
American Journal of Health Policy and Management 

2026, Vol. 1, No. 1, pp. 1–12 

https://doi.org/10.11648/j.ajhpm.20260101.11  

 

 

 

Received: 9 August 2026; Accepted: 18 August 2026; Published: 22 September 2026 

 

Copyright: © The Author(s), 2026. Published by Science Publishing Group. This is an Open Access article, distributed 

under the terms of the Creative Commons Attribution 4.0 License (http://creativecommons.org/licenses/by/4.0/), which 

permits unrestricted use, distribution and reproduction in any medium, provided the original work is properly cited. 
 

Review Article 

Overview of Persistent Inter-Professional Rivalry Within the 

Laboratory Medicine Practice Domain of Tertiary 

Healthcare Institutions in Nigeria: A Narrative Review 

Collins Amadi1, 2, 3, 4, * , Roy Chidi Amadi4, 5, 6 , Sasha Chidera Amadi4, 5, 6 ,  

Elena Chile Amadi4, 5, 6 , Comfort John4, 7  

1Department of Chemical Pathology, Rivers State University, Port Harcourt, Nigeria 

2Department of Chemical Pathology, PAMO University of Medical Sciences, Port Harcourt, Nigeria 

3Department of Chemical Pathology, University of Uyo, Uyo, Nigeria 

4Department of Laboratory Services, MEDCOL Nigeria Limited, Port Harcourt, Nigeria 

5Basic Health Studies, Captain Elechi Amadi Polytechnic, Port Harcourt, Nigeria 

6Basic Health Studies, Excellent Montessori College, Port Harcourt, Nigeria 

7Department of Business Management, Ignatius Ajuru University of Education, Port Harcourt, Nigeria 

 

Abstract 

The persistent inter-professional rivalry within the laboratory medicine practice domain of Nigerian tertiary healthcare 

institutions constitutes a systemic crisis that undermines diagnostic accuracy, jeopardizes patient safety, and disrupts healthcare 

delivery. This longstanding conflict between the Medical Laboratory Scientists (MLS) and the laboratory-based physicians 

(Clinical Pathologists) centers mainly on operational independence, leadership in clinical laboratories, and statutory boundaries. 

This review examines the historical, legal, educational, and socio-political causes of this rivalry in Nigerian tertiary healthcare 

settings. Historically, laboratory medicine practice functions shifted from physician-led to specialized, autonomous scientific 

roles, leading to overlapping claims over laboratory and clinical consultation domains. Conflicting laws—such as the Medical 

and Dental Council of Nigeria (MDCN) Practitioners Act and the Medical Laboratory Science Council of Nigeria (MLSCN) 

Act—have created parallel regulatory frameworks, resulting in ongoing legal disputes at the National Industrial Court. These 

dynamics foster operational silos, strikes, and diagnostic errors, often causing preventable misdiagnoses. To transform this rivalry 

into collaborative clinical efforts, the article recommends a comprehensive approach that includes legislative reforms, separation 

of administrative and clinical roles, formal interprofessional education in training, and joint governance boards in tertiary 

healthcare settings. Ultimately, resolving this conflict is vital to achieving international standards and protecting Nigerian patient 

care from interprofessional conflicts. 
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1. Introduction 

The efficiency of modern healthcare systems depends fun-

damentally on diagnostic laboratory medicine, which influ-

ences about 70% of definitive clinical decisions [1-3]. In ter-

tiary health institutions, such as teaching hospitals (THs) and 

federal medical centers (FMCs) in Nigeria, the clinical labor-

atory is the critical unit for disease screening, definitive diag-

nosis, prognostication, and therapeutic monitoring [2, 3]. 

However, the operational environment of laboratory medicine 

practice in Nigeria is severely fractured by a chronic, highly 

polarized inter-professional rivalry [4-9]. This conflict pits the 

Medical Laboratory Scientists (MLS)—allied health profes-

sionals trained specifically in laboratory methodologies, ana-

lytics, and diagnostics—against the Laboratory-based Physi-

cians (LPs)—medical doctors specialized in laboratory medi-

cine who complete postgraduate residency training to interpret 

pathological changes and consult on patient care [10-14]. 

While this professional rivalry appears structurally mitigated 

or non-existent in many developed health systems globally, it 

manifests within the Nigerian public healthcare sector as an 

active, zero-sum struggle for supremacy [15-20]. Between 

2011 and 2016 alone, the Nigerian health sector experienced 

at least five major nationwide industrial actions directly trig-

gered or compounded by this specialized diagnostic rivalry, 

causing severe disruptions to public healthcare delivery [21-

23]. The rivalry routinely presents as localized administrative 

standoffs within THs and FMCs, where both professional bod-

ies claim the exclusive statutory right to head laboratory de-

partments, authorize official diagnostic reports, control fiscal 

resources, and dictate equipment procurement pipelines [6]. 

The consequences of this rivalry extend far beyond bureau-

cratic friction [23-27]. The ongoing hostilities degrade the 

professional work environment, compromise strict laboratory 

quality-assurance protocols, and increase the risk of analytical 

errors [24-27]. Consequently, patients frequently face delayed 

processing times, fractured diagnostic chains, or catastrophic 

misdiagnoses that can result in preventable mortality [24-27]. 

This review article systematically dissects the evolution and 

drivers of the persistent MLS-LPs rivalry within Nigerian THs 

and FMCs. By examining the historical trajectories, conflict-

ing legal statutes, and educational differences that sustain this 

impasse, this paper outlines evidence-based structural, legal, 

and collaborative frameworks designed to transform an adver-

sarial relationship into a cooperative clinical alliance. 

2. Methodology 

2.1. Search Strategy and Information Sources 

A comprehensive search was executed across major elec-

tronic databases to identify relevant literature published be-

tween 2000 and 2026. The searched databases included Pub-

Med, African Journals OnLine (AJOL), Embase, Google 

Scholar, and the Cochrane Database of Systematic Reviews. 

To capture local institutional reports and grey literature, man-

ual searches were performed on the official websites of the 

Medical Laboratory Science Council of Nigeria (MLSCN), 

Medical and Dental Council of Nigeria (MDCN), the Nigerian 

Medical Association (NMA), and the Federal Ministry of 

Health (FMoH). The search syntax combined Medical Subject 

Headings (MeSH) terms and free-text keywords using Bool-

ean operators (AND, OR). The primary search terms included: 

"laboratory medicine", "medical laboratory science", "inter-

professional rivalry", "professional conflict", "pathologists", 

"medical laboratory scientists", "tertiary healthcare", "teach-

ing hospitals", and "Nigeria". Reference lists of all retrieved 

articles and relevant review papers were manually screened to 

identify additional eligible studies. 

2.2. Eligibility Criteria 

To capture the full landscape of this multi-faceted institu-

tional issue, strict eligibility criteria were applied to accom-

modate heterogeneous data sources. 

2.2.1. Inclusion Criteria 

1) Peer-reviewed primary research articles (qualitative, 

quantitative, and mixed-methods). 

2) Review papers, conceptual frameworks, and expert com-

mentaries addressing healthcare conflicts. 

3) Official government white papers, court judgments, and 

health policy documents regarding professional jurisdic-

tions in Nigeria. 

4) Studies published in the English language. 

5) Literature focusing specifically on Nigerian tertiary 

healthcare institutions (THs/FMCs). 

2.2.2. Exclusion Criteria 

1) Studies focusing exclusively on secondary or primary 

healthcare tiers without systemic relevance to tertiary 

centers. 

2) Articles addressing professional rivalry outside the la-

boratory medicine domain (e.g., nurse-doctor conflicts), 

unless they offered direct comparative frameworks. 

3) Editorials or opinion pieces lacking verifiable institu-

tional contexts or citations. 

2.3. Study Selection and Data Extraction 

Two independent reviewers screened the titles and abstracts 

of all retrieved citations against the predefined inclusion cri-

teria. Discrepancies were resolved at this stage by consensus. 

Full-text articles of potentially eligible studies were then re-

trieved and subjected to a second, rigorous evaluation. A 

standardized data extraction form was developed to capture 
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the heterogeneity of the included literature. For empirical 

studies, extracted data included the author, year of publication, 

study design, institutional setting, sample characteristics, and 

primary sources of conflict. For non-empirical sources (policy 

documents, judicial rulings, and commentaries), data extrac-

tion focused on legal arguments, regulatory frameworks, and 

systemic recommendations. 

2.4. Data Synthesis and Analysis 

Given the high heterogeneity of the retrieved literature—

ranging from cross-sectional surveys to qualitative interviews 

and legal texts—a meta-analysis was not feasible. Instead, a 

narrative synthesis approach was adopted. The extracted data 

were analyzed using thematic synthesis. The extracted text, 

findings, and arguments were coded inductively to identify re-

curring patterns, friction points, and systemic drivers of con-

flict. These codes were then clustered into overarching the-

matic domains, such as leadership/headship disputes, legisla-

tive overlap, salary disparities, and the impact of rivalry on 

patient care. The synthesized findings are presented textually 

and supported by summary tables to provide a clear overview 

of the current state of inter-professional rivalry in the Nigerian 

laboratory medicine discipline and clinical practice. 

3. Evolution of Inter-professional 

Rivalry 

The structural roots of the contemporary rivalry are deeply 

tied to the historical development of clinical laboratory ser-

vices in British colonial and post-independence Nigeria [28-

30]. In the early-to-mid 20th century, laboratory infrastructure 

in colonial medical facilities operated under a rigid, physician-

centric hierarchical model. Laboratories were designed as 

basic, technical extensions of clinical medicine, run by medi-

cal officers or general pathologists who directed the diagnostic 

workflow [8, 9]. Personnel performing manual, repetitive 

bench work were classified as "laboratory technicians" or 

"technologists". These technical cadres functioned under di-

rect medical supervision, possessing narrow vocational certif-

icates rather than autonomous professional standing [6-9]. As 

medical science advanced through the mid-post-independence 

era, the technical component of diagnostic medicine evolved 

into an intricate discipline driven by complex molecular diag-

nostics, immunochemistry, automation, and strict statistical 

quality control [6, 7]. This technological leap demanded 

highly specialized training pathways separate from general 

medical curricula [6-9]. The technical cadre successfully 

transformed its professional identity, shifting from vocational 

apprenticeships to standardized university degrees [26, 27]. 

The landmark enactment of the Institute of Medical Labora-

tory Technology Decree (No. 56 of 1968) provided the initial 

legislative framework that formalized this transition, estab-

lishing medical laboratory technology as an explicit, regulated 

specialty [6-9, 31]. 

Subsequent amendments and new laws elevated this status 

further, culminating in a transition from "technologists" to 

"MLS" holding five-year Bachelor of Medical Laboratory 

Science (BMLS) degrees [28, 31-36]. With this academic ad-

vancement came an explicit push for professional self-actual-

ization and complete operational autonomy from direct medi-

cal oversight. At about the same time, the medical field con-

solidated its postgraduate training models through the Na-

tional Postgraduate Medical College of Nigeria (NPMCN) 

and the West African College of Physicians (WACP) [32-36]. 

These bodies trained LPs across specialized sub-disciplines 

including Chemical Pathology, Hematology and Blood Trans-

fusion, Medical Microbiology, and Histopathology [33, 36]. 

As LPs continued to view themselves as the traditional, legally 

accountable custodians of all clinical laboratory departments, 

the newly autonomous MLS cadre rejected this hierarchy, 

viewing physician oversight as an obsolete colonial legacy de-

signed to suppress their professional independence [35]. Thus, 

the rapid professionalization of the scientific cadre collided 

with the established authority of the medical elite, turning the 

clinical laboratory into a contested space [26, 27, 36]. 

4. Professional Disconnect: Roles, 

Training, and Identities 

4.1. MLS (Medical Laboratory Scientists) 

The professional identity of the MLS in Nigeria is anchored 

on high-level competency in the analytical and technological 

phases of laboratory diagnostics [31]. The five-year BMLS 

curriculum covers advanced biochemistry, clinical hematol-

ogy, transfusion science, medical microbiology, histopathol-

ogy, and molecular biology [31]. This is followed by a man-

datory one-year clinical internship and passing a national li-

censing examination. Core responsibilities of an MLS in a typ-

ical Nigerian tertiary healthcare center include: analytical ex-

ecution, quality management systems (QMS), technical trou-

bleshooting, and laboratory biosafety [9, 28, 37]. The labora-

tory analytical execution involves designing, calibrating, val-

idating, and running complex automated and manual diagnos-

tic assays. QMS role entails designing and executing internal 

quality control (IQC) protocols and reviewing external quality 

assessment (EQA) schemes. The technical troubleshooting 

processes entail managing instrument downtime, optimizing 

reagent consumption, and pioneering molecular diagnostics. 

Laboratory biosafety duties of an MLS usually involve enforc-

ing containment protocols, waste management, and chemical 

hygiene. MLSs view their role as an independent science and 

profession, independent of medicine, specialized in generating 

reliable, accurate data. 

4.2. LPs (Laboratory-Based Physicians) 

LPs are medically qualified doctors and holders of the 
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MBBS (Bachelor of Medicine/Surgery Degree), who have 

completed an extensive residency training program lasting be-

tween four and six years under the NPMCN or WACP [32-

34]. Their training covers advanced pathology, clinical corre-

lation, disease pathophysiology, and institutional leadership. 

Core responsibilities of LPs in a Nigerian tertiary healthcare 

center include: diagnostic interpretation, clinical consultation, 

patient-facing interventions, and translational leadership [38, 

39]. LPs' diagnostic interpretation duties involve interpreting 

complex laboratory data (e.g., bone marrow aspirates, protein 

electrophoretic scans, complex histopathology slides) and cor-

relating these findings with clinical presentations. LPs' clini-

cal consultation focuses on advising ward physicians on ap-

propriate test selection, diagnostic algorithms, and therapeutic 

monitoring of patients. Patient-facing interventions include 

performing specialized clinical procedures such as fine-needle 

aspiration cytology, bone marrow biopsies, and therapeutic 

apheresis, among other complex procedures. 

LPs in tertiary hospitals serve as the vital bridge between 

basic laboratory science and bedside patient care. Their trans-

lational leadership involves validating novel biomarkers, inte-

grating complex diagnostics into daily practice, guiding clini-

cal trials, and training multidisciplinary teams to advance pre-

cision medicine [38, 39]. 

4.3. The Overlap and Cognitive Dissonance 

The core of the rivalry lies in the overlap between the pre-

analytical, analytical, and post-analytical phases of testing, as 

illustrated in Table 1 below. Cognitive dissonance occurs be-

cause both groups develop a deep sense of professional pride 

during training that directly conflicts with each other's per-

ceived jurisdiction [31, 32]. MLSs are trained to view them-

selves as managers of the entire laboratory ecosystem, while 

LPs are trained to view themselves as the directors of the la-

boratory [31, 32]. When these two identities are forced into a 

single department without clear, mutually accepted bounda-

ries, friction becomes inevitable [22, 23, 26]. 

Table 1. Matrix of Overlapping and Distinct Domains in Nigerian Laboratory Medicine. 

Functional Phase [40, 41] MLS Domain [31] Overlapping/Disputed Zone [13-21] LP Domain [32] 

Pre-Analytical 

Design of specimen collection 

protocols; technical staff 

assignment. 

Determining test appropriateness; 

setting institutional diagnostic 

algorithms. 

Clinical consultation on test 

selection; direct patient 

bedside evaluation. 

Analytical 

Instrument calibration; running 

assays; troubleshooting assays; 

IQC/EQA execution. 

Validation of new testing methodolo-

gies; review of unusual or discordant 

results. 

Clinical oversight of test 

utility; troubleshooting clin-

ical mismatch. 

Post-Analytical 

Technical release of raw data; au-

thorization of technical accuracy; 

archiving. 

Signing/authorizing final diagnostic 

reports; clinical interpretation of com-

plex outputs. 

Pathophysiological correla-

tion; direct consultation 

with ward clinicians; bone 

marrow/histopathology re-

porting. 

MLS: Medical Laboratory Scientists; LP: Laboratory-Based Physician; IQA/EQA: Internal quality assurance/external quality assurance 

5. Global Best Practices in Laboratory 

Medicine Governance 

To address these challenges, the Nigerian health sector can 

look to international models of laboratory medicine practice, 

where such rivalries have been successfully mitigated through 

clear role demarcation and collaborative frameworks [40]. 

5.1. The United Kingdom Model 

In the United Kingdom, the healthcare system utilizes a col-

laborative approach defined by the Health and Care Profes-

sions Council (HCPC) and the Royal College of Pathologists 

(RCPath) [41-45]. The role of the Biomedical Scientist (equiv-

alent to the Medical Laboratory Scientist) is well-defined and 

highly respected. The biomedical Scientists hold statutory re-

sponsibility for the technical performance of assays, internal 

quality control, and the management of laboratory equipment 

[43]. The LPs (specialist medical doctors) focus on complex 

morphological interpretations (e.g., reporting histopathology 

slides), clinical consultations, and advising clinical teams on 

complex patient cases [44]. Consultant LPs and senior Biomed-

ical Scientists often work together on joint steering committees 

to manage the laboratory [43-45]. This shared governance helps 

minimize the administrative disputes frequently seen in Nigeria 

[9, 45]. 
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5.2. The United States (US) Model 

In the United States, the Clinical Laboratory Improvement 

Amendments (CLIA) provide federal regulatory standards for 

all clinical laboratory testing to ensure accuracy, reliability, and 

timeliness [46-48]. CLIA clearly defines the personnel qualifi-

cations and responsibilities for laboratory directors, technical 

supervisors, clinical consultants, and testing personnel [46]. 

In the US model, laboratory directors can be either board-

certified pathologists or doctoral-level scientists (e.g., PhDs in 

clinical chemistry, microbiology, or immunology) [47]. This 

credential-based approach—rather than a purely professional or 

medical-degree-based framework—fosters a meritocratic envi-

ronment where competence determines leadership [47]. The 

Laboratory-based Physicians or the Clinical Pathologists handle 

medical diagnoses, while laboratory scientists focus heavily on 

technical validation and operations [48]. 

5.3. The South African Model 

South Africa has established an integrated approach through 

the National Health Laboratory Service (NHLS) [49-52]. The 

NHLS operates a centralized network of diagnostic laboratories 

across the country. It employs both MLS and LPs within a sin-

gle organizational structure. The system relies on a structured 

career pathway for scientists, allowing them to advance based 

on academic and technical competencies. Standardized proto-

cols, interdisciplinary training programs, and centralized man-

agement effectively reduce professional friction. This model 

demonstrates that a unified national laboratory service can help 

mitigate professional disputes and optimize operational effi-

ciency [49-52]. 

6. Drivers of the Inter-professional 

Conflict 

The ongoing rivalry between MLS practitioners and LPs in 

Nigeria is maintained by an intricate network of structural, ad-

ministrative, and legal factors embedded within the Nigerian 

public health framework. These drivers turn every clinical la-

boratory into a point of constant operational friction [8, 26, 27, 

53]. 

6.1. Ambiguities in Statutory Legislation 

The primary driver of this systemic friction is the existence 

of contradictory and parallel statutory legislation enacted by 

the National Assembly. This legislative clash has created a 

dual-regulatory paradox that pits two distinct government 

councils against each other within the same physical depart-

ment, as detailed in Table 2 below [31, 32]. 

Table 2. Statutory Contrast and Overlap in Laboratory Regulation. 

Legislative Act Regulating Council Primary Statutory Mandate Professional Interpretation of Jurisdiction 

Medical Laboratory 

Science Council of 

Nigeria Act (Act 11 of 

2003 / Cap M25 LFN 

2004) [31] 

Medical Laboratory 

Science Council of 

Nigeria (MLSCN) 

[31] 

Regulates the science, practice, 

licensing, equipment accreditation, 

and management of medical 

laboratories and scientists. 

MLS practitioners assert absolute, exclusive 

operational autonomy over the "bench," 

laboratory administration, and the generation, 

validation, and authorization of laboratory 

outcomes. 

Medical and Dental Prac-

titioners Act (Cap M8 

LFN 2004) [32] 

Medical and Dental 

Council of Nigeria 

(MDCN) [32] 

Regulates the practice of medicine, 

surgery, dentistry, and the clinical 

operation of diagnostic laboratory 

specialties by physicians. 

Pathologists assert statutory authority over the 

entirety of "clinical laboratory practice," in-

cluding the ultimate sign-off, supervision, and 

clinical diagnosis of laboratory data. 

LFN: Law of the Federal Republic of Nigeria; MLSCN: Medical Laboratory Council of Nigeria; MDCN: Medical and Dental Council of 

Nigeria; MLS: Medical Laboratory Scientist 

This legal dichotomy allows each profession to claim a dis-

tinct statutory mandate. Pathologists rely on the MDCN 

framework to argue that a clinical laboratory is a medical fa-

cility that must be directed by a medically licensed practi-

tioner to ensure patient safety [32]. Conversely, the MLS ca-

dre relies on Section 29 of the MLSCN Act to assert that Med-

ical Laboratory Science is a fully autonomous profession 

equal to medicine, granting them the exclusive right to man-

age and control laboratory departments without external inter-

ference [31]. 

6.2. Professional Identity and Rivalry 

The conflict is deeply driven by disputes over professional 

identity, operational boundaries, and structural job roles [22, 

23, 26, 27]. At the center of this dispute is a fundamental ques-

tion: Who owns the laboratory space and the diagnostic data 

generated within it? The MLS cadre views the laboratory 

bench—including the preparation of samples, calibration of 

analytical instrumentation, execution of assays, and primary 
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validation of data—as their exclusive professional domain. 

They frequently express a "fear of professional extinction," 

worrying that if pathologists or medical doctors directly con-

trol bench activities or supervise scientists, the distinct iden-

tity of the MLS profession will be eroded. On the other side, 

LPs view the laboratory as an integrated medical entity where 

analytical data must be translated into actionable clinical in-

sights [13-18]. Pathologists contend that because they undergo 

extensive clinical residency training, they are uniquely quali-

fied to correlate raw laboratory values with patient pathophys-

iology, perform invasive diagnostic procedures (such as bone 

marrow aspirations or deep tissue biopsies), and offer direct 

clinical consultations to attending physicians [13-16]. The ri-

valry intensifies regarding the authorization and signing of di-

agnostic reports. MLS practitioners maintain that their license 

empowers them to sign and release reports directly. The LPs 

counter that a diagnostic report is a medicolegal document that 

must carry a physician's endorsement to be clinically valid, 

arguing that an unvetted laboratory value lacks the necessary 

medical synthesis required for complex patient management 

[13-31]. 

6.3. Institutional Leadership and 

Administrative Control 

In Nigerian THs/CMCs, institutional hierarchy and admin-

istrative appointments are heavily contested. For decades, 

hospital management boards—traditionally led by Chief Med-

ical Directors who are medical doctors—automatically ap-

pointed LPs as "Heads of Department" (HODs) or "Directors 

of Pathology Services" across all laboratory units [22, 23]. 

Under this arrangement, all practicing medical laboratory sci-

entists were structurally placed under the administrative con-

trol and performance appraisal of the designated Pathologist. 

The MLS cadre, mobilized through the Association of Medi-

cal Laboratory Scientists of Nigeria (AMLSN), has systemat-

ically challenged this structure. They argue that an adminis-

trative HOD role involves managing personnel, budgets, and 

internal laboratory processes, tasks they believe should be 

handled by the most senior MLS within an independent "Med-

ical Laboratory Services Department". This dispute has led to 

an administrative impasse in many tertiary centers. When a 

Pathologist is appointed HOD, scientists may employ passive 

resistance, refuse to submit performance evaluation forms, or 

decline to implement operational directives. In response, hos-

pital management has occasionally withheld promotions or re-

assigned laboratory spaces, triggering union protests and sud-

den, localized work stoppages [16-19]. 

6.4. Economic Factors and Remuneration 

Disparities 

The structural division is further widened by a significant 

gap in economic remuneration and career progression within 

the civil service [22, 23, 26, 27]. LPs, as medical doctors, are 

compensated under the Medical Salary Structure, which fea-

tures higher entry points, specialized clinical allowances, and 

accelerated earning potential. Medical Laboratory Scientists 

are remunerated under the Consolidated Health Salary Struc-

ture, which applies to non-physician allied health profession-

als [23, 27]. This creates a pronounced income gap between 

professionals working in the same physical laboratory space, 

often with similar or overlapping years of academic and clin-

ical experience. The MLS cadre views this disparity as an ar-

tificial institutional hierarchy that systematically undervalues 

scientific diagnostics. Consequently, the struggle for adminis-

trative control of laboratories is also an economic fight; con-

trolling the department influences procurement authority, in-

stitutional resource allocation, and internal revenue-generat-

ing pipelines, directly affecting professional status and insti-

tutional leverage [22, 26]. 

7. Impact of Rivalry on Tertiary 

Healthcare Delivery 

The never-ending and persistent friction between these two 

critical diagnostic groups has wide-ranging, negative impacts 

on the quality and safety of healthcare delivery within the Ni-

gerian teaching hospitals [22, 27, 54-57]. 

7.1. Quality Assurance Degradation and 

Analytical Risk 

A major consequence of this rivalry is the breakdown of 

comprehensive Quality Assurance (QA) and Quality Control 

(QC) systems within clinical laboratories [27, 57]. Maintain-

ing international diagnostic standards, such as ISO 

15189:2022, requires seamless coordination across all phases 

of testing: pre-analytical (sample collection and integrity), an-

alytical (reagent precision and bench testing), and post-analyt-

ical (clinical correlation and reporting). When communication 

between MLS and LPs breaks down, these phases function as 

disconnected silos. MLS may execute analytical runs without 

the benefit of clinical context from the LPs, while pathologists 

may attempt to interpret data without insight into analytical 

adjustments or baseline instrument calibrations on the bench. 

This separation increases the risk of undetected errors, leading 

to the release of inaccurate or unverified diagnostic data [26, 

27, 57]. 

7.2. Clinical Misdiagnosis and Patient Harm 

When laboratory quality is compromised by professional 

conflict, the patient bears the direct clinical cost [26, 27, 54-

58]. There are documented instances across Nigerian public 

hospitals where conflicting interpretations of diagnostic data 

and delayed test releases have caused severe medical harm. A 

prominent historical example that illustrates the risk of labor-

atory oversights is the landmark case of Baby Oyinkansola 
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Eniola at the Lagos University Teaching Hospital (LUTH) 

[58]. Due to systemic operational failures and broken supervi-

sory oversight within the hospital's laboratory structure, a 

newborn infant was transfused with HIV-positive blood. The 

resulting federal panel of inquiry exposed severe deficiencies 

in accountability, leading to the dismissal of senior hospital 

administrators and demonstrating how a lack of unified pro-

fessional coordination can result in catastrophic clinical fail-

ures. Furthermore, when errors occur in critical assays—such 

as oncology biopsies, hemoglobin genotyping, viral load 

quantifications, or bacterial resistance profiling—patients 

may receive inappropriate, toxic, or ineffective therapies, di-

rectly contributing to preventable morbidity and mortality [22, 

23, 54-57]. 

7.3. Economic Loss and the Rise of Medical 

Tourism 

The operational instability caused by recurrent strikes and 

professional standoffs has deeply eroded public confidence in 

teaching hospital laboratories [22, 23]. Attending clinical phy-

sicians within these same institutions frequently advise pa-

tients to patronize private diagnostic centers to avoid delays 

or verify questionable internal results. This shift deprives pub-

lic teaching hospitals of vital internally generated revenue that 

could otherwise be reinvested into upgrading diagnostic infra-

structure, purchasing modern analyzers, and funding research. 

On a larger scale, wealthy Nigerians completely lose faith in 

the domestic diagnostic framework, accelerating the drain of 

billions of Naira annually into international medical tourism 

in regions like India, Europe, and the Middle East [54, 55]. 

8. Mitigation Strategies: Shifting from 

Rivalry to Synergy 

Resolving the long-standing impasse between MLS and 

LPs requires moving away from attempts at professional dom-

inance toward structured, legal, educational, and operational 

integration [56-63]. 

 
Figure 1. Illustrating key mitigation strategies for resolving the persistent MLS-LP interprofessional rivalry within the laboratory medicine 

practice domain of Nigeria’s tertiary healthcare institutions. 

8.1. Legislative Harmonization and Statutory 

Clarification 

The National Assembly must take deliberate legislative 

steps to amend the conflicting clauses within the MDCN Act 

(Cap M8) and the MLSCN Act (Act 11 of 2003) [31, 32, 41, 

59, 60]. The laws must explicitly define boundaries in precise, 

modern language to avoid overlapping jurisdictions [31, 32]. 

The statutes should clarify that the MLSCN retains exclusive 

regulatory authority over the licensing of laboratory scientists, 
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technical bench methodologies, and the accreditation of phys-

ical laboratory environments [31]. Concurrently, the legisla-

tion must affirm that the MDCN regulates clinical medical 

practice, including the clinical interpretation of generated data 

and direct patient consultations by medical specialists [32]. 

Explicitly separating "scientific bench regulation" from "med-

ical clinical regulation" can resolve the primary driver of legal 

conflict [31, 32, 41, 59, 60]. 

8.2. Structural and Operational Redesign: The 

Dual-Pathway Leadership Model 

THs should abandon the outdated, single-leader framework 

that triggers constant supremacy battles [9, 22]. Instead, insti-

tutions should adopt a Dual-Pathway Leadership Model that 

clearly separates administrative management from clinical di-

agnostic consultation [22, 53, 57, 61]. Under this model, the 

Director of Medical Laboratory Services (most senior quali-

fied MLS) exercises full administrative and technical control 

over the scientists, bench workflows, shift allocations, and 

physical instrumentation logistics. In parallel, the Head of 

Clinical Pathology (a consultant physician) directs the clinical 

consultative domain, overseeing diagnostic algorithms, post-

analytical medical correlations, complex biopsies, and direct 

case consultations with attending clinical teams. Neither pro-

fessional path subordinates the other; they function as parallel, 

intersecting lines focused on distinct aspects of the diagnostic 

pipeline [22, 53, 57, 61]. 

8.3. Curricular Integration Through 

Interprofessional Education 

To prevent professional animosity from taking root early, 

the Federal Ministry of Education, the National Universities 

Commission, and professional regulatory bodies must inte-

grate formal Interprofessional Education pathways directly 

into undergraduate medical and laboratory science curricula. 

Currently, in the Nigerian educational system, Medical Stu-

dents and Medical Laboratory Science students train in strict 

professional isolation, which can foster early misconceptions 

regarding respective job roles. By establishing shared lecture 

series, joint clinical case simulations, and collaborative labor-

atory ethics workshops, undergraduate trainees can learn to 

respect the unique competencies of each discipline before en-

tering the workforce [40, 53, 57]. This early collaborative ex-

posure is critical to replacing a culture of professional suspi-

cion with a framework of mutual clinical reliance. 

8.4. Shared Governance and Joint Quality 

Review Boards 

At the institutional level, THs and FMCs must establish 

mandatory, joint laboratory governance review boards com-

posed of equal numbers of LPs and MLS [9, 26, 57]. These 

boards should meet regularly to oversee internal quality con-

trols, manage structural laboratory spaces, coordinate equip-

ment acquisitions, and resolve internal operational disagree-

ments. By shifting the decision-making process from individ-

ual professional fiat to a collaborative committee model, insti-

tutions can build operational transparency [9, 26, 57]. This 

shared framework ensures that both professions are actively 

engaged in maintaining international diagnostic benchmarks, 

safeguarding patient care, and reducing the friction that fuels 

industrial action [53, 56, 62, 63]. 

9. Conclusion 

The longstanding rivalry between MLS and LPs continues 

to pose a significant structural weakness within Nigeria's ter-

tiary healthcare system. For many years, this discord has ex-

hausted institutional resources through legal disputes, ham-

pered patient care during strikes, and jeopardized patient 

safety. The investigation reveals that this stalemate is not a 

result of fundamental scientific discrepancies but stems from 

outdated and overlapping legal frameworks, vague institu-

tional roles, and a historical absence of collaborative training 

approaches. To resolve this impasse, it is crucial to move be-

yond the zero-sum competition for professional superiority. 

As the field of laboratory medicine evolves into one that in-

creasingly relies on complex molecular genomics, automated 

processes, and artificial intelligence, the demand for inte-

grated and high-precision diagnostics has never been more 

critical. Nigeria must not permit its essential diagnostic foun-

dations to remain fragmented by internal strife. Nigeria cannot 

afford to let its key diagnostic pillars remain fragmented by 

internal disputes. The way forward necessitates a unified ap-

proach: the National Assembly should define and align pro-

fessional boundaries, hospital boards must adopt a dual-path-

way leadership structure, and educational institutions need to 

emphasize interprofessional training. By enacting these struc-

tural, legal, and educational reforms, the dynamics can evolve 

from adversarial tensions to a collaborative clinical alliance. 

Ultimately, fostering this professional cooperation is crucial 

for ensuring accurate diagnostics, upholding international la-

boratory standards, and safeguarding the well-being of pa-

tients throughout Nigeria. 
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