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The College of American Pathologists Cancer Protocols have offered guidance to pathologists for standard
cancer pathology reporting for more than 35 years. The adoption of computer readable versions of these
protocols by electronic health record and laboratory information system (LIS) vendors has provided a mech-
anism for pathologists to report within their LIS workflow, in addition to enabling standardized structured data
capture and reporting to downstream consumers of these data such as the cancer surveillance community. This
paper reviews the history of the Cancer Protocols and electronic Cancer Checklists, outlines the current use of
these critically important cancer case reporting tools, and examines future directions, including plans to help
improve the integration of the Cancer Protocols into clinical, public health, research, and other workflows.
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INTRODUCTION

As a patient begins a journey of cancer treatment, the
pathology report and associated biomarker results
represent the starting data set that will drive that pa-
tient's care. While traditionally pathology reports have
been narrative-style unstructured text with variable
content depending on the institution, the College of
American Pathologists (CAP) has provided its Cancer
Protocols to guide pathologists in creating synoptic
cancer reports. Cancer Protocol-generated reports
contain consistent content across institutions, record the
data in discrete fields, and allow standardized sharing of
these data with other organizations. A computer-readable
version of these enables programs to use this information
for decision support, prognosis, research, and public
health reporting. Rather than manually scanning reports
for specific parameters, such as tumor size and grade,
computers can query databases for this content and use
analytics to provide patient-specific prognostic and
therapeutic information. Additionally, the use of data
exchange standards allows for interoperability and in-
formation sharing under the 21st Century Cures Act.

BACKGROUND

By the mid-1970s, it was recognized that the variation
in reporting of cancer specimens by pathologists was
problematic. Reporting was often handwritten and
narrative, which created the potential to underreport or

omit critical data elements needed for patient man-
agement. During this time, the American College of
Radiology (ACR) had been conducting their own
patterns-of-care studies with the goal of improving the
quality of care by establishing guidelines for best
management practices through peer consensus re-
view and engaged with the CAP around the impor-
tance of cancer pathology reports to these efforts.?

The CAP Cancer Committee proceeded to form the
Patterns of Care Steering Committee in the late 1970s,
which later evolved into the Committee on the Pa-
thologist as a Consultant in Cancer Patient Manage-
ment in the early 1980s. Through the work of these
groups, the Cancer Committee conducted their own
studies with the aim of standardizing pathologic
reporting and establishing the role of the pathologist as
a consultant whose objective should be to provide the
appropriate information needed for patient treatment.?

Work in this area led to the formulation of pathology
practice protocols, ultimately culminating in the
publication of the first set of Cancer Protocols in 1986
titled “Guidelines for Data to Be Included in Consul-
tation Reports on Breast Cancer, Bladder Cancer, and
Hodgkin’s Disease.”?3

Protocols for different cancer types were steadily de-
veloped throughout the ensuing years. These included
a background documentation section (which was a list
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CONTEXT

Key Objective

To promote understanding of the College of American Pathologists (CAP) Cancer Protocols and their critical use in cancer
patient care, and advance collaboration and interoperability in the cancer domain through standardized structured
reporting and data exchange.

Knowledge Generated

The CAP Cancer Protocols contain guidance and standardized clinical content that support best practices in cancer patient
care. The CAP electronic Cancer Checklists (eCCs) allow for that content to be integrated into vendor systems and pa-
thologist workflow to ensure report completeness, and to enable downstream structured data transmission, queries,
analytics, quality assurance, research, and use in cancer surveillance and health system planning.

Relevance

The use of standardized structured data sets for pathology cancer reporting has been shown to improve patient care and
clinical outcomes. The use of the Cancer Protocols and eCCs enhances patient care in addition to interoperability and data
exchange through health information technology standards utilization and advancement.

of elements to be reported, demographic and clinical in-
formation and gross and microscopic findings), explanatory
notes, references, and a case summary (checklist).*®

Initially, these protocols evoked a mixed response from
members of the pathology community, with some citing
excessively long reports and others believing that this ap-
proach signaled the end of the art of pathology and per-
sonalized evaluation.® However, as the complexity of
information contained within pathology reports increased
over time, it became more accepted that a synoptic style of
reporting was needed to ensure accurate and complete
documentation of critical information.” While initially the
use of the Cancer Protocols was voluntary, the American
College of Surgeons Commission on Cancer eventually
mandated the reporting of scientifically validated required
data elements within the CAP Cancer Protocols for ac-
creditation by 2004, followed by a requirement for CAP
laboratory accreditation in 2007.° Since then, the protocols
have seen widespread use and now consist of more than
100 case summaries to aid pathologists in their cancer
reporting® (Fig 1).

The Cancer Protocols were first released in electronic
version in 2007 as SNOMED CT (Systematized Nomen-
clature of Medicine-Clinical Terms, SNOMED International)
encoded content!®in a common database format. By 2009,
the Cancer Protocols were released for the first time in
eXtensible Markup Language (XML) format.>!12 The CAP
electronic Cancer Checklists (eCCs) are computer-
implementable versions of the Cancer Protocols and Bio-
marker Templates that can be used for cancer reporting
and direct patient care through middleware software,
laboratory information systems (LISs), and electronic health
records (EHRs). The eCC templates contain question-
answer sets and fill-in parameters needed to create the
diagnostic patient report. The presence of a question-
answer format ensures that the content is explicitly spec-
ified and that the needed information is both present and
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valid. Once filled out in a data entry form (Fig 2), the data
can be stored discretely within a vendor or other database.
Thus, the eCCs provide several advantages as compared to
paper-based synoptic reporting related to the ability to
capture and store standardized structured data and ensure
completeness of reports.

CURRENT USE

The Cancer Protocols were first designed as a resource tool
for pathologists providing guidelines for cancer reporting
and ensuring that all relevant data elements would be
reported via standardized terminology. Ultimately, the use
of synoptic reports is a quality assurance measure that
ensures completeness and consistency: reports contain the
necessary diagnostic, prognostic, and predictive elements
needed for patient management. Through this standardi-
zation, ambiguity is reduced improving communication
between pathologists and treating clinicians and allowing
for more streamlined patient care.

Initially, the Cancer Protocols were largely based on the
work of the Cancer Committee members with multidisci-
plinary input. Currently, the Protocols are developed and
maintained by a multidisciplinary panel of experts (ie,
Cancer Protocol Review Panels) with input from members
of liaison organizations, the CAP House of Delegates, and
other user feedback.

The Pathology Electronic Reporting Task Force (now the
Pathology Electronic Reporting [PERT] Committee) was
created in 20072 to oversee and guide the development of
the electronic version of the Cancer Protocols, including
refining the user interface and assisting in data modeling.
The work of the PERT Committee further ensures that the
cancer reporting information is both standardized and up to
date and remains practical and usable for pathologists using
electronic reporting through laboratory software systems.

The Cancer Protocols and eCC are under constant revision
by the Cancer Protocol authors and review panels, keeping
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CAP Approved Breast « Invasive Carcinoma - Resection - 4.4.0.0

Surgical Pathology Cancer Case Summary

Protocol posting date: February 2020

INVASIVE CARCINOMA OF THE BREAST: Resection

Select a single response unless otherwise indicated.

Procedure, Laterality, and Site may be listed separately or on 1 line.

Procedure (Note A)
___Excision (less than total mastectomy)
___ Total mastectomy (including nipple-sparing and skin-sparing mastectomy)

___ Other (specify):

___ Not specified

Specimen Laterality
___Right

_ Left

___Not specified

+ Tumor Site (select all that apply, as appropriate) (Note B)
+___ Upper outer quadrant
+___ Lower outer quadrant
+___Upper inner quadrant

+ Lower inner quadrant

+___ Central

+___Nipple

+ ___ Clock position (specify): ____o’clock

+ ___Distance from nipple (centimeters): ______cm

+ ___ Other (specify):

+___ Not specified

Tumor Size (Note C)
___Microinvasion only (<1 mm)
___Greatest dimension of largest invasive focus >1 mm (specify exact measurement)
(millimeters): ___ mm
+ Additional dimensions: __x __ mm
__No residual invasive carcinoma

___ Size of largest invasive focus cannot be determined (explain):

Note: The size of the invasive carcinoma should take into consideration the gross findings correlated
with the microscopic examination. If multiple foci of invasion are present, the size listed is the
size of the largest contiguous area of invasion. The size of multiple invasive carcinomas should
not be added together. The size does not include adjacent ductal carcinoma in situ (DCIS). For any
carcinoma larger than 1.0 mm but less than 1.5 mm, the size should not be rounded down to 1.0 mm,
but rather rounded up to 2.0 mm, to ensure that the tumor is not miscategorized as pT1mi.
Exception to the size rule — if two histologically similar carcinomas are within 5.0 mm fo each other,
measure from outer edges of the two. For staging purposes radiologic findings can be used for
pT category.

FIG 1. CAP Cancer Protocol for invasive carcinoma of the breast (case summary). The case summary in the CAP Cancer
Protocol for Invasive Carcinoma of the Breast® is one of over 100 summaries that are maintained and updated by the CAP on a
regular basis as science, medicine, and clinical practice evolve. Each protocol consists of a cover page, case summary,
explanatory notes, and references. The case summary contains all elements that a pathologist needs to include in their
pathology cancer report in order for it to be considered complete to help optimally direct patient care. The Cancer Protocols are
freely accessible via the CAP website®. CAP, College of American Pathologists.
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FIG 2. Reporting on invasive carci-
noma of the breast cases electronically
using the CAP eCC. The case summary
in the CAP Cancer Protocol for invasive
carcinoma of the breast can be rep-
resented in the CAP eCC in computer
readable Structured Data Capture XML
format. This standard XML technical
file is then rendered by vendors and
other software systems into a human-
readable DEF. CAP, College of Ameri-
can Pathologists; DEF, data entry form;
eCC, electronic Cancer Checklists.

Torous et al

<Question name="Q_30148" order="188" ID="30148.100004300" title="Tumor Size (Note C)'">
<Property name="p_ rptTxt 30148 1" order="189" propName="reportText" val="Tumor Size" />
<ListField name="1f 30148 2" order="190">
<List name="1lst_ 30148 3" order="191">
<DisplayedItem name="DI_33514" order="192" ID="33514.100004300" title="Note: The size of the
invasive carcinoma should take into consideration the gross findings correlated with the
microscopic examination. If multiple foci of invasion are present, the size listed is the size of
the largest contiguous area of invasion. The size of multiple invasive carcinomas should not be
added together. The size does not include adjacent ductal carcinoma in situ (DCIS). For any
carcinoma larger than 1.0 mm but less than 1.5 mm, the size should not be rounded down to 1.0 mm,
but rather rounded up to 2.0 mm, to ensure that the tumor is not miscategorized as pTimi.
Exception to the size rule-if two histologically similar carcinomas are within 5.0 mm of each
other, measure from outer edges of the two. For staging purposes radiologic findings can be used
for pT category.">
<Property name="p_ rptTxt_ 33514_1" order="193" propName="reportText" val="{no text}" />
</DisplayedItem>
<DisplayedItem name="DI_30139" order="194" ID="30139.100004300" title="If there has been a prior
core needle biopsy or incisional biopsy showing a larger area of invasion than in the excisional
specimen, the largest dimension of the invasive carcinoma in the prior specimen should be used
for T classification, if known. This also applies if the entire tumor has been removed by prior
biopsy The size of the largest foci in the two specimens should not be added together.">
<Property name="p_ rptTxt 30139 1" order="195" propName="reportText" val="{no text}" />
</DisplayedItem>
<DisplayedItem name="DI_59251" order="196" ID="59251.100004300" title="If there has been prior
neoadjuvant treatment and no invasive carcinoma is present, the cancer is classified as ypTis if
there is residual DCIS and ypTO if there is no remaining carcinoma. A checklist is not required
if no cancer is present in the specimen.">
<Property name="p_ rptTxt 59251 1" order="197" propName="reportText" val="{no text}" />

</DisplayedItem>

<ListItem name="LI_34347" order="198" ID="34347.100004300" title="No residual invasive carcinoma"
/>

<ListItem name="LI_31356" order="199" ID="31356.100004300" title="Microinvasion only (&lt;= 1 mm)"
/>

<ListItem name="LI_31357" order="200" ID="31357.100004300" title="Greatest dimension of largest
invasive focus &gt; 1 mm (specify exact measurement in Millimeters (mm))">
<Property name="p_ rptTxt 31357_1" order="201" propName="reportText" val="Greatest dimension of
largest invasive focus (Millimeters)" />
<ListItemResponseField name="lirf 31357 2" order="202" responseRequired="true">
<Response name="rsp 31357 3" order="203">
<decimal name="dec_31357_4" order="204" />
</Response>
<TextAfterResponse name="rtt 31357_5" order="205" val="mm" />
<ResponseUnits name=“un_31357_6" order="206" val="mm" />
</ListItemResponseField>
<ChildItems name="ch_31357_7" order="207">
<Question name="Q 31359" order="208" ID="31359.100004300" title="Additional Dimension in
Millimeters (mm)" mustImplement="false" minCard="0">
<Property name="p_rptTxt 31359 1" order="209" propName="reportText" val="Additional Dimension
(Millimeters)" />
<ResponseField name="rf 31359 2" order="210">
<Response name="rsp_31359_3" order="211">
<decimal name="dec_31359_4" order="212" />
</Response>
<TextAfterResponse name="rtt_31359_5" order="213" val="mm" />
<ResponseUnits name="un_31359_ 6" order="214" val="mm" />
</ResponseField>
</Question>

in step with changes in tumor classification systems,
staging parameters, and biomarkers. Core elements must
be included for the report to be complete and must meet
established scientific level of evidence criteria for protocol
inclusion, while optional (noncore) elements are proposed
parameters that are still being evaluated and may even-
tually be promoted to a core element. For example, tumor
budding in colorectal carcinoma is currently an optional
element but could be promoted to a core element for some
tumor stages. Definitions and criteria used by pathologists
are also continuously updated in the protocols’ Explanatory
Notes sections based on feedback from end users and
quality studies.

The electronic version of the CAP Cancer Protocols is
seeing more widespread use in recent years. The number
of licensed full-time equivalent pathologist users of the eCC
has grown over the last 6 years from < 1,000 to > 6,400.
This represents about 35%-40% of all practicing anatomic
pathologists in the United States and Canada. Additionally,
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approximately 45% of hospitals with > 400 beds in the
United States are licensed to use the eCC for diagnostic
pathology cancer reporting, and 49 of the 50 states in the
United States have laboratories using the eCC.

The eCC uses a Structured Data Capture (SDC) format'®
that offers some notable advantages over paper-based
synoptic reporting. The United States Department of
Health and Human Services’ Office of the National Coor-
dinator for Health Information Technology created SDC in
2013 to provide a standardized format for clinical data
capture, transmission, and sharing.!! The CAP eCC was
first released in SDC-XML format for vendor implementation
and use in February 2019. This format ensures that data
are computer-identifiable, retrievable, and processable and
uses a standardized data set lexicon'* (Fig 3).

Reporting using structured data is advantageous as it fa-
cilitates easier case retrieval and data transfer by sup-
porting extraction of data elements with standard and
discrete values. Without this, there is a lack of uniformity in



FIG 2. (Continued). The DEF, repre-
sented here in HTML format, is then
used by pathologists to create the di-
agnostic cancer pathology reports in
their native laboratory information sys-
tem workflow. AJCC, American Joint
Committee on Cancer; CAP, College of
American Pathologists; DEF, data entry
form; eCC, electronic Cancer Checklists.
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INVASIVE CARCINOMA OF THE BREAST: Resection

GenericHeaderText : Surgical Pathology Cancer Case Summary
Category : Breast

OfficialName : INVASIVE CARCINOMA OF THE BREAST. Resection
CAP_ProtocolName : Invasive Breast

CAP_ProtocolShortName : BreastInvasive

CAP_ProtocolVersion : 4.4.0.0

TemplatelD : 189.100004300

Restrictions : Please refer to the cancer protocol cover page fori
using this template.

CAP_Required : true

AccreditationDate : 11/1/2020

‘WebPostingDate : 2/26/2020

ReleaseStatus : REL

AJCC_Version : 8th Edition

tion about which tumor types and procedures can be reported

Note: If there are multiple invasive carcinomas, size, grade, histologic type, and the results of studies for estrogen receptor (ER), progesterone receptor (PR), and HER2 should pertain to the largest
invasive If smaller invasive differ in any of these features, this information may be included in the "Comments"” section.

» SPECIMEN
TUMOR

» % Tumor Site (Note B)
» Histologic Type (Note D)
» Hi ic Grade i

ic Score) (Note E)
4 Tumor Size (Note C)

freset)
Note: The size of the invasive carcinoma should take into consideration the gross findings correlated vith the microscopic examination. If multipie foci of invasion are present, the size listed is
the size of the largest contiguous area of invasion. The size of multiple invasive carcinomas should not be added together. The size does not include adjacent ductal carcinoma in situ (DCIS). For
any carcinoma larger than 1.0 mm but less than 1.5 mm, the size should not be rounded down to 1.0 mm, but rather rounded up to 2.0 mm, to ensure that the tumor is not miscategorized as
pT1mi. Exception to the size rule-if two histologically similar carcinomas are within 5.0 mm of each other, measure from outer edges of the two. For staging purposes radiologic findings can be
used for pT category.
If there has been a prior core needle biopsy or incisional biopsy showing a larger area of invasion than in the excisional specimen, the largest dimension of the invasive carcinoma in the prior
specimen should be used for T classification, if known. This also applies if the entire tumor has been removed by prior biopsy The size of the largest foci in the two specimens should not be
added together.
If there has been prior neoadjuvant treatment and no invasive carcinoma is present, the cancer is classified as ypTis if there is residual DCIS and ypTO if there is no remaining carcinoma. A
checklist is not required if no cancer is present in the specimen.

(ONo residual invasive carcinoma

O Microinvasion only (<= 1 mm)

(O Greatest dimension of largest invasive focus > 1 mm (specify exact measurement in Millimeters (mm)) [

4% ion in Milli (mm)
[

% in (mm)

(Osize of largest invasive focus cannot be

(explain) [

4 % Tumor Focality (Note F)

(O single focus of invasive carcinoma
OMultiple foci of invasive carcinoma
4 % Number of Foci

O specify number [
OAtleast

(O Cannot be determined

Note: If there are multiple invasive carcinomas, size, grade, histologic type, and the results of studies for estrogen receptor (ER), progesterone receptor (PgR), and HER2 should pertain to the
largest invasive carcinoma. If smaller invasive carcinomas differ in any of these features, this information may be included in the “Comments” section.

p# Note: Sizes of individual foci may be repeated as needed or recorded on a single line.

(reset)

(reset)

(O Cannot be determined ]
» Ductal Carcinoma In Situ (DCIS) (Note G)
» * Lobular Carcinoma In Situ (LCIS)

cancer reporting that can affect the ability to extract data
because of the diversity of terms used or nonuniform se-
lection of reportable elements. Although natural language
processing (NLP) tools and machine learning capabilities'®
have become more sophisticated, they are still not suffi-
ciently powerful to successfully and accurately mine all
unstructured cancer data with consistent precision and
sensitivity.!”''® The use of the CAP Cancer Protocols can
improve the yield of NLP by standardizing the language®®;
however, this does not entirely solve back-end data har-
monization issues. Ideally, information is captured as
discrete data upfront with a controlled vocabulary, such as
with the Cancer Protocols and eCC, preemptively elimi-
nating misinterpretation of the data that may occur during
manual abstraction, NLP, and coding translation pro-
cesses. Fidelity of these report data is critical for patient
management and for numerous downstream uses in-
cluding cancer surveillance, research, education, analyt-
ics, quality assurance, and health system planning.

Dependence on clinical vendor implementation adds an-
other variable to standardization, and so, greater attention
to vendor engagement is now helping to mitigate this. Over

JCO Clinical Cancer Informatics

the past 2 years, most pathology and LIS vendors have
successfully implemented the eCC in SDC format. Col-
laborative efforts with vendors are ongoing to render the
Cancer Protocols efficiently and accurately as data entry
forms and reporting tools, with a primary goal to reduce the
cycle time from protocol release to implementation. One of
the challenges is that many vendors are required to
transform the current SDC format into their proprietary
system. Improvement of that process and adoption of
newer technologies to address any shortcomings is an
ongoing goal.

Additionally, significant efforts are ongoing through a co-
operative agreement with the Centers for Disease Control
and Prevention (CDC) National Program of Cancer Reg-
istries (NPCR) and a recent grant with the California De-
partment of Public Health (CDPH) California Cancer
Registry. The collective work toward the development and
implementation of standardized structured reporting (SSR)
across laboratories and health systems shares a goal of
automated, direct transmission of cancer case data to
centralized cancer registries.?° Activities include reconcil-
ing clinical cancer reporting with cancer registry data
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FIG 3. Structured Data Capture (SDC) en-
ables systems to retrieve, display, fill, and
submit structured forms to a receiver.!® A
user, such as a pathologist, requests a spe-
cific form to report on an invasive breast
cancer case they are reviewing. The correct
form is retrieved, and the user reviews and
completes the form with all relevant data. The
completed form can then be submitted to one
or many receivers, who receive these data in
the same format in which it was completed.
The data can also be transformed into other
formats such as a human readable patient
report, cancer registry message, or ingested
into a database as structured data.'®

-
mn

3. User reviews
and completes

form

Form Filler
()

Form Manager Form Receiver
G
1. User |=1
requests form
2. FF retrieves
&y

form

V

4. User submits form to receivers

collection standards, cooperative work on metric devel-
opment and measurement for cancer reporting from lab-
oratories to registries, promotion of use of technical
standards such as SDC for more automated transmission of
cancer report data to registries, and alignment on bio-
marker and other key data capture components.

The CAP is also engaging with the Ontario Health—Cancer
Care Ontario, the North American Association of Central
Cancer Registries (NAACCR), the National Cancer Insti-
tute—SEER, the American Joint Committee on Cancer
(AJCC), ASCO, International Collaboration on Cancer
reporting, the University of Nebraska Medical Center, the
ACR, and the WHO International Agency for Research on
Cancer to improve alignment of release scheduling, to
develop common coding practices (eg, International
Classification of Diseases for Oncology, Third Edition
(ICD-0-3), Minimal Common Oncology Data Elements,
and SNOMED CT), and to adjust the flow and automation of
cancer case identification both for clinical use and for
capture into cancer surveillance systems.

FUTURE

Continuing to build on the current momentum to improve
the data capture, reporting, and portability, there are plans
to further use the expanded capabilities of the SDC format
for both direct patient care and downstream data use
purposes. One of the goals is to provide rule capability
within the SDC format that will allow dependencies of
different questions and answers to be evaluated in real time
when the form is being filled out. Stage classification, for
instance, can be calculated from answers to the specific
staging parameters that are collected while filling out the
data entry form that creates the report. Setting relationships
between SDC question and answer metadata enables the
program to automatically calculate stage classification and
check for inconsistencies within the completed cancer

52 © 2021 by American Society of Clinical Oncology

patient pathology report. This functionality is similar to that
of consumer tax preparation software, where branching
logic changes questions that are relevant to the respondent
according to their responses and may constrain possible
answers to be consistent with the other reported elements.
The challenge is that the rule information is supplied ge-
nerically within the SDC format, but successful imple-
mentation relies on the specific vendor system capabilities.
Vendors could choose to offload some of these tasks to an
outside application program interface or other similar
technologies. This would streamline data entry by the
pathologist and ensure internally consistent data in the
pathology report.

As noted in the background review, the initial electronic
protocol version used SNOMED CT as the basis for ter-
minology. That tight coupling was abandoned because of
the need for new terms that were not available in SNOMED
CT. However, there is an ongoing effort to map CAP cancer
protocol data elements to other terminologies, including
ICD-O-3 and NAACCR Site Specific Data ltems, and a
project to SNOMED-encode the CAP Cancer Protocaols,
including creation of new SNOMED CT precoordinated
observable concepts for accurate mapping.2

Importantly, there is a significant push to address the future
of downstream interfaces and systems to make the best use
of these data. The most obvious model for this is public
health for cancer reporting and quality measures that is
currently in place in Canadian provinces, such as Ontario, in
parts of California, and in work with the CDC NPCR. Quality
indicators generated from structured pathology databases
can be used to compare practice patterns across juris-
dictions, institutions, and even individual providers.?224

However, future use of these electronic data applies to both
patient care with real-time implementation for treatment
and research use for analysis of discrete pathology report
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data. For example, Sluijter et al?® looked at whether using
SSR could affect clinical outcomes in patients with colo-
rectal cancer. They determined that SSR improved patient
care by providing more complete, higher quality reports that
led to more effective care delivery and better patient out-
comes. In addition, there is work underway at the CAP to
develop frameworks for cancer biomarker reporting that
would span tumor types for both immunohistochemistry
(eg, programmed death-ligand 1) and genomic measures
(eg, Tumor mutational burden - High and Microsatellite
instability - High) and as to consider how to most effectively
combine molecular results and digital images to optimize
clinical review of these data to help inform treatment op-
tions. Discrete data for these elements can also allow for
computational analysis to assist the treating physician with
the selection of appropriate therapies and provide prog-
nostic data useful in patient care.®

The current interfaces for public health follow the
NAACCR Volume V standard in Health Level Seven In-
ternational (HL7) v2.x messages for transmitting discrete
pathology report data.?” Future possibilities include in-
terfaces based on the Integrating the Healthcare Enter-
prise (IHE) SDC profile,?® including HL7 Fast Healthcare

Interoperability Resources FHIR-based transmissions (eg,
SDC on FHIR).**2° These evolving technical profiles have
been tested in IHE-Connectathon activities and demon-
strated at Healthcare Information and Management
Systems Society, Inc. Interoperability Showcases to vali-
date their robust functionality and translation into practice
in the real world. The desired application and outcome
would be reconciling EHR, SDC, and other future data
format use with cancer registry software and other sur-
veillance tools, allowing for the automated push, transfer,
and ingestion of these data in an accepted standardized
format. Even as this area is undergoing sustained growth
and development, current adoption of newer technologies
has been slow because of the persistence of legacy
systems with outdated interfaces which still meet insti-
tutional shorter term clinical needs.

Additionally, genetic analysis has become critical to de-
fining some tumors and to identify specific therapies. For
some cancers, there is a standard set of testing, and
synoptic reports have been created to allow these data to be
recorded as discrete data. This field is rapidly expanding
such that having these data as discrete data will be nec-
essary to allow decision support to analyze the burgeoning
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FIG 4. Vision of an interoperable future for cancer data exchange, patient care, and downstream data use. Multidisciplinary reports are currently
issued in varied formats, and translation and integration of these may be limited by the allowable outputs from their electronic health record
systems. We envision harmonizing reporting structures using a technical standard such as Structured Data Capture (SDC) to be used in direct
patient reporting and to communicate these data accurately and effectively to downstream data users.
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amount of data and to assist the clinician in identifying
possible options. The SDC format is capable of handling a
variety of data structures that may be needed to collect
these types of data, but determining an agile standard to
collect and transport these data is still a work in progress.

A vision for the future of cancer data exchange shares in the
basic principles behind the eCC, as evolution toward an
automated system of cancer reporting aiding pathologists
and clinicians in their workflow and in patient care that is
also synchronized with downstream data use needs. The
SDC framework can help achieve this through integration
into vendor systems to capture pretreatment clinical in-
formation and export data to downstream systems (Fig 3).
To have a successful data exchange ecosystem where
clinical cancer reports are automatically subsumed by the
cancer surveillance and research communities, we must
continue to strive for an agreed-upon reporting structure
based on standardized content and technical frameworks

AFFILIATIONS

!Massachusetts General Hospital, Boston, MA

2Methodist Hospital, St. Louis Park, MN

SUniversity of Texas Southwestern Medical Center, Dallas, TX
4Johns Hopkins University School of Medicine, Baltimore, MD
5Jefferson Hospital, Allegheny Health Network, Jefferson Hills, PA
SEmory University School of Medicine at Grady Hospital, Atlanta, GA
’Vanderbilt University Medical Center, Nashville, TN

8University of Chicago Medical Center, Chicago, IL
°Dartmouth-Hitchcock Medical Center, Dartmouth, NH

1%College of American Pathologists, Northfield, IL

'Memorial Sloan Kettering Cancer Center, New York, NY
2University of Toronto, Toronto, Ontario, Canada

CORRESPONDING AUTHOR

Samantha Spencer, MD, College of American Pathologists, 325
Waukegan Rd, Northfield, IL 60093; e-mail: sspence@cap.org.

SUPPORT
Supported by a CDC Cooperative Agreement (5 NU58DP006457-03-00)
and an Agreement with the CDPH (19-10761).

AUTHOR CONTRIBUTIONS

Conception and design: Vanda F. Torous, Ross W. Simpson, Samantha
Spencer

Administrative support: Samantha Spencer

Collection and assembly of data: All authors

Manuscript writing: All authors

REFERENCES

(Fig 4). These technical frameworks may also include
nonrelational database structures, such as an XML data-
base, that could retain the XML object and use newer
technologies for querying.

SUMMARY

The CAP Cancer Protocols and eCCs have evolved from
paper forms to a relational database to the current SDC-
XML format which allows metadata to manage the com-
plex relationships between multiple tumor data elements.
Cancer Protocol’s electronic reporting and adoption has
steadily grown in the clinical domain, with ongoing evo-
lution of use by downstream data consumers such as the
cancer surveillance community. This trend is continuing
to close the gap, providing accurate and detailed
cancer reports in a computable form needed for the next
generation of data-driven cancer care and personalized
medicine.

Final approval of manuscript: All authors
Accountable for all aspects of the work: All authors

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF
INTEREST

The following represents disclosure information provided by authors of
this manuscript. All relationships are considered compensated unless
otherwise noted. Relationships are self-held unless noted. | = Immediate
Family Member, Inst = My Institution. Relationships may not relate to the
subject matter of this manuscript. For more information about ASCO’s
conflict of interest policy, please refer to www.asco.org/rwc or ascopubs.
org/cci/author-center.

Open Payments is a public database containing information reported by
companies about payments made to US-licensed physicians (Open
Payments).

No potential conflicts of interest were reported.

ACKNOWLEDGMENT

The authors would like to gratefully acknowledge the trailblazing
contributions of Robert V.P. Hutter, MD, FCAP (deceased), a pioneer in
recognizing and promoting the value of standardized terminology and
reporting for the improvement of patient care. He was also a man ahead of
his time in recognizing the importance of data integrity and optimization
for cancer registry and research use. In addition to his role as an AJCC
chairman to advance the worldwide use of TNM, his work with the CAP
Cancer Committee introducing the first CAP Cancer Protocols in 1986
helped pave the way for current advances and ongoing vision in
standardized SDC, sharing, and use in cancer patient care.

1. Hutter RV, Henson DE: The pathologist as a consultant in cancer patient management: A patterns of care study in pathology. Int J Radiat Oncol Biol Phys

10:45-47, 1984(suppl 1)

2. Hammond ME, Compton CC: Protocols for the examination of tumors of diverse sites: Introduction. Cancer Committee of the College of American Pathologists.

Arch Pathol Lab Med 124:13-16, 2000

3. Hutter RVP: Guidelines for data to be included in consultation reports on breast cancer, bladder cancer, and Hodgkin’s disease. Pathologist 40:18-23, 1986
4. Grignon DG, Hammond E: College of American Pathologists conference XXVI on clinical relevance of prognostic markers in solid tumors: Report of the Prostate

Cancer Working Group. Arch Pathol Lab Med 119:1122-1126, 1995

54 © 2021 by American Society of Clinical Oncology


mailto:sspence@cap.org
http://www.asco.org/rwc
http://ascopubs.org/cci/author-center
http://ascopubs.org/cci/author-center
https://openpaymentsdata.cms.gov/
https://openpaymentsdata.cms.gov/

10.
11.

12.
13.

14.

15.

16.

17.

18.

19.
20.

21.

22.

23.

24.

25.

26.
27.

28.
29.

College of American Pathologists Cancer Protocols

Farrow G, Amin MB: Protocol for the examination of specimens from patients with carcinomas of renal tubular origin, exclusive of Wilms tumor and tumors of
urothelial origin: A basis for checklists: Cancer Committee, College of American Pathologists. Arch Pathol Lab Med 123:23-27, 1999

Amin MB: The 2009 version of the cancer protocols of the College of American Pathologists. Arch Pathol Lab Med 134:326-330, 2010

Stuart LN, Simpson A, Carter A, et al: In Pursuit of Comprehensive Pathology Reports: Implementing Electronic Cancer Checklists, in USCAP Annual Meeting
Abstracts, (507A), 2114. Vancouver, British Columbia, Canada, 2014

College of American Pathologists: Protocols and Guidelines: Cancer Protocols. www.cap.org/cancerprotocols

PL Fitzgibbons, JL Connolly, S Bose, et al: Protocol for the Examination of Resection Specimens From Patients With Invasive Carcinoma of the Breast. Breast
Invasive Resection 4.4.0.0. College of American Pathologists, 2020. Protocols and Guidelines: Cancer Protocols. https://documents.cap.org/protocols/cp-
breast-invasive-resection-20-4400.pdf

Van Berkum MM: SNOMED CT® encoded cancer protocols. AMIA Annu Symp Proc 2003:1039, 2003

de Baca ME, Madden JF, Kennedy M: Electronic pathology reporting: Digitizing the College of American Pathologists cancer checklists. Arch Pathol Lab Med
134:663-664, 2010

Simpson RW, Berman MA, Foulis PR, et al: Cancer biomarkers: The role of structured data reporting. Arch Pathol Lab Med 139:587-593, 2015

IHE Quality Research and Public Health: Structured Data Capture Technical Framework. 2016. http:/ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_
Suppl_SDC.pdf

Goel AK, Campbell WS, Moldwin R: Structured data capture for oncology. JCO Clin Cancer Inform. 2020 (in press)

IHE Quality, Research, and Public Health Technical Framework Supplement 10 Structured Data Capture (SDC) Rev 2.2—2019-03-19 Template Rev. 10.3
2019 IHE International, Inc. page 20, Figure X.4.2.1.2-1: Retrieve form using an URL—Process Flow diagram. https://www.ihe.net/uploadedFiles/Documents/
QRPH/IHE_QRPH_Suppl_SDC.pdf

Alawad M, S Gao, JX Qiu, et al: Automatic extraction of cancer registry reportable information from free-text pathology reports using multitask convolutional
neural networks. J Am Med Inform Assoc 27:89-98, 2020

Weineke AE, EJA Bowles, D Cronkite, et al: Validation of natural language processing to extract breast cancer pathology procedures and results. J Pathol Inform
6:38, 2015

Oliveira CR, Niccolai P, Ortiz A, et al: Development and validation of a natural language processing algorithm for surveillance of cervical and anal cancer and
precancer: A split-validation study. JMIR Med Inform 10.2196/20826 [epub ahead of print on May 29, 2020]

Spasic |, Livsey J, Keane JA, et al: Text mining of cancer-related information: Review of current status and future directions. IntJ Med Inform 83:605-623, 2014

Pollack LA, Jones SF, Blumenthal W, et al: Population Heath Informatics Can Advance Interoperability: National Program of Cancer Registries Electronic
Pathology Reporting Project (in press)

Campbell WS, Karlsson D, Vreeman DJ, et al: A computable pathology report for precision medicine: Extending an observables ontology unifying SNOMED CT
and LOINC. J Am Med Inform Assoc 25: 259-266, 2018

Srigley J, Lankshear S, Brierley J, et al: Closing the quality loop: Facilitating improvement in oncology practice through timely access to clinical performance
indications. J Oncol Pract 9:e255-e261, 2013

McFayden C, Lankshear S, D Divaris, et al: Physician level reporting of surgical and pathology performance indicators: A regional study to assess feasibility and
impact on quality. Can J Surg 57:004314-4314, 2014

Naso JR: Variability in synoptic reporting of colorectal cancer pT4a category and lymphovascular invasion. Arch Pathol Lab Med 2020 10.5858/arpa.2020-
0124-0A [epub ahead of print on July 15, 2020]

Sluijter CE, van Workum F, Wiggers T, et al: Improvement of care in patients with colorectal cancer: Influence of the introduction of standardized structured
reporting for pathology. JCO Clin Cancer Inform 3:1-12, 2019

Rubenstein SM, Warner JL: CancerLinQ: Origins, implementation, and future directions. JCO Clin Cancer Inform 2:1-7, 2018

Jones S, Mazuryk J, Havener L (eds): Standards for Cancer Registries Volume V: Pathology Laboratory Electronic Reporting, Version 5. Springfield, IL, North
American Association of Central Cancer Registries, 2020

IHE: IHE Connectathon OverviewllHE USA. IHE, 2019. https://www.iheusa.org/ihe-connectathon-overview
HL7: HL7 FHIR Structured Data Capture. HL7 FHIR, 2020. https://build.fhir.org/ig/HL7/sdc/

JCO Clinical Cancer Informatics 55


http://www.cap.org/cancerprotocols
https://documents.cap.org/protocols/cp-breast-invasive-resection-20-4400.pdf
https://documents.cap.org/protocols/cp-breast-invasive-resection-20-4400.pdf
http://ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_Suppl_SDC.pdf
http://ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_Suppl_SDC.pdf
https://www.ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_Suppl_SDC.pdf
https://www.ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_Suppl_SDC.pdf
https://www.iheusa.org/ihe-connectathon-overview
https://build.fhir.org/ig/HL7/sdc/

	College of American Pathologists Cancer Protocols: From Optimizing Cancer Patient Care to Facilitating Interoperable Report ...
	INTRODUCTION
	BACKGROUND
	CURRENT USE
	FUTURE
	SUMMARY
	REFERENCES


