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Aim: To investigate the relationship between changes in mesorectum volume (MRV) following neoadjuvant chemoradiotherapy (nCRT) and 
pathological and clinical response in patients with locally advanced rectum cancer (LARC).
Methods: The study included 39 patients who received nCRT for LARC and underwent surgery between January 2016 and April 2019. The MRV was 
measured on magnetic resonance imaging (MRI) before and after nCRT. Patients were separated into two groups based on an increase or decrease 
in MRV following nCRT. The relationships were examined between the 2 groups and the pathological T and N statuses, pre- and post-nCRT T and N 
statuses, and the degree of MRI regression and pathological regression. 
Results: A retrospective analysis was performed on 39 patients, consisting of 19 males and 20 females, with a mean age of 59.3 years (range, 27-
80 years). The mean MRV was 116.8 mm3 (range, 49.9-253.9) before and 115.5 mm3 (50.9-196.7) after nCRT. There was an increase in MRV in 21 
patients and a decrease in 18 patients. In the MRI evaluation, there was no response to nCRT in 4 patients, and in the pathological evaluation, a 
response could not be determined in 9 patients. 
Conclusion: Because this study is one of the first in the literature to investigate the relationship between changes in MRV and response to nCRT, 
further studies are needed to reach more meaningful results.
Keywords: Rectum cancer, neoadjuvant treatment, mesorectum volume
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Introduction

The World Health Organization statistics revealed colorectal 
cancer to be the second most common malignancy in women 
(after breast cancer) and the third most common malignancy 
in men, with a total annual death toll of 861,700 worldwide [1]. 
One-third of colorectal cancers are rectal cancers. Mesorectal 
excision after neoadjuvant chemoradiotherapy (nCRT) is 
the standard treatment for mid- and lower locally advanced 
rectum cancer (LARC) (T3-4 and/or N+) [2]. 
The main benefit of nCRT for LARC is to downsize and downstage 
the tumor to increase the chance of complete resection and 

obtain better local control [3]. However, several clinical studies 
have shown extreme variability in the response of LARC to 
nCRT [4,5]. Although a full pathological and clinical response 
is achieved with nCRT in approximately 20-30% of patients 
with rectum cancer, a significant proportion of patients do 
not respond to nCRT [6-8]. There are many regression grading 
systems to evaluate the pathological response to nCRT, such 
as the American Joint Committee on Cancer TRG, Mandard, 
Dworak, and Ryan Tumor Regression Grading system [9,10]. 

The Modified Ryan Scheme for Tumor Regression Score is 
recommended for routine use by the College of American 
Pathologists [11].
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Another advantage of nCRT is that when a clinical full response 
occurs, the “watch-and-wait” treatment protocol can be 
applied as a nonsurgical option [12]. Therefore, recent studies 
have aimed to radiologically estimate pathological responses 
[13-16]. Of all the suitable imaging methods, magnetic 
resonance imaging (MRI) is considered the most appropriate 
because of its broad routine clinical application in the 
evaluation of rectum cancer, high soft-tissue resolution, and 
lack of radiation exposure. Some traditional and functional 
MRI methods have been reported to show advantages in the 
prediction of tumor response to nCRT [17-19]. Although it has 
been reported that T and N status affect the response to nCRT, 
[20-22] there are few studies have investigated other factors 
that might have an effect. Therefore, the identification of 
markers that predict response to nCRT is an important issue in 
the management of LARC. 
Since the variables that determine the response of LARC to 
neoadjuvant therapy are still unknown, variables that affect 
the response to therapy are still being investigated. The aim of 
this study was to investigate the relationship between changes 
in the mesorectum volume (MRV) measured by MRI before 
and after nCRT and pathological and radiological response in 
patients with LARC.

Methods

A retrospective screening was performed for patients who 
received nCRT and underwent surgery at the Konya Training 
and Research Hospital due to LARC between January 2016 
and April 2019. The study included 39 patients (20 females 
and 19 males, with a mean age of 59.3 years (range, 27-80 
years). The inclusion criteria were sufficient quality of MRIs 
to evaluate MRV and the T and N statuses before and after 
nCRT, surgery in the Konya Training and Research hospital after 
nCRT, and were not determined with distant organ metastasis 
on thoracoabdominal computed tomography (CT). 
The first MRI was performed at the time of diagnosis (pre 
nCRT) and the second MRI (post nCRT) within 1 week before 
surgery. Grading of the patients was made using the T and N 
evaluation criteria on MRI. T3 was evaluated as tumor invasion 
through the muscularis propria into the subserosa or into 
non-peritonealized perirectal tissues without reaching the 
mesorectal fascia or adjacent organs, and T4 was evaluated 
as tumor invasion directly into other organs or structures and/
or perforating the visceral peritoneum. Lymph nodes with 
unfavorable morphology and diameter >5 mm were evaluated 
as lymph node involvement. N0 was evaluated as no lymph 
nodes, N1 as 1-3 suspicious nodes, and N2 as ≥4 suspicious 

nodes. Thoracoabdominal CT examinations were performed in 
all patients to evaluate distant organ metastasis. 
All patients received the same nCRT protocol. For nCRT 6 
cycles of FOLFOX therapy are administered. The external beam 
radiotherapy dose was 50 Gy delivered in 25 daily fractions of 
2 Gy five days a week. Concomitant chemotherapy consisted 
of oral 5-fluorouracil-derivative capecitabine, 825 mg/m2 b.i.d. 
Changes in MRV were evaluated using MRI. Patients were 
separated into 2 groups according to an increase or decrease 
in MRV. The statistical relationships were investigated by 
comparing the changes in MRV with the degree of MRI tumor 
regression and pathological regression.

MRI Evaluation

The MRIs of the patients before and after nCRT were evaluated 
by an experienced radiology specialist who was blinded to the 
clinical information of the patients. 
All MRIs were acquired on a 1.5T unit (Magnetom aera, 
Siemens Healthcare, Germany). MRI scans were performed 
following a standard protocol with a 16-channel phase array 
pelvic-receiver coil. The MRI tumor regression grade (MrTRG) 
was used to evaluate regression on MRI (Table 1). TRGs were 
evaluated on coronal, axial, and sagittal T2W1 MRIs. 

Pathology Evaluation

Tissue samples were processed and embedded in paraffin 
blocks. Slices 5 m thick were cut from the blocks and stained 
with hematoxylin and eosin. Using the modified Ryan scheme 
for histopathological examination, the regression scores 
were evaluated by an independent, experienced pathology 
specialist (Table 2). 

Mesorectum Volume Evaluation 

The MRIs were evaluated by an experienced radiation 
oncologist using the Eclipse Treatment Planning System version 
9.8. The mesorectum contours from the piriformis muscle to 
the level of peritoneal reflection were drawn manually on axial 
slices to measure the MRV. The net MRV was calculated by 
subtracting the rectum volume defined in the same way from 
the defined volume, and the value was recorded as mm3.

Statistical Analysis

Data obtained in the study were statistically analyzed using 
Statistical Package for the Social Sciences version 23.0 software 
(IBM, Armonk, NY, USA). Continuous measurements were 
presented as mean±standard deviation, median, minimum, 
and maximum values, and categorical variables were 
presented as number (n) and percentage (%). For comparisons 

Table 1. Magnetic resonance imaging tumor regression classification

Grade Definition Response status

1 No tumor signal, only linear scar Full response
2 A small amount of residual tumor, but predominant fibrotic low signal intensity Good response
3 Low signal fibrosis and mixed signal density areas moderate but without tumor predominance Moderate response
4 Mainly signal intensity and minimal fibrotic low signal intensity Mild response
5 Fibrosis is not evident; only a tumor signal is present No response
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of categorical variables, the chi-squared test or the Fisher’s 
test was used. Agreement between the pre- and post-nCRT 
MRI results and the pathological results was evaluated using 
the intraclass correlation coefficient (ICC), interpreted as  
r ≥0.91: high correlation, 0.90-0.71: good correlation,  
0.70-0.51: moderate correlation, 0.50-0.31: low correlation, 
and ≤0.30: no correlation. The level of statistical significance 
was accepted as 0.05 for all tests. 

Results

The retrospective analysis included 39 patients (20 females 
and 19 males, with a mean age of 59.3 years (range, 27-80 
years). Rectal cancer was present in the distal section in 19 
(48.7%) of the patients, in the mid-section in 14 (35.9%), and 
in the proximal section in 6 (15.4%). The time from nCRT to 
surgery was ≤12 weeks in 76.9% (30) of the patients and >12 
weeks in 23.1% (9). Mesorectal excision was performed in 

29 patients, abdominoperineal resection in 9 patients, and 
abdominoperineal resection together with vaginectomy in 1. 
The mean MRV was measured as 116.8 mm3 before nCRT and 
as 115.5 mm3 after nCRT. MRV was found to decrease in 18 
patients and increase in 21 (Table 3). 
When the pathological regression scores were examined, full 
response was determined to be full response in 4 patients, 
and no pathological response in 9. Examination of the MrTRG 
values revealed almost complete response in 5 patients and no 
response in 4. Pathological regression evaluations according to 
the modified Ryan scheme and the MrTRG classifications are 
shown in detail in (Table 4). 
The relationships between radiological T and N status and 
postoperative T and N status were examined using the ICC 
values. Agreement with the MRI evaluations was low before 
nCRT (0.19 and 0.42; 0.50-0.31) and moderate after nCRT 
(0.63 and 0.64; 0.70-0.51) (Table 5).

Table 2. Modified Ryan scheme

Grade Definition Response status

0 No viable cancer cells Full response
1 Single cells or occasional small groups of Almost full response

2 Residual cancer with evident tumor regression, but greater than single cells or 
occasional small groups of cancer cells Partial response

3 Extensive residual cancer with no evident tumor regression Poor response or no response

Table 3. Demographic and clinical characteristics of patients

Mean±SD Median (minimum-maximum)

Age (years) 59.3±11.6 59 (27-80)
n (%)

Gender

Female 20 (51.3)
Male 19 (48.7)
Location

Distal 19 (48.7)
Middle 14 (35.9)
Proximal 6 (15.4)
Surgical interval (weeks)

<12 30 (76.9)
>12 9 (23.1)
Surgery performed

TME 29 (74.4)
APR 9 (23.1)
APR+vaginectomy 1 (2.6)
MRV

Decreased 18 (46.2)
Increased 21 (53.8)

Mean±SD Median (minimum-maximum)

Pre-nCRT MRV (mm3) 116.8±43.7 110.8 (49.9-253.9)
Post-nCRT MRV (mm3) 115.5±36.9 108.4 (50.9-196.7)
MRV difference -1.36±28.6 2.7 (-72-62.4)
SD: Standard deviation, MRV: Mesorectum volume, nCRT: Neoadjuvant chemoradiotherapy
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The relationships were examined of the increase or decrease 
in MRV after nCRT with gender, tumor localization, time to 
surgery, pathological T and N statuses, pre- and post-nCRT 
MRI T and N statuses, modified Ryan scores and MrTRG were 
examined. No statistically significant correlation was observed 
between the variables examined and the changes in MRV 
(p>0.05). The findings are shown in detail in (Table 6). 
The relationship between pre- and post-nCRT MRV values and 
the pathological and radiological response was evaluated by re-
classifying patients with grades 0, 1, and 2 in the modified Ryan 
scheme as pathological response present, and no response 
in those with grade 3, and radiological response present in 
patients with grades 1, 2, 3, and 4, and no response in those 
with grade 5. No statistically significant differences were found 
between pre- and post-nCRT MRV and pathological response. 
The relationship between pre- and post-nCRT MRV values and 
radiological response was found to be more significant than 
the pathological response, but at p=0.2, the difference was not 
statistically significant in either group (Table 7). 

Discussion

Predicting the pathological response to nCRT in the 
preoperative period is important for determining which 
patients can be followed up without surgery under a “watch-
and-wait” protocol. In surgeries performed after nCRT, a 
temporary or permanent ostomy is opened in most patients, 
which has negative effects on quality of life. Various clinical 
parameters were used to estimate the pathological response 
to nCRT. There are studies in the literature that have examined 
the relationship of response to nCRT with clinical parameters, 
such as tumor size, distance to the anal verge, and T and N status 
[20-25]. Although various studies have found a relationship 
between tumor size and response to nCRT, different methods 
were used in those studies to evaluate tumor size such as 
endorectal ultrasound, digital rectal examination and flexible 
endoscopy [20-24]. The relationship between distance to the 
anal verge and response to nCRT has not been fully clarified, 
and its value as a predictive marker is unclear [25,26]. Although 
a full clinical and pathological response after nCRT has been 
observed more frequently in T1-2 tumors, this rate has been 
shown to be lower in lymph node positivity [20-22]. Moreover, 
only examining T and N status is insufficient for individual 
patient response evaluation. 
There are studies in the literature that have aimed to predict 
which patients will respond to nCRT with imaging methods 
in LARC. MRI radionic features of mesorectal fat can be used 
to predict pathological complete response, local and distant 
recurrences, and T and N categories after treatment [14,15]. 
To the best of our knowledge, this study is one of the first 
to investigate the role of MRV changes in the estimation of 
pathological response to nCRT in the treatment of LARC.
In a previous study that evaluated the relationship between 
mesorectal fatty tissue volume and response to nCRT, it 
was shown that when MRV exceeded 69.4 mL, the rates 
of pathological response increased [13]. In that study, the 
median MRV value was found to be 85.7 mm3 (21.2-269.0), 
whereas in the current study, the MRV values measured with 

Table 4. Distribution of MrTRG and modified Ryan scores of 
patients

n (%)

Modified Ryan score

0 4 (10.3)
1 8 (20.5)
2 18 (46.2)
3 9 (23.1)
MrTRG

1 5 (12.8)
2 7 (17.9)
3 13 (33.3)
4 10 (25.6)
5 4 (10.3)
MrTRG: Magnetic resonance imaging tumor regression grade

Table 5. Compatibility of pathology data with MRI evaluations before and after nCRT

Pathology Pre-nCRT MRI Post-nCRT MRI Interclass correlation (95% CI)

n (%) n (%) n (%) Pat&PreMR Pat&PostMR

T

T0 7 (17.9) - 4 (10.3)

0.19 (-0.51-0.58) 0.63 (0.29-0.80)
T1 4 (10.3) - 7 (17.9)
T2 9 (23.1) 11 (28.2) 16 (41.0)
T3 16 (41.0) 25 (64.1) 11 (28.2)
T4 3 (7.7) 3 (7.7) 1 (2.6)
N

N0 28 (71.8) 9 (23.1) 26 (66.7)

0.42 (-0.10-0.70) 0.64 (0.30-0.81)
N1 6 (15.4) 22 (56.4) 9 (23.1)
N2 4 (10.3) 8 (20.5) 4 (10.3)
N3 1 (2.6) - -
MRI: Magnetic resonance imaging, CI: Confidence interval, nCRT: Neoadjuvant chemoradiotherapy
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MRI were 110.8 mm3 before nCRT and 108.4 mm3 after nCRT. 
The difference between the values in these two studies was 
attributed to the measurement with MRI in the current study 
and with CT in the previous study, and no clear criteria have 
been determined for MRV measurement. 
Some studies have shown that surgical outcomes after colon 
cancer surgery are related to the visceral fatty area rather 
than BMI [27-30]. In a study that investigated the clinical 
importance of mesorectal fatty tissue, it was shown that as 
the mesorectal fatty area (cm2) increased, survival increased 
[31]. Survival analysis was not performed in the current study, 
and as the mesorectal surface area was not considered to be 
more important, the MRV measurement was performed as a 
3-dimensional measurement.
As the number of patients in this study was low in each of the 
MrTRG grade and modified Ryan grade groups, the patients 
were classified as those with and without a pathological 
response, and the relationship between the MRI findings and 
the increase or decrease in MRV was evaluated. However, 
there was still not found to be any statistically significant 
relationship between the groups. 
A moderate-level correlation was determined between the 
pathological ypT and ypN values and the T and N statuses 
evaluated by MRI after nCRT. It can be considered that future 
studies with larger patient populations will be able to reach 
higher correlation values, and thus, statistically significant 
results will emerge.
Although no statistically significant difference was found in 
this study, it is important to examine the relationship between 
changes in MRV and both postoperative T and N status, as 
well as the clinical regression grade values (MrTRG and Ryan 
regression grade). 

Table 6. Relationships between variables and increase/
decrease in mesorectum volume

MRV 
decreased

MRV 
increased p

n (%) n (%)

Gender

Female 10 (55.6) 10 (47.6)
0.751

Male 8 (44.4) 11 (52.4)
Tumor localization

Distal 11 (61.1) 8 (38.1)
0.356Mid 5 (27.8) 9 (42.9)

Proximal 2 (11.1) 4 (19.0)
Surgical interval (weeks)

<12 12 (66.7) 18 (85.7)
0.255>12 6 (33.3) 3 (14.3)

ypT

ypT0 4 (22.2) 3 (14.3)

0.962
ypT1 2 (11.1) 2 (9.5)
ypT2 4 (22.2) 5 (23.8)
ypT3 7 (38.9) 9 (42.9)
ypT4 1 (5.6) 2 (9.5)
ypN

ypN0 15 (83.3) 13 (61.9)

0.132
ypN1 2 (11.1) 4 (19.0)
ypN2 0 (0.0) 4 (19.0)
ypN3 1 (5.6) 0 (0.0)
Modified Ryan score

0 3 (16.7) 1 (4.8)

0.619
1 4 (22.2) 4 (19.0)
2 7 (38.9) 11 (52.4)
3 4 (22.2) 5 (23.8)
MrTRG

1 2 (11.1) 3 (14.3)

0.601
2 5 (27.8) 2 (9.5)
3 6 (33.3) 7 (33.3)
4 4 (22.2) 6 (28.6)
5 1 (5.6) 3 (14.3)
MRI T before nCRT

T2 4 (22.2) 7 (33.3)
0.617T3 13 (72.2) 12 (57.1)

T4 1 (5.6) 2 (9.5)
MRI N before nCRT

N0 5 (27.8) 4 (19.0)
0.388N1 11 (61.1) 11 (52.4)

N2 2 (11.1) 6 (28.6)

Table 6. Continued
MRV 
decreased

MRV 
increased p

n (%) n (%)
MRI T after nCRT

T0 2 (11.1) 2 (9.5)

0.352
T1 5 (27.8) 2 (9.5)
T2 5 (27.8) 11 (52.4)
T3 6 (33.3) 5 (23.8)
T4 0 (0.0) 1 (4.8)
MRI N after nCRT

N0 11 (61.1) 15 (71.4)
0.301N1 6 (33.3) 3 (14.3)

N2 1 (5.6) 3 (14.3)
MrTRG: Magnetic resonance imaging tumor regression grade, MRV: 
Mesorectum volume, nCRT: Neoadjuvant chemoradiotherapy
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Study Limitations

The limitations of this study could be said to be that there was 
no analysis of total body fat volume, subcutaneous fat volume, 
visceral fat volume, and BMI values, the patient population was 
small, there is no standardization in MRV measurements, and 
it will be better to have two reviewers who can independently 
evaluate the MRIs and pathologies. 

Conclusion

In conclusion, although no significant relationship was 
determined between the increase or decrease in MRV and 
the response to nCRT, this is the first study to investigate this 
subject. There is a need for further studies with larger patient 
groups and using different imaging techniques, which will help 
overcome the limitations of this study and better reflect the 
importance of changes in MRV.

Ethics 

Ethics Committee Approval: The study was approved by 
the Local Ethics Committee of Konya Training and Research 
Hospital (decision no: 27-08, date: 04.07.2019) and conformed 
to the Declaration of Helsinki.
Informed Consent: Retrospective study. 

Authorship Contributions

Concept: R.S.K., E.E., O.D., Design: R.S.K., E.E., O.D., Data 
Collection or Processing: R.S.K., E.E., M.S., Analysis or 
Interpretation: İ.K., Literature Search: R.S.K., E.E., M.S., İ.B., 
B.T., Writing: R.S.K., E.E.
Conflict of Interest: No conflict of interest was declared by the 
authors.
Financial Disclosure: The authors declared that this study 
received no financial support.

References
1.	 Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global 

cancer statistics 2018: GLOBOCAN estimates of incidence and mortality 
worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 2018;68:394-
424.

2.	 Glynne-Jones R, Wyrwicz L, Tiret E, Brown G, Rödel CD, Cervantes A, et al. 
Rectal cancer: ESMO Clinical Practice Guidelines for diagnosis, treatment 
and follow-up. Ann Oncol. 2017;28:iv22-40.

3.	 Sauer R, Becker H, Hohenberger W, Rödel C, Wittekind C, Fietkau R, et al. 
Preoperative versus postoperative chemoradiotherapy for rectal cancer. 
N Engl J Med. 2004;351:1731-1740.

4.	 Petrelli F, Trevisan F, Cabiddu M, Sgroi G, Bruschieri L, Rausa E, et al. Total 
Neoadjuvant Therapy in Rectal Cancer: A Systematic Review and Meta-
analysis of Treatment Outcomes. Ann Surg. 2020;271:440-448.

5.	 Loos M, Quentmeier P, Schuster T, Nitsche U, Gertler R, Keerl A, et al. 
Effect of preoperative radio(chemo)therapy on long-term functional 
outcome in rectal cancer patients: a systematic review and meta-
analysis. Ann Surg Oncol. 2013;20:1816-1828.

6.	 Buckley AM, Lynam-Lennon N, O’Neill H, O’Sullivan J. Targeting hallmarks 
of cancer to enhance radiosensitivity in gastrointestinal cancers. Nat Rev 
Gastroenterol Hepatol. 2020;17:298-313.

7.	 Cercek A, Roxburgh CS, Strombom P, Smith JJ, Temple LK, Nash GM, et 
al. Adoption of Total Neoadjuvant Therapy for Locally Advanced Rectal 
Cancer. JAMA Oncol. 2018;4:e180071.

8.	 van der Sluis FJ, Couwenberg AM, de Bock GH, Intven MP, Reerink O, van 
Leeuwen BL, et al. Population-based study of morbidity risk associated 
with pathological complete response after chemoradiotherapy for rectal 
cancer. Br J Surg. 2020;107:131-139.

9.	 Kim SH, Chang HJ, Kim DY, Park JW, Baek JY, Kim SY, et al. What Is the 
Ideal Tumor Regression Grading System in Rectal Cancer Patients after 
Preoperative Chemoradiotherapy? Cancer Res Treat. 2016;48:998-1009.

10.	 Santos MD, Silva C, Rocha A, Matos E, Nogueira C, Lopes C. Prognostic 
value of mandard and dworak tumor regression grading in rectal cancer: 
study of a single tertiary center. ISRN Surg. 2014;2014:310542.

11.	 Tang HL, Berlin J, Branton P, Burgat LJ, Carter DK et al. Protocol for the 
examination of specimens from patients with primary carcinoma of the 
colon and rectum. Coll Am Pathol Based AJCC/UICC TNM, 7th Edition, 
2016.

12.	 Renehan AG, Malcomson L, Emsley R, Gollins S, Maw A, Myint 
AS, et al. Watch-and-wait approach versus surgical resection after 
chemoradiotherapy for patients with rectal cancer (the OnCoRe project): 
a propensity-score matched cohort analysis. Lancet Oncol. 2016;17:174-
183. 

13.	 Dilek O, Akkaya H, Parlatan C, Koseci T, Tas ZA, Soker G, et al. Can the 
mesorectal fat tissue volume be used as a predictive factor in foreseeing 
the response to neoadjuvant chemoradiotherapy in rectum cancer? A 
CT-based preliminary study. Abdom Radiol (NY). 2021;46:2415-2422.

14.	 Cui Y, Yang X, Shi Z, Yang Z, Du X, Zhao Z, et al. Radiomics analysis of 
multiparametric MRI for prediction of pathological complete response 
to neoadjuvant chemoradiotherapy in locally advanced rectal cancer. Eur 
Radiol. 2019;29:1211-1220. 

15.	 Yi X, Pei Q, Zhang Y, Zhu H, Wang Z, Chen C, et al. MRI-Based Radiomics 
Predicts Tumor Response to Neoadjuvant Chemoradiotherapy in Locally 
Advanced Rectal Cancer. Front Oncol. 2019;9:552.

16.	 Shu Z, Fang S, Ye Q, Mao D, Cao H, Pang P, et al. Prediction of efficacy 
of neoadjuvant chemoradiotherapy for rectal cancer: the value of 
texture analysis of magnetic resonance images. Abdom Radiol (NY). 
2019;44:3775-3784.

17.	 Barbaro B, Vitale R, Valentini V, Illuminati S, Vecchio FM, Rizzo G, et al. 
Diffusion-weighted magnetic resonance imaging in monitoring rectal 
cancer response to neoadjuvant chemoradiotherapy. Int J Radiat Oncol 
Biol Phys. 2012;83:594-599. 

18.	 Lu W, Jing H, Ju-Mei Z, Shao-Lin N, Fang C, Xiao-Ping Y, et al. Intravoxel 
incoherent motion diffusion-weighted imaging for discriminating the 
pathological response to neoadjuvant chemoradiotherapy in locally 
advanced rectal cancer. Sci Rep. 2017;7:8496.

19.	 Martens MH, Subhani S, Heijnen LA, Lambregts DM, Buijsen J, Maas M, 
et al. Can perfusion MRI predict response to preoperative treatment in 
rectal cancer? Radiother Oncol. 2015;114:218-223.

20.	 Hammarström K, Imam I, Mezheyeuski A, Ekström J, Sjöblom T, 
Glimelius B. A Comprehensive Evaluation of Associations Between 
Routinely Collected Staging Information and The Response to (Chemo)
Radiotherapy in Rectal Cancer. Cancers (Basel). 2020;13:16.

Table 7. Relationship of MRV with pathological and radiological response

Pathological response (+) 
Mean±SD

Pathological response (-)
 Mean±SD

p
MRI response (+)
Mean±SD

MRI response (-)
Mean±SD

p

Pre-nCRT MRV (mm3) 118.3±43.8 111.9±45.3 0.7 119.9±44.9 89.3±103 0.2
Post-nCRT MRV (mm3) 117.6±39.6 108.3±26.9 0.5 117.8±38.1 94.6±13.5 0.2
MrTRG: Magnetic resonance imaging (MRI) tumor regression grade, MRV: Mesorectum volume, nCRT: Neoadjuvant chemoradiotherapy SD: Standard deviation



50

Kerimoğlu et al. Relationship Between nCRT Response and MRV in Rectum Cancer
Acta Haematol Oncol Turc 2024;57(2):44-50

21.	 Bitterman DS, Resende Salgado L, Moore HG, Sanfilippo NJ, Gu P, Hatzaras 
I, et al. Predictors of Complete Response and Disease Recurrence 
Following Chemoradiation for Rectal Cancer. Front Oncol. 2015;5:286.

22.	 Garland ML, Vather R, Bunkley N, Pearse M, Bissett IP. Clinical tumour 
size and nodal status predict pathologic complete response following 
neoadjuvant chemoradiotherapy for rectal cancer. Int J Colorectal Dis. 
2014;29:301-307.

23.	 Huh JW, Kim HR, Kim YJ. Clinical prediction of pathological complete 
response after preoperative chemoradiotherapy for rectal cancer. Dis 
Colon Rectum. 2013;56:698-703.

24.	 Wallin U, Rothenberger D, Lowry A, Luepker R, Mellgren A. CEA - a 
predictor for pathologic complete response after neoadjuvant therapy 
for rectal cancer. Dis Colon Rectum. 2013;56:859-868.

25.	 Patel SV, Roxburgh CS, Vakiani E, Shia J, Smith JJ, Temple LK, et al. Distance 
to the anal verge is associated with pathologic complete response to 
neoadjuvant therapy in locally advanced rectal cancer. J Surg Oncol. 
2016;114:637-641.

26.	 Li M, Xiao Q, Venkatachalam N, Hofheinz RD, Veldwijk MR, Herskind 
C, et al. Predicting response to neoadjuvant chemoradiotherapy in 
rectal cancer: from biomarkers to tumor models. Ther Adv Med Oncol. 
2022;14:17588359221077972.

27.	 Aytac E, Lavery IC, Kalady MF, Kiran RP. Impact of obesity on operation 
performed, complications, and long-term outcomes in terms of 
restoration of intestinal continuity for patients with mid and low rectal 
cancer. Dis Colon Rectum. 2013;56:689-697. 

28.	 Watanabe J, Tatsumi K, Ota M, Suwa Y, Suzuki S, Watanabe A, et al. The 
impact of visceral obesity on surgical outcomes of laparoscopic surgery 
for colon cancer. Int J Colorectal Dis. 2014;29:343-351.

29.	 Tsujinaka S, Konishi F, Kawamura YJ, Saito M, Tajima N, Tanaka O, et al. 
Visceral obesity predicts surgical outcomes after laparoscopic colectomy 
for sigmoid colon cancer. Dis Colon Rectum. 2008;51:1757-1765.

30.	 Cakir H, Heus C, Verduin WM, Lak A, Doodeman HJ, Bemelman WA, et 
al. Visceral obesity, body mass index and risk of complications after colon 
cancer resection: A retrospective cohort study. Surgery. 2015;157:909-
915.

31.	 Yoon J, Chung YE, Lim JS, Kim MJ. Quantitative assessment of mesorectal 
fat: new prognostic biomarker in patients with mid-to-lower rectal 
cancer. Eur Radiol. 2019;29:1240-1247.


