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Recommendation:  

The board is asked to note the findings of this investigation and accept that it is now closed from an NBT perspective as agreed with 
PHE and NSHE.  Further investigations into the cervical work reported by the locum consultant in other trusts are being carried out 
by NHSE and the NBT Comms team are maintaining contact to ensure that NBT is aware if the matter moves into the media arena.  A 
final letter to patients to share the broad findings of this investigation will be agree and sent out prior to this information moving into 
the public arena. 

 

Executive Summary:  
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1. Purpose 

To inform the board of the results to date of an investigation in to 

the reporting of a locum Consultant Cellular Pathologist in the 

NBT Cervical Screening Programme. 

 

2. Background 

An audit comparing the grading of cervical abnormalities at 
colposcopy with the findings in the biopsies taken subsequently, 
raised concerns that a number of reports on cervical pathology by 
a locum Consultant during 2014 had ‘under called’ the 
pathological appearances.  An initial review of a sample of the 
Consultants work indicated that a full investigation needed to be 
undertaken.  A ‘Duty of Care’ investigation has been done 
following the guidance from the NHS Cervical Screening 
Programme (CSP). 
 
In addition the Medical Director at North Bristol NHS Trust (NBT) 
requested that an investigative audit into the pathology practice of 
the locum Consultant (out with the cervical screening programme) 
at NBT should be performed. 
 
The doctor under investigation worked at NBT for 2 periods in 
2014 (06/01/2014 – 04/04/2014 and 06/05/2014 – 04/07/2014).  
During his time with us he reported 1783 biopsies.  Of these there 
were 329 cervical biopsies.  
 
The audit has looked at aspects of the locum’s work: - 

 All the cases of cervical pathology reported by the locum 

 A review of 115 cases of non-cervical pathology selected 

randomly 

 

 
The approach taken has followed the guidance from the Royal 
College of Pathologists on conducting an investigative audit of 
cellular pathology practice (1) 

 

3. Methodology 
 
All the cases of cervical pathology taken as part of the NHS CSP 
(i.e. excluding cervical polyps) were identified.  These were 
reviewed by external pathologists identified through outsourcing 
companies with the criteria that they must be regular reporters of 
cervical biopsies.  Those cases where a discrepancy with the 
original report was identified underwent a second review by 
Dr Steve Ferryman, the CSP Quality Assurance pathologist in the 
West Midlands.  Where both reviewers were in concordance with 
the identified discrepancy the cases were considered to be errors.  
Dr Ferryman then categorised the error using the RCPath system 
as described in Appendix 1. 
 
115 cases of other pathology reported by the locum were 
randomly selected.  These were reviewed by an internal 
consultant pathologist.  Cases where a discrepancy was identified 
were reviewed by a second internal pathologist.  Where a 
discrepancy was identified in both reviews and where the 
reviewers diagnoses agreed the original diagnosis was 
considered an error.  These errors were then categorised using 
the RCPath system.  All the pathologists reviewing this work meet 
the suggested criteria in the RCPath guidance and similarly the 
categorisation of errors also involved pathologists who meet the 
criteria. 

 

 

 



North Bristol NHS Trust 

This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed section' of any meeting. 

3 

 

 

4. Results 

Cervical Pathology 

The analysis of 329 histopathology cases of cervical pathology 
reported by the locum showed 223 reports in which the external 
review agreed with the original diagnosis but 106 specimens that 
had been incorrectly reported.  The errors are categorised in the 
table below. 

 

Category Number % Under-
call 

Over-
call 

Other 

A 0 0    

B1 30 9 28 1 1 Missed CGIN 

B2 44 13 42 2  

B3 32 10 30 2  

C 0 0    

D 0 0    

E 0 0    

Total 106 32    

 

The number of B1 and B2 errors is considered to be more than 
would be usually expected from a Consultant cellular pathologist. 

 

 

 

 

 

 

 

Other Pathology 

The review of the 115 cases of non-cervical pathology 
demonstrated a total of 8 specimens with errors in a total of 7 
cases as follows: - 

Category Number % 

A 3 2.6 

B1 0 0 

B2 2 1.7 

B3 3 2.6 

C 0 0 

D 0 0 

E 0 0 

Total 8 6.9 
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In considering the non-cervical biopsy error rate it is appropriate 
to make a comparison with error rates determined as part of the 
Independent Inquiry in Histopathology in Bristol in 2010.  The 
anonymised error rates identified are as follows: - 
% errors by Pathologist  
 

Category  A B C D E F 

A  0  0.3  1.3  0.7  0.3  0.2  

B1  1.3  0.7  0.6  1.2  0.8  0.7  

B2  3.8  2.6  4.2  2.1  0.3  2  

B3  5.1  4.4  5.8  4.6  4.2  4.2  

C  0.7  1.0  1  1.4  0.8  0.5  

D  0.7  0  0.2  0  0  0.2  

E  0.5  0.7  1.8  0.9  0.3  1.9  

Unclassified  0  0  0  0.2  0  0 

 
The locum consultant under review does not show error rates that 
are higher than this sample of cellular pathologists in specialties 
out with the Cervical Screening programme. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Evaluation of Harm 
 
All patients where there has been a change of diagnosis have 
been informed.  The patients concerned were either under the 
care of the University Hospitals Bristol FT colposcopy clinic (63 
patients) or North Bristol NHS Trust colposcopy clinic (43 
patients).  All cases have been reviewed at a multidisciplinary 
meeting containing clinicians and pathologists and further 
management has been planned.  
 
Where the amended result required a new screening test, those 
patients have been informed by letter and a new appointment for 
screening provided at the appropriate time.  Patients where the 
amended result required review at a colposcopy clinic have been 
recalled and reviewed by a specialist colposcopist.  
 
Assessment of the degree of harm caused by this incident: 
Harm has been evaluated according to the National Patient 
Safety Agency (NPSA) guidelines (Appendix 2). 
 
The degree was determined and agreed by a team composed of 
the Lead Colposcopists of both Trusts, the Hospital Based 
Programme Coordinator for Cervical Screening at NBT and the 
Regional Head of the South Screening QA Service. 
 
The results of this meeting are summarised in the following table. 
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Harm as 
assessed at 
27.8.15 

Southmead St 
Michael 

Grand 
Total 

Explanation 

No harm 33 54 87  
 

Low Harm 7 4 11 Women who have 
had an extra smear 
or biopsy during 
their management 
which would have 
been avoided if 
original diagnosis 
correct 

No harm but 
could amend 
(pregnant) 

2  2 Awaiting final 
assessment 

Low Harm 
but could 
amend 
(pregnant) 

 2 2 Awaiting final 
assessment 

Moderate 
Harm. 
Delay in 
diagnosis 
(not 
pathology) 

 1 1 See explanation 
below 

Severe 
Harm 

1  1 Delayed diagnosis 
of cancer  

unknown  1 
 

1 
 

1 
 

1 

Moved abroad for 
treatment. 
Referred to 
colposcopy in 
London.  

Grand Total 43 63 106  

 
 
 

Explanation of results: 
 
One patient has suffered an outcome classified as severe harm.  
Harm resulted from delay in diagnosis that was only in part due to 
this individual’s pathologists reporting (3 months delay) this case 
has been subject to root cause analysis.   
 
One patient has suffered moderate harm, in part due to the 
discrepancy from this pathologist, due to a delay in diagnosis of 
early stage cervical cancer.  In both these cases the degree of 
harm has been assessed taking into account the likely impact the 
diagnosis and treatment will make on their future lives. 
 
11 patients have suffered low harm because they had extra tests 
or appointments at colposcopy that would not have been 
necessary if the original diagnosis had been correct. 
 
87 women have come to no harm as they required no change in 
their management as a result of the change in diagnosis. 
 
4 women are pregnant and are still being assessed but are not 
thought to have come to any significant harm. 
 
One woman has moved abroad and was aware she needed 
assessment in colposcopy. We have no details of any treatment. 
 
One woman is awaiting colposcopy assessment in London. 
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7. Actions 
 
The Doctor investigated in this review is no longer providing 
service at NBT. 
 
The Responsible Officer for the doctor has been informed of the 
findings of the investigation to date. 
 
The Responsible Officer at NHS England South has been 
informed of the findings. 
 
The doctor has been referred by the Medical Director for 
investigation by the General Medical Council and action has been 
taken on his registration by an Interim Orders Panel. 
 
The Royal College of Pathologists have confirmed that the 
investigative audit carried out by NBT justify a Duty of Care review 
and that the process has been carried out appropriately. 
 
The Cervical Screening Quality Assurance team have contacted 
other providers of screening pathology to determine if this doctor 
has been involved in reporting elsewhere.  
 
The locum agency has contacted other employers where they 
have previously placed this doctor. 
 
NBT policy for employing and inducting locum consultant 
pathologists has been updated (attached).  Monitoring of quality 
of work is not simple as the quantity of monitoring required to pick 
up low levels of error could result in more work than is beneficial 
from employment of the locum.  However the new policy requires 
review of a sample of the locum’s work in the initial phase of their 
employment.   
 
 

 
 
NBT is currently not using any locum consultant pathologists.  
Where we have insufficient resource to meet demand we are 
outsourcing pathology to private pathology providers.  
 
 
 
 
 

Recommendations 

The board is asked to note the findings of this investigation. 
Further investigations into the cervical work reported by the locum 
consultant in other trusts are being carried out by NHSE and the 
NBT Comms team are maintaining contact to ensure that NBT is 
aware if the matter moves into the media arena.  A final letter to 
patients to share the broad findings of this investigation will be 
agree and sent out prior to this information moving into the public 
arena.
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Appendix 1 The Royal College of Pathologists’ system of categorisation for discrepancies  

Category  Description  

A  

 
  

Inadequate dissection, sampling or macroscopic 
description  

Where relevant, this should be assessed against 
guidance such as the College datasets and tissue 
pathways.  It should be remembered that the 
pathologist issuing the final report may not have 
dissected, described and sampled the specimen.  
This category also includes failure to request further 
work (e.g. histological levels, immunostains) where 
these are clearly required to make a diagnosis.  

 

B  Discrepancy in microscopy  

1. A diagnosis which one is surprised to see from any 
pathologist (e.g. an obvious cancer reported as 
benign).  

2. A diagnosis which is fairly clearly incorrect, but 
which one is not surprised to see a small percentage 
of pathologists suggesting (e.g. a moderately difficult 
diagnosis, or missing a small clump of malignant cells 
in an otherwise benign biopsy).  

3. A diagnosis where inter-observer variation is 
known to be large (e.g. disagreements between two 
adjacent tumour grades, or any very difficult 
diagnosis).  

 

 

C  Discrepancy in clinical correlation  

This would represent a failure to answer the clinical 
question (if clearly expressed on the request form), 
despite that answer being evident from the material 
available; or a failure to indicate that a specimen is 
clearly inadequate to answer the clinical question.  

D  Failure to seek a second opinion in an obviously 
difficult case  

This could imply over-confidence or may be indicative 
of dysfunctional relationships within a department.  It 
is important that any second opinion is clearly 
evidenced within the report.  

E  Discrepancy in report  

This would include typographical errors and internal 
inconsistencies or ambiguities in the report which 
should have been corrected before authorisation.  It 
would also include cases where there is a suspicion 
that reports may have been allocated to the wrong 
patient, case mix-ups etc.  
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Appendix 2 NPSA definitions of degree of harm 

No harm:   

Impact prevented – any patient safety incident that had the 

potential to cause harm but was prevented, resulting in no harm to 

people receiving NHS-funded care.  

Impact not prevented – any patient safety incident that ran to 

completion but no harm occurred to people receiving NHS-funded 

care. 

Low:  

Any patient safety incident that required extra observation or 

minor treatment and caused minimal harm, to one or more 

persons receiving NHS-funded care 

Moderate:  

Any patient safety incident that resulted in a moderate increase in 

treatment and which caused significant but not permanent harm, 

to one or more persons receiving NHS-funded care  

Severe:  

Any patient safety incident that appears to have resulted in 

permanent harm to one or more persons receiving NHS-funded 

care 

 

Death:  

Any patient safety incident that directly resulted in the death of 

one or more persons receiving NHS-funded care 
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Appendix 3 Policy / Procedure: Employing locum consultants in cellular pathology 

1.  Purpose 

The purpose of this policy is to describe the approach 
adopted in cellular pathology when there is a need to 
employ locum consultant pathologists.  

2.  Introduction 

2.1 On occasion there is insufficient consultant resource to 
maintain the turnaround times agreed in the cellular 
pathology quality standards.  This can be due to a number 
of reasons including, failure to recruit, unplanned leave 
and unplanned increases in workload.  In these 
circumstances it may be necessary to temporarily increase 
capacity.  There are several ways to approach this 
including use of locums, outsourcing work, and extra work 
by existing pathology staff.  This policy deals with the first 
of these, the use of locums.  

2.2 The development of specialist reporting has made 
employing locums more complex.  Firstly it affects the 
need for locums as there is less capacity for cross cover 
from substantive colleagues within the smaller specialist 
teams.  Secondly most locums work as generalist 
histopathologists and may have limited experience in 
some of the smaller specialist areas of practice. 

2.3 Locums fall into several broad categories. Some are 
career locums who have chosen to work in this way. 
Others are substantive consultants who undertake locums 
in periods of leave.  Yet others are at a time of their 
consultant career, either at the beginning or towards the 
end.  Each raises different issues.  

2.4 Most locums are employed through agencies. 

2.5  At NBT locums are employed through NBT eXtra.  They 
work with a master vendor agency.  Current experience is 
that the master vendor agency does not have suitable 
histopathologists on their books and locums are often 
supplied to them by other agencies having been identified 
during direct discussions with those other agencies. 

3. Process 

Once the need for a locum has been established the 
following process should be followed. 

3.1 Identifying a suitable locum: Request information on 
suitable locums from NBT eXtra. 

3.2 Speak directly to the agencies on the availability of locums 
and seek the following 

 CVs – these need to be screened to assess whether 
the potential locums have the required experience and 
can demonstrate appropriate skills 

 References – these need to be read to assess the 
overall capability of the locum and the suitability for 
the job they are being asked to do 

 Seeking more information – if there is insufficient 
information in the CVs and references additional 
information should be sought 

3.3 Interviews – if there is insufficient information from the 
above an interview should be considered.  Telephone 
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interviews are acceptable and appropriate.  A record of the 
interview should be kept. 

3.4 Having identified a suitable locum inform NBT eXtra so 
they can arrange the contracts. 

4. Role of NBT Extra 

4.1 All Locums that are booked through NBT eXtra are 
sourced through Core Clinical Services Framework 
agencies.  Before any locum is allowed into the Trust the 
compliance of the doctor will be checked by the booking 
centre team and the Directorate where the doctor could 
possibly be working. 

4.2 The details will consist of the following documents – 

 An agency check list filled in and sent along with every 
CV.  

 Attached to the CV should be two references within 
the last 6 months. 

 A copy of the Drs passport (front cover and photo 
page) 

 Any visa documents if required 

 In date copy of the Drs certificate of fitness 

 A copy of the Drs bloodwork’s sent along with all CVs. 

 A copy of the Drs GMC certificate and annual 
retention letter. 

 The Dr needs to be entered onto the specific register 
for pathologists 

 A copy of the Drs Life Support certificates.  

 The Dr needs to have at least 3 months UK 
experience within the last 12 months at the same 
grade of post they are being put forward for.  Or a 
satisfactory written explanation of any gaps in 
employment.  

 Dr needs to have at least level 2 child protection and 
safeguarding adults certification. 

 The Drs Disclosure and Barring Service (DBS) check 
must be within 1 year 

4.3 The booking centre will check the compliance and details 
on the CV, then the CV is sent to the Directorate who will 
check the experience and skills on the CV to ensure they 
are suitable, on many occasions the Locum will have a 
short telephone interview depending on Directorate, where 
they will discuss experience and skills at the required level. 

4.4 Once the Directorate is happy then the Locum will be 
offered the role and will complete the On Line Induction 
prior to arriving for the locum’s first shift. NBT eXtra also 
sends out Orientation Checklist and feedback form for 
completion by the department on the Locums first day on 
the assignment. 

5.  Induction of the locum 

5.1  Before a locum starts he Head BMS or designated deputy 
will organise the required IT access for the locum as well 
as ensuring workspace and equipment is available. 

5.2    When a locum starts 

 The clinical lead or designated deputy will meet the locum 
and give an overview of the service, the standards we 
strive to achieve and the overarching policies that describe 
the service.  Checks will be made regarding participation 
in continuing professional development and in External 
Quality Assessment (EQA). 

 The Head BMS or designated deputy will explain how 
the laboratory functions and how the locum will need 
to interact with the laboratory 
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 The specialist team leads or a deputy designated by 
them for which the locum will be working will induct 
the locum into the specific practices of that team 
including the use of proformas.  

 The locum will be introduced to laboratory and clerical 
/ secretarial teams as well as consultant colleagues, 
particularly those working within the same specialty. 

 An induction programme will be arranged and records 
maintained of items covered. 

6. Monitoring the locum’s performance 

6.1 Each specialist team lead or designated deputy will identify 
types of diagnoses that need discussion with colleagues 
above those described in the double reporting policy. 

6.2 The team lead will arrange to review final reports to ensure 
the content meets standards of the department.  

6.3 For a defined period, normally four weeks, a review of the 
slides of 10% of cases reported by the locum will be 
undertaken.  A risk-based approach will be taken and this 
value may be greater in some specialties. 

6.4 Supplementary reports on cases reported by locums 
should be collated on a weekly basis and analysed by the 
specialist team leads 

6.5 When errors or a poor pattern of performance is identified 
or if the quality of work or behaviour falls below expected 
standards this must be brought to the attention of the 
locum and the clinical lead for cellular pathology. 
Continued performance issues must be escalated to the 
Clinical Director and Medical Director, if required. 

 

 

7. Post employment assessment 

7.1 The specialist team leads for those areas in which the 
locum has worked will provide their view on the 
performance of the locum 

7.2 The weekly analysis of supplementary reports will be 
collated across the whole period the locum works for the 
service 

7.3 The relevant documentation covering the period of 
employment of the locum will be kept by the clinical lead 
for cellular pathology. 

 

 

 

 


