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One of the principles in oncology over decades was
that patients diagnosed with metastatic cancer were
unlikely to be cured of their disease by any means. At
best, treatment with classical chemotherapy ended in
extended progression-free or overall survival. Com-
plete remissions from systemic standard chemother-
apy are uncommon, and only a fraction of complete
responders remain progression free for a prolonged
period in most malignant diseases.

Exceptions of this paradigm according to more
effective systemic and local treatment strategies are
Hodgkin disease, some non-Hodgkin lymphomas,
thyroid cancer and testicular germ cell tumors. Tes-
ticular germ cell tumors are among the most curable
of all solid tumor malignancies, with cure being pos-
sible even in the refractory and metastatic setting.
Resection of remaining viable tumor lesions after
chemotherapy has become standard of care [1].

The overarching clinical question for all of us,
no matter what oncological discipline we are in, is
whether we can cure more patients diagnosed with
metastatic disease?

There was evidence for quite a long time that pa-
tients with resectable liver only metastases suffering
from colorectal cancer may achieve significant im-
provement in overall survival or even cure following
complete resection of tumor lesions [2]. Surgery is
powerful and effective, but only in those diseases
that are amenable to it. Especially patients diag-
nosed with oligometastatic disease seem to benefit
from additional local treatment strategies compared
to multimetastatic cancer. Oligometastatic cancer
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is a relatively new concept and was originally de-
fined as five or fewer metastatic sites. It was pro-
posed as a clinically significant state separate from
the polymetastatic disease [3] and considered to be
less aggressive than other metastatic phenotypes [4].
Metastasectomy should be confined to those pa-
tients groups for whom benefit has been proven, in
particular of discussions according to clinical and
experimental evidence supporting the role of surgery
and inflammation as potential triggers for disease
recurrence [5].

Recently consistent developments in the treatment
of advanced cancer have led to a significant change in
patient survival. During the past few years, a multi-
disciplinary treatment approach has become an oblig-
atory component of the management in cancer pa-
tients.

Due to advances in available multimodality thera-
pies and a better understanding of tumor biology and
its microenvironment, survival of stage IV patients
is constantly improving. The impressive therapeutic
success of antibodies inhibiting immune checkpoints
has extended the use of these antibodies to previously
unanticipated tumor types. Results are promising and
eventually there is also a potential to cure these pa-
tients without surgery. Nevertheless, the data will be
not consistent, and we do not have any biomarkers to
select patients who will be cured with these types of
therapies and do not relapse.

Nowadays there are different possibilities to achieve
complete remission and long-term survival in several
types of metastatic cancer.

Definition of cure is heterogeneous in the literature
and makes it difficult to compare results. The natural
history of metastatic cancer is variable, and a general
recommendation cannot be made.

In the following articles cure in metastatic cancer of
the breast, the liver and GIST are discussed and data
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in each tumor type are reviewed by experts in their
field.
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