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Introduction & Aim of the work

Introduction

Colorectal cancer is the third most common cancer worldwide.
Around 30-40% of colorectal cancers are located in the rectum,
accounting for 5% of malignant tumors, and ranking as the fifth most

common cancer in adults. Murray T.et al. (2005).

Rectal cancer is defined as a tumor whose distal margin measured with

the rigid rectoscope is 16 cm or less from the anocutaneous line.

The prognosis of rectal cancer is influenced by several factors, such as
local tumor extent, involved lymph nodes, and the presence of distant
metastases. Among these, the presence and extent of extramural tumor
spread influence both long-term survival and the risk of local recurrence.
With the more widespread acceptance of neoadjuvant concepts, there is
an increasing need for preoperative imaging methods to aid adequate
management because treatment strategies need to be individualized
according to the depth of tumor invasion and the status of the regional
lymph nodes, while previously patients were considered for surgery
without undergoing preoperative cross-sectional pelvic imaging. Accurate
preoperative assessment is an important first step in assigning patients to

one of the available treatment strategies. Jemal A. et al. (2005).



Introduction & Aim of the work

Aim of the work

To assess the agreement between MRI as a non-invasive diagnostic
tool and postoperative histopathological examination in local staging (T
and N stages) of rectal carcinoma as well as the mesorectal fascia

involvement which represent the circumferential resection margin.



Abstract

Abstract

Rectal cancer is a common malignancy. Success of tumor excision
depends on accurate staging& appropriate surgical technique. Phased-
array surface coil magnetic resonance imaging is used to determine which
patients can be treated with surgery alone and which will require
neoadjuvant therapy& proved useful in the relationship between tumor
and the mesorectal fascia (the circumferential resection margin) at total
mesorectal excision.
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