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The treatment of colorectal cancer liver metastases
(CRCLM) has raised increasing interest among surgeons
as the broadened indication of surgical approaches. The
treatment decision has to consider a series of factors
including the location of primary colorectal cancer (CRC),
status of RAF/RAS gene, condition of liver metastases, and
existence of extrahepatic metastases, etc. The article by
Yao et al. presented their data and developed nomograms
predicting primary lymph node metastases and prognosis
for synchronous CRCLM patients underwent simultaneous
resection (1). These results help physicians identify patients
at risk of major complications and early recurrence. As
indicated in the manuscript, progression-free survival (PFS)
were related to poor differentiation, positive lymph node
metastasis, bilobar liver distribution, and RO resection.
However, other well-recognized prognostic factors showed
no significant results in the current study. For example,
the level of carcinoma embryonic antigen (CEA), primary
site of CRC, preoperative chemotherapy, postoperative
chemotherapy, RAS gene status, etc. In the cohort, 51.04%
patients performed RAS gene detection, it is better to
include it as a potential factor. The most recognized standard
assessing the tumor biology is the clinical risk factor
scoring system (CRS) presented by Fong ez 4/. in 1999 (2),
including five indicators: reginal lymph nodes, interval
between primary tumor resection and metastasis, number
and size of liver metastases, and CEA level. It shall be better
if the authors compared the new nomogram to the CRS
score to testify the efficacy of each methodology.

It is now globally accepted that the goal of treatment of
CRCLM has converted from RO resection to achieve no
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evidence of disease (NED). If NED eligible, locoregional
therapy is recommended to improve the outcomes. In the
present study, liver resection and radiofrequency ablation
(RFA) were included as surgical modalities. But surgeons
are now using more aggressive strategies upon CRCLM
patients. Associated liver partition and portal vein ligation
for staged hepatectomy (ALPPS) and liver transplantation
(LT) showed favorable results in the management of
CRCLM patients (3). LT is considered the ultimate means
of surgery to treat the intrahepatic lesions (4). In SECA-
II study, nonresectable CRCLM patients underwent LT
showed 100%, 83%, and 83% survival at 1, 3, 5 years,
comparing to the 5-year overall survival (OS) of 10% for
patients receiving palliative chemotherapy (5). Regarding
ALPPS, the median OS and recurrence-free survival
(RFS) in a 510 primarily unresectable CRCLM patient
cohort were 39 and 15 months, respectively (6). Via these
approaches, liver surgeons can technically treat every
CRCLM patients, but how to select the patients for the
most appropriate treatment plan is worth discussing. If
future analysis can include the emerging techniques, they
can provide better evidence for physicians in different
clinical scenarios. The present study has included 241
patients with simultaneous resection of the primary
CRC and concurrent liver metastases. As the oncological
outcomes were comparable between simultaneous and
staged resection (7), the risk factors regarding staged
resection can be explored in a similar way. Besides, the
median number of intrahepatic metastases is 2 [1-4],
laparoscopic liver resection is a potential surgical option for
selective cases. It shall be more informative if the authors
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provide data of laparoscopic versus open surgery (8).

In conclusion, the patients diagnosed to have CRCLM
are extremely heterogeneous. The identification of risk
factors and stratification of patients accordingly are crucial
to the treatment decisions. The article provided well-
organized evidence, but as mentioned above, more factors
should be considered to better fit the current clinical
settings. In the multidisciplinary era, the combination and
sequence of different treatment modalities is the key to
strive for the best outcome for every patient.
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