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Abstract; [Objective] To investigated whether magnetic resonance imaging (MRI) predict disease-free survival (DFS) in
patients with locally advanced rectal cancer, patients who undergo preoperative chemotherapy and radiation therapy (CRT).
[Methods] 121 patients with biopsy-proven pathologically of rectal cancer were retrospectively analyzed in the study, who undergone
CRT before total mesorectal excision (TME). Two radiologists independently observed MR images that may be associated with DFS
before and after CRT with use of PACS. Radiologic T and N stage, postoperative pathological stage was evaluated. DFS was estimated
with the Kaplan-Meier method and compared between groups with the log-rank test. DFS multivariate analysis was performed using Cox
proportional hazards mode. [ Results] There are a total of 31 patients of lymph node metastasis in the pathology after CRT of 121 cases.
Pathological residual cancer was observed in 93 patients (76.86% ), 28 cases (23.14% ) had complete tumor regression. The mean
follow-up time was 26 months (2 to 51 months). Univariate analysis showed that the size of pathology after CRT, pathological lymph
node metastasis, pathologic T stage, T stage before radiotherapy MRI differences were statistically significant for DFS (P < 0.05). The
size of pathology after CRT, pathological lymph node metastasis and radiotherapy before MRI of T stage were independent prognostic
factors for DFS on multivariate analysis (P < 0.05). [Conclusion] T stage on MRI before radiotherapy was independent prognostic
factors in patients with rectal cancer after CRT, enabling the prediction of DFS. But T stage on MRI predicted better. Lymph node
metastasis on MRI need forecast further research.
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A 63-year—old woman. A ;T2-weighted fast spin—echo axial MRI showed a tumor located in the right anterior wall of the rectum (single arrow),
violations of the surrounding fat space, diagnosed as T3 stage, before CRT. The left posterior wall showed normal intestinal wall (double arrow). B
DWI showed lesion was high signal (single arrow). C; T2WI in same patient after CRT showed no tumor (single arrow ), tumor pathology is TRG1. D,
DWI showed no obvious lesions, similar to the signal of surrounding rectum wall (single arrow).

B 1 M ExE£iHRIRS
Fig.1 Complete remission after chemotherapy and radiation therapy (CRT)

A 42-year—old woman. A; T2-weighted fast spin—echo axial MRI showed a tumor located in the rectal wall (arrow), violations of the surrounding

fat space for T3 stage, before CRT. B: DWI showed lesion was high signal (arrow). C; T2WI in same patient after CRT show tumor volume decreased ,
but show a slightly higher signal (arrow), there was still residual lesion. After treatment tumor pathology stage was T2. D; DWI showed lesion was high

signal, higher than the surrounding rectum wall (arrow).
B2 MUTrERATRE
Fig.2 Lesions residues after chemotherapy and radiation therapy (CRT)
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Table 2 Multivariate analysis for DFS of the 121 rectal cancer patients

Variate B SE Exp(B) 95% CI Wald P
Pathology T stage after CRT 0.022  0.382 1.022 0.483,2.160 0.003 0.955
Lymph node metastasis on pathology after CRT 0.773 0.198 2.167 1.472,3.192 15.334 0.000
The total number of lymph node on pathology after CRT ~ -.131 0.068 0.878 0.767,1.003 3.651 0.056
T stage on MRI before CRT 2.280  0.718 9.780 2.395,39.938  10.090 0.001
Pathology tumor size after CRT 0.000  0.000 1.000 1.000,1.000 6.829 0.009

SE = standard error; B = regression coefficient; Exp (B) = relative risk; CI = confidence interval ; Wald = Wald statistic.
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