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Abstract

Purpose Intraoperative detection of intrahepatic lesions can be demanding. The use of preoperative contrast-enhanced magnetic
resonance imaging (MRI) or computer tomography (CT) combined with intraoperative ultrasound of the liver is state of the art.
Near totally regressed colorectal liver metastases (CRLM) after neoadjuvant chemotherapy or nodules in severely altered liver
tissue as steatosis or cirrhosis are often hard to detect during the operative procedure. Especially differentiation between benign
atypical nodules and malignant tumors can be very difficult. The intraoperative use of contrast-enhanced ultrasound or intraop-
erative navigation are helpful tools. However, both methods show relevant limitations.

The use of intraoperative MRI (ioMRI) can overcome this problem. Relevant structures can be marked within the operative
site or immediate control of complete tumor resection can be achieved. This might allow immediate surgical optimization in case
of failure.

Methods We report the intraoperative application of ioMRI in a case of a 61-year-old male patient suffering from rectal cancer
with 10 synchronous bilobar CRLM who was treated stepwise by multimodal treatment and staged hepatectomy. Intraoperative
contrast-enhanced MRI of the liver was used during completion procedure of an extended right hemihepatectomy performed as
“Associating Liver Partition and Portal vein Ligation for Staged hepatectomy (ALPPS)”.

Results ioMRI provided excellent images and showed absence of liver metastases in the liver remnant. Procedure of ioMRI was
safe, fast and feasible.

Conclusion To the best of our knowledge, we describe the first case of intraoperative application of a contrast-enhanced MRI
during open liver surgery at the University Hospital of Dresden.
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Introduction

Carina Riediger and Verena Plodeck contributed equally to this work.

Inspection, palpation, and the use of intraoperative ultrasound
(IOUS) are important intraoperative tools to detect and local-
ize liver metastases in open liver surgery that are regularly
used.

However, intraoperative localization and detection of liver
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tumors can be difficult—especially in patients with severe
alteration of the liver tissue such as steatosis, steatohepatitis,
or liver cirrhosis. Another challenge for intraoperative locali-
zation are small nodules as near totally regressed liver metas-
tases after chemotherapy as well as the differentiation between
tumor nodules and scar tissue after resection in patients with
repeated liver resections or two-staged hepatectomy.
Contrast-enhanced ultrasound, intraoperative use of indo-
cyanine green (ICG) fluorescence imaging, and 3D navigation
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can help to support the detection of liver tumors. Even though
some authors describe the advantages of contrast-enhanced
ultrasound of the liver, others show clear limitations of this
technique. Intraoperative use of ICG fluorescence imaging in
liver surgery can be helpful to detect tumor nodules as well as
segment borders within the liver. However, ICG has to be
applied a few days before surgery for the detection of tumor
nodules [1].

Intraoperative 3D navigation can be helpful, but due to
limited experience and variable inaccuracy of this method,
the use is actually limited to experimental settings or clinical
trials in selected centers.

It has been demonstrated that magnetic resonance imaging
(MRI) is an excellent imaging modality of the liver. MRI is
sometimes the only modality for the detection and differenti-
ation of liver tumors.

The first intraoperative magnetic resonance imaging
(ioMRI) technique was installed in the 1980s [2, 3]. The
10MRI technique was first used in neurosurgical procedures
to improve accuracy and safety of surgery [4—06].

The most commonly used application for ioMRI are neu-
rosurgical procedures. However, in recent years, cases and
case series of ioMRI for surgery of sarcomas have been pub-
lished [7, 8].

To the best of our knowledge, this is the first report of an
intraoperative use of a MRI during liver resection.

Description

We report the case of a 61-year-old male patient suffering
from rectal cancer with 10 synchronous bilobar colorectal liv-
er metastases (CRLM) (Fig. 1). After neoadjuvant radio-
chemotherapy (5 x5 GY/5-FU/folinic acid), he received
APR in February 2019 in an external tertiary hospital. He
was then transferred to our unit for the treatment of liver me-
tastases, and 2-staged liver resection was planned. In April
2019, non-anatomic resection of several metastases of the

Fig. 1 Bilobar CRLM;
preoperative contrast-enhanced
MRI of the liver, liver specific
phase (12.04.2019). a coronal
plane, b transverse plane
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segments Il and III was performed. Metastasis in liver seg-
ment IV was not resected due to the infiltration of the middle
hepatic vein. Extended right hemihepatectomy was planned
and embolization of the right portal vein was performed.

After recovering, the patient received neoadjuvant chemo-
therapy with oxaliplatin, 5-FU, and folinic acid from 5/2019
until 08/2019.

CT scan showed moderate hypertrophy of the liver seg-
ments II and IIT (Fig. 2a). Reoperation was performed on
September 11, 2019. Intraoperative evaluation of the liver
showed an unfavorable combination of small liver segments
II and III and chemotherapy-damaged liver tissue with a high
risk for postoperative liver failure in case of one-step extended
right hemihepatectomy.

Extended right hemihepatectomy was then performed as
“Associating Liver Partition and Portal vein Ligation for
Staged hepatectomy (ALPPS)” procedure with parenchymal
transection and additional ligation of the right portal vein.
Rubber bands around the right hepatic vein, the right hepatic
artery, and the right inflow pedicle were left in situ. Control
CT scan on the 7th postoperative day (POD) revealed suffi-
cient hypertrophy of segments II and III. Volumetry of the
future liver remnant (liver segments I, II, III, and IVa) showed
an increase from initially 440 to 594 cm® (Fig. 2a and b).
However, a CT scan revealed new suspicion of metastatic
recurrence of CRLM after atypical resection in segment II
(Fig. 3). To avoid unnecessary additional parenchymal resec-
tion, a combination of intraoperative inspection, palpation,
ultrasound, and ioMRI was planned. The patient gave in-
formed consent to ioMRI of the liver.

Completion surgery was performed in the OR-MRI
“Combi Suite” as shown in Fig. 4.

In our hospital, the so-called “Combi Suite” consists of an
MRI (3 T, Siemens Skyra, Munich, Germany) door-to-door to
a specific operating room (OR). MRI and OR are equipped
with specific connectable tables allowing quick patient trans-
fer from OR table to the ioMRI table by a special transfer
board without changing patient’s position.
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Fig.2 CT-based volumetry of the
future liver remnant before (a)
and 7 days after ALPSS step 1
(17.09.2019) (b)

Before using the intraoperative MRI for the patient, cross-
training for OR—anesthesiological and MR—personnel has
been performed as described by Larson et al. [9].

Furthermore, complete workflow including patient’s trans-
fer from OR to ioMRI as well as the ioMRI was successfully
performed with a test person (A.K.). A MRI application spe-
cialist guided this procedure.

The completion operation was then performed on
September 19, 2019.

Surgery was performed under general anesthesia. After
relaparotomy by reopening a Makuuchi incision, adhe-
sions were cleared and palpation and ultrasound of the
liver were performed. Nodules of the right lobe were pal-
pable and visible within the ultrasound. In segment III,
the suspicious nodule was then marked by a MRI-
specific marker that is normally used for breast-specific
MRI diagnostics (Bard® DualLok ™). Rubber bands
around the right hepatic vein, right hepatic artery, and
right inflow pedicle were left in place. Surgical instru-
ments and retractors were removed from the patient and
the operative table.

The abdomen was temporarily closed by positioning an
abdominal linen under the abdominal wall covered by a ster-
ile, self-adhesive drape/sheet (Fig. 5).

Fig. 3 a Contrast-enhanced CT
scan (venous phase) 7 days after
ALPSS step 1 (17.09.2019) in
transverse plane showing a small
suspicious lesion in segment II
(red arrow) (a). b Coronal view

(b)

Vol.: 594 cm?
Min.: -412 HU
Max.: 2159 HU

Avg.:89.5 HU
0:294HU
d-Vol.: 186 mm
d-ax.: 148 mm
d-sag. 130 mm
d-cor.: 179 mm

The patient was then transferred to the ioMRI table by
using a special mobile transfer board from the operating table.
Both OR and MRI tables were connected and locked and the
patient was then transferred to the MRI table on the mobile
transfer board (Fig. Sb—c).

Anesthesiologic monitoring and equipment were replaced
by MRI-compatible devices and disposables. No MRI-
compatible equipment, e.g., perfusors, were locked in a
MRI-compatible closet while staying connected with the pa-
tient (Fig. 5d).

Anesthesia was performed according to the “practice advi-
sory on anesthetic care for magnetic resonance imaging” of
the American Society of Anesthesiologists [9].

The whole team completed a security check before the
patient entered the ioMRI room. The phased array body coil
was placed around the patient (MRI, Siemens, Erlangen,
Germany) (Fig. 5e and f).

i0MRI of the liver was performed including the application
of a liver-specific contrast medium (8 ml Gadovist®, Bayer
Vital GmbH, Leverkusen, Germany) under continuous stan-
dardized cardio-respiratory monitoring. No adverse event oc-
curred during the MRI. Apnea episodes of few seconds were
performed for better image quality by the anesthesiologist
who was in the MRI room during apnea maneuvers (Fig. 5 g).
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Fig. 4 MRI combi suite

No heating effect due to abdominal linen was observed.

Immediately after completion of io0MRI, the patient was
safely transferred back to the OR and relocated to the OR
table.

The total duration of the MRI was 20 min. The transfer
time was round trip 15 min.

Intraoperative MRI provided excellent images which dem-
onstrated no suspicious liver lesions in the liver remnant
(Fig. 6a and b). Retrospectively, the lesions seen on CT scan

Fig.5 a Temporary closure of the
abdominal wall by abdominal
linen and self-adhesive drape. b
and ¢ Patients transfer from OR
table to MRI table by using a
special mobile transfer board. d
View of the OR towards the con-
nected MRI suite showing special
MRI-compatibel
anesthesiological equipment. e
and f Patients’ transfer into the
MRI suite (e) and positioning in
the MRI with phased array body
coil (f). g View from the MRI
control room: anesthesiologist
performing apnea episodes during
ioMRI
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were likely due to the partial volume effect (Fig. 3).
Consequently, no additional resection of segment Il was nec-
essary allowing completion of the ALPPS procedure as paren-
chymal sparing as planned. There were no relevant artifacts
due to the open abdominal wall, the abdominal linen, or the
sterile self-sticking sheet or rubber bands around the hepatic
vessels.

Rubber bands were not visible within the MRI images. The
breast-specific intrahepatically placed MRI marker was not
visible as well. MRI images were immediately analyzed by a
radiologist and surgeons.

Subsequently, the operative procedure was completed and
extended right hemihepatectomy after ALPSS was performed
with a total blood loss of 500 ml without any complication.

The patient’s postoperative course was regular and the pa-
tient left the hospital with normal liver function and closed
wounds 10 days after the operative procedure, except a self-
limitating bile leakage grade A no morbidity occurred.

Discussion

Improvement of multimodal therapeutic strategies in the treat-
ment of malignant liver tumors as well as the development of
surgical techniques and anesthesiological opportunities lead to
new aspects in liver surgery.
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Fig. 6 a—b ioMRI of the liver
(19.09.2019) (a) and T1-weighted
transversal plane after adminis-
tration of 8 ml Gadovist i.v. (b)

CRLM shows excellent regression under new chemother-
apeutic options in some patients. These so-called disappearing
liver metastases (DLM) can hardly be detected intraoperative-
ly, especially in patients showing alterations under chemother-
apy as chemotherapy-associated steatohepatitis (CASH) or
sinusoidal obstruction syndrome (SOS). In addition, repeated
liver resections for CRLM with 3 or 4 repeated liver resections
are commonly performed in many patients. In those patients, it
can be difficult to differentiate between scar tissue and vital
tumor in preoperative and intraoperative imaging.

Inspection, palpation, and the use of IOUS are standard
tools for intraoperative localization of liver metastases in open
liver surgery. During minimally invasive liver surgery detec-
tion has to be performed by inspection and ultrasound as hap-
tic information is reduced.

Intraoperative ultrasound has been described to detect ad-
ditional lesions not seen in preoperative CT scanning or MRI
leading to a change of surgical strategy in 1.4% of cases [10].
The important role of the intraoperative ultrasound to detect
lesions that have not been diagnosed in the preoperative MRI
was once more confirmed in a recent paper in which is shown
that the sensitivity of IOUS was superior to MRI (94.5% vs.
75.1%), with similar specificity. This paper showed that nod-
ules located at the hepatic dome and lesions with mucinous
histology are predictive factors for metastases missing at MRI.
In this trial, the surgical plan was changed in 23% of patients
due to intraoperative detection of new nodules [11].

Another group favors the use of intraoperative real-time
virtual sonography with sonazoid enhancement for the detec-
tion of liver metastases < 10 mm [12].

However, some authors describe the superiority of preop-
erative MRI with higher accuracy over intraoperative contrast-
enhanced ultrasound in case of DLM [13]. Shiozawa et al.
compared preoperative MRI with IOUS/contrast-enhanced ul-
trasound (CEUS) and reported in their analysis of 133 lesions
detection rates of 80% for intraoperative ultrasound, 90.2%
for CEUS and 98.5% for endovist-MRI [14].

Other authors recommend intraoperative imaging despite
good preoperative CT and MRI or a combination of preoper-
ative hepatocyte-specific MRI and intraoperative contrast-

enhanced ultrasound for DLM [15, 16]. Another challenge is
the detection and differentiation of hepatocellular carcinomas
(HCC) in patients with liver cirrhosis. MRI with hepatocyte-
specific contrast medium can be essential for differentiation
between HCC and regenerative nodules in liver cirrhosis.

In general, we use preoperative MRI if lesions are not vis-
ible in CT and/or ultrasound.

To our knowledge, there are no data available comparing
I0OUS with ioMRI of the liver. The main indication for ioMRI
is tumors that are difficult to detect in ultrasound.

The main entities are hepatocellular carcinomas (HCC) in
cirrhotic livers and near-total regressed metastatic lesions un-
der neoadjuvant chemotherapy.

We want to clarify that the use of ioMRI is not used instead
of ultrasound, but as an additional tool for patients with me-
tastases that were not visible in preoperative ultrasound or for
patients with DLM.

The use of IOUS remains the standard tool for intraopera-
tive imaging during liver surgery. ioMRI is only used in se-
lected patients.

In recent decades, other techniques for intraoperative
detection of hepatic lesions were implemented and need
to be shortly discussed. There are different methods of
intraoperative image guidance as to the application of
ICG or intraoperative real-time 3D navigation which can
be supportive in detecting intrahepatic lesions. The use of
ICG has been shown to detect HCCs as well as CRLM if
ICG was applied several days before surgery. However,
this method has clear limitations in the detection of small
lesions like DLM, especially if located > 5—10 mm distant
to the liver surface [1].

Intraoperative 3D navigation is a promising approach—
especially for DLM. But due to a lack of accuracy after intra-
operative liver shifting this approach is not yet relevant in
routine use.

Another more invasive method to detect DLM is the inter-
ventional placement of fiducials in each (smaller) metastasis
before starting the neoadjuvant chemotherapy to clearly iden-
tify the lesions even after macroscopically complete regres-
sion [17].
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After the first description of interventional and intraopera-
tive MRI suites in the 1980s, the ioMRI technique was mainly
applied in neurosurgical procedures [18, 19].

Technical as well as neurosurgical improvement of this
technique over the last 30 years led to higher safety and accu-
racy. Formation of expert and consensus groups as the German
Study Group for Intraoperative Magnetic Resonance Imaging
or recommendations on anesthetic care for magnetic resonance
imaging by the American Society of Anesthesiologists has
been elaborated [20].

The general experience and technical developments within
the use of intraoperative MRI made this procedure safe and
feasible—even in abdominal surgery.

To our knowledge, the intraoperative use of MRI of the
liver has not been described before. There are no preceding
reports or experiences regarding this technique. No informa-
tion regarding disturbances of images by open abdomen or
intraabdominal material and no information about heating ef-
fects on the open abdomen are available.

We could show that ioMRI is safe and feasible even in the
patient with a provisory-closed abdomen during liver surgery.

In our opinion, safety is depending on the technical setting.
A door-to-door connection between OR and MRI (as seen in
our Dresden Combi Suite) is essential for an acceptable time
frame and circumstances of sterility.

Careful consideration of high-risk patients is of utmost im-
portance. High-risk patients including patients with critical
NYHA state do not qualify for this procedure as well as pa-
tients with pacemaker and defibrillator (ICD).

One unknown factor was the temporary closure of the abdom-
inal wall as wet tissues are at risk to develop heating effects and
possible disturbances of the MRI images. We showed that tem-
porary closure of the abdominal wall by abdominal linen and
self-adhesive sheet was safe without heating or burning prob-
lems. Interestingly, no disturbances of the MRI images were seen
due to the tissue or the rubber bands. However, the use of a small
marker is not sufficient for liver images. Other markers, e.g.,
liquid-containing markers, need to be tested in the future.
Images of the ioMRI were of high quality and influenced further
surgical procedure: in our patient, additional liver resection was
avoided by the use of the ioMRI.

It has to be considered that there are some limitations for
ioMRI during liver surgery:

Patient-specific limitations for ioMRI during liver surgery
are MRI-incompatible implants such as pacemaker and ICD
and any other metallic foreign body. Despite the fact that there
is no weight limit for the ioMRI used in our hospital, the body
size and girth/circumference of patient’s body is an important
limitation. The patient has to fit in the bore. In the ioMRI used
in this case, the maximum diameter of the bore is 70 cm.

Besides patient-specific limitations, major concerns are the
additional costs and limited availability of the ioMRI.
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The costs of the ioMRI-imaging are about 750, — euros/h
including the imaging and radiological personnel. In this case,
the additional costs are calculated with about 350, — euros.
Noteworthy, as the Combi Suite—MRI is also used for non-
intraoperative MRI, the costs of a regular MRI and the ioMRI
are identical. There are no additional costs for patient transport as
the ioMRI and the OR are designed as Combi Suite and both
rooms are connected door-to-door. Additional costs for the oc-
cupation of OR and surgical and anesthesiological personnel
during ioMRI-procedure cannot be provided in a valid
calculation.

Conclusion

To our knowledge, we describe the first intraoperative MRI
during an open liver resection. The use of ioMRI of the liver is
safe and feasible and provides excellent images of the liver.

The application of intraoperative liver MRI is not necessary
for routine hepatectomies but can provide excellent informa-
tion in selected patients. In our opinion, the use of intraoper-
ative liver MRI is promising in detecting sonographic occult
liver tumors. Moreover, documentation of complete resection
of hepatic tumors immediately after resection can avoid R1-/
R2-situations and early reoperation and should reduce the rate
of intrahepatic tumor recurrence. However, this needs to be
proven in further studies.

Authors’ contributions Study conception and design: Carina Riediger,
Verena Plodeck, Johannes Fritzmann, Alexander Pape, Alexander
Kohler, Bjorn Lachmann, Thea Koch, Jens-Peter Kiihn, Ralf-Thorsten
Hoffmann, and Jirgen Weitz. Acquisition of data: Carina Riediger,
Verena Plodeck, Johannes Fritzmann, Alexander Pape, Alexander
Kohler, Bjom Lachmann, Thea Koch, Jens-Peter Kiihn, Ralf-Thorsten
Hoffmann, and Jiirgen Weitz. Analysis and interpretation of data:
Carina Riediger, Verena Plodeck, Johannes Fritzmann, Alexander Pape,
Alexander Kohler, Bjérn Lachmann, Thea Koch, Jens-Peter Kiihn, Ralf-
Thorsten Hoffmann, Jirgen Weitz. Drafting manuscript: Carina Riediger,
Verena Plodeck, Johannes Fritzmann, Alexander Pape, Alexander
Kohler, Bjorn Lachmann, Thea Koch, Jens-Peter Kiihn, Ralf-Thorsten
Hoffmann, and Jirgen Weitz. Critical revision of manuscript: Carina
Riediger, Verena Plodeck, Johannes Fritzmann, Alexander Pape,
Alexander Kohler, Bjorn Lachmann, Thea Koch, Jens-Peter Kiihn,
Ralf-Thorsten Hoffmann, and Jiirgen Weitz.

Funding Information Open Access funding provided by Projekt DEAL.

Compliance with ethical standards

Conflict of interest  Author Carina Riediger has received research grants
from Siemens for a different project. Author Verena Plodeck owns stock
in Siemens. Authors Johannes Fritzmann, Alexander Pape, Alexander
Kohler, Bjorn Lachmann, Thea Koch, Jens-Peter Kithn and Ralf-
Thorsten Hoffmann declare that they have no conflict of interest. Jiirgen
Weitz has received research grants from Siemens for a different project.



Langenbecks Arch Surg (2020) 405:373-379

379

Ethical approval ~All procedures performed in studies involving human
participants were in accordance with the ethical standards of the institu-
tional and/or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical standards.
This article does not contain any studies with animals performed by any
of the authors.

Informed consent Informed consent was obtained from all individual
participants included in the study.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, pro-
vide a link to the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article are included
in the article's Creative Commons licence, unless indicated otherwise in a
credit line to the material. If material is not included in the article's
Creative Commons licence and your intended use is not permitted by
statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Majlesara A, Golriz M, Hafezi M, Saffari A, Stenau E, Maier-Hein
L, Miiller-Stich BP, Mehrabi A (2017) Indocyanine green fluores-
cence imaging in hepatobiliary surgery. Photodiagn Photodyn Ther
17:208-215

2. Azmi H, Gibbons M, DeVito MC et al (2019) The interventional
magnetic resonance imaging suite: experience in the design, devel-
opment, and implementation in a pre-existing radiology space and
review of cencepts. Surg Neurol Int 10:1-12

3. Mislow JM, Golby JM, Black PM (2009) Origins of intraoperative
MRI. Neurosurg Clin N Am 20:137-146

4. Moriarty TM, Kikinis R, Jolesz FA, Black PML, Alexander E III
(1996) Magnetic resonance imaging therapy. Intraoperative MR
imaging. Neurosurg Clin N Am 7:323-331

5. Lunsfold LD, Kondziolka D, Bissonette DJ (1996) Intraoperative
imaging of the brain. Stereotact Funct Neurosurg 66:58-64

6. Kondiolka D, Flickinger JC (1996) Use of magnetic resonance
imaging in stereotactic surgery. A survey of members of the
American Society of Stereotactic and Functional Neurosurgery.
Stereotact Funct Neurosurg 66:193-197

7. Gould SW, Agarwal T, Benoist S et al (2002) Resection of soft
tissue sarcomas with intra-operative magnetic resonance guidance.
J Magn Reson Imaging 15:114-119

8. Mesko NW, Joyce DM, llaslan H, Joyce MJ (2016) Creating an
intraoperative MRI suite for the musculoskeletal tumor center. Clin
Orthop Relat Res 474:1516-1522

9. Larson et al (2015) Practice advisory on anesthetic care for mag-
netic resonance imaging: an updated report by the American

Society of anesthesiologists task force on anesthetic care for mag-
netic resonance imaging. Anesthesiology 122:495-520

10. Hoch G, Croise-Laurent V, Germain A, Brunaud L, Bresler L,
Ayav A (2015) Is intraoperative ultrasound still useful for the de-
tection of colorectal cancer liver metastases? HPB 17:514-519

11. Langella S, Ardito F, Russolillo N et al (2019) Intraoperative ultra-
sound staging for colorectal liver metastases in the era of liver-
specific magnetic resonance imaging: is it still worthwhile? J
Oncol 1369274:1-8

12.  Araki K, Harimoto N, Muranushi R, Hoshino K, Hagiwara K,
Yamanaka T, Ishii N, Tsukagoshi M, Igarashi T, Watanabe A,
Kubo N, Shirabe K (2019) Evaluation of the use of intraoperative
real-time virtual sonography with sonazoid enhancement for detect-
ing small liver metastatic lesions after chemotherapy in hepatic
resection. J Med Investig 66:319-323

13. Tani K, Shindoh J, Akamatsu N, Arita J, Kaneko J, Sakamoto Y,
Hasegawa K, Kokudo N (2018) Management of disappearing le-
sions after chemotherapy for colorectal liver metastases: relation
between detectability and residual tumors. J Surg Oncol 117:191-
197

14. Shiozawa K, Watanabe M, Ikehara T, Matsukiyo Y, Kogame M,
Kikuchi Y, Otsuka Y, Kaneko H, Igarashi Y, Sumino Y (2017)
Comparison of contrast-enhanced ultrasonograpy with Gd-EOB-
DTPA-enhanced MRI in the diagnosis of liver metastasis from
colorectal cancer. J Clin Ultrasound 45:138-144

15. AritaJ, Ono Y, Takahashi M, Inoue Y, Takahashi Y, Matsueda K,
Saiura A (2015) Routine preoperative liver-specific magnetic reso-
nance imaging does not exclude the necessity of contrast-enhanced
intraoperative ultrasound in hepatic resection for colorectal liver
metastasis. Ann Surg 262:1086—-1091

16. Oba A, Mise Y, Ito H, Hiratsuka M, Inoue Y, Ishizawa T, Arita J,
Matsueda K, Takahashi Y, Saiura A (2018) Clinical implications of
disappearing colorectal liver metastases have changed in the era of
hepatocyte-specific MRI and contrast-enhanced intraoperative ul-
trasonography. HPB 20:708-714

17.  Passot G, Odisio BC, Zorzi D, Mahvash A, Gupta S, Wallace MJ,
Kim BJ, Yamashita S, Conrad C, Aloia TA, Vauthey JN, Chun YS
(2016) Eradication of missing liver metastases after fiducial place-
ment. J Gastrointest Surg 20:1173-1178

18.  Crelier GR, Fischer SE, Kunz P, Arm E, Boesiger P (1994) Real-
time image reconstruction system for interventional magnetic reso-
nance surgery. Technol Health Care 2:267-273

19. Jolesz FA, Blumenfeld SM (1994) Interventional use of magnetic
resonance imaging. Magn Reson Q 10:85-96

20. Scherer M, Ahmeti H, Roder C, Gessler F, Jungk C, Pala A, Mayer
B, Senft C, Tatagiba M, Synowitz M, Wirtz CR, Unterberg AW,
Coburger J (2020) Surgery for diffuse WHO grade II gliomas:
volumetric analysis of a multicenter retrospective cohort from the
Geran study Group of Intraoperative Magnetic Resonance Imaging.
Neurosurgery 86:E64-E74

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

@ Springer


http://creativecommons.org/licenses/by/4.0/

	First application of intraoperative MRI of the liver during ALPPS procedure for colorectal liver metastases
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Description
	Discussion
	Conclusion
	References




