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The following tables indicate the recommended points to be allocated for microscopy work, in relation to specific specimen types. These points should include all activities from the initial receipt of the slides until the case has been authorised, including any time required for internal consultations, as well as any subsequent administrative time and additional work required on these cases (including that done after the case has been authorised). Separately allocated QA job-planned DCC sessional time should, therefore, result in a correspondingly average higher working rate for the corresponding remaining diagnostic reporting sessions (as mentioned in the main text).
[bookmark: Table_C.1:_General_pathology_(including_]Table C1: General pathology (including molecular).a
	Points
	Specimens

	(A)
	Administrative

	3
	Supplementary report, integrating and authorising externally reported 1–2 molecular tests (see individual exceptions) or other highly specialist tests reported by external units – if not separately job plannedb

	6
	Retrospective unscheduled administrative task (such as selection of blocks for molecular assessment and/or tumour quantification on historical case) – if not separately job plannedc

	24
	Administrative time for an external case received for expert opinion (in addition to standard reporting score for case) – if not separately job plannedd

	(B)
	Lymph nodes

	3
	Sentinel node – score per section examined, per block of lymph node (if not specified differently in the tables)e

	8
	Single non-sentinel lymph node excision, not for suspected lymphoma

	24
	Triage of suspected lymphomaf

	40
	Lymph node for suspected metastatic malignancy of unknown primary siteg

	+40
	Additional points if lymph node with confirmed malignancy is subsequently fully worked up as a carcinoma of unknown primary (CUP)g

	(C)
	Ancillary investigations

	3
	Hormone receptors (1 score, for reporting oestrogen receptor [ER] or progesterone receptor [PR]) – if standalone specimen and not separately job plannedh

	3
	Interpretation of 1 IHC for a mismatch repair protein – if standalone specimen and not separately job plannedh

	6
	Molecular/biomarker tests: HER2 IHC – if standalone specimen (including any integration of fluorescence in situ hybridisation [FISH] reports) and not separately job plannedh

	12
	Molecular/biomarker tests: anaplastic lymphoma kinase (ALK-1)

	16
	Molecular/biomarker tests: programmed death-ligand 1 (PDL-1) – Tumour Proportion Score (TPS)c

	24
	Molecular classification of endometrial cancer (including administration time of arranging and interpreting all relevant investigations) – on biopsy materiali

	24
	Molecular/biomarker tests: programmed death-ligand 1 (PDL-1) – Combined Proportion Score (CPS)c,j

	24
	Interpretation of electron microscopy (taken by electron microscopist)

	40
	HER2 in situ hybridisation count and interpretation by the pathologist

	60
	Interpretation of electron microscopy (taken by pathologist)

	(D)
	Frozen section

	24
	Frozen section (including macroscopy time), 1 section (paraffin section scored separately) per specimenk

	40
	Frozen section (including the macroscopy time), 2–4 sections (paraffin sections scored separately) per specimenk

	60
	Frozen section (including the macroscopy time), 5+ sections (paraffin sections scored separately) per specimenk

	(E)
	Miscellaneous specimens

	6
	Granulation tissue

	6
	Thrombus

	6
	Cyst

	6
	Hernia sac

	6
	Adhesions

	12
	Miscellaneous tissuesl


Notes
a. Specimens, where these are carried out as part of an established dataset or on an ad-hoc basis by the pathologist in the absence of formal national guidance, should not be given additional scores.
b. These are tests performed and interpreted externally (such as Oncotype Dx, reports from the National Amyloidosis Centre, etc.) – the points should only be given for the administrative work involved in integrating these results into the main reports, by adding supplementary reports and reauthorising reports. Locally, it may be desirable to convert these points into equivalent time on the job plan, after diary monitoring. They should not be given to the primary reporting pathologist for integrating letters received back from cases sent away for an external diagnostic opinion or if the external test laboratory themselves integrated the results into the report. FISH analysis for HER2 are already integrated into the workload points; thus, no additional points would be given to the primary pathologists receiving these results on their own reported cases. Biomarkers carried out as part of an established dataset or on an ad-hoc basis by the pathologist in the absence of formal national guidance should not be given additional scores.
c. Increasingly, pathologists are asked to do additional tasks with relation to already reported cases, often months and years later, due to new research trials and molecular tests, new therapeutics, genetic implications and disease progression. Common tasks include selection of blocks and estimating tumour volumes. Ideally, there should be a component in the annual job plan to cover these unscheduled matters, which could be done by converting points worked on these tasks, during the previous 12 months, into equivalent sessional components on the current job plan.
d. This is for administrative work and time (for example, writing letters, contacting the primary clinician or pathologist, obtaining patient information for reporting, etc.) for a case sent to a pathologist for a formal external opinion by a pathologist from another department. This would be in addition to the standard score for the case. The referring pathologist does not attract any additional points.
e. Sentinel node scoring to be applied for each case, per block of lymph node, unless specifically mentioned otherwise in the organ system tables (such as they have been included as a single score with the accompanying resections). Sentinel node protocols currently vary widely and have generally been subdivided on points, as to the number of sections that are examined (including both H&E and immunohistochemical sections), if the relevant protocols are followed regarding how sections should be cut and what stains should be examined. The allocated points should be calculated as 3 points per section.
f. Triage for lymphoma cases for nodal and extra-nodal tissue includes initial analysis with or without a panel of IHC. These cases are then usually sent for expert haematopathologist opinion and their formal reporting.
g. Lymph nodes sent for suspected metastatic tumour of unknown primary site, often requiring multiple rounds of IHC (as well as sometimes other investigations). Often it will not be clear until after receiving the initial H&E slides and first-round immunohistochemical workup that this is truly a CUP that requires a more intense workup of investigations. For these specific cases, it may be deemed appropriate to give additional points given the significant extra work. 
h. Hormone receptors or HER2 IHC reported by the pathologist (not part of primary diagnosis/therapeutic specimens); this category is for cases where the primary diagnosis/therapeutic specimens have not been reported by the pathologist. These are often carried out as part of a batch reporting process. Integrating FISH reports undertaken following IHC scoring does not attract additional points.
i. All new diagnoses of endometrial cancer require a molecular classification that requires interpretation of IHC (usually MMR, p53 and ER), as well as requesting of appropriate molecular testing. An additional combined score of 24 points should be given for this additional administrative work, if this is performed on endometrial biopsies where the standard score is insufficient to cover this additional work. This is likely to affect only affect a small percentage of all endometrial biopsies.
j. CPS is widely acknowledged as being more time consuming and labour intense than TPS, therefore it would be reasonable to allocate more workload points to CPS compared with TPS.
k. Frozen section includes the time taken for the whole episode per specimen pot including macroscopic and microscopic assessment, followed by contacting the relevant clinicians. Due to the urgent time pressures of this process, scoring has been classified by the number of sections examined. The paraffin sections should be scored separately.
l. Miscellaneous tissues are for cases not covered in this document, expected to be of low complexity.

Table C2: Breast pathology.
	Points
	Specimens

	(A)
	Biopsies (includes any ER/PR/HER2)

	24
	Breast needle core biopsy (1–2 pots)a

	24
	Nipple skin biopsy

	40
	Breast needle core biopsy (3+ pots)a

	40
	Breast vacuum assisted biopsy/excision (1–2 pots)a

	60
	Breast vacuum assisted biopsy/excision (3+ pots)a

	(B)
	Presumed benign/uncertain excisions (includes any ER/PR/HER2)

	8
	Capsulectomy

	9
	Reduction mammoplastyb

	12
	Mastectomy scar

	24
	Dochectomy (duct excision)/lumpectomy (benign) and gynaecomastia

	40
	Mastectomy – prophylacticb

	40
	Diagnostic excision (B3 or B4 cases) including Phyllodes

	(C)
	Cavity shaves/re-excisions (includes any ER/PR/HER2)

	24
	Cavity shaving/re-excision (1–3 pots) – separate or alongside main resection specimensc

	40
	Cavity shaving/re-excision (4+ pots) – separate or alongside main resection specimenc

	(D)
	Presumed malignant excisions (includes any ER/PR/HER2)

	60
	Mastectomy/wide local excision (including wire localised) for presumed unifocal, invasive, malignancyb

	80
	Mastectomy/wide local excision/re-excision (including wire localised) for presumed unifocal, invasive, malignancy, with accompanying sentinel nodesb

	80
	Mastectomy/wide local excision/re-excision (including wire localised) for presumed ductal carcinoma in situ (DCIS) or multifocal, invasive, malignancyb

	100
	Mastectomy/wide local excision/re-excision (including wire localised) for presumed unifocal, invasive, malignancy, with accompanying axillary clearanceb

	100
	Mastectomy/wide local excision for presumed multifocal malignancy/X- ray/DCIS, with accompanying sentinel nodesb

	120
	Bilateral mastectomy/wide local excision/re-excision (including wire localised) for presumed DCIS/invasive malignancy (if no lymph nodes taken)b

	120
	Mastectomy/wide local excision for presumed multifocal, invasive, malignancy/X-ray/DCIS, with accompanying axillary clearanceb

	120
	Post-chemotherapy mastectomy/wide local excision for malignancy (if no accompanying sentinel nodes/axillary clearances)b

	160
	Bilateral mastectomy/wide local excision, for presumed DCIS/invasive malignancy, with all accompanying sentinel nodes/axillary clearances

	160
	Mastectomy for angiosarcoma, with all accompanying sentinel nodes/axillary clearances

	160
	Neoadjuvant endocrine mastectomy/wide local excision for malignancy, with all accompanying sentinel nodes/axillary clearances

	160
	Post-chemotherapy mastectomy/wide local excision for malignancy, with all accompanying sentinel nodes/axillary clearances

	(E)
	Lymph nodes (see Table C1 for separately submitted sentinel lymph nodes; includes any ER/PR/HER2)

	8
	Lymph node excisiond

	24
	Lymph node needle core biopsy

	40
	Axillary node clearance

	(F)
	Ancillary investigations

	3
	Authorising 1–2 external molecular test reports and specialist tests (including Oncotype Dx, but excluding HER2 FISH assessment integration)e

	3
	Hormone receptors (1 score for reporting either ER or PR) – when these are not part of reporting pathologist’s specimens and not separately job planneda

	6
	HER2 IHC (including FISH report integration) – when these are not part of the reporting pathologist’s specimens and not separately job planneda


Notes
a. Hormone receptors or HER2 IHC reported by the pathologist (that are not part of the primary diagnosis): this category is for cases when the primary diagnosis (such as metastatic breast carcinoma) is not reported by the pathologist and only the breast hormone receptors or HER2 IHC are reported separately, as part of a batch reporting process. Integrating HER2 IHC or FISH reports do not attach any additional credit.
b. Mastectomy undertaken for non-malignant reasons (such as prophylactic or reduction mammoplasty) should have this score added on to the score given for the mastectomy/ wide local excision done for malignancy.
c. Cavity shaves/re-excisions are to be given additional points depending on the number of pots received, whether as separate specimens or as part of resection specimens.
d. Single lymph node excision samples that are sent separately and not part of the resection specimens are given 8 points.
e. These are tests carried out externally (such as Oncotype Dx) – the points are given for the administrative work involved in these cases, such as adding supplementary reports.
[bookmark: Table_C.3:_Cardiovascular_pathology.]
Table C3: Cardiovascular pathology.
	Points
	Specimens

	6
	Thrombus

	6
	Cyst

	8
	Thymus benign/incidental removal

	8
	Lymph node excisiona

	16
	Endarterectomy

	16
	Pericardial tissue

	16
	Cardiac valve

	16
	Pulmonary thromboendarterectomy

	24
	Left ventricular core biopsy (ischaemic) at ventricular assist device implantation

	40
	Temporal artery biopsy

	40
	Biopsy/resection of aorta, large vessels or arteriovenous (AV) fistula

	60
	Cardiac mass (excision)

	80
	Native endomyocardial biopsy, left ventricular core or other intraoperative cardiac biopsy (non-ischaemic)b


Notes
a. Single lymph node samples that are sent separately and not part of the resection specimens are given 8 points.
b. Tests required (IHC, enzyme histochemistry, genetics), overlap with skeletal muscle biopsies, are outside the remit of the document. Work diaries and the use of neuropathology workload document would be recommended.

[bookmark: Table_C.4:_Cytology.1,3]Table C4: Cytology.a,b
	Points
	Specimens

	(A)
	Urinary tract

	6
	Urine, per specimen

	12
	Urinary tract brushings/washings, per specimen

	(B)
	Bronchial/biliary specimens

	8
	Sputum, per specimen

	16
	Bronchial/biliary brushings or washings (1–2 slides)

	24
	Bronchial/biliary brushings or washings (3 or more slides)

	24
	Bronchoalveolar lavage (BAL), per specimen, if no cell count by pathologist

	40
	BAL, per specimen, if also cell count by pathologist

	(C)
	Fine needle aspiration specimens

	12
	Clot/cell block made from needle washings in fine needle aspiration (FNA) specimens, or submitted separately from clinician, per specimenc

	24
	FNA, including endoscopic, of all sites (1–4 slides), per site (including all passes), excluding cell blocks made from needle washings/clotsc

	40
	FNA, including endoscopic, of all sites (5 or more slides), per site (including all passes), excluding cell blocks made from needle washings/clotsc

	(D)
	Synovial fluids

	16
	Synovial fluid – basic crystals service and reporting

	40
	Synovial fluid – full service including screening for crystals, cell count and special stains, per specimen

	(E)
	Serous effusions

	12
	Peritoneal washings, per specimen

	24
	Serous effusion – ascitic, pleural, pericardial (including any cell blocks)a

	(F)
	Other specimens

	8
	Cerebrospinal fluid, per specimen (not for suspected tumour)

	12
	Cerebrospinal fluid, per specimen (for suspected tumour)

	12
	Cyst contents (1–2 slides), per specimen

	12
	Nipple discharge, per specimen

	16
	Cyst contents (3 or more slides), per specimen

	16
	Miscellaneous brushings/washings (1–2 slides), per specimen

	16
	Skin scraping, per specimen

	24
	Miscellaneous brushings/washings (3 or more slides), per specimen

	(G)
	Cervical

	12
	Cervical cytology (pre-screened) and management, per specimen


Notes
a. Cytology cases should be scored on the initial number of slides that have been received/examined, per specimen. There are no additional scores given for IHC, unless otherwise specified, as these investigations, as well as internal consultation times and additional administrative times that are required, have been factored into the scores.
b. Any specific biomarking/molecular investigations that are performed by the cytopathologist, which would be usually counted as additional points if this case was a surgical specimen (such as PDL-1 interpretation), should also be counted in the same manner for a cytology specimen.
c. Cell blocks made from needle washings of FNA specimens are usually undertaken for ancillary investigations, including molecular tests, and are an integral part of the process given the relatively small number of slides produced from the FNA process compared with historical times. These points would be added on top of the score given for the FNA specimen itself.
[bookmark: Table_C.5:_Dermatopathology.4,6]
Table C5: Dermatopathology.a,b
	Points
	Specimens

	(A)
	Basic skin specimens

	6
	Basic skin, therapeutic and non-therapeutic (such as cysts, naevi, polyps, tags),c excluding:
a) inflammatory or suspected lymphomatous lesions
b) any atypical pigmented lesions 
c) clinically malignant tumours or actinic keratosis/cutaneous horn 
Per specimen pot received

	(B)
	Suspected non-melanocytic skin cancer or dysplastic lesions

	8
	Non-therapeutic biopsy of tumour or actinic keratosisc

	24
	Therapeutic specimens including orientated specimens

	24
	Re-excision following diagnosis of malignancy including orientated specimens

	40
	Therapeutic specimen with complex marginal orientated anatomy requiring extensive sampling either with multiple (10+ blocks) or mega-blocks
Typically for cases where marginal involvement would prompt further treatment or to identify involvement of bone or cartilage

	40
	Suspected adnexal or Merkel cell carcinoma (therapeutic)

	6
	Addition for each additional margin(s) specimensd

	(C)
	Inflammatory or suspected lymphoma

	40
	Diagnostic inflammatory skin case (score as 1 specimen, if biopsies taken from the same site, separate scores for specimens taken from different sites)e

	40
	Initial workup of suspected lymphomatous lesions

	40
	Nail or nail bed for inflammatory lesionf

	80
	Alopecia case with multiple biopsies (whole case)

	+40
	Addition for immunofluorescence testing

	+40
	Specialist reporting of suspected lymphoma with extensive IHC +/- molecular testing

	(D)
	Atypical pigmented lesions

	24
	Likely atypical or dysplastic melanocytic lesion (therapeutic or non- therapeutic), including orientated specimens

	24
	Re-excision following diagnosis of malignancy including orientated specimens

	40
	Melanoma/lentigo maligna – partial diagnostic biopsy

	60
	Melanoma/lentigo maligna – excision

	+6
	Addition for each additional margin(s) specimensd

	(E)
	Lymph nodes (see Table C1 for sentinel lymph nodes)

	24
	Lymph node core biopsy

	40
	Lymph node dissection of neck, axilla or groin


Notes
a. In dermatopathology cases, it is important to determine whether the specimen is from a non-therapeutic diagnostic procedure, rather than a procedure where there is curative therapeutic intent. The actual way the sample is obtained is in many respects less relevant; for example, a punch biopsy may be undertaken to attempt to cure a tumour although it is typically a diagnostic specimen.
b. Often there is a range of differential diagnosis provided on clinical grounds, which can range between benign, intermediate risk or frankly malignant. If there is a range of differential diagnosis with different workload scores, it is recommended that such cases may be best scored as the first diagnosis listed, which is not subsequently changed after histopathological examination of the case. Mohs microscopic surgery scoring has not been undertaken in this edition, due to its highly specialist nature and the significant variation in the contribution of histopathology to the full diagnostic process. Scoring such workload is best undertaken by a local audit process and work diaries.
c. Per specimen pot, for these skin specimens.
d. If a case has additional margin(s) specimens, sent in separately labelled containers or as intraoperative specimens, these should be added to the points attributed to the main specimen; typically seen in the therapeutic excision of non-melanocytic skin cancer. For example, a large squamous cell carcinoma removed with 3 punch biopsies of potentially involved margins would attract a total of 42 points: 24 for the excision and 6 for each of the margin biopsies.
e. Biopsies of inflammatory dermatoses often require careful study and correlation with clinical findings. As described in the College’s Tissue pathway for dermatopathology, the report should attempt to find any major reaction pattern present, as well as identify or favour a specific diagnosis using clinical dermatological terms. If adequate clinical information is not provided, it should be sought. If this cannot be obtained, then a histopathological differential diagnosis should be offered, along with advice for clinicopathological correlation. Where a clinical differential diagnosis has been provided, it is useful to address this, particularly if the histopathological features do not point towards a specific diagnosis.
f. Nail or nail bed for inflammatory lesion, atypical melanocytic lesion or melanoma.

[bookmark: Table_C.6:_Endocrine_pathology.]Table C6: Endocrine pathology.
	Points
	Specimens

	(A)
	Thyroid gland

	24
	Completion hemi-thyroidectomy (with a previous malignancy in another lobe)

	24
	Thyroid open/core biopsy (e.g. possible anaplastic thyroid cancer, Riedel’s, etc.)

	40
	Total thyroidectomy for presumed non-neoplastic disease (e.g. Graves’, multinodular goitre)a

	40
	Prophylactic total thyroidectomy (usually for multiple endocrine neoplasia and genetic syndromes)a

	60
	Diagnostic hemithyroidectomy or isthmusectomy (after Thy3a/3f/4 cytology)

	60
	Total thyroidectomy for presumed malignancy

	100
	Total thyroidectomy for presumed malignancy, accompanied by unilateral neck dissection (and any other specimens)

	120
	Total thyroidectomy for presumed malignancy, accompanied by bilateral neck dissection (and any other specimens)

	(B)
	Parathyroid glands

	8
	Parathyroid resection (per pot) for adenoma/hyperplasia/normal

	8
	Thymus received in parathyroid excision

	24
	Parathyroid gland received with attached thyroid lobe

	40
	Parathyroid resection 1 gland – suspected cancer

	(C)
	Adrenal glands

	24
	Adrenal – core biopsy for presumed neoplasm

	24
	Adrenal resection – presumed non-neoplastic

	60
	Adrenal resection – presumed neoplastic

	(D)
	Lymph nodes

	8
	Lymph node excisionb

	40
	Unilateral neck dissection

	80
	Bilateral neck dissection and any other accompanying lymph nodes


Notes
a. Thyroid glands removed for non-neoplastic reasons are periodically found to have incidental microscopic deposits of malignancy within them, requiring additional sampling and completion of the relevant dataset items.
b. Single lymph node samples sent separately and not part of the resection specimens are given 8 points.
[bookmark: Table_C.7:_Gastrointestinal_pathology.]Table C7: Gastrointestinal pathology.
	Points
	Specimens

	(A)
	Biopsies and polyps

	8
	1 gastrointestinal (GI) biopsy/polyps up to 1 cm (oesophagus/gastric/small bowel/ampulla/large bowel/rectum/bowel screening) – pota

	16
	Anal biopsy

	16
	2 specimen pots GI biopsy/polyps up to 1 cm (oesophagus/gastric/small bowel/ampulla/large bowel/rectum/bowel screening)a

	24
	3–5 specimen pots GI biopsy/polyps up to 1 cm (oesophagus/gastric/small bowel/ampulla/large bowel/rectum/bowel screening)a

	24
	Intestinal polyp, >2 cm (per pot)b

	24
	Orientated GI series on strip or multi-well cassette (1 pot)

	24
	Duodenal biopsy for known refractory coeliac disease

	40
	6–9 specimen pots GI biopsy/polyps up to 1 cm (oesophagus/gastric/small bowel/ampulla/large bowel/rectum/bowel screening)a

	40
	Orientated GI series on strip or multi-well cassette (2 pots)

	40
	Hirschsprung rectal suction biopsy

	60
	Orientated GI series on strip or multi-well cassette (3 or more pots)

	60
	10–12 specimen pots GI biopsy/polyps up to 1 cm (oesophagus/gastric
/small bowel/ampulla/large bowel/rectum/bowel screening)a

	80
	13 or more specimen pots GI biopsy/polyps up to 1 cm (oesophagus/gastric/small bowel/ampulla/large bowel/rectum/bowel screening)a

	(B)
	Resections

	8
	Appendix (not for tumour)

	24
	Sub/total colectomy for benign disease (such as diverticular disease)

	24
	Oesophagectomy/gastrectomy for benign disease

	24
	Rectal excision for benign disease

	24
	Small bowel resection for benign disease

	40
	Appendix (for suspected tumour)

	40
	Local excision of oesophagus/stomach for neoplasia (e.g. GI stromal tumour [GIST])c

	40
	Orientated local upper GI or rectal trans-anal excision for neoplasia

	80
	Sub/total colectomy for inflammatory bowel disease (IBD)/polyposis

	80
	Sub/total colectomy for Hirschsprung's disease/IBD/polyposis

	80
	Colectomy for malignancy

	80
	Endoscopic submucosal dissection of early gastric cancer

	80
	Oesophagectomy/gastrectomy for malignancy

	80
	Rectal resection for malignancy

	80
	Small bowel resection for malignancy

	120
	Colectomy for synchronous cancers

	120
	Pelvic exenteration for GI cancer

	160
	Post-chemotherapy/radiotherapy upper or lower GI resection

	(C)
	Miscellaneous tissues

	6
	Specimen margins/anastomotic donuts (when submitted separately)

	6
	Anal tissue (tags, haemorrhoids, fistulae, pilonidal sinus)

	6
	Hernia sac

	8
	Stoma – ileostomy and colostomy

	8
	Lymph node excisiond

	8
	Peritoneal/omental biopsy (not for suspected tumour)

	12
	Omentectomy

	24
	Diagnostic omental or peritoneal biopsy for suspected tumour

	24
	Lymph node core biopsy

	40
	Lymph node dissection without resection

	(D)
	Ancillary investigations

	3
	Interpretation of each IHC for mismatch repair proteins (not reported as part of primary diagnosis/therapeutic specimens)

	6
	HER2 ICC reporting (that is not part of primary reporting of biopsy or resection specimens)e


Notes
a. GI biopsies and polyps up to 1 cm have been grouped together in  scoring batches for the purpose of workload scoring, to facilitate the reporting of areas such as extended colonic series.
b. Large intestinal polyps often take significantly more time to report than their smaller counterparts, due to the need for multiple blocks and levels. A pragmatic 1 cm cut off is suggested for the purposes of workload scoring.
c. Neoplasia of upper GI if of benign nature or uncertain malignant potential including GISTs, leiomyomas, neuromas or other soft tissue tumours.
d. Single lymph node samples that are sent separately and not part of the resection specimens are given 8 points.
e. In some departments, HER2 IHC is reported independently as a batch and reported by pathologists separately. These need a separate score of 6 points when this work needs to be separately tariffed for job planning purposes. If in situ hybridisation is performed and counted by the pathologist, that will yield an additional 40 points.

[bookmark: Table_C.8:_Gynaecological_pathology.5]Table C8: Gynaecological pathology.a
	Points
	Specimens

	(A)
	Vulva/perianal biopsies

	6
	Vulval cysts, polyps, naevi and tags (per specimen)

	16
	Vulval/perianal biopsy (1 specimen pot)

	24
	Vulval/perianal biopsy (2 specimen pots)

	40
	Vulval/perianal biopsy (3–4 specimen pots)

	60
	Vulval/perianal biopsy (5–8 specimen pots)

	80
	Vulval/perianal biopsy (9–12 specimen pots)

	100
	Vulval/perianal biopsy (13 or more specimen pots)

	(B)
	Vulva/perianal excisions

	24
	Vulval excision–wide local (< 5 cm)

	60
	Vulval excision– complex (5 cm or more)

	60
	Vulval excision (<5 cm) and unilateral lymph node block dissection (cytology or other lymph nodes are additional)b

	80
	Vulval excision (<5 cm) and bilateral lymph node block dissection (cytology is additional)b

	100
	Vulval excision (5 cm or more) and unilateral lymph node dissection (cytology or other lymph nodes are additional)b

	120
	Vulval excision (5 cm or more) and bilateral lymph node block dissection specimens (cytology is additional)b

	(C)
	Cervix/vagina

	6
	Cervical polyp

	8
	Cervical amputation (not for cancer)

	12
	Cervical/vaginal biopsy

	24
	Cervical large loop excision of transformation zone (LLETZ) or cone (per pot)c

	40
	Hysterectomy for pre-invasive disease (such as cervical intraepithelial neoplasia and cervical glandular intraepithelial neoplasia) or abnormal smears

	40
	Vaginal excision

	80
	Hysterectomy/trachelectomy for cervical cancer and any other specimens (cytology and lymph nodes are additional)b

	100
	Hysterectomy/trachelectomy for cervical cancer with unilateral lymph node dissection and any other specimens (cytology and other lymph nodes are additional)b

	120
	Hysterectomy/trachelectomy for cervical cancer with bilateral lymph node dissection and any other specimens (cytology is additional)b

	(D)
	Uterus – biopsies and presumed benign excisionsa

	12
	Endometrial biopsy/chips/polyps

	12
	Products of conception (if no clinical suspicion of molar pregnancy)

	16
	Fibroid/myomectomy

	24
	Molecular classification of endometrial cancer (including administration time of arranging and interpreting all relevant investigations) – on biopsy material

	24
	Hysterectomy – benign (+/- tubes and ovary)

	24
	Singleton placenta

	40
	Products of conception – clinically suspected molar pregnancy (including referral process to specialist units)

	40
	Singleton intra-uterine death placenta only

	40
	Twin placenta – dichorionic diamniotic (DCDA)d

	40
	Pregnancy-related hysterectomy

	60
	Triple or higher birth order placenta

	60
	Prophylactic hysterectomy due to Lynch syndrome

	(E)
	Uterus – presumed malignant excisionsa

	60
	Hysterectomy for endometrial hyperplasia or cancer and any other specimens (cytology and lymph nodes are additional)b

	80
	Hysterectomy for endometrial cancer with unilateral block dissection of pelvic lymph nodes and any other specimens (cytology and other lymph nodes are additional) – whole caseb

	100
	Hysterectomy for uterine sarcoma and any other specimens (cytology and any lymph nodes are additional) – whole caseb

	100
	Hysterectomy for endometrial cancer with bilateral block dissection of pelvic lymph nodes and any other specimens (cytology is additional) – whole caseb

	120
	Hysterectomy for uterine sarcoma with lymph nodes and any other specimens (cytology is additional) – whole caseb

	(F)
	Fallopian tubes and ovaries

	6
	Fallopian tube (1 or 2) for sterilisation

	12
	Fallopian tube (including ectopic pregnancy) – not for sterilisation

	18
	Ovarian biopsy, not for suspected malignancy

	24
	Ovarian core biopsy +/- IHC for suspected tumour

	24
	Ovary +/- fallopian tube – benign/simple cyst – not suspicious of malignancy (such as simple, endometriotic or dermoid cysts) +/- hysterectomy (cytology is additional)b

	40
	Ovary(s) and fallopian tube(s) – prophylactic (including syndromes), and any other specimens (cytology is additional)b

	80
	Ovary/fallopian tube for possible/suspected ovarian cancer and all other specimens (cytology and lymph nodes are additional) – whole caseb

	100
	Ovary/fallopian tube for possible/suspected ovarian cancer, with any lymph nodes and all other specimens (cytology is additional) – whole caseb

	100
	Post-chemotherapy resection for ovary/fallopian tube cancer (cytology is additional) – whole caseb

	(G)
	Omentum and peritoneum

	8
	Peritoneal/omental biopsy (not for suspected tumour)

	12
	Omentectomy

	12
	Parametrium

	24
	Peritoneal/omental core biopsy for suspected tumour

	(H)
	Lymph nodes (see Table C1 for sentinel lymph nodes)a

	8
	Lymph node excisione

	24
	Lymph node core biopsy

	40
	Pelvic lymph node dissection(s) without resection – whole case

	40
	Groin unilateral lymph node dissection

	80
	Groin bilateral lymph node dissection

	(I)
	Exenterations

	120
	Pelvic exenteration for gynaecological malignancy – whole caseb

	(J)
	Ancillary investigations

	3
	Interpretation of each IHC for mismatch repair proteins (that is not reported as part of primary diagnosis/therapeutic specimens)

	(K)
	Miscellaneous specimens

	6
	Specimen margins (when submitted separately)


Notes
a. Sentinel lymph nodes should be added on top of the main specimen scores, due to different protocols being applied depending on local factors and on the site of the original primary tumour.
b. Accompanying cytology specimens (such as peritoneal washings) are to be added on top if reported with the rest of the case. Simple ovarian cysts include things such as suspected simple cysts, endometriotic cysts and dermoid cysts.
c. LLETZ specimen should be scored per separate pot.
d. DCDA – dichorionic diamniotic.
e. Single lymph node samples that are sent separately and are not part of the resection specimens are given 8 points.

[bookmark: Table_C.9:_Haematolymphoid_pathology.]Table C9: Haematolymphoid pathology.
	Points
	Specimens

	16
	Wedge resection of spleen

	24
	Spleen for trauma

	24
	Triage (initial sections and possible limited IHC panel) of suspected lymphomaa

	40
	Bone marrow aspirate (without trephine), including integrating any molecular investigationsb

	80
	Bone marrow trephine, including integrating any molecular investigationsb

	80
	Lymph node biopsy/node/other tissue of suspected lymphoma, including integrating any molecular investigationsb

	80
	Splenic core biopsy/splenectomy for suspected lymphoma, including integrating any molecular investigationsb

	100
	Bone marrow aspirate (with trephine), including integrating any molecular investigationsb


Notes
a. The 24 points for ‘triage of suspected lymphoma’ is to be used by the non-haematology pathologist, who may deal with a case when it comes into the laboratory, before being ultimately referred to the specialist haematological service in their region. This includes any specimen type with suspected lymphoma (lymph node core biopsy, resection, spleen or other organ tissue).
b. The points for specialist reporting of suspected lymphoma cases are inclusive of any molecular/ancillary investigations undertaken, as the definition of what constitutes these tests is open to subjective interpretation. Thus, an all-inclusive approach is favoured.
[bookmark: Table_C.10:_Head_and_neck_pathology.]
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Table C10: Head and neck pathology.
	Points
	Specimens

	(A)
	Biopsies

	24
	Head & neck mucosal biopsy (1–2 pots)

	24
	Lymph node core biopsy/excisiona

	40
	Head and neck mucosal biopsy (3+ pots)

	40
	Salivary gland core biopsy

	(B)
	Excisions

	12
	Tonsil(s) for tonsillitis

	40
	Laryngeal cordectomy

	40
	Parotid/submandibular gland (non-neoplastic/benign)

	40
	Oral mucosal excision/wide local excision for dysplasia/cancer

	40
	Tonsil(s) for suspected malignancy

	60
	Transoral robotic mucosal resection

	60
	Oral resection without bone

	60
	Glossectomy

	80
	Laryngectomy or maxillectomy – whole case

	80
	Oral resection with bone – whole case

	80
	Pinnectomy – whole case

	80
	Parotid gland/submandibular gland resection for tumour – whole case

	80
	Pharyngolaryngectomy/pinnectomy for malignancy (not wedge)/rhinectomy – whole case

	80
	Sino-nasal malignant tumour resection – whole case

	120
	Pinnectomy and unilateral neck dissection – whole case

	120
	Laryngectomy/maxillectomy/oral resection/pharyngolaryngectomy and unilateral neck dissection – whole case

	120
	Parotid gland/submandibular gland for tumour and unilateral neck dissection – whole case

	160
	Laryngectomy/maxillectomy/oral resection/pharyngolaryngectomy and bilateral neck dissection (and any other specimens) – whole case

	160
	Parotid gland/submandibular for tumour and bilateral neck dissection (and any other specimens) – whole case

	160
	Pinnectomy and bilateral neck dissection (and any other specimens) – whole case

	(C)
	Lymph nodes (see Table C1 for sentinel lymph nodes)

	24
	Lymph node core biopsy/excisiona

	40
	Unilateral neck dissection (without gland resection)	

	80
	Bilateral neck dissection (without gland resection)

	(D)
	Miscellaneous

	6
	Specimen margins (when submitted separately)

	6
	Polyps/mucocele/cholesteatoma/cysts

	8
	Miscellaneous tissue accompanying resections

	12
	Nasal polyps (whole case)

	12
	Tonsil(s) for tonsillitis

	16
	Dental cysts

	40
	Tooth


Notes
a. Lymph node samples that are sent separately and are not part of the resection specimens are given 24 points.

[bookmark: Table_C.11:_Liver,_biliary_and_pancreas_]Table C11: Liver, biliary and pancreas pathology.
	Points
	Specimens

	(A)
	Liver and biliary tract biopsies

	24
	Urgent medical liver biopsy provisional report (given to the clinicians on the day)

	24
	Liver biopsy (metastases)

	40
	Bile duct or endo-biliary diagnostic biopsy

	80
	Liver biopsy (malignant – primary liver tumour)

	100
	Liver biopsy (medical)

	(B)
	Liver and biliary tract, presumed benign excisions

	6
	Bile duct margin

	6
	Portal vein/artery/blood vessels

	8
	Gallbladder (not for suspected tumour)

	16
	Cyst/de-roofing/abscess specimens

	40
	Liver resection for primary benign tumour/nodules (excluding adenoma)a

	(C)
	Liver and biliary tract, presumed malignant excisions

	24
	Liver resection for metastases (wedge or non-anatomical resection) – 1 specimen

	40
	Liver resection for metastases (anatomical or non-anatomical) – 2 separate specimens

	40
	Liver resection for primary benign tumour/nodules (excluding adenoma)a

	60
	Liver resection for metastases (anatomical or non-anatomical) – 3–6 separate specimens

	60
	Gallbladder/bile duct resection (for suspected malignancy)

	80
	Liver resection primary tumour (including adenoma), including any lymph node dissection

	80
	Liver resection for metastases – 7 or more separate specimens

	80
	Gallbladder/biliary tract carcinoma resection, with accompanying lymph nodes and any other specimens

	(D)
	Pancreas

	24
	Pancreatic resection for presumed benign disease

	40
	Pancreas diagnostic biopsy

	60
	Partial pancreatic resection for malignancy

	80
	Partial pancreatic resection for malignancy, including any lymph node dissections (and any other specimens) – whole case

	100
	Whipple’s pancreatic-duodenectomy/total pancreatectomy for suspected malignancy and for post-chemotherapy specimens, including any lymph node dissections (and any other specimens)

	(E)
	Lymph nodes

	8
	Lymph nodeb

	24
	Lymph node core biopsy

	(F)
	Miscellaneous specimens

	6
	Specimen margins (when submitted separately)


Notes
a. Lymph node samples that are sent separately and are not part of the resection specimens are given 8 points.
b. Adenoma needs to be differentiated from malignant tumour on resection and is therefore included in the malignant category (80 points). Benign tumours, such as haemangioma, focal nodular hyperplasia and bile duct hamartoma, are included in the benign category (40 points).
[bookmark: Table_C.12:_Lung_pathology.]
Table C12: Lung pathology.
	Points
	Specimens

	(A)
	Pleura

	16
	Pleural plaques

	24
	Pleural – all diagnostic biopsies/excision (for non-suspected neoplasia)

	80
	Pleural excision (suspected neoplasia) – whole case

	(B)
	Lungs and airways

	16
	Pulmonary thromboendarterectomy

	24
	Tracheal/bronchial/lung needle core biopsy

	40
	Wedge excision of lung (neoplastic)/completion lobectomy after previous surgery

	60
	Video-assisted thoracoscopic surgery/open biopsy (neoplastic and non-neoplastic)

	60
	Lung lobectomy/pneumonectomy – neoplastic/non-neoplastic

	80
	Lung lobectomy/pneumonectomy – neoplastic/non-neoplastic, with any lymph nodes – whole case

	100
	Malignant resection of lung and chest wall, including any accompanying lymph nodes – whole case

	(C)
	Mediastinum and thymus

	8
	Thymus – benign/incidental

	24
	Thymectomy (often received in hyperparathyroid cases)

	60
	Mediastinal needle biopsy

	60
	Excision of primary disease other than thymus – whole case

	80
	Excision of thymus – neoplastic – whole case

	(D)
	Lymph nodes

	8
	Lymph node excisiona or lymph nodes for staging, without resection (per pot, 1–4)

	24
	Lymph node core biopsy

	40
	Lymph nodes for staging, without accompanying resection (5 or more pots)

	(E)
	Ancillary investigations

	12
	Molecular/biomarker tests: ALK-1 (in-house reporting)

	16
	Molecular/biomarker test: PDL-1 (in-house reporting) – TPS

	24
	Molecular/biomarker test: PDL-1 (in-house reporting) – CPS

	(F)
	Miscellaneous specimens

	6
	Specimen margins (when submitted separately)


Notes
a. Lymph node samples that are sent separately and not part of staging should receive 8 points.
[bookmark: Table_C.13:_Ophthalmic_pathology.]


Table C13: Ophthalmic pathology.
	Points
	Specimens

	(A)
	Lymph nodes (see Table C1 for sentinel lymph nodes)

	24
	Triage (initial sections and possible limited IHC panel) of suspected lymphoma

	80
	Lymph node biopsy/node/other tissue of suspected lymphoma, including integrating any molecular investigations

	(B)
	Eyelid skin specimens (see Table C5 if there are missing specimens)

	12
	Non-neoplastic excision (chalazion, pterygium, pingueculum, cysts, etc.)

	12
	Benign eyelid skin excluding inflammatory/atypical pigmented/malignant

	16
	Non-melanocytic eyelid skin tumour – small samples (punch/curettage/incision/shave)

	24
	Non-melanocytic eyelid skin tumour – excision

	24
	Re-excision skin after diagnosis of malignancy

	40
	Melanocytic eyelid skin lesion – atypical

	40
	Melanoma/lentigo maligna eyelid – punch/incision

	40
	Eyelid skin excision for adnexal or Merkel cell carcinoma

	40
	Eyelid skin lesion – inflammatory

	60
	Eyelid skin melanoma/lentigo maligna – excision

	60
	Eyelid skin wedge excision for neoplasia

	(C)
	Conjunctiva and cornea (including exenteration, enucleation and evisceration)

	12
	Epiretinal membrane/inner limiting membrane/posterior hyaloid membrane

	12
	Benign, non-neoplastic, such as chalazion, pterygium, pingueculum and cysts

	16
	Conjunctiva – benign tumour

	16
	Cornea – button/biopsy/donor cornea-scleral ring

	16
	Lacrimal sac – inflammatory

	16
	Lens and intra-ocular lens; trabecular tissue

	24
	Conjunctiva – inflammatory

	24
	Conjunctiva – malignant biopsy/excision

	24
	Impression cytology cornea

	24
	Lacrimal sac – benign tumour

	24
	Conjunctiva map biopsy (1 container)

	40
	Conjunctiva map biopsy (2 containers)

	40
	Chorio-retinal biopsy/FNA

	40
	Cornea – complex cornea

	40
	Cornea – non-neoplastic enucleation/evisceration

	40
	Lacrimal sac – malignant

	40
	Local resection of intraocular tumour

	40
	Ophthalmic cytopathology – core biopsy/pars vitreous specimen

	40
	Ophthalmic cytopathology FNA/vitrector specimen of intraocular tumour/anterior chamber tap

	40
	Orbit (optic nerve and lacrimal gland) – non-neoplastic and neoplastic biopsy

	60
	Conjunctiva map biopsy (3 containers)

	60
	Conjunctiva special investigations (e.g. direct immunofluorescence for ocular surface autoimmune disorder, polymerase chain reaction [PCR], etc.)

	60
	Evisceration – malignant

	80
	Conjunctiva map biopsy (4 or more containers)

	80
	Cornea special investigations (e.g. electron microscopy, PCR)

	80
	Enucleation – neoplastic

	100
	Exenteration



Table C14: Renal pathology.
	Points
	Specimens

	8
	Lymph node excision (renal)

	16
	Wedge of kidney

	24
	Benign nephrectomy (including polycystic kidney disease)

	24
	Urgent provisional renal biopsy report for immediate management purposesa

	24
	Electron microscopy interpretation (taken by electron microscopist)

	40
	AV fistula resection

	100
	Re-examination of a malignant nephrectomy from a medical renal pathology perspective

	120
	Renal biopsy (medical and transplant)


Notes
a. This only applies if a provisional report is required on the same day as the specimen is received.



Table C15: Soft tissue and bone pathology.
	Points
	Specimens

	(A)
	Bone

	24
	Femoral head/osteochondroma

	24
	Bone excision/curettings metastases

	24
	Non-specialist bone curettings/open biopsy/trephine

	40
	Amputation for infection

	80
	Specialist bone curettings/open biopsy/trephine/benign bone resections

	100
	Excision for primary bone tumour – whole case

	120
	Excision/amputation of bone tumour following neoadjuvant therapy – whole case

	120
	Amputation for bone – whole case

	(B)
	Soft tissue

	6
	Excision for ganglia, bursae, rheumatoid nodules, neuromas

	12
	Lipomas

	12
	Tendon

	16
	Mesenteric cysts/lesions

	24
	Resection for presumed benign disease, myxoma, schwannomas, giant cell tumour of tendon sheath, etc.

	24
	Vascular malformation – biopsy

	24
	Re-excision post-inadvertent resection

	40
	Diagnostic core/open biopsy (including ancillary investigations)

	40
	Vascular malformation – resection

	80
	Specialist soft tissue biopsy including lipomatous/myxoid tumours

	100
	Excision for an intermediate/malignant soft tissue tumour – whole case

	120
	Amputation for soft tissue sarcoma – whole case

	(C)
	Joints

	16
	Synovial biopsy

	24
	Soft tissue from joint revision surgery

	(D)
	Miscellaneous

	8
	Lymph node excisiona

	12
	Soft tissue from joint revision surgery – extra samples

	24
	Re-excision post-inadvertent resection

	(E)
	Ancillary investigations

	40
	Interpretation of MDM2, c-MYK, NTRK etc., in situ hybridisation, including integrated reports

	100
	Interpretation and integrating molecular/next-generation sequencing investigations of paediatric and adult soft tissue and bone tumours (such as Ewing’s, small round blue cell tumours, myxoid tumours, etc.)


Notes
a. Lymph node excision taken.

[bookmark: Table_C.16:_Transplant_pathology.]Table C16: Transplant pathology.
	Points
	Specimens

	(A)
	Cardiac

	40
	Cardiac (endomyocardial) transplant biopsy, including urgent provisional reports

	80
	Explanted heart (ischaemic)

	160
	Failed cardiac allograft or explanted heart (non-ischaemic)a

	(B)
	Lung

	80
	Lung transplant biopsies (bronchial, cryobiopsy, video-assisted thoracoscopic biopsies), including urgent provisional reports

	100
	Explanted single lung

	120
	Failed single lung allograft

	120
	Explanted bilateral lungs

	160
	Failed double lung allograft

	(C)
	Liver and biliary tract

	16
	Bile duct biopsy – pre- or post-reperfusion

	100
	Explant liver resection

	100
	Liver transplant biopsy

	120
	Failed liver allograft or explant liver with hepatocellular carcinoma/focal lesion allograft

	(D)
	Pancreas

	100
	Pancreas transplant biopsy

	120
	Transplant pancreatectomy

	(E)
	Kidney

	60
	Unused donor kidney

	60
	Baseline renal transplant biopsy (pre-implantation/post-reperfusion/time zero)

	80
	Transplant nephrectomy

	120
	Renal transplant biopsy

	(F)
	Intestinal

	8
	Skin transplant punch biopsy (combined small intestine and abdominal wall transplant)

	100
	Stoma biopsy/small intestine transplant biopsy

	120
	Endoscopic series if it includes transplant biopsies

	120
	Resection of parts of failed intestinal allograft, e.g. strictures

	160
	Resection of whole intestinal allograft

	(G)
	Administrative

	24
	Urgent provisional report for same day management – prior to final report, if it is not included in the specimen score


Notes
a. Referred autopsy heart may be booked under post-mortem histology and is, therefore, not part of surgical workload data. See post-mortem section for further details.

[bookmark: Table_C.17:_Uropathology.]Table C17: Uropathology.
	Points
	Specimens

	(A)
	Bladder and ureter

	6
	Ureter sent separately with radical cystectomy

	16
	Bladder biopsy

	24
	Cystectomy/ureterectomy (non-neoplastic)

	24
	Transurethral resection of a bladder tumour (TURBT) – 1–6 standard blocks (whole case)a

	40
	TURBT – 7 or more standard blocks (whole case)a

	80
	Radical cystectomy – whole case

	120
	Radical cystectomy with lymph node block dissection(s) – whole case

	120
	Radical cystoprostatectomy – whole case

	160
	Radical cystoprostatectomy with lymph nodes block dissection(s) – whole case

	(B)
	Prostate

	+8
	For every whole/part group of 5 core prostate biopsies, beyond first 10 cores (transrectal ultrasound guided [TRUS], transperineal, templates, targeted)b

	24
	Needle core biopsies of prostate (TRUS, transperineal, templates, targeted) first 1–5 coresb

	24
	Transurethral resection of the prostate (TURP) – 1–6 standard blocks

	40
	Needle core biopsies of prostate (transrectal ultrasound guided [TRUS], transperineal, templates, targeted) 6–10 coresb

	40
	TURP – 7–12 standard blocks

	60
	TURP – 13 or more standard blocks

	80
	Radical prostatectomy – whole case

	120
	Radical prostatectomy with lymph node block dissection(s) – whole case

	(C)
	Kidney

	16
	Renal pelvis/ureter (benign)

	24
	Benign nephrectomy (including polycystic kidney disease)

	24
	Partial nephrectomy (benign)

	24
	Renal core biopsy for tumour

	40
	Partial nephrectomy (malignant)

	60
	Renal pelvis/ureter (malignant)

	80
	Nephrectomy (malignant) – whole case

	(D)
	Penis

	8
	Foreskin (non-neoplastic circumcision)

	24
	Penile biopsy

	40
	Foreskin for tumour/lesion

	80
	Penectomy – whole case

	160
	Penectomy with lymph node block dissections – whole case

	(E)
	Testis and appendages

	6
	Non-neoplastic epididymis, testicular appendages, vasa deferentia (both)c

	24
	Orchidectomy (benign)

	40
	Testicular biopsy for infertility (including Johnsen’s index): 1–2 specimens

	80
	Orchidectomy (malignant/tumour) – whole case

	100
	Orchidectomy (malignant/tumour) and biopsy of opposite testis – whole case

	(F)
	Lymph nodes (see Table C1 for sentinel lymph nodes)

	8
	Lymph node excision

	24
	Lymph node core biopsy

	40
	Pelvic node dissections (whole case)

	40
	Pelvic node dissections (in total) – penile cancer

	160
	Retroperitoneal node dissection (for germ cell tumour) – whole case

	(G)
	Omentum and peritoneum

	8
	Omental/peritoneal biopsy not for suspected tumour

	12
	Omentectomy

	24
	Omental/peritoneal biopsy for suspected tumour

	(H)
	Miscellaneous specimens

	6
	Specimen margins (when submitted separately)


Notes
a. This includes any associated bladder bed biopsy that are often submitted with TURBTs.
b. It is recommended that departments ask the test requestor to document on the specimen request form the number of prostatic needle core biopsies taken during the procedure. They have been categorised based on groups of 5 core biopsies, as there will be a relatively linear relationship between the number of cores examined and the overall time taken for reporting, ancillary investigations, second opinions and any administration. This document recommends 24 points for the first 5 core biopsies and 40 points for between 6 and 10 core biopsies, followed by 8 points for each batch of 5 cores after the first 10 cores. For example, 11–15 core biopsies would attract 40 + 8 = 48 points and 16–20 core biopsies would attract 40 + 8 + 8 = 56 points.
c. The vasa deferentia together are scored 6 points. However, in rare cases, departments receive a single side, which should also be scored 6 points.
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