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Purpose
To establish a procedure on how to triage, assess margins and gross APR, LAR and other specimens for neoplasm.
APR specimen: This specimen may consist of perianal skin, anus, and rectum, and may include sigmoid colon. This procedure is used to resect low tumors of the rectum and anal tumors (squamous cell carcinoma, verrucous carcinoma, adenocarcinoma, etc.) located at/near the anal sphincter. The anus is usually 3 to 4 cm in length, and is demarcated by the proximal and distal margins of the internal sphincter muscle. The luminal surface is marked proximally by longitudinal folds (the rectal columns) that interface with distal folds (the anal columns) at the zone of transition from colonic to anal mucosa (the pectinate or dentate line). 
LAR specimen: performed to save sphincter function and avoid a colostomy, with tumor quite close to the distal resection margin.
Transanal mucosal resection: performed for superficial rectal tumors, consists of tumor and surrounding mucosa with possible underlying muscularis.

Definitions of Abbreviations
APR: Abdominal perineal resection 
LAR: Low anterior resection

Procedure
Triaging, Grossing and Sections for Histology on APR/LAR and complex rectal resections
1. Photograph the specimen(s) in its fresh, intact and uninked state!!! This is mandatory-no exceptions. 
APR/LAR specimens: take images of exterior surfaces (anterior, posterior, left lateral and right lateral).
For pelvic exents or multi visceral resections for rectal cancer: take multiple images of overall exent, organs involved and any other pertinent findings.
2. Identify and record the components of the colon present. Palpate the specimen to identify the location of mass lesions, making note of where the tumor feels closest to the radial margin. 
3. Record and dictate the extent of mesorectal excision (see below for grading and canned phrases for dictation). Is it incomplete, nearly complete or complete? If incomplete or nearly complete, please describe area incomplete. You should dictate this information in the first paragraph when using the Raymond paragraph system. If the surgeon does not orient the specimen, consult with Michart images, a PA or faculty member so the orientation is correct.
4. Ink the 4 radial mesenteric, skin, and soft tissue margins as follows: Anterior=yellow, Left=blue, Posterior=black, Right=Green. Ask transcription to load the standard RECTINK inking scheme.
5. If no mass lesions are present, open the specimen along the antimesenteric border using blunt scissors. If a tumor/scar is present, cut through an area of uninvolved mucosa and wall. 
6. Photograph the tumor/scar and any other mucosal findings.
7. Identify and describe any tumors or scars, recording distance to proximal, distal (skin), and exact locations: left, right, posterior, anterior, circumferential and recto sigmoid junction, mid rectum, etc. Describe depth of invasion to closest radial margin.
a. In neoadjuvant resections, only a scar may remain. Correlate with colonoscopy findings, and if necessary, contact the surgeon. In cases where no residual tumor remains, the entire scar is submitted for histologic evaluation. 
b. Carcinomas of the anus are staged by size of primary tumor and involvement of adjacent organs, while rectal primary tumors are staged with depth of invasion and involvement of adjacent organs.
8. Submit radial sections of margins that are within 2 cm of the tumor. Grossly normal margins that are more than 2 cm from the tumor need not be submitted. Be specific on location of greatest depth of invasion.
9. Submit any other significant findings.
10. Lymph nodes: Identify all lymph nodes present. Leave fat attached to deep aspect where mass was located. Serially section and look for lymph nodes within this area and submit as lymph nodes in region of mass. Strip away the reminder of the fat and search for lymph nodes by sectioning the fat into small fragments and palpating and dissecting out lymph nodes. If fewer than 12 nodes are identified, please notify a PA. It may be required to re-examine the tissue and submit any areas that may represent small nodes. Lymph nodes in colon specimens tend to be small (<0.5 cm) even when involved by metastatic disease.

Grading
In APR specimens, a portion of rectum is also submitted (and in low anterior resection specimens for rectal carcinomas), gross evaluation of the mesorectal envelope is performed for staging. The rate of local recurrence is inversely proportional to the completeness of excision and the distance from the tumor to the circumferential resection margin.
Incomplete (Muscularis Propria Plane)
· Little bulk to the mesorectum
· Defects in the mesorectum down to the muscularis propria
· After transverse sectioning, the circumferential resection margin appears very irregular.
Nearly complete (Intramesorectal Plane)
· Moderate bulk to the mesorectum
· Irregularity of the mesorectal surface with defects > 0.5 cm, but none extending to the muscularis propria
· No areas of visibility of the muscularis propria except at the insertion site of the levator ani muscles
Complete (Mesorectal Plane)
· Intact bulky mesorectum with a smooth surface
· Only minor irregularities of the mesorectal surface 
· No surface defects > 0.5 cm in depth
· No coning towards the distal margin of the specimen
· After transverse sectioning, the circumferential margin appears smooth

Canned Phrases Dictated at Time of Grossing
1. The mesorectum is intact with only minor irregularities and no defects deeper than 5 mm (complete resection).
1. The mesorectum contains ___ defects deeper than 5mm, but there is no visible muscularis propria (nearly complete resection).
1. The mesorectal specimen contains a ______ mm defect with exposed muscularis propria (incomplete resection). 

Example Dictation
A. Rectum" Received in formalin in a large container is an oriented APR specimen consisting of: Rectosigmoid colon (22.3 cm in length x 4.2 cm in diameter), mesocolon, epiploic appendages, and mesorectum. Specimen contains a suture which marks "anterior" as per MiChart photos. 
Grade: Nearly complete. The mesorectum contains two defects deeper than 5 mm, but there is no visible muscularis propria. 

Found at the level of the mid rectum within the left lateral aspect is a 3.2 x 1.4 cm concave, ulcerating mass located 2.5 cm from the distal margin and 20.2 cm from the proximal margin. Grossly, the mass appears to invade into the muscularis propria; however, not through it. 

The remaining uninvolved rectosigmoid colon is unremarkable. Multiple possible lymph nodes are identified ranging from 0.2 cm up to 0.7 cm. 

RECTInk Code: Anterior =yellow, left =blue, posterior =black, right =green. 

Cassette Summary: 
A1-A2. Mucosal mass including greatest depth of invasion nearest to left lateral radial margin. (1ss each) 
A3-A5. Mucosal mass including greatest depth of invasion of each cassette (left lateral radial margin not included). (1ss each)
A6. Mucosal mass to uninvolved rectum. (1ss) 
A7. Six possible lymph nodes submitted whole. (6ns) 
A8. Five possible lymph nodes submitted whole. (5ns) 
A9. Two possible lymph nodes submitted whole. (2ns)  



Triaging, Grossing and Sections for Histology on Transanal Mucosal Resection

1. Photograph all resections.
2. Most specimens are oriented, so be sure resection is adequately pinned to a Styrofoam backer and inverted in formalin to fix. If tumor is friable, allow specimen to fix overnight.
3. Dictate dimensions of resection, orientation and if muscularis is present.
4. Dictate tumor size, location to margins and depth of invasion including distance to radial margin.
5. Ink appropriately using at least 2 colors. Annotate diagram of where sections are taken. Consult with a PA or faculty member before taking sections. 
6. Most resections are small and can be submitted in total.





Mandatory Images for APR/LAR Cases
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Figure 1 Left
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Figure 2 Right
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Figure 3 Posterior
[image: C:\Users\mcgabb\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\3LUM30LH\IMG_0043 (002).JPG]
Figure 4 Anterior
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Sample Images and Diagrams of APR/LAR Cases
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Fig. 1 LAR specimen: good bulk of mesorectum, smooth surface, no defects in mesorectum.
Fig. 2 LAR specimen: good bulk of mesorectum with irregularities of the mesorectal surface (arrows).
Fig. 3 LAR specimen: little bulk of mesorectum with deep defect (arrow). The nonperitonealized surface marked by ink.
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Mesorectal grading: (A) mesorectal plane; (B) intramesorectal plane; and (C) muscularis propria plane with arrow denoting the exposed muscularis propria. Note: Specimens B and C are APR resections with the brackets identifying the sphincter complex. APR, abdominoperineal resection.
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