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ABSTRACT

PURPOSE Organ preservation has become an attractive alternative to surgery (total
mesorectal excision [TME]) among patients with rectal cancer after neo-
adjuvant therapy who achieve a clinical complete response (cCR). Nearly 30% of
these patients will develop local regrowth (LR). Although salvage resection is
frequently feasible, there may be an increased risk for development of sub-
sequent distant metastases (DM). The aim of this study is to compare the risk of
DM between patients with LR after Watch and Wait (WW) and patients with
near-complete pathologic response (nPCR) managed by TME at the time of
reassessment of response.

METHODS Data frompatients enrolled in the InternationalWatch &Wait Database (IWWD)
with cCR managed by WW and subsequent LR were compared with patients
managed by TME (with ≤10% cancer cells—nPCR) from the Spanish Rectal
Cancer Project (VIKINGO project). The primary end point was DM-free survival
at 3 years from decision to WW or TME. The secondary end point was possible
risk factors associated with DM.

RESULTS Five hundred and eight patients with LRwere comparedwith 893 patients with
near-complete response after TME. Overall, DM rate was significantly higher
among LRs (22.8% v 10.2%; P ≤ .001). Independent risk factors for DM included
LR (v TME at reassessment; P 5 .001), ypT3-4 status (P 5 .016), and ypN1

status (P 5 .001) at the time of surgery. 3-year DM-free survival was sig-
nificantly worse for patients with LR (75% v 87%; P 5 .001). When stratified
for pathologic stage, patients with LR did significantly worse through all
stages (P ≤ .009).

CONCLUSION Patients with LR appear to have a higher risk for subsequent DM development
than patients with nPCR managed by TME at restaging irrespective of final
pathology. Leaving the primary undetectable tumor in situ until development of
LR may result in worse oncologic outcomes.

INTRODUCTION

Organ preservation has become an attractive alternative
to patients with rectal cancer who achieve a clinical
complete response (cCR) after neoadjuvant therapy.1-3

Strict surveillance programs (Watch and Wait [WW])
have been used for patients undergoing neoadjuvant
treatment strategies with acceptable outcomes.3-5 As
total neoadjuvant therapy (TNT) regimens are widely
implemented and inclusion of patients with early
stage, nearly 50%-60% are expected to achieve a cCR.3,4,6

Therefore, understanding oncologic outcomes and the

full landscape of clinical consequences here is very
important.

The risk of local regrowth (LRg) after initial cCR is around
25%-30%.7-9 In the majority of cases, salvage resection of
the primary tumor leads to excellent local disease control.10

However, there seems to be a higher risk for development of
subsequent distant metastases (DM).11

For these reasons, we have used two large data sets of
patients with rectal cancer undergoing neoadjuvant
chemoradiotherapy (nCRT)/TNT followed by WW or total
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mesorectal excision (TME) to estimate the risk for sub-
sequent DM after a LRg or TME.2

The present data attempt to provide evidence for the potential
risk of leaving in situ minimal residual disease until detection
of LRg to development of subsequent DM despite successful
salvage when compared with patients with near-complete
pathologic response (nPCR) managed by immediate TME.

METHODS

Hypothesis

Our hypothesis was that patients with LRg undergoing
salvage resection have a significantly higher risk for sub-
sequent development of DM at 3 years’ follow-up compared
with patients with nPCR managed by TME at the time of
reassessment after nCRT. Secondary hypothesis was that
LRg is an independent risk factor for DM.No other end points
were defined or analyzed.

Study Design

This is a retrospective study of two independent prospec-
tively maintained registries.

The International Watch and Wait Database was created in
2014 at the Champalimaud Foundation to allow collection of
data from institutions practicingWW.12 This registry captured
both retrospective (patientsmanaged byWWbefore 2014) and
prospective data frompatientswho achieved a cCR after nCRT
and were managed nonoperatively (from 2014 onward).2

The Spanish Rectal Cancer Project (VIKINGO) was estab-
lished in 2006 by the Spanish Society of Surgeons inspired by

the Norwegian Rectal Cancer Project and included the cre-
ation of a registry following educational workshops focused
on radiologic staging, proper TME surgery, and pathologic
assessment/reporting.13,14

In the International Watch & Wait Database (IWWD) and
VIKINGO registries, information from demographics,
baseline staging, neoadjuvant therapy, and follow-up is
captured and stored anonymously. All participating insti-
tutions have to provide individual patient consent and in-
stitutional review board (IRB) approval according to specific
local authorities for ethics in research.13

This study obtained IRB approval at the coordinating center
(São Paulo—Angelita & Joaquim Gama Institute/Hospital
Alemão Oswaldo Cruz #IRB 5.522.892).

Exact details of the neoadjuvant treatment regimen and
schedulingwere entirely at the discretion of the participating
institution. Unfortunately, accurate data on the use of TNT
are not available as this concept was only adopted more
recently. However, since the database was created in 2014
and recruited data information retrospectively (long before
TNT was even defined) and prospectively, the majority of
patients included in the present analysis did not receive TNT
regimens.

IWWD Database: LRg

All patients with LRg were extracted from the IWWD ex-
clusively from patients who achieved a cCR and/or under-
went nonoperative management (WW).

All patients were expected to exhibit cCR at the time of
reassessment of response based on previous attempts to
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standardize clinical endoscopic features of a cCR as described
elsewhere.15 In addition, as radiologic imaging for rectal
cancer evolved over time, the exact imaging modality used
for baseline staging and reassessment of response was en-
tirely at the discretion and availability at each institution.
Previous studies from the IWWD have suggested that the
outcomes of LRg using more contemporary imaging tech-
niques and interpretation showed no significant differences
when compared with the entirety of the database.7,9 Ulti-
mately, although the suggested definition of cCRwas already
available and clearly detailed during multiple workshops,
final decision to include patients in the WW program and
classification as a cCR was at the discretion of each par-
ticipating institution.12,15

Considering the heterogeneity within the registry in terms of
defining all strict criteria of a cCR, we also used the criteria
used within the database decision to WW. Therefore, all
patients reported to have a cCR at any given point after nCRT
completion and/or a decision to WW was given with an
explicit date were included in the analysis.

Patients under WW were not routinely recommended to re-
ceive adjuvant systemic therapy. Follow-up regimens in-
cluded specific surveillanceof the rectum/mesorectum/lateral
pelvic nodes and of systemic recurrences. Exact scheduling of
surveillance of the rectum and systemic recurrences followed
individual institutional recommendations.

LRg was defined as reappearance of primary adenocarci-
noma at the original site (rectum), mesorectum, and/or
lateral pelvic nodes. Pelvic recurrences were defined as re-
currences outside the boundaries of a LRg in the pelvis.
Systemic recurrences were defined as any recurrence outside
the pelvis confirmed histologically or radiologically.

The exact procedure used for salvage of the LRg was at the
discretion of the participating institution. Patients being
managed by local excision have also been included in the
present analysis since previous data suggested that patients
with LRg salvaged by local excision had statistically better
survival outcomes when compared with patients salvaged by
TME.16

The use of adjuvant systemic chemotherapy after salvage
was recommended on the basis of final pathologic findings.
In general, chemotherapy was offered for patients with
pathologically node-positive disease at the time of salvage
(ypN1).

VIKINGO Database: nPCR

All patients in the immediate TME group originated from the
VIKINGO project, where all patients underwent standardized
TME and full pathologic examination.13

Exact timing of TME surgery from the date of neoadjuvant
therapy completion, use of adjuvant systemic therapy, and

follow-up strategy for local disease control and systemic
recurrence followed individual institutional protocols.

For the purpose of this study, only patients where pathologic
findings included thepresenceof≤10%of residual cancer cells
were included, irrespective of final ypT and ypN features.

Time-Zero and Synchronous Versus
Metachronous Metastases

Considering DM-free survival is the primary end point, two
important definitions were made a priori concerning time-
zero and timing of diagnosis of metastases:

First, for the time-to-event analysis of DM, two different
time-zero definitions were used for patients with LRg. The
first, time-zero1, was the date of decision toWW. This allows
us to accurately estimate the effect of events occurring
between decision to WW and LRg.

Considering the fact that removal of the primary tumor
among patients with LRg only occurred at the time of
salvage/LRg diagnosis, we also performed a secondary
analysis using the date of diagnosis/salvage of LRg as time-
zero2. This secondary analysis allowed us to compare both
groups from the time that the primary tumorwas removed in
both groups.

As the variable decision to WW may have included patients
who ultimately never developed a cCR and to assure pa-
tients included were exclusively those where WW was
deemed appropriate (decision to WW and cCR), a subgroup
analysis was performed using only patients who have clear
definition of cCR before a LRg (avoiding the risk of con-
taminating the series with nonoperative management for
other reasons).

Second, patients with DM being diagnosed up to 3 months
from the LRg/TME were considered as synchronous while
DM being diagnosed beyond 3 months from the LRg/TME
were considered as metachronous. In previous studies
using conditional survival estimates, we have demon-
strated that the risk of DMs only becomes minimal after
patients complete 5 years of follow-up from the diagnosis
of a LRg (instead of the baseline cancer).7 Therefore, there
is a possibility that many DMs are derived from the LRg.
Furthermore, detection of a LRg may be far more chal-
lenging than a DM (often mistaken as an apparent cCR). In
this setting, it becomes impossible to rule out the possi-
bility of synchronous DMs being directly associated with
the LRg. For these reasons, we have decided to keep syn-
chronous metastases (occurring simultaneously with the
detection/salvage of a LRg) for the purpose of the present
analysis.

Follow-up wasmeasured using time-zero1 (decision toWW/
achievement of a cCR) among patients from IWWD and time
of surgery for patients in the VIKINGO project.
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Statistical Analysis

Risk factors for development of DM were identified in the
entire cohort through univariate/multivariate analysis.
Features associated with the risk of DM in the univariate
analysis with a P value ≤.1 were included in the multi-
variate model. Features associated with development of
DM with a P value ≤.05 were considered statistically
significant.

DM-free survival was estimated using Kaplan-Meier curves
and compared using log-rank test. P values ≤.05 were
considered statistically significant.

Reverse Kaplan-Meier curves were used to estimate po-
tential follow-up discrepancies between the two cohorts
(IWWD and VIKINGO).

RESULTS

A total of 2161 patients were included from the IWWD da-
tabase. After exclusion criteria (1,618 for cCR and 35 for
complete pathologic response after surgery for suspected
regrowth), 508 patients with a decision to WW and subse-
quent diagnosis of LRg were included in the analysis. Of this,
401 patients clearly had the description of cCR before the
diagnosis of LRg in the IWWD.

With a total of 20,395 patients from the VIKINGO database,
after exclusion criteria (8,866 did not receive nCRT; 10,395
with incomplete/complete pathologic response; 22 stage IV
patients; 110 with partial mesorectal resection, seven for
palliative surgery and 102 lost to follow-up), the analysis
included 893 patients with TME for nPCR (Appendix Fig A1,
online only).

The median follow-up for patients with LRg (IWWD) was
35months compared with 23 months for patients with nPCR
(P 5 <.001). In the group of patients from the IWWD who
underwent salvage resection for LRg, the median follow-up
was 37 months (P 5 .045).

Comparison between baseline features of both cohorts is
available in Table 1. Briefly, patients with LRg were slightly
younger (63 v 65 years; P5 .001), hadmore proximal tumors
(3.5 v 3.0 cm from the anal verge), and harbored more
baseline cN1 disease (37% v 15%; P < .0001).

LRg was more likely to harbor more advanced ypT stage
(ypT3-4—44% v 37%; P < .0001; Table 1).

DM were more frequently observed in patients with LRg
(23% v 10%; P < .001). In addition, time to development of
DM was also longer for LRg (22 v 17 months; P 5 .02) using
time-zero1 (decision to WW).

Risk Factors

After univariate and multivariate analyses (Table 2), ad-
vanced ypT stage (ypT3-4; hazard ratio [HR], 4.2 [95%CI, 1.3
to 13.5]; P 5 .01) and ypN1 (HR, 2.4 [95% CI, 1.7 to 3.3];
P < .001) were independently associated with the develop-
ment of DM,while immediate TME and nPCR (v surgery after
LRg) were associated with a decreased risk of DM (HR, 0.6
[95% CI, 0 to 0.8]; P 5 .01).

DM-Free Survival

DM-free survival was estimated using two different time-
zero points.

Initially, patients were compared using time-zero1 as de-
cision to WW (for LRg) and TME (for nPCR). Patients with
LRg had significantly worse distantmetastases-free survival
(DMFS) at 3 years when compared with immediate TME
patients (75% v 87%; P < .001 [Fig 1A]), similar to when we
analyzed only patients who achieved cCR before LRg (76% v
87%; P 5 .001 [Appendix Fig A2A]).

When time-zero2 was used (salvage of LRg and TME—to
control for exact time of removal of the primary), DMFS was
also inferior for patients with LRg when compared with TME
for nPCR. Of note, patients in the LRg group in this scenario
(time-zero2) already started with Kaplan-Meier curves
under 100%. This is because many of these patients at the
time of salvage (time-zero2) already presented with syn-
chronous DM and therefore <100% were metastases-free
(Fig 1B), similar to when we analyzed only patients who
achieved cCR before LRg (74% v 87%; P < .0001 [Appendix
Fig A2B]).

DM-Free Survival and Associated Risk Factors

After identification of risk factors independently associated
with the development of DM, we stratified subgroups of
patients with LRg and immediate TME using ypT status and
ypN status.

Among ypT1-2, DMFS at 3 years was worse for LRg when
compared with immediate TME (82.8% v 91.0%; P 5 .001).
Similar differences were observed for ypT3-4 (62.9% v
79.1%; P < .001; Fig 2).

Among ypN0, DMFS at 3 years was worse for LRg when
compared with immediate TME (77.7% v 90.4%; P < .001).
Similar differences were observed for ypN1 (49.4% v 75.0%;
P < .001; Fig 3).

After classifying patients according to final UICC stages I to
III, and comparing patients stage by stage, 3-year DMFSwas
significantly worse for LRg when compared with immediate
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TME—UICC stage I (ypT1-2N0): 83.5% v 93.5%; P < .001;
UICC stage II (ypT3-4N0): 72.3% v 83.1% P5 .009; and UICC
stage III (ypT0-4N1): 49.4% v 75.0% P < .001 (Figs 4A-4C).

DISCUSSION

This study suggests that patients with initial cCR/decision to
WW followed by LRg are at higher risk for development of
DM when compared with patients with incomplete patho-
logic response (≤10% residual cancer cells) to nCRT. In this
large series of patients with LRg or immediate TME with
nPCR, LRg remained as an independent risk factor for DM.
Even when stratified for other independent risk factors (ypT
and ypN status), LRg appear to be associated with worse
oncologic outcomes.

Previous studies already attempted to compare patients
with LRg with incomplete responders managed by TME
with no significant differences.17 Such comparison is
probably unfair since groups are not balanced for response
to nCRT. Although LRg had excellent initial response, pa-
tients undergoing immediate TME at restaging probably
did not.

Ultimately, LRg are tumors that probably harbored mi-
croscopic residual disease at the time of reassessment
(likely ≤10% residual cancer cells) but with apparent cCR.
As a comparator, we used data from the well-organized
VIKINGO project providing standardized and uniform data
on patients with rectal cancer.13

Exact reasons for the present findings are still unclear. First,
patients with incomplete response after delivery of nCRT
may result in a selection of the super resistant cellular
clones.18 Second, leaving these resistant clones in situ for
long periods of time may be critical to the development of
DM.19 Finally, surveillance strategiesmay also contribute to a
delay in the detection of LRg.

Interestingly, the use of different time-zero scenarios here
resulted in small statistical differences. Although using date
of decision toWWas time-zero for IWWDpatients provides a
balanced comparison from the initiation of treatment and
allows the estimate of events occurring between decision to
WW and development of LRg, it does not focus on the fact
that the primary tumor remains in situ in one group and is
surgically removed in the other group. In addition, the

TABLE 1. Clinical and Radiologic Features According to Treatment Group

Variable Surgery (n 5 893) Regrowth (n 5 508) P

Years of inclusion 2006-2011 1992-2021

Age, years 65.7 6 10.7 63.2 6 11.9 <.0001

Sex, No. (%) .94

Male 609 (68.1) 349 (68.3)

Female 285 (31.9) 162 (31.7)

Distance anal verge, cm 3.0 6 4.3 3.5 6 3.4 .02

cT, No. (%) .99

2 189 (21.6) 99 (21.6)

3-4 687 (78.4) 360 (78.4)

cN, No. (%) <.0001

– 736 (84.6) 291 (62.8)

1 134 (15.4) 172 (37.2)

ypT, No. (%) <.0001

0 9 (1.0) 15 (4.2)

1-2 549 (62.0) 185 (51.4)

3-4 327 (37.0) 160 (44.4)

ypN, No. (%) .98

– 686 (76.7) 230 (76.7)

1 208 (23.3) 70 (23.3)

Neoadjuvant treatment, No. (%) <.0001

Long-course chemoradiation 829 (93.5) 506 (99.6)

Short-course radiotherapy 38 (4.3) 2 (0.4)

Radiotherapy alone 20 (2.2) 0 (0)

Organ preservation, No. (%) 0 60 (15.3) <.001

Systemic recurrence, No. (%) 91 (10.2) 116 (22.8) <.0001

Time to systemic recurrence, months 16.7 6 14.5 21.8 6 17.0 .02

NOTE. Statistically significant values (P < .05) are shown in bold.
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TABLE 2. Clinical and Radiologic Features According to the Development of Distant Metastases

Variable
Patients Without Distant
Metastases (n 5 1,194)

Patients With Distant
Metastases (n 5 207) Univariable Analysis, P Multivariable Analysis, P

Age, years, mean (SD) 64.9 (11.2) 64.2 (11.3) .37

Sex, No. (%) .27

Male 807 (67.6) 148 (71.5)

Female 387 (32.4) 59 (28.5)

Initial staging, No. (%)

cT

1-2 247 (21.6) 41 (21.5) .95

3-4 894 (78.4) 150 (78.5)

cN

– 245 (21.6) 60 (31.1) .004 .1

1 892 (78.4) 133 (68.9)

Surgical procedure, No. (%) .72

Local excision 52 (4.7) 7 (4.1)

TME 1,059 (95.3) 165 (95.9)

Final pathologic staging, No. (%)

ypT

0 21 (2.0) 3 (1.8)

1-2 672 (62.4) 60 (36.4)

3-4 384 (35.6) 102 (61.8) <.0001 .016

ypN

– 822 (79.5) 92 (58.2)

1 212 (20.5) 66 (41.8) <.0001 <.0001

Management group, No. (%)

Immediate TME 802 (67.2) 91 (44.0)

Local regrowth 392 (32.8) 116 (56.0) <.0001 .001

NOTE. Statistically significant values (P < .05) are shown in bold.
Abbreviations: SD, standard deviation; TME, total mesorectal excision.
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FIG 1. (A) DMFS for patientswith LR and TME at the time of reassessment of response (TME) using time-zero1—decision toWW (in the LR group) and
date of surgery in the TME group—showing statistically significant differences between groups. (B) Estimates for DMFS using time-zero2—the date of
removal of primary tumor in both groups (salvage of LR and TME at reassessment)—also resulted in significant differences between groups. Of note,
using time-zero2, LR estimates does not start at 100% to account for synchronous (distant metastases and LRs) observed in a proportion of patients
already at time zero. DMFS, distant metastases-free survival; LR, local regrowth; TME, total mesorectal excision; WW, Watch and Wait.
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decision to WW is another source of significant heteroge-
neity across different participating institutions in IWWD.

Although the differences are statistically significant between
groups, one has to consider that we are dealing with a very
select group of patients (considerably small) with rectal
cancer who achieve a cCR and subsequent local regrowth.
Therefore, absolute numbers of patients impacted by these

findings are rather limited, requiring large data sets to
demonstrate them.20

Still, this study has several important limitations. First,
although registries may be successful in gathering signifi-
cant numbers of patients, it becomes impossible to rule out
significant heterogeneity in exact criteria for the definition
of cCR, exact criteria for decision to WW, and surveillance
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FIG 2. Distant metastases-free survival estimates for patients with LR and TME at reas-
sessment stratified by final ypT status. Patients with LR show significantly worse survival
estimates for subgroups ypT1-2 and ypT3-4. DMFS, distant metastases-free survival; LR, local
regrowth; TME, total mesorectal excision.
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strategies during WW. However, it provides real-world data
and reflects actual clinical practice with this novel treatment
strategy (WW). This is particularly important for patients
where a decision to WW was made. Another limitation is
related with the dynamic evolution of pathologic responses,
where some patients with nPCR could have transitioned to
complete pathologic response if surgery had been delayed by
a fewweeks (approximately 8weeks as recommendedwithin
the VIKINGOworkshops). In addition, the comparison of LRg
to nPCR is not necessarily fair and well balanced. Ultimately,
LRg may represent a distinct group of patients to nPCR and
biologically worse for reasons other than the actual per-
centage of residual cancer cells in the resected specimen. The
lack of information regarding the distribution of metastatic
site among patients in IWWD is also a significant limitation
as there is a possibility that LRg and TME at reassessment
could be associated with different patterns of dissemination

and site ofmetastatic disease. In addition, although there is a
substantial number of patients in either group, there is a
considerable amount of follow-up losses within both groups
as indicated by the reverse Kaplan-Meier curve (Appendix
Fig A3). Still, these differences may reflect an unintentional
bias associatedwith the fact that patients undergoing a novel
strategy are more likely to be closely monitored and for
longer periods of time when compared with regular/
standard TME surgery.

Also, the majority of patients in this study were managed
before widespread implementation of TNT regimens. More
contemporarydata consistently using induction/consolidation
chemotherapy during TNT regimens may ultimately affect
DMFS among these patients. Surprisingly, however, in recent
data publishedby a secondaryanalysis of theOPRA trial,where
100%of patientswere treatedwith TNT, the risk of DMamong
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LRg was similar to the rates reported here (nearly 30%). Al-
though the comparisonwith all patientsmanaged by TMEwas
not statistically different, patients with near-complete re-
sponse in OPRAmanaged by TME at the time of reassessment
also had a lower DM rate (15%).21 Altogether, these data are
consistent with our findings despite the fact that TNT was not
used for the majority of patients in our series.

In conclusion, LRg after initial cCR managed by WW after
nCRT appears to be at higher risk for subsequent develop-
ment of DM than patients with nPCR managed by TME at
restaging. In addition, LRg appears to develop DM at longer

intervals from initial treatment. Worse DM-free survival is
expected for LRg regardless (even when stratified) of other
independent risk factors such as ypT and ypN stage at the
time of resection. Although long-term data from regimens
incorporating TNT regimen are awaited, this information
may be crucial for patient counseling and decision making.
Allowing physicians to better inform patients about the
risks, benefits, and possible scenarios related to their
treatment alternatives when organ preservation is an option.
Future studies should consider the risk of subsequent DM
development among LRg in the design of trials incorporating
organ preservation with WW.
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10Department of Surgery, Hospital Clinico San Carlos deMadrid, Madrid,
Spain
11Colorectal Surgery Unit, Department of Surgery, Hospital Valle de
Hebron, Universidad Autonoma de Barcelona, Barcelona, Spain
12Department of Molecular Medicine and Surgery (MMK), Karolinska
Institutet, Stockholm, Sweden
13Department of Surgery, Leiden University Medical Center, Leiden, the
Netherlands

CORRESPONDING AUTHOR

Rodrigo O. Perez, MD, PhD; Twitter: @R_Perez_MD; e-mail: rodrigo.
operez@gmail.com.

PRIOR PRESENTATION

Presented at the 2024 ASCO Gastrointestinal Cancers Symposium, San
Francisco, CA, January 20, 2024.

SUPPORT

Supported by the European Society of Surgical Oncology, the
Champalimaud Foundation Lisbon, the Bas Mulder Award, granted by
the Alpe d’HuZes Foundation and the Dutch Cancer Society, the
European Research Council Advanced Grant, and the National Institute
of Health and Research Manchester Biomedical Research Centre.

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS
OF INTEREST

Disclosures provided by the authors are available with this article at DOI
https://doi.org/10.1200/jco.24.00405.

AUTHOR CONTRIBUTIONS

Conception and design: Laura M. Fernandez, Guilherme P. São Julião,
Carlos Cerdan Santacruz, Angelita Habr-Gama, Rodrigo O. Perez
Financial support: Cornelis J.H. Van De Velde
Administrative support: Cornelis J.H. Van De Velde
Provision of study materials or patients: Carlos Cerdan Santacruz,
Oscar Cano-Valderrama, Geerard L Beets, Jose Azevedo, Blas F. Lorente,
Sebastiano Biondo, Eloy Espin-Basany, Per J. Nilsson, Anna Martling,
Cornelis J.H. Van De Velde
Collection and assembly of data: Laura M. Fernandez, Guilherme P. São
Julião, Oscar Cano-Valderrama, Jose Azevedo, Rocı́o S. Rancaño,
Sebastiano Biondo, Eloy Espin-Basany, Bruna B. Vailati, Anna Martling,
Cornelis J.H. Van De Velde, Rodrigo O. Perez
Data analysis and interpretation: Laura M. Fernandez, Guilherme P. São
Julião, Andrew G. Renehan, Oscar Cano-Valderrama, Geerard L. Beets,
Blas F. Lorente, Bruna B. Vailati, Per J. Nilsson, Anna Martling, Amjad
Parvaiz, Angelita Habr-Gama, Rodrigo O. Perez
Manuscript writing: All authors
Final approval of manuscript: All authors
Accountable for all aspects of the work: All authors

ACKNOWLEDGMENT

Lists of the VIKINGO and IWWD consortium members can be found in
Appendix 1 and Appendix 2.

REFERENCES
1. Habr-Gama A, Perez RO, Nadalin W, et al: Operative versus nonoperative treatment for stage 0 distal rectal cancer following chemoradiation therapy: Long-term results. Ann Surg 240:711-718,

2004; discussion 717-8
2. van der Valk MJM, Hilling DE, Bastiaannet E, et al: Long-term outcomes of clinical complete responders after neoadjuvant treatment for rectal cancer in the international watch & wait database

(IWWD): An International Multicentre Registry Study. Lancet 391:2537-2545, 2018
3. Garcia-Aguilar J, Patil S, Gollub MJ, et al: Organ preservation in patients with rectal adenocarcinoma treated with total neoadjuvant therapy. J Clin Oncol 40:2546-2556, 2022
4. Habr-Gama A, Sabbaga J, Gama-Rodrigues J, et al: Watch and wait approach following extended neoadjuvant chemoradiation for distal rectal cancer: Are we getting closer to anal cancer

management? Dis Colon Rectum 56:1109-1117, 2013

Journal of Clinical Oncology ascopubs.org/journal/jco | Volume 43, Issue 14 | 1671

Watch and Wait for Rectal Cancer—What Is at Risk?

mailto:rodrigo.operez@gmail.com
mailto:rodrigo.operez@gmail.com
https://ascopubs.org/doi/full/10.1200/jco.24.00405
http://ascopubs.org/journal/jco


5. Chin RI, Roy A, Pedersen KS, et al: Clinical complete response in patients with rectal adenocarcinoma treated with short-course radiation therapy and nonoperative management. Int J Radiat Oncol
Biol Phys 112:715-725, 2022

6. Habr-Gama A, Sao Juliao GP, Ortega CD, et al: A multi-centre randomized controlled trial investigating consolidation chemotherapy with and without oxaliplatin in distal rectal cancer and Watch &
Wait. BMC Cancer 23:546, 2023

7. Fernandez LM, Sao Juliao GP, Figueiredo NL, et al: Conditional recurrence-free survival of clinical complete responders managed by watch and wait after neoadjuvant chemoradiotherapy for rectal
cancer in the international watch & wait database: A retrospective, international, multicentre registry study. Lancet Oncol 22:43-50, 2021

8. Sao Juliao GP, Karagkounis G, Fernandez LM, et al: Conditional survival in patients with rectal cancer and complete clinical response managed by watch and wait after chemoradiation: Recurrence
risk over time. Ann Surg 272:138-144, 2020

9. Chadi SA, Malcomson L, Ensor J, et al: Factors affecting local regrowth after watch and wait for patients with a clinical complete response following chemoradiotherapy in rectal cancer (InterCoRe
consortium): An individual participant data meta-analysis. Lancet Gastroenterol Hepatol 3:825-836, 2018

10. Dossa F, Chesney TR, Acuna SA, et al: A watch-and-wait approach for locally advanced rectal cancer after a clinical complete response following neoadjuvant chemoradiation: A systematic review
and meta-analysis. Lancet Gastroenterol Hepatol 2:501-513, 2017

11. Fernandez LM, Sao Juliao GP, Renehan AG, et al: The risk of distant metastases in patients with clinical complete response managed by watch and wait after neoadjuvant therapy for rectal cancer:
The influence of local regrowth in the international watch and wait database. Dis Colon Rectum 66:41-49, 2023

12. Heald RJ, Beets G, Carvalho C: Report from a consensus meeting: Response to chemoradiotherapy in rectal cancer—Predictor of cure and a crucial new choice for the patient: On behalf of the
Champalimaud 2014 faculty for ‘rectal cancer: When NOT to operate’. Colorectal Dis 16:334-337, 2014

13. Ortiz H, Wibe A, Ciga MA, et al: Impact of a multidisciplinary team training programme on rectal cancer outcomes in Spain. Colorectal Dis 15:544-551, 2013
14. Wibe A, Moller B, Norstein J, et al: A national strategic change in treatment policy for rectal cancer--implementation of total mesorectal excision as routine treatment in Norway. A national audit.

Dis Colon Rectum 45:857-866, 2002
15. Habr-Gama A, Perez RO, Wynn G, et al: Complete clinical response after neoadjuvant chemoradiation therapy for distal rectal cancer: Characterization of clinical and endoscopic findings for

standardization. Dis Colon Rectum 53:1692-1698, 2010
16. Fernandez LM, Figueiredo NL, Habr-Gama A, et al: Salvage surgery with organ preservation for patients with local regrowth after watch and wait: Is it still possible? Dis Colon Rectum 63:

1053-1062, 2020
17. Habr-Gama A, Perez RO, Proscurshim I, et al: Interval between surgery and neoadjuvant chemoradiation therapy for distal rectal cancer: Does delayed surgery have an impact on outcome? Int J

Radiat Oncol Biol Phys 71:1181-1188, 2008
18. Bettoni F, Masotti C, Correa BR, et al: The effects of neoadjuvant chemoradiation in locally advanced rectal cancer-the impact in intratumoral heterogeneity. Front Oncol 9:974, 2019
19. Deidda S, Elmore U, Rosati R, et al: Association of delayed surgery with oncologic long-term outcomes in patients with locally advanced rectal cancer not responding to preoperative

chemoradiation. JAMA Surg 156:1141-1149, 2021
20. Socha J, Kepka L, Michalski W, et al: The risk of distant metastases in rectal cancer managed by a watch-and-wait strategy—A systematic review and meta-analysis. Radiother Oncol 144:1-6, 2020
21. Thompson HM, Omer DM, Lin S, et al: Organ preservation and survival by clinical response grade in patients with rectal cancer treated with total neoadjuvant therapy: A secondary analysis of the

OPRA randomized clinical trial. JAMA Netw Open 7:e2350903, 2024

1672 | © 2024 by American Society of Clinical Oncology

Fernandez et al



AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST

Risks of Organ Preservation in Rectal Cancer: Data From Two International Registries on Rectal Cancer

The following represents disclosure information provided by authors of this manuscript. All relationships are considered compensated unless
otherwise noted. Relationships are self-held unless noted. I5 Immediate FamilyMember, Inst5My Institution. Relationshipsmay not relate to the
subject matter of this manuscript. For more information about ASCO’s conflict of interest policy, please refer to www.asco.org/rwc or
ascopubs.org/jco/authors/author-center.

Open Payments is a public database containing information reported by companies about payments made to US-licensed physicians (Open
Payments).

Bruna B. Vailati
Speakers’ Bureau: Johnson & Johnson/MedTech
Travel, Accommodations, Expenses: Johnson & Johnson/MedTech,
Medtronic

Per J. Nilsson
Honoraria: Amgen

Anna Martling
Leadership: Bactiguard, Smartcella
Stock and Other Ownership Interests: Bactiguard, Smartcella,
AstraZeneca
Consulting or Advisory Role: CarpoNovum

Rodrigo O. Perez
Honoraria: Johnson & Johnson
Consulting or Advisory Role: Johnson & Johnson/MedTech
Research Funding: Medtronic (Inst)

No other potential conflicts of interest were reported.

Journal of Clinical Oncology ascopubs.org/journal/jco | Volume 43, Issue 14

Watch and Wait for Rectal Cancer—What Is at Risk?

http://www.asco.org/rwc
https://ascopubs.org/jco/authors/author-center
https://openpaymentsdata.cms.gov/
https://openpaymentsdata.cms.gov/
http://ascopubs.org/journal/jco


APPENDIX 1. VIKINGO CONSORTIUM
Francisco Blanco Antona (Complejo Asistencial de Salamanca), Elena Yagüe Martı́n
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Antonio Climent (Hospital Policĺınico de Vigo [POVISA]), Monica Reig Pérez (Hospital
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FIG A1. Flow diagramdemonstrating the study population in each database (IWWDand VIKINGO) and patients excluded from the analyses.
IWWD, International Watch & Wait Database; nCRT, neoadjuvant chemoradiotherapy; PME, partial mesorectal excision; TME, total
mesorectal excision; TRG, tumor regression grade; VIKINGO, the Spanish Rectal Cancer Project; WW, Watch and Wait.

A B

50

60

70

80

90

100

Time Since Decision to WW/Date of Surgery (months)

DM
FS

 (%
)

DM
FS

 (%
)

0 12 24 36 48 60

559 413 293 212 137893

401 319 243 168 117 74

TME

LR

P < .0001

No. at risk:

TME

LR

DMFS From WW—Clearly cCR Description Only

559 413 293 212 137893

312 191 138 92 60 32

No. at risk:

TME

LR

Time Since Date of Surgery (months)

P < .0001

50

60

70

80

90

100

0 12 24 36 48 60

TME

LR

DMFS From Surgery—Clearly cCR Description Only
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Reverse Kaplan-Meier Curves With Differences in Follow-Up Between Groups
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