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Colorectal cancer is the most often diagnosed malignancy world-
wide and is the second most common cancer in South Korea [1]. 
The treatment of locally advanced rectal cancer has changed con-
tinuously. Recently, preoperative chemoradiotherapy (CRT) has 
been the mainstay of treatment for this disease as it confers a high 
rate of local control and sphincter preservation [2]. Parameters for 
tumor sterilization related with radiotherapy are the total radia-
tion dose, the dose per each fraction, and the time interval from 
the completion of radiotherapy to pathologic assessment of the 
tumor [3]. Many plausible methods, such as radiation dosage, 
type of concurrent chemotherapy, and various modalities of ra-
diotherapy, have been tested. Meanwhile, the time interval from 
the day of completion of CRT to surgery has been recognized as a 
modifiable factor that may alter oncologic outcome [4]. Patho-
logic complete response (pCR) is now regarded as an indepen-
dent predictor of long-term outcomes following preoperative 
CRT in patients with locally advanced rectal cancer. In terms of 
radiobiology, the radiation is given in small doses (1.8–2.0 Gy) for 
5 to 7 weeks. The reason for this fractionated schedule is to per-
mit the recovery of normal tissues from sublethal radiation dam-
age. However, repopulation of tumor cells also occurs [5]. In a 
rectal adenocarcinoma, significant repopulation of tumor cells 
occurs 4 weeks after the completion of long-course radiotherapy 
[6], but this phenomenon can be delayed by combining chemo-

therapeutic agents [7]. 
Although a consensus about when to perform surgery after pre-

operative CRT is still lacking, a minimum of 6 to 8 weeks after 
completion of preoperative CRT is recommended to achieve 
maximal tumor shrinkage. Several retrospective studies reported 
that increasing the delay after preoperative CRT is associated with 
greater tumor regression. However, the actual impact of delaying 
surgery is unknown. All of these studies have unavoidable biases. 
For example, the selection of surgical timing was determined by 
the surgeons and was influenced by the tumor response to preop-
erative CRT. The Lyon trial (short-course CRT) [4] and the 
GRECCAR-6 trial (long-course CRT) [8] were the only 2 pro-
spective randomized studies on this issue. Especially, in the 
GRECCAR-6 trial, waiting 11 weeks after completion of preoper-
ative CRT did not show any higher achievement of pCR after sur-
gery, and the speculation is that new tumor sterilization after 6 to 
8 weeks cannot be anticipated; instead, tumor re-growth by re-
population will be accelerated [8]. 

In this regard, Kim et al. [9] reported the effect of this time in-
terval on the pathologic response for patients with rectal cancer. 
For the first time on this issue, they analyzed data selected from 
data provided by Health Insurance Review and Assessment 
(HIRA) Service. Unfortunately, the study had various limitations 
in terms of both the small number of patients, despite the data be-
ing drawn from a national database, and the short follow-up time. 
As recognized by Kim et al. [9], their study did not extract all the 
patient data—100 patients from each institution and the dates of 
radiotherapy and surgery were not available in the HIRA database 
in the middle of the study period; therefore, a clear conclusion 
could not be reached. Nevertheless, the author showed that delay-
ing surgery until 9 to 11 weeks after long-course preoperative 
CRT increases tumor downstaging while delaying it by more than 
11 weeks does not provide additional tumor regression. These re-
sults are consistent with those of the GRECCAR-6 trial and the 
above-mentioned radiobiology [8]. 

In the future of healthcare, the use of big data will be inevitable, 
and the healthcare sector will be one of the sectors expected to 
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benefit the most from big data. In Korea, the HIRA database has 
been widely used in many clinical studies. Along with this, the 
Korean Society of Coloproctology has recently been working on 
building a national database for colorectal cancer. In the future, 
we hope to see the results of representative research that uses 
these databases to overcome the above-mentioned limitations.
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