Clinical Practice Guidelines:

#RectalCancer (1/2)

Tumors of the upper rectum usually After TNT for rectal cancer, patients Acceptable to use: “induction
do not benefit from neoadjuvant should be assessed to determine the ” :
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Clinical Practice Guidelines:

#RectalCancer (2/2)

Watch-and-wait can be offered to select = Watch-and-wait patients should Compared to lap/robotic LAR/TME,

patients with clinical complete response undergo surveillance to assess transanal TaTME for mid and low
in experienced centers with established for local tumor regrowth rectal cancer has similar overall
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