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Figure 6 Viable tumour is always

taken into account for staging. (A) Stage
II: viable tumour thrombus in a renal
sinus vessel. (B) Stage II: viable stromal
thrombus showing similar features as
the main tumour. (C) Stage llI: viable
tumour present at the inked resection
margins. (D) Stage Ill: viable lymph node
metastasis.

no blastema, tubules, rhabdomyoblasts or smooth muscle Data from previous trials show that in around 20% of renal
differentiation are present, one should compare the thrombi  tumours there were diagnostic and staging discrepancies between
with the stromal component of the tumour —if identical, they the institutional pathologists and central pathology review.? The

should be regarded as viable §ure 6). current policy for the UK SIOP WT 2001 trial is that all renal
< What changes in a lymph node should be regarded as non-viablaours should be submitted for rapid central pathology review,
metastas@Only if part of a lymph node is replaced with non- which may allow for changes in management if necessary (box

viable tumour (usually in a form of foamy macrophages), 3).X° The Royal College of Pathologists, in its recently updated
should it be regarded as evidence of pre-existing tumour and guidelines, supports this view, stating that “diagnostic material
staged as stage lll. Massive accumulation of foamy macro- from patients in a trial in which central review of the specimen is
phages in the peripheral sinus or within the node, without mandated in the trial protocol should be dispatched on request. If
destruction of normal architecture, is not uncommon but this is not done, the referring hospital will be acting against the

should not upstage a tumour. wishes of the patient who will have given informed consent at
Finally, the pathology report should be crystal clear in its  entry into the trial, including consent for the stipulated handling
conclusions, which have to include tumour type, risk group, of their specimeng.?®

stage and reason for the stage. For example, a stage Il Wilms
tumour should be reported as follows:“Wilms’ tumour, regres-

sive type, intermediate risk tumour, stage Il (due to lymph node
metastases—non-viable tumour)”. A stage Il Wilms' tumour
should be reported as follows:*Wilms’ tumour, mixed type,
intermediate risk tumour, stage Il (due to renal sinus inl- < Accurate diagnosis, subtyping and staging of nephroblastoma
tration —viable tumour)”. is critical for its correct treatment; it can be achieved through
a close collaboration of the institutional pathologists and
a rapid central pathology review.
< Preoperative chemotherapy alters histological and staging
. features, and a diagnostic pathologist has to be familiar with
procedure for central pathology review these when dealing with the tumour.
< The assessment of chemotherapy-induced changes and viable
< All renal tumours should be submitted for rapid centri tumour components is the basis of histological subtyping.
pathology review with no delay. < The assessment is possible only if the tumour is adequately
< Submitted cases should include a full set of H&E slides, (phc sampled.
block guide and the institutional pathologist’'s report (prov < Non-viable tumour present in the renal sinus (both soft tissues
sional or nal). and vessels) and perirenal fat does not upstage a tumour from
< A set of slides for central pathology review should be prepar stage | to stage Il.
at the same time as the set for the institutional pathologist. < Non-viable tumour present at the resection margins and in
< The panel/central pathology reviewer will inform the institi a lymph node upstages a tumour in stage .
tional pathologist about their opinion withim4eurs of < The correct staging is only possible if the specimen is inked
admission of the material. and there is a block guide.

Box 3 UK SIOP WT 2001 trial—standard operating
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