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Message from the President

The year 2003 certainly will go down
in history as a turning point for the
practice of medicine and pathology in
Hong Kong. SARS has caught us al-
most unprepared, and we have paid the
price. But at the same time, we have
shown to the world how the whole
health care profession of Hong Kong
has been braving this assault with com-
plete professionalism and dedication. 1
am especially proud of achievements of
our fellows, with their contributions in
making timely diagnosis, in advising
treatment, in prevention and surveil-
lance, and in infection control. In par-
ticular, our fellows have demonstrated
how we measure up in research prow-
ess as the first one in the world to track
down the cause of SARS by identifying
the SARS Coronavirus, and developing
the diagnostic tests,

In the aftermath of SARS, we are fac-
ing immense pressure to ensure our
preparedness for the next episodes of
emerging infectious diseases that are
always round the corner. We need to
rethink our role and how we best serve
our patients. In the process, microbiolo-
gists often found themselves need to
work more and more outside the labo-
ratory and becoming actively involved
in the direct patient management. At
the same time, however, infectious dis-
ease physicians are also aware the im-
portance of having a better grip on the
use of the laboratory and making ad-
vises in infection control practices. The
border between microbiologists and 1D
physicians, therefore, appears some-
what fuzzy in some areas. Similar over-
lapping in practices have actually been
occurring increasingly more common
and between many clinical pathology

subspecialties and their bedside coun-
terparts. Point-of-care testing facilities
in clinical areas and small special re-
search labs that are not uncommonly
found in university clinical depart-
ments are other signs that the bounda-
ries between pathology and other clini-
cal specialties are becoming blurred.

Even inside the laboratory, some feel
the distinction between pathologists
and the laboratory scientists is no
longer as clearly defined as it once
was. Fueled by the incipient implemen-
tation of the laboratory accreditation
scheme, which is sponsored by the
Hong Kong Accreditation Service of
the government, there were great con-
cerns and heated debate regarding who
can or cannot be the laboratory direc-
tor. Now it seems pathologists are be-
ing caught in the middle in all these
arguments and developments - on the
one side we see non-medically quali-
fied technologists and scientists be-
coming more and more assertive and
gradually creep into the management
role of the laboratory, and on the other
side many of us are worried of the in-
creasing shared areas of practice with
the bedside clinicians that one day our
unique role will be eroded and the
whole profession of pathology margin-
alized.

One may ask, then, “What exactly are
the things a pathologist can do that
other professionals cannot?” In other
words, what actually is our core busi-
ness that distinguishes us from every-
body else? 1 think this is a very rele-
vant question intimately related to our
future and it calls for a wide debate
among all of us. The answer of which
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should help us to understand what we are and what we
should do next. Meanwhile, it is instructive to look
back into our own history to get some food-for-
thought.

Pathology, as the foundation of scientific medicine,
has been established as a specialty almost four centu-
ries ago, largely due to the ability to observe of tissue
changes in disease states that followed the invention
of the microscope. Quite unlike what we do today
working full-time in the laboratory, *“pathologists”
then were mostly bedside clinicians who wanted to
better understand the basis of the patient’s symptoms
and signs, and the cause of their deaths. Under the in-
fluence of the visionary leader Rudolf Virchow and
his many enlightened pupils, pathologists had became
the bearers of scientific medicine, largely through
their works in autopsy studies. The first physicians to
become full-time pathologists were the autopsy pa-
thologists of the 19" century. By then, autopsy be-
came a highly visible professional, educational activ-
ity through the efforts with academic pursuit and was
the key to much advancement in medicine. At the
same time, however, the academic pathologists had
also become less and less clinically and diagnostically
oriented.

Modern Surgical or Anatomical Pathology had barely
been conceived by 1900 and there were very few pa-
thologists engaged in full-time practice anywhere in
the world. The role of the pathologist in the operating
room or even in the examination of surgically re-
moved specimens was negligible. Standard practice
more often than not was to discard specimens without
examination, and I have been told that we had similar
practice of inspect-and-discard in many local hospitals
even as late as the 1970’s. The surgeons’ of the early
20" century in some large centres in the United States
and also in Europe obviously did not feel satisfied;
and so they often served as their own pathologists. In
their demand to know what a tumour was as early as
possible, they started to do their own examinations
under the microscope, and often did their own frozen
sections. At that time few academic pathologists and
none of the standard pathology textbooks regarded the
use of frozen sections during operations as an impor-
tant technique. It was in fact through these surgeon-
cum-pathologists that the techniques had been im-
proved and brought into routine intra-operative use for
the first time.

And so the discipline of modern surgical pathology
was born, through the convergence of scientific tenets
of the academic pathology and the clinical necessity to
making correct diagnosis before it is too late. The 19"
century academic pathology, while given us the bed-
rock of scientific medicine, faded away as not being
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able to deliver the answers to the clinicians and their
patients at the right time when the information is most
needed.

So part of our heritage in fact come from being prac-
ticed as beside clinicians, and in deed we have never
been going very far away from the bedside — all along
the pathologist remains very much part of the clinical
medical team. Like all physicians, the pathologists
must take full responsibility for their patients through
the reports generated by them or from their laborato-
ries. In many subspecialties of pathology, they may
also be involved in direct patient care through holding
clinics, admission of patients and in-patient care.
Cytopathologists, for example, run fine needle aspira-
tion clinics for the management of various conditions.
Pathologists have taken full charge of infectious,
metabolic, hematological, immunological, and other
specialized areas of direct medical care. The tendency
of overlapping in practices between the pathology sub-
specialties and those of other clinical disciplines is just
a natural result of specialty development and sub-
specialization on either side. To serve the changing
needs of the patients better, therefore, we need to un-
derstand what each specialty has to offer, and the
training in pathology must be constantly being re-
viewed and modified. Pathologists need to have more
collaboration with their bedside colleagues in terms of
education and training so as to deliver the best ser-
vices to the patients. The College Council, in fact, has
been actively exploring the pros and cons of engaging
in joint fellowship programs with other Colleges, par-
ticularly the Hong Kong College of Physicians.

Not only is the division between pathology and some
clinical specialties becoming blurred, the borders
among different pathology subspecialties are also no
longer as clear-cut as they once were. Technological
advances, for example, in molecular biology have al-
ready undermined the traditional divisions of pathol-
ogy. Nucleic acid based techniques such as PCR are
now common to all pathology subspecialties and can
be applied to the detection of microorganisms, genetic
diseases, and cancers, These advances that cross sub-
specialty boundaries call for a rethink of the useful-
ness of the conventional subspecialty divisions.

The entire landscape of medical practice is changing
and traditional divisions and barriers have been torn
down or are beginning to fall while new ones are
erected. Pathology is no exception to this process. The
merits of retaining or perpetuating traditional divisions
of pathology need to be reexamined in terms of effec-
tiveness and relevancy to patient care, among other
things. Why we need a paediatric anatomical patholo-
gist, for example, to assess the morphological changes
of a metabolic disorder, and then another chemical
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pathologist who is specialized in paediatric chemistry
to sort out the underlying enzymatic abnormalities?
Why not just one paediatric pathologist who can offer
consolidated reporting on histopathological, biochemi-
cal, and genetic aspects of the conditions and serves as
the consultant to everything that is “laboratory” to the
patients with metabolic disorders in a more integrated
way? The fact is, our current system of training and
specialty subdivision, which is somewhat specimen or
process-based, could be too rigid to produce such new
breed of pathology specialists. Perhaps, it is time to
take a more holistic view of the practice of medicine
and pathology, in order to appreciate more, the inter-
dependence of the various traditional divisions.

We therefore should not let ourselves bounded by the
laboratory, and repeat the fate of the 19™ century aca-
demic autopsy pathologists. The laboratory should not
hold us custody, and neither should we consider our-
selves the custodian of the laboratory. The laboratory
is only our kitchen, our tool. It is our knowledge in
scientific medicine that makes us unique among our
clinical colleagues, and a valuable asset in any medi-
cal team in the diagnosis and management of patients.
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Pathologists did come from the bedside to the bench
side, but we should never forget the bedside, and for
some of us, be ready to take the full circle back from
the bench side to the bedside when circumstance re-
quires.

A challenge could be a threat but it could also be an
opportunity, depending whether one would look at it
as a cup half filled or a cup half empty, and I am opti-
mistic that the importance of pathology will continue
to grow in the changing times just like what have hap-
pened over the past centuries. Using the analogy of a
tree; clinical practices, which are the leaves, flowers
and fruit cannot grow without nourishment channeled
through the stem, which is pathology. Equally, the
roots, which are basic sciences, cannot transmit nour-
ishment from the soil direct to the leaves and flowers
in the absence of the pathology stem. Thus, the pre-
eminent position of the pathologist in the medical
team does not change, but our individual role may un-
dergo modifications dictated by changes in medical
practice occasioned by technological advancement and
the needs of the society.
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REPORT OF INTERNATIONAL LIAISON COMMITTEE OF PRESIDENTS,
HONG KONG 1st and 2nd DECEMBER, 2003

Participants: Sean O’Briain, Dean Faculty of Pa-
thology, Royal College of Physicians of Ireland,
Stewart Bryant, Vice-President, Royal College of
Pathologists of Australasia; Vince Caruso, President,
Royal College of Pathologists of Australasia; Robert
Collins, President, Hong Kong College of Patholo-
gists; Mary Kass, President, College of American
Pathologists; David Keren, President, American So-
ciety for Clinical Pathology; Lee Kam Cheong,
Vice-President, Hong Kong College of Pathologists;
Kenneth McClatchy, World Association of Societies
of Pathology; Mikel Mong Hoi Keung, Vice-
President, Hong Kong College of Pathologists;
LoAnn Petersen, President-Elect, American Society
for Clinical Pathology; Thomas Sodeman, President-
Elect, College of American Pathologists, James Un-
derwood, President, Royal College of Pathologists;
Russell Young, Chairman of Council, Association of
Clinical Pathologists

Determining suitability of doctors entering pro-
grams for a career in pathology

In Ireland and the UK training generally consists of a
basic first part and an advanced second part. Since
2002 trainees are subjected to an Aptitude Assessment
conducted towards the end of the first year of training.
Trainees are assessed on the basis of an interview, re-
view of diagnostic reports and assessment of supervi-
sors' reports. It is not an examination, and trainees are
advised and counselled regarding a career in pathol-
ogy. There is no assessment prior to entering training.
The ensuing discussion raised the question of legal
implications of adverse findings following the Apti-
tude Assessment.

Amongst other factors, the recruitment of trainees may
be adversely affected by low income (no overtime is
available as in clinical specialties). There was virtually
unanimous agreement that the content of pathology in
the undergraduate curriculum had markedly decreased
as a result of curriculum changes, especially Problem
Based Learning (PBL). Under this system there is no
structured pathology content. The importance of role
models and other public relations exercises was em-
phasized. One suggested solution was to offer short
elective attachments to medical students to increase
understanding of the role of pathology.

Assessment of residency programs

Residency programs are assessed in a variety of ways

with some assessed by government accrediting bodies
(Post-Graduate Medical Education and Training Board
in U.K.; Australian Medical Council in Australia). The
length of training programs ranges from six years in
Hong Kong (similar for all specialties and determined
by the Hong Kong Academy of Medicine), five years
in the UK, Ireland and Australia to four years in the
USA where the year of clinical internship prior to pa-
thology training is no longer required.

The Board Exams in the USA are taken after four
years of training and there is a minimum requirement
of training time of at least 18 months in Anatomical
Pathology and 18 months in Clinical Pathology with
the additional year usually spent in Anatomical Pa-
thology. Several additional individual specialty board
exams are available such as Dermatopathology, Cyto-
pathology, etc. It is generally expected that three years
of training is required to practice solely in Surgical
Pathology.

In the UK training positions have been significantly
expanded due to increased funding by the government
but there is a shortage of space and trainers in the hos-
pitals. The Anatomical Pathology posts for training
positions are being filled with many being taken by
overseas trained doctors. Vacancies exist in training
positions in other specialties, such, as Chemical Pa-
thology. Training posts are accredited by the College
in the U.K. and Hong Kong, but by a separate body in
the U.S.

Examination standards and pass rates (especially
in Anatomical /Surgical Pathology)

The recent examination pass rate of approximately
40% in the Part I of the RCPA's Anatomical Pathol-
ogy was considered by all to be unsatisfactory and
reflected a deficiency in either the training program
including the role of supervisors, the selection of train-
ees, the examination system, or a combination of the
above. The pass rate for the Board Examinations in
the USA is close to 90%.

Assessing competency of pathologists-in-training
and beyond

The American Society of Clinical Pathology has de-
veloped a program of assessment that trainees under-
take on a yearly basis. Candidates indicate the various
segments of the curriculum in which they have re-
ceived training. Although they can participate in all
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segments, their score is ignored for those segments in
which they have not officially received training. The
individual scores are compared with the aggregate
scores for the particular year of training.

These assessments were originally introduced as self-
assessment exercises and the results were not released
to anyone else, however, for the last year the scores
have also been released to supervisors in order for
them to become aware of any deficiencies so that they
can advise trainees and instigate remedial action
where indicated.

Multi-professional teams in pathology services:
what is the role of the medically-qualified patholo-
gist?

Because the UK has one of the lowest population den-
sities of doctors in the ‘developed world’, role redes-
ign and multi-professional working are being actively
pursued as one element of the program to increase
capacity in the National Health Service. The Royal
College of Pathologists (RCPath) is almost unique
among the UK’s medical Royal Colleges in that a sig-
nificant proportion (c. 20%) of its membership com-
prises non-medical clinical scientists. The RCPath is
also working closely with the Institute of Biomedical
Science to develop extended roles for biomedical sci-
entists (e.g. equivalent to pathologists assistants in the
USA). This has led the RCPath to consider the role
- and function of medically-qualified pathologists and
to produce a discussion paper for wider consultation
and adoption. Defining the role of medical graduates
in pathology services could facilitate the further dele-
gation of some tasks and responsibilities to non-
medical scientists.

In discussion, the following activities were regarded
as defining the medical role in pathology services:

o Integrating medical practice with laboratory science,
with the clinical role being dominant.

» Clinically-relevant interpretation of qualitative data.

« Ensuring the most economical and clinically effec-
tive use of laboratory resources.

o Performing audit and initiating remedial actions.

» Making independent decisions on often complex
clinical and laboratory evidence.

o Deciding between investigational and diagnostic
options, often in complex cases.

Recognition of pathology subspecialties: Does this
restrict or exclude more generally qualified pa-

thologist from practice in the area?

Concerns were raised about the competence of pa-
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thologists who sub-specialise, but occasionally may be
asked to practice outside their organ or body system of
interest. It was conceded that was an increasing prob-
lem as sub-specialisation becomes more common.

The ILCP meeting indicated that doctors should seek
to confine their practice to what they were competent
to do, as defined by:

« Participation in appropriate EQA schemes.

o Minimum number of cases per year for safe practice.
» Appropriate CPD.

o Clinical audit.

Manpower shortage in pathology

The manpower (workforce) shortage in pathology ser-
vices appears to be an international problem, often
affecting turnaround times and capacity. The work-
force shortage is not just medical; in some pathology
services, the delays are due to insufficient technical
and clerical staff. The UK’s global recruitment cam-
paign risks depleting some countries of their already
scarce pathology workforce. There may be scope for
improving efficiency in pathology services through
‘work smarter, not harder’ solutions. Professor Under-
wood also commended the RCPath’s evidence-based
review of histopathology workloads to identify inves-
tigations of limited or no clinical utility.

Recruitment seems to be a perpetual problem
(discussed almost 30 years ago by the ILCP!). As pa-
thology becomes less visible in the medical curricu-
Jum, young doctors may be insufficiently aware of the
pathology specialties as career opportunities, The
place of pathology in the curriculum has to be advo-
cated locally, but pathology organizations could help
by producing central guidance.

Demand management in pathology

Demand management can be used to curtail clinically
unnecessary increases in the laboratory workload. The
ILCP felt that this was a major responsibility of the
medical specialists in the pathology service who, in
consultation with clinical users, could take steps to
censor various investigations (or investigations re-
peated with unnecessary frequency) that had no clini-
cal benefit. Computer-based requesting could also be
used to manage demand.

The "image" of pathology and pathologists - how
we are perceived by the public, by fellow doctors

and by managers

Russell Young presented an overview of the percep-
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tion of pathology and pathologists by those outside the
specialty, such as the public, other specialists, and
health managers, particularly from the UK perspec-
tive. There was general agreement that this was a sig-
nificant problem internationally and that it accounts
for difficulties in recruitment to the pathology special-
ties and in gaining governmental and institutional sup-
port for the specialty. The external perception of pa-
thology is too often dominated by post-mortems, espe-
cially the forensic aspects, whereas most of the spe-
cialty’s professional activity is directed towards living
patients and the public health.

Pathology professional organizations should take ac-
tive steps to improve public awareness. Recent activi-
ties undertaken by the RCPath including exhibiting at
the Chelsea Flower Show (‘Plants and Pathology’) and
working with radio and TV on documentaries.

Suspension of consultants / staff members by hospi-
tal or health board authorities

Suspension of staff in pathology services may be in-
creasingly common to avoid the risk of clinical harm
or litigation resulting from substandard professional
performance. Although suspension is often claimed to
be a ‘neutral act’, it can be damaging to the morale of
the suspended consultant. Suspension is sometimes a
knee-jerk reaction to a single or small number of coin-
cidental errors; health-service managers often do not
understand that pathology is not an exact science and
that errors are an intrinsic component of any human
decision-making.

The ILCP suggested that more should be done to raise
awareness of unavoidable non-negligent error in pa-
thology services and the steps taken to reduce etrors to
the lowest attainable frequency. Pathology organisa-
tions should also offer advice and support (e.g. men-
torship) to colleagues who are suspended and under
investigation.

Portability of qualifications: with a requirement to
spend 5 years in training (and with practice not
considered training), can pathologists who fulfilled
the shorter period of training required for Ameri-
can Boards have their qualifications recognised in
countries which require a longer training period?

Ireland uses qualifications of the RCP. The length of
the residency in equivalent disciplines is now being
questioned. ABP requires 4 years of training to sit for
Boards. Ireland requires 6. Theoretically two people
could graduate from Med School; one could do resi-
dency in USA, take American Boards and be recog-
nized to practice in Ireland; another could take resi-

PAGE 6

dency in Ireland for six years, take certification exam
and enter practice two years later than the individual
who went to US for residency.

EU countries must recognize a candidate who has sat-
isfied his nation’s requirements. However, there is
also a European Board of Pathology that administers
an exam. Recently a candidate took the certifying
exam in Ireland and failed and subsequently took the
European Board and passed. Question: Does Ireland
have to recognize the European Board when the candi-
date has failed its own Board? That has not been an-
swered and fortunately the person is retaking the Irish
Board and hopefully will pass.

International reciprocal recognition of College
membership by equivalence of training and compe-
tence

James Underwood reported that the Royal College of
Pathologists now invites into membership consultants
whose professional training has been outside the UK.
The criteria are: training and qualification judged to be
equivalent to UK standards; appointed to a consultant
post on the recommendation of a committee on which
the College was represented; sponsored by two Mem-
bers or Fellows of the College; and, finally, approved
by the Council of the College. Prof Underwood re-
quested that other Colleges represented on the ILCP
develop similar routes to membership of their Col-
leges. This was broadly supported and specifically,
Dr. Caruso agreed to consider this in the Royal Col-
lege of Pathologists of Australia.

Prof. Underwood stated that the European Board of
Pathology is publishing in Virchow’s Archives a com-
prehensive comparison of training requirements in all
EU countries. Conferees decided that it would be a
good idea for US, Australia and Hong Kong to submit
their requirements, in a format similar to that already
put in the Archives article, and publish this. It was
thought this would be helpful in promoting under-
standing as well as serving as a source document for
trainees as well as program directors. Prof Underwood
will e-mail everyone a copy of the article. Drs. Kass,
Sodeman, Peterson, and Keren will collaborate on
writing the US requirements; Drs. Caruso and Bryant
will collaborate on Australia’s requirements; and Drs.
Collins, Mong and Lee will collaborate on those of
Hong Kong. These will include both AP and CP. Dr.
Young will take care of the CP aspect for the UK.
These will all be emailed to Dr. Kass. We will then
decide how these will be written and submitted.

Dr Collins also suggested that perhaps it would be
good to create a website for the ILCP where interna-
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tional and local opportunities could be posted for the
exchange of all trainees.

Supervision / accreditation of laboratories and key
performance indicators

There was an extensive discussion of lab accredita-
tion and the setting of performance standards espe-
cially for cytology in Australia. James Underwood
revealed that appropriately trained cytotechnologists
were now allowed to sign out cytology specimens
including abnormal ones. This was necessitated by
the severe shortage of pathologists in the UK. In Aus-
tralia they have set performance standards for labs
based on percentages of normal, unsatisfactory, etc.
These norms have no scientific basis that is known
and tend to be very strict. Their validity was ques-
tioned and information was sought as to what other
countries did. Prof Underwood stated that in UK the
CPA (Clinical Pathology Accreditation) has the re-
sponsibility for accrediting all labs and setting per-
formance standards. The RCPath is a shareholder and
has representation on that Board and therefore has
input into standards that are created

Quality Assurance Programs and the IVDD Regu-
lations

The TGA (Therapeutic Goods Authority) [similar to
FDA (Food and Drug Administration) in US] has
created the National Serologic Reference Lab, which
was initially to validate HIV POC tests, but now
wants to expand its authority to all tests involving
blood and blood products including pre-market and
post-market validation. Dr. Bryant is concerned about
the “creeping” regulation that seems to be apparent.

Review of the national representation on the
International Liaison Committee of Pathology
Presidents

Prof Underwood stated that in preparation for this
meeting he found records of this group going back to
the early 1970’s. He wondered as to how the compo-
sition came about and was there any interest in ex-
panding it. It was decided that Dr Kass would contact
Dr. Loyd Wagner and get all available history and
any agreements among participants. This information
will be sent to all participants.

This will be an agenda item in Australia.Next meet-
ing will be held on Saturday and half day Sunday in
Sydney just before the IAP meeting. ILCP 2005 will
be in London and possibly 2006 will be back in Aus-
tralia to celebrate an Anniversary of the Australasia
Pathology Society.
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CEPA: IMPACT ON MEDICAL
PROFESSION

Following the implementation of CEPA, two an-
nouncements from the Chinese Ministry of Health
are relevant to the medical profession in Hong Kong,
and they are attached in this newsletter.

Document number 331 states that medical practitio-
ners who are registered in Hong Kong or Macau and
who are permanent residents of these special admin-
istrative regions can have short-term registration in
Mainland China for a period of not more than 3
years, which can be renewed.

Document number 333 mentions registration exami-
nations for permanent residents of Hong Kong and
Macau. According to the Hong Kong Medical Coun-
cil, the Chairmen of the Medical, Dental and Chi-
nese Medicine Councils have agreed with the
Health, Welfare and Food Bureau and the Mainland
side that the three Council Secretariats will assist in
receiving, collating and transmitting applications for
the Registration Examinations from applicants in
Hong Kong. Detailed arrangements are being
worked out with the relevant authorities in Mainland
and Macau SAR. The Chinese authorities will issue
formal announcement in due course.
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Cancellation of the 23rd International Tutorial on Clinical Cytology and Biomarkers

This tutorial is cancelled and registrants will be refunded later.

New CME cycle

The HKAM council has decided that all Fellows will start the new CME cycle afresh on 1 January 2005, in order to
synchronize with the issue of annual practicing certificates. Further information will be given by the Education
Committee at a later date.

Newsletter production

Editor; Dr. Ma Shiu Kwan, Edmond Advisor: Dr Rob Collins

CHANGING ADDRESS?

If you are changing address, please write down your new address below and send to :
Dr Michael SUEN,
Registrar,
The Hong Kong College of Pathologists
¢/o Department of Pathology,
Alice Ho Miu Ling Nethersole Hospital,
11 Chuen On Road, Tai Po
New Territories
Fax: 2664 1515

Name:

Address:

Phone: ( ) Fax: { )
Email Address:

Effective Date:




