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“WATCH AND WAIT” STRATEGY IN RECTAL CANCER
PATIENTS WITH A COMPLETE CLINICAL RESPONSE
AFTER NEOADJUVANT CHEMORADIATION THERAPY:
A SINGLE-CENTER EXPERIENCE

Background. The non-operative management of rectal adenocarcinoma (RA) after neoadjuvant chemoradiation the-
rapy (nCRT) has gained increasing attention. The “Watch and Wait” (“W&W?) strategy allows one to avoid surgery-
related reduction in the quality of life due to permanent pelvic organ dysfunction or irreversible stoma. Still, the on-
cological safety of this strategy is under evaluation. Aim. To share a single-center experience of the “W&W?” strategy.
Materials and Methods. The retrospective analysis of 125 patients who received nCRT in 2016—2021 was performed.
Patients who met the European Society for Medical Oncology (ESMO, 2017) criteria of clinical complete response (cCR)
and received non-operative management were analyzed. Results. Ten patients (8%) were re-staged after nCRT as ¢cCR
and followed the “W&W?” strategy. Patients’ characteristics: 7 female, 3 male; mean age 67.3 years. Tumor characteristics:
pre-treatment N+ was present in 7 cases; G1 adenocarcinoma in a majority of cases; mean tumor distance from the anal
verge — 5.85 cm; mean tumor circumference — 719%; mean tumor length — 3.87 cm. The mean follow-up time was
30 months. Local regrowth or/and distant metastases developed in 3 cases. The 2-year disease-free survival was 70%.
Conclusions. Most of the patients following the “W&W? strategy have benefited. However, to reduce the number of re-
lapses, it is necessary to perform a more careful selection of patients.

Keywords: "Watch and Wait” strategy, non-operative management, rectal cancer, clinical complete response, neoa-
djuvant therapy.

The incidence of rectal cancer in the European | to increase further in both genders [1]. Accor-
Union is 125,000 per year, i.e., 35% of the total | ding to the Latvian Cancer Registry data, the in-
colorectal cancer incidence, reflecting 15—25 ca- | cidence of colorectal cancer in 2020 in Latvia was
ses/100 000 population per year, and is predicted | 34.6/100,000 (in 2020, 1.9 million inhabitants we-
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Fig. 1. Endoscopic appearance of cCR after nCRT —
flattening of the mucosa in the previous tumor area
(Case No. 2)

re registered in Latvia). In 2020, 1745 new cases
of colorectal cancer were detected, 780 (44.7%)
of them - rectal cancer. It is the third most com-
mon type of cancer in men and the second most
common in women in Latvia.

The standard treatment of the locally advan-
ced non-metastatic rectal adenocarcinoma (RA)
is neoadjuvant chemoradiation therapy (nCRT)
followed by the total mesorectal excision (TME),
which provides satisfying oncological results.
nCRT not only ensures a reduction of tumor
volume and spread, thereby improving the radi-
cality of surgical treatment and the future prog-
nosis, but it has also been observed that in 10—
40% of cases, a clinical complete response can
be achieved [1, 2]. In the current rectal cancer
treatment guidelines, the surgical treatment after
nCRT is recommended as the golden standard.
However, TME is a radical surgical procedure
with a significant risk of perioperative morbidi-
ties, including bowel, sexual, and urinary dys-
function, and often results in the permanent sto-
ma formation [3—5].

In 2004, the first long-term outcomes of a co-
hort of patients who achieved cCR after nCRT and
were managed with a non-operative strategy were
published that presented the results of a similar
oncological safety if compared with the opera-
tive treatment group [6]. Since then, the “W&W”
tactic has gained increasing attention. It provides
an opportunity to apply organ-sparing strategies
to a selected group of patients, thereby improving
the quality of life.
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In our center, the “W&W?” tactic was initiated
in 2017. Our study aimed to summarize and share
the single-center experience.

Materials and Methods

Between 2016 and 2021, a total of 125 patients
with RA received nCRT and were included in
a retrospective study. The inclusion criteria were:
RA localized up to 15 cm from the anal verge,
cTanyNOMO or cTanyN+MO (according to the
TNM Classification of Malignant Tumors, 8th
Edition), and patients who received and finished
neoadjuvant radiation and chemotherapy or ra-
diotherapy alone. Patients with uncompleted nCRT
or missing follow-up after nCRT were excluded.
A long-course preoperative radiation therapy con-
sisted of 1.8 Gy delivered in daily doses over a pe-
riod of 28—29 days. The total radiation dose deli-
vered by this regimen was 50.4—52.2 Gy. A short-
course radiotherapy consisted of 5 Gy delivered
in 5 days (overall 25 Gy). Starting from the first
week of radiotherapy, the concomitant chemo-
therapy was given, mainly 5-fluorouracil-based
(5-FU) agents or another depending on the indi-
cations. Patients were evaluated 6—12 weeks after
the completion of nCRT by a multidisciplinary
team (oncologist, surgeon, radiologist), using di-
gital rectal examination (DRE), proctoscopy or
colonoscopy, and pelvic magnetic resonance ima-
sging (MRI) by the magnetic resonance tumor re-
gression grade (mr-TRG) criteria, and the levels
of CEA and CA 19-9 were evaluated.

Patients were re-staged as cCR if the findings
met the ESMO criteria of cCR:

Minimal criteria

1. The absence of any irregularities or a palpable
tumor on DRE.

2. No visible lesion on endoscopy except for a flat
scar, telangiectasia, or whitening of the mucosa.

Additional criteria

3. The absence of any residual tumor in the pri-
mary site and draining lymph nodes on the imaging
with MRI or the endorectal ultrasound (ERUS).

4. Negative biopsies from the scar.

5. An initially risen CEA level that returns
to normal.

No biopsy of the tumor area was carried out if the
DRE, proctoscopy, and radiological findings did not
reveal signs of a tumor (Figs. 1, 2). It was done only
when a near-complete response was suspected.
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The “W&W? protocol was applied to selected
patients: follow-up every 3 months for 2 years and
6 months for 3 years subsequently.

Statistical analysis. Local hospital databases
were used for data collection and selection. The
Kaplan — Meier method was used to estimate sur-
vival probabilities and their pointwise 95% confi-
dence intervals. Statistical analysis was performed
with EasyMedStat (version 3.21.5).

Results

Of 125 patients who received nCRT, 106 patients
received radiation and chemotherapy, and 19 re-
ceived radiation therapy alone (3 of them — the
short course radiation therapy).

cCR was achieved in 10 patients (8%), and
in these cases, the following “W&W” strategy was
applied. The mean age at the moment of RA diag-
nosis was 67.3 (min 45, max 82); the gender distri-
bution was 7 females and 3 males. Three patients
had a concomitant cancer of another location.
One patient had adenocarcinoma of the ascen-
ding colon detected at the same time as RA (ra-
dical surgery was performed). One patient had
breast cancer and basal cell carcinoma detected
at the same time as RA (sectoral excision of the
breast cancer and the excision of the basalioma
was performed followed by adjuvant radia-
tion therapy and hormone therapy of the breast
cancer). In one more patient, RA was detected
in the course of hormone therapy of breast can-

Table 1. Tumor characteristics

Tumor area after nCRT

Rectal tumor cT3IN1MO

MRI scan 6 weeks
after nCRT — mr-TRG1

MRI scan before nCRT —
rectal adenocarcinoma cT3N1MO

Fig. 2. Pelvic MRI before and 6 weeks after nCRT with
radiological remission of the tumor (Case No. 2)

cer that resulted in the complete clinical response.
RA stage at the time of diagnosis: stage II in 2 pa-
tients, stage III in 8 patients. Lymph node posi-
tivity (N1 in all cases) was detected in 7 patients.
Tumor characteristics are summarized in Table 1.
Tumor morphology in the biopsy material before
nCRT: G1 adenocarcinoma (AC) in 6 patients,
G2 AC in 3 patients, and unknown in 1 patient.
According to the endoscopy data, the infiltrative
nature of the tumor was most often found (9 ca-
ses), and exophytic tumor was in 1 case. The mean
distance of the tumor from the anal verge by MRI
data was 5.85 cm (min 2.5 ¢m, max 10 ¢cm). The
mean size of the tumor was 3.87 ¢cm (min 1.5 ¢m,
max 5.1 cm). The mean tumor circumference was
71% (min 25%, max 100%). The minimal size
of the regional lymph nodes was 0.3 cm and the
maximal size was 0.7 cm.

Case cTNM TD Cf;jgf:ﬁg‘fcs DAV (cm) | TL(cm) TC (%) RLN (cm)
1 cT3NOMO G2 Infiltrative 2.5 4.7 100 0.30
2 cT3NIMO Gl Infiltrative 10 4.5 92 0.40
3 cT2NIMO Gl Exophytic, mobile 10 1.5 25 0.70
4 cT2N1MO Unknown Infiltrative 9.4 23 44 0.36
5 cT3NOMO Gl Infiltrative 2.7 2.5 72 None
6 cT3NIMO G2 Infiltrative 2.5 4.5 100 0.55
7 cT2NIMO Gl Infiltrative 5.5 5.1 100 0.33
8 cT4NOMO G2 Infiltrative 3.2 5 69 0.51
9 cT3NIMO Gl Infiltrative 6.3 4.6 53 0.56

10 cT2NIMO Gl Infiltrative 6.4 4 50 0.50

Notes: TD — tumor differentiation, DAV — distance from the anal verge, TL — tumor length, TC — tumor circumfe-

rence, RLN — regional lymph nodes.
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Fig. 3. DFS of clinical complete responders following
the “W&W?” strategy

The levels of CEA and CA 19-9 were evalua-
ted before and after nCRT. Only one patient (case
No.8) had elevated CA 19-9 (980 U/mL) while ha-
ving a normal CEA level (2.65 ng/L). In this pa-
tient, no metastases were detected in the CT scan
performed before nCRT, however, in the radio-
logical examinations after nCRT, the pelvic MRI
revealed complete cCR, but in the CT scan, liver
metastases were detected (CEA remained elevated
after nCRT — 419.59 U/mL). The treatment cha-
racteristics of the clinical complete responders are
summarized in Table 2. Transanal biopsy after the
completion of nCRT was performed in one patient.

The mean follow-up time was 30 months (min 20,
max 60). cCR was detected in the patients who recei-

ved a long-course neoadjuvant radiation therapy
with concomitant chemotherapy, except for one ca-
se when the patient received only radiation therapy.

At 12 months, the disease-free survival (DFS)
was 80.0% (95% CI:40.9—94.6) and at 24 months,
the DFS was 70.0% (95% CI: 32.9—89.2) (Fig. 3).

The results of the “W&W” follow-up are sum-
marized in Table 3. One patient (Case No. 6) de-
veloped a local regrowth, but treatment was not
initiated because the patient died of an unrelated
cause. One patient developed distant metastases
(Case No. 8) — a solitary metastasis in the liver
3 months after the completion of nCRT (it was
treated with radiofrequency ablation) and 1.5 years
later — metastases in the lungs (treated with ChT).
One patient developed both local regrowth and
distant metastases, and the local regrowth was
detected twice (Case No. 1). After the first local
regrowth, organ preservation surgery was per-
formed. When a repeated local relapse developed,
simultaneously with distant metastases in the li-
ver, the palliative ChT was applied.

Discussion

The incidence of cCR in our study is 8%, which
is a relatively low rate. However, it should be con-
sidered that the variability of this indicator is re-
lated to the selection criteria of the study group

Table 2. Treatment characteristics of the clinical complete responders

RT Post-nCRT
Case cTNM ChT evaluation mr-TRG
RA (Gy) PLN (Gy) (weeks)
1 cT3NOMO 50.4 45 5-FU inf 12 2
2 cT3NIMO 50.4 46.8 5-FU inf 6 2
3 cT2NIMO 50.4 46.8 . 8 1
- cT2NIMO 50.4 46.8 5-FU inf 8 2
5 c¢T3NOMO 52.2 45 5-FU inf oxaliplatin 8 2
(after the end of RT)
6 cT3NIMO 52.2 46.8 5-FU inf 9 2
cT2N1MO 50.4 45 Ribociclib, anastrozole (due 9 1
to concomitant breast cancer)

cT4NOMO 50.4 45 5-FU inf 8 2
cT3NIMO 52.2 45 Tegafur 9 2

10 cT2NIMO 50.4 45 5-FU inf 10 2

Notes: RT — radiation therapy, ChT — chemotherapy, RA — rectal adenocarcinoma, PLN — pelvic lymph nodes, inf —

infusional.
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since our study did not include patients who con-
tinued their treatment or observation in another
hospital, which would limit the collection of fol-
low-up data. In addition, the complete pathologi-
cal response was found in several patients after
surgical treatment, which potentially could be
classified in the "W&W" group. Also, when per-
forming a post-therapy evaluation, there is a cer-
tain subjectivity, which also affects the cCR rate.
The currently existing clinical and radiological
evaluation methods in the case of cCR are not
absolute, so in situations where there are doubts,
a decision is made in favor of the radical surgical
treatment.

Although it is known that a potentially better re-
sponse to nCRT is expected in patients with a lo-
wer tumor stage (advanced T stage or lymph node
positivity reduces the probability of cCR), however,
in our study group, most patients had stage III
and lymph node positivity before nCRT [7]. Simi-
lar characteristics of groups can be found in ot-
her studies, which suggests that the pre-treatment
tumor stage will not always be the determining fac-
tor for the post-therapy treatment outcome [8, 9].

Apart from the degree of tumor invasion, there
are several other tumor-characterizing clinical and
morphological parameters that predict a possible
worse response to nCRT, such as tumor size > 3 cm,
volume, tumor circumference > 60%, higher loca-
lization of the tumor above the anal verge, macro-
scopic ulceration, a lower degree of tumor diffe-
rentiation, and a mucinous component [10—15].

Table 3. The results of “W&W?” follow-up

In our study, it was observed that in two pa-
tients the tumor was localized in the proximal
part of the rectum, in the other two in the middle
part, and in the remaining 6 cases in the distal
part. Patients with rectal cancer of any location are
considered potential “W&W?” candidates if cCR
is achieved, however, patients with lower tumors
can benefit the most from this situation, conside-
ring that distal tumors require a low anastomosis
or abdominoperineal resection, which significant-
ly affects the quality of life. Lower localized tumors
not only have a higher chance of achieving a cCR,
but if it occurs, the distal rectal segment is much
easier to control during further active surveillance
within “W&W?” [7].

In our patients, the largest size of the tumor did
not exceed 5.1 cm and in 7 cases out of 10 its size
was 23 cm. The mean tumor circumference was
71%, and in 6 cases, it was >60%.

As seen, a diversity of clinical parameters can
be observed in our study group, but it should
be considered that the group consists of a small
number of patients, therefore it is not possible
to talk about statistically reliable tendencies. How-
ever, regarding the tumor differentiation grade,
most patients were found to have well-differentia-
ted AC and no patients were found to have poorly
differentiated AC confirming the relationship
between the lower tumor differentiation and the
likelihood of achieving cCR.

CEA and CA 19-9 were evaluated in all patients
before and after nCRT. In 9 of 10 cases, pre-treat-

Case | Endof nCRT LR Mno(‘:;f}“ MTS foégtrer A/D F‘:‘#‘Z‘:ﬂ‘ﬁ%"
1 12/2017 12/2018; 10/2020 12; 34 10/2020 (liver) 34 A 60
2 01/2020 No — No — A 36
3 09/2020 “ — « — A 27
- 04/2020 “ — « — A 32
5 10/2020 “ — « — A 26
6 07/2020 12/2021 17 « — D 29
7 11/2020 No — « — A 25
01/2021 (liver);
8 10/2020 “ — 07/2022 (lungs) 3;21 A 26
9 12/2020 “ — No — A 24
10 04/2021 “ — « — A 20
Notes: LR — local regrowth, Mo — months, MTS — metastases, A/D — alive /dead.
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ment CEA and CA 19-9 were not elevated, which
is one of the prognostic indicators of a positive
response to nCRT and indicates a higher probabi-
lity of achieving a cCR [2, 16].

In our hospital, all patients received standard
nCRT, and there were no special treatment mo-
dalities that could affect the possibility of cCR.
Although, several studies have investigated the
usefulness of additional chemotherapy agents, e.g.,
oxaliplatin, EGFR and VEGEFR inhibitors, in com-
bination with fluoropyrimidines to improve the
tumor response to nCRT [17—19].

In our study, post-treatment evaluation was per-
formed 6—12 weeks after the completion of nCRT.
The recommended interval between completion
of nCRT to post-treatment evaluation and surgery
is 6—8 weeks: it is a timeframe that promotes tis-
sue response to radiation, provides recovery, and
prevents the development of radiation-associa-
ted tissue fibrosis [2]. However, in practice, this
recommended time interval may vary depending
on recovery from the treatment, patient issues, and
the availability of radiological examinations.

The tumor response to nCRT is time-depen-
dent. Sometimes it takes months to reach a maxi-
mal regression. The challenge is to find an optimal
timepoint when the tumor has the greatest regres-
sion, thereby increasing the patient's suitability
for the “W&W? tactics, and the results of surgi-
cal treatment are not compromised, when surge-
ry is unavoidable. Several studies have concluded
that it is possible to achieve a higher rate of the
complete pathological response when delaying
surgery after nCRT [20].

In our study, the average follow-up time of the
patients was 2.5 years (30 months). Over the first
two years, patients undergoing non-operative ma-
nagement have the highest risk of local regrowth
and distant metastases, therefore during this pe-
riod, the most intensive follow-up plan is neces-
sary. The risk of local regrowth in the published
data is within 15%—30%, and the risk of distant
metastases is within 4%—14% [21, 22]. This gene-
ral trend is also observed in our group of patients.

Considering the existing risk of local relapse
and distant metastases, the “W&W" strategy is
still considered a strategy that can only be used
in highly selective groups. However, it should
be noted that even in such a case, there is some
variability between the study centers that set dif-
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ferences in the results of the “W&W? strategy. The
“W&W? strategy is attractive, both to clinicians
and patients, considering that the individualized
treatment approach is the current trend.

Undoubtedly, the “W&W?” strategy has benefi-
ted a large proportion of patients with cCR, thus
it is a valuable model of patient management that
significantly improves the patient's quality of life.
However, the results so far show that we do not
fully understand which patients are the ones who
will really benefit from the “W&W” strategy and
which are the ones who are already destined to
experience relapse.

Careful selection of patients for the application
of non-operative tactics, which includes specific
selection criteria, could improve the oncological
results of the “W&W?” strategy. A clear definition
of predictive factors of tumor response or the crea-
tion of risk scales that include positive and nega-
tive prognostic factors would provide an opportu-
nity to improve patient selection for the “W&W”
strategy.

Several studies have attempted to find clinically
useful parameters based on the molecular biology
features of rectal cancer undergoing nCRT to pre-
dict a potential response to treatment. Unfortu-
nately, in none of them, a parameter with clinical
value, which would be applicable in daily practice,
has been found [23].

It should also be considered that currently, the-
re are no absolute radiological criteria for diag-
nosing cCR, as post-therapy changes are often
difficult to differentiate from residual tumor rem-
nants. If this "gray zone" remains in the post-ther-
apy diagnostics, in case of doubt, a decision will
always be made in favor of the oncologically safest
option, namely, surgical treatment.

More careful analysis of relapse cases might give
additional information about potential risk factors
of regrowth. Unfortunately, such research in iso-
lated centers is hampered by the small number
of observed patients with cCR and the even smal-
ler number of patients who experience relapse af-
ter diagnosis of cCR.

Most published studies are retrospective and start
with a cohort of complete responders and not with
a cohort of patients who start nCRT. Furthermore,
the analyzed oncological results are often affected
by the heterogeneity of the studied population —
different patient age categories, comorbidities and
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drug therapy, tumor stages, applied treatment regi-
mens, post-therapy evaluation intervals, as well
as different “W&W” monitoring protocols.

Nevertheless, the “W&W?” strategy as an alterna-
tive to surgical treatment in the case of cCR, with
the aim to avoid unnecessary surgery and preserve
the rectum, is increasingly accepted, based on stu-
dies conducted in specialized cancer centers, there-
fore it should be part of the treatment discussion.

The “W&W?” strategy is suitable for patients
who are willing to take advantage of organ-sparing
tactics, are well informed about the limitations
of this strategy, are motivated to undergo strict
surveillance, have good access to health care ser-
vices, and are able to accept the uncertainty about
the course of their illness.

The current study was limited by the small
number of patients, single-center experience, and

differences in patient characteristics and treatment
strategies. Despite these limitations, this is the first
study in Latvia that summarizes the results of the
“W&W? strategy. Further larger prospective stu-
dies are needed.

Acknowledgements

Gratitude to the involved medical staff and pa-
tients.

Informed consent statement

The informed consent was obtained from all
subjects involved in the study.

Conflicts of interest

The authors declare no conflict of interest.

REFERENCES

1.

2.

10.
11.

12.

12.

ISSN 1812-9269. Experimental Oncology 46 (1). 2024

Glynne-Jones R, Wyrwicz L, Tiret E, et al. Rectal cancer: ESMO clinical practice guidelines. Ann Oncol. 2017;28
(Suppl. 4): iv22-iv40. https://doi.org/10.1093/annonc/mdx224

Wei IH, Garcia-Aguilar, J. Non-operative management of rectal cancer: Understanding tumor biology. Minerva Chir.
2018;73:601-618. https://doi.org/10.23736/S0026-4733.18.07743-X

. Pienkowski EHA, Nordenvall C, Palmer G, et al. Prevalence of low anterior resection syndrome and impact on qua-

lity of life after rectal cancer surgery: population-based study. BJS Open. 2020, 4(5): 935-942. https://doi.org/10.1002/
bjs5.50312

. National Guideline Alliance (UK). Optimal management of low anterior resection syndrome. Colorectal cancer

(update). Evidence review E2. NICE Guideline, No. 151. London: National Institute for Health and Care Excellence
(NICE); 2020. ISBN-13: 978-1-4731-3657-1.

. Paun BC, Cassie S, MacLean AR, et al. Postoperative complications following surgery for rectal cancer. Ann Surg.

2010;251:807-818. https://doi.org/10.1097/SLA.0b013e3181daeded

. Habr-Gama A, Perez RO, Nadalin W, et al. Operative versus nonoperative treatment for stage 0 distal rectal cancer

following chemoradiation therapy: long-term results. Ann Surg. 2004;240(4):711-717; discussion 717-718. https://
doi.org/ 10.1097/01.51a.0000141194.27992.32

. Huang CM, Huang CW, Ma (], et al. Predictive value of FOLFOX-based regimen, long interval, hemoglobin levels

and clinical negative nodal status, and post chemoradiotherapy CEA levels for pathological complete response in pa-
tients with locally advanced rectal cancer afer neoadjuvant chemoradiotherapy. ] Oncol. 2020:9437684. https://doi.
org/ 10.1155/2020/9437684

. Dossa F, Chesney TR, Acuna SA, Baxter NN. A watch-and-wait approach for locally advanced rectal cancer after

a clinical complete response following neoadjuvant chemoradiation: a systematic review and meta-analysis. Lancet
Gastroenterol Hepatol. 2017; 2(7):501-513. https://doi.org/10.1016/S2468-1253(17)30074-2

. Renehan AG, Malcomson L, Emsley R, et al. Watch-and-wait approach versus surgical resection after chemoradio-

therapy for patients with rectal cancer (the OnCoRe project): a propensity-score matched cohort analysis. Lancef
Oncol. 2016;17(2):174-183. https://doi.org/10.1016/S1470-2045(15)00467-2

Das P, Skibber JM, Rodriguez-Bigas MA, et al. Predictors of tumor response and downstaging in patients who receive
preoperative chemoradiation for rectal cancer. Cancer. 2007;109(9):1750-1755. https://doi.org/10.1002/cncr.22625
Bitterman DS, Salgado LR, Moore HG, et al. Predictors of complete response and disease recurrence following
chemoradiation for rectal cancer. Front Oncol. 2015;5:286. https://doi.org/10.3389/fonc.2015.00286

Huang CM, Huang MY, Huang CW, et al. Machine learning for predicting pathological complete response in patients
with locally advanced rectal cancer after neoadjuvant chemoradiotherapy. Sci Rep. 2020;10(1):12555. https://doi.
org/10.1038/s41598-020-69345-9

Huang Q, Qin H, Xiao J, et al. Association of tumor differentiation and prognosis in patients with rectal cancer under-
going neoadjuvant chemoradiation therapy. Gastroenterol Rep. 2019;7(4):283-290. https://doi.org/10.1093/gastro/goy045

59



L. Kokaine, M. Radzina, M. Liepa, A. Gerina-Beérzina, E. Sivina, J. Nikolajeva, A. Gardovskis, J. Gardovskis, E. Miklasevics

13. Choi E, Kim, JH, Kim OB, et al. Predictors of pathologic complete response after preoperative concurrent chemora-
diotherapy of rectal cancer: A single center experience. Radiat Oncol J. 2016;34(2):106-112. https://doi.org/ 10.3857/
roj.2015.01585

14. Yu SK, Chand M, Tait DM, Brown G. Magnetic resonance imaging defined mucinous rectal carcinoma is an inde-
pendent imaging biomarker for poor prognosis and poor response to preoperative chemoradiotherapy. Eur J Cancer.
2014;50(5):920-927. https://doi.org/10.1016/j.ejca.2013.12.007

15. Dayde D, Tanaka [, Jain R, et al. Predictive and prognostic molecular biomarkers for response to neoadjuvant chemo-
radiation in rectal cancer. Int ] Mol Sci. 2017;18(3):573. https://doi.org/10.3390/ijms18030573

16. Kosinski L, Habr-Gama A, Ludwig K, Perez R. Shifting concepts in rectal cancer management: a review of contem-
porary primary rectal cancer treatment strategies. CA Cancer ] Clin. 2012;62(3):173-202. https://doi.org/10.3322/
caac.21138

17. Beppu N, Yanagi H, Tomita N. A review of preoperative chemoradiotherapy for lower rectal cancer. ] Anus Rectum
Colon. 2017;1:65-73. https://doi.org/10.23922/jarc.2017-013

18. Clifford R, Govindarajah N, Parsons JL, et al. Systematic review of treatment intensification using novel agents
for chemoradiotherapy in rectal cancer. Br J Surg. 2018;105:1553-1572. https://doi.org/10.1002/bjs.10993

19. Bernier L, Balyasnikova S, Tait D, Brown G. Watch and Wait as therapeutic strategy in rectal cancer. Cur Colorectal
Cancer Rep. 2018;14(2):37-55. https://doi.org/10.1007/s11888-018-0398-5

20. Van der Valk MJM, Hiling DE, Bastiaannet E, et al. Long-term outcomes of clinical complete responders after neo-
adjuvant treatment for rectal cancer in the International Watch & Wait Database (IWWD): an international multi-
centre registry study. Lancet. 2018;391(10139):2537-2545. https://doi.org/10.1016/S0140-6736(18)31078-X

21. Lépez-Campos F, Martin-Martin M, Fornell-Pérez R, et al. Watch and wait approach in rectal cancer: Current cont-
roversies and future directions. World | Gastroenterol. 2020;26(29):4218-4239. https://doi.org/10.3748/wjg.v26.
i29.4218

22. Habr-Gama A, Sdo Julido GP, Vailati BB, et al. Management of the complete clinical response. Clin Colon Rectal Surg.
2017;30(5):387-394. https://doi.org/10.1055/s-0037-1606116

Submitted: June 08, 2023

JI. Kokaiine %, M. Padsuna’, M. Jliena>, A. Iepina-Bepsuna’,

E. Cusuna*?, )K. Hixonaeea*, A. Iapooeckic 2, )K. Tapdoeckic 12, E. Mixaawesuy >
! Kniunika ynisepcurery Ilaynca Crpajmnus, xipypriune pijinenus, Pura, Jlatgis

2 Yuiepcurer Ilayca Crpajuus, xipypriuse Bijjiiienss, Pura, Jlatgis

? Krinika yuiBepcurery Iayica Crpajuus, [ncturyT pajiosnorii, Pura, Jlatgis

4 Krinika yniBepcurery ITaynca Crtpajinus, oHKoJori4Ha Kiinika, Pura, Jlateisa

* Krinika yuiBepcurery Iaynca Crpajnus, [ncTutyT oHkonorii, Pura, Jlatsia

OYIKYBAJIbHA CTPATEITA Y XBOPUX HA PAK ITPAMOT KMIIIKM
3 [NIOBHOO KJITHIMHOIO BITOBIIJIIO TTIC/IA HEOAJTTOBAHTHOI
XIMIOITPOMEHEBOT TEPAIIII: JOCBIJ] OTHOTO KJITHIYHOT'O 3AKJIAJTY

Cran nutaHHa. KoHcepBaTuBHe BeJleHHA XBOPUX Ha a/IeHOKAPIIMHOMY IIPAMOT KMIIKK Mic/IS Heoal IoBaHTHOI XiMio-
IIpOMeHeBOi Tepallil pueepTae Bce OUblIy yBary KiiHinucriB. O4ikyBajZibHa CTpaTeris J03BO/IAE YHUKHYTH 3HU-
JKeHHS AKOCTi XKUTTS BHACTIIOK COPUYMHEHUX XipypriuyHuM BTPYYaHHAM I[OPYIIeHb (YHKIIiH opraHie Mazoro tazy
a6o He3zpopoTHOI cToMK. Pazom 3 TuM, OHKoOjIOTiyHa Oesleka Takoi crparerii moTpebye MOJANBIINX JIOCTIDKeHb.
Marepiann Ta MeToan. [IpoBejleHo peTpoclieKTUBHUI aHasi3 125 XBOPUX, SIKi OflepsKyBalit Heoa/l'toBaHTHY XiMio-
IIpOMeHeBY Tepallito B 2016—2021 pp. IIpoananizoBaHo KIiHiYHi JaHi XBOPUX, AKi 3a[JOBOIbHSANIN KPUTepPifAM IIOBHO]
KITiHIYHOT BifITIOB/Ii 22 HACTAaHOBaMM €BPOIIEJICEKOro TOBAPUCTBA MeuyHoi onkosorii (ESMO, 2017) Ta 6y 1po-
NiKOBaHI KOHCepBaTUBHUMM MeToflaMK. PeaynbTaTi. 10 xBopux (8%) (7 3KiHOK, 3 4o/mOBiKM, cepefHiit BiK 67,3 poku)
ic/I1 HeoaJ 'oBaHTHOI XiMioTIpoMeHeBo1 Tepallii 6y710 Ieper/IaHyTO 110/I0 CTaJlil 3aXBOPIOBAHHS Ta BU2HAYEHO [IOBHY
K/IiHIYHY BiIlIOBi/Ib 3 HACTYIIHMM 3aCTOCYBAaHHAM OUYiKyBa/IbHOI CTpaTerii y oJja/blIOMY BeJleHHi InX XBopuX. Jlo mi-
KyBaHHA 7 XxBopux Oymm oxapakTepuzoBaHi Ak N+. Y OinbmiocTi BumafkiB y XBopux Oyno JiarHOCTOBAaHO
ajieHoKapuuHoMy Iudepeniitopanng Gl; OyXIMHA B cepe[HbOMY PO3TAIIOBYBanachk Ha BificTaHi 5,85 cM Bij kpaio
aHycy i safiMana B cepellHbOMY 71% KoJa KMILIKW; cepefiHs JoBXuHa myxamHu Oyma 3,87 cm. CepenHiit dac

IOJIA/IBIIOTO CIIOCTepeXkeH-Hs 2a XBOpUMU CK/IaB 30 Mmicanis. Miciesuit pict myxiauuy Ta/abo BifjianeHi MeTacTasn
BU3HAYEHO Y TPhOX XBOpMX. /IBopiuHa BIoKMBaHicTb Oe2 o3HaK XBopobu ckmama 70%. BucHoBku. Y 6inbiiocti
XBOPUX OUiKyBa/IbHa CTpaTerifd Majia cBOi nepeparu. OIHaK [/iA 3MeHIIeHHA KiIbKOCTi pellMJIMBIB C/IiJl IIPOBOINTHI
6inb1 perenbHMI BiIOIp XBOPUX, /U1 AKKUX Oy/le 3aCTOCOBYBATHCh TAKMI TI/IXIfI.

Knrodori cmora: odikyBasbHa CTpaTerid, KOHCepBaTHBHe BeJleHHS, paK IIPAMOI KMIIKHM, KIiHiYHA IIOBHA BiJlIOBiIb,
HeoaJl'TOBaHTHA Tepatlid.
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