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INTRODUCTION

Glioblastoma (GBM) is the most common and malignant 
type of gliomas, characterized by a dismal prognosis. The pri-
mary treatment for GBM involves surgical resection followed 
by chemoradiation with temozolomide. However, despite these 
standard treatments, median survival remains at approximately 
15–18 months [1]. When gross total resection (GTR) is achieved, 
patient survival may extend to 20–25 months [2].

For glioma resection, including GBM, the goal is to achieve 
complete removal of the tumor on T1-contrast enhanced (T1CE) 
MRI [3,4]. However, complete resection is challenging because 
gliomas deeply infiltrate the surrounding brain tissue. Addition-
ally, cancer cells should have a density above a certain threshold 
to become visible on MRI, meaning that areas with lower cell 
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densities may appear normal on MRI scans [5,6]. Autopsies 
of GBM have revealed cancer cells even in seemingly normal 
brain tissue on the opposite side [7]. Due to these invisible tu-
mors on MRI, even after the removal of all visible lesions, re-
sidual tumors may still be present, necessitating chemothera-
py and radiotherapy [1,8].

It may be expected that removing additional surrounding 
tissue would increase the removal of invisible lesions, but the 
brain hosts critical functions, and damaging these areas can 
significantly reduce the patient’s quality of life. Therefore, com-
plete removal of the brain infiltrated by the tumor is not always 
a solution. Consequently, the surgical principle for brain gli-
omas is referred to as “maximal safe resection.” This principle 
aims to remove as much of the tumor as possible without wors-
ening the patient’s symptoms, although there is no objective 
standard for determining the extent of maximal safe resection, 
leading to various interpretations depending on the surgeon.  

The tumor regions that show enhancement on T1CE are 
typically the most malignant and densely populated with tu-
mor cells [5]. These core tumor areas undergo angiogenesis, 
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and the blood-brain barrier is destroyed, leading to contrast 
leakage and enhancement on MRI. High-grade gliomas, in-
cluding GBM, often display enhancement in large portions of 
the tumor. In contrast, low-grade gliomas may show weak or 
no enhancement on T1CE and can be distinguished by high 
signal intensity on T2-weighted fluid-attenuated inversion 
recovery (T2-FLAIR) images.

While the extent of resection in GBM was evaluated based 
on T1CE, it was not applicable for low-grade gliomas, which 
often relied on T2 FLAIR lesions. However, the traditional con-
cepts of low-grade and high-grade gliomas are being rede-
fined depending on molecular alterations. In cases where cell 
density is low, there is no T1CE on imaging, and the pathol-
ogy appears to be a low-grade glioma, molecular features of 
GBM may still be present, resulting in a poor prognosis. In 
such cases, T1CE tumors cannot serve as a standard for evalu-
ating the extent of tumor resection. The criteria for determin-
ing the resection range of GBMs have become increasingly 
ambiguous, necessitating redefinition based on advances in 
molecular biology.

On the other hand, Yordanova et al. [9] suggested that re-
moving a more extensive range of lesions visible on MRI in 
low-grade gliomas could result in improved prognosis and 
coined the term “supratotal resection” to contrast it with GTR 
(Duffau’s principle). However, this study was conducted before 
molecular classification and mostly included patients with a 
favorable prognosis, such as oligodendroglioma, limiting the 
evidence for survival improvement due to supratotal resection.

Duffau’s principle of supratotal resection states that resec-
tion should be “pursued beyond MR imaging abnormalities 
until corticosubcortical eloquent structures are encountered.” 
Applied literally, this would mean removing tissue up to the 
point where eloquent structures appear, even if they seem nor-
mal. However, it is unclear whether this principle is applica-
ble to low-grade gliomas, and it has not yet been established 
whether it can be applied to GBMs.

Since Yordanova et al. [9] described “supratotal” resection, 
similar concepts have also been referred to as “supracomplete” 
[10], “supramaximal” [11-14], and “supramarginal” [15-18] 
resection. On the other hand, the term “supratotal” has also 
been used with a slightly different meaning. Esquenazi et al. 
[19] introduced a method of subpial resection of lesions visi-
ble on T1CE, which they referred to as supratotal resection. 
However, the extent of removal on T2-FLAIR and its impact 
on survival were not assessed in this study.

The term “supratotal” means being above the total. However, 
complete resection or microscopic total resection is nearly im-
possible in GBMs due to the lack of margin. Given this, the 
phrase “supramaximal” resection, which adheres to the max-
imization of safe resection, appears suitable. We will use this 

term in this paper, as the Response Assessment in Neuro-On-
cology (RANO) group did [20]. Recently, there has been grow-
ing evidence suggesting that it is beneficial to remove lesions 
observed on T2-FLAIR in GBM as much as possible, and ef-
forts have been made to classify this based on more objective 
criteria. In this review, we will examine the emerging consen-
sus and newly defined criteria for the concept of “supramaxi-
mal resection” in GBMs concerning the extent of resection.

DANDY’S HEMISPHERECTOMY FOR 
GLIOMAS

Walter Dandy, a distinguished neurosurgeon who made sig-
nificant contributions to pediatric neurosurgery, sought to treat 
gliomas through surgical intervention. With expertise in epi-
lepsy surgery, which involved performing hemispherectomies 
to control seizures, particularly in pediatric patients, Dandy [21] 
applied this technique to patients with right hemispheric gli-
omas. This represented the first documented instance of su-
pramaximal resection for gliomas. 

During this period, neither MRI nor CT scans were avail-
able, making it difficult to precisely identify the tumors that 
were candidates for hemispherectomy. It is possible that the 
resected tumors may not meet the current diagnostic criteria 
for GBM. Among the five patients who underwent surgery, 
two died postoperatively, and another within three months. 
However, the remaining two patients reportedly survived for 
over 3.5 years. As no postoperative MRI was conducted at the 
time, the exact extent of the resection remains uncertain. Based 
on the data recovered by Dandy’s successors, the right frontal, 
temporal, and parietal lobes were resected, and the anterior 
cerebral arteries and middle cerebral arteries were ligated with 
clips. The right hemisphere’s basal ganglia and thalamus were 
preserved. All patients experienced left hemiplegia following 
the surgery [22].

Dandy’s attempt demonstrated that for gliomas located in 
the right hemisphere, extensive resection could be performed 
within the limits of maintaining a certain level of conscious-
ness, albeit with some sacrifice of neurological function. At the 
same time, it implied that gliomas are diseases that cannot be 
cured by surgery alone.

ASSOCIATION BETWEEN T2-BASED 
EXTENT OF RESECTION AND SURVIVAL 
IN LOW-GRADE GLIOMAS

For low-grade gliomas where the extent of resection can-
not be determined based on T1CE, the extent of resection has 
traditionally been determined using T2-FLAIR as the refer-
ence [23,24]. In 2018, a study involving 228 adult participants 
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who underwent surgical treatment for supratentorial low-
grade gliomas was published [23]. Pre- and postoperative tu-
mor volumes were assessed using semiautomatic software on 
T2-weighted images, and targeted next-generation sequenc-
ing was employed to classify samples according to the 2016 
World Health Organization (WHO) classification. The results 
indicated that postoperative volume was associated with over-
all survival (OS), with a hazard ratio of 1.01 per cm3 increase 
in volume. This association was especially pronounced in pa-
tients with isocitrate dehydrogenase (IDH) mutated astrocy-
toma, where even small postoperative volumes (0.1–5.0 cm3) 
negatively impacted OS. The study concluded that maximal 
resection should be the primary treatment for molecularly 
defined low-grade gliomas, and in IDH mutated astrocytoma, 
a second-look operation should be considered to remove mi-
nor residues if safely achievable to enhance OS.

In a separate study published in 2020, which focused on 
WHO grade 2 gliomas based on the 2016 criteria, it was dem-
onstrated that cases with more than 99% removal based on 
T2-FLAIR had longer survival periods compared to those with 
less resection [25]. The benefit of the extent of resection in in-
creasing survival was also reported for 1p/19q-codeleted oli-
godendrogliomas, which are based on molecular markers [25]. 

These studies were retrospective in nature, potentially intro-
ducing bias, and did not reflect the recently discovered molec-
ular markers. Therefore, it is necessary to re-examine these 
findings according to the newly published 2021 WHO classi-
fication. Many tumors that were classified as low-grade in the 
WHO 2016 classification are now classified as molecular GBMs 
in the 2021 WHO Central Nervous System (CNS) 5 classifi-
cation [14]. It is essential to re-establish the significance of the 
extent of resection for grade 2 gliomas based on the 2021 WHO 
CNS 5 criteria.

ASSOCIATION BETWEEN EXTENT OF 
RESECTION AND SURVIVAL IN WHO 
GRADE 3 GLIOMAS

Grade 3 gliomas include tumors that exhibit enhancement 
and those that do not. In most studies, enhancing tumors were 
assessed based on T1CE, while non-enhancing tumors were 
evaluated using T2-FLAIR for determining the extent of re-
section [26,27]. When examining the extent of resection for 
grade 3 gliomas based on the WHO CNS 4 criteria, an increase 
in extent of resection was found to be associated with increased 
survival [27]. For grade 3 gliomas according to the 2016 WHO 
classification, a larger survival difference was observed when 
assessing the extent of resection using T2-FLAIR compared to 
T1CE [28].

ASSOCIATION BETWEEN EXTENT OF 
RESECTION AND SURVIVAL IN GBM 
PATIENTS

Extent of resection on T1CE MRI in GBMs
Studies investigating the survival benefit of the extent of re-

section in GBMs have primarily focused on T1CE [3,4]. When 
defining GTR as cases, where the tumor is not visible at all on 
T1CE, a significantly longer survival time was observed com-
pared to cases with residual tumor, and differences in survival 
time were noted depending on the extent of remaining tumor 
even when complete resection could not be achieved [3]. There-
fore, it can be concluded that maximizing tumor removal is 
helpful for improving survival even when GTR is not achiev-
able. Notably, there was a considerable difference between the 
group with 98% removal and the group with 100% removal. 
This may be due to the inclusion of patients who had more 
than 100% removal based on T1CE criteria in the 100% re-
moval group, implying that additional T2 lesions in the periph-
ery were also removed in these patients. In another study, the 
median survival for patients with complete removal of T1CE 
lesions on postoperative MRI was approximately 27.9 months, 
which is longer than the previously known 15 months [2].

The association between the extent of resection on T1CE 
and longer survival has been somewhat established, but the re-
sults must be interpreted cautiously. Studies conducted before 
the discovery of IDH mutant gliomas in 2009 and the intro-
duction of the molecular classification-based WHO classifica-
tion in 2016 might have had a higher likelihood of including 
predominantly IDH-mutant tumors, which are more likely to 
undergo complete resection, in the GTR group [24].

However, even after the 2016 WHO classification, consistent 
results have been reported regarding the impact of T1CE extent 
of resection on survival. These findings confirm the close rela-
tionship between T1CE GTR and increased survival in a homog-
enous group of patients, including only IDH-wildtype GBM.

Extent of resection on T2-FLAIR in GBMs
Reports have been published regarding the association be-

tween T2-FLAIR extent of resection and survival duration in 
patients with GBM who underwent complete removal on 
T1CE. Pessina et al. [29] reported that among 282 GBM pa-
tients with complete tumor removal on T1CE, 21 patients with 
complete lesion removal on T2-FLAIR had better survival du-
ration than the group with remaining T2-FLAIR lesions. Ad-
ditionally, those with more than 45% of the lesion removed on 
T2-FLAIR had longer survival duration compared to those 
with less removal (24.5 months vs. 15.7 months). Li et al. [30] 
analyzed the T2-FLAIR extent of resection in 643 of 1,229 GBM 
patients who underwent T1CE GTR. When divided into two 
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groups with a 53.21% cut-off, it was observed that the group 
with less than 53.21% removal had a survival duration of 15.5 
months, while the group with more than 53.21% removal had 
a survival duration of 20.7 months.

These findings were confirmed before the release of the 2021 
CNS WHO 5, predominantly including histologically diag-
nosed GBM and some IDH-mutant GBMs. According to cur-
rent standards, those study population included non-GBMs 
and excluded molecular GBMs that appeared as low-grade gli-
omas in MRI. 

Systematic reviews on supramaximal resection of 
GBMs

Meta-analyses and systematic reviews examining the sur-
vival benefit of supratotal or supramaximal resection in GBM 
have largely shown that patients who undergo supratotal or 
supramaximal resection have longer progression-free survival 
(PFS) and OS compared to those who undergo GTR. More-
over, these studies have demonstrated that the complication 
rate associated with supratotal resection is not significantly 
higher than that associated with GTR (Table 1) [12,17,31,32].

Postoperative tumor residual volume or proportion 
compared to preoperative tumor volume

Many previous studies have focused on the proportion of 
the tumor removed relative to the total tumor size. However, 
in the case of GBM, there are cases where the T2 lesion is not 
much larger than the T1CE lesion, and there are also cases 
where the opposite is true. Additionally, the overall size of the 
tumor can vary significantly. For a tumor that is 100 cm3 in 
size, 1 cm3 accounts for only 1%, while for a 10 cm3 tumor, 
1 cm3 corresponds to 10% [20]. Tripathi et al. [16] showed 
that, for tumors with relatively larger T2 lesions compared to 
T1, a more extensive removal of T2 lesions is necessary. In-
stead of using a complex method of assessing the relative size 
of the remaining tumor compared to the preoperative size, sim-
ply looking at the absolute size of the remaining tumor post-
operatively can effectively reflect the prognosis. There is an ad-
vantage in knowing the absolute size of the remaining tumor, 

as it does not require knowledge of the preoperative tumor size, 
which is necessary when determining the proportion of the 
remaining tumor.

RANO RESECT GROUP CLASSIFICATION 
FOR EXTENT OF RESECTION

The RANO resect group aimed to unify the definition of 
extent of resection used in different clinical trials by retrospec-
tively analyzing 744 patients who met the WHO 2021 criteria 
for GBM and received chemoradiation. These patients were 
selected from the databases of seven institutions in Europe and 
the United States. The study found that the absolute size of the 
remaining contrast-enhanced (CE) tumor showed a signifi-
cant difference in survival rates, and they investigated which 
measurement better reflected the prognosis [20].

By standardizing the definition of extent of resection, the 
RANO resect group has contributed to more consistent and 
comparable results in clinical trials, ultimately improving the 
understanding of the impact of extent of resection on GBM pa-
tients’ outcomes. Such efforts in the research community can 
help guide the development of more effective treatment strat-
egies and improve patient prognosis.

Patients who underwent “maximal CE resection” (class 2) 
had better outcomes than patients with “submaximal CE re-
section” (class 3) or “biopsy,” which had lower absolute re-
maining tumor volumes (in cm3) (class 4). To define class 1 
(“supramaximal CE resection”), extensive excision of non-CE 
tumor (5 cm3 residual non-CE tumor) was linked to improved 
survival among patients with complete CE resection (Fig. 1). 
After correcting for molecular and clinical variables, multi-
variate analysis maintained the prognostic significance of the 
resection classes (Table 2) [20].

STRATEGIES FOR SUPRAMAXIMAL 
RESECTION

Role of 5-aminoleuvelinic acid for resection of GBMs
5-Aminolevulinic acid (5-ALA) is a fluorescent dye that is 

Table 1. Recent publications of systematic review and meta-analysis regarding supramaximal resection in GBMs

Study Year
Number of 

enrolled studies
Number of 

patients
Conclusion

Incekara et al. [31] 2019 6 1,168 Compared with GTR, SMR of GBM resulted in a lower risk of mortality and 
longer median OS.

Dimou et al. [12] 2020 7 2,019 Preliminary results are promising but has low quality.
Jackson et al. [32] 2020 11 2,056 SMR may be associated with improved OS compared to GTR.
Wach et al. [17] 2023 11 1,168 The median PFS was longer in SMR group than GTR group. The rate of  

complications was comparable between the two groups.
GTR, gross total resection; SMR, supramaximal resection; GBM, glioblastoma; OS, overall survival; PFS, progression-free survival
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used during surgery to aid in the resection of GBMs. The use 
of 5-ALA has been shown to improve the extent of tumor re-
section in GBM patients, as it enables the detection and re-
moval of small, non-enhancing tumor foci that would be dif-
ficult to identify using conventional radiologic techniques 
[10,33]. Moreover, several clinical trials have demonstrated 
that 5-ALA-guided surgery results in longer PFS and OS in 
patients with GBM [34]. Therefore, 5-ALA has become an 
important tool for neurosurgeons in the supramaximal re-
section of GBMs.

Lobectomy as a supramaximal resection
In the case of GBMs located in specific areas, performing 

supramaximal resection can be relatively feasible, as seen in 
Dandy’s example [21] mentioned earlier. This is predominant-
ly true for tumors in the non-dominant hemisphere, typically 
the right hemisphere. The rationale behind performing a lo-
bectomy is to remove the tumor and its surrounding area as 
much as possible, thereby reducing the tumor burden from po-

tential infiltration. Roh et al. [35] demonstrated significant dif-
ferences in PFS and OS when performing lobectomy for GBMs 
in the right frontal and temporal lobes compared to cases where 
GTR was performed without lobectomy, despite similar extents 
of tumor (PFS: 11.5 months vs. 30.7 months; OS: 18.7 months 
vs. 44.1 months). Studies from other groups, employing the 
same design, have reported significant differences in PFS and 
OS when including only temporal lobe GBMs [36]. Similarly, 
when involving GBMs that arose in the occipital lobe, the ad-
dition of lobectomy has been reported to be associated with 
longer PFS and OS [37,38].

Supramaximal resection for GBMs in eloquent area
Due to the infiltrative nature of gliomas, it has been argued 

that the supramaximal removal of these tumors may impair 
patients’ performance and yield unfavorable outcomes. This 
is particularly true when the tumor is located near an eloquent 
area, where supramaximal removal can be challenging.

However, recent research analyzing 3,919 glioma patients 

Table 2. RANO categories for extent of resection in GBM

Class Subclass Criteria Median overall survival (p=0.001)
Class 1: supramaximal CE resection - 0 cm3 CE + ≤5 cm3 nCE 24 (95% CI: 20–41) months
Class 2: maximal CE resection 2A: complete CE resection 0 cm3 CE + >5 cm3 nCE 19 (95% CI: 17–20) months

2B: near total CE resection ≤1 cm3 CE
Class 3: submaximal CE resection 3A: subtotal CE resection ≤5 cm3 nCE 15 (95% CI: 12–17) months

3B: partial CE resection >5 cm3 nCE
Class 4: biopsy - No reduction of tumor volume 10 (95% CI: 8–12) months
RANO, Response Assessment in Neuro-Oncology; GBM, glioblastoma; CE, contrast-enhancement; nCE, non-contrast-enhancement; CI, 
confidence interval. Adapted from Karschnia et al. Neuro Oncol 2023;25:940-54, under the Creative Commons License (CC-BY-NC) [20].

Fig. 1. Scheme of supramaximal resection of GBM based on RANO resect group criteria. Maximal CE resection (blue) requires less than 
1 cm3 of residual contrast-enhanced lesion. Complete CE resection means the absence of a residual contrast-enhanced lesion. It is a sub-
set of maximal CE resection (Class 2). Supramaximal CE resection (green) requires fulfilling Class 2 criteria plus less than 5 cm3 of non-
contrast-enhanced lesion.

Maximal CE resection (Class 2):
Contrast enhancement ≤1 cm3

Supramaximal CE resection (Class 1):
Non-contrast enhancement ≤5 cm3
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with tumors located in eloquent areas across four centers has 
reported that the survival period is longer when an awake 
craniotomy is performed (17 months; n=134) as compared to 
asleep resection (14 months; n=402) [39]. This is likely attrib-
uted to a higher extent of resection achieved during awake 
craniotomy. Furthermore, subsequent studies have demon-
strated that in patients under 70 years of age with a preopera-
tive performance score of 90 or above, awake surgery allows 
for both maximum resection and preservation of neurologi-
cal function [40].

Research has also been conducted on the feasibility of su-
pramaximal resection for GBMs arising in the dominant hemi-
sphere. Di et al. [11] have reported that supramaximal resection 
can be achieved for left-sided GBMs through awake surgery 
and that survival periods are increased when maximal resec-
tion is achieved, as observed on FLAIR imaging.

Conclusions and future directions
In summary, based on the 2021 WHO CNS 5 criteria, it ap-

pears that for GBMs (those defined as IDH-wildtype by this 
classification), the removal of CE tumor followed by addi-
tional removal of non-CE tumor is beneficial in terms of pa-
tient survival. However, the level of evidence provided by these 
studies is not very high, as they are all retrospective in nature, 
except for one prospective study. Due to the characteristics of 
surgical treatment, it is anticipated that conducting random-
ized controlled trials will be challenging in the future. Further-
more, these results should not be overinterpreted. While the 
utility of additional non-CE tumor resection has been substan-
tiated for typical GBMs as per the 2021 WHO criteria, the same 
cannot be applied to other types of gliomas.

In the future, it is expected that research employing artificial 
intelligence for the automatic analysis of resection boundaries 
will become more active, allowing for a more objective assess-
ment of the extent of resection. This will enable further strat-
ification of patients and determination of the optimal degree 
of tumor removal for each specific case. Consequently, it is an-
ticipated that personalized treatment tailored to individual pa-
tients will become increasingly possible.

Ethics Statement
Not applicable 

Availability of Data and Material
Data sharing not applicable to this article as no datasets were generated 

or analyzed during the study.

ORCID iDs
Tae Hoon Roh  https://orcid.org/0000-0002-1004-9364
Se-Hyuk Kim  https://orcid.org/0000-0002-7528-4007

Author Contributions
Conceptualization: Tae Hoon Roh. Data curation: Tae Hoon Roh. Fund-

ing acquisition: Tae Hoon Roh. Writing—original draft: Tae Hoon Roh, 
Se-Hyuk Kim. Writing—review & editing: Tae Hoon Roh, Se-Hyuk Kim.

Conflicts of Interest
Se Hyuk Kim, a contributing editor of Brain Tumor Research and Treat-

ment, was not involved in the editorial evaluation or decision to publish 
this article. The remaining author has declared no conflicts of interest. 

Funding Statement
This research was supported by a grant of the Korea Health Technology 

R&D Project through the Korea Health Industry Development Institute 
(KHIDI), funded by the Ministry of Health & Welfare, Republic of Korea 
(HR22C1734).

REFERENCES

1. Stupp R, Mason WP, van den Bent MJ, Weller M, Fisher B, Taphoorn 
MJ, et al. Radiotherapy plus concomitant and adjuvant temozolomide 
for glioblastoma. N Engl J Med 2005;352:987-96.

2. Roh TH, Park HH, Kang SG, Moon JH, Kim EH, Hong CK, et al. Long-
term outcomes of concomitant chemoradiotherapy with temozolomide 
for newly diagnosed glioblastoma patients: a single-center analysis. 
Medicine (Baltimore) 2017;96:e7422. 

3. Sanai N, Polley MY, McDermott MW, Parsa AT, Berger MS. An extent 
of resection threshold for newly diagnosed glioblastomas. J Neurosurg 
2011;115:3-8.

4. Lacroix M, Abi-Said D, Fourney DR, Gokaslan ZL, Shi W, DeMonte F, 
et al. A multivariate analysis of 416 patients with glioblastoma multi-
forme: prognosis, extent of resection, and survival. J Neurosurg 2001; 
95:190-8. 

5. Baldock AL, Rockne RC, Boone AD, Neal ML, Hawkins-Daarud A, 
Corwin DM, et al. From patient-specific mathematical neuro-oncolo-
gy to precision medicine. Front Oncol 2013;3:62. 

6. Zetterling M, Roodakker KR, Berntsson SG, Edqvist PH, Latini F, 
Landtblom AM, et al. Extension of diffuse low-grade gliomas beyond 
radiological borders as shown by the coregistration of histopathologi-
cal and magnetic resonance imaging data. J Neurosurg 2016;125:1155-
66.

7. Yamahara T, Numa Y, Oishi T, Kawaguchi T, Seno T, Asai A, et al. Mor-
phological and flow cytometric analysis of cell infiltration in glioblas-
toma: a comparison of autopsy brain and neuroimaging. Brain Tumor 
Pathol 2010;27:81-7.

8. Stupp R, Hegi ME, Mason WP, van den Bent MJ, Taphoorn MJ, Janzer 
RC, et al. Effects of radiotherapy with concomitant and adjuvant temo-
zolomide versus radiotherapy alone on survival in glioblastoma in a 
randomised phase III study: 5-year analysis of the EORTC-NCIC trial. 
Lancet Oncol 2009;10:459-66.

9. Yordanova YN, Moritz-Gasser S, Duffau H. Awake surgery for WHO 
Grade II gliomas within “noneloquent” areas in the left dominant hemi-
sphere: toward a “supratotal” resection. J Neurosurg 2011;115:232-9.

10. Eyüpoglu IY, Hore N, Merkel A, Buslei R, Buchfelder M, Savaskan N. 
Supra-complete surgery via dual intraoperative visualization approach 
(DiVA) prolongs patient survival in glioblastoma. Oncotarget 2016;7: 
25755-68. 

11. Di L, Shah AH, Mahavadi A, Eichberg DG, Reddy R, Sanjurjo AD, et 
al. Radical supramaximal resection for newly diagnosed left-sided elo-
quent glioblastoma: safety and improved survival over gross-total re-
section. J Neurosurg 2022;138:62-9. 

12. Dimou J, Beland B, Kelly J. Supramaximal resection: a systematic re-
view of its safety, efficacy and feasibility in glioblastoma. J Clin Neuro-
sci 2020;72:328-34.

13. Glenn CA, Baker CM, Conner AK, Burks JD, Bonney PA, Briggs RG, 



172  Brain Tumor Res Treat  2023;11(3):166-172

Supramaximal Resection for Glioblastoma

et al. An examination of the role of supramaximal resection of tempo-
ral lobe glioblastoma multiforme. World Neurosurg 2018;114:e747-55.

14. Livermore LJ, Williams S, Clifton L, McCulloch P, Ansorge O, Voets N, 
et al. Functionally guided supramaximal resection of IDH-wildtype 
glioblastomas and the effect on progression free survival. Neuro Oncol 
2018;20(Suppl 5):V346-7.

15. Certo F, Altieri R, Maione M, Schonauer C, Sortino G, Fiumanò G, et 
al. FLAIRectomy in supramarginal resection of glioblastoma correlates 
with clinical outcome and survival analysis: a prospective, single insti-
tution, case series. Oper Neurosurg (Hagerstown) 2021;20:151-63.

16. Tripathi S, Vivas-Buitrago T, Domingo RA, Biase G, Brown D, Akin-
duro OO, et al. IDH-wild-type glioblastoma cell density and infiltra-
tion distribution influence on supramarginal resection and its impact 
on overall survival: a mathematical model. J Neurosurg 2021;136:1567-
75. 

17. Wach J, Vychopen M, Kühnapfel A, Seidel C, Güresir E. A systematic 
review and meta-analysis of supramarginal resection versus gross total 
resection in glioblastoma: can we enhance progression-free survival 
time and preserve postoperative safety? Cancers (Basel) 2023;15:1772.

18. Wang LM, Banu MA, Canoll P, Bruce JN. Rationale and clinical impli-
cations of fluorescein-guided supramarginal resection in newly diag-
nosed high-grade glioma. Front Oncol 2021;11:666734.

19. Esquenazi Y, Friedman E, Liu Z, Zhu JJ, Hsu S, Tandon N. The survival 
advantage of “supratotal” resection of glioblastoma using selective cor-
tical mapping and the subpial technique. Neurosurgery 2017;81:275-
88.

20. Karschnia P, Young JS, Dono A, Häni L, Sciortino T, Bruno F, et al. 
Prognostic validation of a new classification system for extent of resec-
tion in glioblastoma: a report of the RANO resect group. Neuro Oncol 
2023;25:940-54.

21. Dandy WE. Removal of right cerebral hemisphere for certain tumors 
with hemiplegia: preliminary report. JAMA 1928;90:823-5.

22. Jusue-Torres I, Prabhu VC, Jones GA. Dandy’s hemispherectomies: 
historical vignette. J Neurosurg 2021;135:1836-42.

23. Wijnenga MMJ, French PJ, Dubbink HJ, Dinjens WNM, Atmodimed-
jo PN, Kros JM, et al. The impact of surgery in molecularly defined 
low-grade glioma: an integrated clinical, radiological, and molecular 
analysis. Neuro Oncol 2018;20:103-12.

24. Beiko J, Suki D, Hess KR, Fox BD, Cheung V, Cabral M, et al. IDH1 
mutant malignant astrocytomas are more amenable to surgical resec-
tion and have a survival benefit associated with maximal surgical re-
section. Neuro Oncol 2014;16:81-91.

25. Choi J, Kim SH, Ahn SS, Choi HJ, Yoon HI, Cho JH, et al. Extent of re-
section and molecular pathologic subtype are potent prognostic factors 
of adult WHO grade II glioma. Sci Rep 2020;10:2086.

26. Wang Y, Wang K, Wang J, Li S, Ma J, Dai J, et al. Identifying the associ-
ation between contrast enhancement pattern, surgical resection, and 
prognosis in anaplastic glioma patients. Neuroradiology 2016;58:367-
74.

27. Fujii Y, Muragaki Y, Maruyama T, Nitta M, Saito T, Ikuta S, et al. Thresh-

old of the extent of resection for WHO grade III gliomas: retrospective 
volumetric analysis of 122 cases using intraoperative MRI. J Neurosurg 
2018;129:1-9. 

28. Hong JB, Roh TH, Kang SG, Kim SH, Moon JH, Kim EH, et al. Sur-
vival, prognostic factors, and volumetric analysis of extent of resection 
for anaplastic gliomas. Cancer Res Treat 2020;52:1041-9. 

29. Pessina F, Navarria P, Cozzi L, Ascolese AM, Simonelli M, Santoro A, et 
al. Maximize surgical resection beyond contrast-enhancing boundaries 
in newly diagnosed glioblastoma multiforme: is it useful and safe? A 
single institution retrospective experience. J Neurooncol 2017;135:129-
39.

30. Li YM, Suki D, Hess K, Sawaya R. The influence of maximum safe re-
section of glioblastoma on survival in 1229 patients: can we do better 
than gross-total resection? J Neurosurg 2016;124:977-88.

31. Incekara F, Koene S, Vincent AJPE, van den Bent MJ, Smits M. Asso-
ciation between supratotal glioblastoma resection and patient survival: 
a systematic review and meta-analysis. World Neurosurg 2019;127:617-
24.e2.

32. Jackson C, Choi J, Khalafallah AM, Price C, Bettegowda C, Lim M, et 
al. A systematic review and meta-analysis of supratotal versus gross to-
tal resection for glioblastoma. J Neurooncol 2020;148:419-31.

33. Stummer W, Pichlmeier U, Meinel T, Wiestler OD, Zanella F, Reulen HJ; 
ALA-Glioma Study Group. Fluorescence-guided surgery with 5-ami-
nolevulinic acid for resection of malignant glioma: a randomised con-
trolled multicentre phase III trial. Lancet Oncol 2006;7:392-401. 

34. Eatz TA, Eichberg DG, Lu VM, Di L, Komotar RJ, Ivan ME. Intraoper-
ative 5-ALA fluorescence-guided resection of high-grade glioma leads 
to greater extent of resection with better outcomes: a systematic review. 
J Neurooncol 2022;156:233-56.

35. Roh TH, Kang SG, Moon JH, Sung KS, Park HH, Kim SH, et al. Sur-
vival benefit of lobectomy over gross-total resection without lobecto-
my in cases of glioblastoma in the noneloquent area: a retrospective 
study. J Neurosurg 2019;132:895-901.

36. Schneider M, Potthoff AL, Keil VC, Güresir Á, Weller J, Borger V, et al. 
Surgery for temporal glioblastoma: lobectomy outranks oncosurgical-
based gross-total resection. J Neurooncol 2019;145:143-50. 

37. Shah AH, Mahavadi A, Di L, Sanjurjo A, Eichberg DG, Borowy V, et 
al. Survival benefit of lobectomy for glioblastoma: moving towards rad-
ical supramaximal resection. J Neurooncol 2020;148:501-8.

38. Baik SH, Kim SY, Na YC, Cho JM. Supratotal resection of glioblastoma: 
better survival outcome than gross total resection. J Pers Med 2023;13: 
383.

39. Gerritsen JKW, Zwarthoed RH, Kilgallon JL, Nawabi NL, Jessurun 
CAC, Versyck G, et al. Effect of awake craniotomy in glioblastoma in 
eloquent areas (GLIOMAP): a propensity score-matched analysis of an 
international, multicentre, cohort study. Lancet Oncol 2022;23:802-17. 

40. Gerritsen JKW, Zwarthoed RH, Kilgallon JL, Nawabi NL, Versyck G, 
Jessurun CAC, et al. Impact of maximal extent of resection on postop-
erative deficits, patient functioning, and survival within clinically im-
portant glioblastoma subgroups. Neuro Oncol 2023;25:958-72. 


