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REPORTING TEMPLATE FOR Radical Prostatectomy 
	Surname: ...............................
	Forenames: ............................
	Date of Birth: ..........................

	Sex: .......................................
	Case ID: .................................
	Hospital: .................................

	[image: image1.jpg]Pathologist: ............................
	Surgeon: ................................
	


Instructions: If completing form by hand, fill in blank spaces & circle required text as appropriate. If completing form online, fill in blank spaces & delete non-required text as appropriate. Optional data fields are denoted with ¢, all other data fields are required. 
	Macroscopy:

	Weight of Prostate: ………… g

	Dimensions of Prostate:
	Apex-base: ………………. mm 

	
	Antero-posterior: ………… mm

	
	Lateral: ………………...…  mm 

	External Surface Description (i.e. smooth, incisions etc): ………………………………………

	Visible tumour location(s): ………………….. dimension(s): ………………………………….

	Seminal Vesicles:
	Right, dimensions: ……x……x…… mm, vas: …... mm

	
	Left, dimensions: ……..x……x…… mm, vas: …... mm

	Lymph Nodes:      
	Right, dimensions: ……x……x…… mm

	
	Left, dimensions: ……..x……x…… mm

	¢Approximate volume of gland embedded: 50-60 % / 70-80 % / 95-99 % / 100 %

	¢Tissue withheld for biobanking:  yes / no


	Microscopy:

	Tumour type:    microacinar / other (specify): ……………………  / no tumour

	Gleason Grade:  
	Primary: ………………………

	
	Secondary: ……………………

	
	Tertiary: ……………………....

	
	Sum score: ……………………

	Total tumour volume (approximate): ………………………… %


	Stage:
	

	≤ ½ of one lobe involved and organ confined (pT2a or pT2a+):    
	Yes / No         Specify Side: …………

	> ½ of one lobe involved and organ confined (pT2b or pT2b+):    
	Yes / No         Specify Side: …………

	Both lobes involved and organ confined (pT2c or pT2c+):             
	Yes / No

	Extraprostatic extension (pT3a):                                                     
	Yes / No

	 ¢ *Extent of Extra-Prostatic Extension:                                         
	Focal / Non Focal    Specify sites: …..

	Extension into bladder neck (pT3a):                                               
	Yes / No

	Extension into seminal vesicle(s) (pT3b):                                       
	Yes / No                   

	Tumour fixed or into adjacent organs (specify organs…………..) or pelvic wall (pT4):    Yes / No

	Margins:
	

	Apical margin:
	Negative / Positive

	Base margin:
	Negative / Positive

	Circumferential margin:
	Negative / Positive

	Intraprostatic margin:
	Negative / Positive

	¢ *Extent of Margin Involvement: Focal / Non-focal

	
	

	Vascular invasion:
	Absent / Present

	¢ Perineural invasion:
	Absent / Present

	¢ High Grade PIN:
	Absent / Present

	¢ Treatment Effect:
	Absent / Present         Specify: …………………………………

	
	

	Nodal Status:
	

	Nodes submitted:    Yes / No
	

	Node:     Negative / Positive
	

	Right side: 

	Total No. of nodes : ………………..                 
	No. of  positive nodes : ……………..             

	Maximum dimension of metastases ……....  mm

	Left side: 

	Total No. of nodes : ………………..                 
	No. of  positive nodes : ……………..                 

	Maximum dimension of metastases ……....  mm

	

	UICC, TNM Classification 7th Edition:
	pT …….. N …….. M ……..   (Delete pM if unknown)


*Measurement of these should be according to local practice as there are no current agreed methodologies.
	Signature: ……………...
	Date: ...............................
	SNOMED codes:  T ...............
     M .................





Radical Prostatectomy Handling and Cut-up Guidelines: 
1. The entire specimen is weighed and the outer three dimensions recorded, including the prostate and the seminal vesicles. The specimen is oriented so that right and left, anterior and posterior, superior and inferior may be identified.  All clips and sutures are removed. It may be helpful to place a probe through the urethra.  The appearance of the external surface should be noted; it is normally relatively smooth, and irregular areas may indicate tumour invasion or incomplete surgical excision.

2. The entire surface of the prostate including the soft tissue around the seminal vesicles and ductus deferentia is painted with ink. Differential inking may be used. 
3.   The seminal vesicles are amputated, and the basal section of each one, at its junction                        with the prostate, is submitted.

 4.   A 5-7 mm en face section is taken of the apex surrounding prostatic urethra on the inferior surface. The posterior aspect is usually thicker than the anterior when the gland is kept in the anatomic position. This section is cut into sagittal sections (coned) and submitted in its entirety.

5.  A 5mm en-face section is taken from the base margin surrounding prostatic urethra on the superior surface. This section is cut into sagittal sections (coned) and submitted in its entirety.

6.  The remaining prostate is sectioned at approximately 4-5 mm intervals using cuts perpendicular to the rectal (posterior) surface and parallel to the cut of the apical section. Each slice is examined for the presence and location of gross lesions and whether they extend to the external surface.

7.   The serial slices may be submitted in their entirety or partially sampled in a systematic fashion. If a gross lesion is present, it is submitted in its entirety.  

Where there is no grossly visible tumour, a suggested strategy is to submit alternate grossly normal slices in their entirety denoting which lobe and which quadrant each block is from. Alternate slices which are not being submitted should be retained so as to maintain orientation. An alternative system for partial embedding of serial slices is to submit the posterior aspect of each transverse slice along with a mid anterior block from each side.   

8. If a prostate weighs less than 50g, consideration should be given to embedding the entire gland.

9. Large block technology may be used for processing, according to local practice. 
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