over the same time period, 
prescriptions for adrenaline autoinjectors increased by 336%, an 
increase of 11% per year).
This study concluded that hospital admissions for food induced 
anaphylaxis have increased from 1998 to 2018, however the case 
fatality rate has decreased. In school aged children, cow’s milk is 
now the most common single cause of fatal anaphylaxis.
British Medical Journal 2021;  Baseggio Conrado A et al. 

12  Vaccination cuts childhood 
mortality in low and middle-income 
countries

Lancet 17th February 2021

This modelling study assesses vaccination impact on 10 
pathogens in 98 countries and concluded that without vaccination 
against 10 diseases, mortality in children under five would be 
45 per cent higher in low-income and middle-income countries 
(LMICs), according to new research.
It estimated that from 2000 to 2030, vaccination against 10 major 
pathogens, including measles, rotavirus, HPV and hepatitis B, 
will have prevented 69 million deaths in low-income and middle-
income countries.
The study estimated that from 2000 to 2019, vaccinations 
have prevented 37 million deaths, and this will increase to 
69 million deaths for the period 2000-2030. Most of this impact 
is estimated to be among children younger than five years, most 
notably from measles vaccinations.
It assessed the impact of vaccination programmes against 10 
pathogens: hepatitis B (HepB), Haemophilus influenzae type 
b (Hib), human papillomavirus (HPV), Japanese encephalitis 
(JE), measles, Neisseria meningitidis serogroup A (MenA), 
Streptococcus pneumoniae, rotavirus, rubella virus and yellow 
fever virus (YF).
In terms of the impact of vaccination over the lifetime of 
people born between 2000 and 2030, the study estimated 
that vaccination will prevent 120 million deaths, of which 65 
million are in children younger than five years. A total of 58 million 
deaths would be prevented by measles vaccines and 38 million by 
hepatitis B vaccines.
The study also examined the relative impact of each vaccine and 
demonstrated that measles, Hib and pneumococcal conjugate 
vaccines (PCVs) have the largest impact on deaths of children 
under five. Vaccines against HPV, hepatitis B and yellow fever have 
the largest impact per person vaccinated over lifetime.
Prof. Neil Ferguson from Imperial College London, UK said: “By 
projecting up until 2030 in these 98 countries we have provided 
insight on where investments in vaccine coverage should 
be directed to achieve further gains, for example, increasing 
HPV coverage in girls and pneumococcal conjugate vaccines 
(PCV) coverage in children under five will have the most impact 
according to our modelling.”

The Lancet. DOI: https://doi.org/10.1016/S0140-
6736(20)32657-X

13  Breath and blood studies on 
detection of lung cancer

Irish Medical Times February 2021

Two new clinical studies are investigating how genetic markers 
found in breath and blood can be used to predict risks of lung 
cancer recurrence and improve treatment.

Prof. Bryan Hennessy and his team in the RCSI, will analyse the 
breath of lung cancer survivors to detect genetic mutations that 
could predict the probability of a future recurrence of the disease.

The study will investigate the utility of exhaled breath 
condensate to detect sub-clonal mutations in early stage lung 
adenocarcinoma. This project is to be jointly funded with the 
Health Research Board (HRB).

The second study, led by Dr Dearbhaile Collins, an oncologist 
in Cork University Hospitality (CUH), measures genetic markers 
in the blood of patients linked to an aggressive form of small cell 
lung cancer with very poor survival rates.

Small cell lung cancer makes up approximately 15 per cent or 
about one in seven of the lung cancers diagnosed in Ireland and 
studies have shown that almost one in four patients with small cell 
lung cancer have a higher level of the cancer-causing gene, MYC.

Detection of MYC may therefore open up the possibility of clinical 
trials with novel MYC-targeting compounds.

The research team is collecting blood samples from patients 
when they are first diagnosed with small cell lung cancer and 
tests for MYC gene levels before the patient starts anti-cancer 
treatment.

Using blood samples, or ‘liquid biopsy’ instead of taking a tumour 
biopsy, minimises potential harm to patients and the MYC gene 
analysis is to inform doctors’ understanding of how to best treat 
patients and potentially identify new approaches for patients that 
specifically target the MYC compounds.

“This research will increase our understanding of the role of 
the MYC gene in small cell lung cancer. It is hoped that this 
research will help to identify patients with different risks of cancer 
progression,” said Dr Collins.

Irish Medical Times 2021 10th February

14  Neutrophil-to-lymphocyte ratio 
and CRP as biomarkers in multiple 
sclerosis: A systematic review

Multiple sclerosis (MS) is a chronic immune-mediated disease 
of the central nervous system, which causes demyelination and 
neuroaxonal damage. Low-grade systemic inflammation has been 
suggested to contribute to the pathogenesis due to amplification 
of pathogenic immune activation. The neutrophil-to-lymphocyte 
ratio (NLR) and C-reactive protein (CRP) have been identified as 
biomarkers of severity and disease activity in various disorders.

The aim of this systematic review was to highlight the current 
knowledge about the potential of NLR and CRP as biomarkers 
in MS. A total of nineteen articles qualified for inclusion. Data on 
CRP were included in fourteen studies and NLR in nine studies. 
The results regarding CRP were inconsistent, and present 
literature does not support the use of CRP as a diagnostic 
or prognostic biomarker in MS. In contrast, NLR values were 
increased in MS patients compared with healthy controls in all 
case-control studies. Furthermore, NLR was associated with 
disease activity in untreated patients. Our systematic review 
therefore indicates that NLR might serve as a potential biomarker 
of disease activity. Future prospective studies with long-term 
follow-up are required to accurately determine optimal timing and 
cutoff values that may be used in the clinical setting.

Acta Neurol Scand 2021 Olsson A et al 1, PMID: 33591593
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During these lockdown times you may have more time to 
read. Here are some suggested science-related books, 
old and new, that you might enjoy. 

We all need to laugh out loud, read Adam Kay’s This is 
Going to Hurt for hilarious tales of his time as a junior doctor 
in the maternity and gynae wards. Another story that will 
make you laugh out loud is Solar by Ian McEwan, a zany 
story of a corrupt Nobel prize-winning scientist who gets 
wined and dined by all and sundry and leads a lazy wine-
filled existence which degenerates into murder – the story is a 
bit scathing of scientific research ethics!

To understand the patient experience read the teen novel 
The Fault in Our Stars by John Green, or When Breath 
Becomes Air by Paul Kalanithis (doctor with lung cancer). To 
be moved and uplifted at the same time read Overcoming 
by Vicky Phelan, her story of her cervical cancer, and court 
case relating to it, is amazing and inspiring. An absolute 
classic in the field of disease from a patient perspective is 
Cancer Ward by Alexander Solzhenitsyn.

Three very good books on ethical issues include: The 
Children’s Act by Ian McEwan – about a child whose 
religion doesn’t permit certain treatments; Never let Me Go 
by Kazuo Ishiguro – a disturbing story about people bred 
as clones to provide transplant organs to others – and My 
Sister’s Keeper by Jodi Picoult – a thought-provoking story 
of a child conceived by her parents to save her sister.

Everyone is probably fed up of pandemics, a few good 
reads around this topic are: The Plague by Albert Camus, 
for philosophical thinking around suffering; Oryx and Crake 
by Margaret Atwood for both virus pandemic and transgenic 
animals (the pigs are terrifying), and the wonderful 
Blindness by José Saramago, a simple but intense story of 
sudden contagious blindness and how society reacts to it.

For factual reading delve into Marie Cassidy’s book on 
her experiences in forensic pathology - Beyond the Tape: 
the Life and Many Deaths of a State Pathologist, or read 
The Emperor of All Maladies, a Biography of Cancer by 
Siddhartha Mukherjee – an outstanding history though cancer 
discoveries, with a riveting chapter on the HER-2 therapy and 
its impact on breast cancer patient. The Body by Bill Bryson 
is a fount of interesting, weird and offbeat information about 
your body, and the captivating Never Mind the B#ll*cks, 
Here’s the Science by Luke O’Neill, which tackles 
excellent topics such as – Why won’t you get vaccinated?, 
Why do you believe in Diets? and Why can’t you stop doing 
things that are bad for you?

Finally for pure escapism, science fiction short stories 
can’t be beaten – try Ted Chiang’s Story of Our Lives (now 
the movie Arrival), the Broken Earth trilogy by NK Jemisin, 
anything by the classic writer of science fiction, Isaac Asimov, 
or a science fiction compilation of multiple  new writers –  the 
Best Science Fiction of the year by Neil Clarke is a great 
read. You will be amazed at how many of the way-out ideas of 
the earlier sci-fi writers have become the science of today!

Helen Lambkin

Leisure Reading in Science –  
Fiction and Non-Fiction
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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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SARS-CoV-2 Testing

Accurate, objective and automated 
results in 15 minutes 

Flexible, dual mode testing for 
high throughput in a variety of 
laboratory environments

Excellent performance compared to 
molecular methods (99.5% agreement) 

Room temperature storage

Accurate results in minutes, at your point of care.

Quidel is committed to assisting in the global fight against COVID-19 by offering 
one of the most comprehensive portfolios with technologies ranging from next-
generation POC rapid antigen tests to high-throughput molecular diagnostics.

To find out how you make Sofia SARS Antigen FIA part of your point-of-care 
testing landscape, contact us at MarketingEurope@quidel.com.

quidel.com
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