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Objective: To determine the prognostic value of

pre-treatment apparent diffusion coefficient (ADC) of

colorectal liver metastases in predicting disease response,

progression-free survival (PFS) and overall survival (OS).

Methods: We retrospectively reviewed 102 patients who

underwent pre-treatment diffusion-weighted MRI using a

breath-hold (b50, 150, 500) or a free-breathing (b50, 50,

100, 250, 500, 750) technique. The mean ADC (b50–500)

and mean flow-insensitive ADC (ADChigh) values (breath-

hold: b5150 and 500; free-breathing: b5100 and 500) of up

to three hepatic lesions were evaluated in each patient.

Clinical and laboratory parameters were recorded. Tumour

response was assessed by Response Evaluation Criteria in

Solid Tumors (RECIST) criteria at 12 weeks after treatment.

Associations between tumour response, ADC values and

clinical/laboratory parameters were examined by one-way

analysis of variance. The relationship of ADC with PFS and

OS was determined by Kaplan–Meier analysis.

Results: 62 patients responded to chemotherapy at

12 weeks. The pre-treatment mean ADC and mean

ADChigh were higher in the non-responding group than

in the responding group (1.55 vs 1.36, p50.033; 1.40 vs

1.16, p50.024). However, the PFS and OS of the

two groups of patients stratified by the median of

mean ADC values or threshold derived by receiver

operating characteristic analysis were not statis-

tically significant. By multivariate Cox regression

analysis, patients with #2 metastases and response

to chemotherapy showed better PFS; white cell count

#10 and surgical treatment were associated with

better OS.

Conclusion: Colorectal liver metastasis with higher pre-

treatment mean ADC and mean ADChigh was associated

with poorer response to chemotherapy. However, ADC

and ADChigh values did not predict the patient outcome in

this study cohort.

Advances in knowledge: High mean ADC values of

colorectal liver metastases on pre-treatment diffusion-

weighted MRI is associated with poorer response to

chemotherapy.

Liver metastasis from colorectal cancer is common and is
associated with poor survival. It has been shown that liver
metastectomy [1], radiofrequency ablation [2] and good re-
sponse to chemotherapy confer a favourable long-term out-
come [3]. Given the impact of adverse effects of current
treatments on quality of life, knowledge on the likelihood to
respond to chemotherapy, progression-free survival (PFS) and
overall survival (OS) will also facilitate clinical decision making
on how aggressively to pursue the various therapeutic options.

There are several pre-treatment clinical factors that have
been shown to affect the outcome in metastatic co-
lorectal cancer [4]. Negative clinical predictors of out-
come include platelets (plt) .4003109 l21, alkaline
phosphatase (ALP) .300 units per litre, white blood cell
count (WCC) .103109 l21, and haemoglobin (Hb)

,113109 l21. The presence of lung or lymph node
metastases and the primary site being at the rectum are
associated with better outlook. However, there is cur-
rently no imaging-derived prognostic index that is linked
to treatment outcomes. An MRI prognostic feature is at-
tractive because it can be derived non-invasively and may
also be applied for response monitoring.

The apparent diffusion coefficient (ADC), derived from
diffusion-weighted MRI (DW-MRI), provides information
on the microscopic movement of water molecules [5–7].
In neoplasms, ADC informs on cell membrane integrity,
cellular density, extracellular space tortuosity and micro-
structural organisation [8,9]. Solid tumours usually return
lower ADC values than their tissue of origin. In brain
tumours, a pre-treatment ADC value has been shown to

http://dx.doi.org/10.1259/bjr.20130281
mailto:henrytam01@gmail.com


predict tumour response [10] and disease survival [11].
Although studies have shown that a high pre-treatment ADC
value of colorectal liver metastases predicts poor response to
chemotherapy [12,13], the relationship of pre-treatment ADC
value and the patient clinical outcome has not been examined
in abdominal malignancies.

The aim of this study was to determine whether pre-treatment ADC
of colorectal liver metastases is of prognostic value in predicting the
patient outcome in terms of disease response, PFS and OS.

MATERIALS AND METHODS
Regional ethics and local scientific approval were obtained for this
study. Informed consent was waived as this was a retrospective study.

Subjects
Patients who underwent DW-MRI as part of their standard
diagnostic work-up for colorectal hepatic metastasis were
identified retrospectively and sequentially from a list containing
all the MR studies performed between 1 January 2004 and 31
December 2009. The inclusion criteria were (a) pathologically
confirmed colorectal cancer, (b) hepatic metastases visible on MR
study and measuring .1 cm, (c) that patients did not receive
chemotherapy in the month prior to diagnosis of liver metastasis.
The exclusion criterion was history of previous or concurrent
non-colorectal cancer. Patients who had extrahepatic metastases
were also excluded. Patients were not excluded on the basis of the
type of treatment received. Hence, the final study population
comprised 102 patients.

Clinical data
The following demographic data for each patient were collected:
age at diagnosis of primary tumour, sex, date of diagnosis of
primary tumour, date of diagnosis of liver metastasis, number of
metastases, date of disease progression in the liver, date of disease

progression outside the liver, date of death or last known contact,
treatment modality [none, chemotherapy alone, chemotherapy
with surgery or radiofrequency ablation (RFA)].

Clinical and laboratory parameters at the time of diagnosis of liver
metastasis which may influence outcome were also collected: site
of primary tumour (rectum vs other locations in the colon), Hb,
WCC, plt, serum ALP, serum lactate dehydrogenase (LDH, above
or below upper limit of normal) and serum carcionembryonic
antigen (CEA).

MRI
MRI performed prior to the commencement of treatment was
performed on either a Philips Intera (Koninklijke Philips N.V.,
Best, Netherlands) or a Siemens Avanto 1.5 T (Siemens
Healthcare, Erlangen, Germany) MR systems using a phased
array body coil. Qualitative assurance using sucrose phantom
showed no significant difference in the ADC values obtained
between the two scanners. The imaging sequences used on these
scanners are summarised in Table 1. T1 weighted sequences
with and without fat suppression were obtained after in-
travenous gadolinium contrast injection and were reviewed in
conjunction with the DW-MR images for lesion localisation.

Image analysis
Images were reviewed offline using an in-house software
(DiffusionView; Royal Marsden Hospital, UK) by DMK and
HT (with 7 and 3 years of experience in body DW-MRI,
respectively) in consensus, blinded to the clinical details.
In each patient, a marker metastasis .1 cm in diameter was

Table 1. Parameters used in obtaining axial DW-MRI of the liver
using breath-hold single-shot echo-planar imaging (EPI) or
free-breathing EPI DW-MRI

Scanning
parameters

Breath-hold Free-breathing

TR 1850 2500

TE 56 76

a 90

Slice thickness
(mm)

7 6

NEX 1 4

FOV (mm) 340 340

Matrix 1123256 1123256

GRAPPA/SENSE
factor

2 2

b-values (smm22) 0, 150, 500 0, 50, 100, 250, 500, 750

DW-MRI, diffusion-weighted MRI; FOV, field of view; GRAPPA, gener-
alised autocalibrating partially parallel acquisition; NEX, number of
excitations; SENSE, sensitivity encoding; TE, time of echo; TR, time of
repetition.

Table 2. One-way analysis of variance, comparing the different
clinical and diffusion parameters between the responding and
non-responding groups of patients

Parameters
F (between group df,
within group df)

Significance

Sex 2.356 (1, 95) 0.128

Age 0.007 (1, 95) 0.931

Primary site
(rectum vs colon)

0.306 (1, 95) 0.581

Haemoglobin 0.561 (1, 92) 0.456

WCC 0.003 (1, 92) 0.954

Platelets 0.488 (1, 92) 0.486

LDH 0.050 (1, 89) 0.823

ALP 0.826 (1, 92) 0.366

CEA 2.107 (1, 93) 0.150

Number of liver
metastases

0.104 (1, 95) 0.748

ADC 4.701 (1, 95) 0.033

ADChigh 5.302 (1, 95) 0.024

Diameter 0.231 (1, 95) 0.632

ADC, apparent diffusion coefficient; ALP, alkaline phosphatase; CEA,
carcionembryonic antigen; df, degrees of freedom LDH, lactate de-
hydrogenase; WCC, white cell count.
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chosen, avoiding vascular structures and areas with image
artefacts. In patients where multiple metastases of different sizes
were present, up to three metastases of different sizes (1–2 cm,
.2–5 cm and .5 cm) were selected at random and analysed.
If the multiple lesions were of similar sizes, then only an index
lesion was identified and evaluated. Lesions situated at the left
lobe of the liver or the dome of the liver adjacent to the
diaphragm were avoided in order to minimise the impact on
ADC values caused by cardiac or respiratory motion. Regions
of interest (ROIs) encompassing selected metastases were
drawn on b5500 smm22 images on the image section showing
the widest diameter of the lesion and copied onto the ADC maps
to record their values. For each metastasis, maps of flow-sensitive
ADC (including b50 smm22) and flow-insensitive ADC
(ADChigh) (using only b-values of 150 and 500 or 100 and
500 smm22) were generated.

Statistical analysis
Analysis was performed using SPSS® v. 17 (SPSS Inc., Chicago, IL)
by HTwith contribution and supervision from DMK. A p-value
of ,0.05 was considered statistically significant. The following
relationships were investigated.

Differences in apparent diffusion coefficient
between responders and non-responders
One-way analysis of variance (ANOVA) was performed to compare
the mean pre-treatment ADC and ADChigh with demographical,
clinical and laboratory factors (sex, age at diagnosis, primary site, Hb,
WCC,plt, ALP, LDH,CEA)between responders andnon-responders.
Receiver operating characteristic (ROC) analysis was performed

to identify an optimum threshold ADC and ADChigh values for
distinguishing responding from non-responding metastases.

Survival analysis
The PFS and OS (number of days from diagnosis of liver me-
tastasis to date of progression and to date of death, respectively)
were calculated. The median ADC values and the ADC values
from the aforementioned ROC analysis were used as thresholds
for outcome stratification: one group with ADC value less than
or equal to the thresholds and the other group with ADC value
higher than the thresholds. Kaplan–Meier survival analysis with
log-rank test was performed to compare PFS and OS between
these two groups of patients. For PFS, any imaging evidence of
disease progression (both in the liver and elsewhere in the body)
was recorded as an event. Stable patients not having any imaging
evidence of disease progression were censored at last follow-up.
For OS, patient death was recorded as an event while patients
were otherwise censored at last follow-up.

RESULTS
A total of 109 patients with colorectal hepatic-only metastases
were identified, of which 7 had previous or concurrent second
malignancy and were excluded from the study. In the remaining
102 patients [60 males, 42 females, mean age at diagnosis of
primary tumour 64.5 (27–88) years], 4 patients received no
treatment, 52 received chemotherapy only and 46 received a

Figure 1. A liver metastasis in a 57-year-old male patient. (a) T1

weighted imaging. (b) T2 weighted imaging. (c) Regions of

interest (ROI) (circle, indicated by arrows) drawn around the

lesion on b5500 image. (d) The same ROI in (c) is copied onto

the apparent diffusion coefficient map.

Figure 2. Pre-treatment receiver operating characteristic (ROC)

curve of flow-insensitive apparent diffusion coefficient in predict-

ing response to therapy. Area under the curve50.626, asymptotic

significance50.04. A threshold value of 1.4131023mm2s21 results

in a sensitivity of 0.343 and a specificity of 0.790.
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combination of surgery/RFA and chemotherapy. A total of 147
metastases were analysed.

The median follow-up period was 630 (75–2063) days, during
which there were 70 events of disease progression and 32 events of
death. The median time to progression was 286 (43–791) days, and
the median time to death was 609 (75–1807) days.

Differences in apparent diffusion coefficient
between responders and non-responders
Of those who received chemotherapy, 62 patients showed partial
response at 12 weeks. The mean ADC was 1.4431023mm2 s21,
and mean ADChigh was 1.2531023mm221. Mean lesion diameter
was 20.4mm.

One-way ANOVA (Table 2) showed that pre-treatment ADC was
significantly higher in the non-responding group than in the
responding group [1.55 vs 1.3631023mm2 s21, F(1, 95)54.701,
p50.033, Figure 1], as was ADChigh [1.40 vs 1.1631023mm2 s21,
F(1, 95)55.302, p50.024]. Lesion diameter (p50.632) and the
other demographical/clinical factors were not significantly
different between the 2 groups.

When stratified by the median value of ADChigh51.133
1023 mm2 s21, the proportion of non-responders in the
group with ADChigh lower than this threshold value was 0.3,
whereas the proportion of non-responders in the group with
ADChigh above this threshold value was 0.43; odds ratio 1.728.

Survival analysis for all patients regardless of
treatment received
Threshold values
For ADChigh, the median value that divided the cohort into 2 groups
was 1.1331023mm2 s21. From the ROC curve analysis, a threshold

value of 1.4131023mm2 s21 was also found to have a relatively high
specificity (sensitivity 0.343; specificity 0.790; area under the curve
0.626; asymptotic significance 0.04; Figure 2). Threshold values for
dichotomising the study cohort using the other parameters are listed
in Table 3.

Table 3. Threshold values for dichotomising patients in survival analysis

Parameters Group 0 Group 1

Sex Female Male

Age at diagnosis #64 years .64 years

Site of primary cancer Rest of colon Rectum

Haemoglobin #11 .11

White cell count #10 .10

Platelets #400 .400

ALP #300 .300

LDH ,Laboratory upper limit .Laboratory upper limit

CEA #13 .13

Number of liver metastases 1 or 2 .2

Metastases diameter (mm) #15.17 .15.17

Received metastatectomy or RFA No Yes

Response to chemotherapy PD or SD PR or CR

ALP, alkaline phosphatase; CEA, carcionembryonic antigen; CR, complete response; LDH, lactate dehydrogenase; PD, progressive disease; PR, partial
response; RFA, radiofrequency, ablation; SD, stable disease.
Threshold values for site of primary cancer, haemoglobin, white cell count, platelets and ALP were chosen according to previously published values.
Median values were used for age at diagnosis, CEA levels, number of liver metastases and metastases diameter. Laboratory upper limit is used for LDH.

Figure 3. Kaplan–Meier survival analysis of progression-free

survival (PFS) with patients stratified into 2 groups using the

threshold flow-insensitive apparent diffusion coefficient

(ADChigh) value of 1.13. No significant difference in PFS was

observed between these two groups.
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Progression-free survival
When patients were stratified using the ADChigh median value,
there was no significant difference in PFS between the 2 groups
(estimated median survival 369 vs 366 days; p50.954; Figure 3).
A similar result was obtained when patients were stratified by
the threshold value from the ROC curve (estimated median
survival 369 vs 366 days; p50.431).

Other parameters associated with better PFS at Kaplan–Meier
analysis were LDH below laboratory upper limit, CEA #13,
number of liver metastases #2, having received liver meta-
statectomy or RFA and response to chemotherapy at 12 weeks
(Table 4). However, analysis using multivariate Cox regression
showed that only the number of metastases (1 or 2 metastatic
deposits demonstrated a hazard ratio of 0.55, p50.022) and
response to chemotherapy (non-responders demonstrate a haz-
ard ratio of 2.78, p,0.001) remained significant (Table 4).

Overall survival
When patients were stratified by the ADChigh median value,
the group with the lower ADChigh value shows a longer
median survival than the higher value group, but the difference
was not statistically significant (estimated median survival 1709 vs
1010 days; p50.897; Figure 4). Results derived by applying a
threshold value from the ROC curve were likewise not significant
(p50.324).

Other parameters associated with better OS at Kaplan–Meier
analysis were WCC#10, plt#400, LDH below laboratory upper
limit, CEA #13, number of liver metastases #2, having received
liver surgery or RFA and liver metastasis diameter #15.17
(Table 4). However, analysis using multivariate Cox regression
showed that only WCC (#13 demonstrates a hazard ratio of 0.287,
p50.023) and having received liver surgery or RFA (not having
received surgery or RFA was associated with a hazard ratio of
6.119, p50.001) remained significant (Table 4).

Survival analysis for patients who had received
only chemotherapy but no surgery or
radiofrequency ablation
Threshold values
52 patients received chemotherapy but did not undergo surgery
or RFA. Threshold values for dichotomising the patients into
2 groups are the same as the whole cohort (listed in Table 3),
except for age at diagnosis (median565 years old), ADChigh

(median51.12mm2 s21), lesion diameter (median516mm)
and number of liver metastases (median53.5).

Progression-free survival
The group of patients who showed response to chemotherapy at
12 weeks after commencement of treatment had longer PFS
(estimated median survival 428 days vs 87 days; p,0.001).
Dichotomisation by the other clinical, laboratory or DW-MRI

Table 4. Kaplan–Meier (KM) and Cox regression (Cox) analyses on PFS and OS in patient groups dichotomised using threshold values
of Table 3

Parameters

PFS-KM PFS-Cox OS-KM OS-Cox

Median survival
(days) p

Hazard
ratio

p

Median survival
(days) p

Hazard
ratio

p

Group 0 Group 1 Group 0 Group 1

Sex 405 346 0.331 956 1610 0.685

Age 346 369 0.659 1610 1010 0.987

Site of primary 369 353 0.803 907 1709 0.069

Haemoglobin 564 366 0.474 776 1254 0.795

White cell count 373 286 0.241 1050 393 0.005 0.287 0.023

Platelets 373 227 0.508 1610 105 0.000 0.531 0.187

ALP 369 87 0.876 1050 941 0.556

LDH 426 327 0.020 0.685 0.158 1709 850 0.048 1.056 0.904

CEA 428 339 0.049 0.858 0.571 1709 907 0.006 0.516 0.307

Number
of mets

428 316 0.006 0.540 0.022 1610 956 0.048 0.748 0.496

Surgery/RFA 339 435 0.027 1.618 0.075 764 1807 0.000 6.119 0.001

Response to
chemotherapy

183 435 0.000 2.780 <0.001 907 1050 0.135

Liver lesion
diameter

369 373 0.901 1807 941 0.031 1.404 0.606

ALP, alkaline phosphatase; CEA, carcionembryonic antigen; LDH, lactate dehydrogenase; OS, overall survival; PFS, progression-free survival;
RFA, radiofrequency ablation.
After multivariate analysis, it was shown that number of metastases #2 and response to chemotherapy were associated with better PFS, whereas
white cell count #10 and having received surgery or RFA to the liver metastases were associated with better OS.
Factors reaching statistical significance are highlighted in bold.
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parameters did not show any difference in PFS between the two
patient groups (Table 5).

Overall survival
Patients who responded to chemotherapy at 12 weeks after
commencement of treatment (estimated median survival 850 days
vs 431 days; p50.039) and patients whose WCC was lower than
10 (estimated median survival 859 days vs 167 days; p50.002) had
longer OS. The association of chemotherapy response with
prolonged OS was lost in multivariate Cox regression analysis.
The other clinical, laboratory or DW-MRI parameters did not
predict OS (Table 5).

DISCUSSION
We found that in patients with colorectal liver metastases,
lesions with higher pre-treatment ADC and ADChigh values are
less likely to respond to treatment. This observation is consistent
with previous reports [12,13]. However, in our study, DW-MRI
was performed using two different MR scanners employing
different imaging protocols. Despite these differences, the pre-
treatment ADC and ADChigh values of the metastases were still
useful in predicting disease response. Furthermore, the differ-
ence in the mean ADC and ADChigh between responders and
non-responders was greater than the generally observed 15–30%
ADC difference that could be attributed to measurement vari-
ability. This suggests that ADC values obtained from different
scanners using different protocols can still be sufficiently robust
as potential response biomarkers.

In the literature, the pre-treatment ADC value of primary co-
lorectal cancer has been shown to correlate negatively with the

Figure 4. Kaplan–Meier survival analysis of overall survival (OS)

with patients stratified into 2 groups using the threshold flow-

insensitive apparent diffusion coefficient (ADChigh) value of 1.13.

No difference of OS was observed between these two groups.

Table 5. Kaplan-Meier (KM) and Cox regression (Cox) analyses on PFS and OS in patients who received chemotherapy only

Parameters

PFS-KM OS-KM OS-Cox

Median survival (days)
p

Median survival (days)
p Hazard ratio p

Group 0 Group 1 Group 0 Group 1

Sex 405 227 0.590 764 710 0.767

Age 208 366 0.135 710 859 0.090

Site of primary 314 208 0.539 710 859 0.137

Haemoglobin 428 314 0.528 640 724 0.786

White cell count 339 208 0.496 859 167 0.002 0.262 0.013

Platelets 339 208 0.975 850 405 0.119

ALP 314 87 0.510 764 941 0.483

LDH 314 227 0.243 859 764 0.527

CEA 314 208 0.530 859 710 0.203

Number of mets 353 314 0.402 850 725 0.323

Response to chemotherapy 87 428 0.000 431 850 0.039 2.164 0.092

Liver lesion diameter 205 366 0.578 859 725 0.582

ADChigh 369 208 0.782 725 850 0.674

ADC, apparent diffusion coefficient; ALP, alkaline phosphatase; CEA, carcionembryonic antigen; LDH, lactate dehydrogenase; OS, overall survival;
PFS, progression-free survival.
Patients who responded to chemotherapy had longer PFS. Patients whose white cells were ,10 had prolonged OS.
Factors reaching statistical significance are highlighted in bold.
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percentage tumour size reduction post chemotherapy [14].
Although the biological basis for low ADC tumours showing
better treatment response remains uncertain, two theories may
account for this observation: tumour necrosis and variation in
the local immune response.

As the normal cellular barriers are broken down in necrosis, water
molecules are able to diffusemore freely in the necrotic area resulting
in a higher ADC value. Tumour necrosis is an adverse prognostic
feature. Necrotic tumours often have a dense neo-vasculature [15]
that has abnormal structure and function. Together with the hypoxia
and acidity found in necrotic regions, these changes in the tumour
microenvironment can limit the effectiveness of chemotherapy and
lead to drug resistance [16,17]. In breast cancer, tumour necrosis is
associatedwith apoorer response to chemotherapy [18]. In colorectal
hepatic metastasis, necrosis is also a common feature [19]. This may
explain the higher ADC value observed in the group of non-
responding patients in the present study.

Another hypothesis to explain poor chemotherapy response
associated with high ADC value is variation in local immune
response. As local immune response tends to both increase tissue
cellularity and cause cellular swelling, water diffusion may become
impeded, resulting in a lower ADC. Inflammation-induced re-
duction in ADC has been observed in inflammatory bowel disease
[20]. In cancers, tumours with lymphocytic infiltration have a
higher response rate to treatment than those that do not
demonstrate this feature [21]. The result of the present study,
where metastases with lower ADC showed better response
to chemotherapy, may therefore thus reflect local immune
response. Clearly, our hypothesis would need to be validated
by histological correlation in future studies.

In theory, tumour necrosis and dampened immune response can
lead to higher ADC, which may also have a bearing on disease
survival. In fact, these histological features have been shown to
adversely influence survival [22–26]. In malignant astrocytoma
[27], glioblastoma [28] and primary central nervous system (CNS)
lymphoma [29], a lower pre-treatment ADC has been shown to be
associated with improved survival. However, the ability of ADC
values in predicting survival in extracranial tumours and metastatic
lesions has not yet been demonstrated. Such a result was also not
observed in the present study. Several reasons may be offered as
explanations. First, the discrepancy between the present study and
those results observed in primary CNS tumours [27–29] may also
be owing to histopathological differences between different tissue
types. Second, there can be biological differences between primary
lesions and metastatic deposits [30]. The response of disease in one
organ (e.g. the liver) may not be the main determinant of disease
survival in a patient with widespread metastatic disease. Third,

single ADC values may not adequately reflect the complex interplay
of different therapies administered over the lifetime of the patient,
which would have a bearing on disease survival. In a previously
unpublished interim analysis of pre-treatment ADChigh values in
colorectal hepatic metastasis, a high pre-treatment value was as-
sociated with earlier disease progression, independent from other
factors such as lesion size, number of metastasis and initial re-
sponse to treatment [31]. Thus, a future prospective study con-
ducted in a more selected study population could help to further
ascertain the value of pre-treatment ADC values in predicting long-
term outcome in colorectal liver metastasis.

There are several limitations to this study. First, this was
a single centre retrospective study in a heterogeneous treatment
population, which may confound any relation between ADC
values and treatment outcomes. Hence, even though we have
not demonstrated a positive relationship between ADC values
and long-term outcome in our current study, it would be impor-
tant to reappraise the prognostic value of ADC in a well-designed
prospective multicentre study. Second, because of cardiac motion
artefacts inherent to the non-cardiac gated protocol employed in
this study (also respiratory motion artefact in the free-breathing
protocol), ADC measurement is inaccurate for lesions in the left
lobe of the liver and the dome of the liver adjacent to the di-
aphragm. These lesions were therefore not selected for analysis in
order to avoid spurious results. Third, ADC cannot be accurately
measured in small lesions ,1 cm in diameter. Thus, only lesions
.1 cm were selected for analysis. Although this may have lead to
a selection bias, this is technically unavoidable. Last but not
least, although ideally all lesions should be included for
analysis, it is difficult to do so in a large cohort. It is also
impractical to include all lesions when employing DW-MRI
in a clinical situation. In addition, a large number of patients
have solitary liver metastasis. Therefore, in the present study,
it was felt that a maximum of three lesions per patient is a
suitable compromise between practicality and representativeness.

In conclusion, our study confirms the value of pre-treatment
DW-MRI in colorectal liver metastasis in predicting treatment
response. However, we did not observe a significant relation-
ship between pre-treatment ADC value and patient outcome in
our study cohort. A larger prospective study in more defined
study population should be undertaken to further ascertain the
association between pre-treatment ADC value and disease
survival.
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