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Doctorate in Clinical Laboratory Sciences (DCLS)

Clinical laboratories depend on multiple professionals, e.g., 
phlebotomists, medical laboratory technicians, medical laboratory 
scientists (MLS), information technology (IT) specialists, doctoral 
scientists, and pathologists. A new category of healthcare 
professional, Doctor of Clinical Laboratory Sciences (DCLS), 

has added another dimension to the operation of the clinical 
laboratory. The first DCLS professional graduated in 2018 from 
Rutgers’s University, after having completed her residency training 
at a university affiliated medical center in Southeastern USA. 
She focused her efforts at improving laboratory utilization which 
formed the basis of her doctoral degree and added additional 
quality improvement measures at this institution. Recognizing 
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1. Doctorate in Clinical Laboratory Sciences is a new degree program in laboratory medicine.

2. The effectiveness of DCLSs in laboratory operations was assessed.

3. Our experience and survey results were the methods for assessment.

4. DCLSs are highly effective in improving laboratory utilization and efficiency.
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Abstract
Clinical laboratories depend on phlebotomists, medical laboratory technicians, medical laboratory scientists, information technology specialists, 
doctoral scientists and pathologists. A new category of healthcare professional, Doctor of Clinical Laboratory Sciences (DCLS), has added another 
dimension to the operation of the laboratory. The first DCLS professional graduated in 2018 from Rutgers’s University, after her residency training 
at AU Medical Center. She focused her efforts at improving laboratory utilization which formed the basis of her doctoral degree. Recognizing the 
significant improvements and cost savings, a second DCLS was recruited in 2020.The contributions of the first two DCLSs have been instrumental in 
effecting a positive change in (a) cost avoidance of $48 MM from 2018 to 2022, (b) additional revenue of $1.4MM in 2019 (c) introducing a novel 
patient safety measure of hypercritical values, (d) introduced 91 new tests in-house and achieved cost savings in reference laboratory cost (e) improved 
diagnostic stewardship by reducing the number of excessive, redundant tests, correcting inappropriate timing of tests and by offering alternative tests 
with better clinical efficacy (f) served as role models for the medical laboratory science students and improved their recruitment and prompted additional 
laboratory scientists to pursue enrollment in a DCLS program (g) enhanced experience for pathology residents leading to significant improvement in 
their examination scores; and most prominently (h) addressed the institutional response to COVID-19 exigency though spearheading testing for the state 
of Georgia, that has immeasurably elevated the standing of Pathology and Laboratory Medicine among the clinical staff and lay public.
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the significant improvements and cost savings that this new role 
provided a second DCLS was recruited in 2020.

The primary mission of clinical laboratories is to promptly provide 
accurate results from testing patient materials to the primary 
clients, the bedside healthcare providers. The additional mission 
of laboratory stewardship, now a regulatory requirement of the 
Office of Inspector General, includes improving efficiency, cost 
effectiveness, and adding to the medical knowledge of laboratory 
medicine. These missions are carried out by a multidisciplinary 
team. A new category of professional, the DCLS, has entered 
the enterprise. The first DCLS degree recipient in the USA 
graduated from Rutgers University in May 2018 and continued 
on as the Laboratory Utilization Manager at this institution. The 
second DCLS resident joined the medical center in June 2019 
and graduated in May 2020 and continued here as Manager of 
Microbiology and Pathology Laboratory Utilization [1].

DCLS programs

The advanced practice doctorate in clinical laboratory sciences 
trains certified medical laboratory scientists to become 
contributing members of the front-line interdisciplinary 
healthcare team, perform outcomes-based research in clinical 
diagnostics, and provide evidence-based recommendations 
for appropriate utilization of clinical laboratory testing. Three 
universities currently offer such programs: Rutgers, New Jersey, 
University of Texas Medical Branch - Galveston, Texas, and 
University of Kansas, Kansas [1].

The DCLS curriculum includes graduate level courses, consisting 
of 70-80 credit hours, in clinical laboratory sciences, such as, 
chemistry, hemostasis, pharmacology, pathophysiology, research 
(i.e., data analysis, principles of translational and outcomes 
research), professional development, clinical laboratory 
utilization, and healthcare regulations. The didactic part of the 
education may be completed mostly on-line or on-site through a 
continuous presence or multiple short episodes. A one-year full-
time, on-site clinical practice/residency is required and includes 
a research project aimed at quality improvement. The training 
culminates with the candidate defending the thesis resulting from 
the year of on-site residency [2].

Residency Training

The final year of the DCLS program is a one-year, full-time 
clinical practice/residency that focuses on four areas: Patient Care 
Teams (PCT), Diagnostic Management Teams (DMT), Utilization 
Review (UR), and Community Intervention (CI). For PCT, the 
DCLS resident participates in patient care rounds to provide 
information on all phases of testing, including but not limited to, 
appropriate specimen choice, timing of testing, medical necessity 
of testing, and test interpretation. DMT is the convening of an 
interdisciplinary team to formulate patient-centered algorithmic 
testing, and for diagnosis and management of hard to diagnose 

and treat conditions, efficiently. In an enhanced mode, this has 
resulted in face-to-face diagnostic management teams, much like 
anatomic tumor boards but for clinical pathology issues, pioneered 
at a training program in Galveston TX. UR encompasses the 
review of laboratory generated reports looking for appropriateness 
of orders, mis-utilization of testing, overutilization of testing and 
underutilization of testing. Additionally, the DCLS resident 
participates alongside clinical pathology residents to review send-
out tests for medical necessity when the cost per test is > $150 [3]. 
CI occurs through the Lab Tests Online website, where the DCLS 
answers laboratory related questions in the discipline of choice 
from the public at large [4]. Tandem to these four areas, the DCLS 
resident also conducts a research project specific to the clinical 
laboratory and laboratory medicine that is presented at the end 
of the program.

The Medical Center

The collaborative partnership with the Rutgers University DCLS 
program took place at a medical school affiliated hospital with 
478 adult beds, 150 pediatric beds and approximately 90 outreach 
clinics. The medical center is a tertiary care hospital with open 
heart surgery, neurosurgery, solid organ and bone marrow 
transplant, dialysis, and other tertiary care services. The medical 
center is the Level 1 trauma center for the region, and also serves 
the prison population for the state.

DCLS Deployment

The first DCLS, having completed her residency at the medical 
center got a running start in her role as the Laboratory Utilization 
Manager for the medical center clinical laboratory. The second 
DCLS resident worked alongside the Laboratory Utilization 
Manager assisting her in her ventures and completed a quality 
improvement project by addressing hypercritical laboratory values 
leading to the activation of rapid response teams initiated by 
laboratory personnel.

Each of the ventures in which a DCLSs played a leading or major 
or contributory role, at this medical center, are addressed below:

Accuracy and Timeliness

As is the usual practice and mandated by regulation, the 
laboratory maintains a quality management program to ensure 
accuracy and timeliness of results. The DCLSs are part of the 
Quality Management Team. Timeliness of reporting results was 
enhanced through a judicious combination of automation and 
selected deployment of point-of-care testing. As reported earlier, 
all routine tests that could reasonably be ordered STAT have an 
in-laboratory turn-around time of <45 minutes for more than 
90% of the specimens [5]. This performance has allowed us to 
eliminate “stat” tests. Improvement in accuracy of the testing 
is evidenced by the paucity of failure in proficiency testing, 
and lack of Phase II deficiencies pertinent to the accuracy of 
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testing in the last accreditation inspection by the College of 
American Pathologist (CAP). The DCLS professionals have been 
instrumental in implementing enhanced standards in accuracy, 
for example, in proficiency testing if the results exceed by 
Standard Deviation Index of one (1SDI) on one side of the mean 
in 4 of 5 specimens, the supervisors are required to investigate 
and implement corrective actions to address the apparent bias. 

Interdisciplinary team testing and treatment algorithm 
development has further decreased overall turnaround time 
to reduce time to diagnosis and improve time to treatment. 
Interdisciplinary testing and treatment algorithms implemented 
by the DCLSs include adult and congenital syphilis algorithms, 
Clostridium difficile algorithm, alpha-1-antitrypsin algorithm, 
and heparin induced thrombocytopenia algorithm.

Laboratory Utilization

Optimization of laboratory utilization was the topic of the first 
DCLS’s thesis during her residency. While the concept is not 
novel, the execution of this venture often falters due to resistance 
from multiple parties. The DCLS established rapport with 
health care professionals in family medicine, internal medicine, 
critical care, cardiology, infectious disease, pulmonology, and 
pediatrics programs during her residency through rounding with 
the residents and attendings in these specialties. The approach 
involved discouraging the overuse of panels, avoiding unnecessary 
repeat testing, promoting use of appropriate tests, and providing 
consultation in test selection and interpretation [6]. (A poster 
on this topic received the first-place award at the 2020 annual 
ASCLS/AGT Joint Annual Meeting.) Examples of such activities 
are described below:

1. Panels of Tests: In consultation with the Chief Medical Officer 
(CMO) and the approval of the Medical Executive Board (MEB), 
a number of changes were implemented in the use of panels 
of tests. Testing for comprehensive metabolic profile (CMP), 
complete blood cell count (CBC) with differential and basic 
metabolic panel (BMP) was limited to once a day, with exceptions 
for the first 24-hours after admission, and critical care units. 
Panel testing for thrombophilia was discontinued for in-patients. 
The laboratory had an existing algorithm for white blood cell 
differential testing and is in the process of implementing next 
generation Hematology, in collaboration with Beckman-Coulter, 
for further reducing the number of manual differential white 
blood cell counting episodes. Orders for daily testing for x 
number of days, e.g., BMP, CMP, CBC with differential etc. were 
inactivated, except in critical care areas [7].

2. Limitation on Repeat Testing: Testing for A1c was limited to 
once in 45 days and if a test was ordered sooner, results of the most 
recent test were displayed with a request to withhold the order. 
A1c test post-red cell transfusion was also eliminated. Repeat 
testing for genetic tests, including Factor V Leiden, Prothrombin 
gene mutation, was terminated, and each repeat order displayed 
the results of earlier testing [8,9].

3. Algorithmic Testing: An algorithm was developed and 
implemented for tests for auto-immune disorders and orders 
for a wide-ranging panel were discontinued. (Figure 1) This 
was in addition to the algorithmic testing for serum protein 
electrophoresis, immunofixation and serum free light chain tests 
already in use [10-18].

ANA w/Reflexing Cascade

NEGATIVE
No further testing will 

be performed

POSITIVE - Titer & Pattern

SLE
Mixed 

Connective 
Tissue

Sjogren’s Polymyositis

SSA Ab +/- +/- + +/-

SSB Ab +/- - + -

Jo-1 Ab - - - +

Sm Ab + + - +/-

RNP Ab +/- + - -

dsDNA Ab + - +/- +/-

Scl-70 - - - -

If any are positive (except Scl-70), the cascade stops and is 
interpreted. If the above are all negative (except Scl-70), then 

continue with next set.

CREST Syndrome Neuropsychiatric SLE

Centromere B Ab + -

Ribosomal P Ab - +

* Rheumatology may order any of these 
individually or the reflexing cascade. All other 
services must order the reflexing cascade at the 
first encounter. Individual tests may be ordered at 
repeat visits. 
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** Pathology interpretative report will be used for 
all positive ANA tests that reflex the cascade.

Titer > 1:40Titer 1:40 – Borderline, recommend 
retesting in 3-6 months if still symptomatic.

Figure 1: Algorithmic approach to ANA testing for appropriate utilization of the tests.
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4. Optimization of Microbiology Testing: The laboratory 
implemented molecular testing for a panel of respiratory 
pathogens, and the DCLS, in collaboration with pediatrics 
limited testing to influenza and respiratory syncytial virus testing 
only when testing for the full 21 pathogen respiratory panel 
was not warranted. The DCLS led the investigation for use of 
procalcitonin testing in the diagnosis and management of sepsis, 
in collaboration with pharmacy. The team collected enough 
cogent information to effect discontinuation of the test, except 
for pediatric patients. By converting to molecular testing rather 
than conventional cultures, surveillance cultures for MRSA were 
eliminated. Molecular testing for about 20 pathogens, each, in 
respiratory and gastro-intestinal has reduced costs, and shortened 
the turn-around time for diagnoses. Rapid diagnosis and ruling 
out of communicable infections have reduced hospital costs by 
limiting the use of isolation rooms.

5. Vitamin K Utilization: Daily laboratory utilization review by 
the 2019-2020 DCLS candidate revealed a quality gap around 
appropriate testing for vitamin K status in Bariatric Surgery 
patients that was both expensive and time-consuming. The DCLS 
resident provided the Bariatric Surgery Service with an evidence-
based recommendation and interpretation of the American 
Society for Metabolic and Bariatric Surgery guideline to ensure 
patients are receiving quality care utilizing the most appropriate 
test for vitamin K status both pre- and post-op was PT/PTT and 
INR. Reference lab orders for vitamin K in Bariatric Surgery 
patients declined from 30 in July 2019, to one in August 2019 and 
zero thereafter. Additionally, turn-around-time and facility costs 
were reduced by performing the in-house PT/INR. Turn-around-
time was reduced from three days (reference laboratory) to less 
than one hour (in-house).

6. Syphilis Algorithm: Questions arose from labor and delivery 
around how to interpret maternal syphilis results and when 
newborn treatment of syphilis was recommended. Working with 
pediatric infectious disease healthcare professionals, the DCLSs 
developed an algorithm to include both maternal testing and 
newborn treatment. The algorithm helped ensure that newborns 
were not being discharged prematurely without treatment.

7. Esoteric/Reference Laboratory Testing: Special emphasis 
was placed on promoting appropriate utilization of esoteric tests 
that needed to be sent to a reference laboratory. The DCLSs, in 
working with the various specialists in general, and neurologists, 
pediatricians and rheumatologists, in particular, developed a list 
of esoteric tests that would have automatic approval, if ordered by 
the appropriate specialist. All other tests that needed to be sent 
out and had a cost per test exceeding $150.00/test were reviewed 
by the clinical pathology residents under the guidance of the 
DCLS and clinical pathologists. The integration of the residents 

in review of esoteric testing was implemented primarily by the 
DCLS in collaboration with the pathology residency training 
director. The number of consults referred to pathology residents 
was limited to no more than three per day to ensure that residents 
had enough time to research the issues [3]. The effective limitation 
of unnecessary testing resulted in a cost avoidance of $311,009 
by pathology residents and $857,142 by the DCLSs for a total of 
$1.17 M during 2018-2022.

Through continual review of esoteric test utilization, the 
DCLSs led the process for insourcing of 91 tests during 2019-
2022, e.g., alpha 1 anti-trypsin, Quantiferon Gold TB testing, 
Fecal Immunochemical test for human globin (FIT) for colon 
cancer screening, IgG subclasses, ceruloplasmin, Mumps IgG, 
calprotectin, pancreatic elastase, IGF-1, HPV PCR, HSV 1 & 2 
PCR, renin and aldosterone and 72 tests related to allergy and 
immunology testing.

8. Revenue Enhancement: In collaboration with laboratory 
section managers and hospital billing service, the DCLSs 
systematically reviewed the amounts billed, denials and 
collections for laboratory services. Each month they analyzed 
the top three offenders that impaired revenue collection and 
instituted corrective measures. Examples of the measures included 
correction of CPT codes, ensuring correct usage of HCPCS codes, 
and educating physicians regarding ICD-10 diagnosis codes for 
laboratory testing. This process is an ongoing venture; however, 
in 2019 alone the revenue was enhanced by $1.4 MM. A 40.5% 
reduction in laboratory service payment denials was realized by 
2022. 

9. Recruitment of MLS: The DCLSs have developed close 
collaboration with the Department of Medical Laboratory 
Sciences and promoted the rotation of MLS students through the 
clinical laboratory of the hospital. The exposure to the excellent 
work environment and potential for career development has 
resulted in many of the MLS students staying with the laboratory. 
Through their exposure in usual and social media, additional 
DCLS students have elected to get their residency training at the 
hospital.

10. Laboratory Automation: In parallel with the recruitment of 
DCLSs, the laboratory entered into a long-term contract with 
Beckman-Coulter and its parent company, Danaher, that included 
automation in the Core laboratory covering Chemistry and 
Hematology. The efficiencies introduced by automation allowed 
us to provide the service with about 25% fewer personnel. The 
combination of savings in personnel costs, reference laboratory 
cost reduction, optimization of laboratory test use and revenue 
enhancements resulted in a net gain to the hospital of about 
$48MM over four years.
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Hypercritical laboratory values and laboratory-
initiated activation of rapid response teams

The 2019-2020 DCLS resident identified this topic as the subject 
of her thesis [19]. In collaboration with the Chief Medical 
Office, Emergency Department, and Nursing Service the DCLS 

resident, with the support of laboratory leadership, identified the 
laboratory parameters to be designated as hypercritical values, 
that should be immediately communicated to the appropriate 
medical provider(s) (Figure 2).

Figure 2: Rapid response team activation for hypercritical values.

In this hypercritical value notification protocol, the laboratory 
MLS/MLT reporting the hypercritical value to qualified 
personnel (i.e., nurse, nurse manager, provider), inquired if the 
patient’s provider and/or rapid response team (RRT) was already 
in the patient’s room and verified the patient’s room number and 
admitting service (e, g., Family Medicine, Hospitalist, Internal 
Medicine). If the provider and/or RRT were already with the 
patient at the time of the hypercritical value notification, the MLS 
documented notification per the current critical value notification 
policy and no additional action was required. If the provider and/
or RRT was not with the patient at the time of hypercritical value 
notification, or if this information was unknown, the MLS/
MLT sent a secure text message to the patient’s on-call provider, 
attending physician, and DCLS. At this point the provider(s) had 
five minutes, monitored by the DCLS, to acknowledge receipt of 
the message by responding to the secure text message which went 
to the DCLS. If the provider(s) responded within five minutes, no 
further action was taken. If the provider(s) did not respond within 
five minutes, the DCLS activated the RRT.

The use of this escalated provider notification with RRT activation 
by the DCLS was studied as a quality improvement and patient 
safety initiative. Data for three months, each, prior to and after 

the intervention were analyzed. Evaluation of this process was 
to determine if improving time to intervention for hypercritical 
values could decrease length of stay, ICU admission, and in-
patient mortality. ANCOVA analysis of time to treatment ordered 
from provider aware F = 0.155, p = 0.696, partial eta squared = 
0.004 showed no significant difference in time to treatment 
ordered between the two groups. Time to treatment given from 
provider aware F = 0.707, p = .406 and partial eta squared = 0.021 
also showed no significant difference between the pre- and post-
implementation groups. Length of stay, F = 0.183, p = 0.620, 
and partial eta squared = 0.002 showed no significant difference 
between the two groups. Additional analysis was done from time 
hypercritical called to time treatment ordered and time treatment 
is given. Time to treatment order was significantly different for the 
two groups, F = 5.864, p= 0.018, and partial eta squared = 0.086. 
The adjusted mean time to treatment order was approximately 
90 minutes quicker in the post-intervention population. Analysis 
of ICU admissions and RRT activation could not be performed 
due to a lack of sufficient data. On average the post-intervention 
group spent two fewer days in the hospital. 

Overall, the null hypothesis stands due to the lack of statistical 
significance demonstrated. However, it was evident that there 
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was a trend toward improving time to intervention and decreased 
length of stay from the results of this study. The impact on ICU 
admission and in-patient mortality could not be demonstrated in 
the small cohort studied. The data from this study supports further 
investigation of escalated provider notification of hypercritical 
values using secure text messaging and RRT activation by the 
DCLS/Laboratory.

Pathology Residency Training Enhancement

In addition to the aforementioned review of esoteric testing 
and educating the residents about the process, the DCLS, in 
collaboration with the Pathology Residency Program Director 
has implemented an on-going quality management review of 
practices. The quality management and process improvement 
projects carried out by the residents have included, effect of blood 
transfusion on laboratory testing, selection of optimal equipment 
for intra-operative heparin monitoring, implementation of point-
of-care testing for substances of abuse in psychiatry, scholarly 
review of serum folic acid testing, laboratory explanation for 
obesity paradox, accuracy of monoclonal immunoglobulin 
measurement, optimization of reporting of critical values, and 
modification of protein electrophoresis procedure to enhance 
sensitivity of detection of monoclonal light chains in serum 
and urine, etc. In addition to improving utilization these 
enhancements resulted in improved performance by pathology 
residents in their in-service examination scores (RISE). RISE 
scores in Chemistry and Laboratory Administration increased by 
40% and 50% respectively. There were 12 publications in clinical 
chemistry since the implementation of the new curriculum, while 
there were no publications in clinical chemistry, by the program 
residents in the 5-year period prior to the new curriculum [20-31].

Liaising with clinical colleagues

Starting with her residency training, the first DCLS has regularly 
rounded with various clinical specialties and established her bona 
fide as an expert in appropriate laboratory utilization. For all of 
these healthcare professionals, this was their first introduction 
and exposure to working with a DCLS. Research in this area 
demonstrated that provider perceptions of the DCLS evolved 
from having no understanding of this new healthcare professional 
to recognizing her as a bona fide expert in appropriate laboratory 

utilization [6]. The DCLS role has been instrumental in providing 
recommendations for appropriate testing rather than just 
curtailing testing. She has been invited by the medical specialties of 
neurology, infectious disease, pulmonology, cardiology, emergency 
medicine, family medicine, internal medicine, rheumatology, 
and pediatrics to deliver formal talks on appropriate laboratory 
testing. Through her dedication and inspired value-added service 
she has come to be recognized as a resource for enhancing patient 
care and safety.

Covid-19 Exigency

The extraordinary circumstance of the SARS CoV-2 pandemic 
provided a unique opportunity for the DCLSs and the laboratory 
to showcase the importance of accurate and timely diagnosis. 
The DCLSs, in collaboration with the Clinical Microbiology 
Laboratory Director, took the lead in procuring equipment and 
supplies for testing for the virus and antibodies to the virus. 
It was their tireless effort that allowed the Medical Center to 
provide this service to whole state of Georgia and allowed the 
governor to be the first state in the US to start opening businesses 
with appropriate quality controls and safety protocols [32,33]. 
Their role was lauded by the university leadership and brought 
unprecedented recognition to the importance of diagnostic 
laboratory. This recognition extended to the National Golf 
tournament and the medical center provided COVID-19 testing 
for the golf tournaments.

Voice of the DCLS

A survey of DCLS professionals who have been employed for at 
least one year following their graduation was conducted. There 
were about 15 eligible participants and seven of them completed 
the survey questionnaire. Questions revolved around participants’ 
experiences that a DCLS degree provided an additional career 
advancement opportunity that would not have been attainable 
as a medical laboratory scientist. Additional questions addressed 
participants perceived value and contributions to patient care 
amongst their healthcare colleagues. Their perceptions and 
opinions are summarized below:

Q: Participants were asked to list their job titles, before and after 
working as a DCLS

Previous Job Titles (pre-DCLS degree) New Job Titles (post-DCLS degree) *

Laboratory Director (moderate complexity) VP of US Clinical Operations

Hematology and Flow Cytometry Supervisor Scientific Engagement and Clinical Education Associate

Administrative Officer Adjunct Faculty

Department Administrator Associate Laboratory Director

Laboratory Manager Program Manager

Chief Medical Technologist Chief Medical Technologist

Administrative Laboratory Director Laboratory Director and Technical Consultant

*post-DCLS job titles are not necessarily listed to match with the corresponding pre-DCLS job title.
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Additional questions were presented with responses requested 

using a Likert scale. Participants were asked to rank their responses 

on a scale of 0 to 9 with 9 being “very strongly” The results of 

the survey are presented in Table 1. There were no responses at 

Likert level of 6 or lower attesting to the satisfaction with their 

experience, recognition of their worth and their perception of 

being productive members of the healthcare teams.

Table 1: Summary of survey question results. The response of the DCLSs was overwhelmingly positive about their training 

experience and improvement in work conditions following graduation.

Participants were also asked the following questions and were provided the opportunity to provide free-text responses:

Q: Since graduating from your DCLS program, what is the single-most impactful item that you have accomplished?

 Responses on Likert scale of 0-9, %

Survey Questions 9 8 7 6 and lower

Satisfaction with the quality of training received from your 

DCLS program
72 14 14 0

Improvement in your quality of life after graduation from 

the DCLS program
71 29 0 0

Improvement in professional satisfaction in your career 72 14 14 0

Improvement in your perception of self-worth in the 

healthcare field
43 29 29 0

The positive change in your perception of how you are 

recognized/appreciated for your contribution to healthcare
57 14 29 0

When working with PhD-level laboratory professionals, 

how positive have your interactions been impacted with 

your contributions as a DCLS?

57 14 29 0

When working with Pathologists, how positive have your 

interactions been impacted with your contributions as a 

DCLS?

43 43 14 0

When working with non-laboratory Physicians, how 

positive have your interactions been impacted with your 

contributions as a DCLS?

86 14 0 0

How strongly do you feel that becoming a DCLS has 

improved your ability to create positive changes in 

laboratory medicine?

72 14 14 0

How strongly do you feel that becoming a DCLS has 

opened career opportunities that were not an option as a 

Medical Laboratory Scientist?

57 43 0 0

Created a test utilization model for Vit D, Thyroid panel, and coagulation testing.

Poster presentations at the 2022 AACC

Adjunct faculty and revamped immunology and microbiology courses

New position requiring a doctorate

Liaison between labs and clinical providers

Instituted many new ordering practices using evidence-based practice

I am laboratory director, and I actually get the credit for the hard work I do…
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Q: How would you respond to this statement:

“The DCLS program is important for improving career opportunities for medical laboratory scientists.”

Q: Do you have any comments regarding your DCLS experiences that you would like to add?

I do not think the DCLS is a natural progression for all MLSs. But for those that want to breach the lab silo, use 

their knowledge, improve healthcare in all aspects of the patient cycle, and collaborate with all areas of medicine…

there is now a place a for you.

True

It is important to provide a career ladder, but it isn't for everyone. We need to make sure this isn't a degree field 

people pursue if they aren't willing to fight for the lab.

Agree, very important 

Agree

The DCLS is one route for people who want to practice clinical laboratory science at an advanced level. However, 

it will not strongly widen the field as there is already a shortage of scientists. Having additional opportunities is 

very important for some people and we in the laboratory should have a seat at the table, especially when/if the 

pathologist you work with is very AP focused.

The DCLS is not meant to replace a pathologist or PhD. It is a needed supplement that has a place in medicine and 

the laboratory.

I love the laboratory. It has been my career, and I am very passionate about my education, my knowledge about the 

profession and the patients that I affect every day. This degree changed my career path, and I wouldn't change the 

path that I chose. It is so important that we get the medical community to see the worth of not only the DCLS, but 

medical laboratory scientists as a whole, so that the work we do and the quality we bring to the field does not go 

unnoticed.

Conclusion
We recognize that many of the measures addressed and 

implemented by the DCLS are not novel or unique; however, 

as professionals with responsibility for promoting appropriate 

laboratory utilization, liaising with bed-side clinicians and 

trainees, creating a laboratory-initiated rapid response protocol for 

hypercritical values, and leading the response to the COVID-19 

pandemic, the DCLSs brought about a paradigm shift in the 

way the clinical laboratory is viewed by its primary clients, the 

healthcare providers. It is through the efforts and influence of 

the DCLSs that the clinical laboratory is consulted by providers 

seeking to improve laboratory testing for their patients. The latest 

example of such a collaboration has been to introduce point of care 

testing for a new clinic that manages substance abuse disorders. 

In the military parlance, the DCLSs have been force multipliers 

in leveraging the efforts of the clinical laboratory in reducing 

turnaround time, optimizing the reporting of critical values, 

promoting appropriate lab test utilization, and most importantly, 

spotlighting the significant contribution of laboratory medicine 

among our clinical colleagues and the lay public [34,35].

The DCLSs have been instrumental in promoting the appreciation 

for clinical laboratories by healthcare providers and the lay public 

through their performance and expert use of media to highlight 

the critical role of laboratory in healthcare. They are valued by 

the hospital for their results in reducing costs and improving the 

efficiency of clinical laboratories. The hospital and the associated 

medical school have both benefitted from this collaboration with 

Rutgers and the mutually beneficial relation continues while 

promoting patient safety, improving diagnostics, and providing a 

vital contribution to public health.

Disclosure
Professor. Gurmukh Singh, serves as a consultant to Beckman-

Coulter, Sebia, Diazyme and HealthTap.
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