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Cellular pathology audit template 
	Date of completion 
	(To be inserted when completed)

	Name of lead author/
participants
	(To be inserted)

	Specialty
	Cellular pathology/gastrointestinal

	Title
	An audit of quality of reporting of colorectal mucosal biopsies taken for the diagnosis and assessment of inflammatory bowel disease (IBD)

	Background
	UK and European IBD guidelines

	Aim and objectives
	To determine compliance with recommendations and standards relevant to the various steps involved in processing colorectal biopsies taken for the diagnosis and assessment of IBD, including:
· adequacy of clinical information
· appropriateness of sampling
· adequacy of macroscopic description and processing
· quality of microscopic description, report, and interpretation.

	Standards and criteria
	Criteria range: 
Items 4, 15, 16 and 22 (availability of the endoscopy form; description of crypt architecture; description of the presence or absence of chronic inflammation; grade of activity of IBD) are regarded as examples of good practice and do not require compliance as such.
Item 8 (number of fragments): compliance is set arbitrarily at 90%, on the basis that the term ‘multiple’ should probably be applied to no more than 10% of samples.
Item 12: interpretation of mucosa as normal or abnormal should be possible in at least 95% of cases.

Item 25 (turnaround time): 90% of reports authorised and available within seven days of the biopsy date as recommended by the RCPath.

Other items: 100%, or, if not achieved, the existence of documentation that explains the variance.

Clinical
Clinical indication should be stated (e.g. diarrhoea, rectal bleeding, known IBD). Endoscopy findings should be supplied, either as a copy of the report or as a summary. The term ‘indeterminate colitis’ is not used. 
Site of origin
Guidelines recommend at least two biopsies from each site.

Biopsies from different parts of the GI tract should be submitted and processed in such a way that their site of origin is identifiable. If the site of a biopsy is not identifiable, the audit response is ‘no’, but discretion is advised. 
Macroscopic description
The term ‘multiple’ should ideally be restricted to cases where there are too many to count or where a precise count is difficult (please see ‘Criteria range’ above). 
Processing
All fragments should be embedded in their entirety. Most guidelines recommend step sections routinely at two or three levels.
Microscopic report
· If the mucosa is inflamed, an attempt should be made to categorise as: 
1. IBD/very likely IBD; 2. Favouring IBD over other causes; or 3. Inflamed, but IBD unlikely.
· If IBD is definite or very likely, the probability of ulcerative colitis or Crohn’s disease should be stated. If neither can be preferred, this should be stated.

· The term ‘indeterminate colitis’ should not appear. Its use for biopsy reporting is inappropriate.
Turnaround time
The RCPath’s recommendation is that 90% of biopsies are reported and authorised within seven days of the date of sampling.5

 This applies to all GI mucosal biopsies, including those taken for IBD. 
Note: The proforma aims to facilitate local audit. However, any results would be very useful for planning and would be gratefully received and acknowledged by the RCPath or by the author (r.m.feakins@qmul.ac.uk), on behalf of the RCPath.
 

	Method


	Sample selection: 
At least 25 cases from local archives, ideally sequential and from the past two years.

Data to be collected on proforma (see below).


	Results
	(To be completed by the author)

The results of this audit show the following % compliance with the standards:
% compliance
% compliance

Clinical details and processing
1. Indication for biopsy is stated clearly 

2. Duration of disease is stated, at least saying whether new disease or treated IBD

3. Endoscopy findings are provided (as endoscopy report or as a summary)

4. Actual copy of endoscopy report is provided

GP

5. Endoscopist states probability of IBD, or states likely alternative diagnosis clearly

6. Sampling is adequate and appropriate, including at least two biopsies from each site sampled

7. Anatomical site of origin is clearly identifiable for all biopsies
Macroscopic description/processing
8. Number of fragments is recorded (avoiding the word ‘multiple’)

9. At least two levels are available for each biopsy

Microscopic report
10. Biopsies from separate sites are described separately or biopsies from different sites which have the same features are described in groups
11. Definite statement is made as to whether the mucosa is histologically normal or abnormal

12. If the mucosa shows inflammatory changes or related abnormalities: the distribution within and between sites is recorded

13. Description is clear enough for features to be envisaged by auditor

14. Comment on crypt architecture is made 

GP

15. Comment on presence or absence of lamina proprial chronic inflammation/basal plasmacytosis is made

GP

16. If IBD (or likely IBD): presence or absence of dysplasia is recorded

17. If dysplasia is present: categorised as low grade or high grade

Summary/conclusion
18. Summary of microscopic changes is given

19. Preference for a diagnosis of IBD or other diagnosis is stated, or inability to distinguish is recorded

20. If IBD (or likely IBD): preference for ulcerative colitis or Crohn’s disease is stated, or inability to subclassify is recorded

21. The term ‘indeterminate colitis’ is absent

22. If IBD (or likely IBD): presence or absence of activity is recorded

23. If IBD (or likely IBD): degree or grade of activity is recorded

GP

24. Report is authorised within 7 days of the date on which the biopsy was taken

Commentary:



	Conclusion
	(To be completed by the author)



	Recommend-
ations for improvement

Action plan
	Present the result with recommendations, actions and responsibilities for action and a timescale for implementation. Assign a person/s responsible to do the work within a timeframe.

Some suggestions:

· highlight non-compliance with recommendations
· present findings to colleagues in histopathology or clinical services
(To be completed by the author – see attached action plan proforma)

	Re-audit date
	(To be completed by the author)
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Data collection proforma for reporting of colorectal mucosal biopsies taken for the diagnosis and assessment of inflammatory bowel disease (IBD)
Audit reviewing practice 
Patient name:

Hospital number:
Date of birth: 



Consultant:

	
	1

Yes 
	2

No
	3
If no, was there documentation to explain the variance? 
Yes/No plus free-text comment
	4
Compliant with guideline based on ‘Yes’ from column 1 or an appropriate explanation from column 3. Yes/No

	Clinical details and processing
	
	
	
	

	1. Indication for biopsy is stated clearly 
	
	
	
	

	2. Duration of disease is stated, at least saying whether new disease or treated IBD
	
	
	
	

	3. Endoscopy findings are provided 
(as endoscopy report or as a summary)
	
	
	
	

	4. Actual copy of endoscopy report is provided
	
	
	
	

	5. Endoscopist states probability of IBD, or states likely alternative diagnosis clearly
	
	
	
	

	6. Sampling is adequate and appropriate, including at least two biopsies from each site sampled
	
	
	
	

	7. Anatomical site of origin is clearly identifiable for all biopsies
	
	
	
	

	Macroscopic description/processing
	
	
	
	

	8. Number of fragments is recorded 
(avoiding the word ‘multiple’)
	
	
	
	

	9. At least one set of deeper levels is available for each biopsy
	
	
	
	

	Microscopic report
	
	
	
	

	10. Biopsies from separate sites are described separately (unless the microscopic features are the same at each site)
	
	
	
	

	11. Definite statement is made as to whether the mucosa is histologically normal or abnormal
	
	
	
	

	12. If the mucosa shows inflammatory changes or related abnormalities: 
the distribution within and between sites 
is recorded
	
	
	
	

	13. Description is clear enough for features to be envisaged by auditor
	
	
	
	

	14. Comment on crypt architecture is made 
	
	
	
	

	15. Comment on presence or absence of lamina proprial chronic inflammation/ basal plasmacytosis is made
	
	
	
	

	16. If IBD (or likely IBD): presence or absence of dysplasia is recorded
	
	
	
	

	17. If dysplasia is present: categorised as low grade or high grade
	
	
	
	

	Summary/conclusion
	
	
	
	

	18. Summary of microscopic changes is given
	
	
	
	

	19. Preference for a diagnosis of IBD or other diagnosis is stated, or inability to distinguish is recorded
	
	
	
	

	20. If IBD (or likely IBD): preference for ulcerative colitis or Crohn’s disease is stated, or inability to subclassify is recorded
	
	
	
	

	21. The term ‘indeterminate colitis’ is absent
	
	
	
	

	22. If IBD (or likely IBD): presence or absence of activity is recorded
	
	
	
	

	23. If IBD (or likely IBD): degree or grade of activity is recorded
	
	
	
	

	24. Report is authorised within 7 days of the date on which the biopsy was taken
	
	
	
	


	Audit action plan

An audit of quality of reporting of colorectal mucosal biopsies taken for the diagnosis and assessment of inflammatory bowel disease (IBD)

	Audit recommendation
	Objective
	Action
	Timescale
	Barriers and constraints
	Outcome
	Monitoring
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