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Abstract
Liver surgery for the treatment of colorectal liver metastases is the standard
treatment in a dynamic surgical field with many variables that should be
considered in a curative intent scenario. Hepatectomy for colorectal liver
metastases has undergone constant changes over the last 30 years, including
indications until the need for rescue procedures of recurrent and advanced
diseases as well as minimally invasive surgery. These advancements in liver
surgery have not only resulted from overall improvements in the surgical field
but have also resulted from a better understanding of the biological behavior of
the disease, liver regeneration, and homeostasis during and after surgery.
Improvements in anesthesiology, intensive care medicine, radiology, and surgical
devices have correlated with further advancements of hepatectomies. Moreover,
changes are still forthcoming, and both fields of augmented reality and artificial
intelligence will likely have future contributions in this field in regard to both
diagnoses and the planning of procedures. The aim of this editorial is to
emphasize several aspects that have contributed to the paradigm shifts in
colorectal liver metastases surgery over the last three decades as well as to
discuss the factors concerning patient selection and the technical aspects of liver
surgery. Finally, this editorial will highlight the promising new features of this
surgery for diagnoses and treatments in this field.
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Core tip: Liver surgery for colorectal liver metastases is a dynamic field, and its limits
have considerably changed over the last three decades. Many variables have influenced
patient selection and surgical techniques, and more changes are forthcoming with
improvements in minimally invasive surgery, radiology, and artificial intelligence. This
editorial highlights the pathway of treating colorectal liver metastases over three decades
and the promising features in this field.
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INTRODUCTION
Liver surgery for the curative-intent of colorectal liver metastases (CRLM) cancer has
been considered to  be  the  mainstream treatment  over  the  last  three  decades  for
advanced  colorectal  cancer.  Hepatectomies  for  CRLM  have  been  successfully
performed since the 1980s at which point patients who underwent complete (R0)
hepatic  resections  achieved  an  approximate  20% 5-year  overall  survival  (OS)[1].
Arguably, the treatment of CRLM represents one of the best models of progress in
liver surgery over the past few decades. Even when patients are facing a potential
systematic disease, the oncological outcomes have been shown to improve over time
with reports of 5-year OS ranging between 35% and 58%[2,3].

These  improvements  have  occurred  because  systemic  chemotherapies  and
biological  agents now provide more efficient treatments for the control  of  micro
metastases and help in patient selection[4]. Moreover, enhancements in both surgical
techniques  and modern imaging techniques  as  well  as  the  use  of  intraoperative
ultrasonography, the control of inflow and outflow with pedicle clamping techniques,
the control of low central venous pressure during surgery, pre-operative portal vein
embolization  for  treatment  of  hypertrophy  of  future  liver  remnants,  ablation
techniques, and staged hepatic resections, in addition to the development of new
devices for parenchymal transections and vascular control, have also contributed to
better  control  of  the  disease.  These  changes  have  led  to  the  widespread  use  of
parenchyma sparing techniques. Furthermore, many paradigms have been broken
over the last few decades, and these broken paradigms will likely have an impact on
the future directions of liver surgery.

OLD PARADIGMS AND CURRENT APPROACHES
In the 1980s and 1990s,  most  patients  who were considered to be candidates for
resections presented with few lesions (typically less than four lesions), the absence of
extra-hepatic disease, unilobar presentations, and small lesions (lesions that are at or
below  5  cm)[2].  However,  this  high  selection  of  patients  should  be  observed  in
perspective and in accordance with the time period because it occurred in an era
before the use of modern chemotherapy (oxaliplatin- and irinotecan-based therapies)
and without  the same resources  that  are  currently available  in both clinical  and
surgical  practices.  The  association  of  optimal  chemotherapy  treatments  with
biological chemotherapeutic agents has been able to convert liver metastases that
were previously considered to be unresectable (metastases that were considered to be
palliative and with no prospects  of  a  cure or  long-term survival)  into resectable
metastases in 21% of cases[5]. Improvements in preoperative image workups for the
detection of small lesions and the presentation of anatomical relationships as well as
enhancements  in  surgical  techniques  and  devices,  the  development  of  better
intraoperative imaging techniques (including fusion imaging techniques), enhanced
results  in  post-operative  care  units,  and  the  development  of  new  systemic
chemotherapy  and  biological  agents,  have  contributed  to  the  classical  contra-
indications  of  the  surgical  management  of  CRLM  and  have  shown  them  to  be
outdated[4].

Currently,  the  old  dogmas of  the  surgical  treatment  of  CRLM that  have been
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previously cited have changed, and the basic, primary points of the current strategies
are to obtain clear margins (R0), to spare the liver parenchyma as much as possible,
and to  provide surgical  treatments  for  systemic  disease  that  is  under  control  or
stable[4]. The previous concept of needing clear margins that are 1 cm or larger used to
be a subject of debate, and this idea was mostly based on retrospective series. A series
that consisted of 1019 patients who underwent hepatectomies for CRLM examined the
role of margins and survival rates among three groups: a group with 1-10 mm clear
margins vs a group with positive margins with a survival time of 42 mo vs 30 mo,
respectively (P < 0.01), and a group with > 10 mm of clear margins vs a group with 1-
10 mm of clear margins, with a survival time of 55 mo vs 42 mo, respectively (P <
0.01)[6]. This study recommended that a margin width of > 1 cm was ideal and should
be achieved because this margin width was identified to be an independent predictor
of oncological outcomes in the surgical treatment of CRLM. However, the presence of
subcentimeter margins should not exclude patients from receiving hepatectomies
because they may still have favorable prognoses compared to patients with positive
margins[7].

Another paradigm that has been shifted is the concept of two-stage hepatectomy,
which is used to promote resections in patients who are considered to be unresectable.
This  alternative  strategy  is  useful  for  lesions  that  are  considered  to  be  initially
unresectable due to multiple bilobar diseases or the risk of insufficient remnants for
one-stage surgery. The original strategy consisted of resecting all of the lesions that
were present in the future remnant, generally on the left side of the liver, as well as
obtaining the remnant of the liver hypertrophy after a right portal vein embolization
or an intra-operative right portal ligation[8].  The first-stage procedure implies the
clearance  of  metastases  in  the  left  liver  via  resection  or  through  the  use  of
radiofrequency ablation as well as via an immediate right portal vein ligation. This
tactic promotes hypertrophy of the future remnant liver because right portal vein
ligation, or right portal vein embolization, creates a contralateral hypertrophy that
increases the final volume of the residual left liver. This increase in volume promotes
a safer and more acceptable remnant volume. Typically, 30% of the remnant liver is
necessary after surgery; however, with the use of previous chemotherapy treatments,
which  can  cause  damage  to  the  liver  parenchyma,  this  volume may have  to  be
augmented and may require further augmentation if liver cirrhosis is observed (at
least 40%). Additionally, the degree of hypertrophy of the future remnant liver itself
also  predicts  the  risk  of  liver  failure  during  the  post-operative  course  and may
represent a more significant predictor of liver failure than the volume of the isolated
final remnant liver[9].

Advancements  in  liver  surgery  over  the  past  few  years  have  made  it  a  safer
procedure based on a reduced amount of intraoperative blood loss due to the better
comprehension of liver anatomy, more optimal preoperative and intra-operative
imaging, and improvements in both the surgical techniques and numerous surgical
devices that are used for liver surgery[10]. All of these improvements have supported
the movement of favoring the resection of multiple lesions and of preserving more of
the parenchyma instead of using major hepatectomies. The concept of sparing the
liver  parenchyma  represents  the  balance  of  a  minimal  resection  of  the  liver
parenchyma in providing adequate surgical margins based on the need of having an
adequate remnant liver for the prevention of liver failure. Moreover, the majority of
recurrence after hepatectomy for CRLM occurs in the liver itself, and the role of re-
hepatectomies with curative-intent treatment is a valuable and currently established
strategy. However, it depends on the extension of the previous surgery as well as the
preservation  of  the  parenchyma,  pedicles,  and  hepatic  veins[11].  Torzilli  et  al[12]

promoted the use of the enhanced “one-stage surgery” as an alternative to two-stage
hepatectomies  and  recommended  the  use  of  intraoperative  ultrasound,  the
detachment of CRLM from the intrahepatic vascular structures (possibly with the R1
vascular  resection),  and the  evaluation  of  flow analysis  in  evaluating  collateral
communications among the hepatic veins.

The many types of ablative techniques, such as cryosurgery, microwave ablation,
and radiofrequency ablation can be performed as alternatives when an exclusive
hepatic  resection  demands  an  extensive  hepatectomy  with  a  large  degree  of
parenchyma  removal.  However,  the  predictors  of  optimal  responses  to
radiofrequency  ablation  include  small  lesions  (lesions  <  3  cm),  a  lower  level  of
carcinoembryonic  antigen  baseline  values,  and  the  presence  of  less  than  three
lesions[8]. Recent studies have demonstrated the use of microwave ablation to be a
quick  and  effective  method.  Leung  et  al[13]  reported  a  study  that  examined  416
microwave ablation sites. They showed that the treatment of subcentimeter lesions
was sustained for up to 4 years in approximately 98% of cases. Thus, ablation of small
lesions  can be  a  valid  option for  curative-intent  treatment  and can be  used as  a
substitute for liver resection for patients who do not qualify for hepatectomy, while

WJGS https://www.wjgnet.com February 27, 2019 Volume 11 Issue 2

Araujo RL et al. Pushing the limits of liver surgery for CRLM

36



also  being  a  safer  option  compared to  the  higher  risk  of  complications  that  are
associated with hepatectomies either due to a high degree of tumor burden or small
future remnant liver.

Over the last 10 years, associating liver partition and portal vein ligation for staged
hepatectomy (ALLPS) has been described for extreme resections of an extended liver
resection with a small residual remnant liver[14].  The technique was proposed for
intraoperative salvage of a small remnant liver for extended right resections that
involve right portal vein ligations and for in situ splitting of the liver parenchyma
along the falciform ligament. Schnitzbauer et al[14] described 25 procedures with an
increased median volume of the left lateral lobe in 74% of cases with a median time
interval  of  9  d.  Despite  the  encouraging  results,  64%  of  patients  experienced
complications  with  a  mortality  of  12%  (three  patients).  Many  changes  in  the
technique, indications, and results of the procedures occurred in response to this
issue. Regarding the morbidity of the procedures, it seems that ALPPS works better as
an option in response to the failure of portal vein embolization or ligation in obtaining
contralateral liver hypertrophy than the first option to obtain an increased remnant
liver volume. Currently, there is an open trial underway comparing the use of portal
vein embolization vs ALLPS in patients with small remnant liver volumes, and these
data should provide some insight into this issue.

Liver surgery is a demanding surgery and may be the reason why the progress of
the laparoscopic approach in this field has not been widely accepted at the start of the
laparoscopy era. However, currently laparoscopy has been identified as having a role
in liver surgery. Ciria et al[15] described more than 9000 procedures in the literature
showing  the  evolution  of  only  minor  hepatectomies  to  major  hepatectomies.
Moreover, it seems that the use of the laparoscopic approach for CRLM represents a
reality and does not impact surgical outcomes nor leads to additional costs compared
to the use of open surgery[16].

FUTURE PERSPECTIVES
Regarding the advances in liver surgery, robotic surgery remains a technology that is
currently in progress, and the pros and cons of the use of robotics are similar to those
of laparoscopic liver surgery. These pros and cons are dependent on the evolution of
medical robots. Retrospective series have demonstrated the feasibility of both minor
and major hepatectomies, including the benefits of tridimensional views and forceps
articulation  form robots.  Enhanced preoperative  and intra-operative  imaging is
crucial  for  advances  in  liver  surgery.  Because  patients  have  been  exposed  to
preoperative chemotherapy treatments, the harm to the liver parenchyma has become
consistent, and this harm may jeopardize the identification of lesions in the altered
parenchyma.  Even  with  the  use  of  contrast-enhanced  magnetic  resonance  or
computerized tomography, the use of intraoperative ultrasound represents the most
accurate method for detecting missing metastases, especially when it is associated
with the use of micro bubble contrast techniques[17].  Currently, there is a need for
augmented  reality  images  to  overcome  the  limits  of  identifying  lesions  and
anatomical  structures  inside  of  the  opaque  organ  for  both  open  and  minimally
invasive surgeries. Convolutional neural networks have demonstrated success in
natural image analyses and have dramatically outperformed alternative machine
learning algorithms, and they seem to be valid for the planning of radiotherapy fields
for the liver[18]. Regarding minimally invasive surgery, a unique issue is the use of the
pneumoperitoneum that deforms the abdominal organs in regard to the typical and
radiological anatomy, and the use of this adaptation remains a work in progress.

The emergence of liver transplantation for CRLM has been made possible due to
the peculiar situation observed in Norway where there is an excess of liver donors
(with the average waiting time being approximately 1  mo),  and the initial  wide
inclusion criteria include the following: patients who received at least 6 wk of neo-
adjuvant  chemotherapy,  patients  who received complete  radical  excision  of  the
primary metastasis,  and patients who had optimal performance statuses[19].  Lung
recurrence was the most common site of disease progression, but the Oslo experience
showed that  immunosuppression had a  limited impact  on  the  overall  course  of
metastases. The author suggests that OS should be the goal instead of only disease
free survival for those patients because lung recurrence does not necessarily represent
fast progression of disease for these patients[19]. However, the optimal selection criteria
are still not fully established, especially in the scenario of an organ shortage, which is
the most common worldwide scenario.

Another approach, which has become more accepted in clinical practice, is the use
of molecular markers as prognostic and predictive tools in aiding patient selection for
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CRLM surgery. Many retrospective studies have explored KRAS/NRAS mutations
and their impact as determinants of failure as well as local and systemic controls of
disease after hepatic resections. KRAS mutations have been negatively associated
with both relapse-free survival (Hazard ratio: 1.89) and OS (Hazard ratio: 2.23)[20].
Moreover,  another  meta-analysis  of  the  V600  mutation  in  the  BRAF  oncogene
reported that it was also negatively associated with inferior OS (Hazard ratio: 3.90)[21].
The presence of  RAS  mutations works as  a  predictor  of  treatment for  the use of
biological agents because it represents a resistance to anti-EGFR antibodies but does
not represent a predictive factor for the use of systemic chemotherapy in advanced
colorectal cancer. The presence of BRAF is observed in approximately 8%-10% of
metastatic colorectal cancer, and it is related to worsened prognoses and habitually
appears as a widespread metastatic disease with poor responses to curative-intent
resections[22].  Recently,  a  molecular  classification  has  been  suggested  for  the
consideration of four colorectal cancer subtypes and their different prognoses: CMS1
(microsatellite instability and immune activation features with a better prognosis),
CMS2 (epithelial with marked WNT and MYC signaling activation), CMS3 (metabolic
deregulation),  and  CMS4  (mesenchymal  features  with  a  worse  outcome) [23].
Retrospective and prospective studies for the validation of these genetic signatures
and molecular profiles are necessary and are currently ongoing to improve patient
selection for both systemic and surgical treatments of CRLM with a consideration for
the avoidance of futile procedures.

The use of artificial intelligence has become an unstoppable trend in medicine with
the  goal  of  aiding  both  clinical  reasoning  and  therapeutic  procedures.  The
classification of  images via  anatomical  or  pathological  features is  a  fundamental
cognitive  task  in  diagnostic  radiology,  and  its  association  with  the  use  of
convolutional neural networks has demonstrated success in natural image analyses
and has dramatically outperformed alternative machine learning algorithms[24].  A
digital image can be regarded as a matrix of numbers that encode the brightness and
color of individual pixels, and in accordance with different arrangements of the pixels,
some patterns can be created to help identify anatomical structures via ultrasound,
computerized tomography, or magnetic resonance imaging[18,24]. These features are
still being elaborated, but they can aid in planning both diagnostic and therapeutic
procedures. It seems that artificial intelligence will likely find its place in the planning
of standard procedures, not as a surrogate for the human brain but likely for the
avoidance of risky surgical maneuvers or misinterpretations of images as well as
anatomical variations in robotic scenarios and other minimally invasive procedures.

CONCLUSION
Although liver surgery has been established for more than 40 years,  it  is  still  an
exciting field in gastrointestinal surgery, especially with its interface with surgical
oncology. None of the liver surgery fields have changed as much as the surgical
treatment  of  CRLM.  Many different  treatments  have  been  used for  the  surgical
treatment of CRLM by oncologists with the use of chemotherapy agents,  such as
improvements in surgical techniques and the development of new surgical devices as
well as incontestable improvements in radiology, anesthesiology, and intensive care
treatments. The old paradigms have transitioned to more precise methods for the
current  principles  of  surgical  treatment  of  CRLM  with  only  two  requirements
remaining as necessities for curative-intent treatment: the achievement of free margins
with no residual disease (via  a R0 resection) and the preservation of an adequate
remnant liver with a preserved inflow and outflow. Currently, minimally invasive
liver surgery is  a reality,  but it  will  likely undergo many future transformations
especially with the radiology and robotic platforms because augmented reality and
artificial intelligence may be used together in the future. These arising features and
the use of personalized therapy for investigating tumor biology could be the next
treatment options for the surgical treatment of CRLM.

REFERENCES
1 Adson MA, van Heerden JA, Adson MH, Wagner JS, Ilstrup DM. Resection of hepatic metastases from

colorectal cancer. Arch Surg 1984; 119: 647-651 [PMID: 6732473 DOI:
10.1001/archsurg.1984.01390180015003]

2 Adson MA. Resection of liver metastases--when is it worthwhile? World J Surg 1987; 11: 511-520
[PMID: 3630196 DOI: 10.1007/BF01655817]

3 Fong Y, Fortner J, Sun RL, Brennan MF, Blumgart LH. Clinical score for predicting recurrence after
hepatic resection for metastatic colorectal cancer: analysis of 1001 consecutive cases. Ann Surg 1999; 230:

WJGS https://www.wjgnet.com February 27, 2019 Volume 11 Issue 2

Araujo RL et al. Pushing the limits of liver surgery for CRLM

38

http://www.ncbi.nlm.nih.gov/pubmed/6732473
https://dx.doi.org/10.1001/archsurg.1984.01390180015003
http://www.ncbi.nlm.nih.gov/pubmed/3630196
https://dx.doi.org/10.1007/BF01655817


309-18; discussion 318-21 [PMID: 10493478 DOI: 10.1097/00000658-199909000-00004]
4 Araujo RL, Riechelmann RP, Fong Y. Patient selection for the surgical treatment of resectable colorectal

liver metastases. J Surg Oncol 2017; 115: 213-220 [PMID: 27778357 DOI: 10.1002/jso.24482]
5 Adam R, Aloia T, Lévi F, Wicherts DA, de Haas RJ, Paule B, Bralet MP, Bouchahda M, Machover D,

Ducreux M, Castagne V, Azoulay D, Castaing D. Hepatic resection after rescue cetuximab treatment for
colorectal liver metastases previously refractory to conventional systemic therapy. J Clin Oncol 2007; 25:
4593-4602 [PMID: 17925554 DOI: 10.1200/JCO.2007.10.8126]

6 Are C, Gonen M, Zazzali K, Dematteo RP, Jarnagin WR, Fong Y, Blumgart LH, D'Angelica M. The
impact of margins on outcome after hepatic resection for colorectal metastasis. Ann Surg 2007; 246: 295-
300 [PMID: 17667509 DOI: 10.1097/SLA.0b013e31811ea962]

7 Memeo R, de Blasi V, Adam R, Goéré D, Piardi T, Lermite E, Turrini O, Navarro F, de'Angelis N, Cunha
AS, Pessaux P; French Colorectal Liver Metastases Working Group, Association Française de Chirurgie
(AFC). Margin Status is Still an Important Prognostic Factor in Hepatectomies for Colorectal Liver
Metastases: A Propensity Score Matching Analysis. World J Surg 2018; 42: 892-901 [PMID: 28929341
DOI: 10.1007/s00268-017-4229-7]

8 Adam R, Laurent A, Azoulay D, Castaing D, Bismuth H. Two-stage hepatectomy: A planned strategy to
treat irresectable liver tumors. Ann Surg 2000; 232: 777-785 [PMID: 11088072 DOI:
10.1097/00000658-200012000-00006]

9 Leung U, Simpson AL, Araujo RL, Gönen M, McAuliffe C, Miga MI, Parada EP, Allen PJ, D'Angelica
MI, Kingham TP, DeMatteo RP, Fong Y, Jarnagin WR. Remnant growth rate after portal vein
embolization is a good early predictor of post-hepatectomy liver failure. J Am Coll Surg 2014; 219: 620-
630 [PMID: 25158914 DOI: 10.1016/j.jamcollsurg.2014.04.022]

10 Otsuka Y, Kaneko H, Cleary SP, Buell JF, Cai X, Wakabayashi G. What is the best technique in
parenchymal transection in laparoscopic liver resection? Comprehensive review for the clinical question
on the 2nd International Consensus Conference on Laparoscopic Liver Resection. J Hepatobiliary
Pancreat Sci 2015; 22: 363-370 [PMID: 25631462 DOI: 10.1002/jhbp.216]

11 Hallet J, Cunha AS, Adam R, Goéré D, Azoulay D, Mabrut JY, Muscari F, Laurent C, Navarro F, Pessaux
P; French Colorectal Liver Metastases Working Group. Association Française de Chirurgie (AFC).
Outcomes of Rehepatectomy for Colorectal Liver Metastases: A Contemporary Multi-Institutional
Analysis from the French Surgical Association Database. Ann Surg Oncol 2016; 23: 894-903 [PMID:
27573524 DOI: 10.1245/s10434-016-5506-7]

12 Torzilli G, Cimino MM. Extending the Limits of Resection for Colorectal Liver Metastases ENHANCED
ONE STAGE SURGERY. J Gastrointest Surg 2017; 21: 187-189 [PMID: 27561637 DOI:
10.1007/s11605-016-3250-8]

13 Leung U, Kuk D, D'Angelica MI, Kingham TP, Allen PJ, DeMatteo RP, Jarnagin WR, Fong Y. Long-term
outcomes following microwave ablation for liver malignancies. Br J Surg 2015; 102: 85-91 [PMID:
25296639 DOI: 10.1002/bjs.9649]

14 Schnitzbauer AA, Lang SA, Goessmann H, Nadalin S, Baumgart J, Farkas SA, Fichtner-Feigl S, Lorf T,
Goralcyk A, Hörbelt R, Kroemer A, Loss M, Rümmele P, Scherer MN, Padberg W, Königsrainer A, Lang
H, Obed A, Schlitt HJ. Right portal vein ligation combined with in situ splitting induces rapid left lateral
liver lobe hypertrophy enabling 2-staged extended right hepatic resection in small-for-size settings. Ann
Surg 2012; 255: 405-414 [PMID: 22330038 DOI: 10.1097/SLA.0b013e31824856f5]

15 Ciria R, Cherqui D, Geller DA, Briceno J, Wakabayashi G. Comparative Short-term Benefits of
Laparoscopic Liver Resection: 9000 Cases and Climbing. Ann Surg 2016; 263: 761-777 [PMID: 26700223
DOI: 10.1097/SLA.0000000000001413]

16 Fretland ÅA, Dagenborg VJ, Bjørnelv GMW, Kazaryan AM, Kristiansen R, Fagerland MW, Hausken J,
Tønnessen TI, Abildgaard A, Barkhatov L, Yaqub S, Røsok BI, Bjørnbeth BA, Andersen MH, Flatmark K,
Aas E, Edwin B. Laparoscopic Versus Open Resection for Colorectal Liver Metastases: The OSLO-
COMET Randomized Controlled Trial. Ann Surg 2018; 267: 199-207 [PMID: 28657937 DOI:
10.1097/SLA.0000000000002353]

17 Arita J, Ono Y, Takahashi M, Inoue Y, Takahashi Y, Matsueda K, Saiura A. Routine Preoperative Liver-
specific Magnetic Resonance Imaging Does Not Exclude the Necessity of Contrast-enhanced
Intraoperative Ultrasound in Hepatic Resection for Colorectal Liver Metastasis. Ann Surg 2015; 262:
1086-1091 [PMID: 26010441 DOI: 10.1097/SLA.0000000000001085]

18 Ibragimov B, Toesca D, Chang D, Koong A, Xing L. Combining deep learning with anatomical analysis
for segmentation of the portal vein for liver SBRT planning. Phys Med Biol 2017; 62: 8943-8958 [PMID:
28994665 DOI: 10.1088/1361-6560/aa9262]

19 Andres A, Oldani G, Berney T, Compagnon P, Line PD, Toso C. Transplantation for colorectal
metastases: on the edge of a revolution. Transl Gastroenterol Hepatol 2018; 3: 74 [PMID: 30363763 DOI:
10.21037/tgh.2018.08.04]

20 Brudvik KW, Kopetz SE, Li L, Conrad C, Aloia TA, Vauthey JN. Meta-analysis of KRAS mutations and
survival after resection of colorectal liver metastases. Br J Surg 2015; 102: 1175-1183 [PMID: 26206254
DOI: 10.1002/bjs.9870]

21 Passiglia F, Bronte G, Bazan V, Galvano A, Vincenzi B, Russo A. Can KRAS and BRAF mutations limit
the benefit of liver resection in metastatic colorectal cancer patients? A systematic review and meta-
analysis. Crit Rev Oncol Hematol 2016; 99: 150-157 [PMID: 26775732 DOI:
10.1016/j.critrevonc.2015.12.015]

22 Clarke CN, Kopetz ES. BRAF mutant colorectal cancer as a distinct subset of colorectal cancer: clinical
characteristics, clinical behavior, and response to targeted therapies. J Gastrointest Oncol 2015; 6: 660-667
[PMID: 26697199 DOI: 10.3978/j.issn.2078-6891.2015.077]

23 Guinney J, Dienstmann R, Wang X, de Reyniès A, Schlicker A, Soneson C, Marisa L, Roepman P,
Nyamundanda G, Angelino P, Bot BM, Morris JS, Simon IM, Gerster S, Fessler E, De Sousa E Melo F,
Missiaglia E, Ramay H, Barras D, Homicsko K, Maru D, Manyam GC, Broom B, Boige V, Perez-Villamil
B, Laderas T, Salazar R, Gray JW, Hanahan D, Tabernero J, Bernards R, Friend SH, Laurent-Puig P,
Medema JP, Sadanandam A, Wessels L, Delorenzi M, Kopetz S, Vermeulen L, Tejpar S. The consensus
molecular subtypes of colorectal cancer. Nat Med 2015; 21: 1350-1356 [PMID: 26457759 DOI:
10.1038/nm.3967]

24 Cheng PM, Malhi HS. Transfer Learning with Convolutional Neural Networks for Classification of
Abdominal Ultrasound Images. J Digit Imaging 2017; 30: 234-243 [PMID: 27896451 DOI:
10.1007/s10278-016-9929-2]

WJGS https://www.wjgnet.com February 27, 2019 Volume 11 Issue 2

Araujo RL et al. Pushing the limits of liver surgery for CRLM

39

http://www.ncbi.nlm.nih.gov/pubmed/10493478
https://dx.doi.org/10.1097/00000658-199909000-00004
http://www.ncbi.nlm.nih.gov/pubmed/27778357
https://dx.doi.org/10.1002/jso.24482
http://www.ncbi.nlm.nih.gov/pubmed/17925554
https://dx.doi.org/10.1200/JCO.2007.10.8126
http://www.ncbi.nlm.nih.gov/pubmed/17667509
https://dx.doi.org/10.1097/SLA.0b013e31811ea962
http://www.ncbi.nlm.nih.gov/pubmed/28929341
https://dx.doi.org/10.1007/s00268-017-4229-7
http://www.ncbi.nlm.nih.gov/pubmed/11088072
https://dx.doi.org/10.1097/00000658-200012000-00006
http://www.ncbi.nlm.nih.gov/pubmed/25158914
https://dx.doi.org/10.1016/j.jamcollsurg.2014.04.022
http://www.ncbi.nlm.nih.gov/pubmed/25631462
https://dx.doi.org/10.1002/jhbp.216
http://www.ncbi.nlm.nih.gov/pubmed/27573524
https://dx.doi.org/10.1245/s10434-016-5506-7
http://www.ncbi.nlm.nih.gov/pubmed/27561637
https://dx.doi.org/10.1007/s11605-016-3250-8
http://www.ncbi.nlm.nih.gov/pubmed/25296639
https://dx.doi.org/10.1002/bjs.9649
http://www.ncbi.nlm.nih.gov/pubmed/22330038
https://dx.doi.org/10.1097/SLA.0b013e31824856f5
http://www.ncbi.nlm.nih.gov/pubmed/26700223
https://dx.doi.org/10.1097/SLA.0000000000001413
http://www.ncbi.nlm.nih.gov/pubmed/28657937
https://dx.doi.org/10.1097/SLA.0000000000002353
http://www.ncbi.nlm.nih.gov/pubmed/26010441
https://dx.doi.org/10.1097/SLA.0000000000001085
http://www.ncbi.nlm.nih.gov/pubmed/28994665
https://dx.doi.org/10.1088/1361-6560/aa9262
http://www.ncbi.nlm.nih.gov/pubmed/30363763
https://dx.doi.org/10.21037/tgh.2018.08.04
http://www.ncbi.nlm.nih.gov/pubmed/26206254
https://dx.doi.org/10.1002/bjs.9870
http://www.ncbi.nlm.nih.gov/pubmed/26775732
https://dx.doi.org/10.1016/j.critrevonc.2015.12.015
http://www.ncbi.nlm.nih.gov/pubmed/26697199
https://dx.doi.org/10.3978/j.issn.2078-6891.2015.077
http://www.ncbi.nlm.nih.gov/pubmed/26457759
https://dx.doi.org/10.1038/nm.3967
http://www.ncbi.nlm.nih.gov/pubmed/27896451
https://dx.doi.org/10.1007/s10278-016-9929-2


P- Reviewer: Komatsu S, Rubbini M, Horesh N
S- Editor: Dou Y    L- Editor: Filipodia    E- Editor: Song H

WJGS https://www.wjgnet.com February 27, 2019 Volume 11 Issue 2

Araujo RL et al. Pushing the limits of liver surgery for CRLM

40



Published By Baishideng Publishing Group Inc

7901 Stoneridge Drive, Suite 501, Pleasanton, CA 94588, USA

Telephone: +1-925-2238242

Fax: +1-925-2238243

E-mail: bpgoffice@wjgnet.com

Help Desk:https://www.f6publishing.com/helpdesk

https://www.wjgnet.com

© 2019 Baishideng Publishing Group Inc. All rights reserved.

mailto:bpgoffice@wjgnet.com

