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Enormous progress has been made in the treatment of patients 
with rectal cancer to improve oncologic outcomes. The establish-
ment of the principle of the total mesorectal excision was the 
most important advance from a surgical perspective, and it de-
creased local recurrence to less than 10% [1]. Along with surgical 
progress, the adjuvant treatment has also changed. Over the last 
decade, the introduction of preoperative chemoradiotherapy 
(PCRT) was the most important change in the treatment of pa-
tients with rectal cancer [2, 3]. Now, much of the interest regard-
ing the treatment of such patients is focused on PCRT-related is-
sues: extended indications for PCRT, modification of PCRT, the 
waiting interval after completion of PCRT, adjuvant chemother-
apy after PCRT, and surgical options after PCRT.

Although PCRT is one of the standard treatments for patients 
with locally advanced rectal cancer, concerns still exist regarding 
its use. The insufficient and inconsistent accuracy of clinical stag-
ing of rectal cancer is a critical limitation [4, 5] because of the pos-
sibility of undertreatment, as well as overtreatment. In addition, 
effort are continuously being made to identify patients who will 
benefit from PCRT because the response of patients to PCRT is 
quite variable and the unnecessary disadvantages of PCRT should 
be avoided, especially when its use may not be beneficial. As a re-
sult, the demand for selective use of PCRT has increased and the 
number of patients who will need to consider adjuvant treatment 

is expected to increase, so the role and proper use of adjuvant 
treatment need to be considered.  

The National Institute of Health of United States conference in 
1990 came to the consensus that a combination of chemotherapy 
and radiation therapy after a radical surgical resection should be 
used as the standard treatment for stage 2 and 3 patients [6]. Al-
though postoperative chemoradiotherapy for patients with rectal 
cancer has improved the overall survival and local control [7, 8], 
discussions regarding tailored administration of adjuvant treat-
ments are not sufficient. 

Kang et al. [9] compared the disease-free survival, local recur-
rence, and overall survival of patients who had undergone post-
operative chemotherapy and chemoradiotherapy for rectal cancer 
without preoperative chemoradiation. They analyzed retrospec-
tive data from 9 hospitals. Although that study had various limita-
tions in terms of the heterogeneity of the patients, the use of vari-
ous types of chemotherapy, a limited number of patients, and lack 
of subgroup analysis and was unable to reflect changes in the che-
motherapeutic agent, the authors insisted that the addition of ra-
diation therapy in an adjuvant setting would not improve overall 
and disease-free survival. Furthermore, the addition of radiation 
therapy had no effect on local recurrence. Although these results 
were quite different from the results of previously conducted ran-
domized controlled trials [7, 8], the authors did not present the 
results of any additional analyses based on subgroups, such as the 
location of the tumor, its stage, and the circumferential resection 
margin status, all of which might affect recurrence, that might ex-
plain those differences. Although multivariate analyses including 
various factors were done, the characteristics of the chemotherapy 
and the chemoradiotherapy groups were quite different, and com-
parisons between the 2 groups were limited. However, the study 
of Kang et al. [9] did present the oncologic outcomes from actual 
practice for patients with rectal cancer.

Concerns may exist regarding the use of radiation therapy in the 
treatment of patients with upper rectal cancer (or intraperitoneal 
rectal cancer). Indeed, the role of chemotherapy in the treatment 
of patients with stage 2 rectal cancer without risk factor is not 
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clear. Therefore, the tailored use of adjuvant treatment and un-
solved issues concerning such treatment require further investiga-
tion. Although Kang et al. [9] did not present any actual criteria 
for the “selective use” of adjuvant treatment for patients with rec-
tal cancer, they did suggest a need for further investigation of tai-
lored adjuvant chemo- or chemoradiotherapy for the treatment of 
such patients. In the future, we hope to see the results of extensive 
subgroup analyses reflecting clinical requirements. 
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