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Histopathology reporting in
large-bowel cancer
The general objectives of medical audit are investigating
standards of practice and improving the performance of
individual practitioners. A good example of the success of audit
in laboratory medicine has been the National Laboratory
Quality Control Scheme, which in an initial study showed wide
fluctuations in the performance of different biochemical
departments in Britain. A later, repeat audit showed a sub-
stantial improvement by most of the participating laboratories.1
The hospital necropsy has proved its place in medical audit.2 3
Few reports of quality evaluation in diagnostic histopathology
in Britain, either intradepartmental or interdepartmental, have
been published,'4 however, though Langley6 has emphasised
the desirability of monitoring and improving diagnostic
accuracy.

Just how histopathologists could benefit from more audit
has now been shown very clearly by the report of the large-
bowel cancer project organised from St Mary's Hospital,
London. It reviewed the histopathological reports on 2046
patients from 22 histopathology departments and found
considerable observer variation in histological grading, Dukes's
staging, and harvest of lymph nodes-all measures of estab-
lished importance in the evaluation of prognosis after surgical
treatment7 as well as in the management of patients and the
design of operations. Some observer variation is to be expected
in histological grading and that part of Dukes's staging
concerned with estimation of the macroscopic extent of spread
in operation specimens, because these are subjective observa-
tions. Even so, the observer variations on these two assessments
went beyond what is acceptable. The harvesting of lymph
nodes from operation specimens, on the other hand, is a purely
objective method of examination; yet again large, and unex-
pected, differences were found in the mean numbers of lymph
nodes removed per operation specimen in each hospital.
Blenkinsopp and his colleagues8 point out that the most
avoidable errors lay not in the assessment of microscopical
appearances but in the gross or macroscopic observations. This
suggests that the histopathologists concerned were not giving
sufficient time or care to the "cut-up" and morbid anatomical
examination of surgical specimens of large-bowel cancer.

If the reliability of Dukes's staging is poor, we need to ask
whether histopathologists sufficiently appreciate the import-
ance of accurately staging other varieties of malignant disease.
For example, an interdepartmental audit of staging breast
cancer, with emphasis on harvest of lymph nodes, might make
interesting reading. Whether or not regional lymph nodes are
affected is the single most important factor for prognosis and
postoperative management in epithelial cancers of the bowel,
breast, stomach, head and neck, and other sites. It is not

enough to sample only the larger or obviously affected nodes,
because only by dissection and microscopical examination of
all regional nodes can the pathologist know whether any or how
many are affected. The actual number of nodes affected is,
indeed, a crucial objective observation of great value in
prognosis.

In recent years interest in postmortem pathology in hospital
practice has declined, and this could lead to a general de-
valuation of the importance of descriptive morbid anatomy.
The report from the large-bowel cancer project suggests that
histopathologists are not applying these descriptive skills to
the careful evaluation of the detailed macroscopic appearances
and to dissection of surgical material. Observations at this level
can all too easily become cursory, especially when operation
specimens are delivered to the laboratory formalin-fixed in an
almost unrecognisable state. Here the responsibility lies partly
with surgeons, who after all are the ones who should be most
concerned with the quality of the information they receive.
Histopathologists would give a better and more enthusiastic
service if request forms always gave at least outline information
about the surgical anatomy of an operation specimen, together
with a formal request for the appropriate method of staging
and grading. Unfortunately, form filling is most often delegated
to junior staff (and sometimes to nursing staff), who give only
sketchy information, if any, about operative findings. Failure
by histopathologists to cultivate the skills of descriptive morbid
anatomical examination of surgical specimens, whether in the
form of the written word or by photographs and line drawings,
could lead to the growth of "microscope pathologists," for
whom the evaluation of the macroscopical appearance is a chore
to be delegated to an unsupervised and inexperienced junior
member of staff. Blenkinsopp and his colleagues point out that
cancer of the large bowel is sufficiently common for consistent
and reliable reports to be obtainable with relatively little
effort: but that effort depends on co-operation between
surgeon and pathologist.
The organisers of the large-bowel cancer project are to be

congratulated on drawing attention to the need for more audit
in diagnostic histopathology. The next stage-we hope-will
be for them to repeat their work in a few years' time to see
whether there has been any improvement in the performance
of the 22 histopathology departments concerned. Staging and
grading of cancer provides particularly important and valuable
opportunities for medical audit because histopathologists,
surgeons, radiotherapists, and medical oncologists are all
equally implicated and concerned with the quality of the work.
Epidemiologists, too, must have accurate documentation of
data for the increasingly important part they play in studies of
the detection and prevention of cancer. There is an opportunity
here for the Royal College of Pathologists, which, by virtue of
its responsibility for standards of work, is best fitted to initiate
medical audit over a wide range of histopathological reporting.
That much of such work is based on subjective observations
makes the task more difficult than in clinical chemistry but no
less desirable.
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Safe dental anaesthesia
Few procedures in medicine are more fraught with danger than
dental anaesthesia and in few can prompt and efficient resuscita-
tion be more vital. No longer can anyone suggest that the
techniques can be picked up by doctors simply "having a go."
Standards need to be set and maintained and appropriate
training arranged. The publication this week of a report' of an
inter-faculty working party on training in dental anaesthesia
under the chairmanship of Professor G R Seward (summarised
at p 1529) is the latest milestone on the road to that objective.

Yet that road has been a long one. In 1965 the Standing
Medical and Dental Advisory Committee of the Central
Health Services Council set up a Joint Subcommittee on
Dental Anaesthesia which reported in 1967.2 Next the Asso-
ciation of Anaesthetists of Great Britain and Ireland invited
representatives of the Faculty of Dental Surgery and the
Faculty of Anaesthetists of the Royal College of Surgeons of
England and of the British Dental Association to meet under
the chairmanship of Professor Sir Brian Windeyer to discuss
general anaesthesia for outpatient dental surgery. That
committee reported in 1969.3
The same bodies then formed a working party under the

chairmanship ofDrW D Wylie to make specific recommenda-
tions about the safety of patients and the training required. The
working party reported in April 1978.4 Finally, this week the
Seward Report is concerned with the implementation of the
Wylie proposals (while a similar exercise5 has been undertaken
in Scotland under the chairmanship of Professor Alastair
Spence of Glasgow). The final result (p 1529) is a detailed,
specific training programme.
Concern about standards in dental anaesthesia has been

paralleled by the question of payment. For many years now the
BMA and the Association of Anaesthetists have tried to im-
prove both the present method of payment of fees for dental
anaesthesia and the woefully inadequate scale attached to them.
The text of the correspondence between the Association of
Anaesthetists and the Minister of State DHSS was published
in 1972.6

Both associations have recognised that there has been no
financial incentive to undertake postgraduate training, if any
training at all; and that while the Department continued to pay
a fee to the single-handed operator anaesthetist that un-
acceptable practice would continue. The then Secretary of
State, Sir Keith Joseph, in a parliamentary answer on 22
December 1971 flatly refused to make regulations on the
grounds of the clinical freedom of dentists while inviting them
to give the Central Health Service Council Report2 careful
consideration.

Successive governments of both political persuasions have
continued this spineless policy. We should welcome, therefore,

the unequivocal statement in the Seward Report that "It is
essential to the success of any attempt to establish such a
system of postgraduate education that those practitioners who
successfully complete an approved course of postgraduate
training should be entitled to an enhanced remuneration....
This would be the incentive which would encourage graduates
to undertake the proposed training." The principle of higher
fees for those with recognised qualifications is not new. Indeed,
the Private Practice Committee of the BMA has for some time
negotiated a modest differential with local authorities for
sessional dental anaesthetic work when the practitioner has a
recognised qualification in anaesthetics.7
The way forward, however, is not without its problems. Mr

David Bolt reported to the General Medical Services Com-
mittee in March 1981 on the Seward Report and its view on
full-time postgraduate training.8 The report did not receive
approval, though the GMSC agreed that Mr Bolt should make
a further approach to the Seward Committee. This was done,
and in July Mr Bolt returned to the GMSC with the revised
proposals contained in the final report. 'I Sadly, at this stage and
after some debate the GMSC rejected the revised draft,
despite the inclusion of realistic proposals for part-time
training and a no detriment clause for doctors who had been
regularly administering dental general anaesthetics.
While this is sad, I do not see it as the end of the road. No one

disputes that doctors need proper training to do this work, or
that this training is not found in the undergraduate curriculum.
A mounting toll of morbidity and even mortality demands that
patients' safety must be paramount. The two faculties have a
responsibility to ensure that appropriate standards are laid
down and indeed achieved.
Dr John Ball and his colleagues on the GMSC have a fine

record in upholding standards in their discipline: two recent
examples are the introduction of vocational training and their
recent part in pressing for improved undergraduate training in
obstetrics. I believe they can still be brought together with Mr
Bolt for the CCHMS and Dr John Nunn, Dean of the Faculty
of Anaesthetists, both men with fine records as clinicians and
as leaders, and that the difficulties can be resolved-to the plain
advantage of the patient. Some statesmanship from the
Government would undoubtedly help. The implementation
of the Seward Report will cost money. It would be money well
spent.

BRIAN LEWIS
Consultant Anaesthetist,
Hythe,
Kent CT21 4BD
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