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Abstract
Objectives: Selected patients with unresectable colorectal liver metastases (CLM) may be rendered

resectable using the two-stage hepatectomy (TSH) approach. This review was conducted with the aim of

collating and evaluating published evidence for TSH in patients with initially unresectable CLM.

Methods: Searches of the MEDLINE and EMBASE databases were undertaken to identify studies of

TSH in patients with initially unresectable CLM. Studies were required to focus on the perioperative

treatment regimen, operative strategy, morbidity, technical success and survival outcomes.

Results: Ten observational studies were reviewed. A total of 459 patients with initially unresectable CLM

were selected for the first stage of TSH. Preoperative chemotherapy was used in 88% of patients and

achieved partial and stable response rates of 59% and 39%, respectively. Postoperative morbidity and

mortality after the first stage of TSH were 17% and 0.5%, respectively. Portal vein embolization (PVE) was

used in 76% of patients. Ultimately, 352 of the initial 459 (77%) patients underwent the second stage of

TSH. Major liver resection was undertaken in 84% of patients; the negative margin (R0) resection rate was

75%. Postoperative morbidity and mortality after the second stage of TSH were 40% and 3%, respec-

tively. Median overall survival was 37 months (range: 24–44 months) in patients who completed both

stages of TSH. In patients who did not complete both stages of TSH, median survival was 16 months

(range: 10–29 months). The 3-year disease-free survival rate was 20% (range: 6–27%).

Conclusions: Two-stage hepatectomy is safe and effective in selected patients with initially unresect-

able CLM. Further studies are required to better define patient selection criteria for TSH and the exact

roles of PVE and preoperative and interval chemotherapy.
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Introduction

Colorectal cancer is the third most common cancer worldwide.1

Around 25% of patients have synchronous liver metastases at
presentation and a further 25–50% subsequently develop meta-
chronous liver disease.2,3 Surgical resection of colorectal liver
metastases (CLM) is considered the only curative therapy and
achieves 5-year overall survival (OS) rates of up to 58%.4–11 Nev-
ertheless, fewer than 25% of patients with CLM are considered
to have resectable disease.11–13 In the last decade, considerable
efforts were directed towards developing strategies to increase
the number of patients with CLM who could benefit from

surgical resection. In 2000, Adam et al. published the first series
of two-stage hepatectomies (TSHs) in patients with unresectable
bilobar CLM that were not amenable to resection in a single
operation, even in combination with preoperative chemotherapy
and portal vein embolization (PVE).14 Two-stage hepatectomy is
conceived as a planned and potentially curative strategy and
consists of the resection of CLM in one hemiliver during the
first stage, followed by a second resection of CLM in the con-
tralateral hemiliver during the second stage. This systematic
review was undertaken to assess the published evidence for the
safety and efficacy of TSH in patients with initially unresectable
CLM.
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Materials and methods
Literature search strategy
A search of the MEDLINE (1966 to June 2012) and EMBASE
(January 1974 to June 2012) databases was undertaken. The
search terms colorectal cancer or colorectal neoplasm, liver metas-
tases or hepatic metastases tumour, hepatectomy or liver resection or
hepatic resection, and stage resection or two-stage hepatectomy were
used. These terms were mapped to MESH (medical subject head-
ings) terms and were searched for as text items. Reference lists
from relevant articles were searched and the authors’ personal
libraries were checked manually for other potentially relevant
studies. No search was made of unpublished literature.

Study selection
The study evaluation was performed by two reviewers (VWTL
and JML). Reviews, case reports, conference abstracts, non-
human studies and case series in which TSH was completed in
fewer than 10 patients were excluded. Abstracts of the remaining
studies were retrieved and reviewed for relevance. The full texts of
previously selected articles were thoroughly reviewed. Studies on
which a decision could not be made based upon the abstract were
also reviewed. Those studies which described the use of TSH with
curative intent in patients with initially unresectable CLM were
included for analysis. Studies that adopted hybrid approaches,
combining liver resection with ablation techniques, or the resec-
tion of extrahepatic metastases with the aim of expanding the
criteria for resection of CLM, were also included for review. Only
studies reporting both short- and longterm outcomes of TSH
were included. When multiple publications were identified from
the same or overlapping patient series, only the most complete or
recent publication was included. Study methodology quality was
assessed according to the Newcastle–Ottawa scale.15 A score of �4
was required for inclusion.

Data extraction and critical appraisal
Two reviewers (VWTL and JML) independently appraised each
article using predefined criteria. Data extracted included informa-
tion on methodology, quality criteria, setting of the use of peri-
operative chemotherapy, response to chemotherapy, proportion
of negative margin (R0) resections, disease-free survival (DFS)
and OS, and morbidity and mortality in this multimodal
approach. Discrepancies were resolved by consensus. Major hepa-
tectomy was defined as the resection of three or more Couinaud
segments. Because the reports included lacked control groups and
the selected studies were heterogeneous, no meta-analysis could
be carried out. A qualitative systematic review was performed
without a comparator group by full tabulation of the results. The
level of evidence of each article was scored according to the Hier-
archy of Evidence table developed by the National Health and
Medical Research Council of Australia.16 This systematic review
was performed according to PRISMA (preferred reporting items
for systematic reviews and meta-analyses) guidelines.17

Results

The literature search using the strategy described herein identified
226 studies. Duplicated studies, non-human studies, review arti-
cles, case reports and conference abstracts were excluded. The
manuscripts of the 43 remaining articles were reviewed. Thirty-
three articles that did not fulfil the inclusion criteria were
excluded. The remaining 10 studies were individually reviewed
(Fig. 1). No meta-analyses or randomized controlled trials (RCTs)
were identified. Ten observational studies (Level IV evidence)
were included for analysis.

This review pertains to 10 studies covering a combined total
of 459 patients with unresectable CLM in whom the first stage of
TSH was performed.18–27 One study, reporting TSH for initially
unresectable liver metastases in 33 patients with colorectal
cancer, three with neuroendocrine tumours, one with a gastroin-
testinal stromal tumour, one with ocular melanoma and one
with salivary gland carcinoma, was included for analysis.22 Three
studies with overlapping patient series28–30 were excluded, as was
one study without longterm survival data.31 Three studies from
the same institution reporting the use of ablation of CLM only
at the first stage of TSH were excluded.32–34 Criteria used to
define patients as initially unresectable were reported in eight
studies (Table 1).18–22,24,25,27 Insufficient volume of the future liver
remnant (FLR) was the most frequently documented reason for
the designation of unresectability (six of eight studies).18–22,25

However, these studies did not uniformly identify an adequate
FLR volume. Six studies reported patient selection criteria for
TSH, but none of them used the same criteria (Table 1).18–20,23,26,27

Five studies included patients with extrahepatic disease in whom
total metastasectomy was feasible and planned.20–22,24,27 Ten
studies reported the number of patients with synchronous color-
ectal cancer and liver metastases; collectively, these patients rep-
resented 78% (range: 50–96%) of all patients (350 of 451
patients).18–27 Preoperative chemotherapy was administered to
some patients in all 10 studies: 400 of 457 patients (88%; range:
64–100%) received chemotherapy.18–27 Five studies reported the
rate of response to preoperative chemotherapy; partial response
was achieved in 130 of 222 patients (59%; range: 43–73%) and
stable response was achieved in 86 of 222 patients (39%; range:
19–57%).19,20,23,24,27

The surgical characteristics and perioperative outcomes of the
first stage of TSH are depicted in Table 2. Eight studies reported
the proportion of patients undergoing concomitant colorectal
resection to give a combined total of 126 of 355 patients (35%;
range: 0–50%).20–27 Liver resection was performed in all 10 studies
in a total of 443 of 453 patients (98%; range: 91–100%).18–27 Con-
comitant ablation of CLM was reported in all 10 studies in a total
of 73 of 435 patients (17%; range: 0–67%). Concomitant portal
vein ligation or PVE was reported in all 10 studies in a total of 87
of 435 patients (20%; range: 0–73%). Postoperative morbidity and
mortality were reported in all studies and affected a total of 73 of
425 patients (17%; range: 0–26%) and two of 435 patients (0.5%),
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respectively. One patient died of liver insufficiency and one died of
pulmonary embolus.

The surgical characteristics and perioperative outcomes of the
second stage of TSH are depicted in Table 3. Interval PVE was
reported in all 10 studies in a total of 262 of 430 patients (61%;
range: 0–100%). In total, 349 of the initial 459 patients (76%)
underwent portal vein ligation or embolization. Interval chemo-
therapy was reported in all 10 studies in a total of 154 of 412
patients (37%; range: 13–100%). A total of 107 patients did not
progress to the second stage of TSH. The main reasons for the
non-completion of the second stage of TSH were interval disease
progression (94 of 107 patients, 88%), followed by inadequate
FLR volume (four of 107 patients, 4%), portal vein injury or
thrombosis (four of 107 patients, 4%) and death after the first
stage of TSH (two of 107 patients, 2%). Of the initial 459 patients,
352 (77%) ultimately underwent the second stage of TSH. Liver
resection was performed in 346 of 352 patients (98%), 290 (84%)
of whom underwent major liver resections. Seven studies reported
R0 resection rates; R0 margins were achieved in a total of 158 of
210 patients (75%; range: 52–100%). Concomitant ablation of
CLM was reported in nine studies in a total of 39 of 314 patients
(12%; range: 0–59%). Postoperative morbidity and mortality were
reported in all 10 studies and affected a total of 146 of 365 patients
(40%; range: 20–56%) and 11 of 347 patients (3%), respectively.
All 11 postoperative deaths were secondary to liver insufficiency.

Thus, TSH was completed in 346 patients. Survival outcomes
after completion of TSH are depicted in Table 4. Eight studies
reported median follow-up time, giving a median value of 27
months (range: 12–50 months). Survival outcomes were reported
in all 10 studies. Median DFS was reported in four studies (141 of
346 patients), which gave values of 8 months, 9 months, 12
months and 18 months, respectively. Three-year DFS was reported
in seven studies (272 of 346 patients) to give a median value of
20% (range: 6–27%), whereas 5-year DFS was reported in three
studies (122 of 346 patients) at values of 13%, 14% and 20%,
respectively. Median OS in patients who did not complete both
stages of TSH was reported in eight studies (106 of 113 patients)
to give a median value of 16 months (range: 10–29 months).
Median OS in patients in whom both stages of TSH were com-
pleted was reported in eight studies (277 of 346 patients) to give a
median value of 37 months (range: 24–44 months). Three-year
OS post-TSH was reported in all 10 studies to give a median value
of 59% (range: 28–84%), whereas 5-year OS post-TSH was
reported in five studies (194 of 346 patients) to give a median
value of 42% (range: 32–64%).

Discussion

This systematic review demonstrates that TSH in selected patients
with initially unresectable CLM is associated with low periopera-
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226 records screened

188 records excluded
Duplicate (n = 77)

Non-human study (n = 10)
Review article (n = 27)

Case report (n = 8)
Conference abstract (n = 25)

Not relevant (n = 41)

33 full-text articles excluded
(n = 33)

Review article (n = 10)
Overlapping series (n = 7)

Series of < 10 patients (n = 3)
No survival data (n = 12)
No liver resection in first

stage (n = 1)

43 full-text articles assessed
for eligibility

10 studies included in quantitative
synthesis (meta-analysis)

10 studies included in
qualitative synthesis

5 additional records identified
through other sources

Figure 1 Flow diagram indicating the strategy used to select studies for inclusion in this review
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Table 1 Criteria used to define patients as initially unresectable

Study Year of
publication

Country Setting Study period Criteria for initial
unresectability of CLM

Criteria for selection for TSH

Turrini et al.25 2012 France Retrospective 2000–2010 Specific criteria
Inability to resect all CLM with

tumour-free margins saving
25–30% of remnant liver
volume

Not stated

Tsim et al.26 2011 UK Prospective 2003–2006 Not stated Bilobar CLM in which the left
hemiliver can be cleared of
metastases during stage 1
resection and in which 25% of
functional liver volume can be
preserved after right PVE and right/
extended right hepatectomy

Narita et al.27 2011 France Retrospective 1996–2009 Non-specific criteria
Multiple and bilobar CLM in

which it is impossible to
remove all CLM with safe
margins during a single
hepatectomy procedure

Multiple and bilobar CLM in which: (i)
clearance of the left hemiliver is
feasible during stage 1; (ii) the left
hepatic vein and pedicle are not
invaded, and (iii) FLR volume
before PVE is < 30–40% of total
functional liver volume

Muratore et al.24 2011 Italy Prospective 1997–2009 Non-specific criteria
Bilobar CLM in which a radical

resection by single
hepatectomy is not possible

Not stated

Brouquet et al.23 2011 USA Retrospective 2002–2010 Not stated Chemotherapy-responsive bilobar
CLM in which limited resection can
clear the less affected side of the
liver before the patient undergoes a
planned extended contralateral
liver resection

Surgeon must be able to resect all
CLM while preserving a sufficient
FLR (20% of total liver volume) and
adequate vascular inflow and
outflow

Bowers et al.22 2011 UK Retrospective 2004–2010 Specific criteria
Not possible to resect all disease

while retaining an FLR volume
� 0.5% of body weight with
preserved vascular inflow and
outflow and biliary drainage

Not stated

Tsai et al.21 2010 USA and
Portugal

Retrospective 1994–2008 Specific criteria
Not possible to resect all CLM

while: (i) sparing two adjacent
liver segments; (ii) preserving
vascular inflow and outflow,
and (iii) maintaining adequate
remnant liver volume

Not stated

Wicherts et al.20 2008 France Prospective 1992–2007 Specific criteria
Inability to resect all CLM with

tumour-free margins and save
25–30% of liver volume

Non-specific criteria indicating that
complete removal of CLM is
possible in two sequential
resections

Pamecha et al.19 2008 UK Prospective 1999–2005 Specific criteria
Bilobar CLM in which it is

impossible to remove all CLM
while leaving remnant liver of
30%

Non-specific criteria indicating that
resection of CLM with clear
margins can be achieved leaving
sufficient FLR volume

Tanaka et al.18 2007 Japan Retrospective 1992–2004 Specific criteria with Yamanaka
prediction scorea

Specific criteria with Yamanaka
prediction score of > 60

aYamanaka prediction score = - 84.6 + 0.933A + 1.11B + 0.999C, where A = resection fraction (%) calculated from computed tomography volumetry;
B = indocyanine green retention rate at 15 minutes, and C = the age of the patient.
CLM, colorectal liver metastasis; PVE, portal vein embolization; FLR, future liver remnant; TSH, two-stage hepatectomy.
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tive morbidity and mortality and acceptable survival outcomes.
Median OS was 36 months. These outcomes are comparable with
those of liver resection in patients with resectable CLM.4–11 These
survival outcomes are encouraging when compared with the poor
survival outcomes of systematic chemotherapy alone in patients
with unresectable CLM.35 This study focused on the TSH
approach, in which liver resections are performed in each of two
separate stages of a planned procedure and which differs from
two-step liver surgery in which ablation but no resection of CLM
is performed in the first stage of the procedure.32–34 In addition,
this study differs from a previous review36 in its addition of three

more recent studies and exclusion of three studies that included
overlapping data,28–30 one study that did not report survival data31

and one study that reported two-step liver surgery.33

Although the value of liver resection in CLM has never been
demonstrated in a prospective RCT, numerous surgical series have
demonstrated the possibility of longterm survival. Additionally,
no treatment other than liver resection has shown a survival
plateau. Recently, a number of case series describing 10-year
actual survival rates after liver resection of CLM have been
published.37–39 These results support liver resection as standard
practice as well as the only curative treatment for CLM. However,

Table 2 Surgical characteristics and perioperative outcomes of the first stage of two-stage hepatectomy

Study Patients,
n

Extrahepatic
disease

Preoperative
chemotherapy,
%

Response
ratea, %

Synchronous
colorectal
resection, %

Liver
resection,
%

Ablation,
%

Operative
portal vein
ligation/
embolization, %

Postoperative
morbidity,
%

Postoperative
mortality,
%

Turrini et al.25 48 No 100 NR 37 87 67 0 10 0

Tsim et al.26 38 No 97 NR 0 100 0 0 11 0

Narita et al.27 80 Yes 84 100 40 99 31 4 14 0

Muratore et al.24 47 Yes 79 92 50 100 0 23 19 0

Brouquet et al.23 65 No 100 100 29 100 3 0 25 0

Bowers et al.22 39b Yes 74 NR 31 100 8 0 23 0

Tsai et al.21 45 Yes 71 NR 50 91 29 73 26 4c

Wicherts et al.20 59 Yes 97 100 20 100 5 56 20 0

Pamecha et al.19 14 No 100 79 NR 100 0 0 0 0

Tanaka et al.18 24 No 64 NR NR 100 0 71 13 0

Total 459 88 97 35 98 17 20 17

Range 64–100 79–100 0–50 87–100 0–67 4–71 0–26

aIncludes partial or stable radiological response to chemotherapy.
bSeries included patients with liver metastases from colorectal cancer (n = 33), neuroendocrine tumours (n = 3), gastrointestinal stromal tumour (n = 1),
ocular melanoma (n = 1) and salivary gland carcinoma (n = 1).
cTwo postoperative deaths: one from liver insufficiency and one from pulmonary embolus.
NR, not reported.

Table 3 Surgical characteristics and perioperative outcomes of the second stage of two-stage hepatectomy

Study Interval
portal vein
embolization,
%

Interval
chemotherapy,
%

Patients,
n

Proportion
of patients
selected for
stage 2, %

Liver
resection,
%

Major
liver
resection,
%

R0
resection
rate, %

Ablation,
%

Postoperative
morbidity,
%

Postoperative
mortality,
%

Turrini et al.25 100 29 34 71 100 91 100 59 20 6

Tsim et al.26 95 13 33 87 100 85 58 NR 33 0

Narita et al.27 92 31 61 76 100 95 NR 8 54 0

Muratore et al.24 57 53 36 77 100 94 86 0 44 0

Brouquet et al.23 70 19 47 72 100 85 64 0 49 6

Bowers et al.22 72 15 32 82 84 59 52 7 56 4

Tsai et al.21 4 62 35 78 97 80 NR 20 26 6

Wicherts et al.20 20 78 41 69 100 76 NR 12 59 7

Pamecha et al.19 14 100 11 79 100 73 100 0 27 0

Tanaka et al.18 0 0 22 92 100 67 87 0 23 0

Total 61 37 352 77 98 84 75 12 40 3

Range 0–100 0–100 69–92 84–100 59–95 52–100 0–59 20–59 0–7

NR, not reported.
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only 10% of patients were candidates for liver resection when
traditional criteria for the resectability of CLM were applied
(namely, up to three unilobar metastases that are resectable with a
generous margin of healthy liver tissue40). Over the past decade,
considerable effort has been focused on the development of inno-
vative approaches to improve resectability of CLM.41 These
include downstaging chemotherapy followed by rescue liver resec-
tion, preoperative PVE followed by liver resection, the use of abla-
tive therapy and TSH.14,42–44

The studies included in this systematic review are not uniform
in their definitions of the technical unresectability of CLM. There
is a significant lack of agreement among liver surgeons on what
constitutes resectability and the appropriate use of adjuvant
modalities in the treatment of CLM.45 Similarly, up to a third of
patients initially labelled as unresectable are reclassified as resect-
able following review by a multidisciplinary oncology team.46 This
lack of agreement even among experts significantly limits the
critical evaluation of outcomes of TSH in patients with initially
unresectable CLM. Standardization of technical resectability cri-
teria will clearly facilitate a better understanding of the roles of
preoperative and interval chemotherapy, as well as that of PVE, in
patients with initially unresectable CLM. In 2006, a consensus
group proposed that there should be a paradigm shift in the
definition of resectability and that the consideration of resectabil-
ity should focus on what will remain after resection rather than on
what is to be removed. Three specific criteria for resectability of
CLM were proposed: (i) the preservation of two contiguous liver
segments; (ii) the preservation of adequate vascular inflow and
outflow and biliary drainage, and (iii) the preservation of an
adequate FLR (> 20% in a healthy liver).47 The widespread

adoption of uniform definitions will clearly facilitate the interpre-
tation of future results.

Another limitation to the interpretation of the data included in
this systematic review concerns the lack of uniform criteria for
patient selection for TSH. All of the studies included were
reported from high-volume hepatobiliary cancer surgery centres
and thus an aggressive surgical approach could reasonably be
assumed. Parameters based on the sizes, numbers and locations of
CLM lesions were not used as contraindications for TSH. Three of
the studies included suggested that TSH should be considered in
patients with unresectable bilobar CLM in whom one affected side
of the liver can be resected during the first stage and all remaining
CLM can be resected in a planned second hepatectomy, preserving
sufficient FLR volume. Nevertheless, patients scheduled for TSH
are highly selected and represent only a small proportion of
patients with CLM. Two-stage hepatectomy should be considered
only if a one-stage hepatectomy cannot be performed even with
the use of preoperative PVE and ablative therapies. Adam et al.
proposed a classification of multinodular CLM depending on the
number, size and location of metastases.48 It was suggested that
TSH should be considered in selected patients with bilobar multi-
nodular CLM in whom a right hepatectomy would leave more
than three metastases or any metastasis of >3 cm in the FLR.

Modern chemotherapy regimens using the combination of
5-fluorouracil (5-FU) plus oxaliplatin and/or irinotecan have pro-
duced impressive response rates in patients with CLM. Partial
response rates of up to 50% and median survival approaching 2
years have been reported.49,50 The addition of biological agents
such as bevacizumab and cetuximab has been shown to further
improve response rate.46,51 One systematic review demonstrated

Table 4 Survival outcomes after completion of two-stage hepatectomy

Study Median
follow-up,
months

Median DFS
post-TSH,
months

3-year DFS
post-TSH, %

5-year DFS
post-TSH, %

Median OS in
non-completion
of TSH, months

Median OS
post-TSH,
months

3-year OS
post-TSH, %

5-year OS
post-TSH, %

Turrini et al.25 41 NR 24 14 19 44 59 35

Tsim et al.26 19 18a 27a NR 29 35 50a NR

Narita et al.27 30 NR 15b 8b 19 40 59 32

Muratore et al.24 24d 8 10 NR 12 38 65 NR

Brouquet et al.23 50 NR 20 20 25 NR 84 64

Bowers et al.22 12 NR NR NR 10c 24c 28c NR

Tsai et al.21 NR NR NR NR 10 36 58 NR

Wicherts et al.20 24 NR 26 13 11 39 60 42

Pamecha et al.19 43 12 NR NR NR 33 70 50

Tanaka et al.18 NR NR 6 NR NR NR 33 NR

Median 27 20 16 37 59 42

Range 12–50 6–27 10–29 24–44 28–84 32–64

aIn patients with R0 liver resection.
bIn patients who underwent preoperative chemotherapy.
cSurvival outcomes in patients with CLM only.
dMean value.
TSH, two-stage hepatectomy; CLM, colorectal liver metastases; NR, not reported; DFS, disease-free survival; OS, overall survival.
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that downstaging chemotherapy could convert almost a quarter of
patients with initially unresectable CLM into resection candi-
dates.43 Despite the increased efficacy of chemotherapy in patients
with CLM, its use is not without risk. There is concern that
chemotherapy-associated liver injury might have a negative
impact on perioperative outcomes in patients undergoing resec-
tion of CLM. Liver steatosis and steatohepatitis have been shown
to be associated with 5-FU and irinotecan exposure, respectively,
whereas sinusoidal liver injury is a potential consequence of oxali-
platin treatment.52 Previous studies have shown increased periop-
erative mortality in patients with chemotherapy-associated
steatohepatitis. Increased perioperative bleeding has been associ-
ated with chemotherapy-associated sinusoidal liver injury.53

Vauthey et al. therefore advocated a ‘20/30/40’ rule to ensure the
safety of liver resection: an FLR representing a minimum of 20%
of liver volume is required in normal liver; an FLR representing
30% of liver volume is required in chemotherapy-damaged liver,
and an FLR representing 40% of liver volume is required in cir-
rhotic liver.54 In this analysis, preoperative chemotherapy was used
in 88% of patients selected for TSH. This high rate of chemo-
therapy administered before resection is probably related to the
extent and perceived unresectability of CLM in these patients. The
rationale for preoperative chemotherapy includes an opportunity
to demonstrate chemotherapy-specific efficacy as well as a lower
rate of positive margins.55 The objective response to preoperative
chemotherapy has also been shown to be a strong predictor of
survival after resection of CLM.56,57 One study included in this
systematic review reported response to preoperative chemo-
therapy on imaging as part of its patient selection criteria for
TSH.23 In the present analysis, the dropout rate after the first stage
of TSH was 24%, mainly as a result of disease progression. Previ-
ous experimental studies have shown that both liver resection and
PVE stimulated increased expression of growth factors and thus
residual tumour growth.58,59 Interval chemotherapy has thus been
proposed as a strategy to halt tumour progression between the
first and second stages of TSH.24 In the studies analysed in this
review, interval chemotherapy was used in 37% of cases. One
study examined the impact of interval chemotherapy according to
the rate of disease progression and dropout between the first and
second stages of TSH.24 However, the use of interval chemo-
therapy with 5-FU plus oxaliplatin or irinotecan did not signifi-
cantly affect rates of disease progression and dropout.

Both postoperative morbidity (40% versus 17%) and mortality
(3% versus 0.5%) were higher in the second than the first stage of
TSH. All of the 11 postoperative fatalities that occurred after the
second stage of TSH were related to liver insufficiency. These
deaths occurred despite the high rate of PVE used (76% of the
initial 459 patients selected for TSH). Previous reports have dem-
onstrated that the uniform delivery of PVE before major liver
resection does not influence postoperative morbidity or mortal-
ity.60 Portal vein embolization is therefore indicated only in
patients in whom liver resection is technically feasible but would
leave an insufficient FLR volume.

In this study, a pooled analysis in which the data from obser-
vational studies were combined as if they were derived from a
single sample was conducted. The application of any formal meta-
analytic methods, particularly simple pooling, to observational
studies has been considered controversial.61 Although combining
data by meta-analytic methods is preferable, it was not feasible in
this study.62 It should be acknowledged that the studies in this
review each included a small number of resectable patients and
that considerable heterogeneity was evident across designs. Nev-
ertheless, the pooling of data provides an indication of real-world
outcomes, but the subsequent results should be interpreted with
caution.

In conclusion, this systematic review demonstrates that TSH is
associated with acceptable perioperative and survival outcomes in
patients with initially unresectable CLM. These results are com-
parable with those in patients with initially resectable disease.
Further prospective controlled studies are required to better
define criteria for the selection of patients for TSH and the exact
roles of preoperative and interval chemotherapy and PVE.
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