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Abstract Background The surgery with total mesorectal excision recommended by R. J. Heald
in 1982 is the gold standard. Rectal cancer (RC) surgery has a morbidity rate ranging
from 6 to 35%, and it can cause functional issues such as sexual, urinary, and bowel
dysfunction in the long term. Neoadjuvant chemoradiotherapy (CRT) has been gaining
ground in patients with lesions in the middle and lower rectum. The aim of the present
study is to present the experience of a reference service in the treatment of RC.
Patients and Methods A retrospective study involving 53 patients diagnosed with RC
between January 2017 and December 2019 with follow-up until December 2020. We
examined tumor location, disease stage, digital rectal exam findings, carcinoem-
bryonic antigen (CEA), therapeutic modality offered, and follow-up time.
Results A total of 32% of the patients were men and 68% were women, with a mean
age of 60 years old. Location: upper rectum in 6 cases, middle rectum in 21 cases, and
lower rectum in 26 cases with evolution from 9.8 to 13.5 months. The most frequent
complaints were hematochezia and constipation. A total of 36 patients underwent
neoadjuvant therapy: 11 complete clinical response (CCR) (30.5%), 20 (55.5%) partial
clinical response (PCR), and no response in 5 patients (14%). The follow-up ranged from
12 to 48months, with amean of 30.5months. A total of 25% of the patients had RC that
went beyond the mesorectal fascia, and 22.64% had metastases in other parts of the
body when they were diagnosed.
Conclusion Neoadjuvant radio and chemotherapy present themselves as an alterna-
tive in the treatment of rectal cancer. In 36 patients, 30.5% had a complete clinical
response, 55.5% had a partial clinical response, and 14% had no response. It was worth
doing the “Watch and Wait” (W&W) to sample. A definitive colostomy was avoided.
However, it is necessary to expand the study to a larger follow-up and more patients.
Additionally, it is necessary to implement a multicenter study.
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Introduction

The treatment of rectal cancer (RC) has evolved considerably
over the last few decades. The gold standard is still surgery
with totalmesorectal excision recommended by R. J. Heald in
1982.1 However, RC surgery carries a morbidity that varies
between 06 and 35%, including bleeding, sepsis, and anasto-
motic dehiscence.2 In addition, the surgery may be associat-
ed with long-term functional problems, for example sexual,
urinary and defecation dysfunction, which can impact the
quality of life of patients.3

Adoption of minimally invasive approaches through lap-
aroscopyand robotics does not appear to significantly reduce
the long-term morbidity associated with rectal cancer sur-
gery.3,4 Therefore, in the face of these problems, there has
been a great interest in the behavior of organ preservation
that involves techniques such as transanal endoscopic mi-
crosurgery (TEMS)4 or observation and close clinical follow-
up after the end of neoadjuvant therapy, “Watch and Wait”
(W&W).2

Colorectal cancer (CRC) has high levels of incidence and
mortality worldwide. In global terms, it is the third most
commonly diagnosed neoplasm in men and the second in
women.5 In 2018, according to the World Health Organiza-
tion (WHO), 1.8 million people were diagnosed and 861,000
died.5 Specifically regarding RC, � 43,340 patients are diag-
nosed annually in the United States of America.6 It is
the second most common neoplasm of the large intestine,
just after colon cancer.7 Despite the progressive decline in
mortality since the 1990s, an average of 1.6 to 2% per year
still, the rates are worrisome.8 Genetical and environmental
factors are related to the appearance of CRC.5 History of the
disease in a first degree relative and diagnosis of inflamma-
tory bowel disease contribute to the development of this
disease.5

Regarding RC, small lesions with superficial invasion are
subject to local excision; however,most patients have lesions
with deep invasion of the rectum, requiring transabdominal
surgical procedures, such as low anterior resection of the
rectum (LAR) or abdominoperineal resection of the rectum
(APRR).6 Tumors in the upper and middle rectum are usually
managedwith LAR, coloanal anastomosis, and anal sphincter
preservation. Low rectal tumors, those that are � 5 cm from
the anal verge, are a great challenge in terms of local tumor
control and anal sphincter preservation.6 Abdominoperineal
resection of the rectum is considered the standard surgery
for tumors of the lower rectum, promoting excellent local
control and survival. However, it implies a definitive colos-
tomy, with a high incidence of urinary and sexual dysfunc-
tions.6 Sphincter-sparing procedures are approaches that try
to dodge this situation, basically following two different
paths. Superficial and small lesions confined to the wall of
the rectum and subject to local resection; being able to offer
local control and survival similar to APRR. For larger and
more invasive lesions, neoadjuvant treatment (radiotherapy
and chemotherapy) is indicated, with the possibility of
promoting tumor regression and converting a programmed
APRR into an anal sphincter-sparing procedure.6

Although not universally accepted, neoadjuvant
approaches are generally indicated for T3/T4 stage patients,
T1/T2 stage patients with positive lymph nodes during early
staging, patients with lower rectum tumors in whom neo-
adjuvant chemoradiotherapy (CRT) may increase the capa-
bility of anal sphincter-sparing surgery, and for patients with
RC that invades or approaches themesorectal fascia, increas-
ing the possibility of surgery with a disease-free circumfer-
ential margin.9 Of the patients undergoing neoadjuvant CRT,
a significant proportion (15 to 40%) had a complete patho-
logical response (CPR), inwhich histopathological analysis of
the surgical specimen does not show viable neoplastic cells.
Patients who demonstrate CPR have an excellent prognosis,
with local tumor recurrence rates close to zero, as well as 5-
year survival rates>95%. It is then questioned whether, in
the absence of neoplastic cells, the patient could bemanaged
without a surgical procedure, sparing him the perioperative
and long-term morbidity of an APRR.10

Developed by Habr-Gama et al., the nonoperative ap-
proach (W&W) for RC started to be offered to patients
who, after neoadjuvant CRT, had a complete clinical response
(CCR). In their classic work, Habr-Gama et al. defined CCR as
failing to identify a viable tumor lesion on complete clinical
examination (rectal examination and anoscopy), colonosco-
py, radiological examinations, and serum carcinoembryonic
antigen (CEA) levels; after neoadjuvant CRT. In that study,
patients underwent investigation of clinical response be-
tween 8 and 10 weeks after the end of neoadjuvant CRT,
those with residual tumor were referred for surgery, while
patientswith CCRwere observed in the following 10months.
For those who maintained sustained CCR, the nonoperative
approach was offered. In 5 years, overall survival and dis-
ease-free survival were 100 and 92%, respectively. Surgery
remains the standard treatment for RC. However, W&W is
considered safe and has high survival rates in a highly
selected group of patients.11

The present paper presents the experience of the Coloproc-
tology Service of the Hospital Universitário Professor Alberto
Antunes in the management of patients diagnosed with RC,
analyzing the clinical response of patients who underwent
neoadjuvant CRT and follow-up through W&W observation,
and analyzing the parameters for postoperative staging, mor-
tality, postoperative complications, and patient follow-up.

Methods

Study Design and Setting
The present retrospective study was performed at the Hos-
pital Universitário Professor Alberto Antunes (HUPAA, in the
Portuguese acronym) of the Universidade Federal do Alagoas
(UFAL, in the Portuguese acronym). Patients from Janu-
ary 2017 to December 2019 were included, with follow-up
until December 2020. The coloproctology service of the
HUPAA/UFAL opted for follow-up through the W&W in this
manner: in the 1st and 2nd years of follow-up, digital rectal
examination, sigmoidoscopy, and CEA measurement are
performed quarterly; magnetic resonance imaging (MRI) of
the pelvis every 6 months; and computed tomography (CT)
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of the abdomen and chest annually; from the 3rd to the 5th

year of follow-up, digital rectal examination, sigmoidoscopy,
and CEA measurement are performed every 6 months. An-
nually, MRI of the pelvis and CT of the abdomen and chest;
after the 5th year of follow-up, digital rectal examination,
CEA measurement, colonoscopy, MRI of the pelvis, and CT of
the abdomen and thorax are performed annually.

Data Source and Collection
Information was collected through electronic medical
records. Fifty-three patients with rectal adenocarcinoma
were selected. The variables investigated were gender, age,
tumor location, disease stage, findings on digital rectal
examination, CEA, therapeutic modality offered, and fol-
low-up time.

The pretreatment evaluation consisted of a proctological
examination, which included an anal inspection, a digital
rectal examination, and anoscopy. Colonoscopy was per-
formed in all patients, being complemented with virtual
colonoscopy when the lesion prevented the device from
progressing. Radiological staging was performed by MRI of
the pelvis and CT of the upper abdomen and chest. Carci-
noembryonic antigen (CEA) was requested for all patients.

For patients with RC, neoadjuvant CRTwas recommended
with the intention of treating in the lower andmiddle rectum
with compatible staging T3 and T4 or T1/T2 with positive
lymph node (Nþ ). The neoadjuvant CRT offered to patients
comprises chemotherapy with fluorouracil (5-FU) and leu-
covorin, concomitant with external radiotherapy in the
pelvis with a dose of 45 Gy, in fractions of 1.8Gy, followed
by tumor boost up to 54 Gy. Tumor regression assessment
was performed between 8 and 12 weeks after completion of
neoadjuvant CRT and used the same clinical, endoscopic, and
radiological tools as the pretreatment assessment. Patients
who had a viable tumor after neoadjuvant CRTwere referred
to surgery; for patients who showed a complete response to
neoadjuvant treatment, follow-up was performed using the
W&W methodology. After neoadjuvant therapy, CCR is con-
sideredwhen there are no lesions on a digital rectal exam, an
endoscopic exam, or anMRI scan of the pelvis. Partial clinical
response was considered in subjects who had a reduction in
tumor size (’downsizing’) and staging (’downstaging’) after
neoadjuvant therapy. When the lesion grows back during
patient follow-up, this is seen as a failure of the W&W.

Statistical Analysis
Data were revised, coded, and analyzed using the IBM SPSS
Statistics for Windows version 25 (IBM Corp., Armonk, NY,
USA). Numerical variables were expressed as mean and
standard deviation (�SD). Qualitative data were expressed
as frequency (f) and percentage (%).

Results

Of the 53 patients selected for the study (►Table 1), 17 (32%)
were male and 36 (68%) were female. The patients were
between 33 and 87 years old, with a mean age of 60 years
(SD�14.2). Rectal cancer was identified through colonosco-

py in the upper rectum in six cases, in the middle rectum in
21 cases, and in the lower rectum in 26 cases. A total of 46
lesions were identified by digital rectal examination (DRE).
The lesions identified were classified as mobile (41.3%) or
fixed (58.7%). A total of 32.1% of the cases corresponded toT4
staging, while 67.9% of the cases had a favorable prognosis
(T1, T2, or T3 staging).

The DRE identified (►Table 2) a fixed lesion correspond-
ing to T4 staging in 10 cases (21.7%) and a mobile lesion in 4
cases (8.7%). In addition, the most frequent complaint was
hematochezia (17 patients), followed by constipation (10
patients), with a mean time of evolution of 9.8 and 13.5
months, from the onset of symptoms to the moment of
diagnosis. A total of 22.64% (12/53) of the patients had
distant metastasis at diagnosis. All underwent CEA testing
during staging. A total of 22 out of 53 (41.5%) had
CEA>5mg/dL.

There were 36 patients (►Table 3) who underwent neo-
adjuvant therapy, 16 (44.4%) had a lesion in the middle

Table 1 Characteristics of the patients and of the tumors
(n¼53)

Characteristics Result�

Age (years old) 60.0�14.2 (33–87)

Age ranges (years old)

<40 6 (11.3%)

40–50 7 (13.2%)

51–60 13 (24.5%)

61–70 11 (20.8%)

71–80 12 (22.6%)

>80 4 (7.5%)

Sex

Female 36 (67.9%)

Male 17 (32.1%)

Site of tumor

Lower Rectum 26 (49.1%)

Middle Rectum 21 (39.6%)

Upper Rectum 6 (11.3%)

Lesion (DRE)

Lower Rectum mobile 11 (23.9%)

Lower Rectum fixed 15 (32.6%)

Middle Rectum mobile 8 (17.4%)

Middle Rectum fixed 12 (26.1%)

Tumor staging

T1 1 (1.9%)

T2 11 (20.8%)

T3 24 (45.3%)

T4 17 (32.1%)

Abbreviattion: DRE, digital rectal examination.
Note: �Described as “mean� standard deviation (minimum - maxi-
mum)” or “frequency (percentage)”.
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rectum and 20 (55.6%) had a lesion in the lower rectum. For
patients with lesions in the middle rectum, the reasons for
not performing neoadjuvant treatment were: loss to follow-
up (n¼2), palliative care (n¼2), and no formal indication for
neoadjuvant therapy (n¼1 patient staged T2N0M0). For
patients with lesions in the lower rectum, the reasons for
not performing neoadjuvant treatment were: loss to follow-
up (n¼2), palliative care (n¼2), and transfer to another
service (n¼2). Of the 36 patients who underwent neoadju-
vant therapy, 11 had CCR (30.5%). Partial clinical response
was identified in 20 patients (55.5%) and no response in 5
(13.8%) patients.

The follow-up time of patients undergoing W&W ranged
from 12 to 48 months, with a mean of 30.5 months. In this
interval, W&W failure was identified in 8 (72.7%) patients. In
4 patients, the failure occurred in<12months (early failure)
and in the other 4, in>12 months (late failure). These
patients were referred for a surgical procedure with curative
intent. Four were submitted to LAR and four were submitted
to APRR. Three patients had sustained remission.

Of the patients referred for surgery with curative intent,
17 underwent LAR, 13 underwent APRR, and 1 underwent
total proctocolectomy. In all cases, tumor-free surgical mar-
gins were achieved. Between 0 and 37 lymph nodes were
identified in the products of surgical resections (2 cases),

totaling 373 resected lymph nodes, rendering an average of
12.03 lymph nodes per surgical piece.

One patient undergoing APRR had no neoplasm (yT0N0) as
histopathological resultof thesurgical specimen. Sevenpatients
underwent procedure for diversion of intestinal transit, with
palliative purpose. Thus, 38 surgical procedures were per-
formed. Mortality related to the surgical procedure was identi-
fied in 6 patients (15.8%), in whom the main causes were:
pulmonary thromboembolism(3cases), septic shocksecondary
to anastomotic dehiscence (2 cases) and pneumonia (1 case).

Discussion

The present study identified that patients diagnosedwith RC
showed some symptoms for � 1 year, until the moment of
diagnosis (average of 10 months), in addition to the fact that
a high percentage of patients had advanced disease at
diagnosis. It is expected to diagnose � 10% of cases of RC
with invasion beyond the mesorectal fascia12; however, the
study casuistry shows just>30% of diagnoses with this
characteristic. Primary healthcare failed, as Abreu concludes
in his studywith 20% of patientswith RC in his casuistrywith
distantmetastasis at diagnosis.13 Similarly, 22.64% (12/53) of
the patients in the present study had distant metastasis at
the time of diagnosis.

Table 3 Relationship of response to neoadjuvant therapy and ’watch and wait’ follow-up with tumor lesion topography

Lesion Topography Complete response Partial response No response Total

Middle Rectum 5 (13.8%) 8 (22.2%) 3 (8.3%) 16 (44.4%)

Lower Rectum 6 (16.7%) 12 (33.3%) 2 (5.5%) 20 (55.6%)

Total 11 (30.5%) 20 (55.5%) 5 (13.8%) 36 (100%)

CCR patients (followed-up with W&W): Failure (regrowth) Sustained Remission Total N/A

Middle Rectum 3 (27.3%) 2 (18.2%) 5 (45.5%) N/A

Lower Rectum 5 (45.4%) 1 (9.1%) 6 (54.5%) N/A

Total 8 (72.7%) 3 (27.3%) 11 (100%) N/A

Patients who failed during W&W Earlier, failure Later, failure Total N/A

Middle Rectum 1 (12.5%) 2 (25.0%) 3 (37.5%) N/A

Lower Rectum 3 (37.5%) 2 (25.0%) 5 (62.5%) N/A

Total 4 (50.0%) 4 (50.0%) 8 (100%) N/A

Abbreviattion: W&W, watch and wait. CCR, complete clinical response.
Note: N/A¼Not applicable

Table 2 Tumor lesion topography with digital rectal exam mobility and T staging (n¼ 46)

Lesion Topography / Digital Rectal Exam T1 T2 T3 T4 Total

Lower Rectum fixed 1 (3.8%) 2 (7.7%) 6 (23.1%) 6 (23.1%) 15 (57.7%)

Lower Rectum mobile 0 (0.0%) 2 (7.7%) 6 (23.1%) 3 (11.5%) 11 (42.3%)

Total 1 (3.8%) 4 (15.4%) 12 (46.2%) 9 (34.6%) 26 (100%)

TopographyþDigital Rectal Exam / Staging(T) T1 T2 T3 T4 Total

Middle Rectum fixed 0 (0.0%) 2 (10.0%) 6 (30.0%) 4 (20.0%) 12 (60.0%)

Middle Rectum mobile 0 (0.0%) 2 (10.0%) 5 (25.0%) 1 (5.0%) 8 (40.0%)

Total 0 (0.0%) 4 (20.0%) 11 (55.0%) 5 (25.0%) 20 (100.0%)
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Thehighest number of diagnoseswas in the female gender
in comparison with the male gender (68 versus 32%), con-
trasting with global indexes, which point to a greater pre-
dominance of RC in the male gender, with an average
incidence in this group of 13 cases/100,000 individuals per
year.13 Some factors may contribute to global variations in
incidence rates, for example the different prevalence of risk
factors for RC and different screening methods;13 however,
the lower number of diagnoses in the male gender may have
a behavioral justification. In a study with � 2,400 men
representing the various regions of the country, it was
observed that � 37% of those � 39 years old, and 20% of
those� 40 years old, admitted seekingmedical advising only
when feeling unwell. These numbers rise, respectively, to 47
and 28% for those who depend on the Unified Health System
(SUS).14

In a systematic review, Nielsen et al. identified discrep-
ancies between methodologies for classifying the topogra-
phy of the lesions. There are studies that use MRI of the
pelvis, others use colonoscopy, and some that are based on
rigid proctoscopy. Another discrepancy factor is the distance
from the anal verge which is considered rectum territory;
some authors consider 15 and others 12 centimenters.15 In
the present study, the option was to classify the topography
of the lesions based on colonoscopy and the relationship
between the lesions and the Houston valves.

In general, studies on epidemiology, clinical presentation,
and symptomatology tend to group colon tumors and rectal
tumors together, describing them as CRC. Majumdar et al., in
the article “How does colorectal cancer present? Symptoms,
duration, and clues to location”, observes that the mean
duration of symptoms until diagnosis was 14 weeks, ranging
from 1 week for obstructive symptoms to 27 weeks for
patients who complained of weight loss. For the subgroup
of patients with cancer distal to the splenic angle, the most
common symptoms and their respective durations until
diagnosis were: rectal bleeding (8 weeks), weight loss (27
weeks), and change in stool pattern, diarrhea or constipation,
(9 weeks).16 Our casuistry revealed that the most prevalent
symptoms for patients with RC were rectal bleeding and
constipation at 9.8 and 13.5months, respectively. The overall
average duration of symptoms until diagnosis was
10 months, longer when compared with study the study
by Majumdar.

Carcinoembryonic antigen is a glycoprotein produced
during fetal development, but that can be a sign of malig-
nancy if produced after birth.17 The analysis of CEA in CRC
screening and diagnosis is still evolving. This marker has a
sensitivity that varies between 46 and 59% and a specificity
of 80%; however, CEA values can be influenced by other
conditions and pathologies, such as: smoking, gastrointesti-
nal infections, peptic ulcers, inflammatory bowel disease,
pancreatitis, hypothyroidism, cirrhosis, biliary obstruction,
in addition to thyroid, ovarian and lung neoplasms and
melanoma.17 Measurement of CEA is used to monitor the
patient, constituting an important tool for controlling new
lesions or metastasis after curative surgery.17 A rigorous
surveillance with periodic serum measurement of CEA for

these patients has an impact on survival.18 In the present
study, the measurement of CEA was performed in the pre-
treatment assessment, in the postoperative follow-up and as
a methodology for nonoperative management of the W&W.
All patients underwent CEA testing during staging, 22/53
(41.5%) had CEA reagent (> 5mg/dL).

Digital rectal examination is an important diagnostic tool
for patients with RC and should not be abandoned evenwith
the evolution of imaging tests, especially MRI, currently the
modality of choice for staging RC.19WithMRI, it is possible to
demonstrate the relationship of the tumor to adjacent struc-
tures and the bowel wall. The layers: muscularis mucosa,
submucosa, andmuscularis propria can be identified; aswell
as perirectal fat and the mesorectal fascia.19 In a study
published by Brown et al., which analyzed the effectiveness
of preoperative staging based on digital rectal examination,
endoanal ultrasound and MRI compared with histopatho-
logical analysis, it was concluded that digital rectal exami-
nation is able to correctly identify 71% (22/31) of RC patients
with a good prognosis (staging T3 or lower), endoanal
ultrasound correctly identified 45% (14/31), and MRI
100%.20 We present in our casuistry the probability of rectal
examination identifying a mobile lesion corresponding to an
RC stage T1, T2 or T3 through MRI is 42.4% (14/33). In the
Mercury study, when digital rectal examination showed a
fixed lesion, correspondence with involvement of the cir-
cumferential margin was only 15% (10/68). T4 is 69.2%
(9/13); in the present study, the probability of DRE identify-
ing a fixed lesion corresponding to an RC T4 staging is 69.2%
(9/13).

Neoadjuvant CRT for RC can provide important tumor
downstaging and downsizing. In this context, tumors that
show significant regression can be addressed with less
invasive and sphincter-sparing strategies, or even without
an immediate surgical procedure with strict outpatient
follow-up.2 However, the identification of these patients
remains a challenge, even using radiological studies. Patients
with an incomplete clinical response, with residual ulcera-
tion, may not have a viable tumor present; and the opposite
is also valid; patients with apparent complete clinical re-
sponse may have microscopic sites of tumor cells.21 In a
study published by Perez et al., with a series of 172 patients
undergoing neoadjuvant CRT, a complete clinical response
was observed in 60 cases, corresponding to a rate of 35%. The
remaining 112 patients had a partial response (65%).21 In the
present study, of the 36 patients who underwent neoadju-
vant therapy, 11 had a complete clinical response (30.5%);
partial clinical responsewas identified in 20 patients (55.5%),
and absence of response, an event that was not described in
the casuistry of Perez et al., occurred in 5 patients (14%).

Chadi et al. compiled 11 studies, totaling 602 patients
cataloged between 1990 and 2017, with a mean follow-up of
37.6 months. In the subgroup of 459 patients followed-up
from 2008, when MRI staging became the gold standard,
regrowth after 2 years of follow-upwas 19% for patientswith
stage T1 and T2 tumors, 31% for T3, and 37% for T4.22 In the
present study, patients who were followed-up by W&W had
a follow-up period that ranged from 12 to 48 months, with a
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mean of 30.5 months. In this interval, tumor regrowth was
identified in 8 of the 11 patients (72.7%). The study by Chadi
et al. suggests that the high T staging criteria is an important
factor for a higher risk of regrowth; as most of the patients in
our study had an elevated T criteria at diagnosis; and
associated with a restricted number of cases, bias was
possibly established. It is important to consider that patients
with more advanced T criteria (T3b-d/T4) may take longer to
reach CCR than patients with T2/T3a.23 By indicating a
surgical approach to patients with excellent clinical re-
sponse, even if partial, between 10 and 16 weeks by neo-
adjuvant CRT, one may be denying the possibility of
nonoperative management with success potential.23 Our
paper documented a case with partial clinical response to
neoadjuvant CRT andwhose histopathological result was the
absence of neoplasm (yT0N0).

In one patient of our casuistry with T2N0M0 staging, we
chose not to perform neoadjuvant CRT, according to the
thought that, specifically for cT2N0 patients, neoadjuvant
CRT may not be necessary, since these patients have a low
risk of local recurrence after a surgical procedure with total
mesorectal excision. However, for patients in this group with
indication for radical surgery, the benefits of neoadjuvant CRT
inanattempt toavoid this typeofapproachare real.Gamaetal.
demonstrated that 80% of cT2N0 patients undergoing neo-
adjuvant CRT after achieving complete clinical responsemain-
tained sustained remission for a period of 5 years.24 Such
results demonstrate that knowledge improvement in the
treatment of patients with RC through W&W is real, with
good prospects. However, current data are from nonrandom-
ized clinical trials and theW&Wdefinition of complete clinical
response and follow-up protocols are not standardized. We
understand that the idealmanagementof patientswith RC has
not yet been fully elucidated. Thus, the approach must be
individualized, considering the initial staging, expertise of the
service and the desire of the patient.25 To collect all available
data toexpandknowledgeof therisks, benefits andoncological
safety of organ preservation strategies in RC, the International
Watch andWait Databases (IWWD)was developed in 2014 by
EURECCA and the Champalimaud Foundation. Studies estab-
lished in this database can contribute to the formulation of an
international consensus for staging, treatment, and follow-up
protocols in RC.26

The detection of lymph node involvement is critical for
the histopathological staging of RC, determining prognosis
and identifying patients who may benefit from adjuvant
therapy.27 Langman et al., documented the surgical resection
products of 244 patients; 173 underwent LAR and 71 APRR,
making a total of 10,473 lymph nodes resected, a mean of 41
lymph nodes per surgical specimen (ranging from 31 to 52
lymph nodes); 344 of 10,473 (3.2%) were positive for neo-
plasm.27 The casuistry presented by the Medical Residency
Program in Coloproctology at the Santa Casa de Belo Hori-
zonte for patients with CRC undergoing surgery reveals that
the average number of ganglia found in the surgical speci-
menswas 10.4 and amortality of 16.2% for patients with CRC
who underwent surgical procedures (12/74).28 Our sample
had a mean lymph node detection rate of 12.03 per surgical

specimen (ranging from 0 to 37 lymph nodes); lymph node
involvement by neoplasm was identified in 5.36% (20/373).

Surgery as a treatment for RC is associatedwith high rates
of morbidity and mortality. The reasons that justify these
rates remain under debate.29 The main postoperative com-
plications with death outcome documented in our study
were: pulmonary thromboembolism (3 cases), septic
shock secondary to anastomotic dehiscence (2 cases), and
pneumonia (1 case), with a mortality of 15.78% (6/38).
Smedh et al. documented 133 cases of RC patients undergo-
ing surgical treatment in 4 hospitals in Sweden and identi-
fied a mortality rate of 8%.29

Diseases related to Disease-related Treatment Failure
(DrTF), such as locoregional recurrence, distant
metastasis, second primary tumor, or treatment-related
death present themselves as a constant challenge in the
management of patients with RC. Recent clinical trials
have shown that local control for locally advanced RC has
improved and a lower incidence of DrTF can be achievedwith
short-course neoadjuvant RT, followed by CT and total
mesorectal excision, and conventional CRT afterwards. Ad-
ditionally, higher rates of complete pathological response
were demonstrated, which may reinforce the organ preser-
vation approach.30–32

Conclusion

Of the 36 patients who underwent neoadjuvant therapy,
partial clinical responsewas identified in 20 patients (55.5%)
and no response in 5 patients (14%). The proportion of
patients undergoing neoadjuvant CRT who presented CCR
is consistent with the literature, reinforcing that it is worth-
while to persist in a behavior with adequate follow-up and
organ preservation. The mortality related to the surgical
procedure and the percentage of lymph node resection per
surgical piece are equivalent to the literature consulted. It
wasworth doing theW&W to sample. A definitive colostomy
was avoided. However, it is necessary to expand the study to
a larger follow-up and more patients. Additionally, it is
necessary to implement a multicenter study.
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