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Family/Last name

Given name(s)

Patient identifiers Date of request Accession/Laboratory number

Elements in black text are CORE. Elements in grey text are NON-CORE.

Date of birth DD – MM – YYYY

SCOPE OF THIS DATASET
indicates multi-select values indicates single select values

OPERATIVE PROCEDURE (select all that apply) (Note 2)

Whipple pancreatoduodenectomy
Pylorus-preserving pancreatoduodenectomy
Distal pancreatectomy with splenectomy
Spleen-preserving distal pancreatectomy
Total pancreatectomy
Subtotal pancreatectomy
Pancreatic resection (select one of the options above) 
extended with one or more of the following additionally 
resected organ(s)/structure(s)

TUMOUR DIMENSIONS (Note 5)

Maximum tumour dimension (largest tumour)

Additional dimensions (largest tumour)

              mm

x               mm              mm

Chemotherapy
Radiotherapy
Other, specify

Vein

Superior mesenteric vein
Portal vein

Artery(s)

Superior mesenteric artery
Common hepatic artery
Coeliac axis

Other, specify

TUMOUR FOCALITY (Note 3)

Unifocal
Multifocal

Cannot be assessed, specify

TUMOUR SITE (select all that apply) (Note 4)

No macroscopically visible tumour
Pancreatic head
Pancreatic body
Pancreatic tail
Other, specify

a 	Refer to the Note for an explanation of the approaches to the method of
	 measurement following neoadjuvant treatment.

Dimensions of additional smaller tumour foci

x               mm              mm x               mm

x               mm              mm x               mm

Other, specify

Method of measurement (in case of neoadjuvant treatment)a

Approach 1 (largest overall dimensions)

Approach 2 (summation of dimensions of each tumour     	
                  focus)

Carcinoma of the Pancreas
Histopathology Reporting Guide

CLINICAL INFORMATION (Note 1)

Other clinical information, specify

Information not provided
Information provided

Information not provided 
No
Yes (select all that apply)

Neoadjuvant therapy

Not specified

Cannot be assessed, specify

Specify number of tumours 
in specimen

             

DD – MM – YYYY
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Carcinoma of the Pancreas

Not applicable
Cannot be assessed
Grade 1: Well differentiated 
Grade 2: Moderately differentiated
Grade 3: Poorly differentiated or undifferentiated

HISTOLOGICAL TUMOUR GRADE (Note 8)

Ductal adenocarcinoma, not otherwise specified (NOS)
Adenosquamous carcinoma
Colloid carcinoma
Hepatoid carcinoma
Medullary carcinoma
Poorly cohesive/signet-ring cell carcinoma
Undifferentiated carcinoma
Undifferentiated carcinoma with osteoclast-like giant 
cells

HISTOLOGICAL TUMOUR TYPE (Note 7)
(Value list based on the World Health Organization 
Classification of Digestive System Tumours, 6th Edition (2026))

Ductal adenocarcinoma

Acinar cell cystadenocarcinoma
Mixed acinar-ductal carcinoma

Acinar cell carcinoma

Not identified
Present

PERINEURAL INVASION (Note 11)

Invasion into arterial resection (select all that apply)

Invasion into other adjacent structure(s)/organ(s), 
specify

Not identified
Present (select all that apply)

LYMPHATIC AND VENOUS INVASION (Note 10)

Lymphatic invasion
Venous invasion
Uncertain whether lymphatic invasion or venous 
invasion

Tunica adventitia
Tunica media
Tunica intima
Vascular lumen

Maximum depth of invasion

No evidence of primary tumour
Tumour is confined to pancreas
Invasion into ampulla of Vater
Invasion into duodenum
Invasion into common bile duct
Invasion into peripancreatic soft tissues
Invasion into spleen
Invasion into splenic vein/artery

EXTENT OF INVASION (select all that apply) (Note 9)

Cannot be assessed

RESPONSE TO NEOADJUVANT THERAPY (Note 12)

No neoadjuvant treatment
Complete response 
Near complete response 
Partial, poor or no response 
Cannot be assessed, specify 

Specify which system used 

Invasion into vascular resection

Tunica adventitia
Tunica media
Tunica intima
Vascular lumen

Invasion into venous resection, specify which vein(s) 

Maximum depth of invasion

Neuroendocrine neoplasmsb

Neuroendocrine carcinoma, NOS
Large cell
Small cell

Mixed neuroendocrine-non-neuroendocrine neoplasm 
(MiNEN)

Other, specify

b Neuroendocrine tumours are not covered in this dataset; refer to the 	
	 ICCR Neuroendocrine tumours dataset.

Coeliac axis
Superior mesenteric artery
Common hepatic artery
Other, specify 

BLOCK IDENTIFICATION KEY (Note 6)
(List overleaf or separately with an indication of the nature 
and origin of all tissue blocks)

Intraductal papillary mucinous neoplasm with associated 
invasive carcinoma
Intraductal oncocytic papillary neoplasm with associated 
invasive carcinoma
Intraductal tubulopapillary neoplasm with associated 
invasive carcinoma
Mucinous cystic neoplasm with associated invasive 
carcinoma

Mixed ductal adenocarcinoma-neuroendocrine 
carcinoma 
Mixed acinar-neuroendocrine carcinoma
Mixed acinar-neuroendocrine-ductal carcinoma
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Carcinoma of the Pancreas

LYMPH NODE STATUS (Note 14)

Involved

Anterior pancreatic surface

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Transection margins of venous resection

Transection margins of arterial resection

Other margin(s), specify

Gastric/proximal duodenal transection margin

Posterior dissection margin

Superior mesenteric artery (SMA) dissection margin

Superior mesenteric vein (SMV) dissection margin

ADDITIONAL FINDINGS (select all that apply) (Note 15)

Pancreatic intraepithelial neoplasia, specify highest grade

Intraductal papillary mucinous neoplasm, specify highest 
grade

Other, specify

Chronic pancreatitis

Involved

Not involved   
Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

c 	Refer to the Note for the definition of margin involvement and for an
	 explanation of the various specimen margins and surfaces.

No nodes submitted or found

Number of lymph nodes examined

Not involved
Involved

Number of involved lymph nodes

MARGIN STATUSc (Note 13)

Invasive carcinoma
High grade dysplasia

Involved

Pancreatic transection margin

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 

Involved

Bile duct transection margin

Not involved   

Distance of tumour from closest margin               mm

Not applicable        
Cannot be assessed                 
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Carcinoma of the Pancreas

 

 

PATHOLOGICAL STAGING (UICC TNM 9th edition)d (Note 18)

TNM Descriptors (only if applicable) (select all that apply) 

Primary tumour (pT)

TXe	 Primary tumour cannot be assessed
T0	 No evidence of primary tumour
Tis	 Carcinoma in situf

T1	 Tumour 2 cm or less in greatest dimension
		 T1a	Tumour 0.5 cm or less in greatest dimension
		 T1b	Tumour greater than 0.5 cm and not more than 1 cm 	

		 in greatest dimension
		 T1c Tumour greater than 1 cm but not more than 2 cm 
			  in greatest dimension
T2	 Tumour more than 2 cm but not more than 4 cm 	

		 in greatest dimension
T3	 Tumour more than 4 cm in greatest dimension
T4	 Tumour involves coeliac axis, superior mesenteric 	

		 artery and/or common hepatic artery

 

 

Regional lymph nodes (pN)

NXe	 Regional lymph nodes cannot be assessed
N0	 No regional lymph node metastasis
N1	 Metastases in 1 - 3 regional lymph node(s)
N2	 Metastases in 4 or more regional lymph nodes

d 	Reproduced with permission. Source: UICC TNM Classification of 	
	 Malignant Tumours, 9th Edition, eds by James Brierley, Meredith 		
	 Giuliani, Brian O’Sullivan, Brian Rous, Elizabeth Van Eycken. 2025,
	 Publisher Wiley (incorporating any errata published up until 
	 21 August 2026).

 

 

f Tis also includes the ‘PanIN–III’ classification.

m 	 - 	 multiple primary tumours
y   	-  	post-therapy
r   	-  	recurrent

e	TX and NX should be used only if absolutely necessary.

HISTOLOGICALLY CONFIRMED DISTANT METASTASES 
(Note 17)

Not applicable
Not identified
Present (M1), specify site(s)

Representative blocks for ancillary studies, specify 
those blocks best representing tumour and/or normal tissue 
for further study

Performed

ANCILLARY STUDIES (Note 16)

HIGH GRADE NEUROENDOCRINE NEOPLASMS ONLYa

a	Neuroendocrine tumours are not covered in this dataset; refer to the 		
	 ICCR Neuroendocrine tumours dataset.

Retained 
Deficient

RB1

                %

Ki-67 proliferation index

Synaptophysin

Neuroendocrine markers

p53

Abnormal, specify test(s) performed and result(s) 
if available

Wildtype pattern

Positive
Negative

Low molecular weight cytokeratin(s) 

Not performed

Not performed

Not performed

Chromogranin-A
INSM1

Performed (select at least two of the following core options)

Other, specify 

Specify test(s) performed and result(s) if available

Performed

Performed

Not performed

Mismatch repair (MMR) immunohistochemistry 

Other, record test(s), methodology and result(s)

Not interpretable
Proficient
Deficient, specify

ACINAR CELL CARCINOMAS ONLY

BCL10
Trypsin
CPA1

Acinar markers

Not performed
Performed (select all that apply)

Other, specify 
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Definitions 
 
CORE elements  

CORE elements are those which are essential for the clinical management, staging or 
prognosis of the cancer. These elements will either have evidentiary support at Level P2 or 
above (based on the Hierarchy of Research Evidence for Tumour Pathology1). In rare 
circumstances, where level P2 evidence is not available an element may be made a CORE 
element where there is unanimous agreement in the Dataset Authoring Committee (DAC). 
An appropriate staging system, e.g., Pathological TNM staging would normally be included as 
a CORE element.  
 
Molecular and immunohistochemical testing is a growing feature of cancer reporting. 
However, in many parts of the world this type of testing is limited by the available resources. 
In order to encourage the global adoption of ancillary tests for patient benefit, International 
Collaboration on Cancer Reporting (ICCR) includes the most relevant ancillary testing in ICCR 
Datasets as CORE elements, especially when they are necessary for the diagnosis. Where the 
technical capability does not yet exist, laboratories may consider temporarily using these 
data elements as NON-CORE items. 
 
The summation of all CORE elements is considered to be the minimum reporting standard 
for a specific cancer. 
 

NON-CORE elements    
NON-CORE elements are those which are unanimously agreed should be included in the 
dataset but are not supported by level P2 evidence. These elements may be clinically 
important and recommended as good practice but are not yet validated or regularly used in 
patient management.  
 
Key information other than that which is essential for clinical management, staging or 
prognosis of the cancer such as macroscopic observations and interpretation, which are 
fundamental to the histological diagnosis and conclusion e.g., macroscopic tumour details, 
may be included as either CORE or NON-CORE elements by consensus of the DAC. 

       Back  

 

Scope of this dataset 
 
The dataset has been developed for pancreatic resection specimens with carcinomas of the pancreas, i.e., 
ductal adenocarcinoma, acinar cell carcinoma and neuroendocrine carcinoma (NEC) as well as tumours with 
mixed lineage differentiation, i.e., mixed ductal adenocarcinoma-neuroendocrine carcinoma, mixed acinar-
neuroendocrine carcinoma, mixed acinar-neuroendocrine-ductal carcinoma, mixed acinar-ductal 
carcinoma.2 
 
Carcinoma of the ampulla of Vater, common bile duct and duodenum, neuroendocrine tumours (NETs), 
lymphoma, sarcoma and secondary tumours are excluded from this dataset. 
 
The distinction between adenocarcinoma arising in the pancreatic head, ampulla, distal bile duct and 
duodenum may at times be difficult.3 However, because the pTN-staging of these tumours differs, and 
patient treatment and prognosis may be different, correct identification of the cancer origin is important 
and primarily based on the location of the centre of the tumour mass.4,5 While the presence of precursor 
lesions (e.g., dysplasia in the ampulla or duodenum, high grade pancreatic intraepithelial neoplasia (PanIN)) 
may be helpful in identifying the cancer origin, these are often lacking or, as in the case of low grade PanIN, 
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of no evidentiary support.6 Furthermore, colonisation of non-neoplastic epithelial surfaces (of pancreatic 
ducts or the duodenum) by adenocarcinoma (so-called ‘cancerisation’) may mimic dysplasia.7,8 Of note, the 
morphology and immunohistochemical phenotype of ampullary and duodenal adenocarcinoma are known 
to be heterogeneous and may overlap with those of pancreatobiliary cancer.9 Nevertheless, in many cases a 
confident decision can be reached based on detailed macroscopic and microscopic assessment.  
 
The second edition of this dataset includes changes to align the dataset with the World Health Organization 
(WHO) Classification of Digestive System Tumours, 6th edition, 2026.2 

     Back    

 

Note 1 – Clinical information (Core and Non-core) 
 
Clinical information can be provided by the clinician on the pathology request form. Pathologists can search 
for additional information from previous pathology reports, if any, or accessible medical records. Of 
particular relevance is information on neoadjuvant treatment, as it can have a significant effect on the 
morphological findings. Moreover, it has implications for both specimen sampling, histological 
interpretation, reporting and staging. Information regarding the administration of neoadjuvant therapy 
should therefore always be provided to and recorded by the pathologist (core). 

     Back    

 

Note 2 – Operative procedure (Core) 
 
Information regarding the type of surgical specimen should be recorded. For so-called extended resection 
specimens, the tissue(s) or organ(s) that are resected en bloc, for example a segment of the superior 
mesenteric vein or the left adrenal gland, should be clearly indicated. The type and extent of the surgical 
procedure depend on the site, size and extent of the tumour.  

     Back    

 

Note 3 – Tumour focality (Core) 
 
The vast majority of tumours are solitary, but multifocal disease can occur. Identification of tumour focality 
is based on combined macroscopic and microscopic assessment. 
 
In case of multiple synchronous tumours in a specimen, the number of tumours should be recorded. A single 
dataset should be completed, in which the site and dimensions of the individual tumours are recorded, while 
staging should be based on the largest tumour and the overall lymph node status. 

     Back     
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Note 4 – Tumour site (Core) 
 

Determination of the tumour site is based on clinical information combined with specimen assessment by 
the pathologist.  
 

The uncinate process is considered part of the pancreatic head. 
 
In cases where a single tumour involves more than one anatomical region, each site should be recorded.  
 
In case of multifocal cancer, the location of the largest tumour should be selected, while the sites of further 
smaller tumours should be specified under ‘other’. 

     Back    

 

Note 5 – Tumour dimensions (Core and Non-core) 
 

Assessment is based on macroscopic evaluation and microscopic confirmation/correction.10-15 The latter is 
important, because ductal adenocarcinoma of the pancreas often has a highly dispersed growth pattern,16 
and small clusters of cancer cells that are widely separated from the main tumour mass will be missed on 
macroscopic assessment. Conversely, the microscopic extent may sometimes be less than the apparent 
macroscopic maximum size because of peritumoural fibrosis. 
 
As pT-staging is based on tumour size,17,18 it is important that a tumour is measured in three dimensions 
such that the largest dimension can be correctly identified. Tumours of the body or tail of the pancreas often 
have their largest dimension along the length of the pancreas. In case of serial sagittal slicing of the 
pancreatic body and tail, this means that this tumour dimension must be assessed across specimen slices.10 
Similar considerations apply to the measurement of tumours in the pancreatic head.  
 
Measurement of the tumour dimensions may be difficult following neoadjuvant treatment, as the 
distribution of residual cancer cells may be even more scattered and two or more foci of residual tumour 
tissue may be present.12,14,15,19 Two approaches are being used: 

• Approach 1: measurement of the largest linear dimension of the entire area involved by viable 
residual tumour cells including intervening non-cancerous tissue, e.g., stroma and/or pancreatic 
parenchyma or other tissue structures15 

• Approach 2: measurement of the maximum dimension of each tumour focus and calculation of the 
sum of these. 

 
Both approaches have disadvantages that may lead to incorrect assessment of tumour size. Given the lack of 
evidence on how to best measure tumour size and how to define individual tumor foci in treated tumor bed, 
there is currently no international consensus. The approach that is used, based on local practice or 
dependent on the particular case, should be recorded. Approach 2 may be better suited for cases with a 
near-complete tumor response, in which only few scattered foci of viable tumor remain. 
 
Because the accuracy of tumour size measurement is dependent on the extent of tissue sampling, thorough 
sampling, including mapping sections also beyond the macroscopically assumed tumour bed, is important, in 
particular following neoadjuvant treatment.11,12,15,20  
 
In case of intraductal papillary mucinous neoplasm with associated invasive carcinoma, only the dimensions 
of the invasive carcinoma are to be recorded. This rule also applies to invasive carcinoma associated with 
intraductal oncocytic papillary neoplasm, intraductal tubulopapillary neoplasm, or mucinous cystic 
neoplasm. 

     Back    
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Note 6 – Block identification key (Non-core) 
 

The origin/designation of all tissue blocks should be recorded. This information should ideally be 
documented in the final pathology report and is particularly important when further internal or external 
review arises. The reviewer needs to have unequivocal description of the origin of each block to provide an 
informed specialist opinion. If this information is not included in the final pathology report, it should be 
available on the laboratory computer system and relayed to the reviewing pathologist. It is highly 
encouraged to have a digital image (photograph) of the specimen and record of the key of the tumour 
blocks. 
 
Recording the origin/designation of tissue blocks also facilitates retrieval of blocks for further 
immunohistochemical or molecular analysis, research studies, or clinical trials. 

     Back    

 

Note 7 – Histological tumour type (Core) 
 
Tumours should be typed according to the World Health Organization (WHO) Classification of Digestive 
System Tumours, 6th edition, 2026 (Table 1).2  
 
Ductal adenocarcinoma, including its subtypes, account for 90% of all pancreatic malignancies, whereas 
acinar cell carcinoma and NEC make up less than 2% and 1%, respectively, of all pancreatic cancers in adults. 
Mixed neuroendocrine-non-neuroendocrine carcinomas (MiNENs) of the pancreas are rare. Correct 
diagnosis of the various tumour entities is important, as they may differ in terms of prognosis, response to 
treatment and molecular profile. 
 
Invasive carcinoma that has arisen from a neoplastic precursor lesion, for example from a mucinous cystic 
neoplasm or intraductal papillary mucinous neoplasm, should be recorded under the corresponding 
histological tumour type in accordance with the WHO Classification.2 
 
Amphicrine-like carcinoma, which is defined by the intimate admixture of tumours cell with acinar and 
neuroendocrine differentiation,2 may be recorded under ‘other, specify’. 
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Table 1: 6th edition of the World Health Organization Classification of tumours of the pancreas.2  

Descriptor ICD-O codesa 

Malignant epithelial tumours  

Duct adenocarcinoma, NOS 85000/3         

Adenosquamous carcinoma 85600/3 

Colloid carcinoma 84800/3 

Hepatoid carcinoma 85760/3 

Medullary carcinoma 85100/3     

Poorly cohesive carcinoma / signet-ring cell carcinoma 84901/3   

Undifferentiated carcinoma 80200/3       

Undifferentiated carcinoma with osteoclast-like giant cells 80352/3 

Acinar cell carcinoma 85500/3 

Acinar cell cystadenocarcinoma 85510/3 

Mixed acinar–neuroendocrine carcinoma 81542/3 

Mixed acinar–neuroendocrine–ductal carcinoma 81543/3 

Mixed acinar–ductal carcinoma 85520/3 

 a These morphology codes are from the International Classification of Diseases for Oncology, fourth edition (ICD-0-

4.0).21 Behaviour is coded /0 for benign tumours; /1 for unspecified, borderline, or uncertain behaviour; /2 for 
carcinoma in situ and grade III intraepithelial neoplasia; /3 for malignant tumours, primary site; and /6 for malignant 
tumours, metastatic site. Behaviour code /6 is not generally used by cancer registries.  

© World Health Organization/International Agency for Research on Cancer. Reproduced with permission. 

     Back    

 

Note 8 – Histological tumour grade (Core) 
 
While the WHO2 and the Union for International Cancer Control (UICC)17 /American Joint Committee on 
Cancer (AJCC)18 each propose a different system for grading of the histological tumour differentiation, 
grading is highly concordant between both and has a similar predictive value.22 Grading according to the 
UICC17/AJCC18 Staging Systems is recommended because it is more widely used and less complex than the 
WHO grading system (i.e., it does not require assessment of mucin production and mitotic activity). Other 
grading systems have been proposed but have not been adopted widely.23,24  
 
The UICC17/AJCC18 system is as follows: 

• Grade 1: >95% of the tumour is composed of glands 

• Grade 2: 50-95% of the tumour is composed of glands 

• Grade 3: <50% of the tumour is composed of glands. 
 
Histological tumour grade has been shown to have prognostic significance, with grade 3 being an adverse 
prognostic factor.25-29 
 
By convention, the histological grade of tumour differentiation is not given for acinar cell carcinoma, acinar 
cell cystadenocarcinoma, and NEC. 

     Back    
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Note 9 – Extent of invasion (Core and Non-core) 
 
In pancreatic ductal adenocarcinoma, tumour extension beyond the pancreas is present in up to 90% of 
cases.11,30 Extrapancreatic invasion may also be seen in acinar cell carcinoma and NEC.  
 
Following controversy as to whether infiltration of the intrapancreatic common bile duct should be regarded 
as extrapancreatic extension and difficulties related to the identification of infiltration into the 
peripancreatic soft tissue, UICC 9th edition/AJCC TNM 8th edition have introduced tumour size as the 
exclusive criterion for stages pT1-3.17,18 T4 tumours remain defined by invasion of the common hepatic 
artery, superior mesenteric artery and/or coeliac axis, which may be considered resectable in highly selected 
cases with favourable response to neoadjuvant treatment.31 
 
Tumours that infiltrate named blood vessels or other organs, for example the adrenal gland, stomach or 
colon, may be resected by an extended surgical procedure.32 The presence or absence of tumour infiltration 
into these additionally resected structures should be recorded, because it allows correlation with 
preoperative imaging and intraoperative surgical assessment.33,34 According to some, but not all studies, 
tumour invasion of named vessels is associated with worse patient outcome,33,35-40 and the depth of invasion 
into the vessel wall (tunica adventitia, media, intima, or vascular lumen) is prognostically relevant.35,40-42 

     Back    

 

Note 10 – Lymphatic and venous invasion (Core) 
 
Tumour invasion of lymphatic and venous vessels represents different biological processes with a different 
outcome, i.e., lymph node metastasis or distant, blood-borne metastasis. Hence, these features should be 
recorded separately, in accordance with the UICC TNM 9th edition.17  
 
It may be difficult to distinguish between small lymphatics and venous blood vessels, in which case the 
‘orphan arteriole’ sign may help with identifying venous invasion. Special stains, in particular elastin stains or 
immunohistochemistry for caldesmon, podoplanin/D2-40 or desmin, may also assist the distinction.43,44 The 
latter immunohistochemical stains may also be useful to identify the occasional examples of vascular 
invasion that mimic PanIN.45 
 
While invasion of lymphatic or vascular vessels has been correlated with survival, both in patients who 
received neoadjuvant treatment and those who did not, their prognostic value is weaker than that of 
tumour stage. 2,27,43,45-47  

     Back    

 

Note 11 – Perineural invasion (Core) 
 
Perineural invasion of intrapancreatic nerves and the extrapancreatic neural plexus is a common finding in 
pancreatic ductal adenocarcinoma. It is an adverse prognostic factor both in treatment-naive tumours and 
following neoadjuvant therapy.48-50  25,28,37,51-55 

     Back    
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Note 12 – Response to neoadjuvant therapy (Core and Non-core) 
 
In the past several years, neoadjuvant treatment of pancreatic ductal adenocarcinoma has increasingly 
entered routine clinical practice. The response to neoadjuvant treatment should be recorded, because it 
reflects the tissue-based result of clinical intervention. Moreover, complete and near complete response 
correlate with better patient outcome.56 
 
Several different scoring systems have been proposed.19,57 None of these has been universally accepted, and 
interobserver variation has been reported for the most commonly used systems.58-62 The modified Ryan 
scheme (which is included in the guidelines of the College of American Pathologists63) is recommended, 
because the 4-point scoring scale64 is based on non-numeric criteria and on the evaluation of the residual 
cancer (not the proportion of the tumour that has been destroyed), which makes it easier to use. While 
many, but not all, studies do not show a difference in patient outcome between score 2 and score 3,65,66 it is 
deemed important to distinguish between patients with a treatment response that is poorer than score 1 
but definitely better than score 3, in order to risk-stratify the large number of patients (>80%) who fall into 
both these categories. For that reason, the modified three-tiered system proposed by Chatterjee,56 which 
has merged score 2 and 3 into a single group, is not recommended. One of the drawbacks of this system is a 
5% threshold value, which is difficult to determine, because assessment of the denominator (the size of the 
tumour bed) may be difficult and subjective.12,62 The advantage of the Ryan system is that it is based on 
residual viable tumour. 
 
Accurate evaluation of tumour regression requires extensive sampling of lesional tissue.15,20,67 If there is no 
grossly identifiable tumour, or the initially submitted sections do not contain viable cancer cells, entire 
embedding or extensive sampling of the pancreas and peripancreatic/adjacent tissues is recommended.15  

     Back    

 

Note 13 – Margin status (Core and Non-core) 
 
Margin assessment is based on combined macroscopic and microscopic measurement. Because margin 
involvement may be a focal, macroscopically indiscernible finding, extensive sampling is important for 
accurate assessment of the margin status.68 The need for extensive tissue sampling to detect microscopic 
margin involvement is also supported by molecular studies.69  
 
‘R1’ is defined by UICC17/AJCC18 TNM as microscopic residual disease, i.e., irrespective of whether tumour is 
left behind at a surgical resection margin or at a non-surgical tissue plane. Assessment of the R-status should 
therefore be based on evaluation of all surfaces of the resection specimen, including the anterior pancreatic 
surface and the surface of the superior mesenteric vein groove (Figure 1).  
 
Currently, a margin is considered positive if the tumour is at or within 1 millimetre (mm) of the margin. This 
definition was originally adopted from the protocols for the assessment of rectal cancer, for which a 
clearance of ≤1 mm was found to be predictive of local recurrence and poor survival. Based on the dispersed 
growth pattern that is characteristic of pancreatic ductal adenocarcinoma and more pronounced than in 
rectal cancer,16 a definition based on larger clearances (e.g., 1.5 mm) was proposed and found to be 
prognostically significant in some studies,70,71 but has not been implemented in diagnostic practice. Because 
the anterior surface of the pancreas is a peritonealised anatomical surface, involvement of that surface is 
defined by breaching of the surface, i.e., a clearance of 0 mm. While further evidence is awaited, assessment 
of the margin status based on R1 defined as 1 mm clearance (0 mm for the anterior surface) is now also 
recommended by the AJCC and other professional bodies.18,63,72,73  
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An appropriate definition of microscopic margin involvement (R1) following neoadjuvant treatment has not 
been established yet.74 Because a clearance of >1 mm does not necessarily reflect absence of microscopic 
residual disease, it is recommended to record the minimum distance to the relevant margins.  
 
The detection of microscopic margin involvement (R1) is also strongly affected by the specimen dissection 
technique.75 The current divergence in specimen grossing, including the extent of tissue sampling, along with 
the continued use of 0 mm clearance as the definition of R1 in some centres, are likely important reasons for 
the marked variation in published R1-rates. Studies based on a fully standardised, detailed pathology 
examination protocol that includes evaluation of all surfaces and the use of 1 mm clearance report on a high 
R1-rate (>70%).45-47  
 
The variation in R1-rates among studies hampers comparison of data and identification of the prognostic 
significance of margin status.76 In patients with resected pancreatic ductal adenocarcinoma without 
neoadjuvant treatment, microscopic margin involvement is found to correlate with poorer outcome in most 
studies.51,77,78 Following neoadjuvant treatment, the prognostic impact of R1 remains unclear.51,79-82    
 
The definition of R1 based on 1 mm clearance applies to ductal adenocarcinoma of the pancreas only. There 
is no evidence that this definition is also appropriate for acinar cell carcinoma and NEC, which have a 
different, often less dispersed growth pattern. It is therefore recommended to record the minimum distance 
to the closest margin(s). 
 
By convention, diagnosing macroscopic residual disease (R2) is the surgeon’s responsibility, and therefore 
this data item is not included in the pathology reporting document. 

 
The distance of a carcinoma to some of the margins may be large, such that this information is of limited 
clinical relevance. However, it is recommended to record the clearance to the margins that are closest to, 
but not involved by, the tumour (non-core). 

  

 
Figure 1: Circumferential surfaces of a pancreatoduodenectomy specimen to be included in the 
assessment of the margin status: anterior pancreatic surface (red), superior mesenteric vein (SMV) 
dissection margin (green), superior mesenteric artery (SMA) dissection margin (yellow), posterior 
dissection margin (blue). Adapted with permission courtesy of Mr Paul Brown.83 
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Note 14 – Lymph node status (Core) 
 
Regional lymph nodes that are submitted separately should be reported individually, but the numbers 
should be included in the above response.  
 
Lymph node status is one of the most potent prognostic factors for ductal adenocarcinoma of the pancreas, 
both for overall and disease-free patient survival in surgery-first and neoadjuvant treatment settings. 
26,27,29,51,84-86 Based on outcome data, tumours with positive lymph nodes are categorised as N1 (1-3 positive 
regional lymph nodes) or N2 (4 or more regional lymph node metastases).17,18  
 
Lymph node status is also found to be prognostically relevant for acinar cell carcinoma.87-90 Lymph node 
status is one of the most important prognostic factors for localised NEC, and it may guide adjuvant 
treatment for MiNEN. 
 
All lymph nodes in the resection specimen should be examined histologically. While various thresholds of 
the lymph node yield have been proposed,91-97 the 6th edition WHO Classification of Digestive System 
Tumours,2  as well as the CAP and NCCN guidelines recommend retrieving at least 12 lymph nodes from 
pancreatoduodenectomy specimens.2,98,99 For distal pancreatectomy specimens and for pancreatic cancer 
after neoadjuvant treatment, the minimum lymph node yield has not been established.84,100-102 Neither has 
the lymph node yield for resection specimens with acinar cell carcinoma or NEC been identified.  
 
In accordance with the UICC 9th edition17/AJCC18 8th edition Staging Systems, direct invasion of a lymph node 
by the primary tumour should also be reported as lymph node involvement and included in the above 
information.  
 
It should be noted that there is a discrepancy between UICC 9th edition17 and AJCC 8th edition18 Staging 
Systems regarding the assignment of coeliac lymph nodes. While these are considered regional lymph nodes 
for cancer in the head, body and tail of the pancreas by UICC,17 the AJCC regards them as regional lymph 
nodes exclusively for tumours in the pancreatic body and tail.18  

     Back    

 

Note 15 – Additional findings (Non-core) 
 
The information recorded in this element refers to any diagnostic lesion that is found in addition to the index 
lesion. In particular, in case of ductal adenocarcinoma arising from an intraductal papillary mucinous 
neoplasm, the latter should not be recorded as an additional finding but rather the tumour should be 
documented as ‘intraductal papillary mucinous neoplasm with associated invasive carcinoma’ under 
‘Histological tumour type’.  
 
If a preinvasive lesion is present, the highest grade of dysplasia should be recorded (low or high grade).   

     Back    

 

Note 16 – Ancillary studies (Core and non-core) 
 
Ancillary studies, including immunohistochemistry and molecular testing, may be performed where clinically 
indicated. While not always required for diagnosis, they may provide prognostic, predictive, or therapeutic 
information and should be recorded and specified. 
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For ductal adenocarcinoma of the pancreas, targetable molecular alterations may include, for example, 
mismatch repair (MMR)/microsatellite instability (MSI), KRAS, BRCA1/BRCA2 or PALB2 mutations.  
 
Immunohistochemical confirmation of acinar differentiation by specific markers (BCL10, trypsin, CPA1 or 
CPA2) is essential for the diagnosis of acinar cell carcinoma.2 
 
If a pure or mixed neuroendocrine neoplasm is suspected on morphology, positivity for at least two markers 
of neuroendocrine differentiation by immunohistochemistry is required (core) to confirm neuroendocrine 
differentiation, usually synaptophysin, chromogranin A and/or INSM1. As with other gastrointestinal tract 
and pancreatic neuroendocrine neoplasms, assessment of proliferation index by Ki-67 
immunohistochemistry is a core component as it is fundamental to grading of the neuroendocrine 
component.2 For the differential diagnosis with grade 3 NET, p53 (core) and Rb1 (non-core) can be applied. 
Low molecular weight cytokeratins can be used (non-core). MMR stains may also be considered for NECs 
(non-core). A Ki-67 proliferation index <55% is associated with better overall survival in NECs.103 TP53 
mutations are found in over 69% of NEC compared to 10-15% of NET grade 3 (G3),104,105 RB1 loss is found in 
40-60% of NEC and only very rarely in NET G3.106 
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Note 17 – Histologically confirmed distant metastases (Core) 
 
Distant metastasis is a strong adverse prognostic factor. Metastasis to extraregional lymph nodes (e.g., 
paraaortic lymph nodes) is also associated with poor prognosis107-109 and should be recorded as distant 
metastasis.  

     Back    

 

Note 18 – Pathological staging (Core) 
 
TNM staging should be assessed according to the agreed criteria of the UICC 9th edition17 and AJCC18 8th 
edition Staging Systems.  
 
The staging system for acinar cell carcinoma, NEC and MiNEN is the same as the one used for pancreatic 
ductal adenocarcinoma. 
 
In case of multiple synchronous cancers – arising de novo or in association with intraductal papillary 
mucinous neoplasia or other precursor lesions – the pT category should be based on the largest tumour (not 
the total sum of all invasive foci110) and recorded as ‘pTm’, while the pN category should be based on the 
overall lymph node status.  
 
N category is strongly associated with survival for pancreatic ductal adenocarcinoma, both in patients who 
were treated neoadjuvantly and those who were not.28,51,111,112 The prognostic significance of T category is 
weaker than that of N-category in a surgery-first setting, while results are conflicting following neoadjuvant 
therapy.7625,28,51,52,112,113 TNM stage provides prognostic stratification both in treatment-naïve and 
neoadjuvantly treated pancreatic ductal adenocarcinoma, although with variable discrimination between 
the various stage groups.111,113,114 
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Reporting of pathological staging categories (pT, pN, pM) is based on the evidence available to the 
pathologist at the time of reporting. As indicated in UICC TNM9 and AJCC TNM8,17,18 the final stage grouping 
of a patient's tumour is based on a combination of pathological staging and other clinical and imaging 
information. 

     Back    

 

References 
 
1 Colling R, Indave I, Del Aguila J, Jimenez RC, Campbell F, Chechlińska M, Kowalewska M, 

Holdenrieder S, Trulson I, Worf K, Pollán M, Plans-Beriso E, Pérez-Gómez B, Craciun O, García-
Ovejero E, Michałek IM, Maslova K, Rymkiewicz G, Didkowska J, Tan PH, Md Nasir ND, Myles N, 
Goldman-Lévy G, Lokuhetty D and Cree IA (2024). A New Hierarchy of Research Evidence for Tumor 
Pathology: A Delphi Study to Define Levels of Evidence in Tumor Pathology. Mod Pathol 
37(1):100357. 

 
2 WHO Classification of Tumours Editorial Board (ed) (2026). WHO Classification of Tumours, Digestive 

System Tumours, 6th Edition, IARC, Lyon.  
 
3 Soer E, Brosens L, van de Vijver M, Dijk F, van Velthuysen ML, Farina-Sarasqueta A, Morreau H, 

Offerhaus J, Koens L and Verheij J (2018). Dilemmas for the pathologist in the oncologic assessment 
of pancreatoduodenectomy specimens : An overview of different grossing approaches and the 
relevance of the histopathological characteristics in the oncologic assessment of 
pancreatoduodenectomy specimens. Virchows Arch 472(4):533–543. 

 
4 Verbeke CS and Gladhaug IP (2012). Resection margin involvement and tumour origin in pancreatic 

head cancer. Br J Surg 99(8):1036–1049. 
 
5 Abu Hilal M, Uijterwijk BA, Lemmers DHL, Janssen BV, Besselink MG, Bianchi D, Fariña A, Fukushima 

N, Gill AJ, Hong SM, Krasinskas A, Luchini C, Melocchi L, Rossi G, Scarpa A, Basturk O, Chatterjee D, 
Chou A, Esposito I, Feakins R, Groot Koerkamp B, Hruban RH, La Rosa S, Shi C, Singhi A, Verheij J, 
Wang H, Alfieri S, Ausania F, Alseidi A, Bruno MJ, Boggi U, Bnà C, Dervenis C, Falconi M, Ghidini M, 
Kist JW, Marchegiani G, Milella M, Salvia R, Siriwardena A, Wilmink H, Zaniboni A, Al-Janabi S, Holm 
MB, Roos E, Sano N, Song IH, Tarcan Z, Balzano G, Frigerio I, Guglielmi A, Malleo G, Asbun H, Adsay V 
and Verbeke C (2025). The Brescia International Multidisciplinary Consensus Guidelines on the 
Optimal Pathology Assessment and Multidisciplinary Pathways of Non-Pancreatic Neoplasms in and 
Around the Ampulla of Vater (PERIPAN). United European Gastroenterol J 13(7):1048–1068. 

 
6 Agoff SN, Crispin DA, Bronner MP, Dail DH, Hawes SE and Haggitt RC (2001). Neoplasms of the 

ampulla of vater with concurrent pancreatic intraductal neoplasia: a histological and molecular 
study. Mod Pathol 14(3):139–146. 

 
7 Polydorides AD, Shia J, Tang LH and Klimstra DS (2008). An immunohistochemical panel distinguishes 

colonization by pancreatic ductal adenocarcinoma from adenomas of ampullary and duodenal 
mucosa. Laboratory Investigation 88(1):112–143. 

 
8 Yamasaki S, Suda K, Nobukawa B and Sonoue H (2002). Intraductal spread of pancreatic cancer. 

Clinicopathologic study of 54 pancreatectomized patients. Pancreatology 2(4):407–412. 
 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 16 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

9 Xue Y, Vanoli A, Balci S, Reid MM, Saka B, Bagci P, Memis B, Choi H, Ohike N, Tajiri T, Muraki T, 
Quigley B, El-Rayes BF, Shaib W, Kooby D, Sarmiento J, Maithel SK, Knight JH, Goodman M, 
Krasinskas AM and Adsay V (2017). Non-ampullary-duodenal carcinomas: clinicopathologic analysis 
of 47 cases and comparison with ampullary and pancreatic adenocarcinomas. Mod Pathol 
30(2):255–266. 

 
10 Tran ML, Holm MB and Verbeke CS (2022). Tumour Size and T-Stage in Pancreatic Cancer Resection 

Specimens Depend on the Pathology Examination Approach. Cancers (Basel) 14(10). 
 
11 Saka B, Memis B, Balci S, Erbarut Seven I, Pehlivanoglu B, Bagci P, Esmer R, Tarcan Z, Cheng JD, 

Maithel SK, Kooby DA, Sarmiento J, El-Rayes B, Reid MD, Basturk O and Adsay NV (2026). "Horses 
out of the barn": pancreatic ductal adenocarcinoma frequently extends beyond the grossly visible 
tumour, requiring microscopic rectification for accurate T-staging. Histopathology 88(7):1385–1394. 

 
12 Wannasai K, Russo AR, Shroff SG, Glickman JN, Mattia A, Zhang ML, Ganci ML, Rider A, Carlos FC, 

Mino-Kenudson M and Shih AR (2025). Postneoadjuvant Whipple Resections Show Significant 
Residual Microscopic Tumor Beyond Grossly Identified Tumor Bed: Implications for Accurate Tumor 
Staging. Am J Surg Pathol 49(12):1207–1215. 

 
13 Rowan DJ, Hartley CP, Aldakkak M, Christians KK, Evans DB, Tsai S and Hagen CE (2020). Gross tumor 

size using the AJCC 8th ed. T staging criteria does not provide prognostic stratification for 
neoadjuvant treated pancreatic ductal adenocarcinoma. Ann Diagn Pathol 46:151485. 

 
14 Zhang ML, Kem M, Rodrigues C, Sandini M, Ciprani D, Hank T, Kunitoki K, Qadan M, Ferrone C, 

Lillemoe K, Fernández-Del Castillo C and Mino-Kenudson M (2020). Microscopic size measurements 
in post-neoadjuvant therapy resections of pancreatic ductal adenocarcinoma (PDAC) predict patient 
outcomes. Histopathology 77(1):144–155. 

 
15 Wang H, Chetty R, Hosseini M, Allende DS, Esposito I, Matsuda Y, Deshpande V, Shi J, Dhall D, Jang 

KT, Kim GE, Luchini C, Graham RP, Reid MD, Basturk O, Hruban RH, Krasinskas A, Klimstra DS and 
Adsay V (2022). Pathologic Examination of Pancreatic Specimens Resected for Treated Pancreatic 
Ductal Adenocarcinoma: Recommendations From the Pancreatobiliary Pathology Society. Am J Surg 
Pathol 46(6):754–764. 

 
16 Verbeke CS, Knapp J and Gladhaug IP (2011). Tumour growth is more dispersed in pancreatic head 

cancers than in rectal cancer: implications for resection margin assessment. Histopathology 
59(6):1111–1121. 

 
17 Brierley JD, Giuliani M, O'Sullivan B, Rous B and Van Eycken E (eds) (2025). Union for International 

Cancer Control. TNM Classification of Malignant Tumours, 9th Edition, Wiley, USA. 
 
18 Amin MB, Edge SB, Greene FL, Byrd DR, Brookland RK, Washington MK, Gershenwald JE, Compton 

CC, Hess KR, Sullivan DC, Jessup JM, Brierley JD, Gaspar LE, Schilsky RL, Balch CM, Winchester DP, 
Asare EA, Madera M, Gress DM and Meyer LR (eds) (2017). AJCC Cancer Staging Manual. 8th ed., 
Springer, New York. 

 
19 Verbeke C, Haberle L, Lenggenhager D and Esposito I (2018). Pathology assessment of pancreatic 

cancer following neoadjuvant treatment: Time to move on. Pancreatology 18(5):467–476. 
 
20 Taherian M, Katz MHG, Prakash LR, Wei D, Tong YT, Lai Z, Chatterjee D, Wang H, Kim M, Tzeng CD, 

Ikoma N, Wolff RA, Zhao D, Koay EJ, Maitra A and Wang H (2024). The Association between Sampling 
and Survival in Patients with Pancreatic Ductal Adenocarcinoma Who Received Neoadjuvant Therapy 
and Pancreaticoduodenectomy. Cancers (Basel) 16(19). 

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 17 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

21 International Agency for Research on Cancer (IARC) (2026). International Classification of Diseases 
for Oncology, Fourth edition ICD-O-4. Available from: tumourclassification.iarc.who.int/icd-o-4/ 
(Accessed 20 August 2026). 

 
22 Giulianotti PC, Boggi U, Fornaciari G, Bruno J, Rossi G, Giardino D, Di Candio G and Mosca F (1995). 

Prognostic value of histological grading in ductal adenocarcinoma of the pancreas. Kloppel vs TNM 
grading. Int J Pancreatol 17(3):279–289. 

 
23 Adsay NV, Basturk O, Bonnett M, Kilinc N, Andea AA, Feng J, Che M, Aulicino MR, Levi E and Cheng 

JD (2005). A proposal for a new and more practical grading scheme for pancreatic ductal 
adenocarcinoma. Am J Surg Pathol 29(6):724–733. 

 
24 Dao A, Orr CE, Nyi Nyi MP and Wang T (2024). Two-tier architecture-based grading for pancreatic 

cancer outperforms traditional grading. Am J Clin Pathol aqae081. doi: 10.1093/ajcp/aqae081. 
 
25 Liang TZ, Katz MHG, Prakash LR, Chatterjee D, Wang H, Kim M, Tzeng CD, Ikoma N, Wolff RA, Zhao D, 

Koay EJ, Maitra A, Kundu S and Wang H (2023). Comparative Analyses of the Clinicopathologic 
Features of Short-Term and Long-Term Survivors of Patients with Pancreatic Ductal Adenocarcinoma 
Who Received Neoadjuvant Therapy and Pancreatoduodenectomy. Cancers (Basel) 15(12). 

 
26 van Goor I, Schouten TJ, Verburg DN, Besselink MG, Bonsing BA, Bosscha K, Brosens LAA, Busch OR, 

Cirkel GA, van Dam RM, Festen S, Koerkamp BG, van der Harst E, de Hingh I, Intven MPW, Kazemier 
G, Los M, Meijer GJ, de Meijer VE, Nieuwenhuijs VB, Roos D, Schreinemakers JMJ, Stommel MWJ, 
Verdonk RC, van Santvoort HC, Daamen LA and Molenaar IQ (2024). Predicting Long-term Disease-
free Survival After Resection of Pancreatic Ductal Adenocarcinoma: A Nationwide Cohort Study. Ann 
Surg 279(1):132–137. 

 
27 Javed AA, Mahmud O, Fatimi AS, Habib A, Grewal M, He J, Wolfgang CL and Besselink MG (2024). 

Predictors for Long-Term Survival After Resection of Pancreatic Ductal Adenocarcinoma: A 
Systematic Review and Meta-Analysis. Ann Surg Oncol 31(7):4673–4687. 

 
28 Javed AA, Habib A, Mahmud O, Fatimi AS, Grewal M, Mughal N, He J, Wolfgang CL, Daamen L and 

Besselink MG (2025). Prognostic factors in localized pancreatic ductal adenocarcinoma after 
neoadjuvant therapy and resection: a systematic review and meta-analysis. J Natl Cancer Inst 
117(5):840–867. 

 
29 Leonhardt CS, Gustorff C, Klaiber U, Le Blanc S, Stamm TA, Verbeke CS, Prager GW and Strobel O 

(2024). Prognostic Factors for Early Recurrence After Resection of Pancreatic Cancer: A Systematic 
Review and Meta-Analysis. Gastroenterology 167(5):977–992. 

 
30 Lee M, Thomas AS, Lee SY, Cho YJ, Jung HS, Yun WG, Han Y, Jang JY, Kluger MD and Kwon W (2023). 

Reconsidering the absence of extrapancreatic extension in T staging for pancreatic adenocarcinoma 
in the AJCC (8(th) ed) Staging Manual using the National Cancer Database. J Gastrointest Surg 
27(11):2484–2492. 

 
31 Del Chiaro M, Rangelova E, Halimi A, Ateeb Z, Scandavini C, Valente R, Segersvard R, Arnelo U and 

Verbeke CS (2019). Pancreatectomy with arterial resection is superior to palliation in patients with 
borderline resectable or locally advanced pancreatic cancer. HPB (Oxford) 21(2):219–225. 

 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 18 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

32 Hartwig W, Vollmer CM, Fingerhut A, Yeo CJ, Neoptolemos JP, Adham M, Andren-Sandberg A, Asbun 
HJ, Bassi C, Bockhorn M, Charnley R, Conlon KC, Dervenis C, Fernandez-Cruz L, Friess H, Gouma DJ, 
Imrie CW, Lillemoe KD, Milicevic MN, Montorsi M, Shrikhande SV, Vashist YK, Izbicki JR and Buchler 
MW (2014). Extended pancreatectomy in pancreatic ductal adenocarcinoma: definition and 
consensus of the International Study Group for Pancreatic Surgery (ISGPS). Surgery 156(1):1–14. 

 
33 Gilabert M, Boher JM, Raoul JL, Paye F, Bachellier P, Turrini O and Delpero JR (2017). Comparison of 

preoperative imaging and pathological findings for pancreatic head adenocarcinoma: A retrospective 
analysis by the Association Française de Chirurgie. Medicine (Baltimore) 96(24):e7214. 

 
34 Nacul Mora G, Andreou A, Maksoud Z, Becker F, Heitplatz B, Wardelmann E, Strücker B, Katou S, 

Morgül H, Pascher A, Köhler M and Pöhler GH (2026). CT-based vascular invasion in pancreatic 
ductal adenocarcinoma compared with intraoperative and histological findings. Insights Imaging 
17(1). 

 
35 Hoshimoto S, Hishinuma S, Shirakawa H, Tomikawa M, Ozawa I, Wakamatsu S, Hoshi S, Hoshi N, 

Hirabayashi K and Ogata Y (2017). Reassessment of the clinical significance of portal-superior 
mesenteric vein invasion in borderline resectable pancreatic cancer. Eur J Surg Oncol 43(6):1068–
1075. 

 
36 Han S, Choi DW, Choi SH, Heo JS, Han IW and You YH (2021). Long-term outcomes following en bloc 

resection for pancreatic ductal adenocarcinoma of the head with portomesenteric venous invasion. 
Asian J Surg 44(1):313–320. 

 
37 Machairas N, Raptis DA, Velázquez PS, Sauvanet A, Rueda de Leon A, Oba A, Koerkamp BG, Lovasik 

B, Chan C, Yeo CJ, Bassi C, Ferrone CR, Kooby D, Moskal D, Tamburrino D, Yoon DS, Barroso E, de 
Santibañes E, Kauffmann EF, Vigia E, Robin F, Casciani F, Burdío F, Belfiori G, Malleo G, Lavu H, 
Hartog H, Hwang HK, Han HS, Marques HP, Poves I, Domínguez-Rosado I, Park JS, Lillemoe KD, 
Roberts K, Sulpice L, Besselink MG, Abuawwad M, Del Chiaro M, de Santibañes M, Falconi M, D'Silva 
M, Silva M, Hilal MA, Qadan M, Sell NM, Beghdadi N, Napoli N, Busch ORC, Mazza O, Muiesan P, 
Müller PC, Ravikumar R, Schulick R, Powell-Brett S, Abbas SH, Mackay TM, Stoop TF, Gallagher TK, 
Boggi U, van Eijck C, Clavien PA, Conlon KCP and Fusai GK (2021). The Impact of Neoadjuvant 
Treatment on Survival in Patients Undergoing Pancreatoduodenectomy With Concomitant 
Portomesenteric Venous Resection: An International Multicenter Analysis. Ann Surg 274(5):721–728. 

 
38 Zhang J, Ren L, Jäger C, Doğruöz A, Friess H, Demir IE and Scheufele F (2026). Prognostic implications 

of superior mesenteric vein/portal vein resection and histologic venous invasion in BR/LA PDAC after 
neoadjuvant therapy. Langenbecks Arch Surg 411(1). 

 
39 Ahuja M, Pandé R, Chugtai S, Brown RM, Cain O, Bartlett DC, Dasari BVM, Marudanayagam R, 

Roberts KJ, Isaac J, Sutcliffe RP and Chatzizacharias N (2023). Vein Wall Invasion Is a More Reliable 
Predictor of Oncological Outcomes than Vein-Related Margins after Pancreaticoduodenectomy for 
Early Stages of Pancreatic Ductal Adenocarcinoma. Diagnostics (Basel) 13(22). 

 
40 Addeo P, Velten M, Averous G, Faitot F, Nguimpi-Tambou M, Nappo G, Felli E, Fuchshuber P and 

Bachellier P (2017). Prognostic value of venous invasion in resected T3 pancreatic adenocarcinoma: 
Depth of invasion matters. Surgery 162(2):264–274. 

 
41 Ravikumar R, Sabin C, Abu Hilal M, Al-Hilli A, Aroori S, Bond-Smith G, Bramhall S, Coldham C, 

Hammond J, Hutchins R, Imber C, Preziosi G, Saleh A, Silva M, Simpson J, Spoletini G, Stell D, Terrace 
J, White S, Wigmore S and Fusai G (2017). Impact of portal vein infiltration and type of venous 
reconstruction in surgery for borderline resectable pancreatic cancer. Br J Surg 104(11):1539–1548. 

 

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 19 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

42 Prakash LR, Wang H, Zhao J, Nogueras-Gonzalez GM, Cloyd JM, Tzeng CD, Kim MP, Lee JE and Katz 
MHG (2020). Significance of Cancer Cells at the Vein Edge in Patients with Pancreatic 
Adenocarcinoma Following Pancreatectomy with Vein Resection. J Gastrointest Surg 24(2):368–379. 

 
43 Morita K, Oshiro H, Mito K, Mieno MN, Tamba-Sakaguchi M, Niki T, Miki A, Koizumi M, Sakuma Y, 

Komatsubara T, Sata N and Fukushima N (2018). Prognostic significance of the degree of lymphatic 
vessel invasion in locally advanced, surgically resectable pancreatic head cancer: A single center 
experience. Medicine (Baltimore) 97(49):e13466. 

 
44 Shin J, Wood LD, Hruban RH and Hong SM (2020). Desmin and CD31 immunolabeling for detecting v
 enous invasion of the pancreatobiliary tract cancers. PLoS One 15(11):e0242571. 
 
45 Hong SM, Goggins M, Wolfgang CL, Schulick RD, Edil BH, Cameron JL, Handra-Luca A, Herman JM and 

Hruban RH (2012). Vascular invasion in infiltrating ductal adenocarcinoma of the pancreas can mimic 
pancreatic intraepithelial neoplasia: a histopathologic study of 209 cases. Am J Surg Pathol 
36(2):235–241. 

 
46 Chatterjee D, Rashid A, Wang H, Katz MH, Wolff RA, Varadhachary GR, Lee JE, Pisters PW, Gomez HF, 

Abbruzzese JL, Fleming JB and Wang H (2012). Tumor invasion of muscular vessels predicts poor 
prognosis in patients with pancreatic ductal adenocarcinoma who have received neoadjuvant 
therapy and pancreaticoduodenectomy. Am J Surg Pathol 36(4):552–559. 

 
47 Lee SJ, Sung YN, Kim SJ, Shin S, Cho H, Hruban RH and Hong SM (2020). Comprehensive histological 

evaluation with clinical analysis of venous invasion in pancreatic ductal adenocarcinoma: From 
histology to clinical implications. Pancreatology 20(7):1486–1494. 

 
48 Chen JW, Bhandari M, Astill DS, Wilson TG, Kow L, Brooke-Smith M, Toouli J and Padbury RT (2010). 

Predicting patient survival after pancreaticoduodenectomy for malignancy: histopathological criteria 
based on perineural infiltration and lymphovascular invasion. HPB (Oxford) 12(2):101–108. 

 
49 Fouquet T, Germain A, Brunaud L, Bresler L and Ayav A (2014). Is perineural invasion more accurate 

than other factors to predict early recurrence after pancreatoduodenectomy for pancreatic head 
adenocarcinoma? World J Surg 38(8):2132–2137. 

 
50 Chatterjee D, Katz MH, Rashid A, Wang H, Iuga AC, Varadhachary GR, Wolff RA, Lee JE, Pisters PW, 

Crane CH, Gomez HF, Abbruzzese JL, Fleming JB and Wang H (2012). Perineural and intraneural 
invasion in posttherapy pancreaticoduodenectomy specimens predicts poor prognosis in patients 
with pancreatic ductal adenocarcinoma. Am J Surg Pathol 36(3):409–417. 

 
51 Javed AA, Habib JR, Andel PCM, Campbell BA, Rompen IF, Mahmud O, Fatimi A, van Goor I, Schouten 

TJ, Stoop TF, Salinas CH, van Santvoort HC, Koerkamp BG, Molenaar IQ, Wolfgang CL, Besselink MG, 
He J and Daamen LA (2026). Implications of Neoadjuvant Therapy on Prognostic Factors in 
Pancreatic Ductal Adenocarcinoma: A Path Towards Personalized Prognostication. Ann Surg 
284(4):e79–e86. 

 
52 Tong YT, Lai Z, Katz MHG, Prakash LR, Wang H, Chatterjee D, Kim M, Tzeng CD, Lee JE, Ikoma N, 

Rashid A, Wolff RA, Zhao D, Koay EJ, Maitra A and Wang H (2023). Prognosticators for Patients with 
Pancreatic Ductal Adenocarcinoma Who Received Neoadjuvant FOLFIRINOX or Gemcitabine/Nab-
Paclitaxel Therapy and Pancreatectomy. Cancers (Basel) 15(9):2608. 

 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 20 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

53 Schouten TJ, Kroon VJ, Besselink MG, Bosscha K, Busch OR, Crobach A, van Dam RM, Doukas M, 
Fariña Sarasquesta A, Festen S, Groot Koerkamp B, van der Harst E, Heij LR, de Hingh I, Kazemier G, 
Liem MSL, de Meijer VE, Mieog JSD, Patijn GA, Raicu GM, Roos D, Schreinemakers JMJ, Stommel 
MWJ, Wilmink HJ, Wit F, Brosens LAA, van Santvoort HC, Molenaar IQ and Daamen LA (2025). 
Perineural Invasion is an Important Prognostic Factor in Patients With Radically Resected (R0) and 
Node-negative (pN0) Pancreatic Cancer. Ann Surg 282(6):1083–1091. 

 
54 Crippa S, Pergolini I, Javed AA, Honselmann KC, Weiss MJ, Di Salvo F, Burkhart R, Zamboni G, Belfiori 

G, Ferrone CR, Rubini C, Yu J, Gasparini G, Qadan M, He J, Lillemoe KD, Castillo CF, Wolfgang CL and 
Falconi M (2022). Implications of Perineural Invasion on Disease Recurrence and Survival After 
Pancreatectomy for Pancreatic Head Ductal Adenocarcinoma. Ann Surg 276(2):378–385. 

 
55 Cha DE, Yu AT, Khajoueinejad N, Gleeson E, Shaltiel T, Berger Y, Macfie R, Golas BJ, Sarpel U, Labow 

DM, Hiotis S and Cohen NA (2023). Perineural Invasion of Pancreatic Ductal Adenocarcinoma is 
Associated with Early Recurrence after Neoadjuvant Therapy Followed by Resection. World J Surg 
47(7):1801–1808. 

 
56 Chatterjee D, Katz MH, Rashid A, Varadhachary GR, Wolff RA, Wang H, Lee JE, Pisters PW, Vauthey 

JN, Crane C, Gomez HF, Abbruzzese JL, Fleming JB and Wang H (2012). Histologic grading of the 
extent of residual carcinoma following neoadjuvant chemoradiation in pancreatic ductal 
adenocarcinoma: a predictor for patient outcome. Cancer 118(12):3182–3190. 

 
57 van Roessel S, Janssen BV, Soer EC, Fariña Sarasqueta A, Verbeke CS, Luchini C, Brosens LAA, Verheij 

J and Besselink MG (2021). Scoring of tumour response after neoadjuvant therapy in resected 
pancreatic cancer: systematic review. Br J Surg 108(2):119–127. 

 
58 Janssen BV, van Roessel S, van Dieren S, de Boer O, Adsay V, Basturk O, Brosens L, Campbell F, 

Chatterjee D, Chou A, Doglioni C, Esposito I, Feakins R, Fuchs TL, Fukushima N, Gill AJ, Hong SM, 
Hruban RH, Kaplan J, Krasinkas A, Luchini C, Shi C, Singhi A, Thompson E, Velthuysen MF, Besselink 
MG, Verheij J, Wang H, Verbeke C and Fariña A (2022). Histopathological tumour response scoring in 
resected pancreatic cancer following neoadjuvant therapy: international interobserver study (ISGPP-
1). Br J Surg 110(1):67–75. 

 
59 Holm MB, Lenggenhager D, Detlefsen S, Sántha P and Verbeke CS (2024). Identification of tumour 

regression in neoadjuvantly treated pancreatic cancer is based on divergent and nonspecific criteria. 
Histopathology 85(1):171–181. 

 
60 S NK, Serra S, Dhani N, Hafezi-Bakhtiari S, Szentgyorgyi E, Vajpeyi R and Chetty R (2017). Regression 

grading in neoadjuvant treated pancreatic cancer: an interobserver study. J Clin Pathol 70(3):237–
243. 

 
61 Matsuda Y, Ohkubo S, Nakano-Narusawa Y, Fukumura Y, Hirabayashi K, Yamaguchi H, Sahara Y, 

Kawanishi A, Takahashi S, Arai T, Kojima M and Mino-Kenudson M (2020). Objective assessment of 
tumor regression in post-neoadjuvant therapy resections for pancreatic ductal adenocarcinoma: 
comparison of multiple tumor regression grading systems. Sci Rep 10(1):18278. 

 
62 Chou A, Ahadi M, Arena J, Sioson L, Sheen A, Fuchs TL, Pavlakis N, Clarke S, Kneebone A, Hruby G, 

Sahni S, Mittal A, Samra J and Gill AJ (2021). A Critical Assessment of Postneoadjuvant Therapy 
Pancreatic Cancer Regression Grading Schemes With a Proposal for a Novel Approach. Am J Surg 
Pathol 45(3):394–404. 

 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 21 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

63 TO REPLACE WITH REFERENCE 98 College of American Pathologists (CAP) (2017). Protocol for the 
examination of specimens from patients with carcinoma of the pancreas. Available from: 
https://documents.cap.org/protocols/cp-gihepatobiliary-pancreas-exocrine-17protocol-4001.pdf 
(Accessed 1st November 2019). 

 
64 Ryan R, Gibbons D, Hyland JM, Treanor D, White A, Mulcahy HE, O'Donoghue DP, Moriarty M, 

Fennelly D and Sheahan K (2005). Pathological response following long-course neoadjuvant 
chemoradiotherapy for locally advanced rectal cancer. Histopathology 47(2):141–146. 

 
65 Lee SM, Katz MH, Liu L, Sundar M, Wang H, Varadhachary GR, Wolff RA, Lee JE, Maitra A, Fleming JB, 

Rashid A and Wang H (2016). Validation of a proposed tumor regression grading scheme for 
pancreatic ductal adenocarcinoma after neoadjuvant therapy as a prognostic indicator for survival. 
Am J Surg Pathol 40(12):1653–1660. 

 
66 Choi GW, Seo Y, Lee I, Chae YS, Yun WG, Han Y, Jung HS, Cho YJ, Kwon W, Park JS and Jang JY (2025). 

Evaluating Tumor Regression and Survival Outcomes in Pancreatic Ductal Adenocarcinoma After 
Neoadjuvant Treatment according to CAP Grading System: Clinical Usefulness and Limitations. Ann 
Surg Oncol 32(13):9956–9965. 

 
67 Yokohira M, Oshima M, Yamakawa K, Ye J, Nakano-Narusawa Y, Haba R, Fukumura Y, Hirabayashi K, 

Yamaguchi H, Kojima M, Okano K, Suzuki Y and Matsuda Y (2021). Adequate tissue sampling for the 
assessment of pathological tumor regression in pancreatic cancer. Sci Rep 11(1):6586. 

 
68 Verbeke CS, Leitch D, Menon KV, McMahon MJ, Guillou PJ and Anthoney A (2006). Redefining the R1 

resection in pancreatic cancer. Br J Surg 93(10):1232–1237. 
 
69 Turrini O, Gilabert M, Ewald J, Moutardier V, Delpero JR and Iovanna JL (2017). Resectable 

pancreatic head adenocarcinoma: Is R0 resection an illusion? Genetic evaluation of venous resection 
margin affirmed unrecognized disease. J Visc Surg 154(5):329–333. 

 
70 Jamieson NB, Chan NI, Foulis AK, Dickson EJ, McKay CJ and Carter CR (2013). The prognostic 

influence of resection margin clearance following pancreaticoduodenectomy for pancreatic ductal 
adenocarcinoma. J Gastrointest Surg 17(3):511–521. 

 
71 Chang DK, Johns AL, Merrett ND, Gill AJ, Colvin EK, Scarlett CJ, Nguyen NQ, Leong RW, Cosman PH, 

Kelly MI, Sutherland RL, Henshall SM, Kench JG and Biankin AV (2009). Margin clearance and 
outcome in resected pancreatic cancer. J Clin Oncol 27(17):2855–2862. 

 
72 The Royal College of Pathologists of Australasia (RCPA) (2020). Cancer of the exocrine pancreas, 

ampulla of Vater and distal common bile duct Structured reporting protocol. 2nd edition. Available 
from: https://www.rcpa.edu.au/Library/Practising-Pathology/Structured-Pathology-Reporting-of-
Cancer/Cancer-Protocols/Gastrointestinal/Protocol-pancreatic-cancer.aspx (Accessed 20 August 
2026). 

 
73 The Royal College of Pathologists (RCPath) (2019). Dataset for the histopathological reporting of 

carcinoma of the pancreas, ampulla of Vater and common bile duct. Available from: 
https://www.rcpath.org/static/34910231-c106-4629-a2de9e9ae6f87ac1/G091-Dataset-for-
histopathological-reporting-of-carcinomas-of-the-pancreas-ampulla-of-Vater-and-common-bile-
duct.pdf (Accessed 20 August 2026). 

 
74 Verbeke C, Lohr M, Karlsson JS and Del Chiaro M (2015). Pathology reporting of pancreatic cancer 

following neoadjuvant therapy: challenges and uncertainties. Cancer Treat Rev 41(1):17–26. 
 

https://www.iccr-cancer.org/disclaimer/
https://documents.cap.org/protocols/cp-gihepatobiliary-pancreas-exocrine-17protocol-4001.pdf


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 22 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

75 Chandrasegaram MD, Goldstein D, Simes J, Gebski V, Kench JG, Gill AJ, Samra JS, Merrett ND, 
Richardson AJ and Barbour AP (2015). Meta-analysis of radical resection rates and margin 
assessment in pancreatic cancer. Br J Surg 102(12):1459–1472. 

 
76 Leonhardt CS, Hank T, Pils D, Gustorff C, Sahora K, Schindl M, Verbeke CS, Strobel O and Klaiber U 

(2024). Prognostic impact of resection margin status on survival after neoadjuvant treatment for 
pancreatic cancer: systematic review and meta-analysis. Int J Surg 110(1):453–463. 

 
77 Tummers WS, Groen JV, Sibinga Mulder BG, Farina-Sarasqueta A, Morreau J, Putter H, van de Velde 

CJ, Vahrmeijer AL, Bonsing BA, Mieog JS and Swijnenburg RJ (2019). Impact of resection margin 
status on recurrence and survival in pancreatic cancer surgery. Br J Surg 106(8):1055–1065. 

 
78 Leonhardt CS, Niesen W, Kalkum E, Klotz R, Hank T, Büchler MW, Strobel O and Probst P (2022). 

Prognostic relevance of the revised R status definition in pancreatic cancer: meta-analysis. BJS Open 
6(2):zrac010. doi: 10.1093/bjsopen/zrac010. 

 
79 Schmocker RK, Delitto D, Wright MJ, Ding D, Cameron JL, Lafaro KJ, Burns WR, Wolfgang CL, Burkhart 

RA and He J (2021). Impact of Margin Status on Survival in Patients with Pancreatic Ductal 
Adenocarcinoma Receiving Neoadjuvant Chemotherapy. J Am Coll Surg 232(4):405–413. 

 
80 Klaiber U, Schnaidt ES, Hinz U, Gaida MM, Heger U, Hank T, Strobel O, Neoptolemos JP, Mihaljevic 

AL, Büchler MW and Hackert T (2021). Prognostic Factors of Survival After Neoadjuvant Treatment 
and Resection for Initially Unresectable Pancreatic Cancer. Ann Surg 273(1):154–162. 

 
81 Leonhardt CS, Pils D, Qadan M, Jomrich G, Assawasirisin C, Klaiber U, Sahora K, Warshaw AL, Ferrone 

CR, Schindl M, Lillemoe KD, Strobel O, Fernández-Del Castillo C and Hank T (2024). The Revised R 
Status is an Independent Predictor of Postresection Survival in Pancreatic Cancer After Neoadjuvant 
Treatment. Ann Surg 279(2):314–322. 

 
82 Addeo P, Paul C, Averous G, Furda PP, Marchitelli I and Bachellier P (2026). Clinical Significance of an 

R1 Resection for Pancreatic Ductal Adenocarcinomas Treated by Intensive FOLFIRINOX Induction-
Based Chemotherapy and Extended Pancreatectomies. Ann Surg Oncol 33(3):2683–2693. 

 
83 Campbell F and Verbeke C (2013). Pathology of the Pancreas - A Practical Approach. Springer, 

London. 
 
84 Javed AA, Ding D, Baig E, Wright MJ, Teinor JA, Mansoor D, Thompson E, Hruban RH, Narang A, 

Burns WR, 3rd, Burkhart RA, Lafaro K, Weiss MJ, Cameron JL, Wolfgang CL and He J (2022). Accurate 
Nodal Staging in Pancreatic Cancer in the Era of Neoadjuvant Therapy. World J Surg 46(3):667–677. 

 
85 Estrella JS, Rashid A, Fleming JB, Katz MH, Lee JE, Wolf RA, Varadhachary GR, Pisters PW, Abdalla EK, 

Vauthey JN, Wang H, Gomez HF, Evans DB, Abbruzzese JL and Wang H (2012). Post-therapy 
pathologic stage and survival in patients with pancreatic ductal adenocarcinoma treated with 
neoadjuvant chemoradiation. Cancer 118(1):268–277. 

 
86 Fischer LK, Katz MH, Lee SM, Liu L, Wang H, Varadhachary GR, Wolff RA, Lee JE, Maitra A, Roland CL, 

Fleming JB, Estrella J, Rashid A and Wang H (2016). The number and ratio of positive lymph nodes 
affect pancreatic cancer patient survival after neoadjuvant therapy and pancreaticoduodenectomy. 
Histopathology 68(2):210–220. 

 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 23 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

87 La Rosa S, Adsay V, Albarello L, Asioli S, Casnedi S, Franzi F, Marando A, Notohara K, Sessa F, Vanoli 
A, Zhang L and Capella C (2012). Clinicopathologic study of 62 acinar cell carcinomas of the pancreas: 
insights into the morphology and immunophenotype and search for prognostic markers. Am J Surg 
Pathol 36(12):1782–1795. 

 
88 Shin SH, Hwang HK, Jang JY, Kim H, Park SJ, Han SS, Han IW, Hwang DW and Heo JS (2021). Clinical 

Characteristics of Resected Acinar Cell Carcinoma of the Pancreas: A Korean Multi-Institutional 
Study. Cancers (Basel) 13(20). 

 
89 Petrova E, Wellner J, Nording AK, Braun R, Honselmann KC, Bolm L, Hummel R, Klinkhammer-Schalke 

M, Zeissig SR, Kleihues van Tol K, Timme-Bronsert S, Bronsert P, Zemskov S, Keck T and Wellner UF 
(2021). Survival Outcome and Prognostic Factors for Pancreatic Acinar Cell Carcinoma: Retrospective 
Analysis from the German Cancer Registry Group. Cancers (Basel) 13(23). 

 
90 Bellotti R, Paiella S, Primavesi F, Jäger C, Demir IE, Casciani F, Kornprat P, Wagner D, Rösch CS, 

Butturini G, Giardino A, Goretzky PE, Mogl M, Fahlbusch T, Kaiser J, Strobel O, Nießen A, Luu AM, 
Salvia R and Maglione M (2023). Treatment characteristics and outcomes of pure Acinar cell 
carcinoma of the pancreas - A multicentric European study on radically resected patients. HPB 
(Oxford) 25(11):1411–1419. 

 
91 Tol JA, Gouma DJ, Bassi C, Dervenis C, Montorsi M, Adham M, Andrén-Sandberg A, Asbun HJ, 

Bockhorn M, Büchler MW, Conlon KC, Fernández-Cruz L, Fingerhut A, Friess H, Hartwig W, Izbicki JR, 
Lillemoe KD, Milicevic MN, Neoptolemos JP, Shrikhande SV, Vollmer CM, Yeo CJ and Charnley RM 
(2014). Definition of a standard lymphadenectomy in surgery for pancreatic ductal adenocarcinoma: 
a consensus statement by the International Study Group on Pancreatic Surgery (ISGPS). Surgery 
156(3):591–600. 

 
92 Arrington AK, Price ET, Golisch K and Riall TS (2019). Pancreatic Cancer Lymph Node Resection 

Revisited: A Novel Calculation of Number of Lymph Nodes Required. J Am Coll Surg 228(4):662–669. 
 
93 Hua J, Zhang B, Xu J, Liu J, Ni Q, He J, Zheng L, Yu X and Shi S (2019). Determining the optimal 

number of examined lymph nodes for accurate staging of pancreatic cancer: An analysis using the 
nodal staging score model. Eur J Surg Oncol 45(6):1069–1076. 

 
94 Huang L, Jansen L, Balavarca Y, van der Geest L, Lemmens V, Koerkamp BG, van Santvoort HC, 

Grützmann R, Besselink MG, Schrotz-King P and Brenner H (2021). Significance of Examined Lymph 
Node Number in Accurate Staging and Long-term Survival in Resected Stage I-II Pancreatic Cancer-
More is Better? A Large International Population-based Cohort Study. Ann Surg 274(6):e554–e563. 

 
95 Conroy T, Pfeiffer P, Vilgrain V, Lamarca A, Seufferlein T, O'Reilly EM, Hackert T, Golan T, Prager G, 

Haustermans K, Vogel A and Ducreux M (2023). Pancreatic cancer: ESMO Clinical Practice Guideline 
for diagnosis, treatment and follow-up. Ann Oncol 34(11):987–1002. 

 
96 Goess R, Jäger C, Perinel J, Pergolini I, Demir E, Safak O, Scheufele F, Schorn S, Muckenhuber A, 

Adham M, Novotny A, Ceyhan GO, Friess H and Demir IE (2024). Lymph node examination and 
survival in resected pancreatic ductal adenocarcinoma: retrospective study. BJS Open 8(1). 

 
97 Yoon SJ, Hong SS, Park B, Kim SH, Kang CM, Kim KS, Shin SH, Han IW, Heo JS, Hwang HK and Kim H 

(2025). Optimal Number of Lymph Nodes Retrieved to Lower the Risk of False N0 for Patients with 
Pancreatic Cancer Undergoing Curative Surgery. Ann Surg Oncol 32(12):8894–8902. 

 
  

https://www.iccr-cancer.org/disclaimer/


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 24 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

98 College of American Pathologists (2025). Protocol for the Examination of Specimens from Patients 
with Carcinoma of the Pancreas. Available from: https://www.cap.org/wp-
content/uploads/documents/New-Cancer-Protocols-June-
2025/Panc.Exo_4.3.0.0.REL_CAPCP.pdf?download=true (Accessed 20 August 2026).  

 
99 National Comprehensive Cancer Network (2026). NCCN clinical practice guidelines in oncology: 

Pancreatic Adenocarcinoma, NCCN Evidence Blocks (Version 3.2026). Available from: 
https://www.nccn.org/professionals/physician_gls/pdf/pancreatic_blocks.pdf (Accessed 20 August 
2026). 

 
100 Malleo G, Maggino L, Ferrone CR, Marchegiani G, Mino-Kenudson M, Capelli P, Rusev B, Lillemoe KD, 

Bassi C, Fernàndez-Del Castillo C and Salvia R (2019). Number of Examined Lymph Nodes and Nodal 
Status Assessment in Distal Pancreatectomy for Body/Tail Ductal Adenocarcinoma. Ann Surg 
270(6):1138–1146. 

 
101 Li YF, Xiang YC, Zhang QQ and Wang WL (2020). Impact of examined lymph node count on prognosis 

in patients with lymph node-negative pancreatic body/tail ductal adenocarcinoma. J Gastrointest 
Oncol 11(4):644–653. 

 
102 Wang W, Shen Z, Zhang J, Chen H, Deng X, Peng C, Xie J, Xu Z and Shen B (2022). A Novel Criterion 

for Lymph Nodes Dissection in Distal Pancreatectomy for Ductal Adenocarcinoma: A Population 
Study of the US SEER Database. Ann Surg Oncol 29(3):1533–1539. 

 
103 Milione M, Maisonneuve P, Spada F, Pellegrinelli A, Spaggiari P, Albarello L, Pisa E, Barberis M, Vanoli 

A, Buzzoni R, Pusceddu S, Concas L, Sessa F, Solcia E, Capella C, Fazio N and La Rosa S (2017). The 
Clinicopathologic Heterogeneity of Grade 3 Gastroenteropancreatic Neuroendocrine Neoplasms: 
Morphological Differentiation and Proliferation Identify Different Prognostic Categories. 
Neuroendocrinology 104(1):85–93. 

 
104 Venizelos A, Elvebakken H, Perren A, Nikolaienko O, Deng W, Lothe IMB, Couvelard A, Hjortland GO, 

Sundlöv A, Svensson J, Garresori H, Kersten C, Hofsli E, Detlefsen S, Krogh M, Sorbye H and 
Knappskog S (2021). The molecular characteristics of high-grade gastroenteropancreatic 
neuroendocrine neoplasms. Endocr Relat Cancer 29(1):1–14. 

 
105 Sciarra A, Libera L, Destro A, Maragliano R, Furlan D, Guastafierro V, Marchiori D, Vanoli A, Gonzalez 

RS, Letovanec I, Lazzi S, La Rosa S and Uccella S (2026). Molecular Profiling of Digestive Grade 3 
Neuroendocrine Tumors Reveals a Shared Molecular Framework with Lower-Grade Tumors, Marked 
Heterogeneity, and Therapeutic Opportunities. Endocr Pathol 37(1):23. 

 
106 Chen R, Tihy M, Lacroix L, de Rycke O, Lacombe C, Just PA, Cazes A, Svrcek M, de Montpreville VT, 

Antoine M, Scoazec JY, de Mestier L, Couvelard A and Cros J (2025). Performance of 
Immunohistochemistry to Detect Rb/p53 Alterations in High-Grade Neuroendocrine Neoplasms: 
Staining Patterns and Comparison with Genetic Testing. Endocr Pathol 36(1):40. 

 
107 Schwarz L, Lupinacci RM, Svrcek M, Lesurtel M, Bubenheim M, Vuarnesson H, Balladur P and Paye F 

(2014). Para-aortic lymph node sampling in pancreatic head adenocarcinoma. Br J Surg 101(5):530–
538. 

 
108 Murakami Y, Uemura K, Sudo T, Hashimoto Y, Yuasa Y and Sueda T (2010). Prognostic impact of 

para-aortic lymph node metastasis in pancreatic ductal adenocarcinoma. World J Surg 34(8):1900–
1907. 

 

https://www.iccr-cancer.org/disclaimer/
https://www.cap.org/wp-content/uploads/documents/New-Cancer-Protocols-June-2025/Panc.Exo_4.3.0.0.REL_CAPCP.pdf?download=true
https://www.cap.org/wp-content/uploads/documents/New-Cancer-Protocols-June-2025/Panc.Exo_4.3.0.0.REL_CAPCP.pdf?download=true
https://www.cap.org/wp-content/uploads/documents/New-Cancer-Protocols-June-2025/Panc.Exo_4.3.0.0.REL_CAPCP.pdf?download=true


 
Use of this dataset is only permitted subject to the details described at: Disclaimer - International Collaboration on Cancer Reporting (iccr-cancer.org) 

DRAFT Version 2.0 Published XXX                                             ISBN: XXXX                                                                                       Page 25 of 25 

© 2026 International Collaboration on Cancer Reporting Limited (ICCR). 

109 Shimada K, Sakamoto Y, Sano T and Kosuge T (2006). The role of paraaortic lymph node involvement 
on early recurrence and survival after macroscopic curative resection with extended 
lymphadenectomy for pancreatic carcinoma. J Am Coll Surg 203(3):345–352. 

 
110 Zhang ML, Omori Y, Hong SM, Ideno N, Date K, Rocha Castellanos DM, Shroff SG, Zamboni G, 

Gonzalez RS, Furukawa T, Fernandez-Del Castillo C and Mino-Kenudson M (2024). Prognostic 
performance of microscopic size measurements in small invasive carcinomas arising in intraductal 
papillary mucinous neoplasms of the pancreas. Histopathology 85(2):263–274. 

 
111 Schouten TJ, Daamen LA, Dorland G, van Roessel SR, Groot VP, Besselink MG, Bonsing BA, Bosscha K, 

Brosens LAA, Busch OR, van Dam RM, Fariña Sarasqueta A, Festen S, Groot Koerkamp B, van der 
Harst E, de Hingh I, Intven M, Kazemier G, de Meijer VE, Nieuwenhuijs VB, Raicu GM, Roos D, 
Schreinemakers JMJ, Stommel MWJ, van Velthuysen MF, Verdonk RC, Verheij J, Verkooijen HM, van 
Santvoort HC and Molenaar IQ (2022). Nationwide Validation of the 8th American Joint Committee 
on Cancer TNM Staging System and Five Proposed Modifications for Resected Pancreatic Cancer. 
Ann Surg Oncol 29(9):5988–5999. 

 
112 Maggino L, Malleo G, Crippa S, Belfiori G, Bannone E, Lionetto G, Gasparini G, Nobile S, Luchini C, 

Mattiolo P, Schiavo-Lena M, Doglioni C, Scarpa A, Ferrone C, Bassi C, Fernández-Del Castillo C, 
Falconi M and Salvia R (2023). Pathological staging in postneoadjuvant pancreatectomy for 
pancreatic cancer: implications for adjuvant therapy. Br J Surg 110(8):973–982. 

 
113 Kim HS, Chae H, Lim SY, Jeong H, Yoon SJ, Shin SH, Han IW, Heo JS and Kim H (2025). Prognostic 

Accuracy of ypTNM Stage in Patients with Pancreatic Cancer in the Era of Modern Neoadjuvant 
Therapy. Ann Surg Oncol 32(4):2799–2808. 

 
114 Marcinak CT, Parker WF, Parikh AA, Datta J, Maithel SK, Kooby DA, Burkard ME, Kim HJ, LeCompte 

MT, Afshar M, Churpek MM and Zafar SN (2023). Accuracy of models to prognosticate survival after 
surgery for pancreatic cancer in the era of neoadjuvant therapy. J Surg Oncol 128(2):280–288. 

 

 

https://www.iccr-cancer.org/disclaimer/

	Draft ICCR Pancreas 2nd edn v2.0
	CORE.
	NON-CORE
	SCOPE OF THIS DATASET
	CLINICAL INFORMATION (Note 1)
	OPERATIVE PROCEDURE (Note 2)
	TUMOUR FOCALITY (Note 3)
	TUMOUR SITE (Note 4)
	TUMOUR DIMENSIONS (Note 5)
	BLOCK IDENTIFICATION KEY (Note 6)
	HISTOLOGICAL TUMOUR TYPE (Note 7)
	HISTOLOGICAL TUMOUR GRADE (Note 8)
	EXTENT OF INVASION (Note 9)
	LYMPHATIC AND VENOUS INVASION (Note 10)
	PERINEURAL INVASION (Note 11)
	RESPONSE TO NEOADJUVANT THERAPY (Note 12)
	MARGIN STATUS (Note 13)
	LYMPH NODE STATUS (Note 14)
	ADDITIONAL FINDINGS (Note 15)
	ANCILLARY STUDIES (Note 16)
	HISTOLOGICALLY CONFIRMED DISTANT METASTASES(Note 17)
	PATHOLOGICAL STAGING (UICC TNM 9th edition)d (Note 18)
	Definitions
	Scope of this dataset
	Note 1 – Clinical information
	Note 2 – Operative procedure
	Note 3 – Tumour focality
	Note 4 – Tumour site
	Note 5 – Tumour dimensions
	Note 6 – Block identification key
	Note 7 – Histological tumour type
	Note 8 – Histological tumour grade
	Note 9 – Extent of invasion
	Note 10 – Lymphatic and venous invasion
	Note 11 – Perineural invasion
	Note 12 – Response to neoadjuvant therapy
	Note 13 – Margin status
	Note 14 – Lymph node status
	Note 15 – Additional findings
	Note 16 – Ancillary studies
	Note 17 – Histologically confirmed distant metastases
	Note 18 – Pathological staging
	References



