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Abstract
Colorectal carcinoma is one of the most frequent can-
cers in Western societies with an incidence of around 
700 per million people. About half of the patients de-
velop metastases from the primary tumor and liver is 
the primary metastatic site. Improved survival rates af-
ter hepatectomy for metastatic colorectal cancer have 
been reported in the last few years and these may be 
the result of a variety of factors, such as advances in 
systemic chemotherapy, radiographic imaging tech-
niques that permit more accurate determination of 
the extent and location of the metastatic burden, local 
ablation methods, and in surgical techniques of he-
patic resection. These have led to a more aggressive 
approach towards liver metastatic disease, resulting in 
longer survival. The goal of this paper is to review the 
role of various forms of surgery in the treatment of he-
patic metastases from colorectal cancer.

© 2011 Baishideng. All rights reserved.

Key words: Hepatic metastases; Colorectal cancer; 
Liver resection

Peer reviewers: Oliver Stoeltzing, MD, Associate Professor, De-
partment of Surgery and Surgical Oncology, Johannes Gutenberg 
University Hospital, Langenbeckstr. 1, Mainz 55131, Germany; 

Yo-ichi Yamashita, MD, PhD, Department of Surgery, Hiroshima 
Red Cross Hospital and Atomic Bomb Survivors Hospital, Senda-
machi 1-9-6, Naka-ku, Hiroshima 730-8619, Japan

Tsoulfas G, Pramateftakis MG, Kanellos I. Surgical treatment 
of hepatic metastases from colorectal cancer. World J Gastro-
intest Oncol 2011; 3(1): 1-9  Available from: URL: http://www.
wjgnet.com/1948-5204/full/v3/i1/1.htm  DOI: http://dx.doi.
org/10.4251/wjgo.v3.i1.1

INTRODUCTION
Every year there are approximately 125 000 new cases of  
colon cancer in the U.S. Fifteen percent of  these patients 
will have liver metastases at the time of  diagnosis, and 
another 50% will develop liver metastatic disease during 
the course of  their disease[1]. Recent advances in adjuvant 
therapy after the colon resection offer the promise of  a 
decrease in the number of  cases with metastatic disease[2]. 
Just as important for patients with metastatic liver disease, 
newer chemotherapeutic agents such as irinotecan and ox-
aliplatin, as well as new targeted agents such as cetuximab 
and bevacizumab (Vascular endothelial growth factor, or 
VEGF, antibody) added to current protocols, have im-
proved response rates and survival[3-7]. Unfortunately, even 
with these combinations, the two-year survival is at best 
40% for patients with metastatic disease.

These findings make surgical treatment the corner-
stone of  the therapeutic approach to this disease, as it 
has been demonstrated that curative resection of  liver 
metastases increases survival, with 5-year survival rates 
of  30%-40%[1,8,9]. Although only 10%-25% of  patients 
with liver metastatic disease are candidates for surgical 
resection, a combined therapeutic approach has shown 
the most promise, especially since it has been possible to 
convert around 15% of  patients previously considered 
unresectable and achieve survival rates similar to those 
for patients deemed resectable from the outset[10].
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DEFINING RESECTABLE DISEASE
The concept of  is what is considered resectable disease 
has evolved significantly over time. Originally, it was felt 
that patients with more than three metastatic liver lesions 
or with bilobar disease were not appropriate for resection. 
However, more recent studies have shown that even in 
patients with poor prognostic signs, 5-year survival can be 
achieved after curative liver resection[11-13]. Different studies 
have attempted to provide risk scores based on a variety 
of  prognostic features including age, number of  metasta-
ses, size of  the largest lesion, carcino-embryonic antigen 
(CEA) level, primary tumor stage, positive tumor resection 
margins, disease-free interval, positive lymph nodes from 
the primary[11-13]. Of  these, the clinical risk score (CRS) as 
proposed by Fong et al[11] has been used most widely. This 
scoring system has been validated by independent data-
bases, and has been demonstrated to be useful not only 
in predicting recurrence, but also in predicting yield for 
diagnostic tests such as laparoscopy and positron emis-
sion tomography (PET)[11,14-16]. Others have attempted to 
improve on previous predictive scoring systems with the 
use of  a normogram, whereby rather than counting risk 
factors the specific value for each factor is taken into con-
sideration[17]. This makes the prediction more specific to 
the individual patient, and thus potentially more accurate. 
However, there is not universal agreement, as there have 
been arguments that on one hand some of  the prediction 
scoring systems are based on factors that are not always 
associated with survival on multivariate analysis, and on 
the other hand that the normogram prognosis is based on 
data that can be inherently misleading because it is limited 
to estimation of  initial risk around the time of  surgery[18]. 
As a result, Nathan et al[18] have proposed the use of  condi-
tional survival as a dynamic assessment of  survival proba-
bility. Conditional survival is defined as the probability that 
is calculated after a given length of  survival and includes 
only individuals who have survived for a pre-defined time. 
In other words, if  a patient survives for a certain period 
of  time after surgery, the probability of  surviving for an 
additional period of  time changes, because the patient has 
already demonstrated a propensity to survive[19]. There is, 
however, common agreement between all these studies 
that although poor characteristics will definitely decrease 
survival, 5-year survival was still better compared to those 
patients with liver metastatic disease who had not under-
gone resection. As a result, none of  these series suggested 
that patients with poor prognostic signs should not un-
dergo surgery. 

The indications have changed over time to the extent 
that currently a surgical resection would be considered 
beneficial if  it is possible after resection to achive an R0 
resection, leave behind at least two contiguous segments 
and functional liver volume > 20%. As it will be discussed 
later, even extra-hepatic metastatic disease is not necessar-
ily a contraindication and more patients are being consid-
ered for resection[20]. Advances that have played a central 
role in this include preoperative portal vein embolization 
to induce hypertrophy of  the residual non-diseased part 

of  the liver, better vascular clamping techniques, con-
trolled anatomic resection, the use of  radiofrequency and 
microwave ablation for small lesions that may remain in 
the portion of  the liver left behind after a resection, and 
more recently the use of  image-guided liver surgery[21-26].

ROLE OF CHEMOTHERAPY
The targeted use of  chemotherapy regimens, such as 
5-fluorouracil, leucovorin, and oxaliplatin (FOLFOX) 
and 5-fluorouracil, leucovorin, and irinotecan (FOLFIRI) 
has been critical in increasing resectability to the level of  
10% to 35%[27-30]. Comparisons have been somewhat dif-
ficult because of  the different ways that unresectability 
is perceived or defined. Some studies include number of  
lesions or bilobar disease, whereas others look at more 
technical issues, such as involvement of  all three hepatic 
veins, both portal veins, or the retrohepatic vena cava, 
or that resection would leave less than two segments or 
an inadequate liver reserve. Even with these limitations, 
there is definitely a role for neoadjuvant treatment in 
moving from unresectable disease to surgical cure.

A variety of  large studies, such as the recent Europe-
an Organization for Research and Treatment of  Cancer 
(EORTC) Intergroup trial 40983 and a study of  1600 
patients undergoing hepatic resection for colorectal can-
cer from Memorial Sloan-Kettering, have demonstrated 
an improvement in progression-free and overall surviv-
al[31,32]. This is especially evident in the most recent stud-
ies, and appears to be a combination of  improved qual-
ity of  targeted chemotherapy agents, with better patient 
selection, based on the response to chemotherapy[33].

There is less unanimity on the use of  chemotherapy 
prior to resection of  lesions initially defined as resect-
able. Arguments in favor include the decrease in tumor 
size, the potential control of  micrometastatic disease, the 
assessment of  the activity of  chemotherapy, improved 
chemotherapy tolerance, and a potential marker for the 
success of  liver surgery[11-13,34]. Arguments against preop-
erative chemotherapy use in resectable patients include 
liver toxicity (chemotherapy-associated steatohepatitis 
or CASH), risk of  progression or growth at other sites, 
selection of  resistant clones and the fact that response 
may make the surgery more difficult[35-37]. Overall, the 
prevailing opinion appears to be that, unless the lesions 
are metachronous and of  borderline resectability, they 
should be resected first with chemotherapy to follow[38].

ROLE OF IMMUNOTHERAPY
Another promising avenue for adjuvant treatment of  colo-
rectal liver metastases is the use of  immunotherapy, based 
on exploiting the rich network of  liver immunity. An un-
known proportion of  microscopic tumor cell deposits in 
the liver are precursors of  the development of  clinically 
established metastases. In addition there is the tumorigenic 
effect of  surgical intervention, possibly related to the pro-
duction by healing tissues of  growth factors, angiogenesis 
mediators, inflammatory cytokines and chemokines[39,40]. 
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In the liver, as a consequence of  intrinsic tumor pathways 
or chronic inflammation, dendritic cells and macrophages 
with altered stimulating activity, together with regulatory T 
cells and myeloid-suppressor cells, expand in vivo and exert 
potent inhibitory effects on anti-tumor immunity[41]. If  
innate liver immunity could be triggered by antibodies to 
control growth of  metastatic tumor deposits into the liver, 
activation of  adaptive immunity through the administra-
tion of  a cancer vaccine could offer the additional advan-
tage of  inducing a protective immunological memory for 
long-term and systemic disease control. Promise has been 
shown by an anti-tumor vaccine composed of  heat shock 
protein 96 extracted from liver metastases, whose use led 
to significantly reduced recurrence rate and prolonged 
survival in colorectal cancer patients mounting a CD8-me-
diated tumor-specific response[42,43]. Cancer vaccines could 
be administered in combination with antibodies to achieve 
more aggressive immune-mediated tumor control. The 
timing of  such treatments, in relation to surgery, needs to 
be further investigated, in order to achieve the maximum 
benefit for the patients.

PREOPERATIVE PREPARATION AND 
INTRAOPERATIVE PLAN
During early efforts to manage metastatic liver disease 
from colorectal cancer, it was not unusual to find as many 
as 40% of  patients to be unresectable during surgery, 
mainly because of  difficulties in properly assessing the 
location and number of  metastatic lesions[44]. A patient 
discovered to have metastatic liver disease from colorectal 
cancer should undergo a thorough radiological workup. 
Contrast computed tomography (CT) scans of  the ab-
domen have detection rates for hepatic metastases of  
68%-91% (70% for lesions > 1 cm), and this has long 
replaced ultrasonography as the preferred imaging modal-
ity[45]. However, the sensitivity and specificity of  CT liver 
scans will vary, depending on the equipment and contrast 
enhancement methods used. Magnetic resonance imaging 
(MRI) is now being used as alternative for assessing the liv-
er. A recent meta-analysis comparing sensitivity estimates 
of  various imaging modalities for detection of  colorectal 
metastases showed that F-18 fluorodeoxyglucose (FDG) 
PET had significantly higher sensitivity on a per patient 
basis but not on a per lesion basis, compared with other 
modalities[46]. Sensitivity estimates for MRI imaging with 
contrast agent were significantly superior to those of  heli-
cal CT with 45 g of  iodine or less. PET may, however, miss 
small hepatic lesions and its performance can be affected 
by concurrent administration of  chemotherapy. Using CT 
and/or a PET scan can be critical to either exclude the pa-
tient from resection, or at least to have a plan for address-
ing the different sites of  metastatic disease. 

Studies should ideally be performed either in or under 
the guidance of  a liver surgery unit, and should address the 
question of  whether a biopsy should be performed. There 
is evidence that percutaneous biopsy of  liver tumors may 
be associated with extrahepatic dissemination of  tumors 

and result in decreased potential survival, even when resec-
tion of  the metastatic disease is undertaken[47,48]. Laparos-
copy may identify occult metastatic disease and prevent 
unnecessary laparotomy in some patients with potentially 
curable hepatic metastases, although it may be used more 
selectively in patients with low risk of  tumor[49,50]. 

Radiological studies can offer valuable information 
in determining the resectability of  lesions preoperatively. 
Specifically, a triple phase CT with volumetry can be used 
to identify the location and vascular supply of  the lesions 
and serve as a road map, as well as giving an estimate of  
whether a resection would leave behind an adequate liver 
remnant. Ideally, in an otherwise healthy liver, there should 
be a remnant of  at least 20%-30%. If  that is not the case, 
then preoperative portal vein embolization can be used to 
induce hypertrophy of  the non-diseased part of  the liver 
that would remain behind. This would lead to an increase 
of  10%-30% in the liver volume within 6-8 wk[51]. 

The use of  intraoperative ultrasound during surgery 
is almost essential, both to identify the the location of  
known lesions in relation to the surrounding vessels, as 
well as to look for other lesions that may not have been 
detected preoperatively. This is one area where technol-
ogy is increasingly becoming an integral part of  surgical 
progress, as here are certain advanced computer-generated 
models that allow an image-guided approach to the resec-
tion of  these lesions, even in real time[25,26,52]. They provide 
3D visualization of  anatomical structures in the operating 
room and the real-time tracking of  therapeutic delivery 
tools. The combined advantage of  precise therapeutic 
planning and volumetric analysis, allows the surgeon to 
determine the optimal path of  therapeutic delivery (abla-
tion trajectory guidance) and the plane of  transection in 
the cases of  resection. In this way liver tumors embedded 
deep in the parenchyma can be localized and approached 
with accuracy and safety.

LAPAROSCOPIC RESECTION
Since the first laparoscopic liver resection was reported in 
1992, the number has increased significantly, now num-
bering several thousands. Technology has played a critical 
role in allowing the expansion of  laparoscopic surgery in 
the treatment of  colorectal liver metastases. The combi-
nation of  laparoscopic surgical ultrasonic aspirators and 
ultrasonic shears, as well as endovascular staplers and a 
variety of  haemostatic agents offer the laparoscopic liver 
surgeon a variety of  choices. The technique offers the 
advantages over open surgery of  reduced postoperative 
pain, less operative morbidity, shorter hospital stay, and 
faster recovery[53,54]. 

In one study, 85 patients underwent open liver resec-
tion vs 55 undergoing laparoscopic resection, with a very 
similar mix of  types of  resection[55]. In relation to short- 
and medium-term survival, mortality, morbidity, resection 
margins, local recurrence or port-site metastases, the lapa-
roscopic approach was safer and more effective than open 
resection. In another multicenter, international series of  
laparoscopic resection for colorectal carcinoma metasta-
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ses there were no perioperative deaths and a complication 
rate of  12% among 109 patients[56]. The series included a 
significant number of  major resections (45% were more 
than 3 segments) and negative margins were achieved in 
94% of  patients, with overall survival at 1-, 3- and 5-years 
of  88%, 69% and 50% respectively. 

The original concern with laparoscopic liver resection 
was regarding the risk of  bleeding and the possibility of  
increased local recurrence, as a result of  either inadequate 
margins or port-site recurrence. On the other hand, it 
might be argued that the laparoscopic approach, as a more 
controlled approach, may lead to a reduced pro-tumori-
genic effect from surgical intervention, possibly related to 
decreased production of  pro-inflammatory cytokines and 
chemokines, as well as growth and angiogenesis factors[57]. 
Either way, the fears of  an inadequate oncological resec-
tion with laparoscopy have not been realized, perhaps 
partly because the definition of  what we consider an R0 
approach may be evolving. Conventionally, an R0 resec-
tion has been considered as having a disease-free margin 
of  more than 1 cm, and has been associated with better 
long-term outcome. However, recent data suggest that 
smaller margins may be acceptable and curative hepatec-
tomies with a margin of  less than 1 cm have been report-
ed[58,59]. Just as important in avoiding such complications, 
is the routine use of  laparoscopic ultrasound to achieve 
adequate disease-free margins, as well as use of  imperme-
able retrieval bags, attention to port-site placement and 
the use of  an intraoperative no-touch technique.

Laparoscopic liver resection for colorectal liver me-
tastases has shown great promise and has the potential 
to become the mainstay of  treatment. However, enthusi-
asm about this surgical technique should be tempered as 
we do not have yet any long-term outcomes.

SYNCHRONOUS METASTASES
Synchronous liver metastases are commonly defined as 
liver metastases occurring within 12 mo of  the colon 
primary. The optimal timing for their surgical resection 
is challenging. The original paradigm of  staged resection 
(colon primary first with the liver metastatic resection 2 
to 3 mo later), has begun to change and good results have 
been achieved with simultaneous resection[60,61]. A study 
of  230 patients (70 undergoing simultaneous resection 
and 130 staged) revealed no difference in morbidity and 
mortality, but a significantly shorter hospital stay for the 
group undergoing simultaneous resection[62]. However, the 
combined strategy can only be offered to less than half  of  
the patients[63,64]. The major limitation is that major liver 
resections, when combined with a simultaneous resection 
of  the primary tumor are associated with increased mor-
tality and morbidity rates of  8% and 36% respectively[65,66]. 
Based on these findings some have argued in favor of  an 
alternative reverse strategy where preoperative chemo-
therapy is followed by resection of  the colorectal liver 
metastases and then by resection of  the colorectal primary 
during a second operation[67,68]. This has been proposed for 
patients with advanced colorectal liver metastatic disease 

and an asymptomatic primary tumor, where delay in the 
treatment of  the liver disease could lead to an unresectable 
situation.

In general, all three approaches, the classic, the com-
bined and the reverse, have shown similar outcomes in 
terms of  overall survival, perioperative mortality and mor-
bidity. These strategies should not be seen as competitive, 
but rather as complementing each other with the extent 
of  disease influencing the choice and sequence of  treat-
ment. If  the strategy is tailored to the different hepatic 
and colorectal disease burdens in each patient, then the 
optimal result can be achieved.
 
EXTRAHEPATIC DISEASE
An aggressive multidisciplinary approach has gained sig-
nificant ground and leads to long term survival in cases of  
serial metastasectomy of  hepatic and pulmonary metasta-
ses from colon cancer. Studies have reported 5-year surviv-
als of  51%, from an aggressive approach where every time 
a metastatic lesion is identified, it is resected[69-71]. Given 
the selection bias of  these studies, the reported favorable 
outcomes could be expected in fit patients with limited 
and resectable liver and lung tumors, and without other ex-
trahepatic disease. The technical approach, particularly the 
sequencing of  resections, can be individualized according 
to the surgeons’ preferences and the extent of  the disease 
in the different organs. Alternatively, the procedures can 
be staged if  an extensive resection is required for the liver.

The promising results in the treatment of  synchro-
nous liver and lung colorectal metastatic disease, have led 
to a more aggressive approach towards other types of  
extrahepatic disease. Specifically, in cases where portal 
lymph node involvement was identified, this was found to 
be a poor prognostic factor, but not an absolute contra-
indication[72-74]. When there is suspicion of  portal lymph 
node metastases preoperatively, a selective approach to 
resection should be undertaken. The location of  the 
lymph nodes appears to be important, and patients with 
celiac or retroperitoneal lymph node disease should not be 
resected, whilst patients with true portal disease should. 
Even in patients with peritoneal disease there have been 
some voices arguing in favor of  surgical resection, pro-
vided the peritoneal metastases are isolated[75,76]. These ret-
rospective studies have shown improved survival with the 
combination of  cytoreductive surgery and intraperitoneal 
chemotherapy. Nevertheless, this combination should be 
considered as a major operation with significant complica-
tions, and should be viewed with caution. 

A prudent strategy in cases of  portal lymph node 
involvement or peritoneal implantation is the use of  pre-
operative chemotherapy as a way to evaluate the biological 
behavior of  the disease. If  there is a prolonged, stable 
period after the chemotherapy, then resection might be of  
benefit.

A ROLE FOR LIVER TRANSPLANTATION?
Previous cases of  liver transplantation for colorectal can-
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cer liver metastases have led to long-term survival and 
even cure in some cases[77,78]. This is not surprising since 
liver transplantation for liver-only metastatic disease is by 
definition an R0 resection and, as such, acceptable from 
an oncological perspective. However, given organ shortag-
es, the outcome has to be comparable to other indications 
for liver transplantation. The fact that overall survival fol-
lowing liver transplantation has dramatically improved and 
that patients with hepatic metastatic disease of  colorectal 
origin present less of  a technical challenge, given the lack 
of  cirrhosis and portal hypertension, these patients should 
be considered relatively low-risk for liver transplantation. 
In addition, the use of  a class of  immunosuppressive 
medications, the mTOR inhibitors, has shown clinical ef-
fect and stabilization of  disease for a variety of  cancers, in 
their role as antiproliferative agents[79-81].

Based on these considerations, a group from Norway, 
taking advantage of  the surplus of  donor organs in that 
country, initiated a study where 16 patients underwent liv-
er transplantation for isolated hepatic metastatic colorectal 
disease[82]. Although 2-year survival was 94% with an ex-
cellent quality of  life, there was a high recurrence rate of  
63%. These preliminary data seem promising although, 
it is too early to tell whether this will prove to be a ben-
eficial strategy. Specifically, it is important to evaluate the 
5-year survival in order to see whether it is comparable to 
other indications for liver transplantation, thereby so as to 
justifying the use of  a limited organ supply. In addition, 
selection criteria for the candidates need to be refined to 
be able to decrease the high recurrence rate.

COMBINATION THERAPY
Part of  the recent aggressive approach to colorectal liver 
metastatic disease is the use of  several treatment modali-
ties in combination, in an effort to deal with more ad-
vanced disease. In a series of  224 patients, where a very 
high number had multiple (five or more), bilateral liver 
lesions, treatment consisted of  a combination of  hepatic 
arterial chemotherapy, cryotherapy and resection[83-85]. 
This led to 1-, 3-, and 5-year survival rates of  87%, 43% 
and 23% respectively in this high risk group of  patients. 
The surgeon and the medical team have a wide arma-
mentarium in their hands and it is up to them to find the 
right treatment modality for each patient.

ABLATIVE THERAPY
A special mention should be made regarding the role of  
ablative therapy in the treatment of  liver metastatic dis-
ease from colorectal cancer, and especially that of  radio-
frequency ablation (RFA). As experience with RFA has in-
creased over the last several years, there has been an effort 
to comprehensively evaluate the results. A Clinical Evi-
dence Review regarding RFA of  hepatic metastases from 
colorectal cancer, published by The American Society of  
Clinical Oncology in 2009, suggested that, based on the 
existing evidence, overall survival was better for hepatic 
resection than for RFA, especially for patients with resect-

able tumors without extrahepatic disease[86]. RFA inves-
tigators reported a wide variability in the 5-year survival 
rate (14% to 55%) and local tumor recurrence rate (3.6% 
to 60%). The reported mortality rate was low (0% to 2%), 
and the rate of  major complications was commonly re-
ported to be 6% to 9%. In another systematic review of  
the clinical benefit and role of  radiofrequency ablation 
as treatment of  colorectal liver metastases, the authors 
found that comparative studies indicated significantly im-
proved overall survival after RFA vs chemotherapy alone, 
RFA plus chemotherapy vs RFA alone and up-front RFA 
vs RFA following second-line chemotherapy[87]. These 
findings support the suggestion that RFA prolongs time 
without toxicity and survival as an adjunct to hepatectomy 
and/or chemotherapy in well-selected patients, but not as 
an alternative to resection.

FOLLOW-UP AND RECURRENCE AFTER 
LIVER RESECTION
Recurrence can occur in as many as 60% of  patients fol-
lowing liver resection of  colorectal metastatic disease, with 
the most frequent site of  recurrence being the liver. In 
approximately 20% of  these patients the liver may be the 
only site of  recurrence and as a result these patients may 
be suitable for re-resection[88]. The vast majority of  these 
recurrences occur in the first two years and for that reason 
frequent surveillance with CT is critical for early detec-
tion. This becomes even more important if  we consider 
that the reported morbidity and mortality rates, as well as 
overall survival rates after re-resection, are similar to those 
reported for the initial hepatectomy, despite the poten-
tially greater technical difficulty[87-89]. In the current cost-
conscious environment, the fact that intensive 3-monthly 
CT surveillance detects recurrence that is amenable to 
further resection in a considerable number of  patients, 
leads to significantly better survival for these patients with 
a reasonable cost per life-year gained[90].

USE OF MULTIDISCIPLINARY TEAMS
A key factor in achieving a successful outcome for patients 
with hepatic metastases from colorectal cancer is the close 
cooperation between the colorectal and the hepatobiliary 
team. Both of  these should include specialist surgeons, in 
addition to an oncologist, gastroenterologist, diagnostic 
and interventional radiologist, histopathologist and clinical 
nurse specialist. The goal is to achieve a multidisciplinary 
input, as well as to develop protocols that will be the cor-
nerstone of  developing a “best practices” approach. The 
improved outcomes that we are witnessing in the manage-
ment of  liver metastatic lesions from colorectal cancer are 
most likely to be the result of  this concerted effort, in ad-
dition to a possible volume effect.

CONCLUSION
Surgery is the cornerstone of  any successful therapeu-
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tic approach to patients with hepatic metastases from 
colorectal cancer. However, with the significant prog-
ress in areas such as chemotherapy and local, ablative 
treatments among others, we have been able to expand 
the definition of  what is resectable in the treatment of  
colorectal liver metastatic disease and to be able to talk 
about 5-year survivals in cases, where it was previously 
unthinkable. There have been reports of  10- and 15-year 
survivals of  24% and 21% respectively[91]. In a review 
from the Memorial Sloan Kettering Cancer Center of  
612 consecutive patients with colorectal liver metastases, 
there were 102 10-year survivors. They serve as proof  of  
the importance of  surgery in allowing us to talk about 
curing this disease, as chemotherapy regimens during 
most of  that earlier period were not very helpful[92]. With 
all the new weapons currently in the surgeon’s armamen-
tarium, the future certainly looks even brighter. In order 
to be able to continue down this path, there is a need for 
an ongoing collaborative collection of  data with the use 
of  various protocols and multicenter trials.

REFERENCES
1 Kemeny N, Kemeny MM, Lawrence TS. Liver Metastases. 

In: Abeloff MD, Armitage JO, Niederhuber JE, Kastan MB, 
McKenna WG, editors. Clinical Oncology. 3rd ed. Elsevier 
Philadelphia, 2004: 1141-1178

2 André T, Boni C, Mounedji-Boudiaf L, Navarro M, Tab-
ernero J, Hickish T, Topham C, Zaninelli M, Clingan P, 
Bridgewater J, Tabah-Fisch I, de Gramont A. Oxaliplatin, 
fluorouracil, and leucovorin as adjuvant treatment for colon 
cancer. N Engl J Med 2004; 350: 2343-2351

3 Douillard JY, Cunningham D, Roth AD, Navarro M, James 
RD, Karasek P, Jandik P, Iveson T, Carmichael J, Alakl M, 
Gruia G, Awad L, Rougier P. Irinotecan combined with 
fluorouracil compared with fluorouracil alone as first-line 
treatment for metastatic colorectal cancer: a multicentre ran-
domised trial. Lancet 2000; 355: 1041-1047

4 de Gramont A, Figer A, Seymour M, Homerin M, Hmissi A, 
Cassidy J, Boni C, Cortes-Funes H, Cervantes A, Freyer G, 
Papamichael D, Le Bail N, Louvet C, Hendler D, de Braud 
F, Wilson C, Morvan F, Bonetti A. Leucovorin and fluoro-
uracil with or without oxaliplatin as first-line treatment in 
advanced colorectal cancer. J Clin Oncol 2000; 18: 2938-2947

5 Tournigand C, André T, Achille E, Lledo G, Flesh M, Mery-
Mignard D, Quinaux E, Couteau C, Buyse M, Ganem G, 
Landi B, Colin P, Louvet C, de Gramont A. FOLFIRI fol-
lowed by FOLFOX6 or the reverse sequence in advanced 
colorectal cancer: a randomized GERCOR study. J Clin On-
col 2004; 22: 229-237

6 Cunningham D, Humblet Y, Siena S, Khayat D, Bleiberg 
H, Santoro A, Bets D, Mueser M, Harstrick A, Verslype C, 
Chau I, Van Cutsem E. Cetuximab monotherapy and ce-
tuximab plus irinotecan in irinotecan-refractory metastatic 
colorectal cancer. N Engl J Med 2004; 351: 337-345

7 Hurwitz H, Fehrenbacher L, Novotny W, Cartwright T, 
Hainsworth J, Heim W, Berlin J, Baron A, Griffing S, Hol-
mgren E, Ferrara N, Fyfe G, Rogers B, Ross R, Kabbinavar 
F. Bevacizumab plus irinotecan, fluorouracil, and leucovo-
rin for metastatic colorectal cancer. N Engl J Med 2004; 350: 
2335-2342

8 Fong Y, Cohen AM, Fortner JG, Enker WE, Turnbull AD, 
Coit DG, Marrero AM, Prasad M, Blumgart LH, Brennan 
MF. Liver resection for colorectal metastases. J Clin Oncol 
1997; 15: 938-946

9 Scheele J, Stangl R, Altendorf-Hofmann A. Hepatic metas-

tases from colorectal carcinoma: impact of surgical resection 
on the natural history. Br J Surg 1990; 77: 1241-1246

10 Bismuth H, Adam R, Lévi F, Farabos C, Waechter F, Casta-
ing D, Majno P, Engerran L. Resection of nonresectable liver 
metastases from colorectal cancer after neoadjuvant chemo-
therapy. Ann Surg 1996; 224: 509-520; discussion 520-522

11 Fong Y, Fortner J, Sun RL, Brennan MF, Blumgart LH. Clini-
cal score for predicting recurrence after hepatic resection 
for metastatic colorectal cancer: analysis of 1001 consecutive 
cases. Ann Surg 1999; 230: 309-318; discussion 318-321

12 Nordlinger B, Guiguet M, Vaillant JC, Balladur P, Boud-
jema K, Bachellier P, Jaeck D. Surgical resection of colorectal 
carcinoma metastases to the liver. A prognostic scoring sys-
tem to improve case selection, based on 1568 patients. As-
sociation Française de Chirurgie. Cancer 1996; 77: 1254-1262

13 Poston GJ, Adam R, Alberts S, Curley S, Figueras J, Haller 
D, Kunstlinger F, Mentha G, Nordlinger B, Patt Y, Primrose 
J, Roh M, Rougier P, Ruers T, Schmoll HJ, Valls C, Vauthey 
NJ, Cornelis M, Kahan JP. OncoSurge: a strategy for improv-
ing resectability with curative intent in metastatic colorectal 
cancer. J Clin Oncol 2005; 23: 7125-7134

14 Mala T, Bøhler G, Mathisen Ø, Bergan A, Søreide O. He-
patic resection for colorectal metastases: can preoperative 
scoring predict patient outcome? World J Surg 2002; 26: 
1348-1353

15 Jarnagin WR, Bodniewicz J, Dougherty E, Conlon K, 
Blumgart LH, Fong Y. A prospective analysis of staging 
laparoscopy in patients with primary and secondary hepa-
tobiliary malignancies. J Gastrointest Surg 2000; 4: 34-43

16 Weber SM, DeMatteo RP, Fong Y, Blumgart LH, Jarnagin 
WR. Staging laparoscopy in patients with extrahepatic bili-
ary carcinoma. Analysis of 100 patients. Ann Surg 2002; 235: 
392-399

17 Kattan MW, Gönen M, Jarnagin WR, DeMatteo R, D'Angelica 
M, Weiser M, Blumgart LH, Fong Y. A nomogram for pre-
dicting disease-specific survival after hepatic resection for 
metastatic colorectal cancer. Ann Surg 2008; 247: 282-287

18 Nathan H, de Jong MC, Pulitano C, Ribero D, Strub J, 
Mentha G, Gigot JF, Schulick RD, Choti MA, Aldrighetti L, 
Capussotti L, Pawlik TM. Conditional survival after surgi-
cal resection of colorectal liver metastasis: an international 
multi-institutional analysis of 949 patients. J Am Coll Surg 
2010; 210: 755-764, 764-766

19 Chang GJ, Hu CY, Eng C, Skibber JM, Rodriguez-Bigas MA. 
Practical application of a calculator for conditional survival 
in colon cancer. J Clin Oncol 2009; 27: 5938-5943

20 Khatri VP, Petrelli NJ, Belghiti J. Extending the frontiers of 
surgical therapy for hepatic colorectal metastases: is there a 
limit? J Clin Oncol 2005; 23: 8490-8499

21 Makuuchi M, Thai BL, Takayasu K, Takayama T, Kosuge T, 
Gunvén P, Yamazaki S, Hasegawa H, Ozaki H. Preoperative 
portal embolization to increase safety of major hepatectomy 
for hilar bile duct carcinoma: a preliminary report. Surgery 
1990; 107: 521-527

22 Makuuchi M, Mori T, Gunvén P, Yamazaki S, Hasegawa H. 
Safety of hemihepatic vascular occlusion during resection of 
the liver. Surg Gynecol Obstet 1987; 164: 155-158

23 Le Foie CC. Etudes Anatomiques et Chirurgicales 1957. 
Masson & Cie Paris

24 Curley SA, Izzo F, Delrio P, Ellis LM, Granchi J, Vallone P, 
Fiore F, Pignata S, Daniele B, Cremona F. Radiofrequency 
ablation of unresectable primary and metastatic hepatic ma-
lignancies: results in 123 patients. Ann Surg 1999; 230: 1-8

25 Cash DM, Miga MI, Glasgow SC, Dawant BM, Clements 
LW, Cao Z, Galloway RL, Chapman WC. Concepts and pre-
liminary data toward the realization of image-guided liver 
surgery. J Gastrointest Surg 2007; 11: 844-859

26 Fong Y, Wong J. Evolution in surgery: influence of minimal-
ly invasive approaches on the hepatobiliary surgeon. Surg 
Infect (Larchmt) 2009; 10: 399-406

6WJGO|www.wjgnet.com January 15, 2011|Volume 3|Issue 1|

Tsoulfas G et al . Surgical treatment for colorectal liver metastases



27 Alberts SR, Horvath WL, Sternfeld WC, Goldberg RM, Ma-
honey MR, Dakhil SR, Levitt R, Rowland K, Nair S, Sargent 
DJ, Donohue JH. Oxaliplatin, fluorouracil, and leucovorin 
for patients with unresectable liver-only metastases from 
colorectal cancer: a North Central Cancer Treatment Group 
phase II study. J Clin Oncol 2005; 23: 9243-9249

28 Ho WM, Ma B, Mok T, Yeo W, Lai P, Lim R, Koh J, Wong YY, 
King A, Leow CK, Chan AT. Liver resection after irinotecan, 
5-fluorouracil, and folinic acid for patients with unresectable 
colorectal liver metastases: a multicenter phase II study by 
the Cancer Therapeutic Research Group. Med Oncol 2005; 22: 
303-312

29 Wein A, Riedel C, Brückl W, Merkel S, Ott R, Hanke B, 
Baum U, Fuchs F, Günther K, Reck T, Papadopoulos T, 
Hahn EG, Hohenberger W. Neoadjuvant treatment with 
weekly high-dose 5-Fluorouracil as 24-hour infusion, folinic 
acid and oxaliplatin in patients with primary resectable liver 
metastases of colorectal cancer. Oncology 2003; 64: 131-138

30 Masi G, Cupini S, Marcucci L, Cerri E, Loupakis F, Allegrini 
G, Brunetti IM, Pfanner E, Viti M, Goletti O, Filipponi F, Fal-
cone A. Treatment with 5-fluorouracil/folinic acid, oxalipla-
tin, and irinotecan enables surgical resection of metastases 
in patients with initially unresectable metastatic colorectal 
cancer. Ann Surg Oncol 2006; 13: 58-65

31 Nordlinger B, Sorbye H, Glimelius B, Poston GJ, Schlag PM, 
Rougier P, Bechstein WO, Primrose JN, Walpole ET, Finch-
Jones M, Jaeck D, Mirza D, Parks RW, Collette L, Praet M, 
Bethe U, Van Cutsem E, Scheithauer W, Gruenberger T. 
Perioperative chemotherapy with FOLFOX4 and surgery 
versus surgery alone for resectable liver metastases from 
colorectal cancer (EORTC Intergroup trial 40983): a ran-
domised controlled trial. Lancet 2008; 371: 1007-1016

32 House MG, Ito H, Gönen M, Fong Y, Allen PJ, DeMatteo 
RP, Brennan MF, Blumgart LH, Jarnagin WR, D'Angelica 
MI. Survival after hepatic resection for metastatic colorectal 
cancer: trends in outcomes for 1,600 patients during two 
decades at a single institution. J Am Coll Surg 2010; 210: 
744-752, 752-755

33 Adam R, Pascal G, Castaing D, Azoulay D, Delvart V, Paule 
B, Levi F, Bismuth H. Tumor progression while on chemo-
therapy: a contraindication to liver resection for multiple 
colorectal metastases? Ann Surg 2004; 240: 1052-1061; dis-
cussion 1061-1064

34 Sauer R, Becker H, Hohenberger W, Rödel C, Wittekind 
C, Fietkau R, Martus P, Tschmelitsch J, Hager E, Hess CF, 
Karstens JH, Liersch T, Schmidberger H, Raab R. Preopera-
tive versus postoperative chemoradiotherapy for rectal can-
cer. N Engl J Med 2004; 351: 1731-1740

35 Kooby DA, Fong Y, Suriawinata A, Gonen M, Allen PJ, Klim-
stra DS, DeMatteo RP, D’Angelica M, Blumgart LH, Jarnagin 
WR. Impact of steatosis on perioperative outcome following 
hepatic resection. J Gastrointest Surg 2003; 7: 1034-1044

36 Fernandez FG, Ritter J, Goodwin JW, Linehan DC, Hawkins 
WG, Strasberg SM. Effect of steatohepatitis associated with 
irinotecan or oxaliplatin pretreatment on resectability of he-
patic colorectal metastases. J Am Coll Surg 2005; 200: 845-853

37 Auer RC, White RR, Kemeny NE, Schwartz LH, Shia J, 
Blumgart LH, Dematteo RP, Fong Y, Jarnagin WR, D’An-
gelica MI. Predictors of a true complete response among 
disappearing liver metastases from colorectal cancer after 
chemotherapy. Cancer 2010; 116: 1502-1509

38 Karakousis G, Fong Y. The case for selective use of pre-
operative chemotherapy for hepatic colorectal metasta-
ses: more is not always better. Ann Surg Oncol 2009; 16: 
2086-2088

39 Tagliabue E, Agresti R, Carcangiu ML, Ghirelli C, Morelli 
D, Campiglio M, Martel M, Giovanazzi R, Greco M, Balsari 
A, Ménard S. Role of HER2 in wound-induced breast carci-
noma proliferation. Lancet 2003; 362: 527-533

40 Troester MA, Lee MH, Carter M, Fan C, Cowan DW, Perez 

ER, Pirone JR, Perou CM, Jerry DJ, Schneider SS. Activation 
of host wound responses in breast cancer microenviron-
ment. Clin Cancer Res 2009; 15: 7020-7028

41 Gabrilovich DI, Nagaraj S. Myeloid-derived suppressor 
cells as regulators of the immune system. Nat Rev Immunol 
2009; 9: 162-174

42 Mazzaferro V, Coppa J, Carrabba MG, Rivoltini L, Schiavo 
M, Regalia E, Mariani L, Camerini T, Marchianò A, Andreo-
la S, Camerini R, Corsi M, Lewis JJ, Srivastava PK, Parmiani 
G. Vaccination with autologous tumor-derived heat-shock 
protein gp96 after liver resection for metastatic colorectal 
cancer. Clin Cancer Res 2003; 9: 3235-3245

43 Pilla L, Squarcina P, Coppa J, Mazzaferro V, Huber V, 
Pende D, Maccalli C, Sovena G, Mariani L, Castelli C, Parm-
iani G, Rivoltini L. Natural killer and NK-Like T-cell activa-
tion in colorectal carcinoma patients treated with autolo-
gous tumor-derived heat shock protein 96. Cancer Res 2005; 
65: 3942-3949

44 Steele G Jr, Bleday R, Mayer RJ, Lindblad A, Petrelli N, 
Weaver D. A prospective evaluation of hepatic resection for 
colorectal carcinoma metastases to the liver: Gastrointesti-
nal Tumor Study Group Protocol 6584. J Clin Oncol 1991; 9: 
1105-1112

45 Ward BA, Miller DL, Frank JA, Dwyer AJ, Simmons JT, 
Chang R, Shawker TH, Choyke P, Chang AE. Prospective 
evaluation of hepatic imaging studies in the detection of 
colorectal metastases: correlation with surgical findings. 
Surgery 1989; 105: 180-187

46 Bipat S, van Leeuwen MS, Comans EF, Pijl ME, Bossuyt 
PM, Zwinderman AH, Stoker J. Colorectal liver metastases: 
CT, MR imaging, and PET for diagnosis--meta-analysis. Ra-
diology 2005; 237: 123-131

47 Metcalfe MS, Bridgewater FH, Mullin EJ, Maddern GJ. 
Useless and dangerous--fine needle aspiration of hepatic 
colorectal metastases. BMJ 2004; 328: 507-508

48 Jones OM, Rees M, John TG, Bygrave S, Plant G. Biopsy of 
resectable colorectal liver metastases causes tumour dissem-
ination and adversely affects survival after liver resection. 
Br J Surg 2005; 92: 1165-1168

49 D’Angelica M, Fong Y, Weber S, Gonen M, DeMatteo RP, 
Conlon K, Blumgart LH, Jarnagin WR. The role of stag-
ing laparoscopy in hepatobiliary malignancy: prospective 
analysis of 401 cases. Ann Surg Oncol 2003; 10: 183-189

50 Metcalfe MS, Close JS, Iswariah H, Morrison C, Wemyss-
Holden SA, Maddern GJ. The value of laparoscopic staging 
for patients with colorectal metastases. Arch Surg 2003; 138: 
770-772

51 Wicherts DA, de Haas RJ, Andreani P, Sotirov D, Salloum C, 
Castaing D, Adam R, Azoulay D. Impact of portal vein em-
bolization on long-term survival of patients with primarily 
unresectable colorectal liver metastases. Br J Surg 2010; 97: 
240-250

52 Oldhafer KJ, Stavrou GA, Prause G, Peitgen HO, Lueth TC, 
Weber S. How to operate a liver tumor you cannot see. Lan-
genbecks Arch Surg 2009; 394: 489-494

53 Koffron AJ, Auffenberg G, Kung R, Abecassis M. Evalua-
tion of 300 minimally invasive liver resections at a single 
institution: less is more. Ann Surg 2007; 246: 385-392; discus-
sion 392-394

54 Buell JF, Thomas MT, Rudich S, Marvin M, Nagubandi R, 
Ravindra KV, Brock G, McMasters KM. Experience with 
more than 500 minimally invasive hepatic procedures. Ann 
Surg 2008; 248: 475-486

55 Abu Hilal M, Underwood T, Zuccaro M, Primrose J, Pearce 
N. Short- and medium-term results of totally laparoscopic 
resection for colorectal liver metastases. Br J Surg 2010; 97: 
927-933

56 Nguyen KT, Laurent A, Dagher I, Geller DA, Steel J, Thom-
as MT, Marvin M, Ravindra KV, Mejia A, Lainas P, Franco 
D, Cherqui D, Buell JF, Gamblin TC. Minimally invasive 

7WJGO|www.wjgnet.com January 15, 2011|Volume 3|Issue 1|

Tsoulfas G et al . Surgical treatment for colorectal liver metastases



liver resection for metastatic colorectal cancer: a multi-insti-
tutional, international report of safety, feasibility, and early 
outcomes. Ann Surg 2009; 250: 842-848

57 Goldfarb M, Brower S, Schwaitzberg SD. Minimally inva-
sive surgery and cancer: controversies part 1. Surg Endosc 
2010; 24: 304-334

58 Pawlik TM, Scoggins CR, Zorzi D, Abdalla EK, Andres A, 
Eng C, Curley SA, Loyer EM, Muratore A, Mentha G, Ca-
pussotti L, Vauthey JN. Effect of surgical margin status on 
survival and site of recurrence after hepatic resection for 
colorectal metastases. Ann Surg 2005; 241: 715-722, discussion 
722-724

59 Hamady ZZ, Cameron IC, Wyatt J, Prasad RK, Toogood GJ, 
Lodge JP. Resection margin in patients undergoing hepa-
tectomy for colorectal liver metastasis: a critical appraisal of 
the 1cm rule. Eur J Surg Oncol 2006; 32: 557-563

60 Martin R, Paty P, Fong Y, Grace A, Cohen A, DeMatteo R, 
Jarnagin W, Blumgart L. Simultaneous liver and colorectal 
resections are safe for synchronous colorectal liver metasta-
sis. J Am Coll Surg 2003; 197: 233-241; discussion 241-242

61 Lyass S, Zamir G, Matot I, Goitein D, Eid A, Jurim O. Com-
bined colon and hepatic resection for synchronous colorec-
tal liver metastases. J Surg Oncol 2001; 78: 17-21

62 Martin RC 2nd, Augenstein V, Reuter NP, Scoggins CR, 
McMasters KM. Simultaneous versus staged resection for 
synchronous colorectal cancer liver metastases. J Am Coll 
Surg 2009; 208: 842-850; discussion 850-852

63 Vogt P, Raab R, Ringe B, Pichlmayr R. Resection of synchro-
nous liver metastases from colorectal cancer. World J Surg 
1991; 15: 62-67

64 Weber JC, Bachellier P, Oussoultzoglou E, Jaeck D. Simulta-
neous resection of colorectal primary tumour and synchro-
nous liver metastases. Br J Surg 2003; 90: 956-962

65 Reddy SK, Pawlik TM, Zorzi D, Gleisner AL, Ribero D, As-
sumpcao L, Barbas AS, Abdalla EK, Choti MA, Vauthey JN, 
Ludwig KA, Mantyh CR, Morse MA, Clary BM. Simultane-
ous resections of colorectal cancer and synchronous liver me-
tastases: a multi-institutional analysis. Ann Surg Oncol 2007; 
14: 3481-3491

66 Tanaka K, Shimada H, Matsuo K, Nagano Y, Endo I, Sekido 
H, Togo S. Outcome after simultaneous colorectal and he-
patic resection for colorectal cancer with synchronous me-
tastases. Surgery 2004; 136: 650-659

67 Mentha G, Majno PE, Andres A, Rubbia-Brandt L, Morel 
P, Roth AD. Neoadjuvant chemotherapy and resection of 
advanced synchronous liver metastases before treatment of 
the colorectal primary. Br J Surg 2006; 93: 872-878

68 Brouquet A, Mortenson MM, Vauthey JN, Rodriguez-Bigas 
MA, Overman MJ, Chang GJ, Kopetz S, Garrett C, Curley 
SA, Abdalla EK. Surgical strategies for synchronous colorec-
tal liver metastases in 156 consecutive patients: classic, com-
bined or reverse strategy? J Am Coll Surg 2010; 210: 934-941

69 Shah SA, Haddad R, Al-Sukhni W, Kim RD, Greig PD, 
Grant DR, Taylor BR, Langer B, Gallinger S, Wei AC. Sur-
gical resection of hepatic and pulmonary metastases from 
colorectal carcinoma. J Am Coll Surg 2006; 202: 468-475

70 Mineo TC, Ambrogi V, Tonini G, Bollero P, Roselli M, 
Mineo D, Nofroni I. Longterm results after resection of si-
multaneous and sequential lung and liver metastases from 
colorectal carcinoma. J Am Coll Surg 2003; 197: 386-391

71 Nagakura S, Shirai Y, Yamato Y, Yokoyama N, Suda T, 
Hatakeyama K. Simultaneous detection of colorectal carci-
noma liver and lung metastases does not warrant resection. 
J Am Coll Surg 2001; 193: 153-160

72 Jaeck D, Nakano H, Bachellier P, Inoue K, Weber JC, Ous-
soultzoglou E, Wolf P, Chenard-Neu MP. Significance of 
hepatic pedicle lymph node involvement in patients with 
colorectal liver metastases: a prospective study. Ann Surg 
Oncol 2002; 9: 430-438

73 Laurent C, Sa Cunha A, Rullier E, Smith D, Rullier A, Saric J. 

Impact of microscopic hepatic lymph node involvement on 
survival after resection of colorectal liver metastasis. J Am 
Coll Surg 2004; 198: 884-891

74 Adam R, de Haas RJ, Wicherts DA, Aloia TA, Delvart V, 
Azoulay D, Bismuth H, Castaing D. Is hepatic resection justi-
fied after chemotherapy in patients with colorectal liver me-
tastases and lymph node involvement? J Clin Oncol 2008; 26: 
3672-3680

75 Yan TD, Black D, Savady R, Sugarbaker PH. Systematic 
review on the efficacy of cytoreductive surgery combined 
with perioperative intraperitoneal chemotherapy for perito-
neal carcinomatosis from colorectal carcinoma. J Clin Oncol 
2006; 24: 4011-4019

76 Kianmanesh R, Scaringi S, Sabate JM, Castel B, Pons-
Kerjean N, Coffin B, Hay JM, Flamant Y, Msika S. Itera-
tive cytoreductive surgery associated with hyperthermic 
intraperitoneal chemotherapy for treatment of peritoneal 
carcinomatosis of colorectal origin with or without liver me-
tastases. Ann Surg 2007; 245: 597-603

77 Hoti E, Adam R. Liver transplantation for primary and 
metastatic liver cancers. Transpl Int 2008; 21: 1107-1117

78 Kappel S, Kandioler D, Steininger R, Längle F, Wrba F, 
Ploder M, Berlakovich G, Soliman T, Hetz H, Rockenschaub 
S, Roth E, Mühlbacher F. Genetic detection of lymph node 
micrometastases: a selection criterion for liver transplanta-
tion in patients with liver metastases after colorectal cancer. 
Transplantation 2006; 81: 64-70

79 Fung J, Kelly D, Kadry Z, Patel-Tom K, Eghtesad B. Immu-
nosuppression in liver transplantation: beyond calcineurin 
inhibitors. Liver Transpl 2005; 11: 267-280

80 Chan S, Scheulen ME, Johnston S, Mross K, Cardoso F, 
Dittrich C, Eiermann W, Hess D, Morant R, Semiglazov V, 
Borner M, Salzberg M, Ostapenko V, Illiger HJ, Behringer 
D, Bardy-Bouxin N, Boni J, Kong S, Cincotta M, Moore L. 
Phase II study of temsirolimus (CCI-779), a novel inhibitor of 
mTOR, in heavily pretreated patients with locally advanced 
or metastatic breast cancer. J Clin Oncol 2005; 23: 5314-5322

81 Atkins MB, Hidalgo M, Stadler WM, Logan TF, Dutcher JP, 
Hudes GR, Park Y, Liou SH, Marshall B, Boni JP, Dukart G, 
Sherman ML. Randomized phase II study of multiple dose 
levels of CCI-779, a novel mammalian target of rapamycin 
kinase inhibitor, in patients with advanced refractory renal 
cell carcinoma. J Clin Oncol 2004; 22: 909-918

82 Foss A, Adam R, Dueland S. Liver transplantation for 
colorectal liver metastases: revisiting the concept. Transpl 
Int 2010; 23: 679-685

83 Yan TD, Padang R, Morris DL. Longterm results and prog-
nostic indicators after cryotherapy and hepatic arterial che-
motherapy with or without resection for colorectal liver me-
tastases in 224 patients: longterm survival can be achieved 
in patients with multiple bilateral liver metastases. J Am Coll 
Surg 2006; 202: 100-111

84 Kanellos I, Zacharakis E, Demetriades H, Christoforidis E, 
Kanellos D, Pramateftakis MG, Betsis D. Value of carcino-
embryonic antigen assay in predicting hepatic metastases, 
local recurrence, and survival after curative resection of 
colorectal cancer. Surg Today 2006; 36: 879-884

85 Kanellos I, Demetriades H, Blouhos K, Tsachalis T, Pra-
mateftakis MG, Betsis D. Radio-frequency ablation of hepat-
ic metastases from colorectal cancer. Tech Coloproctol 2004; 8 
Suppl 1: s119-s122

86 Wong SL, Mangu PB, Choti MA, Crocenzi TS, Dodd GD 
3rd, Dorfman GS, Eng C, Fong Y, Giusti AF, Lu D, Marsland 
TA, Michelson R, Poston GJ, Schrag D, Seidenfeld J, Benson 
AB 3rd. American Society of Clinical Oncology 2009 clinical 
evidence review on radiofrequency ablation of hepatic me-
tastases from colorectal cancer. J Clin Oncol 2010; 28: 493-508

87 Stang A, Fischbach R, Teichmann W, Bokemeyer C, Brau-
mann D. A systematic review on the clinical benefit and role 
of radiofrequency ablation as treatment of colorectal liver 

8WJGO|www.wjgnet.com January 15, 2011|Volume 3|Issue 1|

Tsoulfas G et al . Surgical treatment for colorectal liver metastases



metastases. Eur J Cancer 2009; 45: 1748-1756
88 Wanebo HJ, Chu QD, Avradopoulos KA, Vezeridis MP. 

Current perspectives on repeat hepatic resection for colorec-
tal carcinoma: a review. Surgery 1996; 119: 361-371

89 Shaw IM, Rees M, Welsh FK, Bygrave S, John TG. Repeat 
hepatic resection for recurrent colorectal liver metastases 
is associated with favourable long-term survival. Br J Surg 
2006; 93: 457-464

90 Gomez D, Sangha VK, Morris-Stiff G, Malik HZ, Guthrie 
AJ, Toogood GJ, Lodge JP, Prasad KR. Outcomes of inten-

sive surveillance after resection of hepatic colorectal metas-
tases. Br J Surg 2010; 97: 1552-1560

91 Fortner JG, Fong Y. Twenty-five-year follow-up for liver 
resection: the personal series of Dr. Joseph G. Fortner. Ann 
Surg 2009; 250: 908-913

92 Tomlinson JS, Jarnagin WR, DeMatteo RP, Fong Y, Korn-
prat P, Gonen M, Kemeny N, Brennan MF, Blumgart LH, 
D'Angelica M. Actual 10-year survival after resection of 
colorectal liver metastases defines cure. J Clin Oncol 2007; 
25: 4575-4580

S- Editor  Wang JL    L- Editor  Hughes D    E- Editor  Ma WH

9WJGO|www.wjgnet.com January 15, 2011|Volume 3|Issue 1|

Tsoulfas G et al . Surgical treatment for colorectal liver metastases


