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Colorectal liver metastasis

Synchronous liver metastasis-

Metachronous liver metastasis-




In 30% of curative resection there is occult
liver metastasis.

In 30% liver is the only site of metastatic
disease.




Which lobe i1s more involved?




Human Liver Anatomy

inferior vena cava

hepatic artery

gall bladder portal vein

common bile duct



Prognosis

Untreated patient-




Primary staging.

Time from primary resection ( >= 12
months).

CEA level.
Size of the largest lesion.
No. of lesions.




Poor prognostic factors




Nb. Of metastasis - >3.

Preop. CEA- >100 ng/ml.

Tumor free resection margin <10mm.
Portal LN.

Largest dimension >5 cm.

Weight of resected specimen >90gm.



« Limited pulmonary metastasis.
» Colonic anastomotic recurrence.

Numerous liver metastasis involving >1/2 of
the liver.

Large lesion that encroach on major hepatic v.
or contralateral hilar ducts or veins.

Locally advanced primary tumor not respond to
neoadjuvant.

Intraabdominal extrahepatic liver metastasis-
no proven benefits.



A small slender core
of tissue is removed
with a biopsy needle

Confirmation?

How much resection?




25% in normal liver parenchyma.

Compromized liver function- larger volume is
required.

Preop portal vein embolization.
Staged procedure-

+ 1ststage followed by —

Portal vein embolization.
Liver partition & portal vein ligation.
Resection & thermal ablation.



Unilobar.

<4 lesions.

<5 cm in greatest dimension.

Without extrahepatic disease.

Well confined primary lesion.

more resection is possible due
to-

> effective systemic therapy.
Ablative therapies.
> modalities for downstaging.



Often cannot visualize the entire liver.
Upto 2 cm lesion.

Excellent at distinguishing benign from
malignant.

Evaluate relationship.
In intraoperative ablative therapies.



Up to 1 cm lesion.
Mainstay of hepatic imaging.

Hypodense as hypovascular.
More hypodense in CECT.

Best depicted during portal venous
phase.



* Breast.

« Sarcomas.

* Neuroendocrine tumors.
« RCC.

« Melanoma.

20-40 secs.

Normal liver parenchyma not yet enhanced.

Hypervascular liver tumor enhance via hepatic
artery.

Hypervascular tumors enhance optimally at 35
secs.



Colorectal cancer.

— Portal venous phase.
— 60-80 secs.
— Detect hypovascular tumor.




 Mucinous GI tumor.
 (Qvarian cancer.




 Evaluate extent of liver disease.
 Surgical planning.

« Survelliance or follow up for HCC.
« Chemoembolization in liver malignancy.
* Liver transplant

e Arterial — 30 sec
* Portal venous-70 sec

 Equilibrium (hepatic venous phase)-
180sec.






MRI of liver




» Detect occult extrahepatic mets-
20% of stage IV disease.

« Mandatory before liver resection.

» Accurate tumor localization &
surgical planning.

PET/CT detection of occult liver metastasis. Computed tomography
and PET/ CT scan in a 66-year-old male diagnosed with a TINO
pancreatic adenocarcinoma by endoscopic vltrasound. PET/ CT
demonstrated a lesion in the left lobe of the liver not identified on
CT, which was biopsy proven to be metastatic adenocarcinoma.



Surgeon.

Medical oncologist.
Radiation oncologist.
Pathologist.
Radiologist.
Gastroenterologist.



Right portal vein
Catheter




Chemotherapy.

CT + mADb.

Staged resection.

Portal vein embolization- 3-6 weeks before.
Ablative technique.

Cryotherapy.

Interstitial laser hyperthermia.
RFA.

Microwave therapy.

Focused USG.

Electrolyte therapy.
Radioembolization.




» Portal vein or hepatic artery?

Associating liver partition and portal vein ligation
staged hepatectomy (ALPPS)

Stage 1 Stage 2

<30% of >30% of
total liver total liver

Hypertrophy Resection
portal vein from the of the of the

+ in situ split remnant liver remnant liver deportalized liver



Largely ineffective for irresectable metastasis.
Resectability after CT varies from 6-60%.

5 yrs survival after gaining resectability -35-50%.

FOLFOX- response rate 50-60%.
FOLFIRI.
CapeOX.

Hepatic arterial infusional therapy.

Hepatic artery feeds metastasis.
FUDR (Fluorodeoxyuridine) or 5 FU.

Molecular targeted therapy- mABs-VEGFR,
EGFR.

Cetuximab.
Bevacizumab.
Sorafinib.



« Classic approach-

Colon 1st.

o Liver first.

e Synchronous resection.



* Primary resection.
* Adjuvant therapy.
» Liver resection.

« In case of major hepatic resection.

 When combined partial hepatectomy &
colectomy is risky for 1 setting.

* CR primary is small & asymptomatic.
* Liver mets >3 cm.
 If delay causes progression of liver mets.



Locoregional control does not require downstaging.

Liver metastasis- curative resection with adequate
residual liver.

Fit patient with no major comorbidities.

High volume liver unit with very low mortality &
morbidity.

Delay due to unexpected postoperative

complications will not jeopardize local control or
cure.



Who require minor liver resection.

Right sided colonic resection can be
combined with liver resection safely.

Wide resection with 1 cm clear margin.



> 2/3' develops hepatic recurrence
following hepatectomy.

Liver is the common site of recurrence
(45%).

90% who die from CRC have liver
metastasis.

5-10% patients are candidate for 2" liver
resection.
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