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Classical approach Challenge

Unresectable liver disease

Asymptomatic primary tumor should be resected Asymptomatic primary tumor should not be resected
Avold eventual obstruction, bleeding, or perforation Muost do not develop tumor complications
Prolongs survival by preventing growth of new metastases Risk of tumor complications similar to that of colorectal resection
No survival bencfit to colorectal tumor resection

Delays systemic chemotherapy treatment

Resectable liver disease

Extended prehepatectomy chemotherapy should be offered Extended prehepatectomy chemotherapy should not be offered

Ensures that all patients are treated with chemotherapy

Complete clinical response on imaging is equal to surgical resection

Rare long-term survival after resection of synchronous CLM
Prevents unnecessary hepatic resection for aggressive disease

Helps guide posthepatectomy chemotherapy regimen

Complete clinical response rarely equates with pathological
Tesponse

Long-term survival 15 possible after resection of synchronous CLM

Most patients with aggressive disease are not identified

CLM are most often multiregimen resistant

Prohibitive morbidity of simultaneous colorectal and hepatic resection  Acceptable morbidity of simultaneous resections
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CONCLUSION

The classical management paradigm to synchronous CL M should be reconsidered.
Because most patients with asymptomatic primary dis ease and unresectable CLM
do not experience complications resulting from prim ary tumor growth, and given

the potential bene fit of chemotherapy in downsizing unresectable to res ectable liver
disease, we recommend initial chemotherapy for pati ents with unresectable
synchronous CLM in most patients. In contrast, init lal hepatic resection should be
considered in most patients with resectable synchro nous CLM

Moreover, several studies suggest that simultaneous colorectal and minor hepatic

resections can be performed safely with bene  fits in total morbidity when compared
with traditional staged procedures

some cases in which we would recommend initi  al chemotherapy in lieu of
iImmediate resection of synchronous CLM. These inclu de (1) perforated colorectal
primary tumor where the incidence of widespread occ ult metastases (intrahepatic
and extrahepatic) is common, (2) rectal primary tum  or where phase Il trials have
demonstrated bene fits in local disease control and anal sphincter pres ervation with
neoadjuvant radiotherapy (with and without concomit ant chemotherapy), and (3) in
the setting of investigational studies.
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Selection of Patients for Resection of Hepatic Colorectal
Metastases: Expert Consensus Statement
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Timothy M. Pawlik, MD, MPH.? and Michael A. Choti, MD, MBA?

Consensus Statement:

. Patients with primary colorectal tumors who
present with synchronous resectable liver metas-
tases should be considered for aggressive curative-
intent therapy when appropriate.

. Either staged or simultaneous resections of the
primary tumor and liver metastases can be con-
sidered depending on the vanable factors, includ-
ing complexity of resections, symptoms, comorbid
disease, and available surgical expertise.

. Integration of adjuvant and/or neocadjuvant ther-
apy in patients with resectable stage IV disease 1s
not well defined based on the available evidence.
The use and timing of these therapies should be
individualized and planned as part of a multidis-
ciplinary approach.
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Consensus Statement:

. In patients undergoing liver resection for hepatic
colorectal metastases, a positive surgical margin is
associated with a higher local recurrence and
worse overall survival and should be avoided
whenever possible.

. While a wide (> l-cm) resection margin should
remain the goal when performing a liver resection,
an anticipated margin of less than 1 em should not
be used as an exclusion criterion for resection.

. Assessment of resectability of hepatic colorectal
metastases should focus on the ability to obtain a
complete resection (negative margins).

. The [leasibility of hepatic resection should also be
based on three criteria related to the remaining
liver following resection: (1) the ability to preserve
two contiguous hepatic segments, (2) preservation
of adequate vascular inflow and outflow as well as
biliary drainage, and (3) the ability to preserve
adequate future liver remnant ( > 20% in a healthy
liver).

. The presence of extrahepatic disease should no
longer be considered an absolute contraindication
to hepatic resection provided the patient is care-
fully selected and a complete (margin-negative)
resection of both intra- and extrahepatic disease 1s
feasible.
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Kolorektiale Lebermetastasen‘

Gastrointestinal Tumor Study Group (J Clin Oncol 191)
Kurative Resextion (IRO)

Resektion Patienten Mediane PUZ

Kurativ 46% 37 Monate

Nicht kurativ 12% 21 Monate

Unbehandelte Patienten 16 Monate
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Kolorektale [Lepe

Chirurgierune Chemeiieiene

m Pra— eperativ

m Post — operativ

m Pra — und pest — operativ:

m Systemisch

m Lokoregiondr — intraarteriell

m Lokoregionar - portalvenos
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Kolorektale Lebermetastasen
Radikale Resektion von Lebermetastasen 198d.997: n=254

Faktor n 3a 5a 10a

TU Gro6f3e (ecm)
% Ay 35
2.1-5 54 43
>5 50 33

TU Vertellung
unilateral 44 29
bilateral 39 31

Anzahl
1 63 46
2-3 39 33
>=4 45 {0

Resektionsabstand
<l cm 57 45
>=1cm 21 58 24
unbekannt 90 41 32

Minagawa M., Annal of Surgery 2000, Vol 231, No4,487-499
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Prognosefakioren: Kelerekiale Lebermetas!am

Autor Jahr

Pat Dukes Syn GrofRe Nr Rand Extrahep

Adson 1984
Doci 1991

Hughes 1988
Younes 1991
Scheele 1991
Rosen 1992
Nordlinger 1992
Fong 1999

141  +
100 +
859 +
116 -
207 +
280 +
1818 +
1001 +

+

+

+

?
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Kolorektale Lebermetastasen

Prognosefaktoren Variante A: Nordlinger, Cancer 198
postoperative Analyse

Janner 1968 - Dezember 1990: 1568 Leberresektionen
Mortalitat 2.3%, Morbiditat 23%

Alter (> 60 Jahre)

T-Stadium (Serosainfiltration: <= T3 vs T4)

N-Stadium (NO vs N1)

Zeitintervall PrimarOP-Lebermeta (< 2 Jahre)
Grol3e der Metastase (> 5 cm)

Anzahl der Metastasen (1-3 vs >= 4)
Resektionsabstand (< 1 cm)
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Kolorektale Lebermetastasen

Prognosefaktoren Variante B: Nordlinger, Cancer 198
praoperative Analyse

Janner 1968 - Dezember 1990: 1568 Leberresektionen
Mortalitat 2.3%, Morbiditat 23%

T-Stadium (Serosainfiltration: <= T3 vs T4)
N-Stadium (NO vs N1)

Zeitintervall PrimarOP-Lebermeta (< 2 Jahre)
Anzahl der Metastasen (1-3 vs >=4)

CEA 5 - 30 pg/L (CEA > 30 ug/L = 2Punkte)
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Kolorektale Lebermetastasen

Prognosefakioren:Nordlinger, Cancer 1996

2 Jahres Patientenuberleben

Variante A

Variante B

O - 2 Punkte (n=305) 79%

3 - 4 Punkte (n=738) 60%

5 - 7 Punkte (n=230) 43%

(n=220) 78%

(n=498) 59%

(n=217) 35%
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