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Rektuma Yonelik MRG

Yiiksek rezoliisyonlu MRG tetkiki, Rektal Kanser degerlendirilmesinde ¢ok
onemli bir role sahip

Kolorektal Kanser ile ilgilenen tiim hekimler bu tetkikin tistiinliikleri ve
sinirliliklar hakkinda detayli bilgi sahib1 olmali....

x

Rektum tlimori tanisi olan her hastaya bu tetkik yapilmala...
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CLINICAL
PRESENTATION®E

Rectal cancer
without
suspected or
proven distanigs
metastaseshk —

Rectal
cancer with
suspected or
proven distant
metastases

WORKUP

* Biopsy

* MMR/MSI testing®

* Pathology review

* Colonoscopy

* Consider proctoscopy?

*Chest CT apd abdominal CT or MRIP

+* Pelvic MEI with or without contrast

* CrhUuU e eontraindicated or inconclusive, or for superficial Iusi-:ms]"'
* Entarostomal therapist as indicated for preoperative marking of site, teaching

* FDG-PETICT scan is not indicated”

* Multidisciplinary team evaluation, including formal surgical evaluation

* Fertility risk discussion/counseling in appropriate patients

* Colonoscopy

* Consider proctoscopy .

+ Palvic MEI with or without contras

* Molecular testing, including"™:
* RAS and BRAF mutations; HER2 amplifications; MMR or MSI status (if not previously done)
* Testing should be conducted as part of bread molecular profiling, which would identify rare

and actionable mutations and fusions such as POLE/POLDT, RET, and NTREK.

* Biopsy, if clinically indicated

* Consider FDG-PET/CT scan (skull base to mid-thigh) if potentially surgically curable M1
disease in selected cases”

» Consider MRI of liver for patients who are potentially resectable

* If potentially resectable, then multidisciplinary team evaluation, including a surgeon
experienced in the resection of hepatobiliary or lung metastases

Proficient
MMR (pMMR)/
microsatellite
stable (M55)

REC-7

Deficient
MMR (dMMR)/
MSi-high
(MSI-H) or
POLE/POLDT
mutation

REC-15
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CLINICAL
PRESENTATION2P

Pedunculated
polyp or
sessile polyp
(adenoma) with
invasive cancer

WORKUP

« Pathology review®d

» Colonoscopy

* Marking of
cancerous polyp
site (at time of
colonoscopy or
within 2 weeks if
appropriate)

* Mismatch
repair (MMR)/
microsatellite
instability (MSI)
testing®

|margin canno

FINDINGS

Single specimen,
completely removed

with favorable

histologic features'
and clear margins

(pT1 only)

Fragmented
specimen or

be assessed
or unfavorable
histologic
features'

PRIMARY TREATMENT

* Enterostomal therapist as indicated
for preoperative marking of site,
teaching

* FDG-PET/CT scan is not indicated"

Pedunculated
polyp with 1
invasive > Observe ——| o, veillance
cancer Observe' — REC-10
or
Endoscopic i
Sessile polyp Transanal local Adjuvant
with invasive I' :’En._r,;s)‘::"d —»lexcision, if Treatment
cancer elvic MRI appropriate® REC4
P or i
Transabdominal __ TA‘%I_ME&LM
resection? (REC-5)
* Consider proctoscopy?
* Chest CT and abdominal CT or MRI"
* Complete blood count (CBC),
chemistry profile, carcinoembryonic | |Transanal local Adjuvant
g - excision, if Treatment
+ Pelvic MRI with or without contras Sppropriate? (REC-4)
. ] v 5 . 5 U dled, or .
inconclusive, or for superficial Transabdominal __ %r?:}yagtt
lesions)" resection® (RE C'g)n ‘



Rektuma Yonelik MRG

- TEDAVI ONCESI| EVRELEMEDE ROLU

- TEDAVI SONRASI EVRELEMEDE ROLU



TEDAVI ONCESI EVRELEME

Rektum TMR  MRG *

RT- Kemoradyoterapi
sonrast TME ? — NOM?

* Lokal evrelemede en dogru gortintiileme yontemi  ESGAR 2016



Rektum Tm Lokal Evrelemede MR Cekim Teknigi

 TEMEL SEKANS; 3 PLAN, T2 SEKANS(<3 MM, 2B, 3B)

* ESGAR 2016



Rektum Tm Lokal Evrelemede MR Cekim Teknigi
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Rektum Tm Lokal Evrelemede MR Cekim Teknigi

« TUMOR AKSINA GORE
AYARLANAN, 3 PLAN, INCE
KESIT MRG

Brown G, Br J Radiol 2005
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Rektum Tm Lokal Evrelemede MR Cekim Tginigi

« TUMOR AKSINA GORE
AYARLANAN, 3 PLAN, INCE
KESIT MRG

.
AR
!!!!!!

Brown G, Br J Radiol 2005



Rektum Tm Lokal Evrelemede MR Cekim Teknigi

» ILK EVRELEMEDE
DIFUZYON SEKANSI
ONERILIYOR

» TEDAVI SONRASI
DEGERLENDIRMEDE ISE

DIFUZYON SEKANSI
MUTLAKA ONERILIYOR *

e ESGAR 2016



Rektum Tm Lokal Evrelemede MR Cekim Teknigi

¢ Barsak hazirligi

« AnNspazmolitik

5-Year Follow-Up Results of the MERCURY Study. J Clin Oncol. 2014
* ESGAR 2013



http://www.ncbi.nlm.nih.gov/pubmed/24276776

Rektum Tm Lokal Evrelemede MR Cekim Teknigi

* |.VV Kontrast Madde

e TEM sonrasi

* Niiks — komsu organ degerlendirmesi

* Perfiizyon MR’1 yapilacaksa




Rektum Tm Lokal Evrelemede R Ceklm Tekmgl

o Intrarektal jel;

- Polipoid tiimorlerde

- Kiiciik timorlerde

- Daha onceden tedavi edilen
tiumorlerde




Tedavi Oncesi Evreleme MRG’Iinda

CEKiM TEKNIGINE BAGLI YANILGILAR



Tedavi Oncesi Evreleme MRG’Inda
YANILGILAR




Tedavi Oncesi Evreleme MRG’Inda
YANILGILAR




Tedavi Oncesi Evreleme MRG’Inda
YANILGILAR




Tedavi Oncesi Evreleme MRG’Inda
YANILGILAR



OPTIMAL MRG CEKIMI
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Tedavi Oncesi Evreleme MRG’Inda

DEGERLENDIRMEYE BAGLI YANILGILAR






MRG’den yanitlanmasi beklenen sorular!

* Tumorun lokasyonu ?

* T—evresi?

* N-evresi?

e EMR?

c EMVI?

* CRM?

« TUMOR DEPOZITI?

* TME i¢in yeterli rezeksiyon siniri ?



Tumoérun lokasyonu

Distal Rektum Tiimorii
Distal siir1 anal girimden 0-5 cm
uzaklikta olan timorler

Orta Rektum Tiimorii
Distal sinir1 anal girimden 5-10 cm
uzaklikta olan timorler

Proksimal Rektum Tiimorii
Distal sinir1 anal girimden 10-15
cm uzaklikta olan timorler

- LOKASYON
- BOYUT

- DUVAR iLiSKisSi



Sigmoid Take-off

e Sigmoid take-off rekto-sigmoid bileskeyi ayirmak
icin kullanilan anatomik landmarktir.

* Bu noktada sakruma yapisik mezorektum biter ve
mezokolon elonge olmaya baslar.

e Goruntulemede aksial planda sigmoid kolonun
sakrumdan uzaklasarak ventrale dogru devam
edisi ile ya da sagittal planda horizontal yonde
seyri ile tanimlanabilir*

*S. Memon et al.A stug’)/ into external rectal anatomy: improving patient selection for radiotherapy for rectal cancer
Dis Colon Rectum(2009)



T — evresi
ve
TME icin yeterli rezeksiyon siniri



T — evresi

T1 Submukozaya uzanim gosteren timor

T2 Muskularis Propria’ya uzanim gosteren
tumor

T3 Mezorektuma uzanim gosteren timor
-T3a 1 mm’den daha az uzanim
-T3b 1-5 mm uzanim

-T3c 5-15 mm uzanim

-T3d 15 mm’den fazla uzanim

T4 Peritoneal ylizey ile diger organ ve yapilarin
tutulumu



T — evresi

T1 Submukozaya uzanim gosteren timor

T2 Muskularis Propria’ya uzanim gosteren
tumor

T3 Mezorektuma uzanim gosteren timor ‘
-T3a 1 mm’den daha az uzanim
-T3b 1-5 mm uzanim

-T3c 5-15 mm uzanim

“

Mesorectal Fascia

-T3d 15 mm’den fazla uzanim

T4 Peritoneal ylizey ile diger organ ve yapilarin
tutulumu



MR SINIRLILIKLARI

Tl ey T2 7?
EUS

T2 =P 1357

*Brown G, Richards CJ, Newcombe RG, et al.Radiology 1999; *Brown G, Richards C], Newcombe RG, et al.Radiology 1999;

Beets-Tan RG. MRI in rectal cancer: the Tstage and circumferential resection margin.Colorectal Dis2003;5(5):392-395.

Brown G, Daniels IR. Preoperative staging ofrectal cancer: the MERCURY research project.Recent Results Cancer Res 2005;165:58-74.

**Merkel S, Mansmann U, Papadopoulos T,Wittekind C, Hohenberger W, Hermanek P.The prognostic inhomogeneity of colorectal carcinomas stage III: a proposal for subdivision of
stage III. Cancer 2001;92(11):2754-2759.

**Merkel S, Mansmann U, Siassi M,Papadopoulos T, Hohenberger W, Hermanek P.The prognostic inhomogeneity in pT3 rectalcarcinomas. Int ] Colorectal Dis 2001;16(5):

298-304.

***MERCURY Study Group. Extramural depth of tumor invasion at thin-section MR in patients with rectal cancer: results of the MERCURY study. Radiology 2007;243(1):
120 1720



MR SINIRLILIKLARI

Tl G T2 7
EUS

T2 =P 1357

Mezorektuma direkt tm invazyonu vs dezmoplastik reaksiyon
Mezentere uzanim gosteren alanin derinligi

T3a\b sagkalim %85 T3c\d sagkalim %54**

MR derinlik oranlari histopatolojik korelasyon ‘mukemmel™***

*Brown G, Richards CJ, Newcombe RG, et al.Radiology 1999; *Brown G, Richards CJ, Newcombe RG, et al.Radiology 1999;

Beets-Tan RG. MRI in rectal cancer: the Tstage and circumferential resection margin.Colorectal Dis2003;5(5):392-395.

Brown G, Daniels IR. Preoperative staging ofrectal cancer: the MERCURY research project.Recent Results Cancer Res 2005;165:58-74.

**Merkel S, Mansmann U, Papadopoulos T,Wittekind C, Hohenberger W, Hermanek P.The prognostic inhomogeneity of colorectal carcinomas stage III: a proposal for subdivision of
stage III. Cancer 2001;92(11):2754-2759.

**Merkel S, Mansmann U, Siassi M,Papadopoulos T, Hohenberger W, Hermanek P.The prognostic inhomogeneity in pT3 rectalcarcinomas. Int ] Colorectal Dis 2001;16(5):

298-304.

***MERCURY Study Group. Extramural depth of tumor invasion at thin-section MR in patients with rectal cancer: results of the MERCURY study. Radiology 2007;243(1):
120 1720



T1-T2 TUmor Aynmi

* T1-T2 timorlerin ayrimi yalnizca MR ile oldukca glc

* Bu evredeki bir timorden sipheleniliyorsa T1/2 seklinde
raporlanmali ve EUS Onerilmeli *,**

*Rectal cancer lexicon 2023 revised and updated consensus statement from the Society of Abdominal Radiology Colorectal and Anal Cancer Disease-Focused Panel

**NCCN 2024






Endorektal USG’de Sinirlamalar

x
a * Proksimal yerlesimli Kitleler

-+ e Tikaniklik

e Tecriibe
* Yiiksek vaka sayis1 gerektirmekte
* Yiiksek evreleme ve diisiik evreleme

* T evresi i¢cin > MRG
e T1-T2
=« N evresiicin < MRG
=« Radyoterapi sonrasi tek basina degerlendirmede yetersiz

Beets GL, Beets-Tan RG. Pretherapy imaging of rectal cancers: ERUS or MRI?Surg Oncol Clin N Am. 2010 Oct;19(4):733-41.

Cartana ET, Parvu D, Saftoiu A. Endoscopic ultrasound: current role and future perspectives in managing rectal cancer patients. J
Gastrointestin Liver Dis. 2011 Dec;20(4):407-13. Review.



http://www.ncbi.nlm.nih.gov/pubmed/20883950
http://www.ncbi.nlm.nih.gov/pubmed/22187707

T1-T2 TUmor Aynmi

*T1 tumorlerde yeni tanimlanan bulgu:
Submukozal kontrastlanma hatti*

*Rectal cancer lexicon 2023 revised and updated consensus statement from the Society of Abdominal Radiology Colorectal and Anal Cancer Disease-Focused Panel



Submucosal Enhancing Stripe

A 2 B - ,

A.T1 tumorde intakt submukozal kontrastlanma hatti (oklar)
B.T2 tumorde submukozal kontrastlanmada kesinti (okbaslari)

Rectal cancer lexicon 2023 revised and updated consensus statement from the Society of Abdominal Radiology Colorectal and Anal Cancer Disease-Focused Panel



T1-T2 TUmor Aynmi

*Evreleme MRG'de hala kontrast
kullantimasi onerilmiyor*

cancer lexicon 2023 revised and updated consensus statement from the Society of Abdominal Radiology Colorectal and Anal Cancer



T — evresi
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T — evresi

T1 Tumor



T — evresi

T2 Tumor



T — evresi

T2 Tumor



KOLOREKTAL KANSER KILAVUZ ONERILERI*

 Kolorektal kanser tanisi olan tiim hastalara hastaligin evresini

degerlendirmek icin KONTRASTLI TORAKS ve TUM BATIN BT

istenmeli (Ek rutin tetkik istenmesi onerilmemekte)

* Rektum kanserinde ek olarak lokal timor ve lenf nodu evrelemesi ile

TME i¢in yeterli rezeksiyon sinirim1 degerlendirebilmek icin Rektuma

yonelik MRG tetKiki |

* NCCN 2024



T — evresi

T3a

(1 mm) (1-5 mm)



T — evresi

T3d
(15 mm?1)

T3cC
(5-15 mm)



T — evresi

» Olciimiin dogrulugu (!):

- MR 0.5 mm hata payi1 ile ol¢iim
yapabilmektedir *

* MERCURY Study Group, Radiology 2007;243:132-139



T — evresi

T4 Tumor



T — evresi

2ANIEm

EffR:0.75

Wty WL: 1190

T4a Tumor



A. Peritoneum: Not involved B. Peritoneum: Involved, T4a




T—evresi
(Prognoz iliskisi?)

* Rektum kanseri olgularinin biiyiik cogunlugu T3 tiimorler

* Tim T3 tiimorlerin prognozu ayni mi?

* MERCURY Study Group, Radiology 2007;243:132-139 T3¢ (5_15 mm)
]



T—evresi
(Prognoz iliskisi?)

A4

kansere ba%h sagkalim orani ( Lenf nodu tutulumu

» Eger tiimor nfiltrasyonu 5 mm’den daha fazla ise %Td3a%-d)
arak) % 85°den % 54’e diistiyor. *

bagimsiz o

. PrO%nO; acisindan Erken evre T3 tiimorler (T3a-b, <5 mmc?
ile T2 timorler bir grup olarak m1 degerlendirilmeli? T3c-
ay11 bir grup olarak mi degerlendirilmeli?

Merkel S, The prognostic Inhomogeneity in pT3 rectal carcinomas. Int J

Colorectal Dis 2001;16:298-304 T3c, (5-15 mm)



Lateral Cerrahi Sinir
CRM (circumferential resection margin):

e TumoOrin, timor depozitinin
veya patolojik karakterdeki
lenf nodunun (!) mezorektal
fasyaya en yakin oldugu
uzaklik

. Lokal rekiirrensin en énemli
belirleyicisi *

* 5 Year Follow-Up Results of MERCURY Study J of Clinical Oncology 2014



Lateral Cerrahi Sinir
CRM (circumferential resection margin):

- (+) I mm’den az uzaklik ."i!ms?t?.
- (tehdit altinda) 1-2 mm uzaklik

- (-) 2 mm’den fazla uzaklik




TUMOR TUTULUMU




LENFNODU TUTULUMU

CRM ( -) CRM ( +)



CRM tutulumu prognoz iliskisi ?



VOLUME 32 - NUMBER 1 - JAMNUARY 1 201&£

Preoperative Magnetic Resonance Imaging Assessment of
Circumferential Resection Margin Predicts Disease-Free
Survival and Local Recurrence: 5-Year Follow-Up Results of
the MERCURY Study

Fiona G.M. Taylor, Philip Quirke, Richard J. Heald, Brendan J. Moran, Lennart Blomgvist, Tan R. Swift,
Diavid Sebag-Montefiore, Paris Tekkis, and Gina Brown

CRM (-) CRM (+)
Sagkalim % 62 % 42

Hastaliksiz Sagkalim % 677 % 47

Lokal Niuks % 7 % 20



Lenf nodu evrelemesi

* N- evresi de lokal rekirrens acisindan
onemli bir risk faktord

* Benign-Malign ayirimi zor




Lenf nodu evrelemesi

Boyut

Morfoloji

e Lenf nodu tutulumu saptamada dogruluk orani
%85

* NI/N2  1-3/>4



Lenf nodu evrelemesi

 Lenf nodlarinin morfolojik ozellikleri

* Lenf nodlarinin konturu ve i¢ yapisinin
degerlendirilmesi !!

1-Yuvarlak
2- Dlizensiz sinir
3- Heterojen 1¢ yap1

* Brown G, , et al.. Radiology 2003; 227(2):371-377



Lenf nodu evrelemesi

» Lenf nodlarinin morfolojik ozellikleri

-N(+): >9mm

-N (+): 5-8 mm + en az iki kriter
-N (+): <5 mm + i kriter

- N 0: Siipheli LN yok

- NX: Bunlarin disindaki LN’lar1

Not: Tiim miisindz LN’lar1 (+)

* ESGAR 2016



STAGING

Size (short axis)

<5 13
TME [mesorectal, superior 5_5"::;1: 2 . % .
g > 9mm: Suspicious eetesn  mees om
Internal lliac =7 mm
Obturator >7 mm

M1 [inguinal, external iliac,

common iliac, retroperitoneal) Al

Mucin within the lymph nodes  Suspicious regardless of size or location®

Size (short axis)

TME (mesorectal, superior

0 >5mm
Internal lliac >4 mm
Obturator >6 mm
M1 (inguinal, external iliac,
common iliac, retroperitoneal) Sl

Mucin within the lymph nodes  Suspicious regardless of size or location®

* ME| s unable to differentiate cellular from acellular mucin

Abdominal Radiology (2023) 48:2792-28



N — evresi

 Patolojik Lenf Nodu Ayirima;

* Diftizyon MRG?
* PET-CT?
e EUS-IIAB?

* MR KONTRAST (USPIO) !

e MORFOLOJIK KRITERLER....






Tumor depozitleri (N1c)




EKSTRAMURAL VENOZ INFILTRASYON (EMVI)

* Vaskuler yapi icerisinde yumusak doku sinyali
izlenmesi, damarda ekspansiyon ve tUumorun
damarin duvar butunliglnit bozarak damarin
icerisinden gecmesi onemli isaretlerdir

e TUmOr vaskuler yapiya yakin yerlesimli ise
suphelenilmelidir.

* Tanim geregi EMVI (+)ligi >T3 timorlerle
beraber izlenir.

* T1 ve T2 evrelerde ekstramural damarlari
infiltre edebilecek potansiyel gostermez

 EMVI tespit edilirse ve mezorektal fasyaya
uzakligi <Imm ise CRM(+)

*Chand M, World J Gastroenterol 2016
*Tripathi P, J Dig Dis 2016
** ESGAR 2016




EMVI degerlendirilmesi

* Lokal nUks ve kotl prognoz agisindan bagimsiz risk faktori™

* MRG EMVI(+) ligini dogruluk orani en yuksek olarak
gdsteren goruntuleme yontemi**

**Horn A, Dahl O, Morild I. Venous and neuralHorn A, Dahl O, Morild I. Venous and neural invasion as predictors of recurrence in rectal adenocarcinoma. Dis Colon Rectum
1991;34(9):798-804. *Horn A, Dahl O, Morild I. Venous and neuralHorn A, Dahl O, Morild I. Venous and neural invasion as predictors of recurrence in rectal adenocarcinoma.
Dis Colon Rectum 1991;34(9):798-804.

*Smith NJ, Barbachano Y, Norman AR, Swift RI,Abulafi AM, Brown G. Prognostic significance of magnetic resonance imaging-detected extramural vascular invasion in rectal
cancer.Br ] Surg 2008;95(2):229-236.

*Betge ], Pollheimer MJ, Lindtner RA, et al.Intramural and extramural vascular invasion in colorectal cancer: prognostic significance and quality of pathology reporting.
Cancer 2012;118(3):628-638.

**Brown G, Radcliffe AG, Newcombe RG,Dallimore NS, Bourne MW, Williams GT Preoperative assessment of prognostic factors in rectal cancer using high-resolution
magnetic resonance imaging. Br ] Surg 2003;

90(3):355-364



RAPORLAMA

* Orta rektum diizeyinde anorektal bileskenin 5
cm proksimalinden baslayarak 5 cm’lik
segment boyunca uzanim gosteren, liimeni
sirkiiler tarzda ¢evreleyen tiimoral duvar
kalinlik artig1

 Perirektal yag planlarinda tiimor infiltrasyonu
ile uyumlu (9 mm) ¢izgilenme ve sinyal
degisiklikler1 (T3c)

* Timoriin mezorektal fasyaya en yakin

oldugu uzaklik solda saat 4 hizasinda 6 mm
olarak ol¢ililmiistiir (CRM -)




RAPORLAMA

Mezorektal fasya igerisinde en biiyiigii solda
saat 4 hizasinda 9 mm capinda olmak tuizere
multipl lenf nodlar izlenmistir (N +)

Mezorektal fasyaya en yakin lenf nodunun
fasyadan uzakligi solda saat 4 hizasinda 5
mm olarak 6l¢iilmiistiir (CRM -)

Extramezorektal lenf nodu saptanmamuistir
(EMR -)

EMVI izlenmemistir (EMVI -)




RAPORLAMA

* SONUC:

 Orta rektumda

timoral lezyon




« Distance bom he ancrectal unclion 1o the lower pole Of the tumowr

- T-atage 1 mna2
(] B =P [] TacrT (=5ometamrsl grows)
(] ™ot 5mesetames gost)
(] 74 beset on growsn s A

[] =+ mesrsonncienc slane JDW [Jmose [ Jomtat 13 of anet canal
[7] * + extemut sptiocser

Mesorectal tascia (and peritoneal) invoivement

 Shortest Satance betwsen umour axd VRF- _ mm =P [ o (> 2 me)

] twestenedrovoived (€2 mm)
-« Locaton of the shonest Gance Detween umow and MRF i 'DOTK
- Fiekaton 10 anderior pertoneal eflecton [ | below (MRF mwason) [ | above

Lymph nodes and tumowr Seposts

Namge [N [(Ine
- Total mumoer of hymoh nodes
“Numter of suspoos ymoh nodes .. | mescroctal nodes. .. extramesorectal nodes )
[T] — nodes wen shon aes dameter > 9 mn
(] - nodes wah short ais dameter 58 mo AND atisast 2 morphologic critene®
[7] - nodes weth stont s dameter « § mm AND gl 3 mophologic criers”
NE MOTNOORC RASOOM CNenS (1] TOUNE $Pa0e (3 Megui Doer. [X] Mteugencus sorel

- A there sy bumour Seposts witn the mesorecten || na,
(7] yes.  (mumber of deposts)

Extramutal vascular irvasion

Mves Mwe

I 1 Tompiae sw sraburn! VLI negeet or prarmacy sinpng o sedag g o0 o s

T Sprimgne

* ESGAR 2016



TEDAVI SONRASI EVRELEMEDE ROLU

* Tedavi yanitin1 degerlendirmek 1¢in
* Tedavi Plan1 degisecek mi??

- Sfinkter Koruyucu cerrahi
- Cevre organ 1ligkiler

- Lokal eksizyon

- [zlem!!!



e MORFOLOJIK DEGERLENDIRME:

« FONKSIYONEL DEGERLENDIRME:




* MORFOLOJIK DEGERLENDIRME:

- Lokasyon, Tiimor boyutu, Sinyal Intensitesi




RESTAGING

TME (mesorectal, superior
rectal)

Internal lliac

Size (short axis)

M1 (inguinal, external iliac,
common iliac, retroperitoneal)

Mucin within the lymph nodes

Suspicious regardless of size or location*

* MRI is unable to differentiate cellular from acellular mucin

Abdominal Radiology (2023) 48:2792-28



« MORFOLOJIK DEGERLENDIRME:;:
(Lokasyon — boyut - sinyal - sekil)

- Morfolojik degerlendirme kisisellestirilmis tedavi
planlanmasinda kompleks klinik sorularin cevabini
vermek icin tek basina yeterli degildir



Evrelemede Tedavi Oncesi ve Sonrasi Rektum MRG
dogrulugu (Morfolojik Degerlendirme)

Tedal\‘/,liR%ncesi Kemo-radﬁggapi Sonrasi
DOGRULUK
T Evresi %71-9% (%085) %47-54 @
N Evresi %43—8 %64—6
CRM % 92-95



« FONKSIYONEL DEGERLENDIRME:

Mortolojik degerlendirmey1 tamamlayabilecek bilgiler sunabilir
Vekgle)l.?cekte tumor biyolojisi ile ilgili yeni kavramlar ortaya
cikabilir

- DWI (Difiizyon Agirlikli Inceleme)
- DCE (Pertfiizyon)
- PET-BT/MR



DIFUZYON SEKANSININ
DEGERLENDIRMEYE KATKISI












e Beets-Tan ve arkadaslarinin yaptiklari yayinda
Diflzyon sekansinin eklenmesi tedavi sonrasi T
evrelemesi degerlendirme duyarliligini
%50°'den % 84’e cikarmis *

*van der Paardt MP, ZagersMB, Beets-Tan RG, et al: Patients who undergo preoperative chemoradiotherapy for
locally advanced rectal cancer restaged by using diagnostic MR imaging: A systematic review and meta-analysis.
Radiology 269:101-112, 2013



 Ozellikle son yillarda Uzun dénem kemo-radyoterapi sonrasi
tedavi cevabini bilmek (tam veya tama yakin yanit), cerrahi
verine organ koruyucu yaklasimlari g6z ondnunde
bulundurmak icin gittikce dnemli bir mesele haline gelmistir!!!



Tedavi Yaniti

3 Kategori: Complete Response(CR)/Near-Complete Response(nCR), Incomplete
Response(iCR)

Tam Yanit(CR)/Tama Yakin Yanit(nCR): Timor T2 intensitesinde tam kaybolma(CR)
ya da tama yakin kaybolma, belirgin regresyon fakat diff.kisithhiginin devam
etmesi(nCR). Tama yakin yanitli(nCR) grupta hastalarin %73 ila 99’u 6-12 haftalik
kisa takiplerde Tam Yanit gosterir(organ koruyucu yaklasim icin dnemli)

Yanitsiz(iCR): primer timor volumunde azalma olmakla birlikte T2 ara-intensitesinin
devam ettigi rezidi timor dokusunun gorilmesi, belirgin diff kisitlihgi

*Rectal cancer lexicon 2023 revised and updated consensus statement from the Society of Abdominal Radiology Colorectal and Anal Cancer Disease-Focused Panel



Organ Koruyucu Yaklasim
Non-Operative Management(NOM)

OPRA: Three-Tier Clinical Response Assessment Schema

‘,& Complete
o clinical response

Restaging ?
WW
814 weeks - DRE
TNT sy - Endoscopy Near complete
- MRI clinical response
Incomplete
clinical response TME

Figure 1. Memorial Sloan Kettering three-tiered response/regression schema.



OPRA Calismasi:

* Total neoadjuvan tedavi gormus rektum kanserli
olgularin yarisinda organ koruyucu yaklasim mumkun



TEDAViI SONRASI MR DEGERLENDIRME
( RUTIN TNM +)

/ N\

MR TUMOUR REGRESSION GRADE (MR-TRG) MR DIFUZYON BULGULARI



MR TUMOUR REGRESSION GRADE (MR-TRG)

TABLE 2.

1_519
mrTRG
Grade 1

Grade 2

Grade 3

Grade 4

Grade 5

Magnetic resonance tumor regression grade score

Radiological findings on MRI

Radiological complete response (linear/crescenteric 1- to
2-mm scar in mucosa or submucosa only)

Good response (dense fibrosis; no obvious residual tumor,
signifying minimal residual disease or no tumor)

Moderate response (>50% fibrosis or mucin and visible
intermediate signal)

Slight response (little areas of fibrosis or mucin but mostly
tumor)

No response (intermediate signal intensity, same
appearances as original tumor/tumor regrowth)



MR-TRG 1

Grade 1 Radiological complete response (linear/crescenteric 1- to
2-mm scar in mucosa or submucosa only)



MR-TRG 2

Grade 2 Good response (dense fibrosis; no obvious residual tumor,
signifying minimal residual disease or no tumor)



MR-TRG 3

Grade 3 Moderate response (>50% fibrosis or mucin and visible
intermediate signal)



MR-TRG 4

Grade 4 Slight response (little areas of fibrosis or mucin but mostly
tumor)



MR-TRG 5

Grade 5 No response (intermediate signal intensity, same
appearances as original tumor/tumor regrowth)
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ZA INVAZYONU VAR

KARSINOMUN BUYURE KISMI INTRAMUKOZALDIR ARDISIK SERI KESITLINRDE IR ALANADA
SUBMILIMETAIK DERINLINTE YUZEVEL SUBMUKOZA INVAZYONU GORULMUSTUAR
LENFOVASKULER INVAZYOMN ORULMED !

* PERINORAL INVAZYON GORULMLDI

KARSINOM ALANINOA VE CIVRESI

YAMASAL FIRROZIS

SUBNUKOIADA MASTF MITELIKTE, MUSKULARTS PROPRIADA

CERMAMET SINIRLARDA TLMOR GORUAMED:

ICD-O: B140/31-C20.9
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- :
RSNA Watch-and-Wait Approach to Rectal Cancer: The Role of Imaging

Complete Response on MRI

Watch-and-wait strategy aims at improving quality of life
without over- or undertreatment.

Baseline T2W Post TNT T2W

Identifying clinical complete response on MRI scans is critical
for patient selection.

Complete response on MRI shows dark T2 signal intensity,
Baseline DWI Post TNT DWI without restricted diffusion within the tumor on diffusion-
weighted images (DWI), and resolution of lymph nodes after
total neoadjuvant chemoradiotherapy.
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TNT = total neoadjuvant therapy. multidisciplinary team decisions in an expert center is ke
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SONUC

* Hem ilk evrelemede, hem de tedavi sonrasi yanit degerlendirmede
Rektal MRG cok degerli

* lyi kalitede MR cekimleri saglanmal
* MR raporlama gerekli tim kriterleri icermeli
* T1-T2 tumor ayriminda ulasilabiliyorsa EUS istenmeli

* NOM altyapisiicin tecrubeli ekip birlikte calismali



