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Since the early 1980s, selected patients with liver-lim-

ited colorectal metastases (CRLM) have increasingly been

offered hepatic resection with the aim of improving long-

term survival. Meta-analysis suggests approximately 40 %

of patients undergoing surgery are alive 5 years later, with

25 % surviving for 10 years.1 These impressive results

have established hepatic resection as a key treatment

modality for CRLM. Patients are now considered techni-

cally resectable if all disease can be removed with

microscopically negative margins whilst maintaining a

sufficient volume of liver parenchyma. However, it is also

clear that not all patients with technically resectable liver

metastases enjoy long-term survival after surgery; within

1 year approximately 30 % will develop recurrence and

15 % will succumb to their disease.2

While there is broad agreement among liver surgeons

over which patients clearly should and should not be

offered resection, we have demonstrated that in the UK

there is a lack of consensus between liver surgeons and

oncologists.3 For a patient with a small solitary liver

metastasis presenting several years after primary resection,

surgery is generally accepted to offer a clear and significant

long-term survival benefit. For patients with synchronous

extensive large-volume disseminated disease, surgery is

generally considered inappropriate. Deciding on the opti-

mal management strategy for patients who fall into the gray

area between these two groups is one of the most chal-

lenging decisions in the management of CRLM and

involves careful assessment of both technical and onco-

logical factors.

In this timely analysis, Choti et al.4 identified clear

consensus between specialist hepatic surgeons about the

technical resectability of patients with liver metastases.

Exploring medical oncologists’ perceptions of resectabil-

ity, cases considered easily resectable by specialist

surgeons were considered resectable by only 34 % of

oncologists. This highlights the critical role of surgeons in

defining what constitutes technically resectable disease. A

further 42 % of oncologists suggested these patients were

potentially convertible to resection, suggesting an enthu-

siasm for systemic chemotherapy prior to surgery. This

may of course reflect inherent bias—surgeons prefer to

offer surgery, oncologists prefer to offer chemotherapy. It

may also be attributable to oncologists perceiving a higher

oncological risk for these patients, where a trial of systemic

therapy to attain disease control may offer a better

assessment of tumor biology and gauge likely long-term

benefit after surgery. The role of neoadjuvant chemother-

apy for easily resectable CRLM remains contentious,5,6

and therefore deciding which patients should be offered

initial systemic therapy and which should proceed straight

to surgery remains far from clear. Hence, one important

finding of the study is that oncologists and surgeons differ

in their perception of where the gray area between clearly

resectable and irresectable disease lies, highlighting the

critical importance of joint decision making.

Another striking finding from the study was the low

levels of referral for consideration of surgery, despite 78 %

of oncologists having easy access to multidisciplinary case

conferences and almost 40 % regularly participating in

these conferences, irrespective of whether they themselves

had a patient for discussion. Request for a surgical con-

sultation was associated with an extremely low likelihood

of oncologists classifying a case as initially unresectable, a
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critical point considering the already highlighted difference

between what oncologists perceive to be technically

resectable and what is considered resectable by specialist

hepatobiliary surgeons. Perhaps more importantly, even

when oncologists considered patients initially resectable,

only 88 % would refer for surgery. These low referral rates

suggest a significant number of patients with easily

resectable disease, in whom surgery would generally be

accepted as best management, are being denied potentially

curative treatment.

Multidisciplinary discussion and decision making is

well-recognized as the optimal approach for the manage-

ment of patients with CRLM,7 and the study by Choti

et al.4 clearly highlights the importance of surgeon and

oncologist working together to achieve the best outcome

for these complex patients. In the UK, wide variations in

referral patterns for consideration of liver resection have

been recognized, with a tenfold variation reported between

the highest and lowest referring centers.8 This variation has

led the UK National Institute for Health and Care Excel-

lence (NICE) to publish national guidance stipulating that

all patients with liver-limited metastatic colorectal cancer

should be discussed at a multidisciplinary case conference

involving oncologists and specialist liver surgeons.9 The

importance of such multidisciplinary decision making has

been further reinforced by growing evidence suggesting

benefit from alternative nonresectional interventions for

irresectable CRLM, as highlighted by the recently updated

results from EORTC 40004, which demonstrated a signif-

icant improvement in overall survival for patients treated

with ablation of liver metastases and systemic chemother-

apy versus chemotherapy alone.10

Further work is needed to better identify patients likely to

benefit most from liver resection. Existing prognostic

markers rely on gross assessment of pathology as a surrogate

for underlying tumor biology. It seems likely that increased

understanding of tumor biology will improve our stratifica-

tion of patients, improving outcomes after hepatectomy by

allowing better decision making about which patients will

enjoy long-term benefit. As Choti et al.4 have clearly

demonstrated, it is crucial that any such decision making

should take place in a multidisciplinary environment.
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