
JOURNAL-BASED LEARNING EXERCISES

Journal-based learning (JBL) exercises are a regular feature of  
CPD coverage in The Biomedical Scientist. You may complete as many 
JBL exercises as you wish and you are not restricted by specialty. 

Each article’s contents should be read, researched and understood, and you should then come to a decision on each question. The 
pass mark is 17 out of 20 questions answered correctly. JBL exercises may be completed at any time until the published deadline 
date. Please select your choice of correct answers and complete the exercises online at: ibms.org/go/practice-development/cpd/jbl

DEADLINE WEDNESDAY 5 JULY 2017
Paracetamol induced hepatotoxicity.  
Mahadevan SB, McKiernan PJ, Davies P, Kelly DA. Arch Dis Child 2006; 91 (7): 598-603. 
Assessment No: 010317

Pathology at the tipping point.
cancerresearchuk.org/sites/default/files/testing_times_to_come_nov_16_cruk.pdf 
(Executive Summary only, up to page 12). Assessment No: 010917

01
Although large doses of paracetamol may lead to severe hepatic necrosis,  
it does not necessarily lead to fatal hepatic failure. 01

It is becoming ever cheaper to deliver pathology services.

02
Orthotopic liver transplantation (OLT) is a therapeutic option for liver failure 
following paracetamol overdose. 02

This document addresses pathology in England only.

03
Due to age-associated differences in the drug metabolism and detoxification of 
paracetamol metabolites, infants and young children may be more susceptible to 
paracetamol toxicity after acute ingestion than adults.

03
Due to a burden of clinical work, pathologists carry out less in the way of 
research and educational activities.

04
Evidence suggests that although younger children may tolerate doses higher than 
150mg/kg, they may develop toxicity after repeated therapeutic or supratherapeutic 
doses of paracetamol.

04
It is felt that more electronic and IT use would improve efficiency.

05
In this study, significant hepatotoxicity was defined as serum alanine or aspartate 
transaminase (ALT or AST) level less than 1,000IU/L. 05

It is unnecessary to include pathology staff in NHS England workforce 
planning as there are plenty of professionals involved already.

06 There were 61 children included in this study, who were then divided into two groups. 06 Cancer Research UK receives a small amount of government funding.

07 All patients in this study received N-acetylcysteine. 07 The level of molecular testing requested annually appears to have plateaued.

08
The data collected from this study included age, sex, reported dose of paracetamol 
ingested, time from reported ingestion to presentation at the hospital but not grade 
of encephalopathy.

08
It would be high risk to try and retain consultants who are  
approaching retirement.

09
Three children in group I and two in group II, all under seven years old, received 
multiple cumulative overdoses accidentally or intentionally. 09

Biomedical and clinical scientists should be used in advanced and  
extended roles.

10
All children in group I recovered with conservative management, while children in 
group II developed rapidly progressing encephalopathy ≥ grade III and were listed 
for liver transplantation.

10
Avoiding duplicate and inappropriate testing may reduce pressure.

11
Survival was 100% in children with grade ≤II (group II) compared to 18% in those 
with grade ≥III encephalopathy (group I). 11

There are good national data available across all areas of pathology.

12
The main cause of death in group II children with grade ≥III encephalopathy was 
acute liver failure. 12

Over the last 40 years, cancer survival rates have doubled.

13
Haemofiltration for progressive renal impairment was necessary in one patient in 
group I and five in group II, and only one in each group survived. 13

In 2013 there were 352,000 new cases of cancer in the UK.

14
In this study, hepatic encephalopathy ≥grade III was the best single predictor of poor 
prognosis as only 18% of children survived despite liver transplantation. 14

All member countries of the UK have standardised waiting time targets.

15
Paracetamol overdose leading to toxic liver damage and encephalopathy occurs 
more frequently in children than in adults, and is fatal. 15

Histopathology consultant numbers are currently inadequate.

16
Most patients were adolescent males who took an accidental paracetamol overdose 
following an impulsive act. 16

There are now more medical laboratory support staff to qualified staff as a 
ratio than figures six years earlier.

17
This study noted that delayed presentation (24 vs. 44 hours) to hospital after 
overdose was a risk factor for severe renal failure. 17

Unless action is taken, pathology turnaround times will increase beyond 
acceptable limits.

18 Jaundice was an evident clinical feature in this study. 18 Molecular testing should be standardised.

19
Although children less than seven years old may be less susceptible to acute 
paracetamol poisoning, 6/51 patients less than seven years old developed 
hepatotoxicity following multiple dosing.

19
There should be investment to support research programmes.

20
In this study, one of the main factors for poor outcome was delay in  
establishing treatment. 20

Pathology is included in the curriculum of all medical schools.

REFLECTIVE LEARNING QUESTIONS

01
What do you understand by acute and staggered paracetamol overdose? Do you 
have any guidelines for paracetamol estimation in your laboratory? If yes, then what 
are the guidelines? If no, then do you think there should be any?

01
What impact do you consider that this report should have on government 
statements on funding for pathology staff, education and infrastructure, given 
the incidence of cancer across the UK and the world?

02
How is paracetamol absorbed in the body at therapeutic and overdose levels? 
Describe the role of activated charcoal in gut contamination. 02

Cancer Research UK (CRUK) is a charity rather than an arm of the NHS. What 
sort of legitimacy do you consider that this report has, based on the status of 
CRUK as the commissioner?

I
n February, I was invited 
to speak about CPD at a 
couple of events, and my 
brief was to cover “how to 
complete CPD”, “what 
constitutes good CPD?” 
and “what are the 
benefits of good CPD?” 

This request stimulated a 
period of reflection about my 
own CPD. 

As a registered Biomedical 
Scientist and Chartered 
Scientist, I have undertaken 
CPD for many years and, 
therefore, I could have been 
audited by either the HCPC, 
the Science Council, or both. 
Consequently, my mindset  
and completion of CPD was 
always directed towards 
satisfying the requirements of 
these bodies. However, my reflection 
recognised that the evidence produced for 
my CPD should not be thought of as an 
extra task, but as a physical manifestation 
of a practice that occurs throughout every 
part of my life. 

CPD is personal; there is no right or 
wrong. Good CPD evidence shows 
development, progression and learning. 
Embrace the principles of life-long 
learning; don’t stand still. 

CPD could be based on specific needs 
identified through appraisal, or as part of 
more fluid career pathway choices. The 
evidence should be varied, so consider 
moving outside of your comfort zone. It 

CPD – IT’S PERSONAL
Following last month’s piece on CPD Officer roles, Jocelyn Pryce, IBMS Head 
of Registration and Training, answers questions received by the CPD Team.

allows members to collate 
evidence into an e-portfolio. 
The emphasis has moved away 
from CPD being points-based, 
because many lost sight of why 
we are required to do it and 
turned it into a “points win 
prizes” competition. The ethos 
of undertaking reflective 
development should be the 
recognition that it is a 
naturally occurring 
characteristic of those wishing 
to improve rather than a task. 
There are five categories and a 
diploma will be awarded upon 
reaching 24 activities (with 
reflection) across at least three 
of these. 

The CPD Team offers support 
and advice on the technical 
aspects of the scheme, but the 

CPD evidence you produce is personal to 
your circumstances. The responsibility  
of analysing gaps in your knowledge  
and responding to this lies with you.  
Of course, you will also have the support 
of your local CPD Officer too. You are  
not alone.

So, if you have previously been someone 
who ran from the room when CPD was 
mentioned, or considered yourself too old 
or too experienced for development, 
please, think again – you could try it. 
What’s the worst that could happen?   

ℹFor information on the IBMS CPD 

scheme www.ibms.org/learning/cpdIM
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doesn’t have to be directly related to your 
day-to-day role, you may be preparing for 
a new experience and the development 
you undertake could be valuable for that. 
Don’t discount opportunities for 
undertaking CPD because on the face of it 
they don’t appear relevant. 

There will always be perceived barriers 
to willingly undertaking CPD and those 
quoted to me have included time, 
resources and geography. But my 
challenge to you is to be inventive – look 
at every experience with a view to using it 
to develop.

The IBMS recently adopted a new 
scheme for the recording of CPD, which 
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