
Nome Cognome
relatore affiliazione 

Does the perfect resection & 
histology report exist?  The 
pathologist’s perspective

PAOLA CASSONI



The main determinants:



Courtesy of A.Mussetto

Pathologist issue:
 Impossible to define specimen orientation & margins in CSP
 Endoscopist should orient/ink the specimen

Impact on FU
if SSA or HGD



Pathologist issue:
 Possible fragmentation & stalk retraction after FF
 Keep attention to correct orientation for paraffin inclusion
 Keep attention to correct interpretation of dystopic fields (cd Pseudoinvasion)

Courtesy of A.Mussetto



Orientation & 
stalk retraction artifacts

Dystopic fields (cd 
Pseudoinvasion)

Real SM invasion



•Epithelial ‘differentiation’ 
•Lamina propria accompaniment
•Accompaniment by non-adenomatous epithelium
•Haemosiderin deposition
•Mucosal prolapse changes
•Mucus cysts
•Continuity with surface adenomatous component
•Budding
•Desmoplastic reaction to glands
•Lymphatic and/or vascular invasion

What to look for in order to recognise epithelial misplacement

 What about pitfalls?
Pseudoinvasion/ epithelial misplacement (EM) versus real SM invasion

A grey area of UNDETERMINATE can be reported



Courtesy of A.Mussetto

Pathologist issue:
 Impossible to define specimen orientation & margins in pCSR
 Endoscopist should orient/ink the specimen

Impact on FU
if SSA or HGD

In the RIGHT colon



Courtesy of A.Mussetto

Pathologist issue:
 Impossible to define margins in piecemeal resections
 Eventual limitation in defining SMI
 Endoscopist should orient/ink the specimen



1) SUBMUCOSAL  INVASION
IDENTIFICATION 

3)  QUALITATIVE PARAMETERS
OF  RISK  

2)  LATERAL MARGIN
ASSESSMENT 

Pathologist issue:
 difficulties in defining specimen orientation can limit 1)
 fragmentation does not allow 2) and impacts on 3)
 Endoscopist orient ation of  fragments helps



GISCoR, 2006

ORIENTATION OF THE MICROTOMY  PLANE
“…Pieces should be oriented by the Endoscopist with their

submucosal side facing the plate…”

Histologic Staging and Piecemeal Resection



MICROSTAGING

[Quirke, Risio , Lambet, Vieth
2010]

Neither the Kikuchi (for sessile 
lesions) nor Haggitt (for polypoid
tumors) are easy to use in 
practice. The depth and the width
of invasion provides a more 
objective measure.

Each classification has
advantages and disadvantages.

All approaches need to be 
evaluated on large series from 
screening programmes to derive 
evidence-based
recommendations.

Haggitt Levels

Kikuchi  Levels

4 mm

1 mm



RESECTION MARGINS

Controversial 
definition

<1 mm at the submucosal margin 
of the resected specimen

Positive surgical margin is an adverse prognostic factor in pT1 
CRC, for the presence of residual disease and/or for LNM

LNM
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MULTIDISCIPLINARY DISCUSSION

Practical issue:
At the end of the histology report add the 

need of MDT

ESGE recommends that when there is a diagnosis of
lymphovascular invasion, or deeper infiltration than sm1, or
positive vertical margins, or undifferentiated tumor, or, for
colorectal lesions, budding grade 2 or 3, this should be
considered a high risk (noncurative) resection, and complete
staging and strong consideration for additional treatments
should be considered on an individual basis in a
multidisciplinary discussion.



TO THE BEST OF OUR KNOWLEDGE:
Check list and standardized report for pT1 CRC according to guidelines


