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Compartment of the LPLN

• Internal iliac and obturator 

basins are the key locoregional 

compartments.

• External/common iliac disease 

behaves differently and should 

not be folded into a single “LPLN” 

category.

• Compartment matters as much 

as size.

Wang et al. BMC Cancer 2022;22:145. doi:10.1186/s12885-022-09254-4.



Why lateral recurrence matters clinically
• Lateral pelvic recurrence is 
anatomically difficult and 
potentially morbid to salvage.

• A suspicious side-wall node is 
not simply “another mesorectal
node”.

• Preventing a lateral failure 
may be more valuable than 
attempting salvage after 
fixation to vessels/nerve.

Rresected isolated lateral LN recurrence. Case Rep Gastroenterol 2024; open-access PMC11286367.



2 strategies, but to treat 2 differents 

questions 

EAST 
Japan

WEST 
Europe / North America



East

LPLNs = regional disease

TME + bilateral nerve-preserving LLND for advanced low 
rectal cancer

Historically little routine preoperative RT



Morbidity of LPLND



WEST — Europe / North America

LPLNs addressed mainly by neoadjuvant 
(chemo)radiation + TME, almost a systemic disease

LLND historically avoided because of morbidity and 
uncertain survival benefit



Morbidity of LPLN irradiation
Late toxicity Approximate evidence

Significant long-term GI complication 
requiring hospitalization/intervention

11%

Small-bowel obstruction 9%

Increased SBO risk vs surgery alone RR 1.58

GI fistula ~1%

Significant GU complication ~4%

Chronic diarrhea up to 35% in older series

Fecal incontinence ~22%

Sexual dysfunction
common, but estimates highly 
heterogeneous

Morton et al, ANZ J Surg 93 (2023) 42–53



Who is at risk ?

Distance from  AV (cm) Pt. No. LPLN mets. (%) P

6.1-8.0 105 10.5 % 0.001

4.1-6.0 62 12.9 %

2.1-4.0 46 26.1 %

0-2.0 24 41.7 %

More LPLND in lower 

rectal ca.

15-20% LPLN mets. 

in T3-4 lower rectal cancer

(Konishi T, World J Gastroint. Surg. 2010)



Size and location are important factors 

Does Size matter ?  



If basic MRI >7mm 

Or post treatment > 4mm



mm

is the golden number



Enlarged nodes are not 
sterilized reliably by CRT

Radiotherapy is not a substitute 
for surgery in every persistent 

lateral node.



Chemoradiation does NOT (always) sterilize 

LPLND 

Retrospective MRI 

review

cT3-4 , <8cm AV



chemoradiation does NOT (always) sterilize 

LPLND 

33%Retrospective MRI 

review

cT3-4 , <8cm AV

Lateral LRR after CRT and TME

Kusters M, Slater A, et al. . Dis Colon Rectum. 2017 Jun;60(6):577-585



• N=1,216  patients with rectal cancer ≤8 cm AV
• N=703 with mrLLN visible, ≥7 mm in 192 (16%)
• N=968 received RT and were analyzed
• N=741 had restaging MRI
• N=142 (129 Japanese) underwent LPLN, 53 after nCRT



HR, 2.060;  p= 0.045

TME +LPLND lower 

5yr Lateral LR

5.7% vs 19.5% 

(p=0.042)

Ogura et al. 



After neoadjuvant therapy and high quality TME

the most common site of local recurrence is lateral

Kim et al, Surgery 2016: http://dx.doi.org/10.1016/j.surg.2016.04.006

Lateral pelvic 
recurrence with clinical 

evidence of LPLNM

+ve response 

LPLND

-ve response 

LPLND

http://dx.doi.org/10.1016/j.surg.2016.04.006


Pts with Pre-op CRT :

Group A :TME only, LLN 

<5mm (2001-2009)

Group B: TME only, LLN < 

5mm (2011-2016)

Group C: TME only with 

LLN ≥ 5mm (01-09)

Group D: TME + LPLND ≥ 

5mm (11-16)

mrLPLN +ve, CRT + TME alone

mrLPLN +ve, CRT + TME + LPLND



Therapeutic LPLND after CRT for 
patients with LN ≥ 5mm eliminates 
the increased risk for local 
recurrence
HR 0.15 (0.04-0.68)

+ve response LLN: reduced LR, 
for –ve response LLN: LR & RFS



Who will benefit from LPLND ?

Oh et al, Ann Surg Oncol 2014 Jul;21(7):2280-7. 
DOI: 10.1245/s10434-014-3559-z

NO ypLPLN metastasis with 

responsive LN <5 mm

pLPLN +ve:  61% pLPLN +ve:  0%

NO ypLPLN metastasis when

ymr <5 mm

Malakorn et al, Dis Colon Rectum 2019 Oct;62(10):1158-1166. 
DOI: 10.1097/DCR.0000000000001465

ymr ≤4 mm (<5 mm) without 

LPLND did not develop 3yr 

LPLR

Ogura et al, JAMA Surery 2019 Sep 
1;154(9):e192172. 
DOI: 10.1001/jamasurg.2019.2172

https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1245/s10434-014-3559-z
https://doi.org/10.1097/dcr.0000000000001465
https://doi.org/10.1001/jamasurg.2019.2172


MD Anderson MRI criteria for lateral 

node dissection after TNT

Increased 

Size ≥5 mm

post-TNT

Irregular 

Borders

Pre-TNT

Signal 

Heterogeneity

Pre-TNT

▪ 158 pre-treatment 

mrLPLN+ve

▪ 88 LPLND, 34.1% 

LPLN metastasis 

+ve

▪ 3-year lateral LR:

3.4% vs 4.6% 

(ns)



-

LPLN

+ve

response

-ve response



N=81

Despite downsizing on MRI : risk for Lateral LR 

remains…

Akiyoshi ESCP 2021



N=8

1

24.1% of ymr ≤4 mm (<5 mm) had 

ypLPLN metastasis

Despite downsizing on MRI : risk for Lateral LR 

remains…

Akiyoshi ESCP 2021





LPND cannot be omitted for patients with suspicious LPNs on 

pretreatment MRI even with good response to CRT

Response (+)

• SAD < 5mm

• Heterogeneity –ve

• Irregular border -ve

Group A: TME

Group B: TME +LPN

Group C: TME +LPN



Dutch LPLN Snapshot 

Study

N=3057 rectal cancer surgery in 2016; 

67 centres

high 4-year ipsilateral LR rates when LLNs were present, with even higher 

recurrence rates for patients with ≥7 mm LLNs

Local 

reccurence rate 

with LLN

Local 

reccurence rate 

with LLN

>7mm

<7mm

none



Western validation — the Dutch population data

0

5

10

15

20

No LPLN <7 mm ≥7 mm ≥7 mm + 
malignant 

morphology

Lateral recurrence risk

standardized MRI rereview

≥7 mm remained a clinically 
meaningful baseline threshold.

Morphology adds risk information.

Response alone was not sufficient to 
make the baseline signal disappear.

Sluckin TC et al. Dis Colon Rectum 2024;67:42–53. Values shown are reported cohort estimates.



Dutch LPLN Snapshot 

Study

N=3057 rectal cancer surgery in 2016; 

67 centres



John Wick

contract

« Total Neoadjuvant Therapy : TNT»





Beets et al. Ann Surg. 2025 August 01; 282(2): 311–318.



Beets et al. Ann 

Surg. 2025 August 

01; 282(2): 311–

318.

P=NS

P=NS

P=NS

Local 

reccurence 

free survival

Distant 

metastasis 

free survival

Disease 

free survival

LN - LN >7mm <7mm >4mm <4mm



Beets et al. Ann Surg. 2025 August 01; 282(2): 311–318.

Limited potential benefits of LLN dissection 

would seem to be outweighed for most 

patients by the considerable morbidity of 

this procedure



What happen if we boost the PLN with radiotherapy?



San Yoo et al. Frontiers in Oncology  2022 

LLND vs LPLN BOOST — WHICH PRICE FOR LOCAL CONTROL?



San Yoo et al. Frontiers in Oncology  2022 



San Yoo et al. Frontiers in Oncology  2022 

Modern RT techniques including IMRT and 

SIB, safe dose escalation to the suspicious 

LPLN is available and improvement of 

LPLN control would be expected.





Selective LLND

Pathology ✓

Excellent nodal clearance ✓

Avoids radiation dose 

escalation ✓

Operative complexity ↑

Bleeding / urinary / sexual 

risk

IMRT-SIB 56–60 Gy

No additional surgery ✓

LPLN regrowth ~0% in selected 

series ✓

No clear increase in acute 

toxicity ✓

No pathological staging

Late sexual / urinary / bowel 

toxicity uncertain

Oncologic equivalence has not been demonstrated — and neither has 

functional superiority



Standardization of the procedure by minimally invasive 

surgery may facilitate the dissection and provide optimal 

early and oncological outcomes.



LLN guidance

Intra-abdominal view



LLN guidance

Intra-abdominal view



Feasible

“ Cherry picking “ less morbid than radical sidewall LA

Need RCT, to determine wheter standard clearance of 

Lateral basins offers survival benefit

2016



Guidance to 

Embryological Plane 

(TME / CME)

Method :

2-3ml ICG 

submucosal

Pinpoint Scope



Select the patient — not the node.

Once surgical treatment is indicated, 

oncologic surgery should generally mean a 

formal compartmental LLND, not isolated 

excision of the largest node.



Recent evidence: the pendulum is moving to selective LLND

Choi & Kim 2024 Review Combined CRT/TNT + selective LLND for larger/suspicious 
nodes

Takao et al. 2024 493 LLND Lateral pelvic recurrence 5.5%; ~1% recurrence per 
dissected lateral area

Lee et al. 2025 Comparat
ive cohort

Post-nCRT size + morphology can guide selective LPND

Ajioka et al. 2025 Meta-
analysis

MRI thresholds useful, but no single universal post-
treatment cutoff

Sammour 2025 Review Best-established benefit = local control; survival benefit 
less certain

2026 
contemporary 
review

Review Selective LLND integrated with neoadjuvant therapy is 
emerging framework

Choi 2024; Takao 2024; Lee 2025; Ajioka 2025; Sammour 2025; Contemporary Management of Rectal Cancer review 2026.



A pragmatic 2026 algorithm

1 • BASELINE 
MRI

Low rectal 
cT3–4

Map each 
LPLN
short axis + 
morphology + 
compartment

Flag ≥7 mm

2 • TNT / CRT

Treat 
according to 
oncologic 
indication

Do not 
assume nodal 
sterilization

3 • RESTAGING 
MRI

Re-measure 
same node

Internal iliac 
>4 mm = major 
red flag

Obturator: 
consider ~6 
mm + 
morphology

4 • MDT

Integrate 
baseline size, 
response, 
morphology, 
compartment, 
metastatic risk 
and surgical 
expertise

5 • SURGERY

TME + 
unilateral 
selective 
formal LLND 
when residual 
lateral risk is 
high

Avoid “node 
picking” ?

Ogura et al



So , who is right?
EAST was right

The lateral pelvis is a genuine 
locoregional compartment.

Surgical clearance can prevent 
otherwise avoidable lateral 

failures.

WEST was right
Multimodal therapy matters.

Routine bilateral LLND for every 
advanced low rectal cancer 

overtreats many patients.

2026 synthesis
MRI-directed selective LLND 

integrated with TNT/CRT.

Treat the node you see —
according to its compartment 

and response.

“Neither East nor West: precision pelvic oncology.”

Synthesis of JCOG0212, Lateral Node Study Consortium, Dutch population data and 2024–2026 reviews.



So — who is right?

“TNT alleviate the risk of local recurrence and temper the 
need for lateral nodee dissection.”

Synthesis of JCOG0212, Lateral Node Study Consortium, Dutch population data and 2024–2026 reviews.



“The future is neither routine LLND 
nor routine omission — it is 
selective, compartment-specific 
treatment.”



Conclusion
• Lateral pelvic compartment is a major site of local treatment 

failure

• Chemoradiation or surgical dissection alone are not enough 

for therapeutic management of patients with clinical 

evidence of LPLNM

• High quality MRI helps identify patients both at risk for 

lateral node metastasis and in need of dissection after 

neoadjuvant therapy

• Further study is needed to optimally identify which patients 

with responsive LN should still undergo dissection
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Special thanks to R. Hompes 
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Colo-proctology’

Thank you for your attention 
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