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• I am not a pathologist, but continue to enjoy a very close 
partnership with our MD Anderson pathologists and 
longstanding collaboration with pathology colleagues 
worldwide
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AJCC Mission Statement

• The AJCC provides worldwide leadership in the 
development, promotion, and maintenance of evidence-
based systems for the classification and management of 
cancer in collaboration with multidisciplinary 
organizations dedicated to cancer surveillance and to 
improving care.
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AJCC - 22 Member Organizations

• American Association of Pathologists’ 
Assistants

• American Cancer Society
• American College of Physicians
• American College of Radiology
• American College of Surgeons
• American Head and Neck Society
• American Society for Radiation Oncology
• American Society of Clinical Oncology
• American Society of Colon and Rectal 

Surgeons
• American Urological Association 
• Canadian Partnership Against Cancer

• Centers for Disease Control and Prevention
• College of American Pathologists
• International Collaboration on Cancer Reporting
• National Cancer Database
• National Cancer Institute
• National Cancer Registrars Association
• National Comprehensive Cancer Network
• North American Association of Central Cancer 

Registries
• Society of Gynecologic Oncologists
• Society of Surgical Oncology
• Society of Urologic Oncology
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• Principal communication tool – common language facilitates 
worldwide consistency

• Cancer care - clinician–patient  &  clinician–clinician
• Surveillance/registry reporting: state/province, national, international, etc.

• Risk stratification defines patient groups  staging/prognosis

• Treatment recommendations  often stage-based

• Informs clinical trial eligibility, stratification, analysis

• AJCC/UICC – TNM structure (de facto constrained)  incorporation of 
evidence-based non-anatomic factors

• Informs clinical/translational/correlative science

Classification and Staging of Cancer

Presented by Jeff Gershenwald
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American College of Surgeons - Cancer Programs



AJCC Content and CAP Protocols

X
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AJCC Cancer Staging Manuals

Source of Cancer Staging for 
Decades  8 Editions

1st  - 1977 
2nd - 1983
3rd - 1988
4th - 1992
5th - 1997
6th - 2002
7th - 2010
8th - 2017 

8th Edition 1st – 7th Editions

Presented by Jeff Gershenwald
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Evolution of Cancer Staging 
• Cancer Staging Manual  rebranded as Cancer Staging System
• Goal  Continue to ensure cancer staging is current, evidence-based, and meets needs 

of clinical care and surveillance communities

8th Edition Version 9
Hardcopy book Leverages Content Management infrastructure to support 

multiple products

Chapters Protocols for each disease site (Cervix released in 2020)

Published every 5-7 years AJCC will release 1-5 protocols each year

Entire manual (all chapters) published simultaneously Protocols published disease site by disease site based on 
needs of clinical care & surveillance communities and in 
coordination with WHO Blue Book update cycle

Print manual  “static” Electronic platform facilitates rapid integration of updated 
staging information into EHR and cancer registry software 
as well as other products
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Work Products
• 8th Edition Cancer Staging Manual 

• 8th Edition e-Book on Amazon Kindle

• Version 9 releases of site specific 
protocols

• AJCC API Portal

• Cancer Surveillance DLL

• Educational Resources
• Disease-site webinars
• Journal articles

• AJCC Staging Online
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Version 9 – Protocol Structure

• Version control to clearly indicate 
Version 9, and allow for minor 
corrections (typos and other errata)

• Clear indication of effective date for 
implementation

• Standardized format with required and 
optional sections

• Clear indications of cancers covered in 
Protocol and those not staged

• Outline of Staging Report Format to 
orientate reader
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AJCC Version 9 Protocols 
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Workup Tables & Illustrations
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• AJCC Version 9 disease site protocol releases will replace relevant 
existing Eighth edition chapters over next several years

• 8th edition Cancer Staging Manual content will continue to be used 
for staging and cancer surveillance until new Version 9 disease site 
protocol available

• Ongoing communication efforts in coordination with partners, 
vendors, physicians and registrars for smooth transition

Evolution of Cancer Staging - II 
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AJCC Staging Online Released June 13, 2024
Source of truth for Staging
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All updated AJCC Content in one place



AJCC Content in the CAP Protocols
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AJCC Move from Chapters to Protocol Format

New Process for updating the Cancer Staging System
• In 2020, AJCC made first Version 9 update (protocol) for Cervix Uteri
• Stand alone Protocol format similar to CAP Protocol Structure
• Designed for consistent structure across diseases 
• Approximately 3-7 disease sites updated each year

Coordination with CAP
• CAP licenses use of AJCC content in CAP Protocols
• AJCC provides CAP updated content prior to publication for use in 

development of protocols
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CAP Protocols and Commission on Cancer (CoC) 
Standards



© American College of Surgeons 2024. Content may not be reproduced or repurposed without the written permission of the American College of Surgeons. 

Commission on Cancer (CoC) Background

Partnership with Pathology 

• 2004- Accreditation Standards of CoC require CAP data items must be 
in the pathology reports.  

Standard 4.6  - The guidelines for patient management and treatment currently
required by the CoC are followed.
The CoC requires that 90 percent of pathology reports that include a cancer diagnosis will 
contain the scientifically validated data elements outlined on the surgical case summary 
checklist of the College of American Pathologists (CAP) publication, Reporting on Cancer 
Specimens.
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Commission on Cancer (CoC) Background

Partnership with Pathology 

• July 2008- Standards updated to require CAP data items in their 
pathology report use a synoptic format, such as CAP Protocols

Standard 4.6  - The guidelines for patient management and treatment currently required by 
the CoC are followed.
CAP Protocols For Compliance, the surveyor will evaluate the pathology reports for a random 
sample of eligible analytic cases for the last complete year, and the current year, of abstracting 
to confirm that 90% of the reports include all of the scientifically validated data items defined 
by the protocols. A maximum of 25 pathology reports will be reviewed. For Commendation the 
surveyor will confirm that 90% of the pathology reports include all of the scientifically validated 
data items defined by the protocols and 90% of the reports use a synoptic format.
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Commission on Cancer (CoC) Today
Standard 5.1: College of American Pathology (CAP) Synoptic Reporting 

Measure of compliance each calendar year, the cancer program fulfills the compliance criteria:
 An internal audit is conducted confirming ninety percent (90%) of the eligible cancer pathology 
reports are structured using synoptic reporting format as defined by the College of American 
Pathologist (CAP) cancer protocols, including containing all core data elements within the synoptic 
format. If the ninety percent (90%) compliance rate is not met, the cancer program has 
implemented a corrective action plan addressing all barriers affecting the required synoptic 
reporting format for all eligible cancer pathology”



• Mission
• To improve the quality of surgical care for persons with 

cancer

• Goals
• Develop standards for the technical conduct of oncologic 

surgery
• Disseminate resources and tools that support 

implementation of and adherence to those standards
• Improve communication regarding cancer surgery to facilitate 

appropriate (downstream) multidisciplinary care
• Educate and train surgeons, trainees, staff

Cancer Surgery Standards Program (CSSP)*

*Launched 2020



We often focus on the 
task of documentation 
and having an 
immediate record to 
assist with 
postoperative care…

Documentation
Considerations



…yet records have many 
important downstream 
roles, each dependent on 
the quality of the original 
documentation

Documentation
Considerations



Stogryn et al., 2019

Challenges Breed Opportunities!

Currently…a garbage-in/garbage-out problem that has 
direct impact on quality, delivery of care, and costs. 

Standardizing operative reports are a mechanism by 
which we can address it.  



Oncology Standards

• Legacy focus - medical management and 
institutional care processes 

• Operative standards are assumed 
(although highly variable)

• Measurement of outcome metrics after 
surgery (e.g. number of lymph nodes in a 
resection specimen)…

• …however, lack of defined standards for 
the actual cancer operation 

• Historically, surgery has been the only 
component of care that can be curative!



Operative Standards for Cancer Surgery Manuals

• Describe critical steps of the major 
cancer operations for key disease 
sites

• Promote surgical uniformity for 
clinical trials (and pt care)

• Highlight evidence-based best 
practices in surgical oncology

• Establish surgical checklists
• Gap analysis for future research
• Inform protocol standards

2015 2018 2022



Narrative Reporting vs. Synoptic Reporting

Synoptic reporting…
• Always constructed using pre-determined data fields 
and pre-determined responses

• Typically created using a tool

• Always uses standardized terminology

• Presented in checklist format

• Always allows for discrete data capture
• Information is formatted so it can be collected, 

stored, and is easily retrievable for data 
repositories

• Can automatically populate data from the EHR

Narrative reporting…
• May be constructed using pre-determined data 
fields and pre-determined responses

• Constructed by dictation, free text, smarttext, etc.

• May use standardized terminology

• Presented in a prose format

• Prone to omission of necessary data and 
inconsistencies in language and formatting

• May allow for discrete data capture

A note may (ideally?) be a combination of the two!



• Improve accuracy of documentation and communication across 
multidisciplinary team 

• Place focus on the critical elements of surgery

• Reinforce education: emphasize “critical elements” of oncologic operations 

• Improve efficiency of data entry and facilitate data abstraction

• Enhance research, QI, compliance, demonstration of value

• Reduce variability in care

• …Improve patient satisfaction and quality of cancer care* 

What is the value of Synoptic Operative Reporting?

*Smith TJ, Hillner BE. Ensuring quality cancer care by the use of clinical practice guidelines and critical pathways. J Clin Oncol 2001 Jun 1;19(11):2886-97



The CoC Operative Standards

Standard Disease Site Procedure Documentation

5.3 Breast Sentinel node biopsy Operative report

5.4 Breast Axillary dissection Operative report

5.5 Melanoma Wide local excision Operative report

5.6 Colon Colectomy (any) Operative report

5.7 Rectum Mid/low resection (TME) Pathology report (CAP)

5.8 Lung Lung resection (any) Pathology report (CAP)



Operative Standards Evolution
Synoptic Operative Report & 

Knowledge Platform  

Cancer Surgery Protocol



Case study – 71 yo male with prior h/o melanoma 
(6 years ago)…presents to dermatologist with 
suspicious pigmented lesion

Presented by Jeff Gershenwald



Management of Primary Cutaneous Melanoma

• Surgical approach to the primary 
melanoma (i.e., wide excision)

• Approach to the regional nodal basin

• Adjuvant therapy?

Presented by Jeff Gershenwald



Case study – 71 yo male with prior h/o melanoma 
(6 years ago)…presents to dermatologist with 
suspicious pigmented lesion

Victor G. Prieto, MD
MD Anderson

Presented by Jeff Gershenwald



Arch Pathol Lab Med—Vol 145, December 2021

N=1521 melanocytic lesions
Histopathological dx compared between referring institution & MD Anderson dermpath

Concordance rates:
• Dysplastic nevus – 75%
• Melanoma in situ – 91%
• Invasive melanoma – 96%
• Metastatic melanoma – 99.6%

Extent of discordance:
Major – 20%
Minor – 49%

Guideline-based treatment recommendation based on the cancer center diagnosis: 
more extensive in 5.9% (89 of 1521) and less extensive in 5.0% (76 of 1521) of pts

Presented by Jeff Gershenwald



Definition of Primary Tumor (T) - AJCC 8th Edition

Gershenwald, Scolyer, et al. Melanoma.  In AJCC Cancer Staging Manual. 8th Ed. New York: Springer; 2017



AJCC Classification schemaClinical = cTNM

Date of 
Diagnosis

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy

Adapted and expanded from Byrd, Brierley, Baker, Sullivan, Gress. CA CANCER J CLIN 2021;71:140–148



• Wide excision of the primary melanoma
• Margins appropriate for tumor thickness

• Approach to the regional nodal basin

• Adjuvant therapy?

Management of Primary Cutaneous Melanoma



Tumor 
Thickness

USA
(NCCN v3.2024)

European*
(2022)

Australia**
(2020 wiki)

<=1 mm 1 cm 1 cm 1 cm

1 mm – 2 mm 1 or 2 cm 1 cm 1 or 2 cm

2 mm – 4 mm 2 cm 1 or 2 cm 1 or 2 
cm***

>4 mm 2 cm 2 cm 2 cm

*Eur J Cancer. 2022 Jul;170:256-284. – a safety margin  should be performed
 **https://wiki.cancer.org.au/australia/Guidelines:Melanoma – wide excision (category 1)

***Caution should be exercised for melanomas 2.01–4.00 mm thick

Recommended Excision Margin

Guideline-based Exicsion 
Margin Recommendations -

Invasive Melanoma
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Knowledge Platform - Melanoma



The CoC Operative Standards

Standard Disease 
Site Procedure Documentation

5.3 Breast Sentinel node biopsy Operative report

5.4 Breast Axillary dissection Operative report

5.5 Melanoma Wide local excision Operative report

5.6 Colon Colectomy (any) Operative report

5.7 Rectum Mid/low resection 
(TME)

Pathology report 
(CAP)

5.8 Lung Lung resection (any) Pathology report 
(CAP)



Standard 5.5:
Wide Local Excision for 
Primary Cutaneous Melanoma

Measures of Compliance
• Wide local excisions for melanoma include the skin and all 

underlying subcutaneous tissue down to the fascia (for invasive 
melanoma) or the skin and the superficial subcutaneous fat 
(for in situ disease). Clinical margin width is selected based on 
original Breslow thickness:

• 1 cm for invasive melanomas less than 1 mm thick.
• 1 to 2 cm for invasive melanomas 1 to 2 mm thick.
• 2 cm for invasive melanomas greater than 2 mm thick.
• At least 5 mm for melanoma in situ.

• Operative reports for wide local excisions of primary cutaneous 
melanomas document the required elements in synoptic 
format.

Cancer-specific data 
and technical details 

in synoptic format



CoC Standard 5.5
Wide excision for primary cutaneous melanoma

“Smartphrase”

Presented by Jeff Gershenwald



MD Anderson Synoptic Operative 
Report v1.0

Presented by Jeff Gershenwald



• Wide excision of the primary melanoma
• Margins appropriate for tumor thickness

• Approach to the regional nodal basin

• Adjuvant therapy?

Management of Primary Cutaneous Melanoma



• Lymphatic drainage of finite 
regions of skin drain specifically 
to an initial node within a nodal 
basin - the “SENTINEL NODE”

• Different regions of the skin will 
drain to different SENTINEL 
NODES

• Represent most likely node(s) to 
contain metastatic disease

Lymphatic Mapping & Sentinel Node Biopsy

Gershenwald and Ross, N Engl J Med 2011;364:1738-45.

Presented by Jeff Gershenwald

Identify patients with tumor-involved regional nodes

Sentinel Lymph 
Node

Afferent Lymphatic 
Vessel (drains into 

sentinel lymph node)

©Jeff Gershenwald



NCCN  (v2.2024)
23 September 2024



Case study  Patient undergoes wide excision and 
concomitant lymphatic mapping & SLN biopsy

Gershenwald et al., J Clin Oncol, 1999



Pathological = pTNM

AJCC Classification schemaClinical = cTNM

Date of 
Diagnosis

Pathology 
Report

Surgical 
Treatment

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy

Adapted and expanded from Byrd, Brierley, Baker, Sullivan, Gress. CA CANCER J CLIN 2021;71:140–148
Presented by Jeff Gershenwald



AJCC 8th Edition N-category 
criteria

Gershenwald, Scolyer, et al. Melanoma.  In Amin, M.B., Edge, S.B., Greene, F.L., et al. (Eds.) AJCC Cancer Staging Manual. 8th Ed. New York: Springer; 2017



Melanoma Re-excision – CAP protocol
pT2apN1a(sn)M0 = AJCC stage IIIA



MSS according to Stage III Groups
8th Edition international melanoma database

• Stage group stratification based 
on both T- and N-category 
criteria

• Tumor thickness
• Ulceration
• LN #, SLN(+) or clinically 

evident regional LNs
• Microsatellite/ITM/satellites

• Recursive partitioning           
final = 4 stage groups

• Significant heterogeneity

Gershenwald, Scolyer, Hess, Sondak et al. CA Cancer J Clin. 2017 Oct 13. doi: 10.3322/caac.21409. [Epub ahead of print]



MSS according to Stage III Groups
8th Edition international melanoma database

• Stage group stratification based on both T- 
and N-category criteria

• Primary tumor thickness
• Ulceration

• # LNs
• Microsatellite/ITM/satellites

Gershenwald, Scolyer, Hess, Sondak et al. CA Cancer J Clin. 2017 
Oct 13. doi: 10.3322/caac.21409.

• Significant 
heterogeneity



Management of Primary Cutaneous Melanoma

• Wide excision of the primary melanoma

• Approach to the regional nodal basin

• Adjuvant therapy?



v1.2024  12 February 2024

mm In patients with very-low-risk stage AJCC8 IIIA disease (T1a/b–T2a/N1a or N2a), the toxicity of adjuvant therapy may 
outweigh the benefit. Patients with T1b–T2a/ N1a or N2a pathologic stage IIIA melanoma and SLN tumor deposits ≥0.3 mm in 
maximum dimension are at higher risk of disease progression and may benefit from adjuvant systemic therapy. Stage IIIA 
patients with SLN deposits <0.3 mm in maximum dimension demonstrate 5-year melanoma-specific survival similar to those 
with pathologic stage IB (T2aN0) melanoma, with consideration for less intensive radiologic surveillance and follow-up 
(Moncrieff MD, Lo SN, Scolyer RA, et al. J Clin Oncol 2022;40:3940-3951).



Towards an era of individualized prognostic assessment in 
melanoma

• We are entering an era where 
decisions regarding therapy will 
be based on individualized risk 
models that incorporate a 
multitude of clinicopathological 
…and ultimately… molecular 
and immune factors

• Conventional staging will likely 
continue to inform, but will not 
be a sole criterion

Ann Surg Oncol. 2016 Sep;23(9):2753-61.
Kattan MW et al. CA Cancer J Clin. 2016 Sep;66(5):370-4. Presented by Jeff Gershenwald



How Do We Leverage Contemporary Analyses to 
Improve Melanoma Staging and Prognosis?

• New statistical models & contemporary analytic approaches 
that better inform:

• Use of multiple characteristics & continuous variables
• Mitotic rate across tumor thickness strata
• SLN tumor burden

• Conditional Probability
• Estimate survival after treatment and at any time during f/u

• Enhanced ability to combine prognostic features to better estimate 
cancer-specific survival in individual patient settings

• Molecular targets/profiles will undoubtedly serve as new prognostic 
and/or predictive factor(s)  Is clinical value added?

Gershenwald, Scolyer, et al. Melanoma.  In Amin, M.B., et al. (Eds.) AJCC Cancer Staging Manual. 8th Ed. New York: Springer; 2017
Gershenwald, Scolyer, et al. CA Cancer J Clin. 2017

SLN tumor burden

Mitotic rate

Presented by Jeff Gershenwald
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• New nomogram developed by replacing body site 
and Clark level from MSKCC model with mitotic 
rate, subtype, and lymphovascular invasion

• Patients who underwent SLNB at MIA (N=3,477 – 
model building cohort) and MD Anderson 
(N=3,496 - validation cohort)

• Improved predictive accuracy
• Reduced # of pts undergoing unnecessary SLNB 

compared to MSKCC nomogram, NCCN or 
ASCO/SSO guidelines without losing sensitivity
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• Online tool allows easy calculation of 5-year and 10-year RFS and OS
• Multivariable models based on standard clinicopathological parameters
• Includes predictions for pts who have had SLNB (or not)

J Clin Oncol 00:1-12 © 2024 by ASCO. Published online 5 February 2024
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Pathological = pTNM

AJCC Classification schemaClinical = cTNM

Date of 
Diagnosis

Pathology 
Report

Surgical 
Treatment

Evaluation by:
• Exam
• Imaging
• Biopsy

Neoadjuvant 
Systemic 
and/or 

Radiation 
Therapy

Pathology 
Report

Surgical 
Treatment

Post-neoadjuvant = ycTNM

Post-neoadjuvant = ypTNM

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy

Date of 
Diagnosis

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy

Adapted and expanded from Byrd, Brierley, Baker, Sullivan, Gress. CA CANCER J CLIN 2021;71:140–148



Treatment Effect  - Mapped to CAP Protocols
Colon and Rectum 

70

Version: 4.3.0.0
Protocol Posting Date: December 2023
CAP Laboratory Accreditation Program Protocol Required 
Use Date: September 2024



Treatment Effect  - Mapped to CAP Protocols
Carcinoma of the Breast

Version: 4.9.0.1
Protocol Posting Date: December 2023
CAP Laboratory Accreditation Program Protocol Required 
Use Date: March 2024



Treatment Effect  - Mapped to CAP Protocols
Non-Small Cell Carcinoma, Small Cell Carcinoma, or Carcinoid Tumor of the Lung

Version: 4.3.0.1
Protocol Posting Date: September 2022
CAP Laboratory Accreditation Program Protocol Required Use Date: March 2023



Pathological = pTNM

AJCC Classification schemaClinical = cTNM

Date of 
Diagnosis

Pathology 
Report

Surgical 
Treatment

Evaluation by:
• Exam
• Imaging
• Biopsy

Neoadjuvant 
Systemic 
and/or 

Radiation 
Therapy

Pathology 
Report

Surgical 
Treatment

Post-neoadjuvant = ycTNM

Post-neoadjuvant = ypTNM

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy

Date of 
Diagnosis

Diagnostic 
Workup:

• Exam
• Imaging
• Biopsy



Neoadjuvant Tx Landscape in Melanoma

• Patient with stage III (cT4b cN3 cM0) – 3 cycles combo immunotherapy  pCR
• No stage assigned  unable to capture prognostic significance of path CR or indicate agent

Targeted Therapy Immunotherapy

Menzies AM et al. Pathological response and survival with neoadjuvant therapy in melanoma: a pooled analysis from the International Neoadjuvant Melanoma Consortium (INMC). 
Nat Med. 2021 Feb;27(2):301-309. doi: 10.1038/s41591-020-01188-3. 



Embracing the full spectra of AJCC classification – yc/yp
Opportunities in Melanoma and more!

Lancet Oncol 2019; 20: e378–89

CA CANCER J CLIN 2021;71:140–148

Nat Med. 2021 Feb;27(2):301-309. 

Patel S et al., N Engl J Med 2023; 388:813-823



Pan-tumor Pathologic Response Reporting Template: 
Current draft     

 
Assessment of primary tumor components 
 

___Percent Residual Viable Tumor (RVT): ________________   
___Percent Necrosis: _________________ % 
___Percent Regression: _________________ % 
___Complete Pathologic Response (0% RVT): ____Yes  ____N  
___Major Pathologic Response (≤10% RVT): ____Yes  ____No 

 
Assessment of lymph node components 
 

       
         
        
         
        

 
      
    
    

 
        

        

    
 

     
 

       
    
    

        
        

 
     

 
       

         
        
         
        

 
___Percent Residual Viable Tumor: _________________ % 
___Percent Necrosis: _________________ % 
___Percent Regression: _________________ % 
 
___Complete Pathologic Response (0% RVT): ____Yes  ____No 
___Major Pathologic Response (≤10% RVT): ____Yes  ____No 

    
 

     
 

       
    
    

        
        

 
     

 
       

         
        
         
        

 
___Percent Residual Viable Tumor: _________________ % 
___Percent Necrosis: _________________ % 
___Percent Regression: _________________ % 
 
___Complete Pathologic Response (0% RVT): ____Yes  ____No 
___Major Pathologic Response (≤10% RVT): ____Yes  ____No 

Courtesy of Janis Taube, September  2024



The theoretical additive value of more detailed, elaborate or disease-
specific approaches to scoring will have to be clearly superior with regard to 
predicting survival outcomes to outweigh the benefits of an efficient, robust 
and effective pan-tumor system for RVT assessment.

Guiding principle

Courtesy of Janis Taube, September  2024



Neoadjuvant “yp/yc” Staging – Melanoma & Beyond

• What qualifies as Neoadjuvant Therapy?
• Agents, duration (minimum?)
• Era of immunotherapy - toxicity ≠ lack of response, duration not measured 

in months, etc.

• How to define, capture, and codify response to neoadjuvant 
treatment?
• Clinical, radiological, pathological response
• Role of biomarkers

• Clinical practice �  registry/surveillance community considerations 
and harmonization (eg, NAACR, NPCR, CoC, NCDB, AJCC, NCI, SEER, 
STORE, SSDI)

• Disease site agnostic vs disease-site-specific considerationsPresented by Jeff Gershenwald



MelCore Database & Laboratory Est 2000
Melanoma Clinical Database, Tissue Resource, and Translational Pathology Core (MelCore)

Clinical 
Study 
Team

Tissue Collections 
Fresh
Snap Frozen
Archival FFPE
OCT

Fluid Collections
Ascites, Pleural, 
Cerebrospinal fluid
Aqueous Humor

Blood Draws 

Microbiome Collections 
Fecal, Buccal Swab

Diagnosis, Staging, 
Surgical Procedures

Primary Pathology, 
Lymph Node Tumor Burden,

Metastatic Sites

Molecular Testing

Protocols
Treatments

Tumor Measurements
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Summary and Conclusions
• Classification and staging of cancer  principal communication tool & common 

language
• Longstanding partnership between AJCC and CAP continues…to expand
• CAP efforts permeate multiple Cancer Programs of the American College of Surgeons 
• Lessons learned from CAP’s approach to standardized data collection and synoptic 

reporting have helped to inform interest, development, and implementation of AJCC 
cancer staging protocols and CSSP synoptic operative reports

• Structured pathology data enables optimal patient care
• Accurate classification and staging
• Enhanced decision-making  optimal use of and revisions to evidence-based guidelines
• Supports ongoing and future efforts to refine care guidelines and inform and validate 

future prognostic and predictive clinical tools  global advances in precision oncology

• Importance of structured data and synoptic reports across the cancer care continuum 



Thank 
you!

?
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