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Introduction Results Results
* Transarterial radioembolization ('_I'ARE) IS a historically effective treatment for Figure 2: Normal Tissue Complication Probability Stratification? . Optimization of outcomes in TARE therapy requires meticulous pre-procedural
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» We sought to understand the contraindications, safety pitfalls, and optimization observation of shunting andfn_on-targ_e’F ﬂcml, while personalized dosimetry is
protocols of TARE therapy to maximize outcomes in complex liver anatomy. 0451~ T L necessary to reduce risks of liver toxicity.
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* Areview of literature regarding TARE including case reports, summary articles, « TARE therapy carries significant risks of hepatic, pulmonary, and Gl toxicity, which

retrospective cohort studies, and systematic reviews in PubMed was undertaken. E 0.25 can be mitigated with careful patient selection and pre-procedure planning.
« Studies specifically regarding optimization of TARE procedural steps were > .
emphasized ? Conclusions
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 TARE is an innovative radiation therapy with high response rates in unresectable
HCC and liver-dominant metastatic disease.
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Figure 1: Merged Cohort Study Design?
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» By utilizing pre-procedural mapping, careful patient selection, and customized
dosimetry, TARE offers high-dose, localized treatment with relative sparing of
iIntact parenchyma.

Development of
tumour-non tumour
treatment planning [10]

Prospective application
of treatment planning:
75 Gy to normal liver

Limitations

* Understanding of utilization of future TARE models is limited along with how to
optimize dosimetry to enhance patient safety measures

EXCLUSION CRITERIA RETROSPECTIVELY EXCLUDED
1. Complete obstruction of portal vein 1. Complete obstruction of portal vein
2. Tumour burden> 50% 2. Tumour burden > 50%

3. Sorafenib pre TARE 3. Sorafenib pre TARE
4. TACE pre TARE

Future Directions

« Continued prospective studies evaluating next-generation imaging models and
refinement of dosimetric models are key areas that can continue to be studied to
enhance the safety, efficacy, and patient population criteria of TARE therapy.

106 Child-Pugh A patients
9 Child-Pugh B excluded Intentionally comparable to Cohort 1
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