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Here, I’ve tried to collect some of my foundational anatomic pathology principles that I use daily in clinical 
practice that don’t fit well elsewhere in my notes. These include “big picture” concepts and useful 
reminders. And, to keep things interesting, I’ve tried to include some memes ;-)

1. Always consider, “Why did they do this biopsy/procedure? What do they need to know?”

To be a useful and effective pathologist, one needs to know a bit of clinical medicine (we did go to 
medical school after all! ;-). For every specimen, consider why that specimen was obtained from the 
patient.  Review the clinical record, if necessary, and determine what they are suspecting clinically. What 
is the clinical differential diagnosis? What are they considering doing next? What will they do if you call it 
X? How about if you call it Y? With the increasing amount of knowledge in medicine, sometimes this is 
most easily done at the subspecialty level.

2. “Guide the surgeon’s hand” to the next appropriate step.

Keeping Commandment 1 in mind, to borrow a term from Juan Rosai, “guide the surgeon’s [or other 
clinician’s] hand.”  Again, this requires knowing some clinical medicine. If you think a tumor should be 
excised based on a biopsy, write a report with this goal in mind.  For many diagnoses, this is automatically 
clear. For example, a basal cell carcinoma requires adequate excision. However, sometimes a sample may 
not have a clear diagnosis, either due to limitations of the biopsy of itself or the spectrum of disease. In 
these cases, you could give a “descriptive diagnosis” with a comment that imparts the necessary 
guidance. If you think a patient needs a repeat biopsy, suggest this possibility in your comment. If you 
think a patient would benefit from some clinical test, say so.  

Sometimes I work backwards. For example, a patient with a cervical Pap smear with mild cytologic 
changes (insufficient for LSIL), might be best served by “HPV triage” (closer follow up if HPV+) as opposed 
to regular follow-up or automatic colposcopy, in which case I make a diagnosis of ASCUS.

3.  Keep your reports as clear and brief 

as possible.

I opine at length about this in my “Kurt’s 

Style” manifesto, but everyone in 

medicine is overworked and often in a 

rush. Do everyone a favor and make your 

report clear and to the point whenever 

possible. Of course, some cases require 

nuance and discussion, but this should be 

the exception, not the rule. Trust me, 

“less” is often “more.”

https://schaberg.faculty.ucdavis.edu/kurts-style/
https://schaberg.faculty.ucdavis.edu/kurts-style/


4.  Call it like it is.

Your responsibility is to the patient, not the vanity of 

the proceduralist or another pathologist. If the 

specimen is inadequate, say so. If the tumor comes 

close to the “specimen edge” (margin), say so. If 

another pathologist called something benign, but you 

think it’s cancer, say so. You can be diplomatic, but you 

must always be accurate. Don't stick your neck out too 

far for someone else's shortcomings—you’re not 

doing the patient or yourself any favors.

Also, it’s ok to “show your work.”  You can explain why 

you think something is so. You can let the reader peek 

behind the curtain and know that there is some 

disagreement about a case.

5.  Know when you don’t know: Acknowledge uncertainty.

Pathology is huge field. It is literally impossible to know 

everything. It’s ok to ask for help from a colleague. It’s ok to 

open a book and re-read a section about your current case.

Also, some cases, like moderate atypia in the setting of 

severe acute inflammation, have some inherent uncertainty 

and/or interobserver variability. Some cases may be 

“indefinite for dysplasia” or “atypical,” without an absolute 

diagnosis.

“The FNA is a scant.”

“Be honest.”

“Be honest.”

“Thank you.”

“The FNA is paucicellular 
and hemodilute.”

“The FNA is just blood 
and is inadequate.”

Not sure if malignant or 
reactive atypia…



6.  Don’t rush!

Although everyone on the wards may be in a 

hurry, don’t rush yourself! Give each case/patient 

their due diligence.  It’s likely just another day in 

the office for you, but this could be a very 

important fork in the road for the patient. That’s 

not to say don’t have a sense of urgency and be 

prompt in your work—the clinical team and 

patient may be eagerly waiting for your 

findings—just don’t cut corners! Be thorough, 

thoughtful, and timely.

7.  Before ordering something additional for 

diagnosis, ask yourself how the results will 

change what you say?  If you’re going to say the 

same thing regardless, don’t do it.

Ordering a test is like picking your nose, you have 

to consider what you’ll do if you find something! 

Don’t waste time and money on unnecessary 

tests.  I expound upon this more in my notes on 

immunohistochemistry.

8.  Worry about things that mean big 

differences in management, not distinguishing 

between things that are treated the same.

I’m obviously a diagnosis “lumper,” but don’t 

stress about if something is a tubulovillous 

adenoma or a traditional serrated adenoma. 

They are treated the same clinically, so you’re 

just wasting mental effort. 

More frustrating are the cases where there are 

potentially differences in management, but there 

is poor interobserver agreement with diagnosis 

(e.g., Serrated colon polyps in some 

circumstances). Alas, I don’t have an easy answer 

for these circumstances, but I hope we can move 

toward more reproducible diagnostic criteria as a 

field (a big, perhaps impossible, hope, I know).

Conflicting IHC results

You ordering a bunch of 
unnecessary IHC

Gastroenterologist

Tubulovillous 
adenoma Traditional 

Serrated 
Adenoma



9.  Low-power diagnosis = High-power pathologist. 

The easiest way to miss something is to not look at that 

part of the slide. If you jump directly to high power, it’s 

easy to miss a piece of tissue or a peripheral clue. 

Visually scan the whole slide at low magnification before 

jumping to high magnification. Get oriented as to what 

tissues are present and what sort of processes seem to 

be at work. Then, systematically go through the different 

components. Often, there are lots of very important 

clues (e.g., a well-circumscribed border) which are only 

appreciated at low-power.

10.  If you’ve never heard of something, you can’t 

diagnose it.

This is a perpetual motivation for me to keep reading and 

growing my list of potential diagnoses. Admittedly, it is 

impossible to know every possible diagnosis that has 

ever been described, but I think knowing most important 

diagnoses (and all common diagnoses) is reasonable (and 

dare I say necessary?). You don’t need to know all of the 

details by heart, but it helps to have at least have foggy, 

vague ideas of things. We have lots of resources these 

days and you can always look at a book/website for the 

fine details.

At this point, I’ve never heard of 
adenovirus hepatitis and I’m too 
afraid to ask…

11.  Consider “What else could this be?”

Always pause to consider mimics and alterative diagnoses. Could this be reactive atypia mimicking 

dysplasia? Could this be a metastasis mimicking a primary? Could this be a benign tumor mimicking 

a malignant one (or vice versa)?

12.  Pause and regroup if something seems unusual or “off”?

Briefly review the clinical history and current findings.  If something seems unusual, don’t be afraid 

to dig a little deeper, or even reach out to the clinician.

For example: Do they have a history of lots of tumors or are they unusually young for a tumor type? 

This could hint at a tumor syndrome.  Does this tumor in the lung look like a usual colon cancer? 

Could it be a metastasis from an occult primary?

From Dr. Ankur Sangoi on Twitter



13.  Never make too big a diagnosis off of too 

little tissue: Be positive something is cancer if 

you’re going to call it cancer.

Although we hate to suggest more diagnostic 

procedures, like invasive biopsies, a cancer 

resection is much more destructive than a second 

biopsy. Some of the biggest mistakes that I’ve 

seen were pathologists calling something “cancer” 

off of just a few cells, which can be reactive or a 

contaminant.

14.  Ask, could this be a “floater?”

As a follow up to the rule above, be on the 

lookout for tissue fragments that are small, not on 

levels, are on a different plane of focus, or on the 

periphery of a slide, as they could be histologic 

contaminants. Likewise, be skeptical of tissue 

types that seem inconsistent with the biopsy (e.g., 

adenomatous epithelium in a breast biopsy).  I’ve 

seen a patient get a neck dissections for floaters 

present on a cell block called metastatic 

carcinoma.

15.  Sometimes the best “stains” are deeper H&E 

histologic levels or additional sections.

Fairly often, focal “atypical” (uncertain/unusual) 

findings are best elucidated by just getting deeper 

levels. That focal crypt hyperchromasia can 

blossom into a tubular adenoma or low-grade 

dysplasia. Or, that “missing link” between findings 

can be found by submitting more sections of 

tumor that shows the transformation or 

connection between other components (e.g., the 

high-grade serous carcinoma giving way to 

carcinosarcoma).

Hmmm… This fragment looks like probable basal cell 
carcinoma, but it’s detached and seems to be “floating” 
out there and is folded folded… could this be a 
histologic contaminant?!!?!



16.  For a non-neoplastic process to be “real,” it 

should usually have a tissue “reaction.”

A lot of changes can happen during the procedure 

process or the back table in the operating room, 

before the specimen is fixed in formalin. Generally, 

processes like ulceration or thrombosis trigger some 

sort of reaction.  Antemortem, in vivo, “real” 

ulceration causes inflammation, while thrombosis 

and hemorrhage lead to organization with 

recanalization, reabsorption and/or lines of Zahn.  

If a reaction is not present, consider the possibility of 

an artifact, like surface epithelium sloughing during 

the biopsy in the case of absent surface epithelium. 

Autolysis is also common in trauma bowel cases.

17. “Nolite Te Bastardes Carborundorum” or 

“Illegitimi non carborundum”

To quote Margaret Atwood’s mock-Latin aphorism in 

The Handmaid’s Tale, “Don't let the bastards grind 

you down.” Medicine is hard. Head up, shoulders 

back, you got this!


	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6

