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appropriate context – reach a diagnosis



Born in 1956……… 



1. History of external quality assessment in cellular pathology

2. The UK Liver Histopathology EQA scheme

3. What else makes a difference?

Quality assurance 
– proactive, a system of measures to identify where there is potential error                             

and do something to avoid it

(v. quality control – reactive,  identify errors/flaws                                                                  
and make a change to prevent recurrence)
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EQA schemes in laboratory medicine

Technical EQA – by laboratory: 

Interpretive EQA:

Apply principles of technical EQA to histopathology – following diagnostic scandals in 1980’s

Slide clubs – pathologists get together to discuss interesting cases – self help to avoid professional isolation

EQA schemes – rank performance, identify individual areas of weakness, and overall poor performers

Participation in EQA scheme - part of laboratory accreditation and appraisal



‘Bone Cancer staff escape action over mistakes’
The Independent Sept 13 1995

An independent inquiry report into the errors which occurred between 1985 and 1993 blames Dr CS, 

a consultant pathologist for ‘unacceptably high level of misdiagnoses in the Bone Tumour Centre at 

Birmingham’s Royal Orthopaedic Hospital’

‘Dr S, 57, suffered from MS for many years, took early retirement shortly after the first misdiagnosis 
of a malignant tumour in a young boy came to light in May 1993’.

Misdiagnosis and mistreatment of 79 patients.

Recognised in 1989

1990 - surgeons gathered cases where problems had occurred

Hospital managers ignored concerns raised informally by surgeons

Report in 1995; no disciplinary action against any doctor or manager – ‘most have moved on’ 



2-year inquiry chaired by Dr Archie Malcolm

‘A damning indictment of the mismanagement and poor communication which compounded the errors 
made by Dr S’.

The hospital ‘deeply regretted the distress caused to patients and relatives in the last 

8 years’.

‘We have learned from the past and have changed our management and clinical 

practices accordingly’

We believe this ensures the diagnosis we now employ represent the very best 

practice available today’

Not just the Birmingham Royal Orthopaedic Hospital……



Contributary factors
‘Some of the errors that were made would be unacceptable for a non-expert pathologist’                                          

to err is human

• Difficult area in histopathology, but with final gold standard (in patients with missed malignancy)

• Isolated pathologist, different hospital, few opportunities to discuss cases with clinicians

• Renowned specialist, confident, tends to be believed

• Opinion mis-interpreted as certainty        =   communication

• Cases from other hospitals for opinion 

– dispersed, no follow up information, don’t know you’re wrong

• Chronic illness

• Lots of people were concerned, but no-one was responsible for passing on concern

A report not a result



How to stop this happening again?
• Don’t be isolated – no single handed pathologists, 

if in doubt, discuss with a colleague

• Don’t be misunderstood - ensure good communication 
multidisciplinary review – MDTMs

• Don’t get out of date – CPD, evidence based guidelines
• Know your limits – subspecialisation

compare yourself with your peers 
Participation in EQA schemes 

• Don’t be an ostrich - Culture of individual responsibility 

to voice concerns over competence of colleagues

Having professional responsibility

What do doctors do? – make decisions in the face of uncertainty  
– use individual professional judgement.

http://images.google.com/imgres?imgurl=http://vwt.d2g.com:8081/ostrich.jpg&imgrefurl=http://vwt.d2g.com:8081/2006/08/no_teeth_no_stomach_and_no_bra.html&h=342&w=520&sz=69&hl=en&start=39&um=1&tbnid=jvwa1bqo9ZzYHM:&tbnh=86&tbnw=131&prev=/images%3Fq%3Dostrich%26start%3D20%26ndsp%3D20%26svnum%3D10%26um%3D1%26hl%3Den%26rls%3DRNWE,RNWE:2006-32,RNWE:en%26sa%3DN


• Started with structure of technical EQA schemes 

– slide circulation, collect responses, compare diagnoses

Quorate meeting of members, discuss results, agree on how cases should be scored

Rank results, feedback on performance

Highly educational 

- Lowest 2.5% = substandard performer.  

- All anonymously by participant number, confidentiality assured.

- If substandard performer in 2 of 3 consecutive circulations – first action point 

alerted and monitored

- If substandard performer in 2 of the next 3 circulations – second action point 

– inform College, Responsible Officer

Enable members to compare their diagnostic opinions 
with other pathologists reporting similar specimens.

Avoid professional isolation.  Find your areas of weakness.

Individual based Interpretive EQA Schemes:



Individual based interpretive EQA Schemes in 
Cellular Pathology - Schemes which have submitted 
annual reports to the Royal College of Pathologists 
for 2020: 



Cellular Pathology - report for National Quality Assurance in Pathology Committee, 
Report for activity in 2020.   

general 
schemes

specialist 
schemes

total all 
schemes

schemes submitting report 9 13 22

total circulations in 2020 11 18 29

total members 1001 3099 4103

members per scheme 32-170 29-690 29-690

median members per scheme 103 188 186

circulations in 2020 11 18 29

participants 1307 3797 5104

% participation 89% 89% 89%

cases circulated 141 205 346

% used for scoring 95% 91% 93%

low score in a circulation 40 53 93

first action point 2 9 11

second action point 0 0 0

29/44 (66%) of expected, 
assuming 2 circulations per scheme per year

61,248 cases with a response submitted
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2015 – changed to EQAlite – software that 
supports EQA schemes

2017 – 109 members. 
New deputy (Rachel Brown); 
quality subcommittee does collation of responses

2020 – changed to drop down menus, 
Less subjective, streamline collation of responses

2021 – 120 members – Zoom meetings

Governance of EQA schemes 
– who makes sure they’re run 
properly?



Benefits of Interpretive EQA Schemes

• Compare your competence with peers in a safe environment, identify 
areas of weakness, 



Circulation N  2003:   case 177  Female 50 years

Cholestatic jaundice on atorvastatin . Also nephrotic
Cholestasis associated with drug 128

Hepatitis – drug related 33

Biliary obstruction 116

Portal reaction c/w drug but exclude 
duct obstruction

40

Chronic obstructive biliary disease 20

Biliary disease, drug or obstruction 45

? Chronic hepatitis + drug induced 
cholestasis

10

Cirrhosis ? Cause 5

Sepsis 12

Ductopenia and cholangiolitis ? PBC 10

Ductopenia and cholangiolitis                   
? Drugs/PBC

10

Cholangiolitis and paucity of ducts              
? Drugs

10

Difficult – no answer 10

44 participants – 10 points each



Cholestasis associated with drug 128

Hepatitis – drug related 33

Biliary obstruction 116

Portal reaction c/w drug but exclude duct obstruction 40

Chronic obstructive biliary disease 20

Biliary disease, drug or obstruction 45

? Chronic hepatitis + drug induced cholestasis 10

Cirrhosis ? Cause 5

Sepsis 12

Ductopenia and cholangiolitis ? PBC 10

Ductopenia and cholangiolitis ? Drugs/PBC 10

Cholangiolitis and paucity of ducts  ? Drugs 10

Difficult – no answer 10

221/440
obstruction

168/440 
cholestasis



As far as possible, the conclusion of the histology report should 
be the same whoever has reported it – and be clinically helpful 
in arriving at a diagnosis. 

• What we see • How we integrate it 
into a disease pattern

• Many recognised a biliary 
pathology

• Could atorvastatin cause 
this??

• How we integrate that into a 
clinically useful report

• Investigate the biliary tree!



Case 185: Unwell approximately 4 weeks following return from Corfu. Took 
herbal remedies. Also has been on Minocyclin, Bilirubin 436, ALP 259, AST 
338, GGT 19, INR 0.89, immunoglobulins normal,  autoantibodies – ANA 1: 60, 
ASM 1: 160,    ?autoimmune, ?secondary to Minocyclin

Follow up information from Bernard Portmann: 
Clinicopathological diagnosis: Hepatitis with autoimmune features 
associated with minocyclin. There was no known haematological 
condition. There was no known biliary disease. 
She made a slow but complete recovery over 2 months, no steroids were 
given. 
There is a recognised association between minocycline and autoimmune 
hepatitis – with female preponderance, hypergammaglobulinaemia and 
antinuclear and smooth muscle antibodies

2004: 47 participants – how to classify responses?

How to classify and present responses?  
Need morphological and 
clinicopathological assessments 



Surveymonkey from 2011 

EQAlite from 2015
IT to the rescue               
– having a website





Spring 2014: 
82 participants







For 10 points: amyloid as only or main diagnosis

Amyloid in differential but not first – score 5 points
No mention of amyloid – score 0 points

Spring 2014: 82 participants



Spring 2012: 81 participants











Spring 2012: 81 participants



Surveymonkey from 2011 

EQAlite from 2015
IT to the rescue               
– having a website

Drop-down menus from 2020



Circulation LW – pilot drop down menus  
2021 – 95/116 participated



Tumour: Popularity: 

- No tumour/lesion present 97.9% 

Other (please specify in Comments) 2.1% 

 
Pattern: Popularity: 

steatohepatitis 92.6% 

cholestasis, bilirubinostasis 52.6% 

lobular hepatitis 6.3% 

steatosis 3.2% 

Other (please specify in Comments) 2.1% 

not applicable 1.1% 

 
Stages: Popularity: 

advanced fibrosis with bridging and nodularity/cirrhosis 47.4% 

fibrosis with bridging between vascular structures 34.7% 

hepatocyte loss or bridging - favour collapse not fibrosis 7.4% 

Other (please specify in Comments) 7.4% 

mild/early fibrosis without bridging 3.2% 

 

Diagnostic categories: Popularity: 

fatty liver disease - alcohol related liver disease 88.4% 

Other (please enter alternative diagnosis in comments box) 6.3% 

drug induced liver injury (please specify in comments box) 2.1% 

fatty liver disease - either alcohol or non-alcohol 2.1% 

acute / subacute hepatitis - autoimmune / drug / viral 2.1% 

iron overload - acquired, secondary 1.1% 

ascending cholangitis 1.1% 

fatty liver disease - non-alcohol related fatty liver disease 1.1% 

 

Diagnosis Combination: Count: 

fatty liver disease - alcohol related liver disease 76 

[No selections made] 4 

fatty liver disease - alcohol related liver disease,                             
Other  (please enter alternative diagnosis in comments box) 

4 

fatty liver disease - either alcohol or non-alcohol 2 

Other (please enter alternative diagnosis in comments box) 2 

acute / subacute hepatitis - autoimmune / drug / viral 1 

acute / subacute hepatitis - autoimmune / drug / viral,                    
fatty liver disease - alcohol related liver disease 

1 

ascending cholangitis,                                                                  
fatty liver disease - alcohol related liver disease 

1 

drug induced liver injury (please specify in comments box) 1 

drug induced liver injury (please specify in comments box),                      
fatty liver disease - alcohol related liver disease 

1 

fatty liver disease - alcohol related liver disease,                                        
iron overload - acquired, secondary 

1 

fatty liver disease - non-alcohol related fatty liver disease 1 

 

Clinical: Male 38. Alcoholic hepatitis on a 

background of probable cirrhosis. 

for 10 points - steatohepatitis, alcohol related and more than mild fibrosis. 

Lose 5 marks for mild/early fibrosis, or bridging/collapse

Lose 5 marks for steatohepatitis with no mention of alcohol,

Lose 10 marks (score 0)  for lobular hepatitis, cholestasis, DILI, alcohol not mentioned              

= neither alcohol nor steatohepatitis mentioned.



• Compare your competence with peers in a safe environment, 
identify areas of weakness, 

• Avoid professional isolation

• Harmonise diagnostic criteria and terminology

• Awareness of new developments/diagnostic entities

Benefits of Interpretive EQA Schemes

x

y



Challenge:  to retain the primary value of case 
discussion as a learning tool, 
identifying what pathologists find difficult, 
and how approach the problem.

Cases without consensus are learning 
opportunities – ‘masterclass’ 
presentations from someone with 
knowledge and experience 

How do we get better at what we do?

Aptitude x Experience x motivation 

10,000 hours  
experience with 
feedback



1. History of external quality assessment in cellular pathology

2. The UK Liver Histopathology EQA scheme

3. What else makes a difference?
• Good specimen
• Pre and post test – good communication
• Standard practice guidance

Quality assurance 
– proactive, a system of measures to identify where there is potential error                             

and do something to avoid it

(v. quality control – reactive,  identify errors/flaws                                                                  
and make a change to prevent recurrence)
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Reduce variation within the UK

Tissue Pathways, RCPath

Guidelines on – staffing and workload

biopsy size, embedding, sectioning, staining

report content

referral, second opinion

Training, continuing professional development

- Lead pathologist for liver, in job plan

- Participates in Liver EQA Scheme
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number of liver biopsies per year



Reporting liver biopsies:
Guidelines in 2020

Tissue Pathways, RCPath

Guidelines on – staffing and workload

biopsy size, embedding, sectioning, staining

report content

referral, second opinion

Biopsy – a verb if you’re a physician

- a noun if you’re a pathologist

Neuberger J, et al. Gut 2020;69:1382–1403.Essential to have good communication
– what do you want to find out from this biopsy?



Liver biopsy adequacy and 
biopsy needle type 

A good sample is an essential starting 
point for a good biopsy report.

Recommended 2cm core 

from at least a 16-G needle

Consistently obtain >10portal tracts per section

Colloredo G et al  J Hepatol 2003:38:1448-57 

Kleiner DE and Bedossa P

Gastroenterology 2015;149;1305-1308

Various biopsies 
sent for second 
opinion 

Biopsies using 
previous 16G side 
cut needle

Biopsies using 
current 16G full 
core needle



Example from 
EQA Scheme

389 - cirrhosis



Example from 
EQA Scheme

389 - cirrhosis

395 hep C – multiple cores, total 40mm 



Example from 
EQA Scheme

386 Hepatitis B – to assess 
inflammation and fibrosis

4 cores up to 7mm long

389 - cirrhosis

395 hep C – multiple cores, total 40mm 



Q1  What type of dog is this?

Q2  How spotty is it? Reference images



What can we do to improve agreement in pathologists’ 
staging of fibrosis?
(Liver EQA meeting, Leeds, December 2012) 

• Circulate slides with collagen stain 

• Nottingham – 100 digital slides of various stages, good size biopsies.  
• Create two sets matched for stage.  Invite participants from EQA scheme

• Any liver disease – clinically important stage, not a named stage that depends on diagnosis 

• No fibrosis, 
• Early fibrosis
• Bridging fibrosis
• Late stage (cirrhosis or suspect/developing cirrhosis)

• Illustrate consensus view of biopsy stage from first set Sounds easy  …….



None/early

Early/bridging

Bridging/late

Early

Bridging

Late

Examples: Reference images, based on complete 
agreement or 4:4 split of 8 liver pathologists

Eight UK pathologists staged 47 Sirius red stained                        
liver biopsies

Cases with full agreement or 4:4 split used to illustrate                        
stage and threshold between stages 

The 8 liver pathologists repeated the exercise on 
47 other biopsies using reference images as a guide

Ten ‘generalist’ histopathologists looked at set 1 without 
reference images, and set 2 with reference images



From 2007             –
liver subcommittee 
of the pathology 
section of the BSG

In 2016 – formed 
the UK Liver 
Pathology Group

Chair: 
Stefan Hubscher

Succeeded by 
Rachel Brown





Reduce variation 
– use the same terminology and criteria

• Text books – training with Peter Scheuer

• Liver Biopsy Interpretation 1st edition 1968
• Now in 9th edition, author Jay Lefkowitch

• For my generation – Prof Scheuer, tapes and slides

• Still available on virtualpathology

• Biopsy interpretation – an opinion, not a fact



1. History of external quality assessment in cellular pathology

2. The UK Liver Histopathology EQA scheme

3. What else makes a difference? – system of measures
• Good specimen
• Pre and post test – good communication
• Standard practice guidance
• Easy to access

Quality assurance 
– proactive, a system of measures to identify where there is potential error                             

and do something to avoid it

The oozlum bird is a legendary creature found in 

Australian and British folk tales. The bird has a habit of 

taking off and flying around in ever-decreasing circles until 

it manages to fly up its own infundibulum, 

Thanks to Stefan for leadership, perspective, 
friendship and support 
- avoiding the oozlum bird…….. 

https://en.wikipedia.org/wiki/Legendary_creature

