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Abstract: 

Aims 

Different guidelines for colorectal cancer (CRC) pathology reporting have been published. We 
aimed to identify differences between publicly available CRC reporting guidelines and to survey 
pathologists from different countries to establish the degree of guideline implementation in local 
routine practice.  

Methods and results 

We compared all core and non-core items of CRC reporting guidelines to identify discrepancies. 
We then created a survey, which was sent out to 782 pathologists practicing in 30 different 
countries. It included questions on the demographics of the reporting pathologist as well as 
resection specimen handling and microscopic evaluation, grading, staging and additional 
techniques, such as immunohistochemistry or molecular pathology.  

First, core and non-core items of five national CRC reporting guidelines were compared and 12 
items were found to differ. Different items are considered core or non-core by different 
guidelines and more than one TNM staging edition was applied across guidelines. The survey 
was completed by 143 pathologists from 30 countries. We identified differences between local 
practice and guidelines with potential clinical impact, e.g. tumour budding was never reported by 
28.7% of responders, although it has prognostic value for survival in stage II CRC.  

Conclusions  

This is the first international study comparing CRC pathology reporting guidelines with real 
world local practices. There are differences in CRC pathology reporting guidelines and in 
guideline implementation into local practice, both with potential impact on patient care. 
Harmonization of datasets, use of templates and audits of local pathology practice are needed to 
ensure best possible quality of CRC pathology reporting.   

Keywords:  

Colorectal cancer, guidelines, Pathology reporting, international survey 

Word count: 3462
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Introduction  

 

Colorectal cancer (CRC) is the third most common diagnosed cancer and the fourth most 
common cause of cancer death in the world, with 1.4 million new cases and 694,000 deaths in 
2012 [1]. Standardized diagnostic pathology procedures are a key factor for appropriate 
treatment of CRC patients [2]. 

CRC pathology reporting guidelines have been published in several countries to ensure that all 
clinically relevant information is included in the pathology report. They usually include so called 
‘core’ and ‘non-core’ elements. Core items are required for cancer staging, patient management 
and prognosis and are supported by strong evidence, e.g. resection margin status [3]. Non-core 
elements should ideally be included in the report to meet clinical or research needs at the local 
level, e.g. tumour budding (TB)[3]. Interestingly, the same item (for example perineural invasion 
(PNI)) is considered core in one national dataset and non-core in the dataset of another country 
[3-4]. which can lead to problems when comparing data especially in the setting of an 
international clinical trial or cancer registries.  
 

A number of CRC pathology reporting audits have been conducted in the past. Most of them 
were performed at either local [5-9], regional [10-17] or national level [18-19] and assessed the 
adherence to national pathology guidelines by reviewing pathology reports.  

The aim of our study was to (a) compare CRC pathology reporting guidelines from different 
countries and (b) to assess how local pathologists implement existing guidelines.  

 

Materials and methods  

Comparing national CRC reporting guidelines 

Prior to creating the survey, the authors reviewed CRC reporting guidelines from the Royal 
College of Pathologists, London (UK) (RCPath) (3rd edition, 2014) [3], the Royal College of 
Pathologists of Australasia (RCPA) (3rd edition, 2016)[20], the College of American Pathologists 
(CAP) (7th edition, 2016)[4] , the Spanish Society of Pathology (SEAP) “Libro blanco 2017” (5th 
edition, 2017) [21] and the Italian group of Digestive Pathology and Italian Society of Pathology 
and Diagnostic Cytology – Italian division of International Academy of Pathology (GIPAD/ 
SIAPEC-IAP) guidelines (2011) [22]. These guidelines were chosen because they represented 
major pathology organisations and because they were the most updated versions at the time when 
survey was sent out. By the time of the publication, RCPath dataset and CAP protocol have been 
updated in October 2017 and June 2017 respectively [23-24].  
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We included core as well as non-core items. For each item, we recorded if it was core or non-
core in the guideline we reviewed. Moreover, we recorded the differences in wording or values 
encountered in our search.  

 

Designing the survey  

The following items were included in the survey: demographic data of the reporting pathologist, 
CRC resection specimen handling, microscopic evaluation of the resection specimens, grading 
and staging system used, use of additional techniques such as immunohistochemistry or 
molecular pathology, and name of the guideline(s) used by the responder. The choice of these 
items was based on the identified differences between different national datasets. In total, the 
survey contained 35 questions concerning CRC pathology reporting, of which 23 questions 
focused on local practice, 8 questions on the characteristics of the survey participant and their 
institution and 4 questions on the implementation of CRC pathology guidelines or templates for 
reporting. The full questionnaire can be found in the electronic supplementary material. The 
survey was designed by three pathologists with special interest in gastrointestinal (GI) pathology 
(M.U., H.G. and J-F.F.). A pilot version was tested by an independent team of three general 
pathologists. The revised and final questionnaire was emailed to 782 recipients from academic 
institutions, general hospitals, cancer centers and private practice in 33 different countries in 
June 2017.  Our network included pathologists involved in the European Organization for 
Research and Treatment of Cancer (EORTC), European Society of Pathology (ESP) 
Gastrointestinal Working Group and other organizations, such as European Network of 
Gastrointestinal Pathology among others.  

Descriptive statistical analysis was performed. We used proportions for qualitative variables. The 
analyses were conducted using SAS 9.4 (SAS, Cary, NC). 

 

Results  

Comparison of core and non-core items of five national CRC reporting guidelines 

Currently, the CRC pathology reporting guidelines differ on a national [3,20,4,21-22] as well as 
local level (data from a survey responder) with respect to what is recognized as mandatory (core) 
or optional (non-core) item.  

For example, regarding microscopic evaluation, RCPath [3] includes venous invasion as core 
data and lymphatic invasion as non-core data, which is similar to GIPAD/SIAPEC-IAP 
guidelines [22]. The latter, however, require only a statement about the presence or absence of 
extramural venous invasion. CAP considers distinction between venous and lymphovascular 
invasion (LVI) as optional, while RCPA and SEAP consider it as core item and require 
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distinction between intra- or extramural. Interestingly, PNI is a core data item only in the CAP 
protocol, while SEAP doesn’t cover this item at all. The other guidelines include it as a non-core 
item [3,20,4,21-22]. 

There are minor differences between the guidelines with respect to the assessment of tumour 
regression grade after chemo(radio)therapy. All of the reviewed datasets, except 
GIPAD/SIAPEC-IAP, present a 4-tiered system based on a modified Ryan Scheme [25].  
However, each guideline uses a slightly different wording. GIPAD/SIAPEC-IAP includes a 3-
tiered scheme based on the RCPath guidelines [3,20,4,21-22]. 

Other important differences between the datasets include recommendations on which TNM 
staging edition should be used. RCPA, CAP, SEAP, and GIPAD/SIAPEC-IAP protocols were 
based on the AJCC or AJCC/UICC 7th edition of TNM [26], while RCPath dataset was based on 
the UICC 5th edition of TNM [27]. The Dutch CRC reporting guideline also recommended use 
of TNM 5th [28]. The use of different TNM staging systems can potentially lead to over- or 
understaging of the same specimen which can impact treatment decisions or eligibility criteria 
for entry into a clinical trial. However, the updated versions of RCPath dataset and CAP 
protocols refer to the 8th TNM edition [23-24]. 

Furthermore, there are items included in some but not all of the guidelines. One example is the 
maximum distance of tumour spread beyond the muscularis propria in mm, which is a core data 
item in RCPath dataset [3], while it is recommended in RCPA guidelines as an alternative to 
TNM [20] and not mentioned at all in the CAP protocol [4], SEAP guidelines [21], or in 
GIPAD/SIAPEC-IAP guidelines [22]. Details on items that differ between guidelines can be 
found in Table 1.  

 

Characteristics of the responders 

A total of 143 responses (response rate 18.3%) were received from 30 countries, 138 (96.5%) of 
which were from Europe and 5 (3.5%) from non-European countries (Fig.1). The database was 
cleaned by deleting double data entries. There were 95 (66.4%) of responders who declared 
working in academic institutions, 35 (24.5%) in general hospitals, 19 (13.3%) in cancer centers 
and 14 (9.8%) in private practice. 77 (53.8%) responders were pathologists with a special interest 
in GI pathology and 66 (46.2%) responders were general pathologists. The characteristics of the 
pathologists are presented in Table 2 and Fig.2. 

As the survey items were not obligatory, 28 of 35 questions were only answered by some of the 
responders amounting to missing responses from 2 to 9 responders per question (missing data 
1.4% - 6.3%). 135 (94.4%) responders answered at least 30 questions. The percentages presented 
in the results are proportions of all respondents (n=143 being 100%), unless stated otherwise. 
Although the majority of the responders were European (n=138), we took into account also the 
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responders from non-European countries, to get a broader overview of pathology reporting 
guidelines used worldwide.  

 

CRC resection specimen handling 

58 (40.6%) departments receive colon and rectum resections fresh, 10 (7.0%) receive only 
rectum resections fresh and 71 (49.7%) of the responders receive colon and rectum resections 
fixed.  For further details on specimen handling per responder see Table 3. 

 

Microscopic evaluation of CRC specimens 

LVI was always reported by 131 responders (91.6%), while 10 (7.0%) responders reported it 
only when positive. The level of the deepest venous spread was reported by 82 (57.3%) and 
omitted by 52 (36.4%) responders. PNI was always reported by 103 (72%) responders, while 32 
(22.4%) responders reported it only when positive, and 6 (4.2%) responders never reported it. TB 
was always reported by 52 (36.4%) responders, while 48 (33.6%) responders reported it only in 
selected cases and 41 (28.7%) responders never reported it. For details see Table 3. 

 

Grading and staging system used for CRC specimens 

Regarding staging system, the most commonly applied was the 8th edition of TNM which was 
used by 55 responders (38.5%), followed by the 7th edition (n=50, 35.0%), the 5th edition (n=34, 
23.8%), and the 6th edition (n=1, 0.7%). The use of the 5th edition of TNM is related to 
responders from the UK (n=28) and the Netherlands (n=6), as RCPath guidelines (3rd edition) 
and Dutch guidelines were based on this edition at the time of the survey. Interestingly, 17.8% 
(n=5) of the UK-based responders nevertheless used either TNM 7th or 8th edition. While the 
majority of the pathologists used only TNM for staging, 42 (29.4%) responders also used other 
systems, such as the Dukes or Astler Coller staging systems. For details see Table 3. 

 

Use of additional techniques (IHC, molecular pathology) 

43 (30.1%) responders performed microsatellite instability testing for every case, while 91 
(63.6%) responders performed it in specific cases. For details see Table 3.  

 

Use of guidelines/proformas for CRC specimen reporting 
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Responders most commonly followed their national or local guidelines (n=59; 41.3%, excluding 
those who followed RCPath), RCPath (n=50; 35.0%) or CAP protocols (n=42; 29.4%) 
respectively, while RCPA was used by 1 responder (0.7%), and 4 responders (2.8%) didn’t use 
any guidelines. 50 (36.2%) out of 138 European pathologists (n=138, 100%) used the RCPath 
guidelines, 60 (43.4%) national or local guidelines (excluding those who marked also RCPath), 
37 (26.8%) the CAP protocol, while 4 (2.9%) didn’t use any guidelines. 28 (n=28, 100%) UK 
pathologists followed the RCPath guidelines, while 22 (n=115, 19.2%) non-UK pathologists also 
used these guidelines. For more details see Table 3. 

 

Discussion  

Our study aimed to identify differences of existing CRC pathology reporting guidelines and to 
review local practice of pathologists in different countries, with the emphasis on whether and 
how local pathologists implement guidelines. To address these issues, a survey was sent out to 
pathologists practicing in different countries. Our survey shows that there is a wide variability 
among pathologists regarding which guideline they use and how strictly they follow individual 
recommendations in their daily practice. The differences we found are based on the fact that 
some data items were considered core or non-core, depending on the guidelines and that different 
TNM staging editions were recommended by different guidelines.    

Interestingly, irrespective of the differences in the recommendations of the individual guideline, 
lymphovascular status was recorded by nearly all responders. This is reassuring, as LVI has been 
suggested as a prognostic factor for early-stage CRC and the presence of extramural vascular 
invasion is considered one of the high risk factors in stage II CRC with impact on adjuvant 
treatment decisions [29]. PNI was reported by 72% of responders. However, responders 
indicating to not report PNI, deviate from all the guidelines we reviewed except the SEAP 
guideline, which does not include this item. TB is currently reported (either “always” or “only 
when positive”) by 70% of the responders and assessment methods applied by our responders 
differ. We believe, this is because the international standard on TB reporting has only been 
published recently [30]. TB is a non-core item, according to all the guidelines. It was found to be 
an independent predictor of lymph node metastasis in pT1 CRC and of survival in stage II CRC 
and can influence treatment decisions [29]. For the items, which are present in all or almost all of 
the analysed guidelines (LVI, PNI, TB or R margin status), we can identify non-compliers, as the 
percentage of responders, who never report certain item. For LVI it is 0%, as all the responders 
report it. When it comes to PNI, it is 4.2% and R margin status: 3.5%. For TB the percentage of 
those who don’t report it is higher, mainly 28.7%, however, as mentioned above, the assessment 
was not standardized until recently. As these percentages are low, we could conclude that the 
compliance with guidelines is good. However, this criterium of evaluation can be somewhat 
controversial, as the total number of reported and omitted items should be analysed for each 
responder.  
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Another difference between CRC guidelines is the recommended staging system. RCPA, CAP, 
SEAP, and GIPAD/SIAPEC-IAP protocols were based on the AJCC or AJCC/UICC 7th edition 
of TNM [26], while RCPath and the Dutch guidelines were based on the Union for International 
Cancer Control (UICC) 5th edition of TNM [27].Therefore, to avoid confusion, the information 
on which TNM edition was used should always be included in the pathology report. Current 
RCPath and CAP guidelines have been updated with the 8th edition of UICC and AJCC TNM 
staging respectively [37-38]. Although the changes between the subsequent editions tend to be 
minor, Nagtegaal et al. highlighted how these modifications may affect the diagnosis and 
treatment decisions for CRC patients, using tumour deposits in pericolic fat as an example. There 
were different definitions throughout 3 editions (TNM5, TNM6, TNM7), which led to restaging 
of tumours, with a clear impact on the number of patients selected for chemotherapy [31]. This 
example shows how pathology reporting affects staging and therefore respective clinical 
decisions. Depending on the guidelines followed, patient could be staged with TNM 5th or 7th 
edition, which means potentially different treatment modalities.   

Testing for microsatellite instability (MSI) is another issue where recommendations are currently 
not standardized across the guidelines. 63.6% responders declared different criteria for mismatch 
repair deficiency assessment, while 30.1% responders test all CRC. Universal testing is 
recommended by the newest guidelines of National Institute for Health and Care Excellence 
(NICE) [32] and the European Society for Medical Oncology (ESMO) guidelines [33]. The 
pathology datasets make reference to other guidelines, such as the revised Bethesda [34] or 
Amsterdam II criteria [35], therefore there is no unique approach. This item is important as it is 
prognostic for stage II CRC [29], potentially predictive for response to immune-checkpoint 
inhibitors in metastatic CRC [36] and is a screening tool for Lynch syndrome [32].  

It is interesting to reflect on why there are differences between the national guidelines. We 
believe that these could be dictated by specific health care needs and standards of treatment in 
each country. They also depend on the standard procedures and protocols that define guidelines 
development, such as guidelines for authors of datasets of RCPA [39], and these can differ 
across countries. The differences depend also on who the stakeholders are and on their input in 
the guidelines, e.g. RCPath guidelines are consulted with five different organisations, among 
others, British Society of Gastroenterology or National Cancer Research Institute. Finally, 
different evidence levels scales serve as a reference for different guidelines. RCPath dataset is 
based on levels of evidence modified from Palmer K et al.[40]. RCPA and CAP use National 
Health and Medical Research Council (NHMRC) levels of evidence as a reference [39] , while 
SEAP guidelines are based on other national guidelines, such as CAP protocols, RCPath or 
RCPA datasets. GIPAD guidelines refer to other evidence scale, however the source is not 
indicated in the text. Generally, core items are supported by strong evidence from scientific 
literature. When this is not the case, it is the expert consensus which decides on the relevance of 
including the item [39]. As the national experts are different in each country, it is only logical 
that their consensus may differ from that of their colleagues in other country. 
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Although in our survey we focused on CRC surgical resection specimens only, it is worth 
mentioning that the pathology reporting guidelines also describe handling of local resections. 
There is a section dedicated to local excision in: RCPath, CAP, SEAP and GIPAD guidelines. 
The minimal data included in the report of local excision is similar to that of the resection 
specimen, however there is a number of specific features that need to be addressed. These are 
prognostic factors used for risk assessment of potential lymph node metastasis, distant metastasis 
and survival. They determine the necessity of a more radical surgical resection. These factors 
are: tumour size, poor differentiation, the depth of invasion into the submucosa, submucosal 
lymphatic or venous invasion, positive resection margin and TB [3-4,21-22]. 

In conclusion, we compared different CRC pathology reporting guidelines used around the world 
and conducted an international survey. Our intention was to highlight differences among these 
guidelines and review how these were implemented in the local practice of pathologists.  

To our knowledge, this is the first survey that focused on clinical practice of local pathologists 
and reached responders from different countries. Our survey shows that there is a gap between 
CRC pathology reporting guidelines and everyday pathology practice raising the question, how 
compliance with guidelines can be improved. We believe, it is not a matter of updating the 
guidelines, that would reinforce the adherence to them. It is awareness of the clinical importance 
of individual items that could improve the compliance to the guidelines and the quality of the 
pathology report. This could be achieved by closer cooperation between specialists from 
different clinical areas, e.g. by joint scientific sessions or tumour boards. Regular audits of local 
pathology practice seem to be a potential way of reinforcing the adherence to the guidelines [41].  
Whatever the differences in the guidelines are, they serve the same purpose: to set up the 
standards of pathology reporting in order to produce quality data for patient prognosis and 
management. Each of the guidelines we studied provides a template or a checklist to ensure the 
inclusion of important items. This approach is evidence-based, as use of proformas in pathology 
reporting have improved completeness of pathology reports [42,43]. Ideally, such proformas 
would be agreed internationally. This universal approach is represented by International 
Collaboration on Cancer Reporting (ICCR), which consists of representatives from major 
pathology organizations and its goal is to create internationally standardized and evidence based 
datasets for the pathology reporting of cancer [44]. The ICCR CRC dataset, however, is still in 
the process of development. Whether the publication of an international CRC dataset would 
eradicate the problem of guideline deviations remains to be seen. However, following a single 
international standard would have several advantages. One of the main beneficiaries would be 
patient management and clinical research. As clinical trials often take place in different countries 
and the data is collected from sites and centralized, the best solution to retrieve and analyse the 
data is to assure that they are in accordance to internationally approved guidelines. This is 
particularly important in pathology, where the diagnosis depends on the guidelines, as entities 
names and classification are constantly being updated. It would ensure use of consistent 
terminology and correct interpretation of data.  
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On the other hand, one can argue that a universal approach has also its shortcomings. The 
development of international guidelines can be disposed to limitations in terms of policies and 
available procedures in different countries. Also the economic issues create a gap between 
developing countries and economically stable countries. The resources would not allow certain 
countries or institutions to perform certain procedures, like molecular testing. Therefore the 
unified guidelines would have to consider these limitations. The solution could be a basic 
dataset, focused only on clinically relevant items, such as risk factors and items with a high level 
of evidence.  

A limitation of our study was the missing data of a number of responders and the small size of 
subgroups (e.g. by nationality), which didn’t allow comparative analysis. Therefore, no 
statistically significant associations were found. However, we believe the results are valid and 
should be made available to the public, as they address an important issue.  We also found it 
impossible to directly link certain practice items to the guidelines, as in some cases the 
responders followed more than one type of guidelines. The generic term “national / local 
guidelines”, did not allow us to know exactly which national or local guidelines the responders 
referred to in their answers. Moreover, the number of reviewed guidelines was limited. The study 
was also affected by the update in RCPath and CAP protocols, as the survey was performed 
before their release. However, in our opinion, this is a valid study, with the survey results 
compared to the recommendations available at that time. 

In summary, we presented the variability of guidelines on CRC pathology reporting and the 
differences in adherence to these at a level of local practice. We believe that it is important to 
highlight these discrepancies among national guidelines and their local implementation because 
of their direct impact on patient management. This snapshot of real life practice should challenge 
pathologists to perform critical review of their local practices, develop a strategy for 
harmonization and raise the standards of quality in pathology.  
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  ΡΧΠατη ΡΧΠΑ ΧΑΠ ΣΕΑΠ ΓΙΠΑD Χλινιχαλ σιγνιφιχανχε 

ΦΙΞΑΤΙΟΝ ΤΙΜΕ οφ 

ΧΡΧ ΡΕΣΕΧΤΙΟΝ 

ΣΠΕΧΙΜΕΝ 

24η οϖερνιγητ Ν/Α 24−72η Ν/Α Φυλλ φιξατιον χρυχιαλ φορ ηιγη θυαλιτψ πατηολογψ 

ανδ ινχρεασεσ λψmπη νοδε ψελδ [1]. 

ΛΨΜΠΗ ΝΟDΕ (ΛΝ) 

ΜΑΧΡΟΣΧΟΠΙΧΑΛ 

ΑΣΣΕΣΣΜΕΝΤ 

Wηολε ΛΝ 

ινχλυσιον 

ωηεν <4mm, 

ρεπρεσεντατιϖε 

ωηεν >4mm 

διαmετερ 

Wηολε ινχλυσιον 

οφ 

mαχροσχοπιχαλλψ 

νεγατιϖε ΛΝ. 

Ρεπρεσεντατιϖε 

σλιδε ωηεν 

mαχροσχοπιχ 

ινϖολϖεmεντ. 

Wηολε ινχλυσιον 

οφ 

mαχροσχοπιχαλλψ 

νεγατιϖε ΛΝ. 

Ρεπρεσεντατιϖε 

σλιδε ωηεν 

mαχροσχοπιχ 

ινϖολϖεmεντ. 

Ν/Α Ν/Α Ποσιτιϖε χορρελατιον βετωεεν νυmβερ οφ 

ρετριεϖεδ λψmπη νοδεσ φροm πατιεντσ ωιτη σταγε 

ΙΙ ανδ ΙΙΙ ΧΡΧ ανδ συρϖιϖαλ [2]. Ποσιτιϖε νοδεσ 

δετερmινε αδϕυϖαντ τρεατmεντ [1]. 

ΣΑΜΠΛΙΝΓ 

ΜΕΤΗΟD ΟΦ ΠΟΣΤ 

ΝΕΟΑDϑΥςΑΝΤ 

ΡΕΣΕΧΤΙΟΝ 

ΣΠΕΧΙΜΕΝ, ωιτη νο 

ϖισιβλε γροσσ 

τυmουρ  

αδδρεσσεδ Ν/Α ιν δεταιλ Ν/Α ιν δεταιλ Ν/Α Ν/Α ιν 

δεταιλ 

Τυmουρ ρεγρεσσιον ασσεσσεδ βψ πατηολογιχ 

εξαmινατιον ασσοχιατεδ ωιτη βεττερ προγνοσισ 

[3].  

ΡΕΣΠΟΝΣΕ ΤΟ 

ΝΕΟΑDϑΥςΑΝΤ 

ΤΗΕΡΑΠΨ 

4−τιερεδ 4−τιερεδ 4−τιερεδ 4−τιερεδ 3−τιερεδ Τυmουρ ρεγρεσσιον ασσεσσεδ βψ πατηολογιχ 

εξαmινατιον ασσοχιατεδ ωιτη βεττερ προγνοσισ 

[3].  

ΛΨΜΠΗΟςΑΣΧΥΛΑΡ 

/ΣΜΑΛΛ ςΕΣΣΕΛ 

ΙΝςΑΣΙΟΝ (ΛςΙ) 

ΝΧ∗∗ Χ (ιντρα− ϖσ 

εξτραmυραλ) 

Χ Χ (ιντρα− ϖσ 

εξτραmυραλ)∗ 

ΝΧ (εξχεπτ 

εξτραmυραλ 

ϖενουσ 

ινϖασιον)∗ 

ασσοχιατεδ ωιτη λψmπη νοδε mεταστασεσ ανδ 

ινδεπενδεντ αδϖερσε προγνοστιχ φαχτορ [4]. 

ϖασχυλαρ ορ λψmπηατιχ ινϖασιον ισ α ηιγη ρισκ 

φαχτορ ιν σταγε ΙΙ ΧΡΧ πατιεντσ, αδϕυϖαντ 

τρεατmεντ ρεχοmmενδεδ [5]. 

ςΕΝΟΥΣ ΙΝςΑΣΙΟΝ Χ (δεεπεστ 

λεϖελ) 

Χ (ιντρα− ϖσ 

εξτραmυραλ) 

ΝΧ ∗∗∗ Χ (ιντρα− ϖσ 

εξτραmυραλ)∗ 

Χ φορ 

εξτραmυραλ, 

ΝΧ φορ 

ιντραmυραλ∗ 

Εξτραmυραλ ςΙ ινδεπενδεντ αδϖερσε προγνοστιχ 

φαχτορ ανδ ρισκ φαχτορ φορ λιϖερ mεταστασισ [6]. 

ςασχυλαρ ορ λψmπηατιχ ινϖασιον ισ α ηιγη ρισκ 

φαχτορ ιν σταγε ΙΙ ΧΡΧ πατιεντσ, Αδϕυϖαντ 

τρεατmεντ ρεχοmmενδεδ [5]. 

ΠΕΡΙΝΕΥΡΑΛ 

ΙΝςΑΣΙΟΝ 

ΝΧ ΝΧ Χ Ν/Α ΝΧ Ινδεπενδεντ αδϖερσε προγνοστιχ φαχτορ [7]. Α 

ηιγη ρισκ φαχτορ ιν σταγε ΙΙ ΧΡΧ πατιεντσ, 

Αδϕυϖαντ τρεατmεντ ρεχοmmενδεδ [5]. 

ΤΥΜΟΡ ΒΥDDΙΝΓ ΝΧ ΝΧ Ν/Α ΝΧ ΝΧ Ινδεπενδεντ πρεδιχτορ οφ λψmπη νοδε 

mεταστασισ ιν πΤ1 ΧΡΧ ανδ οφ συρϖιϖαλ ιν σταγε ΙΙ 

ΧΡΧ [8]. 

ΗΙΓΗΕΣΤ ΛΨΜΠΗ 

ΝΟDΕ ΣΤΑΤΥΣ 

Χ Ν/Α Ν/Α Ν/Α Ν/Α Υσεδ φορ Dυκε∋σ σταγινγ [9]. 

ΜΑΞΙΜΥΜ 

DΙΣΤΑΝΧΕ ΟΦ 

ΤΥΜΟΥΡ ΣΠΡΕΑD 

ΒΕΨΟΝD 

ΜΥΣΧΥΛΑΡΙΣ 

ΠΡΟΠΡΙΑ (ιν mm) 

Χ ΝΧ Ν/Α Ν/Α Ν/Α Dεπτη οφ ινϖασιον προγνοστιχ (πΤ3 συβδιϖισιον 

οφ αδδεδ προγνοστιχ ϖαλυε) [10]. 

ΧΟΜΠΛΕΤΕΝΕΣΣ ΟΦ 

ΡΕΣΕΧΤΙΟΝ ΑΤ 

ΜΑΡΓΙΝΣ 

(ΡΕΧΟΡDΕD ΑΣ ∀Ρ∀ 

ΣΤΑΤΥΣ) 

ψεσ ψεσ νο ψεσ νο Μαργιν ινϖολϖεmεντ ισ α φαχτορ ιν ρισκ 

ασσεσσmεντ ωηεν χονσιδερινγ αδϕυϖαντ 

τρεατmεντ ιν ΧΡΧ [5]. Χιρχυmφερεντιαλ mαργιν 

στατυσ πρεδιχτσ λοχαλ ρεχυρρενχε ιν ρεχταλ χανχερ 

[11].  

ΤΝΜ ΕDΙΤΙΟΝ ΤΝΜ5 ΥΙΧΧ ΤΝΜ7 ΑϑΧΧ ΤΝΜ7 ΑϑΧΧ ΤΝΜ 7 

ΑϑΧΧ/ΥΙΧΧ 

ΤΝΜ 7 

ΑϑΧΧ/ΥΙΧΧ 

Τηε σαmε τυmουρ ποτεντιαλλψ ηαϖινγ διφφερεντ 

σταγε δεπενδινγ ον ΤΝΜ εδιτιον, ε.γ. τυmουρ 

δεποσιτσ. Dιφφερεντ τρεατmεντ mοδαλιτιεσ [12]. 

 

∗ ιτεmσ φροm τηε χηεχκλιστ οφ mινιmαλ δατα  

∗∗ ρεφερσ το λψmπηατιχ ϖεσσελσ 

∗∗∗ ΝΧ το σπεχιφψ ιφ ϖενουσ, ηοωεϖερ συγγεστεδ το ρεπορτ σεπαρατελψ φροm σmαλλ ϖεσσελ ινϖασιον  

Χ: χορε ιτεm, ΝΧ: νον−χορε ιτεm, Ν/Α: νοτ αδδρεσσεδ 



Table 2. Survey on colorectal cancer (CRC) pathology reporting guidelines and local practice -
profile of the responders. 

 

Χηαραχτεριστιχσ Πατηολογιστσ (ν=143) 

Σπεχιαλιζατιον ωιτηιν 

πατηολογψ, ν(%) 

 

Γαστροιντεστιναλ 76 (53.1) 

Γενεραλ Πατηολογψ 64 (44.8) 

Οτηερ 3 (2.1) 

Μεmβερσηιπ ιν οργανιζατιον, 

ν(%)∗ 

 

ΕΟΡΤΧ 8 (5.6) 

ΕΣΠ 82 (57.3) 

Νατιοναλ Σοχιετψ οφ Πατηολογψ 123 (86.0) 

Γαστροιντεστιναλ πατηολογψ 

σπεχιαλιζεδ οργανιζατιον 

47 (32.8) 

Νοτ α mεmβερ οφ ανψ σοχιετψ 5 (3.4) 

Wορκπλαχε, ν(%)∗  

Υνιϖερσιτψ Ηοσπιταλ  95 (66.4) 

Γενεραλ Ηοσπιταλ 35 (24.5) 

Πριϖατε Πραχτιχε 14 (9.7) 

Χανχερ Χεντερ 19 (13.3) 

Μισσινγ δατα 3 (2.0) 

ΧΡΧ ρεσεχτιον σπεχιmενσ 

ρεπορτεδ περ ψεαρ βψ 

ινστιτυτιον, ν(%) 

 

0−50 16 (11.2) 

50−199 56 (39.2) 

200−399 54 (37.8) 

400−599 12 (8.4) 

Οϖερ 600 5 (3.4) 

* Multiple answer question  

EORTC - European Organisation for Research and Treatment of Cancer, ESP - European 
Society of Pathology, CRC - colorectal cancer 
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Table 3. Survey on colorectal cancer (CRC) pathology reporting guidelines and local practice - 
questions and answers. 

Ρεσεχτιον σπεχιmεν ηανδλινγ Πατηολογιστσ (ν=143) 

Dο ψου ρεχειϖε τηε ΧΡΧ ρεσεχτιον σπεχιmεν φρεση, ν(%)  

Ψεσ, αλλ 58 (40.6) 

Ονλψ ρεχταλ ρεσεχτιον σπεχιmενσ 10 (7.0) 

Νο 71 (49.7) 

Μισσινγ δατα 4 (2.7) 

Ινχλυσιον οφ τηε προξιmαλ ανδ τηε δισταλ mαργινσ οφ τηε ρεσεχτιον σπεχιmεν ιν παραφφιν 

βλοχκσ, ν(%) 

 

Ψεσ 111 (77.6) 

Νο 27 (18.9) 

Μισσινγ δατα 5 (3.5) 

Ινχλυσιον οφ τηε ωηολε λψmπη νοδε ιν παραφφιν βλοχκσ ιρρεσπεχτιϖε οφ ιτσ σιζε, ν(%)  

Ψεσ 97 (67.8) 

Νο 42 (29.4) 

Μισσινγ δατα 4 (2.8) 

Μιχροσχοπιχ εϖαλυατιον οφ ΧΡΧ ρεσεχτιον σπεχιmεν Πατηολογιστσ (ν=143) 

Ασσεσσmεντ οφ λψmπηοϖασχυλαρ ινϖασιον στατυσ, ν(%)  

Αλωαψσ 131 (91.6) 

Ονλψ ωηεν ποσιτιϖε 10 (7.0) 

Νεϖερ 0 (0) 

Μισσινγ δατα 2 (1.4) 

Ασσεσσmεντ οφ περινευραλ ινϖασιον στατυσ, ν(%)  

Αλωαψσ 103 (72.0) 

Ονλψ ωηεν ποσιτιϖε 32 (22.4) 

Νεϖερ 6 (4.2) 

Μισσινγ δατα 2 (1.4) 

Ασσεσσmεντ οφ τυmορ βυδδινγ, ν(%)  

Αλωαψσ 52 (36.4) 

Ονλψ ωηεν ποσιτιϖε 48 (33.6) 

Νεϖερ 41 (28.7) 

Μισσινγ δατα 2 (1.3) 

Ασσεσσmεντ οφ ρεσιδυαλ τυmορ στατυσ (Ρ) ατ τηε ρεσεχτιον mαργιν, ν(%)  

Αλωαψσ 118 (82.5) 

Ονλψ ιν ρεχταλ χαρχινοmα σπεχιmενσ 15 (10.5) 

Σοmετιmεσ 3 (2.1) 

Νεϖερ 5 (3.5) 

Μισσινγ δατα 2 (1.4) 

Γραδινγ / σταγινγ σψστεmσ Πατηολογιστσ (ν=143) 

Dο ψου βασε χανχερ διφφερεντιατιον γραδινγ ον τηε mοστ πρεϖαλεντ χοmπονεντ, ν(%)  

Table 3



Ψεσ 107 (74.8) 

Νο 27 (18.9) 

Μισσινγ δατα 9 (6.3) 

Πριmαρψ τυmορ γραδινγ σψστεm υσεδ, ν(%)  

2−τιερεδ (λοω−γραδε ϖσ ηιγη−γραδε) 43 (30.1) 

3− ορ 4−τιερεδ 97 (67.8) 

Μισσινγ δατα  3 (2.1) 

ΤΝΜ εδιτιον υσεδ, ν(%)  

ΤΝΜ5 34 (23.8) 

ΤΝΜ6 1 (0.7) 

ΤΝΜ7 50 (35.0) 

ΤΝΜ8 55 (38.5) 

Μισσινγ δατα 3 (2.0) 

Οτηερ σταγινγ σψστεmσ, απαρτ φροm ΤΝΜ, ν(%)   

Ψεσ 42 (29.4) 

Νο 92 (64.3) 

Μισσινγ δατα 9 (6.3) 

Αδδιτιοναλ τεχηνιθυεσ Πατηολογιστσ (ν=143) 

ΜΣΙ τεστινγ ον ΧΡΧ, ν(%)∗  

Αλωαψσ 43 (30.1) 

Wηεν ΜΣΙ−Η πηενοτψπε ον ΗΕ 54 (37.8) 

Ιν πατιεντσ ωιτη α κνοων φαmιλψ ηιστορψ οφ Λψνχη Σψνδροmε 49 (34.3) 

Υπον ρεθυεστ φροm χλινιχιανσ 80 (56.0) 

Φορ τηε πυρποσε οφ χλινιχαλ ρεσεαρχη 22 (15.4) 

Νεϖερ 1 (0.7) 

Μισσινγ δατα 8 (5.6) 

ΜΣΙ τεστινγ mετηοδ, ν(%)  

ΙΗΧ ονλψ 79 (55.2) 

ΙΗΧ ανδ, ωηεν λοσσ οφ εξπρεσσιον, ΠΧΡ φορ χονφιρmατιον 44 (30.8) 

Αλωαψσ βοτη ΙΗΧ ανδ ΠΧΡ 11 (7.7) 

ΠΧΡ ονλψ 6 (4.2) 

Μισσινγ δατα 3 (2.1) 

Τεστινγ οφ ανψ οφ τηε φολλοωινγ: ΚΡΑΣ, ΝΡΑΣ, ΒΡΑΦ, ΠΙΚ3ΧΑ ορ ΠΤΕΝ ον ΧΡΧ, ν(%)∗   

Αλωαψσ 8 (5.6) 

Ιν σταγε Ις, mεταστατιχ ορ ρεχυρρεντ δισεασε  33 (23.1) 

Υπον ρεθυεστ φροm χλινιχιανσ 112 (78.3) 

Φορ τηε πυρποσε οφ χλινιχαλ ρεσεαρχη 17 (11.9) 

Νεϖερ 8 (5.6) 

Μισσινγ δατα 7 (4.9) 

Μολεχυλαρ τεστινγ περφορmεδ, ν(%)  

Ιν ψουρ δεπαρτmεντ 75 (52.4) 



Ιν ανοτηερ λαβορατορψ 65 (45.5) 

Μισσινγ δατα 3 (2.1) 

Γυιδελινεσ ον ΧΡΧ ρεπορτινγ Πατηολογιστσ (ν=143) 

Τεmπλατεσ φορ χανχερ ρεπορτινγ, ν(%)  

Ψεσ 100 (69.9) 

Νο 34 (23.8) 

Μισσινγ δατα 9 (6.3) 

Ιντεγρατιον οφ τεmπλατε ιν λοχαλ λαβορατορψ ινφορmατιχσ σψστεm, ν(%)  

Ψεσ 73 (51.0) 

Νο 39 (27.3) 

Dον∋τ υσε τεmπλατεσ 24 (16.8) 

Μισσινγ δατα 7 (4.9) 

Γυιδελινεσ φορ ΧΡΧ πατηολογψ ρεπορτινγ υσεδ, ν(%)∗  

ΡΧΠατη 50 (35.0) 

ΡΧΠΑ 1 (0.7) 

ΧΑΠ 42 (29.4) 

Νατιοναλ/λοχαλ 71 (49.7) 

Νο γυιδελινεσ 4 (2.8) 

Μισσινγ δατα 7 (4.9) 

 

CRC - colorectal cancer, MSI – microsatellite instability, MSI-H - MSI-high, RCPath - the Royal 
College of Pathologists, RCPA - the Royal College of Pathologists of Australasia, CAP - the 
College of American Pathologists  

 



Φιγ. 1 Χουντριεσ παρτιχιπατινγ ιν τηε ΧΡΧ πατηολογψ ρεπορτινγ συρϖεψ 
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Γαστροιντεστιναλ πατηολογψ σπεχιαλιζεδ οργανιζατιον Νυmβερ οφ ρεσπονδερσ

Βελγιαν Γρουπ οφ Dιγεστιϖε Ονχολογψ (ΒΓDΟ) 1

Βελγιαν Σοχιετψ οφ Γαστροιντεστιναλ Ενδοσχοπψ 1

Βριτιση Σοχιετψ οφ Γαστροεντερολογψ (ΒΣΓ) 11

Χλυβ δε Πατολογα Dιγεστιϖα ΣΕΑΠ 1

Χλυβ δ∋Ηιστοπατηολογιε Dιγεστιϖε ετ Ηπατιθυε 5

Ευροπεαν Ασσοχιατιον φορ τηε Στυδψ οφ τηε Λιϖερ (ΕΑΣΛ) 2

Ευροπεαν Νετωορκ οφ Γαστροιντεστιναλ Πατηολογψ (ΕΝΓΙΠ) 8

Ευροπεαν Σοχιετψ φορ Μεδιχαλ Ονχολογψ (ΕΣΜΟ) 1

Φδρατιον Φρανχοπηονε δε Χανχρολογιε Dιγεστιϖε (ΦΦΧD) 1

Γαστροιντεστιναλ Εξτερναλ θυαλιτψ ασσυρανχε (ΓΙ ΕΘΑ)€ 1

Γαστροιντεστιναλ Πατηολογψ Wορκινγ Γρουπ οφ ΕΣΠ 5

Γρυππο Ιταλιανο Πατολογι Αππαρατο Dιγερεντε ανδ Σοχιετ◊ Ιταλιανα

δι Ανατοmια Πατολογιχα ε Χιτοπατολογια Dιαγνοστιχα (ΓΙΠΑD−ΣΙΑΠΕΧ)
4

Ροδγερ Χ. Ηαγγιττ Γαστροιντεστιναλ Πατηολογψ Σοχιετψ (ΓΙΠΣ) 1

Σοχιτ Φραναισε δ∋Ηπατολογιε (ΑΦΕΦ) 1

Σοχιτ Ροψαλε Βελγε δε Γαστρο−Εντρολογιε 1

Τερτιαρψ ρεφερενχε χεντερ 1

Τηε Ευροπεαν ΧανΧερ Οργανισατιον (ΕΧΧΟ) 3

Τηε Ευροπεαν Νευροενδοχρινε Τυmορ Σοχιετψ (ΕΝΕΤΣ) 1

Τηε Ιντερνατιοναλ Σοχιετψ φορ Ιmmυνοηιστοχηεmιστρψ ανδ Μολεχυλαρ 

Μορπηολογψ (ΙΣΙΜm)
1

Υνιτεδ Ευροπεαν Γαστροεντερολογψ (ΥΕΓ) 1

Fig. 2 Members of gastrointestinal pathology specialized organization 
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