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Why use reporting proformas? 

Åact as an aide memoire for reporting 

 

Åensures (almost) 100% completion of key diagnostic / 

prognostic criteria 

 

Åquicker and easier for clinicians to read 

 

Åquicker and easier for pathologists to review and audit 

 

Åas the report will be the basis for recommending adjuvant 

therapy, need complete information available  



ÅIn a randomised study of free text vs proforma in 2,000 

colon and breast cancer reports in 16 Welsh pathology 

labs: 

Åa 24% increase in complete set of data points required for 

patient management and 28% increase in a complete set 

of data points required for cancer registry 

Åproformas were preferred by clinicians and acceptable to 

pathologists 

Å[Eur J Cancer. 2002 Apr;38(6):p764]   

 

ÅDisadvantages: need to be clear to read ï layout 

important 



So what is in the UK RCPath proforma? 

 

ÅSeparate colon cancer and rectal cancer proformas 

 

ÅMainly tick box or yes/no answers with spaces for 

measurements 

 

ÅFree text for extra information for gross description and 

the conclusion (or the non straightforward ones) 



Gross description 

 

Ålength of specimen éé.mm 

Åsite of tumour 

Åappearance of tumour (annular, polypoid, ulcerating) 

Åmaximum tumour diameter éémm 

Ådistance to nearer cut end éémm 

Åpresence of tumour perforation ï pT4 (yes/no/cannot be 

assessed) [defined as a visible perforation through tumour 

to lumen] 

Ådoughnuts included? 

 



Left sided polypoid tumour 



Gross description differences 

ÅParticular to colon 

Åfor caecal tumours, distance to posterior non-

peritonealised margin éé.mm 

 

ÅParticular to rectum 

Ådistance from dentate line éé.mm [only for APE] 

Åtumour above/at/below peritoneal reflection 

Ådistance from the circumferential margin éé.mm 

Åplane of excision (mesorectal/intramesorectal/muscularis) 



Specimen handling 

Åpreferably receive unopened in an adequate amount of 

formalin 

 

Åany non-peritonealised margin inked 

 

Åopened either longitudinally or ñbread slicedò for good 

penetration of fixative 

 

Åcan be pinned on a cork board if storage space allows 

 



An inked APE with vaginal cuff 





Megablock showing sphincter anatomy  



Tumour with anterior Denonvillierôs septum (or fascia) 

courtesy of Prof Heald 



ypT3 pos CRM & seminal vesicle 



pT4a with vaginal wall invasion 



GEWF as a fixative in Exeter 

Åa solution of glacial acetic acid, formaldehyde and water 

 

ÅAn audit from February to July 2009: 

ÅColon cancer specimens fixed in formaldehyde (n = 23) 

yielded a mean of 14.2 lymph nodes compared to those 

fixed in GEWF (n = 27), that yielded a mean of 19.8 

nodes (p = 0.004, -1.7 to -9.5 nodes). Rectal cancers 

from 2007 fixed in formaldehyde (n = 29) yielded a mean 

of 11.1 lymph nodes compared with those from 2009 fixed 

in GEWF (n = 17), that yielded a mean of 17.8 nodes (p = 

0.0016, -2.5 to -10.9 nodes).  

ÅThe number of positive nodes did not change significantly 



Tissue sampling 

Åat least four blocks of tumour, concentrating on deepest 

depth of invasion, serosal involvement, closest CRM and 

possible extramural venous invasion 

 

Åone block of normal background mucosa (usually closest 

longitudinal resection margin)  

 

Åpolyps and other macroscopic abnormalities 

 

Ådiligent lymph node search with all nodes retrieved and 

highest node recorded separately 



Microscopy 

 

ÅType : adenocarcinoma yes / no 

 

ÅSpecial type : yes / no If yes, éééé 

Å[squamous, small cell, goblet cell, etc] 

 

Å Differentiation by predominant area 

Åwell/moderate  yes/no     poor  yes/no 

 

 



Grading issues 

ÅWell diff = 41 (5.1%) 

ÅMod diff = 656 (82.1%)  

ÅPoorly diff = 102 (12.8%) 

 

Å5 yr mortality = LG 277/697 

(39.7%) and HG 53/102 

(52.0%), p=0.002 

 

ÅRCPath currently recommends 

grading on predominant area 

(based on one small paper from 

1988) 

 



Poorly differentiated MMR def tumour 


