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Xelox (capecitabine plus oxaliplatin) as neoadjuvant chemotherapy
of unresectable liver metastases in colorectal cancer patients
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Complete resection of liver metastasis may provide long term survival in patients with colorectal cancer. Increased
number of studies on succesful resection after neoadjuvant chemotherapy with initially unresectable liver metastasis has
been reported. We evaluated retrospectively the results of 35 patients with unresectable liver only metastases from colorectal
cancer treated with capecitabine plus oxaliplatin combination (XELOX). Treatment consisted of IV oxaliplatin 130 mg/m2
day 1 and oral capecitabine 1000  mg/m2 day twice daily on days 1 to 14 followed by 7 days of rest repeated every 3 weeks.
After chemotherapy, 13 (37, 2 %) patients showed partial clinical response. Among them, 7 patients were considered suitable
for surgery but 2 patients refused the surgery. While one of 5 patients had unresectable disease at surgery, the remaining 4
patients (11, 4 %) had a complete resection. There was one postoperative mortality due to sepsis within 2 months after
surgery.  Our data suggests that XELOX regimen seems to be useful in unresectable liver only metastases from colorectal
cancer because of its activity, feasibility and tolerability. Further studies of XELOX in combination with bevacizumab and/
or cetuximab are warranted in this setting.
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Surgical resection of liver metastases from colorectal
cancer is known to be associated with long term survival
(1-5) but only 10-20 % of patients with isolated liver me-
tastases are candidates for curative liver surgery (6). A
number of studies have confirmed that neoadjuvant che-
motherapy has successfully downstaged liver metastases
and rendered some patients resectable who were initially
unresectable (7-15).

 In correlation with recent development in the chemo-
therapy of colorectal cancer, new combinations including
oxaliplatin/5-FU/FA (9, 11), irinotecan/5-FU/FA (16),
irinotekan/5FU/FA/oxaliplatin (13, 17) and irinotecan/5-FU/
FA/intraarterial chemotherapy (14) has been recently evalu-
ated as neoadjuvant setting in patients with unresectable liver
metastases and 48-73 % of response rate and 29-43 % of re-
sectability has been reported with these regimens.

It has been reported that the XELOX is a highly effective
and well-tolerated regimen and capecitabine has strong po-
tential to replace FU/LV as the optimal combination partner
for oxaliplatin (18). Moreover, very recently, XELOX has been
reported to be equivalent to infused 5-FU/oxaliplatin regi-
men in the first line chemotherapy of metastatic colorectal
cancer in a phase III randomized trial (19).

This is the first report evaluating the XELOX regimen as
neoadjuvant setting in colorectal cancer patients with
unresectable liver metastases only.

Patients and methods

We retrospectively evaluated the file records of 35 patients
with unresectable liver only metastases from colorectal can-
cer received capecitabine plus oxaliplatin combination
(XELOX) between July 1998 and May 2006. The median age
was 58 years (range 28-75) and 20 (25%) patients were fe-
male.
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The inclusions criteria were as follows: no evidence of me-
tastases at other sites, Eastern Cooperative Oncology Group
(ECOG) performance status <3, no previous chemotherapy
for advanced disease, adjuvant chemotherapy or concurrent
chemoradiotherapy finished at least 6 months before, adequate
bone morrow (white blood cell count >3x109/l,
platelets>100x109/l, hemoglobulin >10g/dl), liver (total
bilirubin<2mg/dl, aspartate aminotransferase or alanine ami-
notransferase <3xupper limit of normal) and renal (blood urea
nitrogen <30mg/dl, creatinine <1,5x upper limit of normal),
no history of other malignancies and age 18-75 years.

 Responses to treatment were evaluated after every 2 cycles
by ultrasonography and/or computed tomography and/or
magnetic resonance image according to WHO criteria (20).
Responders were defined as complete response (CR, disap-
pearance of assessable disease) or partial response (PR,
reduction of more than 50% of the lesion of the two largest
tumor diameter). Stable disease (SD) meant less than 25%
increases in tumor size. Progressive disease (PD) was defined
by an increase of more than 25 % in tumor size.

Disease unresectabilty was established for all patients by
teams that included surgeons, oncologists and radiologist who
are expert in this field. The criteria of unresectability were the
number of metastases (>4), and/or their size (diameter >5cm)
and/or their location in both lobes and/or the percentage of liver
involvement and/or the invasion of intrahepatic vascular struc-
tures. Resectabilty of liver metastases after the chemotherapy
was reconsidered periodically, along with the objective response

to chemotherapy by the same teams and was attempted when
technically possible and when potentially curative.

Treatment consisted of IV oxaliplatin 130 mg/m2 day 1
and oral capecitabine 1000 mg/m2 day twice daily on days 1
to 14 followed by 7 days of rest repeated every 3 weeks. The
dose of capecitabine was adjusted for adverse events of grade
2 or higher intensity, according to the standard scheme de-
scribed by Blum et al. (21). The dose of oxaliplatin was reduced
for  grade 3 vomiting, grade 3 or 4 thrombocytopenia or grade
4 neutropenia and for paresthesiae with pain or functional
impairment persistent between cycles.

Statistical analysis

Progression-free survival (PFS) was calculated as the period
from the start of neoadjuvant chemotherapy to the first observa-
tion of disease progression or death from any cause. The overall
survival (OS) time was calculated as the period from the start of
neoadjuvant chemotherapy until death from any cause or until
the date of the last follow-up. Both progression-free and overall
survival times were estimated by the Kaplan-Meier method. Sur-
vival curves were compared with the log-rank test. P values less
than 0, 05 were accepted as significant.

Results

Characteristics of patients, response to neoadjuvant chemo-
therapy and resection rates are shown in table 1. Twenty-eight

Table 1. Characteristics of patients

                        Response Rates (%) Underwent
Characteristics  n (%) CR PR SD PD resection (%)

No. of patients 35 (100) 0 (0) 13 (37,2) 8 (22.8) 14 (40) 4 (11.4)
ECOG performance status

0 15(42.8) 0 (0) 6 (40) 5 (33.3) 4 (26.7) 3 (20)
 1-2 20(57.1) 0 (0) 7 (35) 3 (15) 10 (50) 1 (5)

Primary tumor
Colon 20(57.2) 0 (0) 6 (30) 4 (20) 10(50) 2 (10)
Rectum 15(42.8) 0 (0) 7 (46.6) 4 (26.7) 4 (26.7) 2 (13.3)

Metastases
Synchronousy 28 (80) 0 (0) 10 (35.7) 7 (25) 11 (39.3) 2 (7.1)
Metachronous 7 (20) 0 (0) 3 (42.8) 1 (14.4) 3 (42.8) 2 (28.6)

Reasons for unresectability
A 19 (54.3) 0 (0) 10 (52.6) 3 (15.7) 6 (31.5) 3 (15.7)
B 4 (11.4) 0 (0) 2 (50) 1 (25) 1 (25) 1 (25)
C 0 0 (0) 0 0 0 0 (0)
D 0 0 (0) 0 0 0 0 (0)
E 1 (2.86) 0 (0) 1 (100) 0 0 0 (0)
A+B 5 (14.3) 0 (0) 0 0 5 (100) 0 (0)
A+C 1 (2.86) 0 (0) 0 0 1 (100) 0 (0)
A+D 1 (2.86) 0 (0) 0 1 (100) 0 0 (0)
A+B+C 1 (2.86) 0 (0) 0 1 (100) 0 0 (0)
A+B+C+D 3 (8.6) 0 (0) 0 2 (66.6) 1 (33.4) 0 (0)

A – Number of metastases (>4), B – Size of metastases (diameter >5cm), C – Unfavorable location of metastases, D – Massive liver involvement (>70%),
E – Invasion of intrahepatic vascular structures
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(%80) patients had synchronous and 7(%20) had metachronous
liver metastases. Median overall survival was 12 months for all
patients (95%: CI 8-16 months) (Figure 1).

A total of 123 cycles of chemotherapy were administered,
with a median of 4 cycles per patient (range 2-9). The dura-
tion of chemotherapy ranged from 4, 5 to 8, 7 months (median
6, 7 months). A partial response was achieved in 13 (37, 2 %)
patients and 8 (22, 8 %) patients had a SD more than 3 months.
PFS was 11 months (95%: CI 9-14 months) for patients who
had a response (PR). No complete response was observed. A
total of 7 (20 %) patients with PR were considered suitable
for surgery (five after six cycles of chemotherapy, 3 after 4
cycles of chemotherapy) after the complete evaluation by ra-
diological imaging but one of them refused the surgery. Six
patients who had a PR were not considered for surgery, be-
cause of lesion larger than >5 cm (1 patients) and miliary
bilobar involvement (6 patients). The remaining 7 patients
were considered to be suitable for metastasectomy, but 2 pa-
tients refused surgery and one of them had a radiofrequency
ablation. After laparotomic evaluation, one of five patients
considered suitable for surgery were found to have
unresectable disease because of peritoneal involvement. The
remaining 4 patients (11, 4 %) had a complete resection: 3
underwent multiple segmental resections and one had a right
hepatectomy. There was one post-operative mortality due to
sepsis within 2 months after surgery. Among patients with
curative resection, one patient received six cycles of postop-
erative chemotherapy including irinotecan, bevacizumab and
one patient received 4 cycles of oxaliplatin, xeloda and
bevacizumab combination. The remaining one did not receive
any additional chemotherapy. Three out of four patients (one
died due to sepsis) with complete resection of liver metastases

are still alive without any disease progression. Overall sur-
vival curves of patients according to response and complete
resection are shown in figure 2 and 3, respectively. Patients
who had an objective response (PR) after neoadjuvant che-
motherapy had significantly higher median OS (15 months
(95%: CI 13-17 months) vs. 10 months (95%: CI 7-15 months))
compared to the patients who did not respond to neoadjuvant
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Figure 1. Overall survival of patients
Figure 2. Overall survival according to response to neoadjuvant XELOX
regimen
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Figure 3. Overall survival of patients according to having complete
resection or not
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chemotherapy (p<0, 05). Median survival time has not been
reached for patients underwent curative resection.

Adverse events are shown in table 2. Hematological toxic-
ity (all grades) was reported by 16 (45.7 %) patients. Six
(17.1%) patients experienced grade 3/4 neutropenia includ-
ing one complicated with neutropenic fever. Gastrointestinal
toxicities were acceptable: six (17.1%) patients experienced
grade 3/4 diarrhea, but no patient required hospitalization.
Grade 3/4 nausea and vomiting were reported in 3 (8.6 %)
patients. In 3 (8.6%) patients, a dose reduction was required
because of grade 4 neutropenia (one patient), grade 3 diar-
rhea (one patient) and grade 3 neuropathy (one patient).

Discussion

Hepatic resection of liver metastases is the only form of
treatment that offers a chance of long term survival in
colorectal cancer (8).Early experience with liver resection
showed that some patients undergoing surgery were cured of
their metastatic disease (22). Unfortunately, only 10-20 % of
patients with liver metastases are suitable for curative liver
surgery (6). Although few studies were reported before the
era of new drugs (23), the advance that have been made in
systemic chemotherapy have prompted reports of resections
of initially unresectable liver metastases following chemo-
therapy (24). The low response rate of fluoropyrimidine-based
regimens (10 % to 25 %) explains the lack of reports before
the era of oxaliplatin and irinotecan. It was suggested that the
survival of patients with initially unresectable liver metastases
who undergo curative liver surgery after neoadjuvant chemo-
therapy is similar to the survival of patients with resectable
liver metastases following chemotherapy (24).

Bismuth et al. (8) reported the first large retrospective analy-
sis of patients with unresectable liver metastases. After the
treatment of 330 patients with chronomodulated oxaliplatin/
FU/LV, complete resection of liver metastases was obtained
in 46 (14 %) patients with 40 % of 5-year survival rate. In two
studies, FOLFOX-4 (11) and FOLFIRI (12) were used in pa-
tients with unresectable liver metastases and a response rate
of 50 % was reported in both studies resulting in the complete
resection of liver metastases in 33 % and 40 % of patients,
respectively. Recently, four-drug combination (oxaliplatin,
irinotecan, FU, FA) were used in two studies and higher re-

sponse rates of 64 % (13) and 73 % (17) with 43 % and 35 %
of complete resection rates were reported, respectively.

On the other hand, among studies designed for the pallia-
tive treatment of metastatic colorectal cancer, some reported
results of patients with liver only metastases treated with
more popular regimens including cetuximab (25, 26),
gefitinib (27) and  bevacizumab (28) in combination with
oxaliplatin/FU/LV or irinotecan/FU/LV in their subgroup
analysis and 43-78 % of response rate and 13-22 % of re-
sectability were obtained.

In Sumpter’s study (29), 47 patients with metastatic
colorectal cancer were treated  with XELOX and a 27, 6 % of
response rate including 2, 1 % of CR and 13, 4 months me-
dian survival were reported. Our results with an overall
response rate of 37, 2 %, a stable disease of 22, 8 % and a
median OS of 12 months are similar to those reported by other
authors with XELOX in metastatic colorectal cancer patients
(18, 29-31). In contrast to these studies, however, there was
no CR in our study. We treated our patients with curative in-
tent and surgery was performed as soon as the tumor becomes
resectable, because withholding surgery and continuing che-
motherapy until best response may result in disappearance of
all visible tumors and make patients inoperable. We can eas-
ily speculate that some of our patients underwent curative
surgery would have CR if we continued chemotherapy in stead
of performing surgery after PR. In other XELOX studies,
however, patients were treated palliatively until best response.

Although there are many studies evaluating the role of dif-
ferent chemotherapy combinations in colorectal cancer
patients with unresectable liver only metastases, only one study
reported by Sumpter et al. (29) reported the results of a sub-
group of 12 patients with liver only metastases after XELOX
regimen and 5 patients (41, 6 %) had an objective response
and 4 (33, 3 %) patients had a complete resection of liver
metastases. However, the fact that one patient with progres-
sive and one with stable disease had surgery in this study
implies that some patients may have been resectable before
neoadjuvant chemotherapy.

Our study is the first report evaluating XELOX regimen
as neoadjuvant setting in unresectable liver only metastases
from colorectal cancer patients. In our study, 7 patients were
considered suitable for surgery but 2 refused the surgery.
While one of 5 patients had unresectable disease at surgery,
the remaining 4 patients (11, 4 %) had a complete resection.
There was one postoperative mortality due to sepsis within
2 months after surgery. Although response rates found in
our study are quite close to other studies investigated
neoadjuvant chemotherapy in unresectable liver only me-
tastases with current combinations including FOLFOX-4,
FOLFIRI, a 11, 4 % of resectability rate seen in our study
which would probably increase to 17, 1 % if we include pa-
tients refused surgery is somewhat less than 33 %-40% of
resectability reached in other studies (11, 12). The initial
assessment and criteria for unresectability are different be-
tween studies and most often poorly defined in many

Table 2. Common toxicities

Toxicity                                        No. of patients (%)
All grades Grade 3/4

Neutropenia 16(45.7) 6(17.1)
Febrile neutropenia 1(2.86) 1(2.86)
Neuropathy 10(28.6) 1(2.86)
Nausea/vomiting 13(37.1) 3(8.6)
Oral mucositis 10(28.6) 3(8.6)
Diarrhea 14(40) 6(17.1 )
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published studies. While in one trial (17) patient inclusion
criteria defined as technical non-resectability, in most other
studies the definition of non-resectability was left to the
evaluation of the local clinicians (24). If resectable liver
metastases would have been declared erroneously
nonresectable at first evaluation, the results could easily turn
meaningless as mentioned for the study of Sumpter et al.
(29). The relatively lower resectability rate of our study is
probably related to the different unresectability criteria be-
tween the present and other studies rather than uneffectivity
of XELOX. Despite retrospective nature of our study,
unresectability was reviewed in all patients according to well
established criteria mentioned in methods section by teams
that included surgeons, oncologists and radiologist who are
expert in this field. Standardization of guidelines for deter-
mining resectability will facilitate to compare the studies
going to make in this area.

 Some prognostic factors such as rectal site of primary tu-
mor, number of >2 metastases and a tumor size exceeding 10
cm has been reported after resection of liver metastases in
colorectal cancer patients (32-37). In our study, although sta-
tistical analysis is not possible because of small number of
patients in each group, patients with good performance sta-
tus, synchronous metastases and unresectability criteria due
to number and size of metastases had higher resectabilty ra-
tios in accordance to other studies (32-37) (Table 1).

XELOX regimen was generally well tolerated. In total, 17.1
% of patients experienced grade 3/4 adverse events, which
seems better than other studies including infusional 5-FU plus
irinotecan and/or oxaliplatin (11-13, 17). A dose reduction
was required only in 8.6 % of patients, because of grade 3/4
toxicities. One patient died of sepsis probably related to the
surgery.

In conclusion, XELOX regimen seems to be useful in
unresectable liver only

metastases from colorectal cancer as neoadjuvant setting
because of its activity, feasibility and tolerability. Moreover,
XELOX is also a good combination candidate for implica-
tions of biologic agents such as bevacizumab and cetuximab
to increase resectabilty rate in this setting. Further studies of
XELOX in combination with bevacizumab and/or cetuximab
are warranted in patients with unresectable liver only me-
tastases for colorectal cancer.

References

[1] LINDA C. CUMMINGS, JONATHAN D. PAYES, GRE-
GORY S. Cooper Survival after hepatic resection in metastatic
colorectal cancer: A population-based study, Cancer, 718–
726 Published Online: 19 Jan 2007,

[2] NORDLINGER B, GUIGUET M, VAILLANT JC, et al.
Surgical resection of colorectal carcinoma metastases to the
liver. A prognostic scoring system to improve case selection,
based on 1568 patients. Association Francaise de Chirurgie.
Cancer. 1996; 77: 1254–62.

[3] GIACCHETTI S, ITZHAKI M, GRUIA G, et al. Long-term
survival of patients with unresectable colorectal cancer liver
metastases following infusional chemotherapy with 5-fluo-
rouracil, leucovorin, oxaliplatin and surgery. Ann Oncol. 1999;
10: 663–9.

[4] GAYOWSKI TJ, IWATSUKI S, MADARIAGA, et al. Expe-
rience in hepatic resection for metastatic colorectal cancer:
analysis of clinical and pathologic risk factors. Surgery. 1994;
116: 703–10

[5] BALLANTYNE GH, QUIN J. Surgical treatment of liver
metastases in patients with colorectal cancer. Cancer. 1993;
71 (12 Suppl): 4252–66.

[6] ADAM R. Chemotherapy and surgery: new perspectives on
the treatment of unresectable liver metastases. Ann Oncol.
2003; 14 Suppl 2: ii13–6.

[7] FALCONE A, MASI G, ALLEGRINI G, et al. Biweekly che-
motherapy with oxaliplatin, irinotecan, infusional Fluorouracil,
and leucovorin: a pilot study in patients with metastatic col-
orectal cancer. J Clin Oncol. 2002; 20: 4006–14.

[8] BISMUTH H, ADAM R, LEVI F, et al. Resection of nonre-
sectable liver metastases from colorectal cancer after
neoadjuvant chemotherapy. Ann Surg. 1996; 224: 509–22

[9] GIACCHETTI S, ITZHAKI M, GRUIA G, et al. Long-term
survival of patients with unresectable colorectal cancer liver
metastases following infusional chemotherapy with 5-fluo-
rouracil, leucovorin, oxaliplatin and surgery. Ann Oncol. 1999;
10: 663–9.

[10] ADAM R, AVISAR E, ARICHE A, et al. Five-year survival
following hepatic resection after neoadjuvant therapy for non-
resectable colorectal. Ann Surg Oncol. 2001; 8: 347–53.

[11] ALBERTS SR, HORVATH WL, STERNFELD WC, et al.
Oxaliplatin, fluorouracil, and leucovorin for patients with
unresectable liver-only metastases from colorectal cancer: a
North Central Cancer Treatment Group phase II study. J Clin
Oncol. 2005; 23: 9243–9.

[12] POZZO C, BASSO M, CASSANO A, et al. Neoadjuvant
treatment of unresectable liver disease with irinotecan and 5-
fluorouracil plus folinic acid in colorectal cancer patients.
Ann Oncol. 2004; 15: 933–9.

[13] de la CAMARA J, RODRIGUEZ J, ROTELLAR F, et al.
Triplet therapy with oxaliplatin, irinitecan, 5-fluorouracil and
folinic acid within combined modality approach in patients
with liver metastases from colorectal cancer Proc Am Soc
Clin Oncol, 2004, abstr 3593

[14] ZELEK L, BUGAT R, CHERQUI D, et al; European Asso-
ciation for Research in Oncology, Creteil, France. Multimodal
therapy with intravenous biweekly leucovorin, 5-fluorouracil
and irinotecan combined with hepatic arterial infusion pira-
rubicin in non-resectable hepatic metastases from colorectal
cancer (a European Association for Research in Oncology
trial). Ann Oncol. 2003; 14: 1537–42.

[15] LEONARD GD, BRENNER B, KEMENY NE. Neoadjuvant
chemotherapy before liver resection for patients with unre-
sectable liver metastases from colorectal carcinoma. J Clin
Oncol. 2005; 23: 2038–48.

[16] GIACCHETTI S, PERPOINT B, ZIDANI R, et al. Phase III
multicenter randomized trial of oxaliplatin added to chrono-



70 U. COSKUN, S. BUYUKBERBER, E. YAMAN, A. UNER, O. ER, M. OZKAN, M. DIKILITAS et al.

modulated fluorouracil-leucovorin as first-line treatment of
metastatic colorectal cancer. J Clin Oncol. 2000; 18: 136–47.

[17] QUENET F, NORDLINGER B, RIVOIRE M, et al. Resec-
tion of previously unresectable liver metastases from
colorectal cancer (LMCRC) after chemotherapy (CT) with
CPT-11/L13 OHP/LV5FU (Folfirinox): A prospective phase
II trial. Proc Am Soc Clin Oncol, 2002, 21: 143a

[18] CASSIDY J, TABERNERO J, TWELVES C, et al. XELOX
(capecitabine plus oxaliplatin): active first-line therapy for
patients with metastatic colorectal cancer. J Clin Oncol. 2004;
22: 2084–91.

[19] Safety and efficacy of oxaliplatin/fluoropyrimidine regimens
with or without bevacizumab as first-line treatment of meta-
static colorectal cancer (mCRC): Final analysis of the
TREE-Study. J Clin Oncol 24, 2006: Abs: 3510

[20] MILLER AB, HOOGSTRATEN B, STAQUET M, WIN-
KLER A.. Reporting results of cancer treatment. Cancer. 1981;
47: 207–14.

[21] BLUM JL, JONES SE, BUZDAR AU, et al. Multicenter phase
II study of capecitabine in paclitaxel-refractory metastatic
breast cancer. J Clin Oncol. 1999 Feb; 17: 485–93.

[22] WOODINGTON GF, WAUGH JM. Results of resection of
metastatic tumors of the liver. Am J Surg. 1963 Jan; 105: 24–
9.

[23] FOWLER WC, EISENBERG BL, HOFFMAN JP. Hepatic
resection following systemic chemotherapy for metastatic
colorectal carcinoma. J Surg Oncol. 1992; 51: 122–5.

[24] FOLPRECHT G, GROTHEY A, ALBERTS S, et al. Neoad-
juvant treatment of unresectable colorectal liver metastases:
correlation between tumour response and resection rates. Ann
Oncol. 2005; 16: 1311–9.

[25] TABERNO J, VAN CUSTEM E, SASTRE J, et al. An inter-
national phase II study of cetuximab in combination with
oxaliplatin/5-fluorouracil (5-FU)/folinic acid (FA) (FOLFOX-
4) in the first line treatment of patients with metastatic
colorectal cancer (CRC) expressing Epidermal Growth Fac-
tor Receptor (EGFR). Preliminary results. Proc Am Soc Clin
Oncol, 2004, 23: abstr 3512

[26] ROUGIER P, RAOUL JL, VAN LAETHEM JL, et al.
Cetuximab + FOLFIRI as first line treatment for metastatic
colorectal CA. Proc Am Soc Clin Oncol, 2004, 23: abstr
3513

[27] FISHER GA, KUO T, CHO CD, et al. A phase II study of
gefinitib in combination with FOLFOX-4 (IFOX) in patients
with metastatic colorectal cancer. Proc Am Soc Clin Oncol,
2004, 23: abstr 3514

[28] HURWITZ H, FEHRENBACHER L, NOVOTNY W, et al.
Bevacizumab plus irinotecan, fluorouracil, and leucovorin for
metastatic colorectal cancer. N Engl J Med. 2004 Jun 3; 350:
2335–42.

[29] SUMPTER K, HARPER-WYNNE C, CUNNINGHAM D,
et al. Oxaliplatin and capecitabine chemotherapy for advanced
colorectal cancer: a single institution’s experience. Clin On-
col (R Coll Radiol). 2003; 15: 221–6.

[30] BORNER MM, DIETRICH D, STUPP R, et al. Phase II study
of capecitabine and oxaliplatin in first- and second-line treat-
ment of advanced or metastatic colorectal cancer. J Clin Oncol.
2002; 20: 1759–66.

[31] ZEULI M, NARDONI C, PINO MS, et al. Phase II study of
capecitabine and oxaliplatin as first-line treatment in advanced
colorectal cancer. Ann Oncol. 2003; 14: 1378–82.

[32] LAURENT C, SA CUNHA A, COUDERC P, et al. Influ-
ence of postoperative morbidity on longterm survival
following liver resection for colorectal metastases. Br J Surg.
2003; 90: 1131–6.

[33] SCHEELE J, STANG R, ALTENDORF-HOFMANN A,
PAUL M. Resection of colorectal liver metastases. World J
Surg. 1995; 19: 59–71.

[34] JAECK D, BACHELLIER P, GUIGUET M, et al. Long-term
survival following resection of colorectal hepatic metastas-
es. Association Francaise de Chirurgie. Br J Surg. 1997; 84:
977–80.

[35] FONG Y, FORTNER J, SUN RL, et al. Clinical score for
predicting recurrence after hepatic resection for metastatic
colorectal cancer: analysis of 1001 consecutive cases. Ann
Surg. 1999; 230: 309–18

[36] ADAM R, PASCAL G, AZOULAY D, et al. Liver resection
for colorectal metastases: the third hepatectomy. Ann Surg.
2003; 238: 871–83

[37] STANGL R, ALTENDORF-HOFMANN A, CHARNLEY
RM, SCHEELE J. Factors influencing the natural history of
colorectal liver metastases. Lancet. 1994; 343: 1405–10.


