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NO TRATAR AL CANCER DE SIGMA COMO SI FUESE CANCER DE RECTO
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VARIACIONES EN LA DEFINICION DE RECTO SEGUN GUIAS CLINICAS

ASCRS 2024

NCCN 2022

ESMO 2017

Netherland 2023

UK 2017

GRECCAR 2016 —»

SEOM/GEMCAD
2022
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Clasificacion

No especifica. Necesidad de
consenso. (11-15cm?)

Alto por encima de la
reflexion peritoneal

Recto superior 10-15cm

Actualizacion 2024 Sigmoid
take-off

No especificado

No especificado

Recto superior 10-15cm

Manejo
Recto superior: upfront
surgery
NA en estadios -1l

Upfront surgery: cT3a-b,
NO-1 (sup) y CRM y EMVI-

Upfront surgery: cT3a-b, N1
(sup) y CRM-

Upfront surgery: cT3a-b, NO
y CRM-

NA si >T3/N+
NA si >T3/N+
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Definition of the Rectum
An International, Expert-based Delphi Consensus

Nigel D'Souza, MBBS, MRCS," i1 Michael P. M. de Neree tot Babberich, MD,§ Andre d'Hoore, MD, PhD,"
Emmanuel Tiret, MD,|| Evaghelos Xynos, MD, PhD,"* Regina G. H. Beets-Tan, MD, PhD,{{
Iris D. Nagtegaal, MD, PhD,ti Lennart Blomgvist, MD, PhD,§§ Torbjorn Holm, MD, PhD,§$
Bengt Glimelius, MD, PhD,"¥ Antonio Lacy, MD, PhD,|||| Andres Cervantes, MD, PhD,"**

Robert Glynne-Jones, MBBS, FRCR, {11 Nicholas P. West, PhD, FRCPath,iii Rodrigo O. Perez, MD, PhD,§§§
Claudio Quadros, MD, PhD,*% " Kil Yeon Lee, MD, PhD,|||||| Thandinkosi E. Madiba, MBChB, PhD,****
Steven D. Wexner, MD, PhD,{i11 Julio Garcia-Aguilar, MD, PhD,tiii Dushyant Sahani, MBBS, MD,§$§§

Brendan Moran, MCh, FRCSI,* %" Paris Tekkis, MD, FRCS, 11 Harm J. Rutten, MD, PhD,||||||||*****
Pieter J. Tanis, MD, PhD,§ Theo Wiggers, MD, PhD,{111t
and Gina Brown, MD, FRCR11

Ann Surg 2019;270:955-959)
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MRI to guide clinical management of rectal 2

cancer: updated consensus

S I G M OI D TAKE—O F F recommendations from the European Society of
Gastrointestinal and Abdominal Radiology
(ESGAR)—PART | primary staging
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8IS Open, 2023, 2rad018
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Ortginal Articl

OXFORD

-1300 pacientes
Implications of the new MRI-based rectum definition -13% cambio de localizacion
according tothe sigmoid take-off: multicentre -50% de es0s, otro tto
coorttudy - Diferente morbiidad

Thijs A Bughgraef* ), Jeroen C. Hol" @), Mariek L Rutges,Gina Brown”, Roel Hompes',Coln Sitses’
Esther C. . Consten' and the MIRECA Study Greup
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SIGMOID TAKE-OFF

Sigmoid Take-Off

Sigmoid ——»

SAGITAL

Se aleja del sacro
Disposiciéon horizontal
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SIGMOID TAKE-OFF
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SELECCION: EMPIEZA EN EL DIAGNOSTICO

Centros:
Management Of the Limit of the rectum through Ramoén y Cajal SOl Epases
Imaging of the sigmOQid take-off and its impact on La Paz Josep Trueta
multimodal treatmeNt Vigo

Vall d” Hebron

M O L I N o Marqués de Valdecilla Reina Sofia (Cérdoba)

Management Of the Virgen del Rocio Clinica Navarra
Limit of the rectum

through Imaging of the La Fe
sigmOid take-off and

its impact on multimodal

treatmeNt

Gregorio Maranén

Clinic (Barcelona)

Objetivo Primario

Evaluar la utilidad y el impacto de establecer el punto de sigmoid take-off como una
referencia anatdmica estandarizada para la localizacién del tumor en el cancer
colorrectal, con el fin de reducir la variabilidad en la clasificacion de los tumores de la
unién colorrectal y rectosigmoideos y guiar las decisiones clinicas.

Intervenidos del 2017-2023
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Management Of the Limit of the rectum through
Imaging of the sigmOQid take-off and its impact on
multimodal treatmeNt

Management Of the .

Limit of the rectum N=1411 paC|enteS
through Imaging of the

sigmOid take-off and

its impact on multimodal
treatmeNt

CAMBIO DE RECTO ALTO A SIGMA: 22.7%

45% ( 138 PACIENTES) HUBIERA HABIDO UN CAMBIO EN EL
TRATAMIENTO REALIZADO
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GUIAS / CONSENSOS / PROTOCOLOS
NO SOBRETRATAR TUMORES DE SIGMA
(MAS SELECCION MENOS AGRESION)
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TRATAMIENTOS CARCINOMA DE RECTO

RADIOTERAPIA CIRUGIA QUIMIOTERAPIA

(MAS SELECCION MENOS AGRESION)
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MENOS AGRESION — MAS SELECCION

* RESECCION LOCAL EN EL CANCER DE RECTO PRECOZ

* WATCH AND WAIT
* CANCER DE RECTO ALTO
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Regla Quirdrgica Fundamental: La reseccion
debe limitarse estrictamente a la pared rectal
completa (flecha A), sin entrar en la grasa
perirrectal (flecha B).

El Motivo: Evitar la cicatrizacion y alteracion
anatomica de la fascia mesorrectal, Si el
paciente requiere posteriormente una ETM
(Cirugia de Finalizacion), un mesorrecto virgen
e intacto es crucial para evitar morbilidad
severa y asegurar una escision de calidad.

Nota: Las perforaciones a la cavidad
peritoneal durante la RL pueden repararse
por la misma via transanal as por la misma via
transanal sin necesidad de convertir a
aparoscopia,

(Microcirugia Endoscdpica
Transanal)

'!“'H * Disefio: Dlsp03|t|vo metalico rigido (7.5 - 20
|—  Cm)con vision estatica fijada.

o Ventaja: Permite la reseccion de lesiones a
mayor distancia del margen anal utilizando

instrumental propio angulado.

TAMIS

(Cirugia Minimamente
Invasiva Transanal)

S o * Disefio: Utiiza un puerto flexiole (¢}
lg GelPOINT) de 4-5 cm y torres de laparoscopia
+ 4 &% convencionales.

* Ventaja: Reduce drésticamente los costes y
@E ofrece mejor maniobrabilidad dentro del

recto.

o Inconveniente: La menor longitud del
& puerto limita el alcance en lesiones muy

proximales.
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RESECCION LOCAL EN EL CANCER DE RECTO

Candidato Ideal para RL Exclusiva

° Perfil: TINO sin factores de riesgo desfavorables.

Resultados: Supervivencia cancer-especifica a 5 anos equivalente a la ETM, con
menor mortalidad perioperatoria (RR 0.31) y menor necesidad de estoma (RR 0.17).

Factores de Riesgo / Requiere ETM

Invasion: Kikuchi sm3 (Invasién
submucosa profunda).

Diferenciacion: Tumores de alto

grado / pobremente diferenciados.

Microambiente: Presencia de
"Tumour Budding” de alto grado.

[LrhiHT )
Rk ¥ ELI B u R C I S
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Vascular: Presencia de invasion
linfovascular.
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RESECCION LOCAL EN EL CANCER DE RECTO

La Triada Diagndstica (Evaluacion
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Preoperatoria)

Endoscopia

Resonancia Magnética (RM)

==

Ecoendoscopia (ERUS)

-

Rol:
Excluir lesiones sincrénicas (3% de
los casos).

Valor Predictivo:
Clasificaciones de Paris y Kudo
predicen la invasion submucosa
para evitar tratamientos
inadecuados.

IR4CIS

Rol:
Método de eleccién para
estadificacion local.

Valor Predictivo:

Secuencias de difusién evalGan
todos los compartimentos
ganglionares pélvicos y la invasién
vascular extramural,

Rol:
Maxima resolucién espacial.

Valor Predictivo:

Superior para evaluar la
profundidad exacta de invasion

en |a pared rectal, aunque requiere
una alta curva de aprendizaje.

o

DISTINCION ENTRETO Y T1
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Riesgo de Metastasis
Ganglionar por
Profundidad

\ B T1sml (Tercio superficial):
SUBMUCOSA \ I\ i 7 0% - 3% de riesgo.
: > 5~ ElLimite dela B
. = Reseccion L_OC8|. B T1sm2 (Dos tercios):
MUSCULARIS : . La RL solo extirpa el 8% - 11% de riesgo.
PROPRIA LN N | tumor endoluminal,
A | dejando intacto el
mesorrecto y su B T1sm3 (Tercio profundo):
componente 10% - 23% de riesgo.

MESORRECTUM | |\ , )~/ | ganglionar.

B T2 (Invasion muscular):
~20% de riesgo.
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RESECCION LOCAL EN EL CANCER DE RECTO

RESECCION LOCAL + QRT ADYUVANTE: RESULTADOS POBRES EN T1 DE ALTO RIESGO Y T2

Review > BrJ Surg. 2016 Aug;103(9):1105-16. doi: 10.1002/bjs.10163. Epub 2016 Jun 15.

Meta-analysis of oncological outcomes after local
excision of pT1-2 rectal cancer requiring adjuvant
(chemo)radiotherapy or completion surgery

W A ABorstlap 1, T J Coeymans ', P J Tanis ', C A M Marijnen 2, C Cunningham 2,
W A Bemelman ', J B Tuynman 4

Affiliations + expand
PMID: 27302385 DOI: 10.1002/bjs. 10163 2

RECIDIVA LOCAL 14 % VS 7% del TME
REC. DISTANCIA 9% en ambos.
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RESECCION LOCAL EN EL CANCER DE RECTO

Estadificacion de la lesion

Sin factores Con factores Neoadyuvancia
de riesgo de riesgo (QRT) + TEM
Neoadyuvancia (QRT)
+ Watch and Wait
Reseccion transanal Escisién total del Escision total del
(TEM) / Reseccion mesorrecto (ETM) mesorrecto (ETM)
endoscopica
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NEOADYUVANCIA + EXTIRPACION LOCAL

Contexto: Para tumores cT2NO o cT1 con factores de
riesgo, la combinacion de QRT neoadyuvante seguida de
RL busca evitar la ETM tras reducir el tumor.

TAU-TEM: Logro GRECCAR 2: En ACOSOG Z6041:
preservacion de érgano tumores T2/T3 NO-1 Confirmé gue pacientes ‘
enel 82.7% delos | distales (4 cm),la con tumores T2ZNO
pacientes, con una tasa de pCR fue del pequefos pueden
Respuesta Patoldgica 40%, con seguridad preservar el recto con
Completa (pCR) del | oncologica a 3 afios un impacto minimo en
44.3% y mejor calidad equivalente ala ETM. la funcién anorrectal.

de vida (Qol) frente a

ETM.
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TUMORES MENORES DE 4 CMS

doi: 10.1016/$1470-2045(15)00215-6. Epub 2015 Oct 22.

Research

Organ preservation for clinical T2No distal rectal
JAMA Surgery | Original Investigation cancer using neoadjuvant chemoradiotherapy and
Chemoradiotherapy and Local Excision vs Total Mesorectal Excision local excision (ACOSOG Z6041): results of an open-
inT2-T3ab, NO, MO Rectal Cancer label, single-arm, multi-institutional, phase 2 trial
The TAUTEM Rand0m|ZEd C|II‘IICEI| Tl’la| Julio Garcia-Aguilar ', Lindsay A Renfro 2, Oliver S Chow 2, Qian Shi 2, Xiomara W Carrero 2,

Patricio B Lynn 2, Charles R Thomas Jr 4, Emily Chan ®, Peter A Cataldo ¢, Jorge E Marcet 7,
Xavier Serra-Aracil, PhD; Carles Pericay, PhD; Ariadna Cidoncha, MD; Jesus Badia-Closa, PhD; Thomas Golda, PhD; David S Medich 8, Craig S Johnson ©, Samuel C Oommen °, Bruce G Wolff 2, Alessio Pigazzi ",
Esther Kreisler, PhD; Pilar Hernédndez, PhD; Eduardo Targarona, PhD; Nerea Borda-Arrizabalaga, PhD; Shane M McNevin "2, Roger K Pons ", Ronald Bleday

Angel Reina, PhD; Salvadora Delgado, PhD; Eloy Espin-Bassany, PhD; Aleidis Caro-Tarrago, PhD;

Javier Gallego-Plazas, PhD; Marta Pascual, PhD; Carlos Alvarez-Laso, PhD; Hector Guadalajara-Labajo, PhD; Affiiations + expand

Ana Otero, PhD; Sebastiano Biondo, PhD; for the TAUTEM Collaborative Group PMID: 26474521 PMCID: PMC4984260 DOL: 10.1016/51470-2045(15)00215-6 2
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TUMORES MENORES DE 4 CMS

Research

JAMA Surgery | Original Investigation

Chemoradiotherapy and Local Excision vs Total Mesorectal Excision

in T2-T3ab, NO, MO Rectal Cancer
The TAUTEM Randomized Clinical Trial

[l Iy - L= =
100 100
HR, 0.83 (95% €1, 0.25-2.72); P=.76 HR, 0.95 (95% C, 0.38-2.40); =92
® 80 80
) ®
S g
) g 50
3 2
9 3
K] 3
,5 40 g 40
20 8 2
3 CRT-TEM - H e b }
HWW AR PRI T ‘_ﬂ?’jﬂ -
0 TME 04
0 12 24 36 48 60 72 8 9 108 120 0 12 24 36 4 60 72 8 9% 108 120
Time, mo Time, mo
No. at risk No. atrisk
TME 81 8 75 64 51 47 3% 2 13 13 10 TME 81 80 75 64 51 47 3% 2 13 13 10
(RT-TEM 81 79 75 63 50 40 29 2 14 11 6 CRT-TEM 81 79 75 64 51 47 36 2 12 12 10

Figure 3. Overall Survival (3A), Disease-Free Survival (3B),
Excision (TME) vs CI i and Transanal

. and Rectal Cancer Mortality (3C). Amang Patients Randomly Assigned to Total Mesorectal

ic Microsurgery (CRT-TEM) ing to Modified Analyses

8] Discase-free survival

Xavier Serra-Aracil, PhD; Carles Pericay, PhD; Ariadna Cidoncha, MD; Jesus Badia-Closa, PhD; Thomas Golda, PhD; (] oueralsiat

Esther Kreisler, PhD; Pilar Hernédndez, PhD; Eduardo Targarona, PhD; Nerea Borda-Arrizabalaga, PhD; ) :
Angel Reina, PhD; Salvadora Delgado, PhD:; Eloy Espin-Bassany, PhD; Aleidis Caro-Tarrago, PhD; iw =
Javier Gallego-Plazas, PhD; Marta Pascual, PhD; Carlos Alvarez-Laso, PhD; Hector Guadalajara-Labajo, PhD; f ° % w
Ana Otero, PhD; Sebastiano Biondo, PhD; for the TAUTEM Collaborative Group [ R —— 0 oo srenrenn
oo e B e R oy T
B ® BB S5 LEEEEY HauuEusiouizoao

N:173.
Capec+50,4 Gys + ELvs ETM
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€| Mortality due to rectal cancer

HR, 0.83 (95% CI, 0.28-2.46); P=.73

Mortality due tarectal cancer, %

TME

0 12 24 36 48 60 72 84 96 108 120

mmmmmm
N

0. at risk.
T™E 81 80 76 67 52 48 36 22 13 13 10

CRT-TEM 81 80 79 68 53 43 30 23 15 12 7

HR indicates hazard ratio.
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MAS SELECCION MENOS AGRESION

TUMORES PEQUENOS < 4CMS . T1-T2

El Futuro: Las estrategias combinadas (Neoadyuvancia + RL o “Watch and Wait")
-@" representan la evolucion natural hacia la preservacion de 6rganos, mitigando la

morbilidad de la ETM en pacientes seleccionados con respuesta clinica completa.
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MENOS AGRESION — MAS SELECCION

* RESECCION LOCAL EN EL CANCER DE RECTO PRECOZ

* WATCH AND WAIT
* CANCER DE RECTO ALTO
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WATCH AND WAIT
MENOS AGRESION — MAS SELECCION

* Problemas en la seleccion. NO identificados a los respondedores

Published in final edited form as:
Dis Colon Rectum. 2025 March 01; 68(3): 300-307. doi:10.1097/DCR.0000000000003538.

Correlation Between Grade of Clinical Response to Neoadjuvant
Therapy for Rectal Cancer and Oncologic Outcomes in the Era
of Watch-and-Wait

Roni Rosen, M.D.", Aron Bercz, M.D.", Dana Omer, M.D.", Floris S. Verheij, M.D., Ph.D.",
Hannah Williams, M.D.!, Parisa Malekzadeh, M.D.?, Danielle Kong, B.S.!, Felipe F. Quezada-
Diaz, M.D.", Iris Wei, M.D.7, Maria Widmar, M.D., M.P.H.", Georgios Karagkounis, M.D.",
Diana Roth O’Brien, M.D.2, Carla Hajj, M.D.2, Christopher Crane, M.D.2, Ping Gu, M.D.,
Ph.D.3, Neil H. Segal, M.D., Ph.D.3, Marina Shcherba, D.0.3, Karuna Ganesh, M.D., Ph.D.3,
Rona Yaeger, M.D.3, Emmanouil Pappou, M.D., Ph.D.?, Paul B. Romesser, M.D.2, Garrett M.

AT Nash, M.D., M.P.H., Leonard B. Saltz, M.D.2, Andrea Cercek, M.D.2, Martin R. Weiser, M.D.",
o T e B Mithat Gonen, Ph.D.4, Philip B. Paty, M.D.", Julic Garcia-Aguilarm, M.D., Ph.D.", J. Joshua
Il eg Y Lafaid Smith, M.D., Ph.D."

Department of Colon and Rectal Surgery, Memorial Sloan Kettering Cancer Center, New York

2Department Radiation Oncology, Memorial Sloan Kettering Cancer Center, New York

3Department of Medical Oncology, Memorial Sloan Kettering Cancer Center, New York “qn Hospital Universitario
“Department of Epidemiology and Biostatistics, Memorial Sloan Kettering Cancer Center, New SaludMadrid Ramén y caial
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WATCH AND WAIT
MENOS AGRESION — MAS SELECCION

Surveillance Timing

Endoscopy

¢CR Group:

nCR Group:

MRI T2W

End NAT

I

MRI DWI
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WATCH AND WAIT
MENOS AGRESION — MAS SELECCION

Local Regrowth and Disease-Free Survival

Local Regrowth Disease-Free Survival
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WATCH AND WAIT

Local Regrowth and Disease-Free Survival

Local Regrowth Disease-Free Survival

06

40%

Probability of DFS

04

Probability of Local Recurrence

5-Year TME-Free Survival (OP) Rate Risk of Distant Metastasis

- cCR: 27% with regrowth vs. 7% without regrowth
-cCR: 73% (IQR, 68-79%) (OR 4.81; 95% CI, 2.48-9.33; p < 0.001)
-nCR: 53% (IQR, 39-71%) - NnCR: 48% with regrowth vs. 17% without regrowth
- (OR 4.59; 95% CI, 1.65-12.75; p = 0.004)
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WATCH AND WAIT

MENQOS AGRESION — MAS SELECCION
MSK Off-Protocol Cohort

Rectal Adenocarcinoma s/p
Neoadjuvant Therapy (n=1230)

\ 4 A 4 A 4

iCR nCR eCR
(n=646) (n=189) (n=395)

TME TAE/ESD Refused TME ww TME ww

(n=630, 98%) | | (n=4, 0.6%) Surgery (n=108, 57%) (n=81, 43%) (n=44, 11%) (n=351, 89%)
(n=12, 2%)

PCR PCR Local pCR Local

(n=141, 22%) (n=38, 20%) Regrowth (n=29, 66%) Regrowth
(n=33, 41%) (n=94, 27%)

Rosen et al., Dis Colan Rectum 2025. (PMID: 39808079)
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Rectal cancer
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cT4, N2, FMR+, EMVI+,
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Fig.1 Rectal cancer treatment algorithm. LE, local excision; TME, EMVI, extramesorectal venous invasion. *If high-risk features, pro-

tolal mcsorocwl excision; CT, chcmutherapy CRT, concomitant ceed to TME. **Consider adjuvant QT if high-risk stage IT or stage
SCRT, sh WW, watch I after surgery. ***If tumors are located in the upper and middle

and wait; TNT, total dj therapy; MRF, | fascia; rectum

Abstract
This guideline provides a ive overview of the of localized rectal cancer, highlighting recent major
advances in therapeutic strategies. Accurate staging remains essential, as it informs treatment decisions and facilitates risk
assessment. A pivotal development in rectal cancer treaiment is the adoption of total neoadjuvant therapy (TNT), which
has demonstrated improved tumor response, reduced risk of systemic recurrence, and enhanced survival outcomes. This
approach enables a “watch-and-wait” strategy and conservative management that may render surgery unnecessary and pre-
serves mctal function in patients who achieve a complete clinical response. By emphasizing a structured approach to staging,
and i ive treatment pathways, this guideline aims to improve outcomes while minimizing

the morbidity associated with rectal cances treatment. Options without preoperative radiotherapy

Keywords Rectal cancer - Total neoadjuvant treatment - Watch and wait

In cT3a-b, NO-1, and RC located in upper or middle rectum,
the risk of local and systemic recurrence is low; therefore,
neoadjuvant RT may be omitted and TME surgery should
be proposed.
- L. i IR c s Recently, the PROSPECT trial has proven the non-infe-
v Erag i Wntaia riority of preoperative FOLFOX to preoperative CRT with
respect to DFS with similar OS and LR rates in RC staged I Hospital Universitario
as T2N +, T3NO, or T3N + in subjects eligible for sphincter- s R@mon y Cajal
sparing surgery [40]. This strategy spares patients with low
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¢T1-¢T3 localised rectal cancer in upper third of rectum

cT1 NO or N1
cT2 NO

cT2 N+
¢T3 NO or N+

PME [lll, A] PME [lll, A] Neoadjuvant ChT® [I, AJ:
TME [lil, A] TME [lil, A] = CAPOX
LE= [lll, A] ¢ FOLFOX

N
Restaging (MRI,
endoscopy, DRE) [l, A]
Adjuvant ChTe [I, A]:
* Fluoropyrimidine = l

oxaliplatin
Adjuvant CRT [lil, A]

PME [lll, A]
TME [Ill, A]

Adjuvant CRT®¢ [lll, A]

Figure 1. nent of cT1-cT3 localised rectal cancer located in the upper third of the rectum.

Purple: algorithm title; orange: surgery; blue: systemic anticancer therapy or their combination; turquoise: nonsystemic anticancer therapies or a combination of
treatment modalities; white: other aspects of management and nontreatment aspects.

¢, clinical; CAPOX, capecitabine—oxaliplatin; ChT, chemotherapy; CRM, circumferential resection margin; CRT, chemoradiotherapy; DRE, digital rectal examination;
FOLFOX, leucovorin—5-fluorouracil—oxaliplatin; LE, local excision; MRF, mesorectal fascia; MRI, magnetic resonance imaging; N+, node positive; p, pathological; PME,
partial mesorectal excision; RT, radiotherapy; TME, total mesorectal excision,

*For low-risk tumours (pT1 without unfavourable pathological features).

"Salvage RT is recommended in case of intolerance to, or progression on, neoadjuvant ChT [I, A].

“Only following PME or TME alone, according to clinical risk assessment.

90nly in case of CRM positivity, pT4b, pN2 with extracapsular spread close to the MRF or poor-quality TME in patients who did not receive preoperative RT.
“Adjuvant ChT may be considered, but its clinical value is not proven [V, C].
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Restaging (MRI,
endoscopy, DRE) [l, A]

Il

PME [lll, A]
TME [, A]

Adjuvant ChT° [I, Al:
= Fluoropyrimidine =

Adjuvant CRT=

oxaliplatin
[, A]

Adjuvant CRTe [, A]

Figure 2. of cT4 rectal cancer located in the upper third of the rectum.

Purple: algorithm title; orange: surgery; blue: systemic anticancer therapy or their combination; turquoise: nonsystemic anticancer therapies or a combination of
treatment maodalities; white: other aspects of management and nontreatment aspects.

c, clinical; CAPOX, capecitabine—oxaliplatin; ChT, chemotherapy; CRM, circumferential resection margin; CRT, chemoradiotherapy; DRE, digital rectal examination;
EMVI+, extramural venous invasion; FOLFOX, leucovorin—5-fluorouracil—oxaliplatin; LN+, involved lymph nodes; MRF, mesorectal fascia; MRI, magnetic resonance
imaging; mrMRF-, involved or threatened mesorectal fascia; N+, node positive; p, pathological; PME, partial mesorectal excision; RT, radiotherapy; SCRT, short-course
radiotherapy; TME, total mesorectal excision; TNT, total necadjuvant therapy.

“salvage RT is recommended in case of intolerance to, or progression on, neoadjuvant ChT [I, A].

In case of high-risk criteria (cT4, cN2, mrMRF+, EMVI+, lateral LN+).

“Only in case of CRM positivity, pT4b, pN2 with extracapsular spread close to the MRF or poor-quality TME in patients who did not receive preoperative RT.
“Adjuvant ChT may be considered, but its clinical value is not proven [V, C].

“Only following PME or TME alone, according to clinical risk assessment.
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Localised rectal cancer: ESMO Clinical Practice Guideline for diagnosis, cT1 NO cT1 N+ or cT2 N+ High-risk
treatment and follow-up™ cT2 NO cT3 NO or N1 criteria®

R.-D. Hofheinz’, E. Fokas?, L. Benhaim?, T. J. Price?, D. Arnold®, R. Beets-Tan®, M. G. Guren’, G. A. P. Hospers®, 5. Lonardi’,
I. D. Nagtegaal'®, R. O. Perez'’, A. Cervantes'>*? & E. Martinelli'®, on behalf of the ESMO Guidelines Committee*

'TagesTherapieZentrum, Mannheim Cancer Center, University of pa: of Radiation Oncology, Cyberknife and Center for
Integrated Dncology Aachen Bonn Cologne Dusseldorf, Faculty of Medicine Cologne, University Hospital Cologne, Cologne, Germany; Department of Surgical
Oneology, Gustave Roussy, Villejulf, France; “Medical Oncology Unit, The Queen Elizabeth Hospital and University of Adelaide, woodville, Australia; *Asklepios
Tumarzentrum Hamburg, AK Altona, Hamburg, Germany; “The Netherlands Cancer Institute, \, The of Oncalogy, Osle University
Hospital and Institute of Clinical Medicine, University of Oslo, Oslo, Norway; *Department of Medical Gncology, University Medical Center Groningen, University of
gen, The ; Oncalogy 3 Unit, Veneto Institute of Oncology (10V) — IRCCS, Padua, Italy; 1°Department of Pathology, Radboud University
Medical Conter, The “D. of Colorectal Surgery, Hospital Alemiia Oswaldo Cruz, Sio Paulo, Brazil; Department of Medical Oneology, TME (if middle third i i
INCLIVA Biomedical Research Institute, Hospital Clinico Universitario de Valencia, University of Valencia, Valendia; SCIBERONC, Instituta de Salud Carlas IIl, Madrid, TME [llI, A] TME [lll, A] ( ) Neoadjuvant Neoadjuvant
Spain; “'Department of Precision Madicine, Oncalogy Unit, Universita degli Studi della Campania Luigi Vanvitelli, Naples, italy LE® [N, A] [, A] ChT® [, Al: SCRT 1, Al

M uitavic ontine 22 may 2025 * CAPOX Neoadjuvant
= FOLFOX CRT [I, A]

Adjuvant ChT* [I, A]: TME [lll, A]

 Fluoropyrimidine = TME [1il, A] LE [1, A] TME [ill, A]
oxaliplatin

Adjuvant CRT¢ [lll, A]

Adjuvant CRT®* Adjuvant ChT [V, B]:
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oxaliplatin

Figure 3. Management of localised rectal cancer located in the lower or middle third of the rectum when surgery is intended.

Purple: algorithm title; orange: surgery; blue: systemic anticancer therapy or their combination; turquoise: nonsystemic anticancer therapies or a combination of
treatment modalities; white: other aspects of management and nontreatment aspects.

¢, clinical; CAPOX, capecitabine—oxaliplatin; ChT, chemotherapy; CRM, circumferential resection margin; CRT, chemoradiotherapy; EMVI-+, extramural venous invasion;
FOLFOX, leucovorin—5-fluorouracil—oxaliplatin; LE, local excision; LN+, involved lymph nodes; MRF, mesorectal fascia; mrMRF+, involved or threatened mesorectal
fascia; N+, node positive; p, pathological; RT, radiotherapy; SCRT, short-course radiotherapy; TME, total mesorectal excision; TNT, total neoadjuvant therapy.

°cT4, cN2, mrMRF-+, EMVI-+, lateral LN+,

t‘Salvage RT is recommended in case of intolerance to, or progression on, neoadjuvant ChT [I, A].
mfmﬂ “Following TME alone, according to clinical risk assessment.
ITEEEAEE Lt "Only in case of CRM positivity, pT4b, pN2 with extracapsular spread close to the MRF or poor-quality TME in patients who did not receive preoperative RT.

®Adjuvant ChT may be considered, but its clinical value is not proven [V, C].
fPatients with baseline cT2 or cT3a NO tumours. 1]
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Locally advanced dMMR or MSI-H rectal cancer

Dostarlimab?
[Il, A; ESCAT I, B]®

cCR No cCR

Watch and wait
m, A]

Salvage resection in case of tumour
persistence or local recurrence [IV, A]

~N
MDT discussion on
adjuvant therapye [lll, A]

I'“ 'H= Figure 5. Management of locally advanced dMMR or MSI-H rectal cancer. “‘H HOSpital Universitario
M‘ m Purple: algorithm title; orange: surgery; blue: systemic anticancer therapy or their combination; white: other aspects of management and nontreatment aspects. R rd c H I
m‘“w mm cCR, clinical complete response; ChT, chemotherapy; CRT, chemoradiotherapy; dMMR, mismatch repair deficient; EMA, European Medicines Agency; ESCAT, ESMO Scale SaludMadrid amon y ala

for Clinical Actionability of molecular Targets; FDA, Food and Drug Administration; MDT, multidisciplinary team; MSI-H, microsatellite instability-high.

°Not EMA or FDA approved in this setting.

PESCAT scores apply to alterations from genomic-driven analyses only. These scores have been defined by the authors and validated by the ESMO Translational Research
and Precision Medicine Working Grc)up.105

“ChT or CRT considered, according to clinical risk assessment.




Vil CURSO MULTIDISCIPLINAR NACIONAL E INTERNACIONAL DE

CANCER COLORRECTAL

del Hospital General Universitarico Gregorico Marandén
177 de abril de 2026

CONCLUSIONES
MENOS AGRESION — MAS SELECCION

* Las posibilidades terapéuticas son variadas.

* Eso dificultara la seleccion del tratamiento adecuado para cada
paciente.

* El paciente sera parte activa de las decisiones terapéuticas.

* Las opciones menos agresivas no estan exentas de posibles
complicaciones o vuelta atras.
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