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Malignancy with liver metastasis plays an important role in daily oncology practice, especially for primary cancers of the
gastrointestinal tract and hepatopancreatobiliary system. On account of the dual vascular supply system and the fact that most
metastatic liver tumors are supplied by the hepatic artery, hepatic artery infusion chemotherapy (HAIC) is an appealing method
for the treatment of liver metastases. Herein, we summarize recent study results reported in the literature regarding the use of HAIC
for metastatic liver tumors, with special focus on colorectal cancer.

1. Introduction

Malignancy with liver metastasis plays an important role in
daily oncology practice, especially for primary cancers of
the gastrointestinal (GI) tract and hepatopancreatobiliary
system [1]. The liver is commonly the first site of distant
metastasis. For example, about three-quarters of patients with
stage IV colorectal cancer (CRC) have liver metastases [2].
Many of these patients have metastatic disease confined to
the liver only. It has been demonstrated that for patients with
such limited distant metastases, locoregional therapy such
as surgery may be helpful [3, 4]. However, usually the liver
metastases are too advanced to be resected by hepatectomy.
Fewer than 15% of these patients receive hepatectomy to a
curative extent [5].

On account of the dual vascular supply system and the
fact that most metastatic liver tumors are supplied by the
hepatic artery [6, 7], hepatic artery infusion chemother-
apy (HAIC) is an appealing method for the treatment of

liver metastases. HAIC has several advantages over intra-
venous chemotherapy. First, chemotherapeutic agents can
be delivered more specifically to malignant cells. Normal
hepatocytes that mostly rely on the portal venous system
are thus exposed to fewer chemotherapeutic agents. Second,
many chemotherapy agents used in HAIC have a high first-
pass hepatic clearance effect, such as 5-fluorouracil (5-FU)
and floxuridine (FUDR), a prodrug of 5-FU. Over 90% of
FUDR and 19%–50% of 5-FU are cleared by the liver when
they are administered by HAIC [8]. Systemic exposure to
chemotherapeutic agents is thus decreased.

These two mechanisms enable HAIC to provide a higher
exposure of chemotherapy tomalignant cells withminimized
toxicities. The higher drug level may also overcome drug
resistance. For example, intravenous (IV) anthracyclines are
generally considered ineffective for CRC. HAIC with piraru-
bicin, an anthracycline that is an analogue of doxorubicin, has
been demonstrated to have a fair efficacy inCRCpatientswith
liver metastases [9–11].
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The equipment and skills related to HAIC have been in
development for more than 5 decades. With advances in
implantable catheters and ports, external infusion pumps
can be avoided to decrease catheter-related complications.
Catheter implantation is generally performed via the femoral,
axillary, or subclavian arteries under fluoroscopic guidance
[12–15].The angiography should be carefully reviewed before
and after catheter implantation to identify any anomalous
vasculature. The tips of HAIC catheters are fixed at the gas-
troduodenal artery or proper hepatic artery. The HAIC ports
are then immobilized subcutaneously. Finally, a perfusion
scan is usually performed for HAIC catheters to detect any
unexpected shunting to other organs.

Adverse reactions to HAIC can be divided into catheter-
related complications and chemotherapy-related compli-
cations. Common catheter-related complications include
catheter displacement, hepatic artery occlusion, and catheter-
related infection [16–18]. The complication rates for these
issues have been reported to be lower than 7% in recent
studies, compared to 22–35% in earlier studies. The most
common chemotherapy-related complication is gastrointesti-
nal symptoms. Nausea and vomiting can occur in 25–35%
patients [17, 19]. Hepatobiliary toxicity, including elevation of
serum hepatic transaminase levels, and hyperbilirubinemia
are also important problems [20–23].

Although the rationale for the use of HAIC for metastatic
liver tumors is appealing, the actual benefit of HAIC is not
wholly clear. The lack of large randomized clinical trials
makes it difficult to examine the overall survival benefits.
However, results from previous studies are accumulating gra-
dually and could provide some hints as to the actual efficacy
of HAIC for metastatic liver tumors. Herein, we summarize
recent study results reported in the literature with regards to
the use ofHAIC formetastatic liver tumors, with special focus
on CRC.

2. Colorectal Cancer

2.1. HAIC Combined with Systemic Chemotherapy. CRC is
the third most prevalent malignant disease around the world
[24, 25]. Despite screening and early surgery, many patients
eventually suffer frommetastatic disease.The liver is themost
frequent metastatic site of CRC. CRC with liver metastasis
becomes an important issue for treatment of metastatic CRC,
and HAIC potentially provides good local control with a
response rate (RR) ranging from 34% to 92% (Table 1) when
combined with systemic chemotherapy.

Mancini et al. conducted a clinical trial that enrolled 123
CRC patients with unresectable liver metastasis [27]. The
patients were randomized into two arms. In arm one, patients
received intravenous 5-FU chemotherapy and infusional
cisplatin via HAIC. In arm two, patients received intravenous
5-FU chemotherapy and bolus cisplatin via HAIC.There was
no significant difference in response between the two arms,
and thus, treatment response was presented as a combination
of all patients in the two arms.The overall RRwas 52%, which
included a 17% complete response rate. The median overall
survival (OS) was 18 months and 28 months for all patients

and responders, respectively. Kemeny et al. conducted a
clinical trial that enrolled 49 patients with CRC who had
unresectable liver-confined metastasis only [31]. The patients
received intravenous oxaliplatin and irinotecan (CPT-11)
combined with FUDR via HAIC. The overall RR was 92%,
which included a 8% complete response rate [31].Themedian
OS was 50.8 months for chemotherapy-näıve patients and 35
months for previously-treated patients.

Although these studies did not incorporate targeted ther-
apy agents, the reported response rates are comparable to
current standards using combination therapy with targeted
and cytotoxic chemotherapy. However, whether the addition
of HAIC to current standard treatment, which generally
provides a high response rate of 47%–64%, is useful remains
unclear [32–35]. Recently, targeted therapy has also been used
with HAIC in some small series. Bouchahda et al. demon-
strated that HAIC could be combined with intravenous
cetuximab in two patients in a retrospective study [36]. Fur-
ther research with different combinations of novel targeted
therapy is warranted.

2.2. Reversing Inoperable Disease to Operable Disease. For
patientswithCRCand liver-onlymetastatic disease, complete
resection provides the chance of a cure.When livermetastatic
disease develops, complete resection can provide a potential
cure for CRCpatients. However, only 10–15%of these patients
are eligible for such surgery upon diagnosis [5]. Because of
the high response rate, HAIC may reverse inoperable liver
metastatic disease to an operable status.

Kemeny et al. conducted a clinical trial examining the
use of intravenous oxaliplatin and CPT-11 combined with
FUDR via HAIC for patients with CRC-related unresectable
liver-confined metastasis only [31]. Initially, 98% of these
resectable cases had bilobar metastatic lesions, and 73% of
them had >5 hepatic lesions. The overall RR was high at
92%. Twenty-three (47%) patients eventually received hep-
atectomy to a curative extent. Yamaguchi et al. conducted
a clinical trial that enrolled 22 patients who had CRC and
unresectable liver metastasis to receive intravenous CPT-11
with oral tegafur/uracil in combination with 5-FU via HAIC
[26]. The definition of unresectability included (1) tumors
involved all liver segments, (2) inadequate liver reservation
after resection, and (3) tumors involved all main hepatic
veins or both inflow pedicles. The overall RR was 86.4%, and
eventually 14 patients (63.6%) underwent complete resection
of liver tumors.

Other than 5-FU, oxaliplatin and CPT-11 have also been
tested in HAIC. Ducreux et al. conducted a clinical trial that
enrolled 28 patients who had CRC-related inoperable liver-
confined metastatic diseases only [37]. Twenty-one of these
patients had received previous intravenous 5-FU therapy.The
patients then received intravenous 5-FU and leucovorin (LV)
with oxaliplatin infused via HAIC. The RR was 64%, and the
median overall survival (OS) was 27 months. Approximately
18% of patients’ diseases became operable following therapy.
The same group then further applied this regimen in a
second-line setting [38]. Boige et al. conducted a clinical trial
that enrolled 44 patients who had CRC-related inoperable
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Table 1: Selective studies of combining HAIC with systemic chemotherapy for colorectal cancer.

Authors Year Setting Treatment Line Inclusion
population

Patient
no.

(treata)

Median
OS

(months)
RR Note

Yamaguchi et al.
[26] 2011 Pro,

phase I/II

HAIC → 5-FU
IV → CPT-11 + LV
Oral tegafur/uracil

First line Unresectable
hepatic mets

Phase 1:
12 (12)
Phase 2:
22 (22)

Not reach 86.4% RCR:
63.6%

Mancini et al.
[27] 2003 Pro, Ran

Arm1: HAIC → continuous
cisplatin

IV → 5-FU
Arm2: HAIC → bolus

cisplatin
IV → 5-FU

First line Unresectable
hepatic mets

58 (58)
65 (65) 18 52%

Goéré et al. [28] 2010 Ret HAIC → oxaliplatin
IV → 5-FU + LV

First line: 18
Second line: 69

Unresectable
hepatic mets

87 (87) NM 55%

5-year
sur-
vival:
56%

Gallagher et al.
[29] 2007 Ret HAIC → FUDR + Dexa

IV → CPT-11
Failed

oxaliplatin
Unresectable
hepatic mets 39 (39) 18 44%

Pilati et al.
[30] 2009 Ret

Arm1: HAIC → FUDR + LV
Arm2: HAIC → FUDR + LV

IV → 5-FU + LV
NM Unresectable

hepatic mets
72 (72)
81 (81)

18
19.1

52.7%
50.6%

Selected studies that enroll patients with colorectal cancer to receive systemic chemotherapy in combination with HAIC are listed here. Studies designed for
patients with colorectal cancer-related liver-confined metastatic disease were listed in Table 2.
∗With statistical significance.
aActual patients’ number who received treatment.
Abbreviations—OS: overall survival, RR: response rate, Pro: prospective, Ran: randomized, Ret: retrospective, NM: not mentioned, HAIC: hepatic artery
infusion chemotherapy, IV: intravenous, FUDR: floxuridine, LV: leucovorin, Dexa: dexamethasone, CPT-11: irinotecan,Mets: metastasis, and RCR: resectability
conversion rate.

liver-confinedmetastatic diseases only and inwhomfirst-line
chemotherapy failed [38]. Treatment of twenty-eight of these
patients with 5-FU, oxaliplatin, and CPT-11 had previously
failed. For only one patient, 5-FU alone failed, and in the
others both 5-FU and either CPT-11 or oxaliplatin treatment
failed. The RR was 62% and the median overall survival (OS)
was 16 months. Similarly, 18% of patients’ disease became
operable following therapy.

For HAIC, the hepatic resectability conversion rate is
worthy of emphasis. The current standard treatment, com-
bined targeted and cytotoxic chemotherapy, usually gener-
ates a less than 10% hepatic resectability conversion rate
according to post hoc analysis [32, 35, 39]. Folprecht et al.
conducted the CELIM study that enrolled 114 patients who
had CRC and inoperable liver-confined metastatic diseases
who received intravenous cetuximab and combination cyto-
toxic chemotherapy [40]. Overall, 38% of patients eventually
received curative hepatectomy. It is worthy of note that 32%
of patients with paired images before and after surgery in
CELIM trial were considered operable prior to chemotherapy
when the images were reviewed centrally. Although there
has been no large-scale phase III trial to prove the concept
that HAIC might improve the liver resectability conversion
rate, the above results are promising, with high response rates
and good conversion rates of reversing inoperable disease to
operable disease.Theoutcome is evenmore encouraging con-
sidering that these studies did not incorporate novel targeted
agents, such as bevacizumab and cetuximab.

2.3. Liver-Confined Disease. Some patients who receive local
therapy for early CRC may suffer from recurrence, with liver
metastasis as the only disease site (liver-confined disease).
Although systemic chemotherapy is the standard treatment
for metastatic CRC, some of these patients had had their
primary cancer treated previously and suffered from liver-
confined metastatic disease. For these patients, it is reason-
able to develop a local therapy with an enhanced efficacy
against liver metastases. The mechanism of HAIC suits this
purpose.

HAIC exhibits a high RR, ranging from 22% to 92%,
albeit with an unclear effect on overall survival in this setting
(Table 2). In the CALGB 9481 trial, 135 CRC patients with
inoperable liver-confined disease were randomly assigned
to receive FUDR via HAIC or intravenous bolus 5-FU and
LV [41]. Patients who received HAIC compared to patients
who received IV chemotherapy had a significantly higher RR
(47% versus 24%, 𝑃 = 0.012) and a longer median OS (24.4
months versus 20.0 months; 𝑃 = 0.003). Patients treated with
HAIC had a significantly longer time to hepatic progression
compared to patients who received IV chemotherapy (9.8
months versus 7.3 months; 𝑃 = 0.034), but a significantly
shorter time to extrahepatic progression (7.7 months versus
14.8 months; 𝑃 = 0.029).

Besides FUDR or 5-FU, mitomycin-C (Mit-C) has also
been used inHAIC [47, 49]. Kemeny et al. randomly assigned
63 CRC patients with inoperable liver-confined disease
to receive high-dose Mit-C and FUDR/LV via HAIC [47].



4 International Journal of Hepatology

Table 2: Selective studies of HAIC for liver-confined metastatic disease from colorectal cancer.

Authors/
Year Setting Treatment Line Inclusion

population
Patient no.
(treat)a

Median
OS

(months)
RR Note

Kemeny
et al.
2006
[41]

Pro, Ran Arm1: HAIC → FUDR + LV + Dexa
Arm2: IV → 5-FU + LV First line Unresectable

liver confined
68 (59)
67 (58)

24.4∗
20

47%∗
24%

QOL
improvement

Fiorentini
et al.
2006
[42]

Pro,
phase III

Arm1: HAIC → 5-FU + LV
Arm2: HAIC → 5-FU + LV

IV → 5-FU + LV
First line Unresectable

liver confined
40 (36)
42 (40)

14
20

41.7%
47.5%

Fallik
et al.
2003
[11]

Pro,
phase II

HAIC → pirarubicin
IV → 5-FU + LV First line Unresectable

liver confined 75 (69) 20 34.4%

Kerr
et al.
2003
[43]

Pro, Ran Arm1: HAIC → 5-FU + LV
Arm2: IV → 5-FU + LV First line Unresectable

liver confined
145 (95)
145 (126)

14.7
14.8

22%
19%

Allen-
Mersh
et al.
2000
[44]

Pro, Ran
Arm1: HAIC → FUDR

IV → 5-FU + LV
Arm2: IV → 5-FU

First line Unresectable
liver confined

41 (39)
43 (42) NM 45%

23%
No QOL
difference

Lorenz
et al.
2000
[45]

Pro, Ran
Arm1: HAIC → 5-FU + LV
Arm2: IV → 5-FU + LV
Arm3: HAIC → FUDR

First line Unresectable
liver confined

57 (40)
57 (71)b
54 (37)

18.7
17.6
12.7

45%
19.7%
43.2%

Kemeny
et al.
2009
[31]

Pro,
phase I

HAIC → FUDR + Dexa
IV → oxaliplatin + CPT-11

First
line: 23
Second
line: 26

Unresectable
liver confined 49 (49)

First line:
50.8

Second
line: 35

92% RCR: 47%

Ducreux
et al.
2005
[37]

Pro HAIC → Oxaliplatin
IV → 5-FU + LV

First
line: 7
Second
line: 21

Unresectable
liver confined 28 (26) 27 64% RCR: 18%

Kemeny
et al.
2005
[46]

Pro,
phase I

Arm1: HAIC → FUDR + DEXA
IV → oxaliplatin + CPT-11

Arm2: HAIC → FUDR + DEXA
IV → oxaliplatin + 5-FU + LV

First
line: 4
After
first line:
32

Unresectable
liver confined 36 (36) 36

22
90%
87%

Kemeny
et al.
2009
[31]

Pro,
phase I

HAIC → FUDR + Dexa
IV → Oxaliplatin + CPT-11

First
line: 23
Second
line: 26

Unresectable
liver confined 49 (49)

First line:
50.8

Second
line: 35

92% RCR: 47%

Kemeny
et al.
2005
[47]

Pro,
phase II HAIC → FUDR + Dexa + Mit-C

First
line: 26
Second
line: 37

Unresectable
liver confined 63 (63)

First line:
23

Second
line: 20

First
line:
73%
Sec-
ond
line:
70%

Lorenz
et al.
2001
[48]

Pro,
phase II HAIC → 5-FU + LV

First
line: 40
Second
line: 10

Unresectable
liver confined 50 (50) 22.3 56%
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Table 2: Continued.

Authors/
Year Setting Treatment Line Inclusion

population
Patient no.
(treat)a

Median
OS

(months)
RR Note

Boige
et al.
2008
[38]

Pro HAIC → oxaliplatin
IV → 5-FU + LV

After
first line

Unresectable
liver confined 44 (43) 16 62% RCR: 18%

Fazio
et al.
2003
[49]

Ret HAIC → cisplatin + Mit-C + 5-FU After
first line

Hepatic mets
predominentc 45 (44) NM 35%

Kemeny
et al.
2001
[50]

Pro,
phase I

HAIC → FUDR + DEXA
IV → CPT-11

After
first line

Unresectable
liver confined 46 (46) 17.2 74%

Van Riel
et al.
2000
[51]

Ret HAIC → 5-FU All Hepatic mets
predominentc 145 (145) 14.3m 34%

Hepatic
artery

thrombosis
(48%)

Fujimoto
et al.
2009
[52]

Ret HAIC → 5-FU NM Unresectable
liver confined 72 (72) 18 38%

Sameshima
et al.
2007
[53]

Ret HAIC → 5-FU NM Unresectable
liver confined 42 (42) 29.1 57%

Selected studies that enroll patients with colorectal cancer-related liver-confined metastatic disease are listed here. Studies designed for patients with colorectal
cancer to receive systemic chemotherapy in combination with HAIC are listed in Table 1.
∗With statistical significance.
aActual patients’ number who received treatment.
bPatients who did not receive treatment in arm1 and arm3 received treatment as arm2.
cTrial enrolled patients with liver-confined disease or “minimal” extrahepatic disease.
Abbreviations—OS: overall survival, RR: response rate, Pro: prospective, Ran: randomized, Ret: retrospective, NM: not mentioned, HAIC: hepatic artery
infusion chemotherapy, IV: intravenous, FUDR: floxuridine, LV: leucovorin, Dexa: dexamethasone, Mit-C: mitomycin C, CPT-11: irinotecan, QOL: quality of
life, Mets: metastasis, and RCR: resectability conversion rate.

The RRwas 73% in the chemotherapy-naı̈ve patients and 70%
in previously-treated patients. However, the expense was a
high biliary toxicity. Elevation of the serum bilirubin level
>3mg/dL occurred in 22.5% patients. Half of the patients
suffered from at least a doubling of the serum hepatic trans-
aminase level. Besides, biliary sclerosiswas noted in 6 patients
(9.5%) and liver bilomas in 5 (7.9%) patients.

Fallik et al. enrolled 75 patients with CRC and inoperable
liver-confined metastatic diseases in a phase II trial [11]. All
patients received intravenous 5-FU and LV in combination
with HAIC using pirarubicin, an anthracycline analog. The
overall RRwas 31.9% and themedianOSwas 19months.Most
important was that grade 4 neutropenia was reported for 27
cycles (23%). The toxicity profile seemed acceptable in this
trial and no cardiac toxicity was reported.

Several small studies in the literature have addressed
the use of HAIC in liver-confined disease of CRC. The
study designs and results were heterogeneous across these
trials. Therefore, Mocellin et al. conducted a meta-analysis
to compare HAIC and intravenous chemotherapy for liver-
confinedmetastatic diseases ofCRC [54, 55]. Ten randomized
controlled trials, including a total of 1277 patients, were

enrolled in the analysis. All studies used 5-FU or FUDR
as single agents via HAIC or intravenous chemotherapy.
Although theRRwas significantly higher in patients receiving
HAIC than in patients receiving intravenous chemotherapy
(42.9% versus 18.4%, 𝑃 < 0.001), the median OS was not
significantly longer (15.9 months versus 12.4 months, 𝑃 =
0.240).

The result of this meta-analysis should be interpreted
cautiously. The analyzed ten clinical trials were mostly con-
ducted a decade ago and used 5-FU only in intravenous
chemotherapy, which is clearly inadequate as compared with
present therapies. This explains the inferior OS outcome of
12 months only in either treatment arm and the uncertainty
regarding the interpretation of this meta-analysis result. On
the contrary,many patientswhowere allocated into theHAIC
arms in these trials did not receive HAIC mainly due to
catheter-related complications. Some of them were allowed
to cross over into intravenous chemotherapy arms but still
analyzed as HAIC in an intent-to-treat manner. All these
reasons suggest difficulty in interpretation of this meta-ana-
lysis.
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According to current evidence, HAIC demonstrates bet-
ter locoregional control for CRC patents with liver-confined
disease, at the expense of poor extrahepatic disease progres-
sion. Although there was a survival benefit for HAIC-treated
patients reported in the CALGB 9481 study, this OS benefit
became nonsignificant when ten studies were enrolled into a
meta-analysis. Evidence as towhetherHAICprovides a better
survival benefit than systemic therapy is thus still lacking,
and further large-scale clinical trials arewarranted. Except for
5-FU and FUDR, some other cytotoxic agents such as Mit-
C and pirarubicin are also applied via HAIC. As we know,
anthracycline drugs were thought to be ineffective in the
treatment of CRC. However, anthracycline analogs demon-
strated potential efficacy in CRC via HAIC because of their
special mechanism, which provides a greater drug selection
for the treatment of CRC.

2.4. HAIC after Curative Hepatectomy. With improvement in
surgical techniques, more and more CRC patients with liver-
confinedmetastasis receive surgery for both the primaryCRC
and liver tumors with a curative intent. Prevention of disease
recurrence is crucial in these patients. Some physicians use a
local treatment, HAIC, in this adjuvant setting.

Kemeny et al. enrolled 156 CRC patients who received
complete resection of liver metastatic disease [56, 57]. These
patients were randomized into groups receiving either intra-
venous 5-FU alone or in combination with HAIC using
FUDR. In an updated result after a median follow-up dura-
tion of 10.3 years, patients who received combination therapy
with HAIC had a significantly longer progression-free sur-
vival than patients who received intravenous therapy alone
(31.3 months versus 17.2 months, 𝑃 = 0.02) [57]. Although
the OS was not significantly different, the trend still favored
combination therapy with HAIC (68.4 months versus 58.8
months, 𝑃 = 0.10).

Oxaliplatin is the current standard for adjuvant treatment
of stage III CRC [58]. When the efficacy of newer agents
for the treatment of CRC has been proven, they have been
tested for HAIC. Alberts et al. conducted a phase II trial that
enrolled 76 patients with CRCwho had liver-confinedmetas-
tasis [59]. After curative surgery for both the primary tumor
and liver metastases, patients received adjuvant intra-venous
oxaliplatin and oral capecitabine alternated with HAIC
FUDR plus dexamethasone. Although 3 treatment-related
deaths were reported, the median disease-free survival was
32.7 months and only 30 patients developed recurrent malig-
nancies after median follow-up time of 4.8 years.

In addition to oxaliplatin, CPT-11 has also shown a fair
efficacy for stage 4 CRC and thus was also examined in
combination with HAIC. Kemeny et al. conducted a phase
I/II trial that enrolled 96 patients with CRC who had liver-
confined metastasis [60]. After curative surgery, patients
received adjuvant intravenous CPT-11 combined with HAIC
FUDR plus dexamethasone. With a median follow-up time
of 26 months, the 2-year survival rate was 89%, and 1.5-year
hepatic disease-free survival rate was 88%.

In the targeted therapy era, a combination of HAIC with
novel targeted agents was also tested in some series. Kemeny

et al. randomly assigned 73 CRC patients with resected liver-
confined disease to receive curative hepatectomy [61]. All
patients received intravenous oxaliplatin or CPT-11 plus infu-
sional 5-FU in combination with FUDR plus dexamethasone
via HAIC. Patients were randomized into two arms, receiving
intravenous bevacizumab or not. The 4-year recurrence-free
survival rate was 46% and 37% for the no bevacizumab arm
and the bevacizumab arm (𝑃 = 0.4), respectively, after a
median follow-up duration of 30 months.

There have recently been some convincing results show-
ing a lower recurrence rate forHAIC in combinationwith sys-
temic therapy after curative hepatectomy. Systemic chemo-
therapy after curative surgery for liver metastatic disease is
still the standard treatment, and HAICmight provide enhan-
ced locoregional control for the liver. Further large-scale
phase III trials are warranted.

3. Other Malignancies

3.1. Gastric Cancer. The prognosis of gastric cancer with liver
metastases is extremely poor, with median OS of only 2–6
months if untreated [62]. The standard treatment is combi-
nation systemic chemotherapy including platinum analogs
and 5-FU. For better palliation, some case series reported the
efficacy of HAIC as a liver-directed therapy. Tarazov reported
the results of HAIC using 5-FU and doxorubicin in 12
patients with unresectable gastric cancer-related bilobar liver
metastases [62]. The RR was 25% and the median OS was 23
months. One patient had 60 months of stable disease after
7 courses of HAIC treatment. Kumada et al. conducted a
phase II trial that tested HAIC with 5-FU, epirubicin, and
Mit-C in 63 patientswith gastric cancerwho had unresectable
liver metastasis [63]. Only 36 patients were documented to
have liver-confinedmetastatic diseases.The response rate was
55.6%, with three complete responders. For patients with
liver-confined disease, the median OS was 13 months.

As a treatment for synchronous multiple liver metastases
from gastric cancer after palliative gastrectomy to maintain
quality of life, Ojima et al. retrospectively analyzed 18 patients
who received HAIC with 5-FU [64]. The RR was 83% with
a response duration of 7.6 months. The median OS was 19.2
months.

According to the limited data above, HAIC potentially
provides high response rates in patients with liver metastases
of gastric cancer. The median OS in these small groups of
patients seemed longer given that the best survival in patients
receiving systemic chemotherapy has been reported to be 13.8
months [65]. Therefore, HAIC might have the potential to be
a feasible local treatment for gastric cancer with unresectable
liver metastases.

3.2. Uveal Melanoma. Uveal melanoma usually hematoge-
nously spreads into the liver in up to 95% patients [66]. Once
liver metastases occur, the life expectancy is less than 5
months. Because no systemic therapy is proved to have defi-
nite efficacy for metastatic uveal melanoma, regional therapy
to control liver metastases and delay extrahepatic spread
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becomes one of the treatment choices. Melichar et al. per-
formed HAIC with the combination of cisplatin, vinblastine,
and dacarbazine in 10 liver metastatic uveal melanoma
patients [67]. Two patients had partial response, and four
patients achieved stable disease. Those who had clinical ben-
efit survived for more than one year. Becker et al. conducted
a phase II prospective clinical trial that enrolled 48 patients
with metastatic uveal melanoma [66]. HAIC with fotemus-
tine was given to the 23 patients who had liver metastases
alone. Intravenous fotemustine was given to the 25 patients
who had metastases other than liver. All patients received
subcutaneous interleukin-2 and interferon 𝛼. The overall
RR was significantly higher for patients who received HAIC
than those patients who received intravenous chemotherapy
(21.7% versus 8.0%). However, the median OS was similar
(369 days versus 349 days).

With the therapeutic activity demonstrated above, HAIC
might play a role to control liver-confined metastatic uveal
melanoma. Comparing with the cumulating results from
chemoembolization in uvealmelanomawith livermetastases,
the evidence for the better efficacy of HAIC is still scarce and
needs more studies [68].

3.3. Pancreatic Cancer. The prognosis of pancreatic cancer is
extremely poor because of the low resection rate at diagnosis,
rapid progression, and frequentmetastasis even after curative
surgery. Despite the advances of cancer therapy generally,
the survival of patients with pancreatic cancer did not
improve significantly in the past decades. Liver is the most
common site of metastasis, and thus, HAIC was examined as
a strategy for palliation or prevention of liver metastasis. For
unresectable pancreatic cancer withoutmetastasis, HAICwas
also examined as a primary treatment modality for primary
tumors from pancreatic body and tails [69].

Homma et al. also enrolled 16 patients with pancreatic
cancer-related liver metastases who received cisplatin and 5-
FU via HAIC [70]. The RR was 68.8% with median survival
16.25 months.

There were few studies focusing on HAIC in the adjuvant
setting. Hashimoto et al. conducted a retrospective analysis
that enrolled 42 patients with pancreatic cancer who received
curative pancreatectomy and subsequent 5-FU viaHAIC [71].
Hepatic recurrence rate was 7.1% with a median 19-month
followup.

From the above studies, HAIC for pancreatic cancer is a
way for local treatment. Besides, HAIC also provides poten-
tial benefit to reduce recurrence after pancreatectomy, com-
pared to the 36% recurrent rate reported by CONKO-001
study using systemic gemcitabine alone [72].The cost of rela-
tive high complication rate remains the problem. Common
complications include high probability of hepatic arterial
stenosis (19.6%) and liver abscess (3.6%). Due to the limita-
tion of various HAIC techniques and different vasculatures
of each patient, large prospective trial is required for further
investigation.

3.4. Biliary Tree Cancer. Due to limited effective therapy for
unresectable and metastatic biliary tract cancers, HAIC was

also applied in several studies. These studies of biliary tract
cancer were heterogeneous in patient population, and most
studies included more than one cancer type. Inaba et al.
conducted a phase I/II trial for patients with unresectable
intrahepatic cholangiocarcinoma [73]. HAIC with gemc-
itabine was applied in 13 patients. One patient had partial
response and 8 patients had stable disease. The response
rate was 7.7%. In addition to gemcitabine, cisplatin and
epirubicin combination were also examined. Cantore et al.
conducted a phase II study that enrolled 25 patients with
metastatic intrahepatic cholangiocarcinoma and 5 patients
with gallbladder carcinoma to receive intravenous 5-FU and
HAICwith cisplatin and epirubicin [74]. Overall RRwas 40%
including 1 patientwho achieved complete remission.Median
OS was 13.2 months. Mambrini et al. conducted a phase II
trial that enrolled 20 patients with unresectable metastatic
intra- or extra-hepatic biliary tree cancers to receive oral
capecitabine and HAIC using cisplatin and epirubicin [75].
The overall RR was 31.5%, and median OS was 18 months.

From the evidence of these phase II studies, combination
HAIC with oral or intravenous chemotherapy seems to be
a safe and effective treatment modality. With the advance
of intervention radiology and radiotherapy techniques, mul-
timodality treatment incorporating radiation, drug-eluting
beads, and chemoembolization were also developing in com-
bination with HAIC [76, 77]. Further comparison of different
treatments modality and large scale phase III trials are
needed.

3.5. Neuroendocrine Tumor. Gastroenteropancreatic neu-
roendocrine tumors often metastasize to liver and contribute
substantially to one of the most important noncolorectal
causes of liver metastases [78]. Due to limited patients num-
bers, HAIC for unresectable liver metastases from neuroen-
docrine tumors has mostly been studied retrospectively.

Christante et al. collected 77 patients with extensive liver
metastases with disease progression after octreotide treat-
ment [79]. Fifty-nine patients received four cycles of 5-FU
via HAIC with the addition of selective chemoembolization
at the end of third and fourth cycles. However, 18 patients
received HAIC alone due to the concern of hepatotoxicity.
Overall response rate was 80%, and median progression-free
survival was 19 months, and all the responders were treated
with combination of HAIC and chemoembolization.

Most of theHAIC studies in neuroendocrine tumorswere
conducted in combination with chemoembolization. Due
to the limitation of scarce retrospective studies with HAIC
treatment alone, the efficacy of HAIC for neuroendocrine
tumors seems to be difficult to clearly be identified based on
current evidences. Further studies are warranted.

4. Conclusion

In this article, we presented the current lines of evidence of
HAIC as a treatment of liver metastases. HAIC provides a
good locoregional control to liver tumors. Most of evidences
mainly came from studies of CRC. For patients with CRC
and inoperable liver metastasis, HAIC has potentials to
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enhance the treatment response of the liver metastases when
combined with systemic chemotherapy. For CRC patients
who had failed previous intravenous chemotherapies, HAIC
still provides fair efficacy of control to liver tumors. Patients
with initially considered inoperable liver metastases could
have a chance to receive surgery if HAIC converts the tumors
back to operable status. However, the evidence to support if
HAIC could totally replace the intravenous chemotherapies
is still not strong enough across previous trials. Therefore,
current standard for liver metastatic CRC is still intravenous
chemotherapy, and HAIC could be provided as local control
focusing on liver. As for CRC patients with initially oper-
able liver metastatic tumors who received curative opera-
tion, HAIC in combination with intravenous chemothera-
pies demonstrated good competence to reduce liver recurrent
and to subsequently prolong the overall survival. Some new
agents could be used in HAIC in combination to systemic
agents, such as pirarubicin, which is initially considered
ineffective for CRC. With the emergent novel agents and
targeted agents in the 21 century, more studies are needed for
different combinations with HAIC.

HAIC is also applied for other malignant diseases with
livermetastases, especially for thosemalignancies which have
poor response to systemic chemotherapy, such as melanoma
or pancreatic cancer. Although the results for large-scale
prospective phase III trials are warranted, HAIC seems to
become an attractive procedure for hepatic metastatic dis-
eases in the future.
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[58] T. André, C. Boni, L. Mounedji-Boudiaf et al., “Oxaliplatin,
fluorouracil, and leucovorin as adjuvant treatment for colon
cancer,” New England Journal of Medicine, vol. 350, no. 23, pp.
2343–2351, 2004.

[59] S. R. Alberts, M. S. Roh, M. R. Mahoney et al., “Alternating
systemic and hepatic artery infusion therapy for resected liver

metastases from colorectal cancer: a North Central Cancer
Treatment Group (NCCTG)/National Surgical Adjuvant Breast
and Bowel Project (NSABP) phase II intergroup trial, N9945/
CI-66,” Journal of Clinical Oncology, vol. 28, no. 5, pp. 853–858,
2010.

[60] N. Kemeny, W. Jarnagin, M. Gonen et al., “Phase I/II study of
hepatic arterial therapy with floxuridine and dexamethasone in
combination with intravenous irinotecan as adjuvant treatment
after resection of hepatic metastases from colorectal cancer,”
Journal of Clinical Oncology, vol. 21, no. 17, pp. 3303–3309, 2003.

[61] N. E. Kemeny, W. R. Jarnagin, M. Capanu et al., “Randomized
phase II trial of adjuvant hepatic arterial infusion and systemic
chemotherapy with or without bevacizumab in patients with
resected hepatic metastases from colorectal cancer,” Journal of
Clinical Oncology, vol. 29, no. 7, pp. 884–889, 2011.

[62] P. G. Tarazov, “Transcatheter therapy of gastric cancer metas-
tatic to the liver: preliminary results,” Journal of Gastroenterol-
ogy, vol. 35, no. 12, pp. 907–911, 2000.

[63] T. Kumada, Y. Arai, K. Itoh et al., “Phase II study of combined
administration of 5-fluorouracil, epirubicin and mitomycin-C
by hepatic artery infusion in patients with liver metastases of
gastric cancer,” Oncology, vol. 57, no. 3, pp. 216–223, 1999.

[64] H. Ojima, S. Ootake, T. Yokobori et al., “Treatment of multiple
liver metastasis from gastric carcinoma,” World Journal of Sur-
gical Oncology, vol. 5, article 70, 2007.

[65] Y. J. Bang, E. Van Cutsem, and A. Feyereislova, “Trastuzumab
in combination with chemotherapy versus chemotherapy alone
for treatment of HER2-positive advanced gastric or gastro-
oesophageal junction cancer (ToGA): a phase 3, open-label,
randomised controlled trial,”The Lancet, vol. 376, no. 9749, pp.
687–697, 2010.

[66] J. C. Becker, P. Terheyden, E. Kämpgen et al., “Treatment of
disseminated ocular melanoma with sequential fotemustine,
interferon 𝛼, and interleukin 2,” British Journal of Cancer, vol.
87, no. 8, pp. 840–845, 2002.

[67] B. Melichar, Z. Voboril, M. Loj́ık, and A. Krajina, “Liver metas-
tases from uveal melanoma: clinical experience of hepatic arte-
rial infusion of cisplatin, vinblastine and dacarbazine,” Hepato-
Gastroenterology, vol. 56, no. 93, pp. 1157–1162, 2009.

[68] T. Vogl, K. Eichler, S. Zangos et al., “Preliminary experience
with transarterial chemoembolization (TACE) in liver metas-
tases of uveal malignant melanoma: local tumor control and
survival,” Journal of Cancer Research and Clinical Oncology, vol.
133, no. 3, pp. 177–184, 2007.

[69] G. H. Han, Z. X. Yin, X. J. Meng et al., “Prospective randomized
clinical trial of two drug delivery pathway in the treatment of
inoperable advanced pancreatic carcinoma,” Chinese Journal of
Digestive Diseases, vol. 7, no. 1, pp. 45–48, 2006.

[70] H. Homma, T. Doi, S. Mezawa et al., “A novel arterial infusion
chemotherapy for the treatment of patients with advanced pan-
creatic carcinoma after vascular supply distribution via supers-
elective embolization,” Cancer, vol. 89, no. 2, pp. 303–313, 2000.

[71] A. Hashimoto, H. Nishiofuku, T. Tanaka et al., “Safety and
optimal management of hepatic arterial infusion chemotherapy
after pancreatectomy for pancreatobiliary cancer,” American
Journal of Roentgenology, vol. 198, pp. 923–930, 2012.

[72] H. Oettle, S. Post, P. Neuhaus et al., “Adjuvant chemotherapy
with gemcitabine vs observation in patients undergoing cura-
tive-intent resection of pancreatic cancer: a randomized con-
trolled trial,” Journal of the American Medical Association, vol.
297, no. 3, pp. 267–277, 2007.



International Journal of Hepatology 11

[73] Y. Inaba, Y. Arai, H. Yamaura et al., “Phase I/II study of
hepatic arterial infusion chemotherapy with gemcitabine in
patients with unresectable intrahepatic cholangiocarcinoma
(JIVROSG-0301),” American Journal of Clinical Oncology, vol.
34, no. 1, pp. 58–62, 2011.

[74] M. Cantore, A.Mambrini, G. Fiorentini et al., “Phase II study of
hepatic intraarterial epirubicin and cisplatin, with systemic 5-
fluorouracil in patients with unresectable biliary tract tumors,”
Cancer, vol. 103, no. 7, pp. 1402–1407, 2005.

[75] A. Mambrini, A. Guglielmi, P. Pacetti et al., “Capecitabine plus
hepatic intra-arterial epirubicin and cisplatin in unresectable
biliary cancer: a phase II study,” Anticancer Research C, vol. 27,
no. 4, pp. 3009–3013, 2007.

[76] S. Matsumoto, H. Kiyosue, E. Komatsu et al., “Radiotherapy
combined with transarterial infusion chemotherapy and con-
current infusion of a vasoconstrictor agent for nonresectable
advanced hepatic hilar duct carcinoma,” Cancer, vol. 100, no. 11,
pp. 2422–2429, 2004.

[77] S. C. Schiffman, T. Metzger, G. Dubel et al., “Precision hepatic
arterial irinotecan therapy in the treatment of unresectable
intrahepatic cholangiocellular carcinoma: optimal tolerance
and prolonged overall survival,” Annals of Surgical Oncology,
vol. 18, no. 2, pp. 431–438, 2011.

[78] A. Benevento, L. Boni, L. Frediani, A. Ferrari, and R. Dionigi,
“Result of liver resection as treatment for metastases from
noncolorectal cancer,” Journal of Surgical Oncology, vol. 74, pp.
24–29, 2000.

[79] D. Christante, S. Pommier, B. Givi, and R. Pommier, “Hepatic
artery chemoinfusion with chemoembolization for neuroen-
docrine cancer with progressive hepatic metastases despite
octreotide therapy,” Surgery, vol. 144, no. 6, pp. 885–894, 2008.


