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Number of new cases in 2020, both sexes, all ages

Geography
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Prostate
214 522 (14.6%)

Breast
210 100 (14.3%)

Other cancers
745 491 (50.7%)

Lung
97 601 (6.6%)

Stomach
67 617 (4.6%)

Total: 1470 274

The Global Cancer Observatory 2021

Colorectum
134 943 (9.2%)
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Cancer de recto localmente avanzado:
es necesario hacer tratamientos
adyuvantes
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Neoadyuvancia con Rt Hipofraccionada

The New England Journal of Medicine

All Patients

1.0 -
I IMPROVED SURVIVALIWITH PREOPERATIVE RADIOTHERAPY IN RESECTABLE
RECTAL CANCER
0.8 1
SWEDISH RecTAL CANCER TRIAL* Su rgery alone
------- Radiotherapy plus surgery
0.6 -

RT hipofraccionada 5x5

Probability of Local Recurrence

(1 semana) sin QT

ALATRO Pahlman, NEJM 1997
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Neoadyuvancia mejor que adyuvancia

’ ORIGINAL ARTICLE ‘ A
4 == Precperative 13%
ﬂ 12 chemoradiotherapy e
. . === Postoperative i
Preoperative versus Postoperative T 10|  chemondothernpy
. ¥
Chemoradiotherapy for Rectal Cancer §8
EE
Rolf Sauer, M.D., Heinz Becker, M.D., Werner Hohenberger, M.D., 2 E
Claus Rédel, M.D., Christian Wittekind, M.D., Rainer Fietkau, M.D., ==
Peter Martus, Ph.D., Jérg Tschmelitsch, M.D., Eva Hager, M.D., E
Clemens F. Hess, M.D., Johann-H. Karstens, M.D., Torsten Liersch, M.D., o
Heinz Schmidberger, M.D., and Rudolf Raab, M.D.,

for the German Rectal Cancer Study Group*
No. at Risk

°
Preoperative chemo- 397 368 312 250 150 133 97
v ] radiotherapy

Postoperative chemo- 334 351 299 240 184 135 B85

1,8-2x25-30 (5-6 semanas) =
. + Qt concomitante
AJ\TRU Sauer, NEJM 2004
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Randomized clinical trial

Long-term results of a randomized trial comparing preoperative
short-course radiotherapy with preoperative conventionally
fractionated chemoradiation for rectal cancer

K. Bujko!, M. P. Nowacki?, A. Nasierowska-Guttmejer®, W. Michalski*, M. Bebenek® and M. Kryjé
for the Polish Colorectal Study Group

Departments of ‘Radiotherapy, *Coloreetal Cancer, *Pathology and “Biostatistics, Maria Sklodowska-Curie Memorial Cancer Centre, Warsaw,
*Department of Surgery, Silesian Oncological Centre, Wroclaw and “Department of Surgery, Maria Sklodowska-Curie Memorial Cancer Centre,
Gliwice, Poland

Correspondence to: Dr K. Bujko, The Maria Sklodowska-Curie Memorial Cancer Centre and Institute of Oncology, W. K. Roentgena 5, 02 781 Warsaw,
Poland (e-mail: bujko@coi.waw.pl)

Preoperative radiotherapy versus selective postoperative
chemoradiotherapy in patients with rectal cancer (MRC CRO7
and NCIC-CTG C016): a multicentre, randomised trial

David Sebag-Montefiore, Richard J Stephens, Robert Steele, John Monson, Robert Grieve, Subhash Khanna, Phil Quirke, Jean Couture,
Catherine de Metz, Arthur Sun Myint, Eric Bessell, Gareth Griffiths, Lindsay C Thompson, Mahesh Parmar, on behalf of all the trial collaborators*

VOLUME 30 - NUMBER 31 - NOVEMBER 1 2012

Randomized Trial of Short-Course Radiotherapy Versus
Long-Course Chemoradiation Comparing Rates of Local
Recurrence in Patients With T3 Rectal Cancer:
Trans-Tasman Radiation Oncology Group Trial 01.04

Somu Y. Ngan, Rhard J. Fihr,Sov

MeClure, Sue-Anne McLachlan, Trevor Samuel Y. Ngan, Bryan Burmeister, Richard J. Fisher, Michael Solomon, David Goldstein, David Joseph,

Leong, John Zalcberg, and John Stephen P. Ackland, David Schache, Bev McClure, Sue-Anne McLachlan, Joseph McKendrick, Trevor Leong,

Mackay, Peter MacCallum Cancer
Centre: Sua-Anne MeLachian. St

Y

ALATRO

Cris Hartopean, John Zalcberg, and John Mackay

Optimal fractionation of preoperative radiotherapy and timing 3 ®™
to surgery for rectal cancer (Stockholm Ill): a multicentre, ‘
randomised, non-blinded, phase 3, non-inferiority trial

bi " dP Ak

) Torbj 3 3 lund, Bj6m Cedermark, Calin Rady, Hemming Johansson, Mikael Machadbo, Fredrik Hjern,
lof Ingvar Syk,

Annas of Oncology 30: 1298-1303, 2019
doi:10.1093/annonc/mdz186
Published online 13 June 2019
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ORIGINAL ARTICLE

Long-course preoperative chemoradiation versus

5 x 5 Gy and consolidation chemotherapy for clinical
T4 and fixed clinical T3 rectal cancer: long-term results
of the randomized Polish Il study

B. Ciset', L. Pietrzak?, W. Michalski®, L. Wyrwicz*, A. Rutkowski®, E. Kosakowska®, A. Cencelewicz®,

M. Spaiekz, W. Polkowski', M. Jankiewicz'®, R. Sty\iﬁsk\J, M. Bebeneks, B. Kapturk\'ewiczs, A Macw’ejczykg,
J. Sadowski'®, J. Zygulska'!, W. Zegarski'?, M. Jankowski'?, M. Las-Jankowska'?, Z. Toczko',

U. Zelazowska-Omiotek'®, L. Kepka'®, J. Socha'®'”, E. Wasilewska-Tesluk'®'®, W. Markiewicz”®, J. Ktadny?',
A Majewski*, W. Kapusciniski’®, R. Suwiriski”* & K. Bujko?", for the Polish Colorectal Study Group

Short-course radiotherapy followed by chemotherapy before 3 @

total mesorectal excision (TME) versus preoperative
chemoradiotherapy, TME, and optional adjuvant
chemotherapy in locally advanced rectal cancer (RAPIDO):
arandomised, open-label, phase 3 trial

Renu R Bahadoer*, Esmée A Dijkstra*, Boudewijn van Ettent, Corrie AM Marijnent, Hein Putter, Elma Meershoek-Klein Kranenbarg,
Annet G H Roodvoets, Iris D Nagtegaal, Regina G H Beets-Tan, Lennart K Blomquist, Tone Fokstuen, Albert ten Tije, Jaume Capdevila,

Mathijs P Hendriks, brahim Edhemovic, Andrés Cervantes, Per  Nilsson', Bengt Glimeliust#, Corelis H van de Veldet, Geke A P Hosperst+,
and the RAPIDO collaborative investigators§

Rt hipofraccionada vs convencional

BJS, 2021, 1-10
OXFORD DO 10.1093/bjs/znab020

Randomized Clinical Trial

Short-course radiotherapy with consolidation
chemotherapy versus conventionally fractionated
long-course chemoradiotherapy for locally advanced
rectal cancer: randomized clinical trial

D. Chakrabarti () **, S. Rajan () 2, N. Akhtar (®) 2, S. Qayoom (® %, S. Gupta?, M. Verma () *, K. Srivastava?, V. Kumar (® 2,
M.L.B. Bhatt! and R. Gupta®

© Multicenter, Randomized, Phase Il Trial

- of Short-Term Radiotherapy Plus Chemotherapy
Versus Long-Term Chemoradiotherapy in Locally
Advanced Rectal Cancer (STELLAR)

Jing Jin, MD'2; Yuan Tang, MD*; Chen Hu, PhD>; Li-Ming Jiang, MD*; Jun Jiang, MD*; Ning Li, MD*; Wen-Yang Liu, MD%;

Si-Lin Chen, MD"; Shuai Li, MDS; Ning-Ning Lu, MD'; Yong Cai, MD; Yong-Heng Li, MDS; Yuan Zhu, MD®; Guang-Hui Cheng, MD’;
Hong-Yan Zhang, MD®; Xin Wang, MD?; Su-Yu Zhu, MD'°; Jun Wang, MD**; Gao-Feng Li, MD'%; Jia-Lin Yang, MD'3; Kuan Zhang, MD%;
Yihebali Chi, MD'3; Lin Yang, MD'%; Hai-Tao Zhou, MD'; Ai-Ping Zhou, MD'®; Shuang-Mei Zou, MD'7; Hui Fang, MD";

Shu-Lian Wang, MD*; Hai-Zeng Zhang, MD'S; Xi-Shan Wang, MD'S; Li-Chun Wei, MD'®; Wen-Ling Wang, MD'®; Shi-Xin Liu, MD**;
Yuan-Hong Gao MD2%; and Ye-Xiong Li, MD!
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a
5 40 Short-course radiotherapy
g “““ Chemoradiation Randomized clinical trial
20~
1 1 . , Long-term results of a randomized trial comparing preoperative
0 1 2 3 4 = - = =
Time afler rndomization (yeess) short-course radiotherapy with preoperative conventionally
No.at risk fractionated chemoradiation for rectal cancer
Short-course radiotherapy 155 135 125 110 50
Chemoradiation 157 145 125 110 56
a Overall survival K. Bujko!, M. P. Nowacki?, A. Nasierowska-Guttmejer’, W. Michalski*, M. Bebenek® and M. Kryj®
for the Polish Colorectal Study Group
100 Departments of 'Radiotherapy, ?Colorectal Cancer, *Pathology and *Biostatistics, Maria Sklodowska-Curie Memorial Cancer Centre, Warsaw,
SDepartment of Surgery, Silesian Oncological Centre, Wroclaw and ‘Department of Surgery, Maria Sklodowska-Curie Memorial Cancer Centre,
—~ 80 Gliwice, Poland
&2 Correspondence to: Dr K. Bujko, The Maria Sklodowska-Curie Memorial Cancer Centre and Institute of Oncology, W. K. Roentgena 5, 02 781 Warsaw,
S Poland (e-mail: bujko@coi.waw.pl)
S 60
2
3
s
g
.8 20 —
D L] L] L] L] L] L] L] L]
Results: Early radiation toxicity was higher in the chemoradiation group
1 | | |
0 1 2 3 4
Time after randomization (years)
No. at risk
Short-course radiotherapy 155 119 104 91 43 NW /
Chemoradiation 157 122 102 89 48 - /‘
1. Bujko, Br J Surg 2006 AL
b Disease-free survival
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Local recurrence
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Rt hipofraccionada vs convencional

—— Preoperative radiotherapy

—— Selective postoperative
chemoradiotherapy

Total Events
674 27
676 72

HR=0-39 (95% Cl 0-27-0-58); p<0-0001

Preoperative radiotherapy versus selective postoperative
chemoradiotherapy in patients with rectal cancer (MRC CRO7
and NCIC-CTG C016): a multicentre, randomised trial

David Sebag-Montefiore, Richard | Stephens, Robert Steele, John Monson, Robert Grieve, Subhash Khanna, Phil Quirke, Jean Couture,
Catherine de Metz, Arthur Sun Myint, Eric Bessell, Gareth Griffiths, Lindsay C Thompson, Mahesh Parmar, on behalf of all the trial collaborators*

1350 patients enrolled h
- h

A

0

Number at risk
Preoperative radiotherapy 674
Selective postoperative 676
chemoradiotherapy
B
1.0 -
0-8 —

0-6 —

0-4 —

Disease-free survival

0-2 —

0

587
594

477
462

342 242
334 216

Total Events

—— Preoperative radiotherapy

—— Selective postoperative
chemoradiotherapy

674 147
676 189

HR=0-76 (95% Cl 0-62-0-94); p=0-013

1350 randomised

137
120

Y 4
674 allocated to preoperative radiotherapy 676 allocated to selective postoperative CRT

I I
Interpretation Taken with results from other randomised trials, our findings provide convincing and consistent
evidence that short-course preoperative radiotherapy is an effective treatment for patients with operable rectal cancer.

Number at risk
Preoperative radiotherapy 674
Selective postoperative 676

chemoradiotherapy

556
557

437
418

316 225
310 198

y

o 2. Sebag-Montefiore, Lancet 2009 ARAD .
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A op Rt hipofraccionada vs convencional
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T 80 =~
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PO = h
@ — sC
LIL 40 LC
8 HR (LC:SC) = 1.15; P= .47
o
E 20 oxds 1 24 VOLUME 30 - NUMBER 31 - NOVEMBER 1 2012
o HR 95% CI
m T T T T T T T T
0 1 2 3 4 5 6 7 8 JOURNAL OF CLINICAL ONCOLOGY ORIGINAL REPORT
Time Since Random Assignment (years)
No. at risk
SC t 162 138 121 115 93 69 43 22 0
LC 161 134 118 109 87 64 46 20 0
R e N Randomized Trial of Short-Course Radiotherapy Versus
= 80 \,\\\‘_\_ Long-Course Chemoradiation Comparing Rates of Local
T . h Recurrence in Patients With T3 Rectal Cancer:
g — sc - Trans-Tasman Radiation Oncology Group Trial 01.04
w LC Samuel Y. Ngan, Richard J. Fisher, Bev
= 407 HR (LC:SC) = 1.12; P= .62 McClure, Sue-Anne McLachlan, Trevor Samuel Y. Ngan, Bryan Burmeister, Richard ]. Fisher, Michael Solomon, David Goldstein, David Joseph,
@ ' Leong, John Zalcberg, and John Stephen P. Ackland, David Schache, Bev McClure, Sue-Anne McLachlan, Joseph McKendrick, Trevor Leong,
S 204 mesi 3 7 g::;:ySzth;nMeaiAC:ﬂ:;‘ﬂ::";fr Cris Hartopeanu, John Zalcberg, and John Mackay
HR 95% CI
0 1 2 3 4 5 6 7 8
‘ Time Since Random Assignment (years)
No. at ris
SC sk 162 155 143 129 104 76 46 22 0 /
LC 161 152 143 130 100 71 50 21 0 . /
ALATRO 3. Ngan, JCO 2012 Pl
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p=0.92

Rt hi

100
80
60 ‘

pofraccionada vs convencional

Optimal fractionation of preoperative radiotherapy and timing 2 ®

Recurrence-free survival (%)

Number at risk

(censored)
SRT 129 (0)
SRT-delay 128 (0)
LRT-delay 128 (0)

101 (0)
101 (0)
97 (1)

4 6 8
Time since randomisation (years)
82 (8) 36 (44) 18 (56)
77 (11) 36 (45) 20(59)
74(13) 34 (47) 20 (55)

10 to surgery for rectal cancer (Stockholm Il): a multicentre,
randomised, non-blinded, phase 3, non-inferiority trial

12 (60)
17 (62) Johan Erlandsson, Torbjérn Holm, David Pettersson, Ake Berglund, Bjorn Cedermark, Calin Radu, Hemming Johansson, Mikael Machado, Fredrik Hjern,
9 (65) Olof Hallbook, Ingvar Syk, Bengt Glimelius, Anna Martling

D
100
£ 80
.Té 60
2 40 ‘
s Plron Long-course radiotherapy with delay seems to be no
0 246 8 10 different than short-course radiotherapy with delay, but
Time since randomisation (years) . .
150 20 oo oy 1969 00 prolongs the treatment time substantially.
128 (0) 114 (0) 92 (14) 43 (52) 22 (68) 18 (72)
128 (0) 110 (2) 89 (15) 41(53) 23(62) 11(74)
4 ¢ Y,
ALATRO 4. Erlandsson, Lancet Oncol 2017 PAAD
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ORIGINAL ARTICLE
1.0

Long-course preoperative chemoradiation versus

5 0.8 5 x 5 Gy and consolidation chemotherapy for clinical
> g . .

S 5x5 Gy+chemotherapy T4 and fixed clinical T3 rectal cancer: long-term results
>

2 of the randomized Polish Il study

+ 0.6 §

(0] T Y ’

> M

o "‘anw e,

‘5 Chemoradiation B. Ciset', L. Pietrzak? W. Michalski®, L. Wyrwicz*, A. Rutkowski®, E. Kosakowska®, A. Cencelewicz’,

> o M. Spatek?, W. Polkowski', M. Jankiewicz'®, R. Stylifski’, M. Bebenek® B. Kapturkiewicz®, A. Maciejczyk®,
= 04 Y J. Sadowski'®, J. Zygulska'', W. Zegarski'?, M. Jankowski'?, M. Las-Jankowska'?, Z. Toczko ',

e U. Zelazowska-Omiotek'®, L. Kepka'®, J. Socha'®'"”, E. Wasilewska-Tesluk'®'®, W. Markiewicz?°, J. Kfadny?,
£ A. Majewski®?, W. Kapusciriski®, R. Suwifiski** & K. Bujko®", for the Polish Colorectal Study Group

a

0.2 1

P=0.38 h

00— 1 o I . identical in both groups (12.4 weeks). Acute toxicity of preopera-
Follow-up (years) tive treatment.we.ls lower in the short-cours?/CCT group than in
the chemoradiation group, P=0.006. Pelvic tumours were not

Number at risk
5x5 Gy+chemotherapy 261 209 168 106 45 15 |
Chemoradiation 254 193 146 100 38 14 7 f’

ALATRO 5. Cisel, Ann Oncol 2019 DAL



Patients with disease-related treatment failure (%)

Number at risk
(number censored)
Standard of care group
Experimental group

Patients with distant metastases (%)

Number at risk
(number censored)
Standard of care group
Experimental group

ALATROY

A
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— Experimental group
HR 0-75 (95% Cl 0-60-0-95); p=0-019

754

Short-course radiotherapy followed by chemotherapy before > @
total mesorectal excision (TME) versus preoperative "
chemoradiotherapy, TME, and optional adjuvant

h chemotherapy in locally advanced rectal cancer (RAPIDO):
254

a randomised, open-label, phase 3 trial

50+

Renu R Bahadoer*, Esmée A Dijkstra*, Boudewijn van Ettent, Corrie A M Marijnent, Hein Putter, Elma Meershoek-Klein Kranenbarg,

o Annet G H Roodvoets, Iris D Nagtegaal, Regina G H Beets-Tan, Lennart K Blomqvist, Tone Fokstuen, Albert | ten Tije, Jaume Capdevila,
0 i é :',) "‘ é Mathijs P Hendriks, Ibrahim Edhemovic, Andrés Cervantes, Per | Nilssont+, Bengt Glimeliust+, Cornelis ) H van de Veldet#, Geke A P Hosperst,
and the RAPIDO collaborative investigators§
450(0) 450(2) 385(3) 334()  300133)  159(160)
462 (0) 462 (1) 411(2) 367 (8) 339 (150) 179 (182)
B
1007 HR 0-69 (95% Cl 0-54-0-90); p=0-0048
Interpretation The observed decreased probability of disease-related treatment failure in the experimental group is
probably indicative of the increased efficacy of preoperative chemotherapy as opposed to adjuvant chemotherapy in
] this setting. Therefore, the experimental treatment can be considered as a new standard of care in high-risk locally
advanced rectal cancer.
50
25- h
0 T T T T 1
0 1 2 3 4 5 /
450 (0) 450 (2) 390(3) 43()  3M(138)  164(166) NRAN
462(0) 462 (1) 414(2) 372(9) 349 (156) 189 (188) 6 . Bad d h oe r, La N Cet O NCO l 2 020 __,J
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BJS, 2021, 1-10
OXF ORD DOI: 10.1093/bjs/znab020

Randomized Clinical Trial

Week
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Short-course radiotherapy with consolidation SRT - - - --

chemotherapy versus conventionally fractionated 2:;

long-course chemoradiotherapy for locally advanced | om || IR MMRERIN HEEEE

rectal cancer: randomized clinical trial B Radiotherapy

D. Chakrabarti () **, S. Rajan () 2, N. Akhtar (® 2, S. Qayoom (®) 3, S. Gupta?, M. Verma () }, K. Srivastava?, V. Kumar (® 2, M Chemotherapy

M. L. B. Bhatt? and R. Gupta® M Surgery
Table 3 Surgical outcomes

Short-course Chemoradiotherapy PS Hazard Difference in . . .
radiotherapy (n = 69) (n=71) ratio’ proportions’ require us to be flexible and adapt accordingly. SRT may reflect a
f . . . . .
ggg;g;;;;g:glm resection 39 (57) 38 (54) 0517 1.09(083, 1.44)" better alternative to conventional CRT owing to its oncological
Abdominoperineal peeecton e z) equivalence and improved resource utilization®”. Therefore, there
No. ;ﬁl{:ﬂ' nodes .dlssected o 0156(;)(87) o c}f“;f)(go) _ 0.96 (0.86, 1.09) is a need for widespread adoption of this treatment approach and
e o response v ) Ta el o a need to change practice in the light of best evidence.
yp tumour category
ypTO 8(12) 7 (10)
ypT1 14 (20) 4(6)
ypT2 32 (46) 46 (65)
ypT3 6(9) 7 (10)
ypT4 0(0) 0(0)
No tumour resection 9(13) 7 (10)
v J
ALATRO 7. Chakrabarti, BJS 2021 Pt
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® Multicenter, Randomized, Phase Ill Trial

- of Short-Term Radiotherapy Plus Chemotherapy

“Versus Long-Term Chemoradiotherapy in Locally .

Advanced Rectal Cancer (STELLAR) L e e e R

Jing Jin, MD*?; Yuan Tang, MD?; Chen Hu, PhD3; Li-Ming Jiang, MD#; Jun Jiang, MD*; Ning Li, MD'; Wen-Yang Liu, MD?;

Si-Lin Chen, MD?; Shuai Li, MD5; Ning-Ning Lu, MD?; Yong Cai, MD®; Yong-Heng Li, MD®; Yuan Zhu, MD®; Guang-Hui Cheng, MD’;
Hong-Yan Zhang, MD?; Xin Wang, MD®; Su-Yu Zhu, MD*°; Jun Wang, MD!?; Gao-Feng Li, MD'?; Jia-Lin Yang, MD'3; Kuan Zhang, MD4;
Yihebali Chi, MD'5; Lin Yang, MD'5; Hai-Tao Zhou, MD'¢; Ai-Ping Zhou, MD'%; Shuang-Mei Zou, MD'?; Hui Fang, MD*;

Shu-Lian Wang, MD?; Hai-Zeng Zhang, MD'¢; Xi-Shan Wang, MD*®; Li-Chun Wei, MD'8; Wen-Ling Wang, MD*®; Shi-Xin Liu, MD?°;
Yuan-Hong Gao MD?'; and Ye-Xiong Li. MD!

8[.10

['BUI

syrodoux

A B
100 A 100 4
g g interval between radiation and surgery. Three-year 0S was
¢ 501 HR - 0.88 (95% CI. not applicablagglh.11) 9 50 HR = 067 (96% I 045 t0 0.97 86.5% (95% ClI, 82.1 10 90.8) in the TNT group compared
e meriontytest = ‘_ o - <_ with 75.1% (95% Cl, 69.4 to 80.8) in the CRT group
25 1 R 2 - R (HR = 0.67, 95% Cl, 0.46 to 0.97; log-rank, P = .033; Fig
—— CRT —— CRT
0 1|2 2I4 3l6 4]8 0 1l2 214 3l6 4I8
Time (months) Time (months) /

No. at risk: No. at risk: »
TNT 302 275 183 92 49 TNT 302 292 231 123 65 - NW z
8. Jin, JCO 2022 bl >

CRT 297 249 165 86 40 CRT 297 274 204 105 44
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et Rt hipofraccionada vs convencional

8 estudios randomizados, Rt convencional NO mejoro
los resultados en ninguno...

Estudio Diferencia Mejor Mejor
hipofraccionamiento [convencional
1. Bujko, Br J Surg 2006 Convencional mas toxicidad +
2. Sebag-Montefiore, Hipofraccionada mas +
Lancet 2009 sobrevida libre enfermedad
3. Ngan, JCO 2012 Ninguna +
4, Erlandsson, Lancet Oncol QNilgf{i)i: +
2017
5. Cisel, Ann Oncol 2019 Convencional mas toxicidad +
CRGEGEL BT LT [ B Hipofraccionada mas +
2020 sobrevida libre de falla
7. Chakrabarti, BJS 2021 Hipofraccionada mejor +
downstage

5 Y | 8. Jin, JCO 2022 Hipofraccionada mejor +

%5{, sobrevida global
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-t Rt hipofraccionada vs convencional
Radiobiologia

Tumor ¢/ correccion .
Tumor af= ey / Tejido Sano af3=3

5x5 Gy @ h
25x2 Gy  50Gy 50-15,6 =34,4 Gy h

25 Gy en 5 fx > 50 Gy en 25 fx

EQD2 (af) = (d+af) / (2+aP)

Time correction: EQD2 (aff) — ( OTT-delay) D
Repair rate= D, ,;=0,6Gy/day

Proliferation delay: 7 days

Diapositiva Dra. Verénica Lopez
Guckenberger et al. Radiat Oncol 2009;4:67 InStitUto NaCiOnal del Céncel’ - Chile W

prolif
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También en los tumores de recto bajo  inical Investigation

Should Short-Course Neoadjuvant Radiation
Therapy Be Applied for Low-Lying Rectal Cancer?
Bujko 2006 + . ‘ A Systematic Review and Meta-Analysis of the
Randomized Trials

Joanna Socha, MD, PhD,* ' Laura Kairevice, MD, PhD,’
Lucyna Kepka, MD, PhD,* lYVojciech Michalski, |~;I|Sc,§
Kairevice 2017 + + - . Mateusz Spatek, MD, PhD," Karol Paciorek, MD,
airevice 20 and Krzysztof Bujko, MD, PhDY

Ngan 2012 — .

Cisel 2019 1 m . . ,
This finding and other outcomes of these trials (Table 1)
Total + ‘ indicate that SC should not be disregarded as a treatment
: ' : $ ' ' option for low-lying tumors.
0.1 032 1 3.16 10 31.62
Odds ratio
Favors short Favors long

Socha, [JROBP 2020 AN/
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Rectal cancer
Local recurrence no longer a major problem

30%
25%
20%
15%

10%

5% —
;,/ 1990 1995 2000 2005 2010
ALATRO Hospers, ASCO 2020
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Ahora el mayor problema es el
desarrollo de metastasis a distancia

. ) ) 0.3
Preoperative Versus Postoperative Chemoradiotherapy for
Locally Advanced Rectal Cancer: Results of the German
CAO/ARO/AIO-94 Randomized Phase III Trial After a 0.2

Median Follow-Up of 11 Years

Rolf Sauer, Torsten Liersch, Susanne Merkel, Rainer Fietkau, Werner Hohenberger, Clemens Hess,
Heinz Becker, Hans-Rudolf Raab, Marie-Therese Villanueva, Helmut Witzigmann, Christian Wittekind,
Tim Beissbarth, and Claus Ridel

Cumulative Incidence of
Distant Recurrences (%)

/

P=.90

(o) i 0
30% de recurrencia a
distancia

No. at risk
Preop. CRT 393
Postop. CRT 396

44
ALATRO

014 # .
] Preoperative treatment arm, 29.8%
g‘ == Postoperative treatment arm, 29.6%

30 60 90 120 150 180
Time (months)

295 262 241 158 60 5
310 267 246 162 63 6

Sauer, JCO 2012 NV



CONGRESO

ALATRO'Y

LIMA - PER

Total neoadjuvant therapy with mFOLFIRINOX versus preoperative
chemoradiation in patients with locally advanced rectal cancer:
Final results of the PRODIGE 23 phase lll trial, a UNICANCER Gl trial.

Safety: surgery

Restaging before surgery: TNT CRT p-value
Metastatic disease 2 (1%) 10 (4.7%) 0.03
Surgery: N=213* N=218 P
Interval preop CRT — surgery 7.9 weeks 7.9 weeks ns
Non therapeutic laparotomy 0 (0%) 8 (3.7%) 0.007
Due to perop detection of multiple metastases _ 5 (2.3%)
Unresectable or R2 resection _ 3 (1.4%)
Median hospital stay (range) 11 days (3-78) 12 days (2-99) ns
Postoperative morbidity 29.3% 31.2% ns
Postoperative mortality 0 6 (2.8%) 0.03

* 2 patients in CR after Total Neoadjuvant Treatment refused surgery and are in sustained CR
with 59.5 and 62.1 months follow-up with watch-and-wait policy

ALATRO Conroy, ASCO 2020
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Corrie MARIJNEN

Comments on the CAO/ARO/AIO-12 trial
Corrie Marijnen E@

Chair department Radiation Oncology
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Rationale for total neoadjuvant treatment

* earlier use of systemic therapy: micrometastases 4—
* maximal downsizing: RO resections

* potential non-operative approach 4—
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Rt hipofraccionada vs convencional

Rev Chil Cir. 2017;69(2):181-183

mRevista Chilena de #

cirugia

www.elsevier.es/rchic

ARTICULO DE REVISION

Nueva estrategia terapéutica en cancer de recto @CmssMark
localmente avanzado

Sebastian Solé Z., Francisco Larsen E.* y Claudio Solé P.

ALATRO

Solé, Rev Chil Cir 2017
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Datos Clinica IRAM, Santiago, Chile

total pac 58 n %
NO 8 13,8
; N1 32 55,1
RT 25 Gy en 5 fx y 4 ciclos N2 11 18.9
de FOLFOX (2 meses) N positivo no clasificado 7 12,1
N + 50 ! 86,2”

45 pacientes T3-4
(77,5%)

ALATRO Gabler, ASTRO 2020 %/
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Datos Clinica IRAM, Santiago, Chile

22,4 % de
respuesta
patologica
completa

total pac 58 n %
pT O 13 22,4
pT 1 5 8,6
pT2 15 2598
pT3 22 37,9
pT 4 2 3,4
pT no evaluado 1 1,7

Gabler, ASTRO 2020

&
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et Rt hipofraccionada vs convencional
IRAM vs Sauer

Table 3. Postoperative Pathological Tumor Stage, Type of Surgery, and Completeness of Resection, According to
Actual Treatment Given.*

Preoperative Postoperative

Chemoradiotherapy =~ Chemoradiotherapy
Variable (N=415) (N=384) P Value
Histopathological finding (%) <0.001
Complete response 8 0
TNM stage
I 25 18
Il 29 29

—-m-
BTN 22,4 % BY — f—
655%  15%

o o Gabler, ASTRO 2020 A/
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N deValparaiso

NAR Score validation in TNT (Total Neoadjuvant treatment) for locally advanced rectal cancer

llan Perrot Rosenberg!-2; José Solis Campos?-2; Gabriel Lazcano Alvarez2; Jorge Olivares Gonzélez?

CHILE Benjamin Tudela Staub-2; Gabriel Veillon Contreras!-2
1. Radiation Oncology Unit, Carlos Van Buren Public Hospital, Valparaiso, Chile.
2. Oncology Department, University of Valparaiso, Valparaiso, Chile.
Introduction Results and findings 3]
49 patients were identified. 4 patients cT2 |
. . (8.2%); 34 ¢T3 (69.4%) and 11 cT4 (22.4%). All patients completed = 1
A current management for locally advanced rectal cancer is neoadjuvant radiotherapy with a 7-day median duration (IC . 98% received at least 1 £ )
radio - chemotherapy and total neoadjuvant treatment (TNT) is one possible cycle of chemotherapy, median of 3 cydesh |
appfoach. The p}npose of this stud)f isto analyz.e the onc.ological outcomes in radiotherapy and surgery 115 days (ICR 99-144)%{ patients (10%) operated 3 NAR> 8.4:60%
survival and the impact of pathologic response in TNT using the NAR Score. within 12 weeks. 34 surgical biopsies were retrieved. 10 patients ypTO c NAR <8.4 = 100%
(29.4%); 3 ypT1 (8.8%); 7 ypT2 (20.6%); 11 ypT3 (32.4%); 3 ypT4 (8.8%); 27 (p:0.002)
ypNO (79.4%); 4 ypN1 (11.8%) and 3 y, 8.8%). 9 patients showed ﬁ 1 e
pathologic complete response (18.4%).
a 32 month follow up period. Median N ore was 8.4. Considering -
[5Yp N-3 (C T—Yp )+ 12]2 response to TNT patients with low NAR (<8.4) had 100% Overall sunvival, =3 :
NAR= while high NAR patients (>8.4) showed 60% overall survival. (p=0.002). g 10 ias % 0
21 Figure 3. Overall survival according to NAR score value.
Figure 1. Formula used to obtain NAR Score for each histological examination
<] ° Conclusions
In conclusion, our TNT results are comparable
Materials and Methods § - Fo the ones found in tt!e intemationfil Iiteraturt?. Although initially va-nlidated
g7 in extended concomitant neo adjuvant radio chemotherapy trials, we

We performed a retrospective cohort study including all locally
advanced rectal cancer patients treated with TNT with a curative intention
between 2017-2019, receiving 25 Gy in 5 Gy daily fractions followed by
FOLFOX Chemotherapy and surgery. Pre-operative and post-operative
biopsies were analyzed calculating NAR score for each patient. Survival
analysis was performed using the Kaplan Meier method. The study was
approved by the local ethics committee.

20

Figure 2. Box plot showing the median NAR score for the entire cohort (8.4)

demonstrated NAR score still shows prognostic significance in the context
of TNT.
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Total Neoadjuvant Therapy for Locally Advanced
Rectal Cancer—The New Standard of Care?

Theodore S. Hong, MD'; David P. Ryan, MD2
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Clinical Practice Guideline

Radiation Therapy for Rectal Cancer: Executive &
Summary of an ASTRO Clinical Practice Guideline
Jennifer Y. Wo, MD,” Christopher J. Anker, MD,b

For patients with rectal cancer undergoing neoadjuvant therapy with tumor
factors that portend increased recurrence risk, addition of multiagent (FOLFOX
or CAPOX) chemotherapy (1) before or after chemoradiation or (2) after short-
course RT is conditionally recommended.

).~

Most informed people would choose the
recommended course of action, but a substantial
number would not.

Wo, PRO 2021
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PRODIGE 23

RAPIDO

Opciones de TNT en Cancer de Recto

Predicted lateral
margin <1mm /
Mesorectal fascia
+

Pathologic
complete
response

Metastasis free
survival




A Opciones de TNT en Cancer de Recto

LIMA -

Distance to fascia Pathologic
<1mm / Positive complete DFS/DrTF
fascia response

CAO/ARO/AIO-12
Fase Il
n=311

RAPIDO
Fase Il
n=920

¥ N

ALATRO Bahadoer, Lancet Oncol 2020 Fokas, JAMA Oncol 2021 NN/



A Opciones de TNT en Cancer de Recto

LIMA -

Enfemedad NO Seguimiento DFS/DrTF

OPRA
Fase Il
n=324

RAPIDO
Fase Il
n=920

¥ N '4

4,6 anos 76,3 %

ALATRO Bahadoer, Lancet Oncol 2020 Garcia-Aguilar, JCO 2022 NN/
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A - PERU ;Que TNT elegir?

- RAPIDO

- Con peores pacientes logra resultados similares al
CAO/ARO/AIO-12, PRODIGE 23, OPRA

- Partir con Rt produce rapido alivio de sintomas rectales

- Rt hipofraccionada no produce retraso relevante en
administrar Qt

- Estudio OPRA 'y CAO/ARQ/AIO-12 sugieren partir con Rt
(Qt de consolidacion mejor que induccion)

44
ALATRO
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A - PERU ;Que TNT elegir?

- RAPIDO
- Mas conveniente que PRODIGE 23
- 9 vs 12 ciclos de Qt
- 2 vs 3 drogas de Qt

- 1 vs 5 semanas de Rt

Y

ALATRO
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BEST PRACTICE

GOOD SCIENCE Annals of Oncology 28 (Supplement 4): iv22-ig40, 2017
BETTER MEDICINE doi:10.1093/annonc/mdx224

CLINICAL PRACTICE GUIDELINES

Annals of Oncology

Table 6. Recommended choice of treatment options within TNM risk category of primary rectal cancer without distant metastases

Advanced (Ugly) ¢T3 with any MRF involved, any Preoperative CRT followed by surgery (TME Alternatively, 5x5 Gy alone with a

cT4a/b, lateral node+ and more extended surgery if needed due delay to surgery in fragile/elderly or
| in patients with severe comorbidity
who cannot tolerate CRT

ALATRO
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Network® Discussion
CLINICAL NEOADJUVANT THERAPY PRIMARY TREATMENT ADJUVANT TREATMENT®P:9
STAGE (6 MO PERIOPERATIVE TREATMENT PREFERRED)
cT3. NO FOLFOX (preferred) or _
Chemo/RT ‘beft;re }_’ CAPEOX (preferred) | _ Surveillance
° . . - i ! - t
Cageclt'abmt_allong-course Transabdominal chemo/RT z;:eig/alg:;?vorm o See RECT
Eﬁgg:':::::l;?:l(i-;géory Consld resection” cT1-3, N1-2 _
1 and preferred for both) rec:::' i:rc before —»FOLFOX or CAPEOX — Surveillance
or bolus 5-FU/leucovorin/ ging chemo/RT (See REC-11)
o,
o:ong-course RT?4 Resection |ﬁ‘);srtae$|c
Short-course RT9! confraindicated |(See REC-F)
or Capecitabine/
Il3e a': f;';';‘.'v.":g; Chemotherapy RT (preferred) or
MRI), * FOLFOX (preferred) or infusional 5-FU/RT Transa.bdominal ,. Surveillance
T1-2, N1-2 CAPEOX (preferred) (preferred) or bolus resection™uv See REC-11
’ : H (+]
or 5-FU/leucovorin or 5-FU/leucovorin/RT®|_,. Restaging®
capecitabine or osiaging

Short-course RT9!
followed by 12-16 weeks
of chemotherapy

. Systemic
Short-course RT! ngz'gti:’:icate d ——{therapy‘”
(See REC-F)

* FOLFOX (preferred) or

CAPEOX (preferred)
or 5-FU/leucovorin or
capecitabine

! Evaluation for short-course RT should be in a multidisciplinary setting, with a
discussion of the need for downstaging and the possibility of long-term toxicity.
Short-course RT is not recommended for low-lying tumors, <5 cm from anal
verge.

Ulf patient treated with short-course RT, surgery should be within 1 week or
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( ) Long-course chemo/RT%'| |Restaging®
« CapecitabineP or (best tumor
FOLFOX or CAPEOX ———| infusional 5-FUP response 8 wk Transabdominal __ Surveillance
(12-16 wk) or after completion resection"V (REC-11)
- Short-course RTY of RT) <
, Resection Systemic therapy%W
Long-course chemo/RT% contraindicated (REC-F)
« CapecitabineP or Chemotherapy
infusional 5-FUP (12-16 wk) estaging® —>
T3, N any or o + FOLFOX or CAPEOX
with clear Short-course RT"Y"—»
CRM (by
MRI)™;
T1-2, N1-2 NEOADJUVANT THERAPY PRIMARY TREATMENT ADJUVANT TREATMENT®9'
% " FOLFOX or .
Consider Transabdominal Surveillance
[.gng-cqurs_e c;\emol RT | estaging® resection"V ::12_P1Eg 3v(k) (REC-11)
s afpe_c:lta I'“"i: %" (best tumor
infusional 5-FU response 8 wk y
or Resection

after completion

Short-course RT"Y contraindicated

of RT)

,Systemic therapy"

(REC-F)
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Patient values post-surgery

ORIGINAL CONTRIBUTION Sum of responses

Patient Perceptions and Quality of Life After Colon _ |
and Rectal Surgery: What Do Patients Really Want?
Sean M. Wi , M.D.! » Antonio Cepeda-Benito, Ph.D.? .
l)iaerglo L Rargg;—Valadez, M.?)I.l;(-) Pe?;: Pi C:':lallc(l)o, M.D.! L Ecc;tr :fpcilr:saeble/
1 Department of Surgery, Robert Larner M.D. College of Medicine, Burlington, Vermont 100 + P
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. ° 50 -
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manejo no operatorio
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SC-TNT —p ed Consolidation chemo
2016-2020
cT2-4N0O-2 LARC ©
102 pts

Offered NOM if cCR

T — Induction chemo -»

* Clinical CR rate was higher in the SC-TNT cohort (52.8% vs 20.6%, p<0.001)

* DFS was higher in the LC-TNT cohort on univariate/log rank testing (p=0.023), but without difference on MVA adjusting for
other risk factors. 2-year DFS excellent for both groups (95.4 vs. 93.4 % for LC/SC)

* For NOM patients, freedom from local recurrence at 1 year in SC-TNT and LC-TNT was 85.6% vs. 58.9%, p=0.223,
respectively

* SC-TNT dgmonstrated a greater rate of cCR compared to LC-TNT, without DFS difference on MVA

* Although unclear if improved outcomes for SC-TNT are due to “short course” or consolidation chemo sequencing, our data
support SC-TNT as a suitable regimen for rectal cancer NOM

e

ALATRO Moskalenko, ASTRO 2021
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Nonoperative Rectal Cancer Management With
Short-Course Radiation Followed by

. . . All Patient
Chemotherapy: A Nonrandomized Control Trial . e

Hyun Kim,! Katrina Pedersen,? Jeffrey R. Olsen,? Matthew G. Mutch,* Re-I Chin,’ § 0.8
Sean C. Glasgow,” Paul E. Wise,* Matthew L. Silviera,* Benjamin R. Tan,? ;

Andrea Wang-Gillam,? Kian-Huat Lim,” Rama Suresh,? Manik Amin,? Yi Huang,! g 0.61
Lauren E. Henke,! Haeseong Park,? Matthew A. Ciorba,” Shahed Badiyan,! S

Parag J. Parikh,® Michael C. Roach,” Steven R. Hunt? 2 041

g 02 =+ Tumor Regrowth-free Survival
* In this prospective clinical trial of SCRT followed by £ T il
chemotherapy, we observed a high initial and 1-year cCR rate of -

. 0 4 8 12 16 20 24
74% and 68%, respectively. — Time (Months)
Number at Risk

Tumor Regrowth-free Survival 19 19 18 17 14 12 9

100% sobrevida libre de metastasis
Xy, a distancia a 2 anos en grupo con
v

TME-free Survival 19 19 15 13 12 10 6

y

ALATRO e Kim, Clin Col Can 2021 NN
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Conclusiones

- Rt hipofraccionada es al menos equivalente al curso largo

- Rt hipofraccionada en TNT permite mejorar la sobrevida libre
de metastasis (Badahoer, Lancet Oncol 2020)

- Rt hipofraccionada en TNT permite mejorar la sobrevida global

(Jin, JCO 2022)

« TNT es el nuevo estandar y hacerlo con Rt hipofraccionada y

FOLFOX secuencial esta apoyado por las guias clinicas y es una
excelente alternativa de tratamiento (la_ mejor en mi opinidn)

- Rt hipofraccionada y FOLFOX secuencial es una excelente

alternativa de tratamiento para el manejo no operatorio
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N Futuro

- ldentificar pacientes que sobretratamos

- Tratamiento definitivo (no operatorio) en recto bajo:
- Mas Rt hipofraccionada: 3000/5?
« Mas Qt: FOLFOX x 12?

- Rol de marcadores moleculares (dAMMR) e
inmunoterapia

Y

ALATRO
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= Caso clinico

« 27.12.16

- 62 anos

- Rectorragia

- Colonoscopia tumor rectal que impide paso

- Biopsia adenocarcinoma infiltrante

 TC muestra tumor rectal con linfopatias regionales
- CEA 17

- Tacto palpa tumor fijo a 6 cm del margen anal

44
ALATRO
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Caso clinico 1

- IMRT 2500cGy/5 fx sobre pelvis que finalizo el 11.1.17

« FOLFOX x 4 ciclos
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SERVICIO : CIRUGIA ADULTO
MUESTRA DE : Arandelas recto-colon - Sigmoides
ANTECEDENTES : Cancer de recto

INFORME ANATOMO PATOLOGICO

EXAMEN MACROSCOPICO:

TURNO:12/06/17 DR.FG S.SR

1.Arandela recto-colon: Dos fragmentos tisulares, uno circular con mucosa colénica lisa y pardusca de 2 cm
de didmetro mayor. El otro de 2.3 x 0.8 x 0.4 cm, con mucosa pardusca y congestiva.

2.Sigmoides: Colon sigmoides de 22 cm de longitud y 6 cm de didmetro a nivel principal y 8 cm a nivel
distal. Por cara posterior segmento de mesosigmoides de 10 x 7 cm de longitud. Superficie serosa lisa y
brillante. Superficie mucosa hacia tercio distal con drea ulcerada estrellada con convergencia de pliegues de
1.5x 1 cm, localizada a 4.5 cm del borde quirirgico distal. La mucosa en esa 4rea se observa lisa, finamente
granular. La mucosa remanente muestra pliegues conservados. Al corte, lesién blanquecino-amarillenta que
conta el borde quirdrgico profundo, indurada, irregualr de 1.5 x 2 cm.

En tejido adiposo peritumoral no se logran identificar ganglios linfaticos, se
representativas.

En tejido adiposo alejado del tumor se identifican ganglios linfaticos, se incluyen muestras representativas.
En la ligadura arterial se identifican vasos sanguineos y un ganglio linfitico de 0.8 cm de eje mayor.

incluyen muestras

DIAGNOSTICO

1.ARANDELA RECTO-COLON:
- PARED COLONICA CON MUCOSA CON LEVE DISTORSION DE LA ARQUITECTURA,

INFLAMACION CRONICA ESTROMAL, SIN EVIDENCIAS DE NEOPLASIA.

2.SIGMOIDES:

- COLON SIGMOIDES CON PROCESO INFLAMATORIO CRONICO, CON FIBROSIS
CICATRIZAL, CON MUCINA EXTRACELULAR QUE COMPROMETE CAPA MUSCULAR
PROPIA Y TEJIDO ADIPOSO PERICOLONICO, SIN COMPROMISO DE BORDE

QUIRURGICO.

EL AREA DE MUCINA MIDE 2.3 X 1.4 X 1.0 CM. NO SE IDENTIFICA NEOPLASIA
RESIDUAL NI EMBOLOS TUMORALES EN VASOS LINFATICOS NI SANGUINEOS.

ALAT RO

aso clinico 1

96l

- CAMBIOS TISULARES ESTROMALES Y VASCULARES SECUNDARIOS A RADIOTERAPIA.
- :;l':lLTRADO LINFOCITARIO PERILESIONAL AUSENTE.
- DISECCION GANGLIONAR:
* GANGLIOS PERITUMORALES (9 GANGLIOS): GANGLIOS LINFATICOS SIN METASTASIS,
CON ARQUITECTURA CONSERVADA.
* GANGLIOS ALEJADOS DEL TUMOR (10 GANGLIOS): GANGLIOS LINFATICOS SIN
METASTASIS, CON ARQUITECTURA CONSERVADA.
- GANGLIOS LIGADURA ARTERIAL: NO SE IDENTIFICAN GANGLIOS LINFATICOS.
- BORDES QUIRURGICOS:
- PROXIMAL Y DISTAL EN MUCOSA COLONICA CON CAMBIOS SECUNDARIOS A

TERAPIA NEOADYUVANTE.
* RADIAL, EN TEJIDO FIBROSO CICATRIZAL, SIN NEOPLASIA RESIDUAL, MUCINA

EXTRACELULAR A 2 CM DEL BORDE DE SECCION RADIAL.
- REGRESION TUMORAL POST NEOADYUVANCIA CANCER TUBO DIGESTIVO
(Basado en Protocolo Colegio Americano de Patélogos 2013): GRADO 0,

SIN EVIDENCIA DE TUMOR RESIDUAL (Ausencia de células tumorales viables,
fibrosis predominante).

O s el 27 .:)-dﬂ;;'
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Caso clinico 1

281021

67 anos. 57 meses de seguimiento (4 afos y 9 meses) desde que recibi6é IMRT 2500 cGy en 5 fx sobre pelvis que finalizé el 11.1.17, por cancer de recto T3 N1 MO.

Esté bien, hace vida normal, buena calidad de vida. Sin hemorragias, sin colostomfa. Dieta normal. Mantiene peso entre 85-90 Kg.
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Caso clinico 2

- 11.9.20

- 46 anos

- Rectorragia

- Colonoscopia tumor rectal de 3 cm
- Biopsia adenocarcinoma infiltrante

- RM tumor rectal con compromiso de grasa mesorrectal
con al menos 3 linfopatias regionales sospechosas

44
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Caso clinico 2

- IMRT 2500cGy/5 fx sobre pelvis que finalizo el 25.9.20
- FOLFOX x 9 ciclos

- Por respuesta clinica completa se decide manejo no
operatorio

Y
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LIMA - PERU

Caso clinico 2

13 meses de seguimiento desde RT

COLONOSCOPIA CORTA

RM de Pelvis Masculina

Antecedente.

Control de neoplasia de recto medio — regresion clinica completa.
Se dispone de estudios previos.

cicatriz cicatriz

Hallazgos.

Vejiga parcialmente distendida de contenido liquido.
Préstata y vesiculas seminales sin alteraciones.
Recto de morfologia y sefial normal.

En este control no se identifican focos de engrosamiento parietal zonas de

e patolégico ni signos
de restriccion a la difusion.

angulo esplenico transverso

Vasos iliacos permeables.
No hay adenopatias pelvianas.
dencia : Dr. Campaia atias : .
$:2:needicaci6n : Midazolam 3 mg, Fentany! 0 ug, No se observa hqu1do libre en pelV1S.
Diagnostico : Ca recto. Neoaduyancia. Control protocolo W
Impresion.
Inspeccion : Piel sin lesiones. P : iy s LR S e
. Control de neoplasia de recto en regresion clinica completa sin signos de compromiso neoplasico
Tacto Rectal . Esfinter de tono normal. Palpacion del canal normal. Ampolla rectal vacia. No se palpan masas macroscd pi o actual.
Colonoscopia : Se explora hasta el colon transverso encontrando en ese segmento deposiciones solidas. En recto
N\ medio se observa cicatriz estrellada plana, blanquecina. Retrovisién normal.
Biopsias : No
Conclusién : Colonoscopia izquierda normal. Cicatriz concordante con RCC
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