
Management of Non-
Metastatic Rectal Cancer



Accurate Staging and risk 
stratification
High risk for systemic metastases
High risk for Local  Recurrence 



Mental Translation

Sagittal MRI → Longitudinal 
operative planning
AxialMRI →Radial/circumferential 
operative geometry
Coronal MRI → Pelvic floor and 
sphincter strategy



Risk stratification dictates the Management

• Risk stratification is no longer 
adequately represented by cTNM  

• The Practical framework is MRI-defined 
risk of local failure + risk of systemic 
failure + tumor height/anatomical 
difficulty + (molecular biology). 

• High-resolution pelvic MRI/ Rectal 
Protocol is therefore central to 
treatment selection.





Optimization of Neoadjuvant 
Treatment and MDT approach



Evolution of cancer care/ New type of surgeon 









The High-Risk Group, with the most chance of 
benefiting from preoperative treatment.



Good Prognosis

CRM > 1mm clear

Low rectal tumor Clear intersphinceric plane

T stage T1 T2 T3a T3b

N stage Any N

EMVI Negative

Local recurrence is 3 % in patients 
with good prognosis 



Overuse of radiotherapy could occur with this 
unselective approach of NICE criteria. 

6% LR rate with good technical surgery 
without chemo irradiation.



Induction TNT Consolidation TNT Induction TNT 
distend to surgery

Early and high



ORGAN PRESERVATION STRATEGIES 







Clinical CR 
(Endoscopic 
evaluation)
Dynamic evaluation

Typical 
endoluminal 
image of CR:

White scar with 
telangiectasia.



Clinical CR 
(Endoscopic 
evaluation)

•  Small ulcer 
with smooth 
surface 
without 
residual 
polypoid 
tissue



DWI MRI



Semicircular pattern



Circular pattern



What are the risks of 
W & W

• False negative studies

• Unnecessary treatment toxicity 
QOL

• Reduction of chances to 
Sphincter preserving strategies

• Regrowth, salvage surgery not 
possible for all 7 %.

• Regrowth risk of distant 
metastases 20 %



• 25 % Two-year local regrowth rate was

• 90 % of all local regrowth was diagnosed in the 
first critical two years, 

• 97 % was located in the bowel wall. 

• 85 % Five-year overall survival  

• 95 % five-year disease-specific survival was.

Lancet 2018



Precision of Surgery
TME/ Beyond TME
Partial TME
APR/ ELAPR
ISR



SPECIMEN-
BASED THINKING
Real-Time 
Specimen Audit

Smooth Shiny Envelope  
Fascia is intact 
No scalloping 
 



Difficulty Rating Stars







Operation Main indication Mesorectal/pelvic extent

Partial TME / 
PME

Upper rectal cancer
Mesorectum divided ~5 cm distal to 
tumor

TME Mid/low rectal cancer Entire mesorectum to pelvic floor

ISR Very low tumor requiring internal sphincter resection
TME + partial/complete internal 
sphincter

APR
Sphincter/levator involvement or unacceptable function 
after preservation

TME + anus/sphincter complex

ELAPE
Selected advanced low tumors where conventional APR 
risks CRM/perforation

Wider cylindrical pelvic-floor resection 
including levator

Beyond TME Tumor extends outside conventional TME envelope
En-bloc compartmental/multivisceral 
resection



Types of Mesorectal Excision 
Partial mesorectal excision — PME

• Upper rectal cancer where the 
distal tumor edge is sufficiently 
proximal that complete removal 
of the distal mesorectum is 
unnecessary.

• The ASCRS guideline describes 
this as Tumor-Specific 
Mesorectal Excision, with 
division of the mesorectum 
ideally at least 5 cm distal to the 
tumor.

Total mesorectal excision — TME

TME is the fundamental oncologic 
operation for middle and lower 
rectal cancer.
The rectum and mesorectum are 
removed intact within the 
mesorectal fascial envelope down 
to the pelvic floor.



Types of Inter sphincteric Resection

ISR is not an alternative to TME.
It is better understood as:
TME + extension of the distal 
resection into the 
intersphincteric plane to obtain a 
distal margin while preserving 
the external sphincter.
 

An oncologically compromised ISR is a failure of surgical judgment.



Types of APE
Abdominoperineal resection — APR

1.External sphincter involvement;
2.Levator involvement requiring removal;
3.Extensive intersphincteric involvement 

incompatible with R0 ISR;
4.Inability to obtain adequate distal/radial 

clearance with sphincter preservation 
5.Severely compromised baseline 

continence where ultralow reconstruction 
would be inappropriate.

Extralevator APR — ELAPE

Dissection plane laterally outside 
the levators.
Conceptually:
• levator involvement; tumor 

extending toward the pelvic floor.
• threatened CRM at the level of 

the levators;
• Bulky low tumor  with extension 

to ischiorectal fossa



Extra levator APR 

(Muscle wrap around TME)

Redrawn from Gordon & Nivatvongs QMP 1999 by A.Tøttrup, Aarhus



Beyond TME plans 
( Plane Based 
Dissection )



Escalate the plane, Preserve the Patient



Life after Rectal Cancer Surgery



Communication is Superficial !

• Communication about what patients will 
truly face postoperatively is commonly 
superficial.

• Pre-operative phrases like "your bowel 
habits may change" do not prepare 
patients for the reality of Lower Anterior 
Resection Syndrome (LARS). 

• For many of us (patients), LARS is not a 
minor inconvenience but a hidden 
disability.



Conclusion



The future of rectal cancer management is moving 
toward:

• Personalized treatment algorithms
• Increased utilization of Total Neoadjuvant Therapy
• Expanded organ preservation strategies
• Greater integration of robotic surgery
• Artificial intelligence-assisted imaging and response assessment



Thank you
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