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[ Abstract] Therapeutic goal for locally advance rectal
cancer (LARC) patients includes long - term survival and
function preservation of pelvic organs. During the recent two
decades, treatment strategy for LARC is gradually shifing to
minimally invasive surgery, even avoiding a major surgery.
"Watch and wait (W&W)" strategy is effective in dramatically
decreasing surgical trauma and significantly improving
preservation of defecation, urination and sexual function. Total
neoadjuvant therapy (TNT) shifts all or part of adjuvant
chemotherapy to the neoadjuvant phase and has showed
obvious advantage in tumor shrinkage and complete clinical
response (cCR) achievement. This article will summarize the
transition of treatment strategy of LARC towards W&W from
standard treatment. After more than ten years of development,
both  NCCN and ESMO guidelines recommend stratified
neoadjuvant treatment considerations based on distinct risk
classifications and especially suggest TNT for LARC patients
with advanced diseases, which affirms the value of TNT in
tumor shrinkage. Although accumulating data show that pelvie
control and organ preservation using W&W strategy after cCR
is equal or non-inferior to standard surgery, impact on long-
term survival still needs prospective randomized controlled
study; no consensus has been achieved for the detail of the
W&W strategy. Thus W&W strategy is suggested to applied in
hospitals specialized in the treatment of rectal cancer within
the framework of multiple disciplinary treatment. In view of
special medical conditions of our country, we still need to
accumulate more experience and data of W&W strategy for
rectal cancer patients with appeals for sphincter preservation

and actively participate in international researches.
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J ¥ 3t & 31 H 7 9% (locally advanced rectal
cancer, LARC) E# Y67 Er e B H K ¥ &
Fhigiety ke, i THEBINFRELFA
B AE Wy H M, KB 486 697 2 LARC W7 R K
FEEWN o, HERAQERLHENRBELL
X REBRWHE UKMEREEANEANEK
WFAREAFEHARE F AR, LARCHIT Ko, &
BN K" FREANFRANFRETENETF
AREFT o RATMAIT 5L B 8 IE K <42 %M
(clinical complete response, cCR) #Y B # £ % “ % 45
M Z (watch and wait, W&W )" 5 B, B 7] 7 s /R £ %
ZREMEEEH TR TFARGRMG, RS T
BAMBHEM T E R, B E
WK G LR BB R T ik . AR FTH By
78 97 (total neoadjuvant therapy, TNT) $ 2 & = & &
AW TS ERBERETELE T AN
®# . 2004 £, B 7 Habr-Gama A JA #1387 LARC
B KRBT H AT 3 8 cCR J& K Al W&W 5K s LA i
BERHY, 25,434 REF O+ RFNEE
AW AR, INTHETERTHHF TR
B cCR M. 2017 4, 5 ] 20 4 H7 & 3L 4F 3t
J& £ F & (Memorial Sloan Kettering Cancer Center,
MSKCC) £ % [E s JK fF /8 2% 2 (American Society of
Clinical Oncology , ASCO) 4 2 3 32 By A+ A ] i 14
MHEFRER, MIEET X —-FH, KXEEFER
DL W&W 4y 4% 15 89 LARC ¥ 97 5K ¥ 1, 4 ff o A7 0
Wy AR BT ALY 1 TNTHE A iy &t

— TNT 3% 75 # R 09 I )R A 2 7 45 3

TNT 6 7 A% X B 7 06 0 15 R AT %5 K | 4
Bk (1) &R (5-FU) X % 4 B 5 oy
(concomitant chemoradiotherapy , CRT) 2 %2 12 7% J7
(short course radiotherapy , SCRT)+7% )7 +2 A 1%
Z JEY] P A (total mesorectal excision, TME ) +%# By 1t
TEEA, LK1, (2)F R UT+5-FUXREY
CRT+TME+# By (b7 oy KA, W& 20, £ N AT
Wb B FEENAT BT A B LARC, Bl c T~ 415
WLrAREBERT AN NG RENEL, NFRBK

FHANEANEFTRRARES ., HW, AR
ZRAE R TINT BT F m NS 254, & % B A
Vi % H 240 (Cet) A1 MR IK £ 40 (Bev), X BT, H
# # A 3% & % A % ## (pathological complete
response, pCR) & 1y # % {8 4 F A & 9 1 B R
K ATIEIT H Am N Cet, 38 A Bk Fn 25 8 8 1 BLR L,
JEIE % F Xt B4, T Aim N\ Bev ¥ #n 7 F R 3 K £ 1h
RER AHEEYHORAYLE0LELRS, B
M, EHINT,ETHLAR KA BT B EMR
THET AT W Fn T B INTE R, X &2 4
BRI 5K 3 LR v, MT b, K
W # % B & W, TNT 228 TNT 41 89 pCR 2 cCR F
¥, ik E T 4 40%; MSKCC 3 3 th Ak B A
iy B A 5T 4 R R, A HE LR (LY 41, TNT 41
cCRZE W LT (21% . 5.9%) , BLAE %97 4 K 5 12
AN F B, TNT 40 78 % 39T 44 5 92% F1 719%
B8R T cCRVIRA, T TNT 4109 B 5 £ 411
b o E i e, B R R TNT 36 97 4 R xt
T b 8 3R 48 09 97 U= WA

— ERrfEE X TINTERWiEE

J£F CAO /ARO/AIO-94 % % LA 55,2004 45 %
I 4% A JE JE W % (National Comprehensive
Cancer Network , NCCN) 45 % ¥ “5-FU £ 25 4 [/ # K
A2 BT +TME+ 3 By {47 73X AN 36 97 # X AE & LARC
By v — AR BT REFHATIE R, A E 20154, 4
T ¥ BE 7 438 9 Grupo Cancer de Recto 3(GCR3) #f
5 4 R Fa MSKCC ] B M #F 181 By 30 4, A %
FIT +CRT+TME+%4 By {47 73X A 4% X 88 Ao 4 36 97
LARC By ¥ 7 % 2 —, 2016 4, 3t F 4 T, 21 b
LARC &%, X3 4n 7 “SCRT+TME+# By {47 73X —
H I HTH 2018 4 NCCNFE i H#AT T R A WP %
Z 97 BT LARC 4 — N EERBAT T N E,
T 2018 BUFF LARC # # 3% B8 MRI - & 7% i 35 & 71
% (circumferential resection margin, CRM) & & % 1%
MK T W HE:—2£ K To/Ts CRM(-)/N L 3 B3,
KEBHENBTHREMAZMNINEFE; 7 —%
1 Ty CRM (+)/T./Nany/ /5 & 7 7 41 &/ [E % J& B 1
TFARBT, X KEHWBTREFMHLE: (1)CRT
HAEBT &K 6 A EH T, i F CRM AR K [0
REZRGWHEE A, N 45 3~44 A th & F 17,
BI“CRT+% § L7 + TME+4 By (L7 789 TNTHE ., T
2o R EH T Al B CRM 4 A M, U 7T DL B #:4T TME
A5 (2) AT3~4 A 2 5 097, B %R CRT, E 3
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R1 BB AR+ SR T+ 4 B R IR A (TME )+l Bh by 7 " 28R R Bl Ay 7 (TNT) 28 TNT #5345 51

A BBNGTT

WA e \ - o N
Y Epea LR IEVIES X EELER
S B ’ ! (W) 5EHE(%) !
TNT 5
Timing® " WHEREHLET o 0~ ILI) CRT-TME-mFOLFOX8 & (BE£:E) 60 82 pCR 18%
AT CRT-mFOLFOX 2FETME-mFOLFOX 6F2G5#:) 67 81 pCR 25%
CRT-mFOLFOX 4F&-TME-mFOLFOXAFE(HEN:) 67 77 pCR 30%
CRT-mFOLFOX 6F+TME-mFOLFOX 2R (ERE) 65 78 pCR 38%
RAPDIO®  ZHHRAHLIT AR o [ ~NH (cTo MRF  SCRT-6F2 CapeOX (5% 9 ## FOLFOX4)-TME 452 94 P4LE pCR Ky
RIHFTE <Imm, Ny JIHREL - CRT-TME-8 2 CapeOX (Bi# 1272 FOLFOX4) 468 19%
L EMVIFAYE )
MSKCC™" MBS o 1T~ N FOLFOX 8 F#-CRT-TME 308 - pCR+cCR 36%
5 ¢CR 21%
CRT-TME-# B fby7 320 - pCR+cCR 21.8%
¢CR 5.9%
FETNT BT
Polish 11" = IR IE o 1T~ I3Y) (R 2 A SCRT-FOLFOX4 3 FE-TME-e M4l B ik Y 261 63 pCR 16%
T Tss) CRT-TME- A B b7 254 66 pCR 12%
SYSUCC " PAEFRTHEYE  cTT~TIY CapeOX 1 F-CRT(CapeOX [fl25 2 T2 )-CapeOX 1 51 98 pCR 42%
W5 FE-TME-CapeOX2 F-Capecitabine2 &
SEME ERIETE T~ CRT(CapeOX H1J# /5% )-Capecitabine 1F4- 42 76 pCR 16%
B T TME-6 % 8 £ CapeOX
STELLAR”" = HiBEHLXIE o Il ~ DY HM R4k SCRT-CapeOX4 F2-TME-CapeOX 2 72 552! - -

IR A5 BT Z<10cm  CRT-TME-CapeOX 6 7%

TE: MRF 4 B ZR B EMVI R BESR MU R0 ; CRT Ay SRR e 28 25 7Bk S KB 7 I IR AL T8RS 7 s TME S 4 B RISV BR AR L SCRT 2
BIRYT s pCROVIRIRSE G 5 cCR MR S8 2R M 5 “ " Fm R A B BUR ATTLE R 5 2017 AERCH B I8 2725 (ESTRO) A T 4414
B pCRAFN 19%, 5547 3% He52 WRW , A A AL A5 , SRR 7 58 R AF o8 418 & "INT A140S 7 25 9 56 0 5 ey , 4 Ay < 44
AP 22 IR T B K I [ B 5 PRAT AR 2257, 3 RAE AR R 73% F165%(P=0.038) s N P RFEAS i

BEAT B8 2 BT R G BATF R, BT ST+
CRT+TME+4 By fbJ7 "8 TNTH# X . A8t 2 T,2018
HUNCCN #5 ¥ F % 6y TNT 55 8- 3 7% | T 5 3 E Ao
BANEREAY, XTX—#E, RINTUEH
NCCN & 7 A WM i 58 79 #} 2% % (European Society
for Medical Oncology, ESMO) 48 B ft & 19 # % .

2013 i ESMO 48 & ¥ , ¥ Mo 1 & 17 0% 4% BB /& [
HESNREH FH P8 AR ol R
HAEHETNTH R, 2017 £ ESMO 45 & E # b, £ [0
NFERERNARERNSR, BERED I
R LR RN R B, CRT+F B 7 +
TME” 78 “SCRT+1% % 4. 57 + TME” 3 # ## TNT By 4 =X,
YER T B cTsub  H M F 55 i (mesorectal fascia,
MRF) FE 14 AL 4R AL % 42 0 77 ok B 45 PR M Jax 41 &
HA W BT RS,

M BB 3 H, ESMO 48 B E 4% TNT 8y 36 57
BXE N, NCCNH it ERA G NAEH
ABHHFEFE NCCNEHENREZ, H LA TAL
WAty EFE NCCNIEHE N B A H T
FHH AT FN BN TEREREREREN 2

B, HI Wk & RoWI bR, A4 W & T 4k 52 30 4 B 6
7, OB TNT R A R 3 E o 1 oy B P
5 B 5 3R 45 W9 0185 7 4h , ESMO 45 7 o, % A TNT
#E R B MY A, E CRT+3 & 47 +TME”
F1“SCRT+7% S AL 577 +TME” 77 #F TNT # R, 3% A 44
N 17 +CRT+TME” ty 4 K, , 1 NCCN #5 5
HAHEXHE, AR RIS EFEE BT,
1 #5 CAO/ARO/ATO-12 (3 it 5 : NCT02363374) ¢y
HRER,

PL _E 4% 77, NCCN #5 & 1 ESMO 4§ & xt T TNT
BER BT, KR & R AU B AT F 9 8 TNT
MAEETHREH2LARCEAZ W KB AL E, B
TNT A KX 78 Bb R 45 7 W h %, B2/ 2N,

= .cCR & W&W % B th #F

™ 7 Habr-Gama @ B\ B 1998 &£ FF 444 7 —
R B M B 34 B 697 cCR B AT W&W K B
t A AR Glynne-Jones 71 Hughesmr}(‘fﬁ%—@
HRHITTREN, EREFR, KR FRHEH CR
FEZWRWHEAMEAZ M ERBBEEKEY
H2T%, MM EROAKEME LN ER, BHF A
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K2 FERITRUIRIENE (5-FU) 25 R HALS 7 + 2 B R IEVIER AR+ B ALY 77 2 B A AR Bh iRy 7 (TNT)

B2 TNT WF5E 45 50
z3 AL SV
POLET woctm Sl A B TR A=
TNT 5%

GCR3"' IR T HMREEE R CRM<2 mm K cTs HIF CapeOX 4 F#-CRT(CapeOX Hi 56 85 pCR 14.3%
RIS ST G B B T <6 em BT V) B 1) JAJT %) -TME
I TN+ CRT(CapeOX FJEJ548)-TME- 52 80 pCR 13.5%

CapOX47F2

CONTRE™'  FARFHiEME o T~ mFOLFOX6 8 #-CRT-TME 39 90 pCR 33%
5T

MSKCC?! PR EEPE o I~ T30 mFOLFOX6 H{i 7F2(2~12F2)- 61 - pCR+cCR36%,
WrE CRT-TME pCR 29%

K TNTHFSE

EXPERT™  HUEFrHEt:  MRF M, THIEE FACFFFaditT  CapeOX 4 #2-CRT-TME- 105 89 pCR 20%

T ATERAIL, TR A0 E /225 mm Capecitabine 42
T AL FEI A 2L a5 R, TN,

EXPERT-C™'" ZMWIRfAL6  MRF B, T B T PP AT CapeOX+C2254F-CRT+C225- 44 91 pCR 11%
IR L, TR A0 A IR 225 mm, TME-CapeOX+C225 4 Fi
WoE T., EMVI B, KRAS 5 BRAF #7481 CapeOX 4 F2-CRT-TME- 46 90 pCR 7%

CapeOX 4

AVACROSS ™ —WIBUERT MR FEHEAIZE<12 em, T-HIWEAI T CapeOX + Bevacizumab 4 F2- 47 - pCR 36%

MEPERFTY BN 13 MEAL T EA B BEBSCRM CRT + Bevacizumab-TME-
<2 mm, FEREVEROAEIE 2 CRM<2 mm CapeOX 4 72 (REHF4E)

AL CRM, 1] LIYIERAY T, TsN+

TE : CRM R 3R JE V2% MRF S B 3R BT IS s EMIVIL SR BE S LA R A0 s CRT Ay S0 PR M e 24 24 kA R AR 0T 1) TR 25 A7 s TME S 4 W &
JBEIBRA , SCRT AR FEHT s pCROW I BLIE R LM 5 cCR NI RIE R M 5 =" FR RAT B BORAATEG R BETE R B A RS VM 5L Y

2 ) TR R IR 5P C225 A B R EE I R VS YN, SR DR AR 1 (93% L 75% ) , OS AR (HR=0.27)  FARIF HAEW £

K EBRRE3%~11% 2 5], 2016 F,Li F” 27 #
SIERT 2HREFOLKNETEBEE CR
KA WKW BT AR  ERE R, KB LR F
¥ B T R <30%, 18 4 A A BOL T AR 8 3k E
60%~80% ; 1% X 34T W&W % 5 5 ¢CR J5g F A 0y &
HFHATUR  AHAF NI RAEGENMEEGREZ
RATGITFE L, B XER T RENNNR
BERFF, BB IR,

2016 4, Renehan % /4 3 7 £ E 4 R fiF 5 +
N R R TE R MR B R LR T 129 ) K BT Ak b
cCR JE % W&W % 85 6 B i 0% 2 % 5 129 ] 3¢
cCREATTME R # 87 %, AR E R T, W&W 4
FH34% M EF BT MG R E A, P 88%
KA EBNEHFER T HMEIT; WW 451 F
RAM 35 T % 7 E 05 K 88% 11 78%,3 4F & A&
TR HH K 96% F187%, £ 7 KKt FE X;
W&W 4ty 3 T 0 EFE KN T74%, AR & TFA
A 47%, %= 0 it % & o

2017 £ , Dossa %' Meta 9~ #7 7 23 & i 3=
867 1] cCR & # % W&W B % £ 3 th &£ 7 B3k, oF

RERE R, EH2EWERBEEE N 157%, 3K
W BH P 54% 75| THHKET . BEXFRET
FLIE 52 4 pCR 8y B % (pCR 41) 5 cCR & W&W & #
(W&W 41) 1y 7 fi 8 oy 35 7 A4 22 7n B 781 F 7 MO 2L
R ERYLHITFEL,HpCRA TR EFEMT
W&W 41, & 4 FH A4 ; M W&W 41 5 cCR J F A
BHAN, TG R E L IR R
TR GEURBEEGENZRHTRITFE N,
2018 47, Lancet T| 1 7 [ Fr & £ W £ 3048 &
(International Watch & Wait Database, IWWD) & &
YK B AR 15 NE R 47 A F 0 BT B 880 ] AT #T
BT cCR G H % W&W iy B 7% B % 5 K %
BB R B 33E 2E R R E AR
K 25.2%,88% th E B A K K E B BT E KRB 24
W, 5 &AL LA BE (97%) 49 £, 3 4k # 7 %y 8%,
BHESEREGRE N8N, SERREREEREY
949%™, KR4 H Ik, T AFEREHN cCRE W&W 5K
AR 3R, W&W SR HE By SEMERR i T ¥ A JE WY IEHE
IR T, 2019 4, MSKCC t #F %8 4 £ 4 A .
B E R LA T 1136 cCR & W&W & 2 F1 136 17
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pCREF WA FEF LT, W&W 4 4 JE it 8 54| B
WAL R K 82%; W&W 41 #1 pCR 415 5 1y % 4 7
o5 K T3% F1 94% , T Ik £ 7 F 0 F R T5% Fa
92% , it & 45 = M £ E 4 5 90% A1 98% ; 2
WW At b m B RN R Erng T
T A K EH(36% 1 1%)™, R4 W&W 44 AT
145 29 L0 £k ¥ o i s b B 3 ) O R LR AR
ERERBHEELCHHE S NS, X4
FEB AT bkt W&W % B iy T ¢ FrdE I,

09 | [ FRAE R W&W % s By 2

20134 ,NCCNH# it it ZEFT HEARHAT
“cCREW&W EFARBIT, Z G Fimm EHN
B, 3R B et W&W B SCF W2, 182018 MR
NCCN#5/ , E B A EW 0 G ABERT RAET
Fan R H R A T CR, T UEEXFAEFA
BITH K EY WKW RS T L EEAFEEE
Y % = A A (multidisciplinary team, MDT) & 34 77
FOE KRG, B FEEL BE A %R EH
MBS R Ak e, 7, WW K 7
NCCN 35 79 15 Bl Bk #k % oA T . A Xk R,
* B [E 4 F ] W&W iyt 7832 % 3, T 7 1 A
KA T 2T RN WW th A b & 05,

2017 } ESMO 45 7 # , xf T cCR 89 & X & 4%
(1) B f 48 Ao B o Ak R 78 7% ¥ 3R 3 40 0 A
(2) M5 T 3% A 7T BR8-S 38 8RR 3
BEEALEY K FHEEAGR, UEERKS
k., wRGMRIZHH M= AR AR LR
B R R B AR, ()RR ER
ZWM, SV W e, &8 LR (CEA) A&
AT E I EE % (<5 pg/L), M cCR F1 pCR 8y 1 %
SHt—F B, Fn 3 cCRIEX — 7 B[V, C .
ESMO #5 % A #| T NCCN 45 8, JF 3% & ¥ & @ X £
Hy 45 5], 7 Mo B I8 B9 96 7 K 42K F 2013 K
B T ET AR GRS R R RIETRFEW,
Hk M P%E, cCREFH KH WKW ty 5 8 7 15
B A R BT B2 — 2017 K
B, W&W S R P I R OR B R A R
BHWETEE, MEAEEERLRLS RGN R
B4 LM, Chadi ™A X8 7~ , T 2 8 B B,
cCCRIEMEHAKNTHMERA, dik, EHFN,
RERBENER > RME, FFERHFEKK
AR R MR, B2 T cCREAFE AKX
BWW&W K us 7 )40 4 & ,ESMO 48 8 £ 3X — &

FAEEREE,

B W&W KRSty b Fl &2

cCR G W&W Kkt =k R RAN T ERN T
T RF IR, T B R PR E T B cCR B
T AR LR R R AR RAER . N EHRH
NG D R E T RA L, & ME W4 EMRLZ2H
J % A M R A DA R L S AS A B AR R A 18 AT
SH AN, ESMOFE 8, 4 cCR 87 2 &
SRV MR BREE MER AR LA E U Rk
BMERX S TR,

K AE IWWD 8y 2 % , cCR B 3% ik 5 5 35 4 K
WEE EERPAEBTEREIFEN, LT 88%
EWRITHERE2EN, Bk, W&W By B W Z 5 K
BT EREIFNFEGINAHT KM
FES X  MTEENREF AT 2HE, A
GAXME T, KBRS , FINALZEIITHE
b A R LR AN, & 6 4 F A& & K MRIx
ZHMAFE M CT, # Z PET-CT™, HiH%
HiX 7 EEERE R FENERL,

EEHWETHR F,cCR EHHEZ WE&W # k&
WAEGERENRETMRABET S, X4 R F G LS4
SRR T EHNE, NCCN 57 F ESMO 35 ¥ #7142
K7 cCR 5 pCR — B b 8y 8] 1, pCR 8y vE 3 T 4 A
FIF cCRFHEAEN BH AT WEW AP, EM,
A v A T pCR, 177 48 23X N ATUR A B E

%t F LARC, Z 3k 8| cCR, TNT & H 7T A A By &
R, XEEHMIERARFN THEL", &
M, ZABFEELN TR W, AEREINAE:
(1) 63k %] cCR By B 2t Bl 301K, 20 2 20%; (2) #
7 BT AR A o R UM A e B B cCR, L R X AR
BB R He M EAEME”;(3)cCR By H BT AT
BREMNAE—, EFMEREZRARZ, HEK
BTHARF I FREHNZE, T HcCRE pCR =
2] 6 %) & FE R K5 (4) 3 F cCR & 78 W&W % 8
JEty B, R TN o s R S
AR, TTHLELHREN ZWL2HHH,

F M, % LARC B H Wy itk 2 £ &0, If K
BB A& R o, BRI B 6T 7 E TNT Z Jg W&W =
— P, T TR E A E ABIAT W&W I R
PR B, B4 A B R E AR AR AR W Y IR A
EEAXR, Ehrnosr R AHFER"X—-HX,
PHEAMT 2" N ER, EREH S NHAE:
(DX TFRLEFEFEANG G HLARTEZH
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WEZ KT E AL, REEEHEN
BR, AEHRM M, IR W&W 7] 5 697 K 4
%%%JTW%%%MT’%LﬁKWﬂWﬁ%M
B AHLS K AF cCR; 2 T #8697 B Bk
BlcCCRWAH , FAKAZIAREBT 75
EHXVEMBREEZRNEGRE TR EREN
EL ()M THEFREAFELNSEEH LK
WA WP E A E A WRWH L ERE
FHAR, KT W&W F sk iy K 77 B E 8 = DL R
BB AR, e AR E Y IR S P R T R .
TR WKW BHETUELK I FHANT
B ()RR EFEEATH W BT, TS WA

W& R PRI EEA T WEW K iy 45 (2)
WE%%*%%%ﬁﬁﬁﬁmﬁﬁﬁ%ﬁkﬁ%
WE BT R WW, F AR, FEELEFA#
FHE W , A EFEEHBRFTIELD T
& W% R A Bh 26 63K 2| cCR B BEIR,

2017 4, ¥ E I )k ¥ & % 2 (Chinese Society of
Clinical Oncology, CSCO) & A & A7 W45 B Wi 1497 48
B, B A M cCR JE W&W % B4 1y 4 % ; 4 2018 Jit
BN h MR T USRI T E
REHENER MG RAREE, X THRILEX
# ,W&W i 1E A 1 K43 , IF 72 72 B o 3% 47 3£ cCR
BE A RO AR WEW Sk By FE AR5 B KB 7 &
K, A S AT T A 1 R A

B #7, A % LARC ty W&W % 8, £ 8 [E 14 5| &

WFEH WA KE, U E ST R EEBREIE,
K TRENFHRETHE, EF A0, B UAHR
AL ANLE BB T %k%i%f%ﬁi%%
B AR AT A R, R B R E R
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