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Usage of pathology report 



• All reporting pathologists should provide 
pathology reports that are accurate, complete, 
understandable and timely. The use of 
proformas has been demonstrated to facilitate 
these requirements and their use is strongly 
recommended



Usage of pathology report 

• confirm the diagnosis
• inform the prognosis
• plan the treatment of individual patients
• audit pathology services
• evaluate the quality of other clinical services, notably 
radiology, surgery, oncology and screening programs
• collect accurate data for cancer registration and 
epidemiology
• facilitate high-quality research
• provide education
• plan service delivery



Diagnosis 

The WHO classification 5th edition (2019), is recommended. 
Virtually all colorectal cancers are adenocarcinomas, mostly of 
no specific subtype, but some subtypes of adenocarcinoma 
are recognized:
• mucinous carcinoma (variant of adenocarcinoma with >50% 
composed of extracellular mucin)
• signet ring cell carcinoma (variant of adenocarcinoma with 
>50% signet ring cells)
• medullary carcinoma
• serrated adenocarcinoma
• micropapillary adenocarcinoma
• adenoma-like adenocarcinoma.





Moderately diff. adenocarcinoma Mucinouc adenocarcinoma



Union for International Cancer Control 
TNM 8 classification of colorectal tumors



Prognosis 

• Depth of local invasion predicts recurrence 
and prognosis 



Prognosis 

• Perforation through the tumor into the 

peritoneal cavity is a well-established 

adverse prognostic factor in colonic and 

rectal cancer and should be recorded 

(pT4a)
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Prognosis 

• histological grade has been shown in 
numerous studies to be an independent 
prognostic factor for colorectal carcinoma

• grading should be based on the least 
differentiated tumor component

• differentiation of colorectal tumors applies 
only to ‘adenocarcinoma, NOS’ and mucinous 
carcinoma



Prognosis 

• Grade of regression in rectal cancer after 
preoperative therapy is important for prognosis 



Prognosis 

Nodal status predict prognosis

TNM 8 has further sub classified pN1/2 stage as follows:

• N1: Metastatic disease in 1–3 regional lymph nodes

– N1a: Metastasis in 1 regional lymph node

– N1b: Metastases in 2–3 regional lymph nodes

• N2: Metastatic disease in 4 or more regional lymph nodes

– N2a: Metastases in 4–6 regional lymph nodes

– N2b: Metastases in 7 or more regional lymph nodes.



Prognosis 





Prognosis 

Venous, lymphatic and perineural invasion predict 
prognosis



LV invasion 



Perineural invasion 



Treatment 

• Those without lymph node metastatic disease 
but with adverse pathological features 
(venous invasion, perforation, peritoneal 
involvement, margin involvement or extensive 
local spread) may also be offered adjuvant 
therapy for small but probable benefit



Treatment 

• Lynch syndrome accounts for approximately 2–
3% of all colorectal cancers.

• Some studies have predicted a lack of 
response to 5-fluorouracil-based 
chemotherapy with possible abrogation by 
the addition of oxaliplatin to the 
chemotherapy regime (such as in FOLFOX), 
but other studies have not demonstrated this.
MMR deficiency predicts response to immune 
checkpoint blockade therapy



Treatment 

• mutations in KRAS and NRAS predict lack 
of response to anti-epidermal growth 
factor receptor (EGFR) targeted therapy.

• The TRK inhibitors larotrectinib and 
entrectinib are now approved by NICE for the 
treatment of solid tumors, including colorectal 
cancer, which harbor NTRK fusions, where 
there are no other satisfactory systemic 
treatment options



Treatment 



Audit 

• It is therefore recommended that MDTs 

and pathology departments audit their 

reports at regular intervals to ensure that 

their overall results are not significantly 

different from what might be expected. The 

following three standards are 

recommended: 



Audit 

• the median number of lymph nodes examined should 
be at least 15.
‘’ the prognosis of stage II colorectal cancer is directly 
related to the number of lymph nodes examined 
pathologically, with the implication that some of these 
patients are ‘understaged’ and that, if more lymph nodes 
had been examined, metastatic disease would have been 
found’’
• the frequency of peritoneal involvement should be at 
least 20% for colonic cancers.
• the frequency of venous invasion should be at least 
30%.



Audit 

These parameters should be evaluated on a 
series of at least 50 resection specimens from 
symptomatic (i.e. non-screening) patients, who 
have not undergone preoperative therapy.



Audit 

➢Turnaround time of pathology reports should also 
be audited. The recommended minimum 
standard for endoscopic cases is 90% authorized 
within five working days from the date of 
specimen receipt in the histopathology 
laboratory. 

➢The recommended minimum standard for 
surgical resection cases is 90% authorized within 
ten working days from the date of specimen 
receipt in the histopathology laboratory.



Clinical services 

➢Patients with rectal adenocarcinoma and 
involvement of the circumferential resection 
margin (CRM) are at high risk of local 
recurrence, and may receive preoperative or 
postoperative radiotherapy or chemotherapy, 
which are toxic but decrease the likelihood of 
this unpleasant and nearly uniformly fatal 
complication.The frequency of CRM 
involvement found may indicate the quality of 
rectal cancer surgery being performed.



Clinical services 

➢Tumor size is not considered of prognostic 
relevance for colorectal cancer and does not 
influence staging. However, size allows 
correlation with pre-operative imaging, 
endoscopic and surgical assessments, and 
evidence of response to preoperative therapy 
if smaller than the initial MRI/CT estimate.



cancer registration 

➢For statistics

➢For screening programs  

Siegel, R. L., Miller, K. D., 
Wagle, N. S., & Jemal, A. 
(2022). Cancer statistics, 
2023. CA: A Cancer Journal 
for Clinicians, 73(1), 17-48. 
https://doi.org/10.3322/caa
c.21763



Research 

➢To identify new molecular targets for novel 
therapies 



Education 



Service delivery 

• Given expanding molecular testing 
requirements, greater engagement of cellular 
pathology services with both molecular 
pathology and clinical laboratory genetics 
services is advised, to optimize local 
arrangements for testing pathways. Although 
most bowel cancer somatic tumor testing is 
currently performed using assays directed at 
specific genes, this is likely to migrate in 
coming years to a NGS panel-based 
approach to testing, covering a wider range 
of cancer-related genes of interest. 
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