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Dear Editor,

We read with great interest the article by Xu et al. [1],
entitled “A nomogram model for predicting lymph node
metastasis of rectal cancer by combining preoperative
magnetic resonance imaging signs and tumour markers”,
recently published in Polish Journal of Radiology. The au-
thors should be congratulated for addressing an important
and clinically challenging issue: the preoperative predic-
tion of lymph node metastasis in rectal cancer using high-
resolution magnetic resonance imaging and tumour markers.
Their finding that serum CA19-9, the relationship between
the tumour and the peritoneal reflection, and diffusion-
weighted imaging-based lymph node assessment contri-
buted to nodal prediction highlights the potential value
of imaging-based risk models in preoperative decision-
making.

However, we believe that MRI-based nomograms in
rectal cancer should be clinically positioned not only as
tools for predicting lymph node metastasis, but also within
the broader framework of MRI-defined surgical risk strati-
fication. In current rectal cancer management, pelvic MRI
is not limited to nodal evaluation. It also provides essential
information on mesorectal fascia/circumferential resection
margin involvement, extramural vascular invasion, tumour
deposits, lateral lymph node status, tumour height, and the
relationship of the tumour to the anterior peritoneal reflec-
tion [2,3]. These features may directly influence neoadju-
vant treatment selection, total mesorectal excision plan-
ning, the need for extended resection, and consideration of
lateral pelvic lymph node management.

This issue is particularly relevant because nodal staging
by MRI remains imperfect, and treatment decisions based

solely on nodal prediction may be insufficient. Recent con-
sensus recommendations have emphasized a patient-level
interpretation of nodal status and have refined the MRI
definition of mesorectal fascia involvement as a distance
of < 1 mm, including involvement by irregular nodes or
extramural vascular invasion [2]. Similarly, contemporary
clinical guidelines underline the role of MRI-predicted
circumferential resection margin, extramural vascular in-
vasion, T3 substage, and lateral lymph nodes in defining
risk groups and guiding multidisciplinary treatment [3,4].

Therefore, the model proposed by Xu et al. [1] may
have even greater clinical value if future validation studies
evaluate whether integrating lymph node prediction with
MRI-defined mesorectal fascia/circumferential resection
margin status, extramural vascular invasion, and lateral
lymph node assessment improves treatment stratification.
Such an approach could help transform preoperative MRI
nomograms from isolated predictors of nodal metastasis
into more comprehensive tools for multidisciplinary surgi-
cal planning.

Clarification of how lymph node prediction models
should be integrated with MRI-defined surgical risk features
would further enhance the practical value of the article.
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