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ICCR (international collaboration on cancer reporting)

Royal colleges of pathologists of Australasia and the United Kingdom

College of American Pathologists

Canadian Partnership Against Cancer

European Society of Pathology

International Society of Gynecological Pathologists

Aim: to develop a standardized evidence-based 
data set for cervical cancer
• Required and recommended elements in the pathology report

• Address grading, measurement and multifocal tumors



ICCR cervix required elements
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TABLE 1  Required Data Items for Pathologic Reporting of 
Carcinomas of the Cervix



ICCR recommended elements

• Prior treatment
• Lateral measurement of parametria
• Macroscopic appearance of tumor
• Block identification key
• Histological grading of the tumor
• Precursor lesions other than SIL, AIS, SMILE
• Ancillary studies
• Margin distance
• TNM







ICCR cervix required elements

• Specimens submitted
– Loop or cone excision

– Simple and radical hysterectomy

– Simple and radical trachelectomy

– Pelvic exenteration

– Lymph nodes and subdivision

Mention all organs submitted!
Organs may be incomplete or different from the procedure 
mentioned by the surgeon



ICCR cervix required elements

• Specimen dimensions (metric, mm)

– Loop or cone excision

• Ectocervix in 2 dimensions

• Depth of the specimen

– Vaginal cuff

• Craniocaudal length

– Parametria

• Length from side of uterus to lateral extend

• Measure all submitted specimens



https://voices.uchicago.edu/grosspathology/files/2019/03/Trachelectomy1-unv2ow.jpg


https://voices.uchicago.edu/grosspathology/files/2019/03/Trachelectomy3-1jfce0y.jpg


ICCR cervix required elements

• Tumor macroscopy

– Correlation with clinic and radiology

– If you don’t see tumor, sample the entire cervix

– If you see a tumor, sample representatively

• Nearest margin

• Maximal depth of invasion 

– If you see a tumor it is at least stage IB

– Large blocks may be useful



ICCR cervix required elements

• Tumor site

– Anatomical location in the cervix

– Proximity to margins and other structures 

• Vaginal cuff, parametrium, lower uterine segment, 
corpus …



ICCR cervix required elements

• Tumor dimensions (macroscopy)
– In large tumors, use macroscopical size

• Not resected or neo-adjuvant: clinical or radiological size

– In damaged or fragmented specimens: estimate

Determine stage
– Stage IB differentiation FIGO 2019 revision

• ≥ 5mm and < 2cm: IB1
• 2-4cm: IB2
• ≥4cm: IB3

Determine choice of therapy



https://voices.uchicago.edu/grosspathology/files/2019/03/Uterus-Cervix-CA-27meh6v.jpg


ICCR cervix required elements

• Tumor dimensions (microscopy)

– In small tumors, use microscopical size

Determine stage 

– Stage IA ICCR-FIGO 2009 edition

• FIGO 2019 revision: lateral extension is removed

• <3mm depth: Stage IA1

• ≥3mm and <5mm depth: Stage IA2

– Stage IB



Multifocal carcinoma

• Especially in early invasive carcinoma

• 12-25% of carcinoma

• How to handle?
– Measure each focus separately

– >2mm apart (?)

– Determine the FIGO on the focus with deepest 
invasion

– Upstage to IB1?

– Multidisciplinary approach



ICCR cervix required elements

• Histological type

• According to the WHO 2014 classification
– Squamous carcinoma

– Adenocarcinoma (! Gastric type)

– Adenosquamous carcinoma

– (Serous carcinoma)

– (Endometrioid carcinoma)

– Neuro-endocrine carcinoma

– Carcinosarcoma



ICCR cervix required elements

• Lymphovascular invasion
• Coexistent precursor pathology

– SIL
– AIS
– SMILE

• Extend of invasion
– Not applicable
– Vagina, LUS, endometrium,myometrium, parametrium, 

fallopian tube, ovary, bladder, rectum,…

• Pathologically proven distant metastasis



ICCR cervix required elements

• Margin status (both invasive and precursor)
– Ectocervical/vaginal cuff

– Endocervical

– Deep stromal

– Closest lateral

• Lymph node status
– Sentinel node

– Regional (pelvic) nodes: Stage IIIC1

– Non-regional ( para-aortic ) nodes: Stage IIIC2

– Retroperitoneal nodes: Stage IIIC



ICCR cervix recommended element

• Tumor grading

– No universally accepted grading system

– Variability among studies

– Prognostic element?



Grading of SCC

• 1893 Von Hanseman
– ‘anaplasia’

• 1912 Scottlaender & Kermauner
– Mature, semi-mature and immature

• 1920 Brothers & 1976 Goellner
– High, moderate and poor (scale 1-4)

• 1926 Böhm &Zweifel
– Modified by keratinization and tumor-host relation

• 1957 Reagan & 1975 Poulson (WHO)
– Large non-keratinizing, large keratinizing, small cell

• Prediction of patient outcome?? Subjective??



Grading system for squamous carcinoma 

Stendhal et al grading system, 1980
• Tumor cell population
• Tumor-host reaction

• Score from 8-24 points 
• Time-consuming
• Not widely accepted



WHO 2014 grading

• Grade 1
– Intercellular bridges, keratinization, pearls

– Uniform cells, not pleiomorphic, low mitosis

• Grade 2
– Individual cell keratinization, moderate 

pleiomorphism, more mitosis

• Grade 3
– No keratinization, marked pleiomorphism, scant 

cytoplasm, numerous mitosis, necrosis









Prognosis and grading

• 233 SCC stage IB cervix carcinoma with surgery

• WHO grading (keratinization)

• Relation between grade and overall survival

• Relation between grade and tumor-free survival

• Relation between G3 tumor and node involvement



Prognosis and grading



Criticism on WHO grading of SCC

• Highly subjective, not quantified

• Most cancers are HPV-induced and display a 
basaloid poorly differentiated pattern

• Small biopsies – heterogeneity?

• Grading is not mandatory in AP reports

• Grading is not included in treatment choices





New grading proposal

• Based on prognosis in oral and oesophagal SCC

• Tumor budding

• Tumor nest size

• Measure capacity of cellular dissociation





Tumor budding

• Small tumor complexes   
of <5 neoplastic cells 
growing into the 
surrounding stroma

• Low budding

– 1-14 buds/10HPF

• High budding

– ≥ 15 buds/10HPF



Tumor cell nest size

• Large: >15 cells

• Intermediate: 5-15 cells

• Small: 2-4 cells

• Single cell invasion

Report the smallest 
indentifiable cell nest



New grading proposal



Prognosis with new grading



Methods of tumor 
budding assessment

• Scan HE slide for area of maximal budding

• Perform cytokeratin on that area

• 10 fields of 0,95 mm2 objective 20

• Maximum bud count/HPF determines grade

• LTB: 0-4 buds

• HTB: >5 buds







Prognostic value of tumor budding



Future studies

• Validation of the new grading in larger cohorts

• Reproducibility testing

• Correlation with other tumor characteristics



Pathologist


