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INTRODUCTION
Colorectal cancer (CRC) globally affects over one million people 
each year and is one of the leading causes of death worldwide[1]. 
Mortality of CRC is predominately affected by progression of liver 
metastases[2]. Up to 50-70% of the patients may develop colorectal 
liver metastases (CRLMs) during the course of disease[3]. Treatment 
of CRLMs is aimed at resection either primarily or after down 
staging with chemotherapy. Surgical resection provides the best 
opportunity for long-term survival and is the only potentially curative 
treatment for CRLMs in selected groups, the 5-year median survival 
has been reported up to 58%[4]. Patients with untreated but potentially 
resectable metastases show a median survival of 8 months and the 
5-year survival rate less than 5%[5-6]. Eligibility for surgical treatment 
requires strict criteria. Besides an adequate clinical condition, all 
liver lesions have to be completely resectable after evaluation. Thus, 
the detection and characterization of CRLMs is of fundamental 
importance for achieving cancer control in patients with diagnosed 
colorectal cancer[7]. The pre-surgical evaluation of CRLMs relies 
firstly and almost totally on imaging studies, which could provide 
information including the exact number, regional distribution, 
size and the volume of the remaining liver. In patients who are 
not suitable candidates for resection, chemotherapy alone or in 
combination with local or regional treatments such as radiofrequency 
ablation, microwave ablation and transarterial chemotherapy are the 
option. For these local treatments, imaging also plays an integral 
role in treatment planning, guidance and evaluation of therapeutic 
effects[8].
    Noninvasive detection and diagnosis of CRLMs during 
clinical practice mainly dependents on imaging techniques, such 
as contrast-enhanced computed tomography (CECT), contrast-
enhanced magnetic resonance imaging (CEMRI), positron emission 
tomography–computed tomography (PET-CT), ultrasound (US) 
and contrast-enhanced ultrasound (CEUS). CECT is the most 
useful modality for initial staging and post treatment surveillance 
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ABSTRACT
The detection and characterization of colorectal liver metastases 
(CRLMs) depend first ly and total ly on imaging studies. 
Transabdominal ultrasound (US) is the most cost-effective and 
readily available modality to screen the liver. Contrast-enhanced 
ultrasound (CEUS) has shown high performance comparable to 
contrast-enhanced computed tomography and magnetic resonance 
imaging in detection and characterization of CRLMs. Intraoperative 
ultrasonography (IOUS) is the golden standard for detection of 
CRLMs and frequently used for intraoperative decision making. This 
review illustrates the findings on ultrasonic examinations (including 
US, CEUS and IOUS) of CRLMs with an emphasis on unique 
capability and appropriate indications of ultrasonic examinations in 
the detection and characterization of CRLMs. We aim to highlight 
the advan¬tages of ultrasonic examinations, as well as underscoring 
potential pitfalls and limitations.
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of metastasis for colorectal cancer patients, which sensitivity in 
detection of liver metastases ranged from 68% to 85%[9-11]. CRLMs 
are typically hypo attenuating lesions compared with the surrounding 
liver parenchyma on plain scan and easily identified on portal phase 
of dynamic CECT scan[12]. However, for CRLMs with diameter 
smaller than 1cm, those after chemotherapy and those in diffuse liver 
disease such as fatty liver, confident detection and characterization 
usually remain practical limitations of CECT[13-18]. CEMRI is 
considered superior to CECT and PET-CT in the detection and 
characterization of small liver lesions, especially in the presence of 
background fatty liver or post chemotherapy[19-20]. CEMRI shows 
higher sensitivity than CECT in detection of CRLM, ranged from 
70% to 98%[20-21]. During the hepatobiliary phase, liver parenchyma 
shows high signal on T1-weighted MRI (gadoxetic-enhanced 
dynamic MRI), whereas metastatic lesions maintain their native 
dark signal[22]. PET-CT has a problem-solving role in the detection 
of distant metastasis and in post treatment evaluation[23]. However, 
CECT, CEMRI and PET-CT are less cost-effective for repeated 
evaluations during the long term followup compared with US. And 
some patients may not suitable for the radiological imaging studies in 
case of hypersensitivity to iodinated contrast media, heart or kidney 
failure, implantation of pacemakers and claustrophobia, and so on[24].
    Trans abdominal US is the most cost-effective and readily 
available modality to screen the liver, but it shows low sensitivity 
for the detection of metastatic lesions and may fail to recognize 
over 50% of liver metastases[25]. In contrast, intraoperative 
ultrasonography (IOUS) provides high-resolution imaging and is 
frequently used for intraoperative decision making. The reported 
sensitivity of IOUS ranged from 85% to 95%[26-27]. However, the 
performance of US and IOUS are dependent on the operator's 
experience, lesion size, location, and echogenicity of the lesions. 
CEUS using the second generation microbubble contrast agents may 
provide a safe and effective way to depict the vascularity of the target 
tissue. CEUS has been widely used in many different applications, 
especially in the detection and diagnosis of FLLs[28]. In many clinical 
trials, CEUS has shown high performance comparable to CECT and 
CEMRI in detection and characterization of FLLs[29-31]. Malignant 
FLLs, especially liver metastasis usually present arterial rim-like or 
homogeneous hyper-enhancement with “defect of enhancement” 
during the late phase or liver specific phase of CEUS, which makes 
the characterization and detection as accurate and easy as CECT[32]. 
A systematic review and cost-effectiveness analysis[24] indicated that 
CEUS using SonoVue® could not only provide similar diagnostic 
performance with CECT and CEMRI in assessment of FLLs, but 
also be most cost-effective, especially in the surveillance of cirrhosis 
patients and characterization of incidentally detected FLLs.
    This article illustrates the findings on ultrasonic examinations 
(including US, CEUS, IOUS and IO-CEUS) of CRLMs with 
an emphasis on unique capability and appropriate indications 
of ultrasonic examinations in the detection and characterization 
of CRLMs. We aim to highlight the advan¬tages of ultrasonic 
examinations, as well as underscoring potential pitfalls and 
limitations.

US
With the advantages of cost-effective and ease of use, US used to 
be the first choice for evaluation of liver disease. The sensitivity 
of US in detection of CRLMs is low and variable, ranging from 
50% to 76% as reported in the literature[7,33]. The sensitivity mainly 
depends on the size of CRLMs, and only 20% for lesions smaller 
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than 10 mm in diameter[34]. The efficiency of US scan is dependent 
on both the operator and the patient, where the operator’s expertise 
and the patient’s habitus (fat and body mass index) and intestinal gas 
may variably influence the results of US evaluation. However, the 
major limit of US is relatively low contrast between lesions and the 
liver parenchyma. In particular, iso-echoic metastases are generally 
difficult to be detected as they present similar acoustic impedance to 
the surrounding parenchyma[35]. Liver steatosis, a common occurrence 
in patients receiving chemotherapy, is also an impediment to US 
performance for lesion detection[36]. Bipat et al[37] recommended that 
US should only be used to distinguish patients with diffuse CRLMs 
who are no longer eligible for curative treatment, from those with few 
metastases or other liver lesions requiring further imaging evaluation. 
    The US appearance of CRLMs is variable. Typical US findings 
of CRLMs are multiple hypo-echoic nodules in liver, surrounded by 
the halo sign, which called "bull's-eye" sign (Figure 1) or "concentric 
circles" sign. However, only a few lesions may show the typical 
appearance. Inadequate lesion characterization is a challenging 
with US. For example, hyper-echoic CRLMs are usually difficult to 
differentiate from hemangiomas. 
    According to our experiences, the performance of US in detection 
and characterization of CRLMs, especially for those smaller than 
10mm in diameter, could be significantly improved by combining 
high-frequency linear probe and routine convex probe during 
the evaluation. High-frequency linear probe could help to detect 
more tiny CRLMs and present clear boundary and halo sign when 
the lesions located within 60mm below the liver capsule. And by 
combining the findings of convex and linear probe together, the 
sensitivity of US in detection CRLMs might be improved to 85%.

CEUS
Appropriate indications
CEUS has already achieved an established role in the diagnosis 
and detection of FLLs in clinical practice[30,38-41]. According to 
the guidelines of World Federation for Ultrasound in Medicine 
and Biology (WFUMB) and European Federation of Societies 
for Ultrasound in Medicine and Biology (EFSUMB)[28], CEUS is 
recommended for the following indications: 
    (1) To characterize all nodules found on surveillance and routine US. 
    (2) To characterize indeterminate (usually small) lesions shown on 
either CECT or CEMRI.
    (3) Surveillance of oncology patients where CEUS has been useful 
previously. Recommended to replace unenhanced US with CEUS for 
the evaluation of CRLMs after chemotherapy[42].
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Figure 1 A 60-year-old male patient with colon cancer. US showed 
multiple nodules (red asterisk) in the liver surrounded by halo sign, which 
called "bull's-eye" sign.



phase may last for at least 10-30 min and provide adequate time 
for thoroughly scanning the liver. For detection of malignant FLLs, 
Sonazoid CEUS presents “defect of enhancement” during the liver 
specific phase, which makes the detection of suspected malignant 
FLLs more accurate and easier than CEUS using SonoVue, and even 
comparable to CECT[46-48]. Although CEUS has greatly improved 
the ability US in detection of FLLs by showing the hemodynamic 
difference between FLLs and liver parenchyma, the performance still 
depends on the operator expertise, the patient’s habitus (fat and body 
mass index) and intestinal gas, just like US. 
    With regard to the characterization of CRLMs, arterial contrast 
distribution is most important, since most majority of CRLMs 
present “defect of enhancement” during portal and late phase. 
Some researchers considered that the arterial contrast enhancement 
pattern should be relevant to the blood supply of primary tumor[7]. 
The generally accepted opinion is that metastasis from hypo-
vascular tumors usually show peripheral enhancement while 
metastasis from hyper-vascular tumors mostly show homogeneous 
enhancement. The most common CEUS pattern of CRLMs is rim-
like hyper-enhancement in the arterial phase with contrast washout 
in the portal and late phases (Figures 2-3). However, for the small 
metastases, especially those after chemotherapy, the blood supply 
and the enhancement pattern is always atypical. The lesions can be 
homogenous hyper-enhancement (Figure 4); inhomogenous hyper-
enhancement or even hypo-enhancement (Figure 5) in the atrial 
phase. A prospective study[19] showed that the performance of all 
techniques (including IO-CEUS, MR, CT, CEUS and PET-CT) may 
decrease in chemotherapy-pretreated CRLMs patients compared with 
upfront resected patients. The decrease was significant especially 
for CECT, PET-CT and CEUS between the two groups of patients, 
with overall accuracy from 91% to 73% for CECT, 79% to 53% 
for PET-CT and 85% to 72% for CEUS, respectively. Our recent 
study compared the performance of CEUS using high-frequency 
linear probe and routine convex probe in detection of small CRLMs, 
and found that high-frequency CEUS could observe better contrast 
enhancement with more details. Among 15 lesions shown iso-
enhancement on routine CEUS in the arterial phase, 11 (73.3%) 
lesions showed hyper-enhancement on high-frequency CEUS, 
including 4 lesions with peripheral rim-like enhancement, 4 lesions 
with homogeneous enhancement and 3 lesions with inhomogeneous 
enhancement. The other 4 lesions located deep in position (over 
6 cm) where high-frequency CEUS could not detect. Despite of 

   (4) To contribute to the selection of nodule(s) for biopsy when they 
are multiple or have different contrast patterns.
   (5) For treatment planning in selected cases to assess the number 
and location of liver metastases, either alone or as complementary to 
CECT and/or CEMRI.

Contrast agent 
The basic principles of CEUS are cancellation and/or separation of 
linear US signals from tissue and utilization of the nonlinear response 
from ultrasound contrast agent (UCA) microbubbles[28].The currently 
used UCA are microbubbles consisting of gas bubbles stabilized 
by a shell[28]. For CEUS used in liver examinations, SonoVue® 
(BR1; Bracco, Milan, Italy) and Sonazoid® (GE Healthcare, 
Oslo, Norway) are the most popular UCA in clinical practice. 
SonoVue® is a sulphur hexafluoride (SF6) microbubble which acts 
as a real blood pool contrast agent and allows real time imaging. 
Sonazoid® is a perflubutane (C4F10) microbubble stabilized with 
phospholipid shells which could not only act as a blood tracer but 
also as reticuloendothelial system specific UCA[43]. According to 
the guidelines of WFUMB and EFSUMB[28], enhancement pattern 
of focal liver lesions (FLLs) should be described separately for the 
different phases, which comprise the arterial phase (starts at 10-20s 
and end at 30-45s after injection), the portal venous phase (starts at 
30-45s and end at 120s after injection), the late phases (120s later 
after injection) and, in case of Sonazoid®, also the post vascular phase 
(starts 10 min after injection). A low mechanical index (MI) (MI<0.3) 
is usually chosen for continuous real-time imaging.

Detection and Characterization
Many studies have shown that CEUS have greatly improved the 
sensitivity of US in detecting liver metastases to 80%-90%, which 
is comparable to the best performance of CT in the literature. Some 
studies have found that CEUS improved sensitivity by more than 
50%, and was especially helpful for metastases smaller than 10 mm 
[44-45]. Our recent study found that CEUS using high-frequency 
linear probe could detect more lesions than routine convex probe 
for the lesions less than 10mm in diameter and located within 
60mm below liver surface (89% vs 66%, p<0.05), and combining 
convex and linear probe CEUS, the sensitivity for detection of small 
CRLMs could reach 97% when taking CECT and CEMRI as golden 
standard. CEUS using Sonazoid contrast agent could further improve 
the ability of US in detecting CRLMs, because the liver specific 
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Figure 2 A 80-year-old male patient with rectal cancer. (A) US showed multiple lesions in the liver and the largest lesion (arrow) was surrounded by halo 
sign with 32 mm in diameter. (B) The lesion (arrow) showed rim-like hyper-enhancement in the arterial phase (22s). (C) The lesion (arrow) washout to be 
hypo-enhancement in the portal venous phase (75s). The lesion showed typical imaging findings of CRLMs on CEUS.
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Figure 3 A 37-year-old female patient with colon cancer. (A) US showed one hyperechoic lesion (arrow) in S7 with 7 mm in diameter. (B) There was no 
obvious blood flow signal in the lesion (arrow) on color Doppler. After baseline US evaluation, it was difficult to differentiate metastasis from hemangioma. 
(C) The lesion (arrow) showed rim-like hyper-enhancement in the arterial phase using high-frequency linear probe (15s). (D) The lesion (arrow) washout to 
be hypo-enhancement in the portal venous phase (108s). The lesion showed typical imaging findings of CRLMs on CEUS.

Figure 4 A 51-year-old female patient with colon cancer after chemotherapy. (A) US showed the echo of liver parenchymal was inhomogeneous, and the 
lesion (arrow) was not obvious. (B) The lesion (arrow) showed homogeneous hyper-enhancement in the arterial phase (14s). (C) The lesion (arrow) washout 
to be hypo-enhancement in the late phase (120s). The lesion could be detected and characterized reliably on CEUS.

Figure 5 A 38-year-old male patient with rectal cancer after chemotherapy. (A) US showed one hypoechoic lesion (arrow) in S4 with 16 mm in diameter. (B) 
The lesion (arrow) showed hypo-enhancement in the arterial phase (25s). (C) The lesion (arrow) was hypo-enhancement in the portal venous phase (55s). 
CEUS performance suggested that chemotherapy inhibited the blood supply of the lesion significantly.

different enhancement patterns in arterial phase, CRLMs can be 
detected and characterized reliably as hypo-enhancing lesions during 
the portal venous, late and post vascular phases, with very few 
exceptions[49]. Those consistent enhancement features of metastases 

are also helpful in distinguishing metastasis from benign lesions 
especially in the characterization of small indeterminate lesion on 
CT or MRI in the oncologic patient. When a nodule shows sustained 
enhancement on CEUS, metastasis might be virtually excluded[50]. 
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    For characterization of FLLs, the contrast enhancement patterns are 
generally similar among CEUS, CECT and CEMRI[51]. Nonetheless, 
occasional instances of discordance occur. Wilson et al[52] reported 
the categories of discordance between CEUS and CECT/CEMRI: 
timing of images, contrast agent diffusion, discordance due to fat and 
unexplained discordance. Thanks to the real-time scanning capability, 
CEUS can depict the process of rapid dynamic enhancement 
of CRLMs, while arterial phase images usually obtained at a 
single time point on CECT or CEMRI which often miss the early 
enhancement of the tumor. Since it has been reported that the mean 
peak enhancement of metastasis on CEUS is at 15s and washout 
commences earlier than 25s after the bolus injection of UCA[53]. 
Rapid and complete washout is an invariable characteristic of 
metastasis on CEUS, while positive enhancement in the venous or 
delayed phases might be present on CECT or CEMRI because of the 
contrast agents leak out into the interstitium of tissues. UCA as a pure 
blood pool contrast agent, the microbubbles could not diffuse into the 
interstitium even when the vascular endothelium is highly permeable, 
and also in case of tumor tissue, in which changes in vascular 
permeability are commonly associated with tumor angiogenesis[54]. 
On US, fat tends to increase the echogenicity of masses containing 
fat and liver parenchyma with fatty changes. Therefore, when the 
echogenicity is highly elevated by fatty liver or fat in the nodule, the 
enhancement level might be erroneously interpreted and result in 
misdiagnosis. Fat is extremely hypo-density on CT imaging and may 
significantly increase the contrast between tumor with fat deposition 
and normal liver parenchyma or decrease the contrast between hypo-
intensity tumor and fatty liver on both plain and contrast-enhanced 
scan. Therefore, the contrast enhancement of target tissue might 
not be truly displayed, especially for small CRLMs located in fatty 
liver after chemotherapy. Anyway, in a similar fashion to CECT 
and CEMRI, CEUS could effectively identify liver metastases, with 
reported accuracy as high as 90%[55].

Advantages 
CEUS has several advantages over CECT or CEMRI in the evaluation 
of FLLs[52]. First, CEUS provides real-time dynamic imaging, 
which is extremely helpful to visualize a very early or late contrast 
enhancement of FLLs that may not occur at the predetermined 
timing of CT or MRI scans. Second, unique intravascular property 
of the microbubbles UCA may benefit CEUS for characterization 
of malignant tumors with increased vascular permeability and a 
large interstitial space, where CEUS could demonstrate the washout 
phenomenon clearly and consistently, whereas CT or MRI may 
show prolonged enhancement due to contrast leakage into the tumor 

interstitium[52]. Third, CEUS may also present high contrast resolution 
due to high sensitivity to the microbubbles and high spatial resolution 
due to the small field-of-view compared with CECT/MRI[56]. Forth, 
multiple injections of UCA are allowed for repetitive observation 
of tumor enhancement pattern in a single CEUS examination. Fifth, 
CEUS presents excellent safety profile with a low rate of adverse 
reactions, and UCA can be used in patients with decreased renal and 
cardiac function who are not suitable for CECT/MRI[57].

Limitations
Although CEUS is widely used to evaluate the FLLs, it has some 
limitations: 
   (1) CEUS can only observe the performance of one or several 
neighboring lesions with one injection, which means that CEUS 
cannot get objective and comprehensive pictures like CECT /MRI. 
    (2) CEUS is affected by patients` body and the lesion sites, such as 
subdiaphragmatic lesions, especially those in segment VIII, may not 
be accessible using conventional CEUS[28].
    (3) CEUS is dependent on operator expertise.

IOUS AND IO-CEUS
IOUS is now considered as a standard method to find preoperatively 
undetected tumors and determine the resection margin during 
surgery[58-59]. IOUS provides high-resolution imaging of the liver and 
its vascular structures. Deep-seated or nonpalpable lesions can be 
easily detected by IOUS. The reported sensitivity of IOUS ranges 
from 85% to 95% in detection of CRLMs[23]. Moreover, by mapping 
the major hepatic veins and determining the relationship of the liver 
lesions to the adjacent vascular structures, IOUS provides real-
time guidance for the surgical resection plane. Although IOUS may 
increase the duration of surgery by a few minutes, it plays a significant 
role in the surgical management of liver metastases. Some studies 
showed that findings on IOUS altered the planned surgical approach in 
44% to 83% of patients[26,60]. IOUS can avoid some influence factors 
of transabdominal US, such as clearly display superficial lesions with 
high resolution, avoid lung gas interference, avoid the limitations 
of penetration with scanning flexibly. However, the performance of 
IOUS is also dependent on the operator's experience, lesion size and 
echogenicity.
    Recent studies of intraoperative contrast-enhanced ultrasound (IO-
CEUS) with different contrast agents have shown that it is more 
sensitive, specific and accurate than IOUS, CT or MRI in detecting 
and defining whether tumor resection is appropriate[61-63] (Figure 6). 
One study showed the sensitivity of IO-CEUS using a linear probe 

Figure 6 A 50-year-old male patient with colon cancer. A suspected liver metastasis was found by preoperative CECT and CEUS. On IOUS, the hypo-echoic 
lesion had clear boundary with posterior echo enhancement (A, arrow). However, on IO-CEUS, the lesion presented non-enhancement in the atrial phase (B, 
arrow), portal phase (C, arrow) and late phase (D, arrow). The diagnosis of benign cystic lesion was established. The final diagnosis of hepatic abscess was 
confirmed by aspiration.
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(6.6 MHZ) in detecting tumors less than 1 cm in diameter reached 
100%, which was notably higher than the sensitivities of conventional 
imaging modalities[64]. Furthermore, surgical management is altered 
in up to 30% of cases[61,65-66]. It is now recognized that the more 
aggressive the surgical approach adopted, the higher the impact of IO-
CEUS becomes[62].

CONCLUSION
US examinations, especially CEUS, are important tools for 
detecting and characterizing CRLMs. Routine US can be used for 
preliminary evaluation of colorectal cancer patients and for follow 
up after treatment. CEUS significantly improved the ability of 
US examination in detection and characterization of CRLMs, and 
should be recommended for regular evaluation of colorectal cancer 
patients in clinical practice. IOUS and IO-CEUS can provide the 
most accurate results of number, size and location of CRLMs and 
guide the tumor resection during surgical operation. But all kinds of 
US examinations have their own limitations, and need to be used in 
mutual complementation with a comprehensive variety of imaging 
methods during clinical practice.

CONFLICT OF INTEREST 
There are no conflicts of interest with regard to the present study.

REFERENCES  
1	 Jemal A, Bray F, Center M M, Ferlay J, Ward E and Forman D. 

Global cancer statistics. CA Cancer J Clin, 2011, 61(2): 69~90.
2	 Manfredi S, Lepage C, Hatem C, Coatmeur O, Faivre J and Bou-

vier A M. Epidemiology and management of liver metastases from 
colorectal cancer. Ann Surg, 2006, 244(2): 254~259.

3	 Schima W, Kulinna C, Langenberger H and Ba-Ssalamah A. Liver 
metastases of colorectal cancer: US, CT or MR? Cancer Imaging, 
2005, 5 Spec No A: S149~S156.

4	 Munireddy S, Katz S, Somasundar P and Espat N J. Thermal 
tumor ablation therapy for colorectal cancer hepatic metastasis. J 
Gastrointest Oncol, 2012, 3(1): 69~77.

5	 Simmonds P C. Palliative chemotherapy for advanced colorectal 
cancer: systematic review and meta-analysis. Colorectal Cancer 
Collaborative Group. BMJ, 2000, 321(7260): 531~535.

6	 Lodge J P. Modern surgery for liver metastases. Cancer Imaging, 
2000, 1: 77~85.

7	 Albrecht T, Hohmann J, Oldenburg A, Skrok J and Wolf K J. De-
tection and characterisation of liver metastases. Eur Radiol, 2004, 
14 Suppl 8: P25~P33.

8	 Fowler K J, Linehan D C and Menias C O. Colorectal liver me-
tastases: state of the art imaging. Ann Surg Oncol, 2013, 20(4): 
1185~1193.

9	 Valls C, Andia E, Sanchez A, Guma A, Figueras J, Torras J and 
Serrano T. Hepatic metastases from colorectal cancer: preopera-
tive detection and assessment of resectability with helical CT. 
Radiology, 2001, 218(1): 55~60.

10	 Rappeport E D and Loft A. Liver metastases from colorectal can-
cer: imaging with superparamagnetic iron oxide (SPIO)-enhanced 
MR imaging, computed tomography and positron emission to-
mography. Abdom Imaging, 2007, 32(5): 624~634.

11	 Kim Y K, Ko S W, Hwang S B, Kim C S and Yu H C. Detection 
and characterization of liver metastases: 16-slice multidetector 
computed tomography versus superparamagnetic iron oxide-
enhanced magnetic resonance imaging. Eur Radiol, 2006, 16(6): 
1337~1345.

12	 Regge D, Campanella D, Anselmetti G C, Cirillo S, Gallo T M, 
Muratore A, Capussotti L, Galatola G, Floriani I and Aglietta M. 



51 © 2015 ACT. All rights reserved.

Qin S et al.  US in detection and characterization of CRLMs

(IOUS) is essential in the management of metastatic colorectal 
liver lesions. Am Surg, 2000, 66(7): 611~615.

27	 Lordan J T, Stenson K M and Karanjia N D. The value of intra-
operative ultrasound and preoperative imaging, individually and 
in combination, in liver resection for metastatic colorectal cancer. 
Ann R Coll Surg Engl, 2011, 93(3): 246~249.

28	 Claudon M, Dietrich C F, Choi B I, Cosgrove D O, Kudo M, Nol-
soe C P, Piscaglia F, Wilson S R, Barr R G, Chammas M C, Chau-
bal N G, Chen M H, Clevert D A, Correas J M, Ding H, Forsberg 
F, Fowlkes J B, Gibson R N, Goldberg B B, Lassau N, Leen E 
L, Mattrey R F, Moriyasu F, Solbiati L, Weskott H P and Xu H 
X. Guidelines and good clinical practice recommendations for 
contrast enhanced ultrasound (CEUS) in the liver--update 2012: a 
WFUMB-EFSUMB initiative in cooperation with representatives 
of AFSUMB, AIUM, ASUM, FLAUS and ICUS. Ultraschall Med, 
2013, 34(1): 11~29.

29	 Wilson S R and Burns P N. Microbubble-enhanced US in body 
imaging: what role? Radiology, 2010, 257(1): 24~39.

30	 Strobel D, Bernatik T, Blank W, Schuler A, Greis C, Dietrich C F 
and Seitz K. Diagnostic accuracy of CEUS in the differential diag-
nosis of small (</= 20 mm) and subcentimetric (</= 10 mm) focal 
liver lesions in comparison with histology. Results of the DEGUM 
multicenter trial. Ultraschall Med, 2011, 32(6): 593~597.

31	 Salvatore V, Borghi A and Piscaglia F. Contrast-enhanced ultra-
sound for liver imaging: recent advances. Curr Pharm Des, 2012, 
18(15): 2236~2252.

32	 Moriyasu F and Itoh K. Efficacy of perflubutane microbubble-
enhanced ultrasound in the characterization and detection of focal 
liver lesions: phase 3 multicenter clinical trial. AJR Am J Roent-
genol, 2009, 193(1): 86~95.

33	 Glover C, Douse P, Kane P, Karani J, Meire H, Mohammadtaghi S 
and Allen-Mersh T G. Accuracy of investigations for asymptom-
atic colorectal liver metastases. Dis Colon Rectum, 2002, 45(4): 
476~484.

34	 Wernecke K, Rummeny E, Bongartz G, Vassallo P, Kivelitz D, 
Wiesmann W, Peters P E, Reers B, Reiser M and Pircher W. 
Detection of hepatic masses in patients with carcinoma: compara-
tive sensitivities of sonography, CT, and MR imaging. AJR Am J 
Roentgenol, 1991, 157(4): 731~739.

35	 Cantisani V, Grazhdani H, Fioravanti C, Rosignuolo M, Calliada F, 
Messineo D, Bernieri M G, Redler A, Catalano C and D'Ambrosio 
F. Liver metastases: Contrast-enhanced ultrasound compared with 
computed tomography and magnetic resonance. World J Gastroen-
terol, 2014, 20(29): 9998~10007.

36	 Sahani D V, Bajwa M A, Andrabi Y, Bajpai S and Cusack J C. 
Current status of imaging and emerging techniques to evaluate liv-
er metastases from colorectal carcinoma. Ann Surg, 2014, 259(5): 
861~872.

37	 Bipat S, van Leeuwen M S, Comans E F, Pijl M E, Bossuyt P M, 
Zwinderman A H and Stoker J. Colorectal liver metastases: CT, 
MR imaging, and PET for diagnosis--meta-analysis. Radiology, 
2005, 237(1): 123~131.

38	 Bryant T H, Blomley M J, Albrecht T, Sidhu P S, Leen E L, 
Basilico R, Pilcher J M, Bushby L H, Hoffmann C W, Harvey C 
J, Lynch M, MacQuarrie J, Paul D and Cosgrove D O. Improved 
characterization of liver lesions with liver-phase uptake of liver-
specific microbubbles: prospective multicenter study. Radiology, 
2004, 232(3): 799~809.

39	 Quaia E, Calliada F, Bertolotto M, Rossi S, Garioni L, Rosa L 
and Pozzi-Mucelli R. Characterization of focal liver lesions with 
contrast-specific US modes and a sulfur hexafluoride-filled mi-
crobubble contrast agent: diagnostic performance and confidence. 
Radiology, 2004, 232(2): 420~430.

40	 Seitz K, Bernatik T, Strobel D, Blank W, Friedrich-Rust M, 
Strunk H, Greis C, Kratzer W and Schuler A. Contrast-enhanced 
ultrasound (CEUS) for the characterization of focal liver lesions 
in clinical practice (DEGUM Multicenter Trial): CEUS vs. MRI-

-a prospective comparison in 269 patients. Ultraschall Med, 2010, 
31(5): 492~499.

41	 Bernatik T, Seitz K, Blank W, Schuler A, Dietrich C F and Strobel 
D. Unclear focal liver lesions in contrast-enhanced ultrasonogra-
phy--lessons to be learned from the DEGUM multicenter study for 
the characterization of liver tumors. Ultraschall Med, 2010, 31(6): 
577~581.

42	 Konopke R, Bunk A and Kersting S. Contrast-enhanced ultraso-
nography in patients with colorectal liver metastases after chemo-
therapy. Ultraschall Med, 2008, 29 Suppl 4: S203~S209.

43	 Ji Q, Liu G, Sun X, Liu G, Lu M, Xie X, Xu M, Zhang Y and 
Zheng S. Liver specific phase of perflubutane microbubbles 
contrast-enhanced ultrasound for potential use in the diagnosis of 
focal liver lesions. J Xray Sci Technol, 2013, 21(3): 409~418.

44	 Albrecht T, Hoffmann C W, Schmitz S A, Schettler S, Overberg A, 
Germer C T and Wolf K J. Phase-inversion sonography during the 
liver-specific late phase of contrast enhancement: improved de-
tection of liver metastases. AJR Am J Roentgenol, 2001, 176(5): 
1191~1198.

45	 Konopke R, Kersting S, Bergert H, Bloomenthal A, Gastmeier J, 
Saeger H D and Bunk A. Contrast-enhanced ultrasonography to 
detect liver metastases : a prospective trial to compare transcu-
taneous unenhanced and contrast-enhanced ultrasonography in 
patients undergoing laparotomy. Int J Colorectal Dis, 2007, 22(2): 
201~207.

46	 Moriyasu F and Itoh K. Efficacy of perflubutane microbubble-
enhanced ultrasound in the characterization and detection of focal 
liver lesions: phase 3 multicenter clinical trial. AJR Am J Roent-
genol, 2009, 193(1): 86~95.

47	 Hatanaka K, Kudo M, Minami Y and Maekawa K. Sonazoid-
enhanced ultrasonography for diagnosis of hepatic malignancies: 
comparison with contrast-enhanced CT. Oncology-Basel, 2008, 75 
Suppl 1: 42~47.

48	 Sugimoto K, Shiraishi J, Moriyasu F, Saito K and Doi K. Im-
proved detection of hepatic metastases with contrast-enhanced 
low mechanical-index pulse inversion ultrasonography during the 
liver-specific phase of sonazoid: observer performance study with 
JAFROC analysis. Acad Radiol, 2009, 16(7): 798~809.

49	 Cosgrove D and Blomley M. Liver tumors: evaluation with 
contrast-enhanced ultrasound. Abdom Imaging, 2004, 29(4): 
446~454.

50	 Jang H J, Yu H and Kim T K. Contrast-enhanced ultrasound in the 
detection and characterization of liver tumors. Cancer Imaging, 
2009, 9: 96~103.

51	 Burns P N and Wilson S R. Focal liver masses: enhancement pat-
terns on contrast-enhanced images--concordance of US scans with 
CT scans and MR images. Radiology, 2007, 242(1): 162~174.

52	 Wilson S R, Kim T K, Jang H J and Burns P N. Enhancement 
patterns of focal liver masses: discordance between contrast-
enhanced sonography and contrast-enhanced CT and MRI. AJR 
Am J Roentgenol, 2007, 189(1): W7~W12.

53	 Murphy-Lavallee J, Jang H J, Kim T K, Burns P N and Wilson S 
R. Are metastases really hypovascular in the arterial phase? The 
perspective based on contrast-enhanced ultrasonography. J Ultra-
sound Med, 2007, 26(11): 1545~1556.

54	 Dvorak H F, Brown L F, Detmar M and Dvorak A M. Vascular 
permeability factor/vascular endothelial growth factor, microvas-
cular hyperpermeability, and angiogenesis. Am J Pathol, 1995, 
146(5): 1029~1039.

55	 Lencioni R, Della P C, Crocetti L, Bozzi E and Cioni D. Clini-
cal management of focal liver lesions: the key role of real-time 
contrast-enhanced US. Eur Radiol, 2007, 17 Suppl 6: F73~F79.

56	 Quaia E, De Paoli L, Angileri R, Cabibbo B and Cova M A. 
Indeterminate solid hepatic lesions identified on non-diagnostic 
contrast-enhanced computed tomography: assessment of the ad-
ditional diagnostic value of contrast-enhanced ultrasound in the 
non-cirrhotic liver. Eur J Radiol, 2014, 83(3): 456~462.



63	 Takahashi M, Hasegawa K, Arita J, Hata S, Aoki T, Sakamoto 
Y, Sugawara Y and Kokudo N. Contrast-enhanced intraopera-
tive ultrasonography using perfluorobutane microbubbles for the 
enumeration of colorectal liver metastases. Br J Surg, 2012, 99(9): 
1271~1277.

64	 Arita J, Ono Y, Takahashi M, Inoue Y, Takahashi Y and Saiura 
A. Usefulness of contrast-enhanced intraoperative ultrasound in 
identifying disappearing liver metastases from colorectal carci-
noma after chemotherapy. Ann Surg Oncol, 2014, 21 Suppl 3: 
S390~S397.

65	 Fioole B, de Haas R J, Wicherts D A, Elias S G, Scheffers J M, 
van Hillegersberg R, van Leeuwen M S and Borel R I. Additional 
value of contrast enhanced intraoperative ultrasound for colorectal 
liver metastases. Eur J Radiol, 2008, 67(1): 169~176.

66	 Torzilli G, Del F D, Palmisano A, Donadon M and Montorsi M. 
Contrast-enhanced intraoperative ultrasonography: a valuable and 
not any more monocentric diagnostic technique performed in dif-
ferent ways. Ann Surg, 2007, 245(1): 152~153, 152~153.

Peer reviewers: Zheng Xiaozhi, Department of Ultrasound, 
The Fourth Affiliated Hospital of Nantong University (The 
First People’s Hospital of Yancheng),  Jiangsu Province, China; 
Giovanna Ferraioli, Ultrasound Unit, Infectious Diseases 
Department, Fondazione IRCCS Policlinico S. Matteo, University 
of Pavia, Pavia, Italy.

57	 Piscaglia F and Bolondi L. The safety of Sonovue in abdominal 
applications: retrospective analysis of 23188 investigations. Ultra-
sound Med Biol, 2006, 32(9): 1369~1375.

58	 Torzilli G, Montorsi M, Donadon M, Palmisano A, Del F D, Gam-
betti A, Olivari N and Makuuchi M. "Radical but conservative" is 
the main goal for ultrasonography-guided liver resection: prospec-
tive validation of this approach. J Am Coll Surg, 2005, 201(4): 
517~528.

59	 Jarnagin W R, Bach A M, Winston C B, Hann L E, Heffernan N, 
Loumeau T, DeMatteo R P, Fong Y and Blumgart L H. What is the 
yield of intraoperative ultrasonography during partial hepatectomy 
for malignant disease? J Am Coll Surg, 2001, 192(5): 577~583.

60	 Solomon M J, Stephen M S, Gallinger S and White G H. Does 
intraoperative hepatic ultrasonography change surgical decision 
making during liver resection? Am J Surg, 1994, 168(4): 307~310.

61	 Torzilli G, Del F D, Palmisano A, Donadon M, Bianchi P, Roncalli 
M, Balzarini L and Montorsi M. Contrast-enhanced intraopera-
tive ultrasonography during hepatectomies for colorectal cancer 
liver metastases. J Gastrointest Surg, 2005, 9(8): 1148~1153, 
1153~1154.

62	 Leen E, Ceccotti P, Moug S J, Glen P, MacQuarrie J, Angerson 
W J, Albrecht T, Hohmann J, Oldenburg A, Ritz J P and Horgan 
P G. Potential value of contrast-enhanced intraoperative ultraso-
nography during partial hepatectomy for metastases: an essential 
investigation before resection? Ann Surg, 2006, 243(2): 236~240.

52© 2015 ACT. All rights reserved.

Qin S et al.  US in detection and characterization of CRLMs


