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MRI in the prognostic 
evaluation of patients 
with rectal cancer
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We thank Qingkun Gao and colleagues 
for their interest in our Article. We 
did not investigate the reason for 
T1N0 tumours undergoing primary 
surgery rather than local excision as 
this was beyond the scope of this 
paper. However, we know that rates 
of local excision for T1 cancer are 
low and recognise that, in future, 
MRI might assist in the selection of 
more patients for local excision.1 The 
ability of MRI assessment to recognise 
tumours with an absence of risk 
factors is just as important because 
patients can then benefit from de-
escalation of therapy. We can reduce 
the need for radiotherapy in those 
who do not require it and we can also 
select patients with T1 cancers who 
could undergo local excision instead 
of radical surgery because they have 
an absence of prognostically adverse 
extraluminal disease.

We believe that the accuracy and 
relevance of any particular modality lies 
not in its agreement with pathology, 
but rather in its ability to predict 
prognosis. Since pathology stage is 
not known until after surgery, a robust 
preoperative prognostic staging 
system is essential. During the study 
period, pathologists were using the 
fifth edition of the TNM classification, 
which stipulated that tumour 
nodules larger than 3 mm should 
be called lymph nodes, regardless of 
histological appearance. Therefore, 
many supposedly involved lymph 
nodes in this series were likely tumour 
deposits. This will have contributed to 
the discrepancy rather than an “error” 
in MRI reporting of tumour deposits. 
When using later TNM editions, there is 
still significant disagreement between 
pathologists,2 and many feel that the 
TNM definition remains suboptimal.3 
Pathology cannot therefore be seen 
as the gold standard in diagnosing 

tumour deposits.  Comparing 
findings on MRI and pathology is of 
definite academic interest (a nodule-
by-nodule comparison is being 
undertaken in the COMET trial4) and 
might lead to improved consistency 
between modalities. Nonetheless, 
this agreement has no relevance in 
appreciating the prognostic importance 
of diagnosing tumour deposits on 
MRI and does not affect how they 
should be considered in making 
preoperative treatment decisions. 
Both pathology and imaging studies5 
show that outcomes for extranodal 
disease are worse than lymph node 
involvement and this now needs to be 
properly documented in patients with 
colorectal cancer.
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