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A Standardized Pathology Report for Colorectal Cancer

Hee Jin Chang, Cheol Keun Park, Woo Ho Kim, Young Bae Kim, Youn Wha Kim,
Ho Guen Kim, Han Ik Bae, Kyu Sang Song, Mee Soo Chang, Hee Kyung Chang

The Gastrointestinal Pathology Study Group of the Korean Society of Pathologists, Seoul, Korea

Background and Methods : For standardizing the pathology report and diagnosis of colorec-
tal cancers, the Gastrointestinal Pathology Study Group of the Korean Society of Pathologists
has developed a pathology reporting format for colorectal cancer in collaboration with the Korean
Society of Coloproctology. Results : The diagnostic parameters are divided into two parts:
the standard part and the optional part. The standard part contains most of the items listed in
the Japanese classification, the TNM classification by AJCC, and the WHO classification. We
included detailed descriptions on each item. Conclusions : The standardized pathology report
for colorectal cancers is adequate for its application to routine surgical pathology reports, and
it is also helpful to decrease the discrepancies that occur during the pathologic diagnosis of
colorectal cancer. Furthermore, this reporting format could encourage nationwide multi-center

Key Words : Colorectal neoplasm; Pathology report; Surgical pathology; Neoplasm staging;
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Specimen type

o right hemicolectomy

O transverse hemicolectomy

o left hemicolectomy

o anterior resection

o low anterior resection

0 abdominoperineal resection

o0 subtotal/total colectomy

O total proctocolectomy

0 endoscopic mucosal resection

o transanal excision

o transanal endoscopic microsurgery (TEM)

o other

A B 7IAARS TR dA g B oke WAl
A & APREA ERANE B AT 5 IS
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Main diagnosis
o Multiple carcinomas

A FFo] T I o] ' AFolE multiple carcinomas
2 FAskY, 7P 4e ZokEE 7hzhe) ok fst RE 312
< A=, lymph node metastasis, associated findings, separate
lesionsZ 714 7).& Zokout &)l

FAGRE e 2484 £392 S B,

Histologic type
o Adenocarcinoma
o well differentiated
o moderately differentiated
o poorly differentiated
o Mucinous adenocarcinoma
o Signet-ring cell carcinoma
o Small cell carcinoma
o Squamous cell carcinoma
o Adenosquamous carcinoma
o Medullary carcinoma
o Undifferentiated carcinoma
o Other
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WHO #% 7]ZWE “more than just occasional small foci’
d o Fekstn, FAGEE AEY FxF JFo] AT o
Aekst? Othersol= Spindle cell carcinoma (Sarcomatoid
carcinoma), Carcinosarcoma, Pleomorphic carcinoma, Pig-
mented carcinoma, Clear cell carcinoma, Stem cell carcino-
ma, Paneth cell-rich carcinoma, Choriocarcinoma, Carcinoid
(Well differentiated endocrine neoplasm) So] g}’

Malignant lymphoma, stromal tumor 5 sl Je=

Location
O cecum
o ascending colon
o hepatic flexure of colon
O transverse colon
o splenic flexure of colon
o descending colon
o sigmoid colon

o overlapping lesion of colon ( )
o rectosigmoid junction

o0 rectum

o other

a4 $1xE ICD-09 /& w2nt’ i AA9 1og
150 em /H4E o, el Aol i 6 om, 4 AL
15 cm, 3 274> 50 cm, 3} 2% 25 cm, X A A%
£ 40 cmolH, AL 8 (anal verge) 9] 12-15 cm AP
E] dentate line®] 1-2 cm AP47RA| TH!

Zool el F FR AWAAS wE o gol AEE *
& ERe, 7 S S22 R Asle ve
W (overlapping lesion) &2 HF3aic}?

Gross type
o superficial

o fungating / polypoid
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o ulcerofungating
o ulceroinfiltrative
o infiltrative

o unclassifiable

A u)= WY gsdre &9t FE|E exophytic, ulcera-
tive, infiltrative, other® Y+ ‘}l U2 JEAAE type 0
BE type 57FA WFL 9tk Type 0% superficial type ©)
1, type 13E type 4+ A3 999 Borrmann® EFH3
A3} type 5+ unclassifiabled] df|gaich B AL3|o A=

o] &b RS 9 TRES AYstAth Superficial
type> A e FusiSd 3k 27] gt A8t
H’ 49 flat adenoma®} PEIAIR k9] FA7E T A
gk 2] olatd wZ SIATE” Yo EFIME type 05
type 0-1 (protruded), type O-II (superficial), type O-III (ex-
cavated) & A|E3}1, type 0-13} type 0-1I5 ZHzF Al 714 o}
3 (type 0-1: pedunculated, semipedunculated, sessile; type
0-1I: superficial elevated, superficial flat, superficial depre-
ssed) &2 UL 9

2 A73oIME fungating/polypoid typedlA F 7HA] &of
g BF ARSI St w5 §019] 5YS SlEAE fun-
gating types AHE8HE Aol T Fou &Fol A7 A2 A
71¢] tgANM = fungating typeE U= polypoid type©] ©
a7 Wzolth

Tumor size

Depth of invasion

o intraepithelial carcinoma (pTis)

o invades lamina propria (pTis)

o invades submucosa (pT1)

0 invades proper muscle (pT2)

o invades subserosa or pericolic/perirectal tissue (pT3)

o directly invades adjacent organs or structures (including levator
ani muscle) and/or penetrates visceral peritoneum (serosa) (pT4)

A & 4eld vt_" = 293 7P =To] Bl
g 7k itk o
O1AEA] 9k A 9= (intramucosal carcinoma)©l] E3HA]
7= Wbl ? WHO ZFME AuU 92 (intraepithelial car-
cinoma) ¥ FEAF BT Hold 0] Ak fltke ol
F w2l I= o]FATORE BFIC® wehA W] At of
9 71ES 2Lk wEk A W B e ool A4
T glom, o|2 Q&) AV YA 4 Slch

& dArsloAE AJCC/UICC° %‘i; ?"J B7] 78S o
2712 stk o] ZleelAe <+ %

Ho] BRME carcinoma in situZ
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o)A (cribriform: gland within gland, bridging or back to
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FEA] o WEE Z9 ¢l 7|28 (invades proper mus-

cle [invades subserosa by lymphatic emboli]).

Skip metastasis (multiple tumor foci in mucosa or sub-

mucosa of adjacent bowel) &= ¥4 Ho|E 73R =t}
[Endoscopic or Transanal Excision only]
0 invades submucosa (sm1, sm2, sm3) (pT1)

For sessile lesion:
depth of submucosal invasion: __cm

For pedunculated lesion
level of invasion:
depth of submucosal invasion in stalk: ___cm

o] YA 10% EE
F83 9 870 847 o 34F T, ¥ 02 em
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Fig. 1. The histologic features of intraepithelial carcinoma (A), invasive carcinoma (B), and pT4 carcinoma showing penetration of visceral

peritoneum (C) or attachment of visceral peritoneum (D).

not G& SJALE Zhf ztel7t vk FH|AE Haggitt 50l
A|oFst “level of invasion (head, neck, stalk, submucosa of
bowel wall)"& W= vk JRME= o) 7] HdA F
T A7 A3l we stalkl e A& HolE #71%
S A Ak’ F 7R 71F F. Hagaitt level§ AE
73, stalkW ol Ag WE A& Aot o= FxIA
T ol v, 48 71ES A9 E Aol e stakd] &) §le
o Herel Ago] £59 oL leveldlA] & 4 Sitke ©o] 9l
ot mEbA 2 AFsME T 7 V1SS B #7187 R o
Hom, stalkdl A3l A& Hole £59Y necks 7158
sto] 243 F A7 7158712 S9th(Fig. 2D, E).°
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[after treatment]
(¢l) invades proper muscle after treatment (ypT2)

a4 AJCC/UICC 7] £l mar $a4 3¢ A
ARE 3 AflE 7] el Y& 2ol
A AE T A§ Hole ypTE 7|53y, 24 A W7
ypNE 27]%th

i

[recurrent cancer]
(ell) invades subserosa, recurred cancer (rpT3)

A A o] A& ol pTE 7153t

Resection margin
o involved by carcinoma
o free from carcinoma

safety margin; proximal cm
distal cm
radial cm

1_

a4 Involved by carcinoma®l 7339+ safety margine
0 cmo 2 AHeth
Visceral peritoneum®.2 E&iite] QA &2 A 3¢

.

=1 -

radial (circumferential) margin®] ¥ 37} F£&Z5 AL
Z

ofo] AW =R oJB 9} safety marging H7|slodof drhb
Radial safety margin®] 1 mm "% wj=(by direct spread,

lymph node metastasis, vascular invasion, or tumor satellite)
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Fig. 2. Management of EMR specimen. The resected specimen should be pinned to a flat plate (A). After fixation, the margin of the pinned
out specimen should be stained in different colors, and the mucosal tissue should be sectioned serially in 2-mm thickness (B). In a flat or
sessile lesion, depth of submucosal invasion should be measured (C). In a pedunculated lesion, the depth of submucosal invasion should
be checked in two ways (D and E). One is Haggitt's level of polyp (D) and the other is depth of submucosal invasion in stalk (E).

positive2 34 gk} 12

AR PR W ool 2] 21/3 ooz Hhy} ek 2] 2ke] Ab
1/3 38k 2 Al Azla) 318 AAe] SHME peritonealization
o] Eof A Wtk IHE=E o] F-9jollM AT kel thal
ME radial safety marging 7128k ZAo] YF o]t}

s wkefo] BAIE O] 9IA] g AfolE 7 7 lat-
eral margin@} deep margin%t 7] =3It}

Carcinoma in an adenomao|A ZA<49] involved by ade-
nomagl 73¢9+ free from carcinoma® JA|8FY, pre-exist-

ing adenoma oA HAAA YHS 7=

[Endoscopic or Transanal Excision only]
o involved by carcinoma
o free from carcinoma
safety margin; proximal __cm

distal_cm
right__cm
left__cm

deep ____ cm (SM invasion only)

Regional lymph node metastasis
0 no metastasis in all regional lymph nodes
O metastasis to ___outof ___regional lymph nodes
PN_

pNO: no metastasis
pN1: metastasis in 1-3 LN
pN2: metastasis in 4 or more LN
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Isolated tumor cells (Fo]¥ F%¢] 2717} 0.2 mm ola}) =
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Yt HEGA 07 wAs = P24 o9 thF-E-2 malignant
activity (gland formation, stromal reaction, proliferation)”}
FHlEo] gloH g Ho] Lajel] E3Hei

Regional lymph node ©]9]¢] YXH(external iliac T+
common iliac LN) 4] Hol& 97 Ao|Z #AAs, pN H7]
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[Lymph node groups]
(ell) pericolic LN,3/5; IMA LN,0/4; «--eeeeeereeennes

A4 MER EAEC 44 Yrde) Ajt ¥Ew /)8
.

Lymphatic invasion
o not identified
O present
Venous invasion
o not identified
O present

4 HE 9292 lymphatic vessel®} blood vessel S T3
& e A7 Ea7) gl Eol] 22 vessel WS lymphatic
invasion® 2, 2&=0] & 2 vessel I venous invasion
o7 7FFl

Fig. 3. The gross feature of pedunculated tubular cdenoma (A) and the histologic features of tubular adenoma (B), villous adenoma (C),
and serrated adenoma (D). Serrated adenoma rests mainly on the uniform population of abnormal epithelial cells with mild nuclear pseu-

dostratification and eosinophilic cytoplasm.
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Perineural invasion
o not identified
O present

3| d: Intraneural invasion= perineural invasiono] ¥3SHA]

A 7=

Pre-existing adenoma (describe when present)
histology, grade
size and involvement of resection margin

&4 Carcinoma in an adenoma (carcinoma component
7} ¥l 50% u|9h 9} carcinoma with adenomatous com-
ponent (carcinoma component”} ¥ 2] 50% o]} s}
£ A5olgt 7158, gt #elH AE-S separate lesiond]
7155,

Al£9] histology+= tubular (Fig. 3A, B), tubulovillous, vil-
lous, serrated adenoma@ WRrth Villous adenoma+s o] B
3} leaf-like projection®] 80% ©]%<¢l 7A-¢-ol|(Fig. 3C), ser-
rated adenoma¥= surface epithelial dysplasia?} 913 serration
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o] 20% o)A UL Ao Ae3tHFig. 3D). Serrated ade-
noma+= uniform epithelium &2 IEFo] 97 x| =3
< Holtk

A9 gradet low grade dysplasia®} high grade dyspla-
sia® WFH, tubular, tubulovillous, villous, serrated adenoma
of B Agsith e 9 Aot Alx Aol 2/3 os}o]
I 2 o] §1& W low grade dysplasia® #-F3HH(Fig.
4A). Regular chain Fej¢] A T2 T2 o HF=HA
%TTHFig. 4B). THE 39 Aol7t AlE Zol9] 2/3 o]0l
A KFig. 4C) A F%9 o) AH(irregular budding 2-& branch-
ing)©] 91 W=(Fig. 4D) high grade dysplasia® H-F3hch>!
Iy o] AE2] baseo] ol YA &S tangential cutting
o] 7| wjiel, FHE A9 Lot N Zolg} A9 g A
£ high grade dysplasia® Zgaledo} 3t}

Low grade®} high grade dysplasia’7} 41 S = high
grade dysplasia® #F3H= 2o 9Fo|tt! T2} high grade
component’} &= X AoJok high grade dysplasiad] M
o8 AddAe] gt 71E2 ok AYEH A gk Ly
od=x A=A sl(inflammatory bowel disease) oAl A3l dys-

Fig. 4. The histologic feature of colorectal adenomas with low-grade dysplasia (A and B) and high-grade dysplasia (C and D).
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plasia®l A= Q1Fs A 7 o)Ate] MEZ7} high grade dys-
plasia®] 274 HY 7% high grade dysplasia® @3t
71F0] ek

d]) Pre-existing adenoma: Tubular adenoma with high
grade dysplasia (34X25X04 cm, involvement of proximal

resection margin)

Associated findings
o Tumor perforation (pT4)
o Mesenteric/omental seeding (M1)
o Metastasis in other sites (M1)

specify

Lymphatic invasion

o mural or o extramural

o minimal or 0O moderate or o marked
Venous invasion

o mural or o extramural

o minimal or 0O moderate or o marked
Perineural invasion

o mural or o extramural

o minimal or 0O moderate or o marked

s HHel g We 7153 fls ve 715 Rt

Separate lesions
o Adenoma
o Polyp
o GIST
o Ulcerative colitis/Crohn’s disease
o Others

specify

L=y
omz Erlee A AgETh 4 o W A
a7 SN, A okEe) el B2o) 57) o)olo]
of gt}

W A AE5e U UE 249 A5 F2ALE of
A 3] FHEA gkt web gz g A7 Al i

ul
=
A G Qe A 7)Ao R ERaAh”

s WHol gle W 7ISe fle e 7154 BT

EH| cHEe| B J|RqAKEY

Tumor border
o expanding
o infiltrative
Lymphocytic response
O intratumoral or
omild or

o peritumoral
o0 moderate or O marked

Depth of invasion

Optional subclassification of pT3
o T3a (<1 mm beyond the border of proper muscle)
o T3b (1-56 mm beyond the border of proper muscle)
o T3c (5-15 mm beyond the border of proper muscle)
o T3d (>15 mm beyond the border of proper muscle)

Optional subclassification of pT4
0 T4a (directly invades adjacent organs or structures)
o T4b (penetrates visceral peritoneum [serosal)

Isolated tumor cells and micrometastasis
(<) Regional lymph node metastasis:
Metastasis to 2 out of 20 lymph nodes, including 1
micrometastasis (pN1)
Isolated tumor cells in 5 lymph nodes
(<ll) Regional lymph node metastasis:
No metastasis in all (20) lymph nodes
Isolated tumor cells in 2 lymph nodes (pNO[i+])

i..
[
o

570 9] QA LZE (tumor budding) ©] Z8]E-( X 250H)
opoll A 107 o] #HAE wl= FoFHA oSt it
A7} Ak

AEA AL Tl 7HEWES §lo] A 2835 dissection
A, 22 Mot Bqpaet GAH ] o] A7 dissec-
tionstAW, 417 FFol e A¢E dh

4 Ul HEZTF HES dnEeA B9 (microsatellite
instability) 3 2 e AAZE, FHAE W FZF(tumor

24w drlieA BT Fod S Bote B
27F ekt

A 02-2 mm Z71AY 1EY 2% malignant acti-
vity7} 2™ micrometastasis® #4313, Ho| sexlel| ¥ 3s}

,HEE 7158

02 mm ©]&2] Ao|olA malignant activity’7} §l= wie
isolated tumor cell2 #As}, Aol Aol E3s}A] AT
HER 7|53

Therapeutic response
o No regression
o Minimal regression
o Moderate regression
O Near total regression
o Total regression

;AR W19 S AR FRAGLE WIS
2, 2A4 LS Fol] GI5t] 5% A YL, WA B2
Agg A L ool g,

A A97E ol gk 1e
2 WelsH o RS /1FE oA
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Fig. 5. Pathologic grading of therapeutic response for chemoradiation therapy: minimal regression (A), moderate regression (B), near total
regression (C), and total regression (D).

QRo|HE HA Hiel ol gl QAES] ol wj T
3 7o) e

sis or disappearance of tumor in less than 2/3 of tumor):

9t} grade 0 (no change): grade 1 (necro-

grade 2 (necrosis or disappearance of tumor in more than
2/3 of tumor): grade 3 (severe change: no viable cells evi-
dent) o] ¥HYL AR F AT BRAAE AR A o)
A71E &7] oH7] Wil Bt 2Fs] At ¢A
o] sl

o] )% Dworak S35} Mandard S
A2 WS BRYol Stk o] F 74 #AY
o Sh S S A A WK ), 1, 9
3} &) A% Wl no regression, minimal regression, mod-

Al Jf{ EERE
= .

erate regression, near total regression, total regression®| T}
A7 AAR etk 445 $5< Dworak £F14E no
regression®] 05, total regression®] 4559 WwHo]® Man-
dard ¥FoIXNE 27} 5577 153 sigEtt” & d73)
dME 919 Bl 7K S5 AAE SAE AR 43 I

E A&oEm, o 7 A7 i b &7 AAE A

Laltigte 4A A8 5 AeE gtk 57 71ES okt
ZrH(Fig. 5).

No regression: no evidence of irradiational change (fibrosis,
necrosis, vascular change)

Minimal regression: dominant tumor mass with obvious
irradiational change

Moderate regression: dominant irradiational change with
residual tumor (easy to find)

Near total regression: microscopic residual tumor (difficult
to find) in fibrotic tissue

Total regression: No residual tumor cells, only fibrotic mass

LHAIZ MZe| BE 7|MmArE

Location
o cecum
o ascending colon
o hepatic flexure of colon
o transverse colon
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o splenic flexure of colon
o descending colon

o sigmoid colon

o rectosigmoid junction
O rectum

o other

Specimen type
o endoscopic biopsy
Histologic type
o Adenocarcinoma
o well differentiated
o moderately differentiated
o poorly differentiated
o Mucinous adenocarcinoma
o Signet-ring cell carcinoma
o Small cell carcinoma
o Squamous cell carcinoma
0 Adenosquamous carcinoma
o Medullary carcinoma
o Undifferentiated carcinoma

6. Regional lymph node metastasis : no metastasis in all __ regional
lymph nodes (pNO), metastasis
to __ out of __ regional lymph
nodes (pN_) (pericolic/perirectal
/ ,IMAroot / ,LN /)

7. Lymphatic invasion : not identified, present

8. Venous invasion : not identified, present

9. Perineural invasion : not identified, present

10. Pre-existing adenoma : (tubular, tubulovillous, villous, serrated)
adenoma (with high grade dysplasia)
1)size:___X_X__cm
2) resection margin : free from adenoma,

involved by adenoma

11. Associated findings : perforation, mesenteric seeding, metastasis

12.Separate lesions : adenoma (type and grade), polyp, GIST, ulcer-
ative colitis/Crohn’s disease, others__

(el&EA = EMR A NA T Agale 354)

CHASQS 22T &Y of

o Other
CHElet BES A

(Colon, Rectum), (right hemicolectomy, transverse hemicolectomy,
left hemicolectomy, anterior resection, low anterior resection, abdomi-
noperineal resection, subtotal/total colectomy, total proctocolectomy),
(endoscopic mucosal resection, transanal excision, transanal endo-
scopic microsurgery):

. Multiple carcinomas, carcinoma in an adenoma, carcinoma with
adenomatous component

. Adenocarcinoma, (well, moderately, poorly) differentiated, Mucinous
adenocarcinoma, Signet-ring cell carcinoma, Small cell carcinoma, Sg-
uamous cell carcinoma, Adenosquamous carcinoma,
Medullary carcinoma, Undifferentiated carcinoma, Other.

1. Location : cecum, ascending colon, hepatic flexure of colon,
transverse colon, splenic flexure of colon, descending
colon, sigmoid colon, overlapping lesion ____, rectosig-
moid junction, rectum, other.

2. Gross type : superficial, fungating/polypoid, ulcerofungating, ulcero-

infiltrative, infiltrative, unclassifiable
3.Size:____X___X__cm

4. Depth of invasion : intraepithelial carcinoma (pTis), invades lamina
propria (pTis), invades submucosa (sm1, sm2,
sm3) (pT1), [for sessile lesion: depth of SM inva-
sion ;__ cm ], [for pedunculated lesion: level
of invasion : head, neck, stalk /depth of SM in-
vasion in stalk .__ cm], invades proper muscle
(pT2), invades subserosa or pericolic/perirec-
tal adipose tissue (pT3), directly invades adja-
cent organs or structures or penetrates viscer-
al peritoneum (pT4)

5. Resection margin: involved by carcinoma, free from carcinoma
safety margin: proximal __ cm, distal __ cm,
radial__ cm [right __ cm, left __ cm, deep
___cm(SMonly)]

Colon, anterior resection:
. Carcinoma with adenomatous component
. Adenocarcinoma, moderately differentiated
1. Location : sigmoid colon
2. Gross type : fungating
3.Size:25x15x15cm
4. Depth of invasion : invades proper muscle (pT2)
5. Resection margins : free from carcinoma
safety margins: proximal 3.2 cm, distal 6.6 cm
6. Regional lymph node metastasis : no metastasis in all 20 regional
lymph nodes (pNO) (pericolic 0/
10, “IMA root” 0/10)
7. Lymphatic invasion : present
8. Venous invasion : not identified
9. Perineural invasion : not identified
10. Pre-existing adenoma : tubular adenoma with high grade dysplasia
1) size : 1.5X1X0.5 cm
2) resection margin : free from adenoma
Colon, transanal endoscopic microsurgery:
. Carcinoma in an adenoma
. Adenocarcinoma, well differentiated
1. Location : ascending colon
2. Gross type : polypoid
3. Size : 1.2X0.8X0.5 cm
4. Depth of invasion : invades submucosa (sm1) (pT1) (for pedun-
culated lesion: level of invasion : stalk, depth of
SM invasion in stalk : 0.01 cm)
5. Resection margins : free from carcinoma
safety margins: proximal 2 cm, distal 1 cm, right 0.5 cm, left
1cm, deep 0.02 cm
6. Lymphatic invasion : present
7. Venous invasion : not identified
8. Perineural invasion : not identified
9. Pre-existing adenoma : tubular adenoma with high grade dysplasia
1)size: 25x2.0x1cm
2) resection margin : free from adenoma
Rectum, endoscopic biopsy:
Adenocarcinoma, moderately differentiated
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