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and peripheral blood markers of disease stage. Among the
latter, identification ofPSA mRNA by reverse transcriptase
polymerase chain reaction is promising20 but
controversial.2'
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Colorectal cancer reporting: are we failing the patient?

In the United Kingdom, about 25 000 cases of colorectal
cancer occur each year and more than 80% of these will be
treated by surgical resection. Thus the average laboratory
can expect to receive at least 100 resections annually.
Despite being a routine part of pathological practice,
results from the Welsh audit undeniably demonstrate a
disturbing poverty of pathological reporting of such resec-
tion specimens.' We believe that these results reflect a
countrywide weakness of colorectal cancer pathological
reporting. There have been audits performed in many
regions of England and in Scotland, and these have shown
broadly similar results. Disappointingly the quality of
reporting seems to have improved little since the poor per-
formance was highlighted more than 15 years ago.2 What is
most disturbing about the Welsh audit is the fact that so
few hospitals and reports even fulfil the minimum dataset.
This is of critical importance for individual patient
prognosis, for the determination of postoperative adjuvant
chemotherapy and radiotherapy, to provide an indicator of
the quality of rectal surgery, and for the overall
management of the disease.

Colorectal cancer pathological reporting has received
much publicity in the past 15 years. Why, then, is the
reporting not even fulfilling these minimum standards? We
believe that much ofthe responsibility for these deficiencies
can be laid at the heart ofthe pathological establishment, in
education of pathologists, and the attitude of senior staff
towards the macroscopic assessment of specimens. There
is no doubt that if the "cut-up" of a colorectal cancer
specimen is poor then no amount of sophisticated
microscopic assessment can redeem the position. Lymph
node harvesting, evaluation of local spread, and the deter-
mination of margin and serosal involvement all demand
diligent assessment and dissection of the specimen and rely

little on microscopic evaluation. However, macroscopic
assessment is still poorly taught and certainly does not fig-
ure highly in Royal College examinations. Prioritisation in
pathological practice remains with microscopic assessment
and in many centres the cut-up is still largely the province
of junior pathologists. We can understand that pathologists
are not inclined towards the dissection of a poorly prepared
colorectal cancer specimen but current practice demands
that such specimens are adequately prepared so that the
maximum amount of information can be derived. While
the attitude of most pathologists towards the Ashworth
dilemma' was wholesale condemnation, the proposal that
well trained MLSOs should dissect specimens may require
further consideration if pathologists do not have the time
or motivation to assess such specimens adequately.
The importance of the pathological reporting of

colorectal cancers has increased enormously for two main
reasons: first, the recognition of the significance of involve-
ment of circumferential (radial, mesorectal) margins in
rectal cancer with the potential for the pathologist to audit
the technical quality of the surgery; and second, the influ-
ence of pathological results on the decision to institute
adjuvant therapy. The results of assessment of circumfer-
ential margin involvement were particularly poor in the
Welsh audit. Yet this is the major determinant of local
recurrence in rectal cancer, a feature with a profound
influence on morbidity and mortality."6 Failure to identify
circumferential margin involvement in rectal cancer denies
the patient the chance to be considered for postoperative
radiotherapy which might help to salvage the situation. It
has been shown how few useful data can be gained from the
assessment of proximal and distal margins of excision7:
pathologists should instead concentrate on the assessment
of circumferential margins and the serosal surface that
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provide much more useful prognostic and management
information. As an important clinical audit, good patho-
logical assessment can identify surgeons with a high
circumferential margin involvement rate so that they can
improve the quality of their surgery, usually by ensuring the
complete removal of mesorectal tissue without violation of
the mesorectal fascia.'
One of the problems confronting practising pathologists

is the contradictions in the literature over what factors and
what staging systems are the most useful for prognostica-
tion and further patient management. The literature would
appear to demonstrate that no less than 22 pathological
parameters have independent prognostic significance,
varying from those of undoubted major importance, such
as lymph node involvement and circumferential margin
involvement in rectal cancer, to those which are highly
dubious and not to be recommended for routine use.9 10
Furthermore, there is little international agreement on the
most useful staging system. Most pathologists continue to
use solely the Dukes' system"; however, the TNM system
is rapidly gaining in popularity in the United Kingdom,
particularly among surgeons and oncologists.

In the Welsh audit, only pathological reports were
assessed and there may well be further deficiencies in the
assessment and interpretation of macroscopic specimens
and histological sections. For instance, there is evidence to
indicate that the quantity of lymph node harvest has a
direct effect on staging.'2 13 In the South Western Region
Colorectal Cancer Audit, the data suggested that 25.7% of
cases would have been upstaged from Dukes' A/B to
Dukes' C with exemplary lymph node harvesting (mean
19.6) compared with other centres with a mean of 5.88
(Pheby DFH, Levine DF, Shepherd NA, unpublished
data). In Germany, the number of lymph nodes found
directly influenced the frequency of Dukes' C cases (21.5%
for 1-5 nodes, 38.3% for 6-11 nodes, 45.6% for 12-20
nodes, and 48.3% for > 20 nodes).'3 As Dukes' staging is
the most powerful determinant of postoperative adjuvant
therapy, the importance of adequate lymph node assess-
ment is all too evident.

It is clear that a small number of unequivocally useful
pathological parameters only should be advocated for rou-
tine reporting,'4 and that other data should only be recom-
mended for research type protocols such as that developed
by the United Kingdom Coordinating Committee for
Cancer Research (UKCCCR). There must, however, be a
dependable mechanism for the widespread promulgation
of new data. For instance, one of us has recently shown
that, in an unselected, prospective study of colonic cancer,
peritoneal involvement was the single most powerful prog-
nostic determinant, and predicted cases which subse-
quently recurred within the peritoneal cavity.'5
What of the future? We concur entirely with our Welsh

colleagues that the future lies in structured template
proformas. We accept that such proformas are not popular
among pathologists and we agree that they should not, and
must not, replace free text reports. Instead they should be
seen as an aide memoire to ensure that all useful data are
recorded. A colorectal cancer audit performed in Yorkshire
has demonstrated that the use of standardised protocols is
the best way to ensure that adequate data are provided and
this method has been adopted by busy district general hos-
pital pathologists in Yorkshire (Wyatt JI 1996, personal

communication). There has been a veritable explosion of
colorectal cancer reporting protocols, both national (Royal
College of Surgeons/Association of Coloproctology, UKC-
CCR) and regional, all of which are subtly different. There
have also been many national (notably through the
RCS/ACP Guidelines for the Management of Colorectal
Cancer) and regional initiatives through audits to improve
pathological reporting.
What is required now is national leadership to

coordinate the development, and more importantly the
general acceptance, of a national protocol for the reporting
of colorectal cancer. It is with much anticipation that we
report the formation of a Royal College of Pathologists
Working Group, by the President, Professor RNM
MacSween, under the chairmanship of Professor JP
Sloane, to advise on the reporting of common cancers and
to formulate national guidelines and to provide the mech-
anism for the updating of such guidelines as new data
becomes available. We strongly advocate the endorsement
of the RCS/ACP proforma for colorectal cancer reporting
and we fervently hope that the Royal College of
Pathologists will ratify its use for routine reporting. Only by
such a coordinated plan of action by a national pathology
organisation can we hope to achieve acceptable reporting
standards that are evidently so lacking. Pathologists need
these for their own credibility; patients require them to
enhance their chances of cure from an all too frequently
fatal condition.
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