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Introduction

. . . . . A guality improvement project between DIBCROSLE : -Ease of data-retrieval (p=0.0001)
The information derived from a cancer histopathology report (HPR) dictates qh y mp bro) FOMOUR TyPR; INVASIVE SQUAMOUS CELL CARCINOMA, LATERAL TONGUE “Residents able to grasp salient points

. . . . . pathologists and head and neck surgeons TMOT BoToh T
staging, prognosis, adjuvant treatment planning after surgery and is an in a setting of tertiary care hospital. The TMN: pT1 pNO ’ (p=0.0001)
integral data-point of the national cancer registry [1]. The HPR is an extremely . . ' PERINGURAL TNVASION: NOT SEEN. | -Ease of explanation of HPR to patients
valuable document that links the pathologist to various stakeholders in cancer project was commenced in June 2017 10 ANToRTon 0 ot SR (p=0.0001)

ANTERIOR: {3
P J Jan 2018. To test S-HPR format for HNC LATERAL: 1.5cm -Ease of discussion over synoptic HPR

treatment; the surgeon is concerned with margins adeguacy, oncologist on MEDIAL: 1.7cm

surgery specimens. To submit labelled POSTERIOR: 0.5cm at MDT-TB meeting (p=0.001)

' ' ' ' DEEP: 0.7cm : :
further tregtment planning and thg researchers on tlsgue banking and trials. ohotos of specimens to facilitate grossing . | Residents (R)  Consultants (C) Comblnfegé;eRsponse Residents (HUMMCEEREIC | Combined -They strongly rated for a preference to
Although it holds the key on various aspects of patient management and and reporting of margins : ' Residents (R ) Consultants (C)  Combined response ° R At change the N-HPR format (p=0.0001)
research, the existing narrative-HPR (N-HPR) has its limitations. In head and W dioi 3 ' i O e of C&R B Explaining N-HPR to patients B Do yoU Mol I AT e N-HPR Currently the S-HPR at the start of N-
€ propose to introauce this new (H) RIGHT NECK DISSHCESoHE I e ors (0/154), M Retrival rate from N-HPR M Retrival rate from S-HPR M Explaining S-HPR to patients HPR has been Implemented for all

neck cancer (HNC) surgery, the conventional N-HPR can be elaborate and m Do you wish to see a change in the S-HPR

. .. . . synoptic format initially on 10 glossectomy (A) "Anterior margin”: No malignancy seen. major HNC resections since 2018.
span over several pages (Fig1). Additionally, reporting style and format varies . . . . (B) "Posterior margin": No malignancy seen.
oy Y . specimens as a pilot project study. (Fig.2) (C) "Medial margin”: No malignancy seen. EWE
within the same institution between pathologists[2]. The elements of the HPR . , (D) "Lateral margin”: No malignancy seen. : 8 38 - Specimen photographs with
e _ . A proforma with all the relevant details was (E) "Deep margin”: No malignancy seen. 7.17 . .

data dictating cancer treatment is well-defined by AJCC and College of ncluded in the Laboratory Medical Info . orientation and labels are useful for
American Pathologists (CAP). To retrieve these salient cancer relevant . . e et orientation during trimming
information from the traditional N-HPR during patient consultation or during System and retrieved when required. It (CFS) Medial margin:) (p=0.0754)

tidisciol ’[ (MDT) 1 board (TB) i . (ons incorporates relevant areas from the CAP (EFS) Desp maxdiiE e Final consensus on labelled resected
mdu. .I lSCIP ma.ry ea.m f “mour (;Dar ; mele Ings FeqUITes exbenswe checklist.(Fig3) WCY' specimen submissions is most useful

- | Residents (R C ltants (C Combined - : ' '

eaiting, tlmg Intensive Ttor pertlnent ata retrieval and may contribute 1o | — e _ | - | esidents (R ) onsultants (C)  Com .S:.C;sponse Residents (R)  Consultants (C ) Combined e for complex resections of maxilla,
documentatlon errors due to Incomplete da.ta [3_5] Flgure 2. GlOSS@Ctomy surgery — ﬁéioz?eClmens are received, labelled with patient's data and designated as shown B When updated by residents  the response accuracy response of C&R trimming naSOpharynX and ’[emporal bone. In

and specimen photographs: for N-HPR ™ Ease of retrival of information from N-HPR at Tumor addition where anatomy was altered

(A) "Anterior margin" B When updated by residents the response accuracy Board discussion W Residents (R) Consultants (C)

a. Pre-operative picture to

Synoptic HPR (S-HPR) is gaining acceptance worldwide for completeness understand the pathological EE% §§tllm‘;‘an“ for S-HPR g il B Combined response of C & R by previous surgery
and precision in various fields of healthcare but is yet not mandatory [1, 4- lesion in its original (€) "Decp margin® | | e i
6].The aim of this study was to introduce a synoptic format at the start of the anatomical site it R e e T
tradlitional N'HPB.J[O assist ana imPFQVe clinical documentation and evaluate o | o Figure 3. Synoptic report at the start of a traditional histopathology _ _ . _ _ _ _ _ _ _ , L
the impact on clinical work and clinicians. ' ””?Oﬁ)eia“vetp'g“irel report is above and carries the following details: Structured and standardised format increases precision in reporting. Synoptic reporting has gained  This study provides evidence that clinicians rate S-
Y + TNM staging(8!" AJCC) prominence and acceptance in various areas of scientific reporting [6]. The American and the British HPR format superior on account of completeness of
“ bed where frozen section is * Margins status | Pathology societies have introduced synoptic reporting for pathologists. However, though it is considered  oncologic details, quicker information capture, time-
. To have the salient data points at the start of the N-HPR for quick retrieval taken | :ﬁ%’g'ﬁ’ r?(‘;('jg%kggiﬁssioﬁ'iﬁ?eerd’ MERYSSIEE! TUMOST O TeCES Eme superior it is not routinely implemented [3]. This has been attributed to resistance or personal preference of  savings during documentation, ease of explaining
of pertinent data for documentation in patients linic notes and for MDT- " Additional detas g chings I 1eporting style may lend.to delays in process fiow. it contrioLtes to increased acouracy and  spprooiiad ot MDT-T8 - mostingn - Guen " T
: - - . : i) Metastatic focus size ) - :
. girgﬁe]irewtslrl% (stIJSbCrLeriStS;)Oingres of specimen with labels orientating the © Eggg?fseigit:'\fr;ﬁteaigeg i) Lympho-vascular invasion (LVI) productivity[7]. The combination of embedding the synoptic data at the start of conventional N-HPR did not  importance and recurring reference along a patient's
specimen. This is to aid pathologists in reporting of margins. abelled 2 5 ::3 Ei{giggﬂ're‘iflsr'gi‘ogpz\gl)\lE) d|sruplt the continuity of the specimen part lldentlty: Thel CAP gtlpulates key detal!s to be reflelct.ec.j n  treatment line having an ideal documentmg fqrmat S
. Toincrease patient safety - 3 v) Worst pattern of invasion(WPO!) resection reports and the synoptic fprmat facilitates this review. This study prowde_s evidence that clinicians  beneficial to the rep_ortmg p.atholog|st gnd clinicians
. Time-savings = - V) P16 status. rate the_S—HPR_be.tter than the tradﬂpngl N-HPR format for improved dlocumentgtlon and Complete.ness of  who manage the patlgnt. This resulted In bgtter work
. Evaluate the impact of these changes in reporting on clinician satisfaction B NFeRiOR oncologlq detglls in HNC surgery. Similar to other studies though sallle.nt detalls_(tumor grade, size and flowg, mcrleased pqtlgnt gafety and thus |mproved
and clinical practice. depth of mvasmn)_are covgred n both formats, howevelr we found additional details pertaining to Iympho- quality of life for clinicians involved for the mentioned
“ vascular and peri-neural invasion, extra-nodal extension and lymph nodes harvested are consistently reasons. Since 2018, we have implemented synoptic
Defining the Problem o | | - | stated i.n Fhe S-HPR in a succinct manner at the start of the_ report yvhich saves time d_uring retrieval .an.d formats at the start of N-HPR for all HNC surgeries.
Clinicians were given several samples of de-identified HPRs of patients who had undergone results in improved documentation for clinical practice [3]. Since the inception of the project in 2017, within ~ However, the labelled specimen photographs are
1. Head and Neck pathology reports are often very complex spanning 5-7 pages or more. glossectomy with neck dissection, reported in narrative style and in the synoptic format. 6 months of the project commencement synoptic format at the start of N-HPR was expanded to include all  submitted primarily for complex HNC resections.
2. Visibility of entire report to collect the cancer relevant parts from the HPR data requires They evaluated and rated S-HPR & N-HPR on a survey measuring 5 factors: major HNC resections.
extensive scrolling.(Fig1) - | | 1.Capture rate of salient points of HPR The value of structured data reporting style, extends
g’-ogg %eeﬁﬁ]”er?tugnarpaagﬁggcmé;leﬁﬁgrr;n:a’ogen%;ggroca';:gfk”egemce time consuming to 2. Were juniors able to grasp salient points of HPR. According to the 8" AJCC criteria there are increasing number of data-points required for reporting oral  beyond the mentioned clinical benefits; it promotes
4. Resections can be complex and orientating the specimen can be troublesome. 3. Ease of explaining HPR to patients cancer HPR[9]. These additional granular details determine staging and impact subsequent adjuvant  consistent data transfer for the purpose of research,
4. Discussion of HPR at MDT-TB meeting treatment plan. In view of this added data points it is recommended that the pathologist has a clear cancer registry maintenance and ease of computer
5. Would they prefer a change in the format on the existing N-HPR or in the S-HPR formats? understanding of gross specimen orientation before it is subject to trimming [9]. Thus the submission of  processable information.
The surveys rating scale of 0 to 10 in terms of degree of agreement with statement 1= disagree 5= orientated labelled specimen photographs imparts greater understanding to reporting these additional
=========== neutral and 10= strongly agree. The survey was taken by 14 consultants (surgeons, medical and details. However, the feedback from our pathologists was the submitted specimen photographs were most
wwwww radiation oncologists) and 16 surgical residents. useful where anatomy was altered by previous surgery and for complex resections.
Pathologists took a survey If orientated specimen photographs of HNC resections helped to understand 1. Kang, H.P, et al., Usefulness of a synoptic data tool for reporting of head and neck neoplasms based on the College of American Pathologists caectJIin Pathol, 2009. 132(4): p. 521-30.
gross specimen orientation and reporting of margins (Fig1). The surveys rating scale of 0 to 10 in terms Ghter CE et al. Tha ffects of hmplementing aynomic pathology senoring n comter dnkncsi 2 ystammatic seviews. Virchows Arch, 2016, 468(6): p. 639.45.
i B - = e of degree of agreement with statement 1= disagree 5= neutral and 10= strongly agree. The survey was A e iete ) Pothol o oy yoasee satistaction survey of 970 pathologists, surgeons, and oncologists. Arch Pathol LabVied, 2013. 137(11): p. 1599-602

lyer, N.G., et al., Electronic synoptic operative reporting for thyroid surgery using an electronic data management system: potential for prospective multicenter data collection. Ann Surg Oncol, 2011. 18(3): p. 762-6.

UDohah . Electronic reporting in pathology: requirements and limitations. Washington, DC: A Paradigm for National Electronic Health Records Implementation; 2009.

Mohanty SK, Piccoli AL, Devine LJ, Patel AA, William GC, Winters SB, Becich MJ, Parwani AV. Synoptic tool for reporting of hematological and lymphoid neoplasms based on World Health Organization classification and College of American Pathologists checklist. BMC Cancer 2007;7:144.
Bullock MJ. Current Challenges in the Staging of Oral Cancer. Head Neck Pathol. 2019 Sep;13(3):440-448.

was taken from seven pathology consultants and six pathology residents. In addition we also sought to

Figure1. Narrative Histopathology Report spanning 5 pages of Partial Glossectomy anc have their opinion where specimen pictures made a positive difference to reporting.

Neck dissection
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