Journal of Clinical and Translational Hepatology 2023 vol. 11(3)

DOI: 10.14218/JCTH.2022.00383

Review Article

Prognostic Impact of Surgical Margin Width in Hepatectomy

for Colorectal Liver Metastasis

| 705-717

St

Check for
updates

Katsunori Sakamoto!"®, Toru Beppu?, Kohei Ogawa', Kei Tamura!, Masahiko Honjo!, Naotake Funamizu’

and Yasutsugu Takada'

1Department of Hepato-Biliary-Pancreatic and Breast Surgery, Ehime University Graduate School of Medicine, Toon Ehime,
Japan; 2Department of Surgery, Yamaga City Medical Center, Kumamoto, Japan

Received: 8 August 2022 | Revised: 1 October 2022 | Accepted: 6 November 2022 | Published online: 17 January 2023

Abstract

As for resection for colorectal liver metastasis (CRLM), secur-
ing an adequate surgical margin is important for achieving a
better prognosis. However, it is often difficult to achieve ade-
quate margins for the resection of CRLM. So the current sur-
vival impact of sub-centi/millimeter surgical margins in he-
patectomy for CRLM should be evaluated. In the current era
of multidisciplinary treatment options, this review focused
on the prognostic impact of a sub-centi/millimeter surgical
margin width in hepatectomy for CRLM. We systematically
reviewed retrospective studies that clearly described the sur-
gical margin width for hepatectomy for CRLM. We selected
studies conducted since 2000 that involved patients diag-
nosed as having CRLM. We focused on studies that investi-
gated not only surgical margins, but also microscopic surgical
curability such as RO (microscopically complete resection) or
R1 (microscopically incomplete resection), which clearly de-
scribe their definitions. Based on our literature review, 1, 2,
or 5 mm was considered the minimum surgical margin width
for hepatectomy for CRLM. Although a surgical margin width
of 1 mm is acceptable for hepatectomy for CRLM, submil-
limeter margins, which are defined as R1 in many reports,
are only acceptable for limited patients such as those who
have undergone preoperative chemotherapy. Zero-mm mar-
gins are also acceptable in limited patients such as those
who show a good response to preoperative chemotherapy.
New chemotherapy agents have been reported to reduce the
prognostic impact of a narrow surgical margin width. The
incidence of margin recurrence, which is a major concern
regarding R1 resection of CRLM, is about 20-30% according
to the majority of earlier reports. As evaluations of the actual
prognostic impact of the surgical margin remain difficult, fur-
ther study is warranted.
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Introduction

The liver is the most frequent metastatic site in colorectal
cancer.! Colorectal liver metastasis (CRLM) occurs in about
50% of patients with colorectal cancer.! Five-year overall
survival rates among all patients with CRLM and those who
undergo hepatectomy are 36.3% and 57.1%, respectively,
according to nationwide reports in Japan.2 As for resection
for CRLM, securing a proper surgical margin is important for
achieving a better prognosis.3-¢ For better survival outcomes
in hepatectomy for CRLM, margins >10 mm have been
recommended.3-¢ However, it is often difficult to achieve
margins >10 mm in patients with multiple bilobar CRLM or
whose tumor is adjacent to major vessels.3 Recent advances
in surgical procedures and perioperative chemotherapies
have led to an increase in the number of patients indicated
for potentially curative resection, even for multiple bilobar
CRLM.”:8 Regarding surgical procedures, two-stage hepa-
tectomy including associating liver partition and portal vein
ligation for staged hepatectomy, major vascular resection
and reconstruction, combined local ablation therapy, and pa-
renchymal-sparing hepatectomy (PSH) are reportedly useful
options to treat multiple bilobar CRLM.%7-13 Furthermore,
more precise evaluation of hepatic function reserve, portal
vein embolization, and conversion chemotherapy, including
molecular targeted agents, are considered useful periop-
erative management strategies for multiple bilobar CRLM.
However, for these multidisciplinary treatments, the surgical
margin for multiple bilobar CRLM is too narrow to preserve
remnant liver volume. In addition, to preserve hepatic func-
tion reserve and enable re-hepatectomy for intrahepatic re-
currences, PSH is reportedly a useful surgical option with
comparable prognostic outcomes and fewer postoperative
complications compared with major hepatectomy (MH).10-13
However, unlike MH, PSH can reduce the surgical margin
width to preserve liver parenchyma or major vessels. There-
fore, reports of the usefulness of sub-centi/millimeter surgi-
cal margins have been increasing.? A sub-centi/millimeter
surgical margin can provide a better prognosis than if the
patient does not undergo resection, and is considered an ac-
ceptable treatment strategy, especially for patients undergo-
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ing perioperative chemotherapy for multiple CRLM.3 In addi-
tion, R1 resection may be possible for patients who undergo
hepatectomy after showing a good response to preoperative
chemotherapy.'# Therefore, the current survival impact of
sub-centi/millimeter margin surgical margins in hepatecto-
my for CRLM should be evaluated. In the current era of mul-
tidisciplinary treatment options, this review focused on the
prognostic impact of a sub-centi/millimeter surgical margin
width in hepatectomy for CRLM.

Literature search

As it is difficult to determine the surgical margins for hepatec-
tomy for tumor resection preoperatively, to our knowledge,
no randomized controlled trials regarding the surgical margin
width for CRLM have been conducted. So we systematically
reviewed retrospective studies that clearly described the sur-
gical margin width for hepatectomy for CRLM. We selected
studies conducted since 2000 that involved patients diag-
nosed as having CRLM. We focused on studies that investi-
gated not only surgical margins, but also microscopic surgi-
cal curability such as RO (microscopically complete resected)
or R1 (microscopically incomplete resected), which clearly
describe their definitions. The definition of RO/1 was varied
among studies, and surgical margin widths of <1 mm4-29
and 0 mm130-34 were both defined as R1. We conducted
a meta-analysis using RevMan software (version 5.4.1;
Cochrane Collaboration, Oxford, UK). Dichotomous outcomes
were shown by risk difference and 95% confidence intervals.
Heterogeneity among the included trials was evaluated by
a forest plot. The I-squared and chi-squared statistics were
used to evaluate statistical heterogeneity. When 12<50% or
p>0.1 in the chi-squared test, indicating significant heter-
ogeneity, a fixed-effects model was adopted. Otherwise, a
random-effects model was used.

Subcentimeter surgical margins

We reviewed previous studies that evaluated subcentim-
eter surgical margins (Table 1).11,1518,21,22,25,31,32,35-39 The
majority of earlier reports that evaluated the feasibility of
subcentimeter surgical margins were published before 2014.
Angelsen et al.'> and Nuzzo et al.3! reported that compared
with >5 mm, a surgical margin of <5 mm increased the mar-
gin/local recurrence rate and reduced the time to recurrence.
Kokudo et al.35 investigated micrometastases classified into
groups based on the distance from the tumor (<2 mm, 2-4
mm, 5-9 mm, and =10 mm), and found that 2 mm was the
minimum acceptable surgical margin width because micro-
metastases were rare beyond 2 mm. Konopke et al.3® report-
ed that surgical margin widths of 0 mm or 1-2 mm were as-
sociated with poor recurrence-free survival (RFS) compared
with those of 3-5 mm and 6-9 mm, but no significant differ-
ence in overall survival (OS) was seen. According to Pawlik et
al.,'8 no significant differences in OS were found among 1-4,
5-9, and =10 mm, all of which had better prognosis than <1
mm. In addition, several reports suggested that 1 mm was
the minimum acceptable surgical margin width to achieve
better survival, and that other factors such as tumor biology
or features had a stronger impact on survival.21:22,37.38 Ham-
ady et al.38 reported no significant difference in recurrence
rates between subcentimeter and >10-mm margins based
on propensity-matched analyses. Several papers concluded
that hepatectomy for CRLM with subcentimeter margins pro-
vided a survival benefit.14:32,37,39,40 Based on our literature
review (Table 1), 1, 2, or 5 mm was considered the minimum
surgical margin width for hepatectomy for CRLM.
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Submillimeter surgical margins

To evaluate the survival impact of submillimeter margins, we
reviewed studies that assessed differences in survival at a
surgical margin width cutoff point of 1 mm (Table 2).11.14-
20,23-29,32,34,37-39,41-43 [n contrast to studies that evaluated
subcentimeter margin widths, the majority of the studies
evaluating the clinical impact of submillimeter margins were
published after 2014, which may imply that subcentimeter
margins have recently become an acceptable treatment op-
tion.3

The number of hepatic lesions was greater and the great-
est tumor diameter was larger in the <1 mm than in the =1
mm group (Fig. 1A, B), and more aggressive disease was
considered to have been included in the <1 mm group. Al-
though the rate of preoperative chemotherapy varied, >70%
of the patients in the studies published after 2016 underwent
preoperative chemotherapy (Fig. 1C, D). Moreover, de Haas
et al.'* reported a significantly higher rate of preoperative
chemotherapy in the 0 mm than in the =1 mm group.

Both 5-year OS and 5-year RFS were poor in the <1 mm
group compared with the =1 mm group usually (Fig. 1E,
F).14-17,19-21,23-26,41-42,44 However, neither Bodingbauer et
al.?5 nor Postriganova et al.3° found any significant differenc-
es in OS or disease-free survival (DFS) between the <1 and
>1 mm groups.2>39 Furthermore, several reports concluded
that even if a surgical margin width <1 mm had a worse
prognosis in univariate analyses, it was not an independent
prognosticator in multivariate analysis.15:18:21,25,.26 [n other
words, a narrow surgical margin could result from more ag-
gressive disease, which might have led to worse survival.

As for subgroups with a surgical margin <1 mm, Vigano
et al.2? and Procopio et al.! reported that surgical margins
of <1 mm adjacent to major vessels had a better prognosis
than those not adjacent to major vessels (<1 mm at paren-
chyma) and was comparable with that of 21 mm surgical
margins. Takamoto et al.2’ reported that <1 mm margins
had worse OS than did those >1 mm, but narrow <1 mm
margins (<4 cm?) showed better survival than did broad <
mm margins. In addition, Sasaki et a/.2° reported that except
for the largest tumor, surgical margins <1 mm had a prog-
nosis comparable to that of those with margins =1 mm and
better than with <1 mm margins in the largest tumor. Other
reports found no differences in long-term prognosis among
>1 and <1 mm margin groups when patients were limited to
those who had undergone preoperative chemotherapy with
a good response or had KRAS wild-type tumors.16:23,28-30
Based on our literature review, a surgical margin width of 1
mm is acceptable for hepatectomy for CRLM. However, sub-
millimeter margins, which are defined as R1 in many reports,
are acceptable only for a limited number of patients such as
those who have undergone preoperative chemotherapy.

Zero-mm margins

Zero-mm margins (exposed tumor, involved margin) are as-
sociated with poor survival in many cases.22:31,33,42/45,46 Me-
meo et al.'! reported that R1 (0 mm) had poor OS compared
with RO (=1 mm) even after propensity-matched analysis. In
the most recent report, Ausania et al.! reported that 0 mm
margins had significantly worse survival, compared with <1
mm margins. However, de Haas et al.'* reported that 0 mm
margin resection (R1) had comparable OS/DFS compared
with RO (=1 mm). Ayez et al.30 also reported that patients
who underwent preoperative chemotherapy had comparable
survival (OS and DFS) between RO (>0 mm) and R1 (0 mm).
In addition, 0 mm margins, which are defined as R1, in pa-
tients with highly advanced bilobar tumor or who had a good

706 Journal of Clinical and Translational Hepatology 2023 vol. 11(3) | 705-717



Sakamoto K. et al: Surgical margin in liver metastasectomy

(panuiauod)

'S4Q pue ‘sQ ‘@ouatindal uibiew
|ea164ns pauasiom ww G suibiew
|ea1b6.ans pue J03oey oi3souboud

ww g< buoays e sem yipim uibiew |eoibans (6=u) ww 0 6 UBSIN G00Z-266T 8002 1e'/e 39 0zznN
(L¥T=U) 0T<
(8y=u) ww 6-9
(8G=U) ww g-¢
(16=U) ww g-1
"SO 10U INg ‘S4y-d13eday pue
S4¥ uo pedwi aaiebau e pey ww
ww z< Z-T pue wuw Q jo suibiew |edibing (6z=U) ww 87 uelpay sieaA 0T 8002 of'/€ 10 douoy
(PpE=U) Ww 0T<
(b9T=U) Ww 0T-§
(1T92=U) ww g-1
(8€T=U) wWw 1>
'S9W02IN0 3|geJOAR) UM pajeidosse
0S|e SeM U0I309SaJ 4932w iauadgns Ing
ww QT < ‘lewndo si ww QT < Jo Ypim uibiep (ZTTT=U) PaAIOAUT 2t UBIPBIN  €£00Z-T66T £002 z¢'[e 32 BIY
(€z=U) ww <
(0TT=U) WW 6-T
pajdasoe (ww 'S4d 40 SO J8yiie yim sz'1e 1@
1>) uiblew aA1}IS0d 9)e[24400 J0U pIp snyels ulbie (ep=u) ww 1> €€ UelpdN  £002-000¢ £00¢C Janeqbuipog
(867=U) Ww Q1<
(g8=U) ww 6-5
(621=U) WW -1
*92UDJJNJ3J IO [BAIAINS 103448 J0U
pip ‘aAnebau 41 ‘yapim uibiew |eaibans
JISASMOH "|eAIAINS uo joedwi aAlebaU
wuw 1< e pey uibiew (ww T>) |e2161NS SA1ISOd (gp=u) ww 1> 6¢C UelpslN  #00C-066T S00¢ g1'/€ 39 Ml|Med
(6v=U) ww Q1=
(e5=u) ww 6-5
(9g=u) ww p-¢
Jowin} Ujew ayj punoJe wuw z> Ulylim
U29S AjaJed SeM SISBISRIDWOIDI W
7> sulbiew ul aies sem aoualindal
pus-1nd ‘|_AIAINS UO 1oedw aAlebau
ww z< e aAey jou pIp yipim uibiew |edibing (§p=u) ww ¢> T'6C URIPAWN 000Z-086T 200T  oc'/e 39 opn0oy
yipim uibiew ajqe W ‘poriad uonedijqnd
-3dasoe wnwiuip Atewwns uibiew dn-mojjo4 poliad JO JBdA EOMITY

suibiew |edi6ans 123pwiUadqNs Buipen|eaa salpnis T d|qel

707

| 705-717

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)



Sakamoto K. et al: Surgical margin in liver metastasectomy

(panui3uod)

'S4y PaULLI0OYS pue 92UalINdad |BI0|
paseaJoul Ww G> sulblew uondasay

(£2=U) ww p-1

ww G2 J03dej onsouboud 1ood e sem uodasal Ty (8p=u) ww 1> UN 0T0Z-866T $102 ¢r'/€ 19 uss|abuy
(9€=u) ww Q1=
(§G=U) ww QT> Ww ¢
(T€=U) ww ¢> ww T
(9T=U) ww 7> ww
"ww QT < @S0yl Yym paiedwod |eAIAINS 6c’/@ 32
ww o  39|qetedwod pey wuw 1> suibiew |e2ibing (£1=U) ww 0 TE UeIp9IN CZTI0Z-866T +10¢C eAnouebli3sod
(+0T=U) Ww Q1=
(§§=u) > ww QT ‘Ww G<
(£T=U) > Www g ‘ww €<
(8p=u) ww ¢-1
‘|BAIAINS 109J48 J0U pIp ulbiew
JegD ‘ww T> 9soy) ueyy Jaylo
suibiew Ja3pwnuadgns buowe
ww 1< SO Ul seduatayip uedyiubis oN (pT=0) ww 1> UN  900C-966T 010¢ zZ'/B 39 ueplon
(¢g=u) ww 0T-9
(18=U) ww G-¢
(zp=u) ww z-1
'S4y pa3daye ‘uibiew uoj3dasal
aA13RbaU Y3 JO YIpIm 3Y3 Jou Ing
‘Abojo1g Jown] ‘ww T> 9Soy3 ueyy
Jay3o suibiew Jajswinuadqgns buowe
ww 1< S4Y Ul seduaIayIp Juedlyiubis oN (§/T=U) Ww 1> G'9G ueIP3|N £L00Z-666T 0T0T 1z'/e 38 =l0jednpy
(£8=U) ww QT=<
(€9=U) ww QT> p=
(Pp=u) ww p> 1<
*pajeJdisuowap 9g Jou pjnod wWw <
suibiew Jo 109449 |eDIJOURG "WW TS 9S0y)
ueys Jayio suibiew Jazpwnuadgns buowe sc'1e 19
Ww T< punojalam SO Ul soualaylp juedyiubis oN (£9=u) ww TS /'8p ueIpAW  £00Z-T66T 600¢ 12Aamapuen
(TTT=U) WW Q1=
(oz=u) ww 6-9
(6z=U) ww G-¢
(91=U) ww zs
yipim uibiew 3ajqe W ‘poriad uonedijqnd
-3dacoe wnwiulp Aemiuns uiien dn-mojjo4 poliad JO JedA {ouiny

(panunuod) *T a|qeL

| 705-717

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)

708



Sakamoto K. et al: Surgical margin in liver metastasectomy

(panuauod)
9'9¢ %€ 9¢ ¥'9¢ S00¢
T00°0 ‘SdYHI T00°0> 8'ZT ‘SSD AN 29 ‘092 %SGE ‘e<  S'T¥ 08 ww 7> uelpsi\ -/86T 800¢ vz’ 39 US[9M
6'ST
-'CT %8°1¢ %%b'€S  v9S
IS payoead J0N ‘06< z< -8 €eT ww 1<
[N 6S €e £00¢ sz'1e e
€reo 1S €LE°0 6°8¢ 1S T°'06 -SS  %6T ‘0S< %0/ ‘Z< 89 [9%4 ww 7> ueipsi -000C¢ /Z00¢ Jeneqbuipog
T0'0>
-£0°0 Sb-G€ 69/ ww 1<
6S°0 6¢C 8€T ww 1>
%€ €E %L 6% 4% £00¢
uN UN Jod 9¢ N €e ‘06< 22 6'v9 C1T P3A[OAUT  UeIp3A -166T £00¢ zc'e 19 ={1Y
S'6€
Rk €'29< C1s ww 1<
6¢ +00¢
€000 TS ‘¥ S00°0 T°LT 09 UN  GE ‘UBIPBN %SS ‘2= [4% St ww 7> uelipsp -066T S00¢ g1'/€ 19 MliMed
% 19q uoned
% % % wuw ‘azIs ypim  poriad
anjea-d ‘s1@ 9anjea-d owomnww>auum x1D ‘x1D Jowny ‘_o._M”.__”H Hm..u_..__ﬂu .ueuu_.“ uibiew dn ﬂﬂ.uﬂm -__n__HM loyiny
1eaA-g -}sod -9.4d 3sab.en -uAs -m.n_ |es1b6ang -mojjod Jeop
suibiew |edibans Jajawijjiwqns Bunenjeas salpnis "z d|qeL
*|BAIAINS 99.1J-90U3JINd3I 'S4y !|PAIAINS ||BJdA0 ‘SO {papodad Jou “YN !|eAIAINS 99.4)-9se3SIp ‘S
(YN J2qwinu
juaed) ww g<
(YN Joquinu
jusied) ww -1
‘buiyolew 2402s Ajisuadoud Jaye (4N 42quinu
ww 1< UaA® ‘SO U0 eduwl aAzebau e pey Ty juaned) ww o 4N €T0¢-900¢ LT0OC 11/ 19 OBWB
(T9£=u) ww 0T<
(6€p=U) Ww 6°6-5
(zg8=u) ww 6'4-T
'S19U10 9Y3 pIp ueyl S4g 9SI0OM pamoys
dnoub ww 1> ay) 'sdnodb ww 1=
ww 1< 33 Ul S4Q Ul duJa4Ip JuediIubIS oN (£99=u) ww 1> £g uelpsjy  0T0cC-486T $T0C  ge'/€ 32 Apewey
(T£=U) ww 0T=
(9p=u) ww 6-5
yipim uibiew ajqe W ‘poriad uonesiqnd
-3dadoe wnwiulp Atewwns uibien dn-mojjo4 polidd JO Jded A doyny

(panunuod) *T alqeL

709

| 705-717

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)



Sakamoto K. et al: Surgical margin in liver metastasectomy

(panuauod)

€2h'c ‘oned %¢C S €T0¢
dN uN T00'0 piezeH 4N v°S8 GE ‘uesp 22 6'CC 8P ww 7> 97 uespy -G00C 910C '/ 18 iApnug
(44 19 G€ ‘UeIpaN %0¢C ‘€< L9 CLT ww 1<
[45 0T0¢C
¢80°0 8 L¥0°0 4% qS 98 0§ ‘UBIPAIN %ZE ‘€< €S 6T ww 1> uelpsiy -666T 9T0C ¢z'/e 19 uadneT
3dUs %T'T¢C %S'0€
-1949Y €' "Y1 €S €Sy €9p ‘06< ‘e< v'8Y S6 ww 1<
%9°6T %0°'€9 Je[nasea
SN €% ¥l v'6S 1'6€ 0°€9 ‘06< ‘€< 00§ ot ww 1>
9'6T %¢E v %T1°'SS ewAyoua.ed [ % €T0¢
¢00'0 a1 890°0 43 €6 €'€9 ‘06< ‘e< LY L0OT ww 1> uelpsiy -¥00C 9T0¢ 1p°/€ 38 ouebip
9'¢
T'T€E [ 4] £'6s T1'¢9 G¢ ‘uesiy ‘uesly  8'€S i4Y4 ww 1<
€€ 0T0C
T¢0'0 C'ST TO'0 T°'6€ S'¢CS 6'CL Lt ‘uesiy ‘uesly  8°/9 6S ww 1> ¢ uesiy -000C¢ ST0C 9z'/€ 19 Juend]
ACS'T
IS AL'T 'ISW T'2y 9'2€ ‘06< 9'¢s 598 ww 1<
APO'T P1E TT0¢ 61/€ 19
T00°0> 1S T00'0> A8Z'C ‘LSW UN 0°0F €0b ‘0S< N €719 06¢ ww 7> uelipsp -€66T STOZ eueAogeuepued
€e 250°'e ww 1<
T00¢
100°0> ()4 AN uN UN 6t G'9€ ‘0S< %tT 'S 6'6% €99 7Y ‘ww 1> YN  -€66T HTI0T g¢'/e 32 Apewey
%¢'9¢
6v-L€ €5-SP ‘T2 8'6S 44" ww 1<
TE Z¢10¢ 6c'1€ 19
8/6°0 o¢ 886°0 vS dN UN  6C ‘UBIPBIN %Zh ‘22 S'PS €€ ww 1> uelpsiy -866T PT0C eaouebli3sod
Sve S T'ST v6T ww 1<
4 0T0¢
L2T°0 0 T10°0 T'9T 0'SC 8'CE O0f ‘uelpay ‘uelpsW  §'St 8P ww 1> dN -866T 10T g1'/e 19 uss|abuy
SS °r43 ww 1<
[45 0T0C
N uN LT0°0 9¢ 69 00T %6F ‘02 %79 ‘Z< <9 4} ww 1> uelpsi -/66T1 €T0C o1’/ 12 NO3JpUY
9°¢c LTy 6T ww <
99 £00¢ (c’1e 19
v1°0 9'8T v0°0 S¢ UN UN dN dN LT L9 ww TS uelpsiy -C66T 600¢ 19Aemapuep
0¢ 19 8L L9 6€ 'UBBIN %0S ‘Z=< )% 1494 ww 1<
900¢
cT'0 6¢C LT°0 LS 88 8 9G ‘UBSN %89 ‘Z=< 89 c0t¢ wuw Qo dN -066T 800¢C 1’/e 19 seeH =p
%0°S€ %E T
09 L'6€ 88 €€ ‘06< ‘e< €9 6%8 ww 1<
% 12q uoned
% % 9% wuw ‘azis yipim  pounad
anjea-d ‘sd1@ 9anjea-d owomnwm>auu._ x1D ‘x1D Jown) ‘_o._M”.__”: Hm..u_..__ou -euu_: uibiew dn _u>o_.q_.0n_ -__n_zu loyiny
a1eah-g S -}sod -°.4d 3sab.en 1 -:M_m 3 -m.h |eo1bins -mojjod pms ._mw>

(panunuod) -z alqeL

| 705-717

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)

710



Sakamoto K. et al: Surgical margin in liver metastasectomy

)B4 9DUBUIINIAL "WYY {|PAIAINS B344-90UDLINdA 'S4y
{|eAIAINS [|BJBA0 ‘SO ‘juediiubis Jou ‘SN {pajiodad Jou ‘YN {Bwil [BAIAINS URIPAW ‘[ SN {[BAIAINS 934)-20Ualindad diedayesjul ‘S4YHI {|BAIAINS 934)-9seasIp ‘S4q ‘Adesayjowayd ‘x1D {|eAIAINS d110ads-J20ued ‘SSD

20U
-13j9y 6€ SdoUalajay LE 6S 2L %ST '0S< %0% ‘€< T ww 1<
Jejnosep
0T0'0 S¢ 290°0 6¢C [4S] 8/  %8T '0S< %€9 ‘€< 16 wuw 1>
ewAyoualed 9¢ 910¢
T000°0> ST 200°0 o€ 0S YL %87 '0S< %T9 ‘€<  %ES T ww 1> uelpajy -800C 0Z0T ¢z'/e 39 o1dod0.d
4
S'9¢ C'€S 8'¢L GZ ‘uelpsly  ‘uelpajy LPT ww 1<
€ 0€ 970¢
2000 S°0T T00'0 '8¢ 9'// 00T O€ ‘uelpsaly ‘uelpajy N L9 ww 1> uelpsiy -900C 610¢ gz'[e 19 NX
08-9¢£ UN 6°0Z £'9T ‘0§ 6'vS ‘T2 €£°6€ UN ww 1<
€70¢
dN uN ¢000°0 89 UN 49  T°'SC '0S< T1'SL ‘T2 v'8b UN wuw o dN -900¢ /T10¢ 17'/€ 39 OBWBN
143 UN dN dN dN 0€T ww 1<
09< 600¢ cp /€ 19
UN dN LEO 9¢ AN C°€6 6°'SS G/ 't 129 T ww Q 31ses| vy -000C¢ 910¢ eMeX0SOH
4
oy 9°99 1S 0'9L +'S9 €T ‘uelpaly  ‘uelpaiy 9ST ww T2
wuw
€ 7> Jowny
99'0 €°€9 1S G'S/ 099 GZ ‘uelpaN ‘uelpal 05  3sebuej-uon
wuw
€ T> Jown) €'0¢€ ST0TC
uN uN c00'0 G'9¢ IS 0'T8 8/L [T 'uelpaly ‘uelpaiy UN S )sebieq  uelpsp -000C /LT0¢C 0z’ /€ 19 jeses
T°LS 08¢ ww T<
4 6°8¢C STOTC
dN dN T00'0 vy 2'69 06/ Gz ‘velpal ‘UelpdN  T°/S S0T ww 15> uelpsi\ -€00C 9T0C ¢'/e 39 sluobuely
L'6¢C S'SL cL ww T<
0€ ST0¢ (z'1e 19
T00°0> S'E ¥00°0 9°9¢ uN 67  %ZE '0S< %LE ‘8= 9 €971 ww 15 uelpaiy -£L00C 9710¢ ojowexe]
S0°0> 8Y-9v %6¢ ‘062 %TC ‘€< 0S 9S6'T ww 1<
S0°0> 9T 09T WwW 6°'0-T°0
%€6 ¢10¢
uN dN Sdualdajay ¢ ‘oAnesadollad  %6€ ‘053 %EP ‘€< [45} S wuw o uN -¢66T 9T0¢ z+ 1€ 19 J0pes
%€"CS
ERIIEIEIEN| 2'98 /T 'uesy ‘Z2 T0¢ S8S ww 1<
% 13q uoned
% % % wuw ‘azis ypim  poriad
anjean-d ‘sdaq onjea-d owommﬁn.v_ X195 ‘x1D Jowny ._wmﬁ”: Hmh.._ou -_‘“M_: uibiew dn _u>o_.___wn_ -__n_sm Joyny
deaA-g S -3sod -a4d 3sabuen 1 -:Mm 3 -m...“ |es16ins -mojjo4 pms ._mw>

(panunuod) -z alqeL

711

| 705-717

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)



Sakamoto K. et al: Surgical margin in liver metastasectomy

<lmm 21mm Risk Difference Risk Difference
Study or Subgroup Year Events Total Events Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Bodingbauer 2007 30 43 71 133 15.0% 0.16 [0.00, 0.33] =
Welsh 2008 28 80 121 849 0.0% 0.21[0.10, 0.31]
de Haas 2008 137 202 117 234 47.3% 0.18[0.09, 0.27] —
Postriganova 2014 14 33 32 122 11.3% 0.16 [-0.02, 0.35] N——
Sadot 2016 174 405 411 1956 0.0% 0.22[0.17, 0.27]
Vigano 2016 88 153 29 95 0.0% 0.27[0.15, 0.39]
Brudvik 2016 26 48 306 585 18.1% 0.02[-0.13,0.17] -
Laurent 2016 6 19 34 172 8.3% 0.12 [-0.10, 0.34] -1
Procopio 2020 144 232 50 142 0.0% 0.27[0.17, 0.37]
Total (95% CI) 345 1246 100.0% 0.14 [0.08, 0.20] <
Total events 213 560
Heterogeneity: Chi? = 3.49, df = 4 (P = 0.48); I> = 0% :-1 —0= 5 ) 055 1’
Test for overall effect: Z = 4.40 (P < 0.0001) ' SAmm <im '
B <1lmm >1mm Risk Difference Risk Difference
Study or Subgroup Year Events Total Events Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Bodingbauer 2007 8 43 29 133 5.6% -0.03[-0.17, 0.10] o
Pandanaboyana 2015 157 390 282 865 30.7% 0.08 [0.02, 0.13] -
Sadot 2016 158 405 567 1956 38.6% 0.10 [0.05, 0.15] -
Vigano 2016 35 153 20 95 9.2% 0.02 [-0.09, 0.12] -
Procopio 2020 56 232 21 142 15.9% 0.09 [0.01, 0.17] [~
Total (95% CI) 1223 3191 100.0% 0.08 [0.04, 0.11] ¢
Total events 414 919
Heterogeneity: Chi? = 4.61, df = 4 (P = 0.33); I> = 13% =_1 _04 5 ) 045 l=
Test for overall effect: Z = 4.71 (P < 0.00001) T siwmm <imm
C <1lmm >21mm Risk Difference Risk Difference
Study or Subgroup Year Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
Welsh 2008 37 80 280 849 11.7% 0.13 [0.02, 0.25] =
de Haas 2008 164 202 157 234 13.6% 0.14 [0.06, 0.22] -
Truant 2015 43 59 133 214 10.8% 0.11[-0.02, 0.24]
Pandanaboyana 2015 156 390 364 865 14.7% -0.02[-0.08, 0.04] -
Brudvik 2016 41 48 504 585 12.3% -0.01[-0.11,0.10] . B
Vigano 2016 86 153 44 95 11.0% 0.10 [-0.03, 0.23] T
Sasaki 2017 88 95 102 156 13.0% 0.27 [0.18, 0.36] —
Procopio 2020 175 232 102 142 12.9% 0.04 [-0.06, 0.13] i
Total (95% CI) 1259 3140 100.0% 0.09 [0.02, 0.17] <>
Total events 790 1686
Heterogeneity: Tau? = 0.01; Chi? = 35.22, df = 7 (P < 0.0001); I> = 80% I t t i
-1 -0.5 0 0.5 1
Test for overall effect: Z = 2.44 (P = 0.01) SAmaT  <imm
D <1lmm 21mm Risk Difference Risk Difference
Study or Subgroup Year Events Total Events Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
de Haas 2008 178 202 206 234 39.3% 0.00[-0.06, 0.06] -
Angelsen 2014 12 48 29 194 8.3% 0.10[-0.03, 0.23] T
Truant 2015 31 59 127 214 7.1% -0.07 [-0.21, 0.08] B
Vigano 2016 60 153 43 95 9.1% -0.06 [-0.19, 0.07] I
Sasaki 2017 74 95 119 156 12.8% 0.02[-0.09, 0.12] b
Xu 2019 52 67 107 147 9.7% 0.05[-0.07, 0.17] -
Procopio 2020 118 232 84 142 13.7% -0.08[-0.19, 0.02] —=
Total (95% CI) 856 1182 100.0% -0.01 [-0.04, 0.03] ¢
Total events 525 715
T _ _ i f . y ),
Heterogeneity: Chi® = 7.01, df = 6 (P = 0.32); I° = 14% = s ) o 7

Test for overall effect: Z = 0.32 (P = 0.75)

21lmm <1lmm

Fig. 1. Meta-analysis of studies evaluating the prognostic impact of a surgical margin width =1 mm in
hepatectomy for colorectal liver metastasis. (A) Proportion of multiple tumors; (B) Proportion of tumors sized 250 mm; (C) Proportion of patients undergoing
preoperative chemotherapy; (D) Proportion of patients undergoing postoperative chemotherapy; (E) 5-year overall survival; (F) 5-year recurrence-free survival.
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Fig. 1. (continued)

response to chemotherapy had a better prognosis compared
with R2.34:43,47:48 Therefore, 0 mm margins are acceptable
only in a limited number of patients such as those who had a
good response to preoperative chemotherapy.

Margin (local, cut-end) recurrence

One major concern regarding R1 resection of CRLM is margin
(local, cut-end) recurrence. However, even for patients with
R1 resection, the incidence of margin recurrence is about 20—
30% according to the majority of previous reports (Table 3).1.15,
18,21,26,29,31,35,39,41,46 \/ijgano et al.*! found no significant dif-
ference in the incidence of margin recurrence between RO
and R1l-vascular groups, but the R1-parenchyma group was
associated with a significantly higher incidence of margin re-
currence compared with the others. Furthermore, they found
no differences in the isolated margin recurrence rate among
the three groups, or in the margin recurrence rate when
limited to patients with a good response to preoperative
chemotherapy or with large/multiple CRLM.#! Truant et a/.2®
reported a similar margin recurrence rate between RO and R1
among patients who underwent preoperative chemotherapy.
Postriganova et al.3° reported comparative OS among R1 and
RO after salvage re-hepatectomy in patients with liver recur-

Journal of Clinical and Translational Hepatology 2023 vol. 11(3)

<lmm =1mm

rence, including margin recurrences. Salvage resection for
margin recurrence was reportedly performed in 32.1-78.6%
of the patients with margin recurrence,:15,26,3541,46 and may
improve OS.

Conditions for improved prognosis after R1 hepatec-
tomy

To evaluate the survival impact of new chemotherapy agents
such as oxaliplatin or irinotecan for patients with a narrow
surgical margin, we evaluated papers published since 2000,
mainly from Europe and the USA, where more than 80%
of patients in the study cohort had undergone preoperative
chemotherapy with new chemotherapy agents. Pandanaboy-
ana et al.1? reported that preoperative chemotherapy did not
have a positive impact on OS in patients with R1 (<1 mm)
compared with RO (=1 mm), but Ayez et al.3° found no sig-
nificant difference in OS or DFS between R1 (0 mm) and RO
(>0 mm) among patients had undergone preoperative chem-
otherapy. Andreau et al.1® found no significant difference in
OS between R1 (<1 mm) and RO (=1 mm) among patients
with a good pathological response (0-49% residual possible
tumor cells pathologically) to preoperative chemotherapy. In
addition, de Haas et al.1* conducted a study that included a
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high rate of good responders to preoperative chemotherapy
(90.0% with response + stabilization and 73.6% of whom
had undergone preoperative chemotherapy), and found no
significant difference in OS or DFS between R1 (0 mm) and
RO (=1 mm). Tanaka et al.*’ reported significantly poorer
OS in an R1 (0 mm) group compared with an RO (>0 mm)
group among all patients, but no significant difference when
limited to patients with unresectable/marginally resectable
cases who underwent preoperative chemotherapy. Hosokawa
et al.*3 found no significant difference in OS between R1 (0
mm) and RO (=1 mm), and the patients who responded to
preoperative chemotherapy achieved cure in 18% of R1 re-
sections. New chemotherapy agents have been reported to
reduce the prognostic impact of micrometastases around the
resected tumor, and may provide comparable 5-year OS be-
tween R1 (<1 mm) and RO (=1 mm) groups.!4:15.23

Ri-vascular, small-R1 (£4 cm?), and R1 in smaller lesions
in multiple metastases might be considered acceptable for
improved prognoses in patients undergoing R1 hepatec-
tomy.20.27:2941 Margonis et al.*® reported that intraopera-
tive re-resection in patients with R1 did not show a survival
benefit and that tumor factors showed a stronger survival
impact. Margonis et al.3* also showed that RO resection (>1
mm) only provided a survival benefit in patients with KRAS
wild-type, and R1 (<1 mm) had no survival impact on pa-
tients with KRAS mutant type. In contrast, Xu et al.?® re-
ported that R1 (<1 mm) was not an independent predictor
of OS in patients with RAS wild-type with a good response
to chemotherapy. Therefore, genetic mutation status might
affect survival after hepatectomy for CRLM, but to the best of
our knowledge, this has yet to be confirmed.

Prognostic factors other than surgical margins

Among the reports that did not find the surgical margin to be a
prognostic factor, high preoperative carcinoembryonic antigen
(CEA) value, node-positive primary lesion, larger tumor size,
and higher number of tumors were identified as independent
prognosticators in multivariate analysis.14:15,18,20,21,26,35,40 CEA
values of 10, 50, or 200 ng/mL, a tumor size >50 mm, and
more than two, four, or five tumors were reported cutoff val-
ues.14,18,20,21,3540 Tymor or biologic factors are often consid-
ered prognostic factors stronger than surgical margin width.

Discussion

Earlier reports on hepatectomy for CRLM, considered that tu-
mor surgical margins =10 mm were sufficient or desirable,344
and subcentimeter surgical margins were also acceptable in
many studies (Tables 1 and 2). Therefore, if it was difficult
to secure a surgical margin 210 mm, large of a margin of
subcentimeter length should be secured. This review found
that a surgical margin of 5, 2, or 1 mm may be appropriate
as a reference value.15:31,35.36 Recent studies have report-
ed that even a surgical margin =1 mm provides a sufficient
prognostic advantage and might be a minimally acceptable
surgical margin (Table 2 and Fig. 1). A possible explanation
of why acceptable minimal surgical margin widths have be-
come smaller over time may be advances in chemotherapy.14
However, the 1 mm margin has become acceptable even for
patients who have not undergone chemotherapy.?> There-
fore, another explanation could be the substantial advances
in surgical techniques.!* Regarding surgical procedures, vari-
ous subgroup analyses of surgical margin status have been
reported. Takamoto et al.?” reported that narrow R1 (<4
cm?) was associated with better survival than broad R1. Vi-
gano et al.*! reported that R1-vascular had better survival

than did R1-parenchyma. Recently, Procopio et al.?° also re-
ported that R1-parenchyma showed a worse prognosis than
both R1-vascular and RO, but no significant difference was
seen between R1-vascular and RO. These studies stress the
importance of a precise surgical procedure for dissection at
a point close to the tumor because dissection between the
tumor and adjacent major vessels requires more accurate
techniques to prevent both tumor exposure and injury to
vessels. However, evaluating real surgical margins is difficult
because they are affected by procedures such as parenchy-
mal ablation/suction, that are considered a major limitation
of studies assessing surgical margins.2

In contrast to a 1 mm surgical margin width, a 0 mm
margin had worse survival in many studies.!:11,22,31,33,42,45,46
It is possible, however, that preoperative chemotherapy with
a good response may counteract the observed negative im-
pact of a 0 mm margin width. The margin recurrence also
rate was not high (20-30%), even in patients with R1 re-
section (Table 3). Furthermore, even if margin recurrence
has occurred, recent improvements in surgical procedures
may provide a higher rate of salvage hepatectomy for mar-
gin recurrence and improve patient prognoses.!:15:26,3541,46
Because several previous reports that did not find a narrow
surgical margin to be an independent predictor of survival
found that aggressive tumor status was an independent pre-
dictor,14:15,18,21,25.26 3 narrow surgical margin might result
from a more aggressive disease status. Indicators of aggres-
sive status such as large tumor size, multiple tumors, bilobar
distribution, or RAS mutant status are reportedly independ-
ent predictors of R1 resection.1#417,:24,31,32,36 In the case of
multiple bilobar CRLM, the surgical margin must be narrow to
preserve a sufficient remnant liver.27.4° Continued advances
in chemotherapy, including molecular targeted agents and
genomic evaluation, may help solve the problem regarding
surgical margin widths, but surgical procedures to achieve
an adequate surgical margin width still are an important
part of achieving a good long-term prognosis.3 In contrast
to the impact of preoperative chemotherapy for the prog-
nosis of patients with a narrow surgical margin width, evi-
dence supporting post-hepatectomy chemotherapy is weak.
Although several studies have reported that the absence of
post-hepatectomy chemotherapy was a poor prognostic fac-
tor,20.21,26,28,41 to our knowledge, no reports have compared
the prognosis of patients with a narrow surgical margin with
or without post-hepatectomy chemotherapy.

A minimum surgical margin width (=1 mm) might not be
necessary and sufficient for all patients with CRLM. The ap-
propriate surgical margin may differ for individual patients
with CRLM. For example, a margin of >10 mm is recom-
mended for patients such those with a solitary, small CRLM
at the surface of the liver and distant from the major ves-
sels. In contrast, a 1 mm surgical margin may be suitable for
preserving the remnant liver in patients with multiple bilobar
CRLM who undergo preoperative chemotherapy. Similarly,
a narrow surgical margin width may be suitable for solitary
lesions adjacent to major vessels. In Figure 2, we provide
a flowchart of the treatment strategy for CRLM considering
surgical margin width and various other factors. A prospec-
tive study that randomizes tumor resection with a narrow or
wide margin for solitary, small, and superficial lesions distant
from major vessels is needed to investigate the actual surviv-
al impact of narrow margins. However, as hepatectomy with
a narrow margin requires a highly technically and precise
parenchymal transection procedure, such a study should be
undertaken by expert hepatic surgeons. In conclusion, evalu-
ations of the actual prognostic impact of the surgical margin
remain difficult and further study is needed.
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CRLM

No Tumor number 2 5
Tumor size 2 50mm
High CEA value

Yes

etc*
Distance from major vessels Chemotherapy
Distant Close
Response No response
HTx with SM
SM 2mm/5mm/10mm
| HTx with SM = 1mm
=1 mm <1 mm
HTx detach from major vessels ‘ ] HTx with vessel resectiont ‘

Fig. 2. Flowchart of the treatment strategy for colorectal liver metastasis considering surgical the margin width and other factors. *Extrahepatic lesion-
positive or node-positive primary. tDetach from major vessels (SM 0 mm) and consider salvage HTx if local recurrence occurs. CEA, carcinoembryonic antigen; CLRM,

colorectal liver metastasis; HTx, hepatectomy; SM, surgical margin width.
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