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L Purpose
To provide a procedure for the dissection of a total mesorectal excision specimen done
for carcinoma of the rectum.

II. Principle
To take histologic sections using whole mount (macro) cassettes to demonstrate the
pathologic process so that a diagnosis can be made microscopically. All margins and all
lymph nodes should be examined. The quality of the mesorectal excision should be
assessed.

III. Equipment
Ruler
Forceps
Scalpel
Scissors
Large knife
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1V.  Special Safety Precautions
1. PPE should be worn.
2. 10% FORMALIN is a known carcinogen.

V. Supphes and Reagents

10% NEUTRAL BUFFERED FORMALIN (pH range 6.9-7.2)
Black Ink

Blue Ink

Green Ink

Orange Ink

Yellow Ink

White Distilled Vinegar
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VI.  Quality Control
All remaining tissue should be retained in accordance with CAP requirements,
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VII. Limitations/Notes
1. Grossing of these specimens is restricted to the Pathologists’ Assistant
or 3"/4™ year residents only (with available oversight by pathologist
and/or PA)
2. The specimen should be pinned out and fixed in formalin for at least
24 hours.

VIII. Procedure
1. Assess the quality of the mesorectum and include in dictation.

A. Incomplete
- Little bulk to the mesorectum
- Defects in the mesorectum down to the muscularis propria
- After transverse sectioning the circumferential margin appears very irregular

B. Nearly Complete
- Moderate bulk to the mesorectum
- Irregularity of the mesorectal surface with defects greater than 5 mm, 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

C. Complete
- Intact bulky mesorectum with a smooth surface
- Only minor irregularities of the mesorectal surface
- No surface defects greater than 5 mm in depth
- No coning toward the distal margin of the specimen
- After transverse sectioning the circumferential margin appears smooth

Posterior CRM Inked  Anterior CRM Inked

2. Orient the specimen and ink the posterior radial margin (non-peritonealized area)
black, the anterior radial margin (non-peritonealized area) green, the right radial
margin (non-peritonealized area) orange, and the left radial margin (non-
peritonealized area) blue. If the tumor is more proximal and near a peritonealized
surface, ink the peritoneum using a fifth color.
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Use vinegar as a mordant for the ink.

Open the specimen anteriorly.

Pin out the specimen and fix for at least 24 hours in formalin.

Identify all components of the specimen that are present (ex: sigmoid, rectum, anus,

anal skin) and measure each. Include a length and a diameter or an internal

circumference (if necessary, give a range of measurements).

7. Describe the specimen using a systematic approach (ex: outside to inside). Carefully
inspect the external surface and the mucosa.

8. Describe and measure the neoplastic pathologic process (size, shape, color, &
consistency).

9. Serially section the tumor/tumor bed at no more than 5 mm intervals from proximal to
distal.

10. Describe the cut surface of the neoplasm and the layers of the colon wall that are
involved.

11. Measure the thickness of the neoplasm.

12. Record the distance of the neoplastic process to both the proximal and distal margins.

13. Record whether the tumor is closest to the anterior, posterior or lateral inked radial
margin and record the distance.

14. Describe where the neoplasm is in relation to the posterior peritoneal reflection, the
anterior reflection (level of Pouch of Douglas on females), and the pectinate line (if
present).

15. Submit shave sections of the proximal and distal margins. If the tumor or pathologic
process approaches the margin, take perpendicular sections at that margin which may
also include the neoplastic process.

16. If there is gross tumor, take a 1 cm superficial section and place in a normal cassette
for possible MMR (Mismatch Repair) studies and ink the area on the main specimen
that it is taken from.

17. If the specimen has been treated and gross mass/invasion is not seen, submit the
entire tumor bed including at least one section proximal, distal, and lateral to the
tumor bed in whole mount (macro) cassettes.

18. If there is gross tumor and submitting the entire tumor will exceed five whole mount
(macro) cassettes, submit at least three full thickness sections of the tumor or
pathologic process at its greatest depth of invasion in whole mount (macro) cassettes,

19. Sample any other grossly identifiable abnormalities.

20. Complete a thorough lymph node search and submit all identifiable lymph nodes.

A. For untreated specimens, a minimum of 12 lymph nodes should be found. If 12
lymph nodes are not found, submit an additional 10 cassettes of fat.

B. Treated specimens with history of chemoradiation have no lymph node minimum.
It is at the discretion of the assigned pathologist to decide on further action (i.e.
submitting more fat).

21. All regular tissue cassettes should be processed at the end of the day.

22. All whole mount (macro} cassettes should be placed in formalin and placed on the

counter in the embedding room until further processing by histology.
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