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Abstract
Background Most of the time, the primary tumor of hepatic metastases is easy to �nd. However,
sometimes this is a confusing question. The present study aimed to explore the distribution of primary
sites of hepatic metastases and the prognosis of hepatic metastases at different primary sites. Methods
Data on patients with hepatic metastases were obtained from the surveillance, epidemiology, and end
results (SEER) database between 2010 and 2016. Descriptive statistics was used to analyze the
distribution of primary sites, life table to calculate survival rate, Kaplan-Meier method to plot survival
curves, and Cox univariate regression and multivariate regression analysis to assess prognostic factors.
Results The median age of 151,821 patients was 67 years; 58.7% of the primary sites were derived from
the digestive system, followed by the respiratory system (25.6%) and other sites (15.8%). Ten leading
primary sites were lung (25.4%), colorectum (24.1%), pancreas (19.8%), stomach (4.5%), breast (4.1%),
gallbladder and biliary system (3%), esophagus (2.7%), kidney and renal pelvis (2.1%), ovary (1.8%) and
primary sites unknown (2%). The overall survival probability of patients with hepatic metastases at 6
months, 1 year, and 3 years was 44.5%, 28.7%, and 9.9%, respectively, with a median survival of 4
months. The prognosis of hepatic metastases from lymphoma (Hodgkin and non-Hodgkin), the small
intestine, breast, and colorectum was relatively better, and that from primary sites unknown, urinary
system (bladder, urethra), lung, and pancreas was quite poor. Conclusion The distribution of primary sites
of hepatic metastases was different under different grouping conditions, but the lung, colorectum and
pancreas were the top three sources. The prognosis of hepatic metastases from different primary sites
varied greatly.

Background
The primary site of the tumor determines its biological behavior and metastatic characteristics [1-3], and
different tumors have completely different morbidity and mortality [4]. According to the conventional
strategy, doctors need to develop individualized treatment plans based on factors, such as the primary
site, metastasis, and comorbidities of a tumor. However, in the actual clinical process, many tumors are
found not because of the symptoms of the primary site, but the symptoms of metastases or accidentally
found metastases, rather than primary sites during routine physical examination [5]. With the increasing
accuracy of ultrasound, computed tomography, and magnetic resonance imaging, especially contrast-
enhanced examinations, even small hepatic tumors are easily detected during routine examinations [6-8].

Due to the generally poor prognosis of patients with hepatic metastases, it is critical to quickly identify
the primary site of tumor and promptly treat it. The liver is the most predominant metastatic organ of
various tumors, such as pancreatic cancer [9], colorectal cancer [10], and stomach cancer [11]. According
to this characteristic, when hepatic metastasis is suspected, we often check primary lesions in these
organs. Most of the time, the primary tumor is easy to �nd. However, sometimes this is a confusing
question. Although positron emission tomography–computed tomography or systemic diffusion-
weighted imaging [12] can be of great help in �nding metastases or primary lesions, doctors still have
di�culty in exploring the primary site.
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So far, by consulting the literature, we have not found a study on the distribution characteristics of the
primary site of hepatic metastasis. Therefore, we extracted the clinical characteristics of patients with
hepatic metastasis from the surveillance, epidemiology, and end results (SEER) database, with the
purpose of analyzing the distribution of the primary site and the survival status of each tumor type with
hepatic metastasis; thus, providing guidance to help physicians to design imaging or other examinations
to �nd the primary site, and to make decisions regarding curative-intent interventions.

Methods
Data

Data were derived from the SEER database which started to release metastatic information related to
liver, lung, bone, and brain in 2010. From the latest version of April 2019, the most recent follow-up cutoff
date was December 31, 2016.

Hepatic metastasis diagnosis was identi�ed using International Classi�cation of Diseases for Oncology
(ICD-O-3), which de�ned the primary site. Variables extracted from the database included patient ID, sex,
age, marital status, race, primary site, histological code (ICD-O-3), grade, surgical approach, lung
metastasis, bone metastasis, hepatic metastasis, survival time, and overall survival (OS) status.

The inclusion criteria were the following: the period of diagnosis (2010-2016); and with hepatic
metastases (SEER Combined Mets at DX-liver (2010) = 'Yes'). The exclusion criteria included those aged
<18 years and those with missing follow-up information.

The colorectum was de�ned as originating from the cecum and ending at the rectum, including the entire
large intestine, with ICD-O-3 coded as C180-C209, C260. Other digestive systems were located in the
gastrointestinal tract but not speci�cally recorded (C268, C269, C488). In the primary site classi�ed by
system, “others” refers to all systems except the digestive system and respiratory system (excluding
myeloma and leukemia). Surgery of primary site was de�ned when the primary site received surgical
interventions, regardless of whether it was partial or radical resection, or whether the metastases which
were treated was unknown. Combined metastases was de�ned when hepatic metastasis was
accompanied by at least one or more of lung metastasis, bone metastasis, and brain metastasis. Age at
diagnosis was categorized as younger than 45 years, 45 to 64 years, and 65 years and older.

Statistical Analysis

Cox regression analysis and descriptive statistics of patients' demographic and tumor characteristics
were summarized by SPSS 25 (IBM Corp., Armonk, NY). Survival probability and survival curves were
calculated and plotted using the R “survival” and “survminer” package; the pie chart and forest plot were
also drawn using R (https://www.r-project.org/). Statistical signi�cance was set at two-sided P < 0.05.

Results
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Patients' characteristics

Table 1 shows demographic data and clinical baseline characteristics of a total of 151821 patients with
hepatic metastases (80352 men and 71469 women, 1.12:1) were investigated. The median age was 67
years (IQR 58–76) and the median follow-up time was 3 months (IQR 1–11). Among them, 58.7% of the
primary sites were derived from the digestive system, followed by the respiratory system (25.6%) and
other sites (15.8%). Also, 80.4% of patients did not receive surgical-related interventions and 41.2% of
patients had metastases in other sites, such as the lungs, bones, or brain. Other speci�c information is
shown in Table 1.

Distribution of the primary site

Table 2 shows number and percentage of the speci�c distribution of the primary site, in which there were
no patients with hepatic metastasis in myeloma and leukemia. At the same time, we conducted a
subgroup analysis based on sex and age. Ten leading primary sites for the hepatic metastasis by sex and
age were arranged in order, as shown in Figure 1.

In general, the ten leading primary sites for hepatic metastases were lung and bronchus (25.4%),
colorectum (24.1%), pancreas (19.8%), stomach (4.5%), breast (4.1%), gallbladder and biliary system
(3%), esophagus (2.7%), kidney and renal pelvis (2.1%), ovary (1.8%), and primary sites unknown (2%),
which account for 89.5% of the total (Figure 1A). The lung, colorectum, and pancreas were the mostly
common primary sites of hepatic metastasis, accounting for 69.3%.

From a sex perspective, in men, the �ve leading primary sites for hepatic metastases were lung and
bronchus (26.4%), colorectum (25.4%), pancreas (20.2%), stomach (5.9%), and esophagus (4.3%) (Figure
1B). However, in women, the �ve leading primary sites for hepatic metastases were lung (24.3%),
colorectum (22.6%), pancreas (19.3%), breast (8.7%), and ovary (3.8%). It is important to note that organs
associated with sexual characteristics, such as the breast, ovary, and uterus were relatively common
(Figure 1C). In addition, the esophagus and kidney were more common in men than the gallbladder and
biliary tract, but this trend was opposite in women.

In terms of age, the primary sites of patients of different ages varied greatly. The most common primary
sites for patients younger than 45 years were colorectum (36.2%), breast (12.7%), pancreas (10.1%), and
genital organs (ovaries, uterus, and male or female genital organs) (Figure 1D). The primary sites
common to patients younger than 65 years were the colorectum (27%), lung and bronchus (22.9%), and
pancreas (18.2%) (Figure 1E). In patients aged 65 years or older, the common primary sites were the lung
and bronchus (28.5%), pancreas (21.6%), and colorectum (21.2%) (Figure 1F). With increasing age, the
proportion of primary sites of colorectal, breast, and genital system decreased, but the proportion of
pancreas, lung and bronchus, gallbladder, and biliary system gradually increased.

Prognosis of patients with hepatic metastases
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Table 3 shows the 1-year OS of patients with hepatic metastases at each primary site. The overall
survival rates of patients with hepatic metastases at 6 months, 1 year, and 3 years were 44.5%, 28.7%,
and 9.9%, respectively, with a median survival time of 4 months (Figure 2A). The prognosis of hepatic
metastases from lymphoma (Hodgkin and non-Hodgkin), small intestine, genital system (breast, ovary,
and other male or female genital organs), retroperitoneal tissues, and colorectum and anus was relatively
better. The prognosis of hepatic metastases from primary sites unknown, urinary system (bladder,
urethra), lung, pancreas, hepatobiliary system, and esophagus was quite poor (Supplementary Figure 1).

Table 4 shows the risk factors for the prognosis of hepatic metastases. Through Cox univariate and
multivariate analysis, we found that sex, age, marital status, ethnicity, primary site, grade, presence of
surgery, and presence of combined metastases were independent risk factors for prognosis. Figure 2
shows the Kaplan-Meier survival curves for patients with hepatic metastases under different conditions.
Supplementary Figure 2 shows a forest plot based on univariate Cox regression analysis of the effects of
surgery on the prognosis of each primary site. Most of hepatic metastases bene�tted from surgical
intervention at the primary site, except for the anus, non-Hodgkin lymphoma, prostate, eye and orbit, and
other nonepithelial skin except melanoma of the skin.

Discussion
In this study, we depicted the distribution of primary sites of hepatic metastases and demonstrated that
there were signi�cant differences in the distribution of primary sites of hepatic metastases under
different conditions. The prognosis of hepatic metastases from different primary sites varied greatly.
Surgical intervention at most of the primary sites can bene�t the patient’s survival with hepatic
metastases.

Metastasis is the process that includes local invasion by the primary tumor cells, intravasation into the
blood (hematogenous) and/or lymphatic system (lymphatic), arrest at a distant organ, and metastatic
colonization [13].It is also the process by which a localized cancer becomes a systemic disease [14] and
the cause of about 90% of cancer-associated deaths [15]. The preferred sites of metastasis for a given
type of cancer often include the �rst capillary beds downstream of the primary tumor [15]. The liver is rich
in blood and is supported by both the hepatic artery and the portal vein. Therefore, it becomes a target
organ for hematogenous metastasis and is threatened by all malignant tumors that produce circulating
tumor cells (CTCs).

CTCs originating from the lungs can enter the liver through the hepatic artery, so the liver is the target
organ of lung cancer. There were approximately 228,150 estimated new lung cancers in 2019, far more
than other organs [4]. Therefore, although the proportion of lung cancer metastasized to the liver in the
four most common target organs of lung, bone, brain, and liver is the least, this value is about 16%-17%
[16]. However, due to the large number of the patients suffering from lung cancer, 49.3% of whom have
had distant metastases at the time of diagnosis [17], the absolute sum of patients with hepatic
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metastasis is tremendous. In the present study, when sorted by organs, tumors originating from the lung
accounted for 25.6% of the total, ranking the �rst.

The digestive system delivers blood to the liver through the portal system. When a digestive tract tumor
exists, the portal circulation, the most common route of dissemination of the digestive system tumor,
contains both nutrients and CTCs that cause hepatic metastasis [18]. Therefore, the liver becomes the
most preferred target organ for digestive system tumors, such as those of the colorectum [10], pancreas
[9], stomach [11], and extrahepatic bile-duct [19]. In the present study, primary tumors derived from the
digestive system accounted for 58.7% of the total (Table 1); the predominant sites in the system were the
colorectal, pancreas, stomach, and gallbladder and other biliary tumors.

The in�uence of sex on the origin of the primary site was evident, and this difference could be due to the
demographic and clinical characteristics of the primary tumor. Esophageal cancer [20], stomach cancer
[21], and kidney cancer [22] are more common in men than in women, especially esophageal cancer
(about 3:1). In men, the proportion of these three tumors is higher than that in women. In contrast,
gallbladder and biliary tract tumors are more common in women [23], so hepatic metastases from the
gallbladder and other biliary tumors in women are more common than that in men. In addition, the sum
proportion of metastases in female-speci�c sexual organs, such as the breast, ovary, and uterus are
relatively large (17.9%). As it is a speci�c feature of women, we should pay attention to it for women with
hepatic metastases. Although morbidity of prostate cancer is the �rst one in men, primary tumor
originating from the organ is rare because only about 7.53% of patients have metastases at diagnosis
and the liver is not the preferred metastatic site for it [24].

The origins of the primary sites of different age groups show different characteristics, and the reasons for
these differences may be the same as sex. At present, we have not found any research that can provide a
perfect explanation of this discovery. We speculate that the reason colorectal, breast, pancreatic, and
genital system-related tumors occupy a large proportion in young patients is that the number of
colorectal cancer or breast cancer patients is large [4], and the liver is the preferred metastatic organ of
colorectal cancer [10] and pancreatic cancer [9]. Furthermore, pancreatic cancer has a very high rate of
hepatic metastasis [9], and the median age of breast cancer [25] and genital system-related tumors is
relatively low (less than 65 years) [26,27].

The difference in prognosis of hepatic metastases originating from different sites, with 1-year OS as an
example, from 12.2% of the primary site unknown to 78.7% of Hodgkin's lymphoma, is very signi�cant
(Table 3 and Supplementary Figure 1). Multivariate analysis found that sex, age, marital status, ethnicity,
primary site, grade, presence of surgery, and presence of combined metastases were independent risk
factors for prognosis. The reason for the poor prognosis of patients with unidenti�ed primary sites is that
if the primary tumor is not found, we cannot provide special treatments, such as surgery, radiotherapy, or
chemotherapy. In contrast, chemotherapeutics of Hodgkin's lymphoma has changed its prognosis from
being relatively incurable to one in which patients have a high likelihood of long-term survival [28].
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This study found that surgical intervention at most of the primary sites can bene�t patient’s survival with
hepatic metastases. In patients with a better prognosis as described in the previous paragraph, the
primary site received a higher rate of surgical intervention (Supplementary Figure 2). Other studies have
found that hepatectomy for synchronous gastric cancer hepatic metastases may carry survival bene�ts
in selected patients [29]. In patients with colorectal hepatic metastases, surgical resection represents the
only chance of long-term survival [30]. In patients with pancreatic cancer, hepatectomy is a procedure
with a potential survival bene�t for carefully selected patients, particularly those with metachronous
metastases [31]. Primary tumor resection in metastatic breast cancer was associated with survival
improvement [32], while hepatectomy combined with systemic treatment can provide a chance of long-
term survival [33].

Although this study systematically described the origin of the primary site of hepatic metastases and the
survival status of patients with hepatic metastases, there are still some limitations. First, the dataset used
for this study did not include data regarding number, size, anatomical location, or distribution of hepatic
metastases, which are important factors that can affect the survival results presented in this study [29].
Second, it was limited by the dependence on hospital administration, such as the lack of agreement
between workers on diagnosis codes, which could lead to registration errors [34].

Conclusions
This study systematically described the distribution of the primary site of hepatic metastases and
performed a subgroup analysis based on sex and age. From the results, we conclude that there were
signi�cant differences in the distribution of primary sites of hepatic metastases under different
conditions. In addition, this study also evaluated the prognosis of patients with hepatic metastases from
different primary sites. We believe that this work will have a positive impact on guiding clinicians to �nd
the primary site of hepatic metastases and formulating treatment strategies.

Abbreviations
SEER the surveillance, epidemiology, and end results

CTCs circulating tumor cells

CI Con�dence interval

OS overall survival
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Table 1 Baseline characteristics of patients with hepatic metastases
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Characteristic No. (%) or M (IQR)
Sex  
 Male 80352 (52.9)
 Female 71469 (47.1)
Age (year) 67 (58-76)
Age (year)  
 <45 7062 (4.6)
 <65 56719 (37.4)
 >=65 88040(58.0)
Race  
 White 119762 (78.9)
 Black 20093 (13.2)
 Others 11590 (7.6)
 Unknown 376 (0.2)
Marital status (married)  
 Yes 75956 (50.0)
 No 68178 (44.9)
 Unknown 7687 (5.1)
Primary site  

Digestive system 89067(58.7)
Respiratory system 38821(25.6)
Others 23933(15.8)

Histology  
 Adenocarcinoma 74786 (49.2)
 Others 77035 (50.8)
Grade  
 Well differentiated 3959 (2.6)
 Moderately differentiated 27072 (17.8)
 Poorly differentiated 27606 (18.2)
 Undifferentiated 5610 (2.6)
 T-, B-, or NK cell 309 (0.2)
 Unknown 87265 (57.5)
surgery of primary site  
 Present 26201 (17.3)
 Absent 122083 (80.4)
 Unknown 3537 (2.3)
Combined metastases  
 Present 62600 (41.2)
 Absent 85982 (56.6)
 Unknown 3239 (2.1)

M (IQR): median (inter-quartile range)

 

Table 2: Distribution of primary sites of liver metastases under different conditions
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Site Total Sex Age (year)
Male Female <45 <65 >=65

All sites 151821
(100)

80352
(100)

71469
(100)

7062
(100)

56719
(100)

88040
(100)

Oral cavity & pharynx 556 (0.4) 435 (0.5) 121 (0.2) 37 (0.5) 289 (0.5) 230 (0.3)
Digestive system 89067

(58.7)
50565
(62.9)

38502
(53.9)

4285
(60.7)

34266
(60.4)

50516
(57.4)

Esophagus 4076 (2.7) 3482 (4.3) 594 (0.8) 129 (1.8) 1833 (3.2) 2114 (2.4)
Stomach 6817 (4.5) 4764 (5.9) 2053 (2.9) 366 (5.2) 2486 (4.4) 3965 (4.5)
Small intestine 2316 (1.5) 1222 (1.5) 1094 (1.5) 144 (2) 983 (1.7) 1189 (1.4)
Colorectum 36576

(24.1)
20433
(25.4)

16143
(22.6)

2556
(36.2)

15340 (27) 18680
(21.2)

Anus, anal canal, &
anorectum

446 (0.3) 184 (0.2) 262 (0.4) 32 (0.5) 228 (0.4) 186 (0.2)

Liver & intrahepatic bile
duct

1845 (1.2) 1076 (1.3) 769 (1.1) 88 (1.2) 763 (1.3) 994 (1.1)

Gallbladder & other biliary 4533 (3) 1927 (2.4) 2606 (3.6) 152 (2.2) 1490 (2.6) 2891 (3.3)
Pancreas 30026

(19.8)
16246
(20.2)

13780
(19.3)

714
(10.1)

10335
(18.2)

18977
(21.6)

Peritoneum &
Retroperitoneum

374 (0.2) 125 (0.2) 249 (0.3) 36 (0.5) 142 (0.3) 196 (0.2)

Other digestive organs 2058 (1.4) 1106 (1.4) 952 (1.3) 68 (1) 666 (1.2) 1324 (1.5)
Respiratory system 38821

(25.6)
21370
(26.6)

17451
(24.4)

571 (8.1) 13076
(23.1)

25174
(28.6)

Lung & bronchus 38603
(25.4)

21210
(26.4)

17393
(24.3)

533 (7.5) 12999
(22.9)

25071
(28.5)

Other respiratory organs 218 (0.1) 160 (0.2) 58 (0.1) 38 (0.5) 77 (0.1) 103 (0.1)
Bones & joints 59 (0) 37 (0) 22 (0) 17 (0.2) 20 (0) 22 (0)
Soft tissue (including
heart)

639 (0.4) 337 (0.4) 302 (0.4) 101 (1.4) 245 (0.4) 293 (0.3)

Skin 1478 (1) 1039 (1.3) 439 (0.6) 118 (1.7) 538 (0.9) 822 (0.9)
Melanoma of the skin 1372 (0.9) 958 (1.2) 414 (0.6) 114 (1.6) 521 (0.9) 737 (0.8)
Other nonepithelial skin 106 (0.1) 81 (0.1) 25 (0) 4 (0.1) 17 (0) 85 (0.1)
Breast 6237 (4.1) 41 (0.1) 6196 (8.7) 896

(12.7)
3069 (5.4) 2272 (2.6)

Genital system 6122 (4) 1374 (1.7) 4748 (6.6) 638 (9) 2346 (4.1) 3138 (3.6)
Uterine 1729 (1.1) NA (0) 1729 (2.4) 160 (2.3) 835 (1.5) 734 (0.8)
Ovary 2691 (1.8) NA (0) 2691 (3.8) 177 (2.5) 1027 (1.8) 1487 (1.7)
Other female Genital
Organs

328 (0.2) NA (0) 328 (0.5) 30 (0.4) 110 (0.2) 188 (0.2)

Prostate 1030 (0.7) 1030 (1.3) NA (0) 3 (0) 316 (0.6) 711 (0.8)
Other male Genital Organs 344 (0.2) 344 (0.4) NA (0) 268 (3.8) 58 (0.1) 18 (0)
Urinary system 4676 (3.1) 3037 (3.8) 1639 (2.3) 175 (2.5) 1655 (2.9) 2846 (3.2)
Urinary bladder 1229 (0.8) 886 (1.1) 343 (0.5) 21 (0.3) 316 (0.6) 892 (1)
Kidney & renal pelvis 3190 (2.1) 2007 (2.5) 1183 (1.7) 151 (2.1) 1284 (2.3) 1755 (2)
Ureter & other urinary
organs

257 (0.2) 144 (0.2) 113 (0.2) 3 (0) 55 (0.1) 199 (0.2)

Eye & orbit 77 (0.1) 47 (0.1) 30 (0) 3 (0) 30 (0.1) 44 (0)
Brain & other nervous 19 (0) 11 (0) 8 (0) 3 (0) 8 (0) 8 (0)
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system
Endocrine system 462 (0.3) 212 (0.3) 250 (0.3) 66 (0.9) 195 (0.3) 201 (0.2)
Thyroid 198 (0.1) 87 (0.1) 111 (0.2) 16 (0.2) 66 (0.1) 116 (0.1)
Other endocrine 264 (0.2) 125 (0.2) 139 (0.2) 50 (0.7) 129 (0.2) 85 (0.1)
Lymphoma 345 (0.2) 214 (0.3) 131 (0.2) 57 (0.8) 109 (0.2) 179 (0.2)
Hodgkin lymphoma 44 (0) 20 (0) 24 (0) 15 (0.2) 13 (0) 16 (0)
Non-Hodgkin lymphoma 301 (0.2) 194 (0.2) 107 (0.1) 42 (0.6) 96 (0.2) 163 (0.2)
Primary site unknown 3096 (2) 1519 (1.9) 1577 (2.2) 85 (1.2) 823 (1.5) 2188 (2.5)
Mesothelioma 167 (0.1) 114 (0.1) 53 (0.1) 10 (0.1) 50 (0.1) 107 (0.1)

A line of bold characters used to mark a system or an independent organ

 

Table 3: Prognosis of patients with hepatic metastases from different primary sites



Page 15/17

Site 1-year OS (95% CI, %) Median OS (month)
All sites 28.8 (28.5-29.0) 4
Oral cavity & pharynx 37.3 (33.3-41.8) 7
Digestive system    
Esophagus 21 (19.7-22.3) 4
Stomach 25.8 (24.7-26.9) 4
Small intestine 62.3 (60.3-64.4) 28
Colorectum 50.3 (49.8-50.8) 12
Anus, anal canal, & anorectum 50.8 (46.2-55.9) 12
Liver & intrahepatic bile duct 18 (16.2-20) 3
Gallbladder & other biliary 18.2 (17.1-19.5) 3
Pancreas 16.1 (15.6-16.5) 2
Peritoneum & Retroperitoneum 58 (53-63.4) 16
Other digestive organs 19.8 (18-21.6) 2
Respiratory system    
Lung & bronchus 14.8 (14.5-15.2) 2
Other respiratory organs 29.3 (23.5-36.5) 7
Bones & joints 37.5 (26.8-52.5) 5
Soft tissue (including heart) 35.1 (31.4-39.2) 6
Skin    
Melanoma of the skin 23.3 (21.1-25.8) 4
Other nonepithelial skin 25.7 (18.2-36.3) 6
Breast 55.5 (54.3-56.8) 15
Genital system    
Uterine 30.4 (28.2-32.8) 5
Ovary 49.4 (47.5-51.4) 11
Other female Genital Organs 45.6 (40.3-51.7) 9
Prostate 43.7 (40.6-47) 9
Other male Genital Organs 58.9 (53.6-64.7) 19
Urinary system    
Urinary bladder 13.5 (11.6-15.8) 2
Kidney & renal pelvis 21.2 (19.8-22.8) 3
Ureter & other urinary organs 12.3 (8.7-17.5) 2
Eye & orbit 32.4 (22.9-45.7) 7
Brain & other nervous system 39.5 (22-70.8) 10
Endocrine system    
Thyroid 38.3 (31.8-46.3) 6
Other endocrine 33.3 (27.8-39.9) 6
Lymphoma    
Hodgkin lymphoma 78.7 (65.2-95.2) NA
Non-Hodgkin lymphoma 57.2 (50.5-64.8) 28
Primary sites unknown 12.2 (11-13.6) 1
Mesothelioma 26.2 (20.2-34.2) 3

OS: overall survival; CI: confidence interval.

The ten leading primary sites with the best prognosis or the worst prognosis are presented in Supplementary
Figure 1.

 

Figures
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Figure 1

Ten leading primary sites for hepatic metastases. A: Total; B: Men; C: Women; D: <45 years old; E: <65
years old; F: >= 65 years old

Figure 2
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Kaplan-Meier survival curves for patients with hepatic metastases. A: Total; B: Sex; C: Age; D: Presence of
surgery; E: Presence of combined metastases; F: Five leading primary sites for hepatic metastases.
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