TRANSARTERIAL

CHEMOEMBOLIZATION (TACE)

For the treatment of primary and metastatic liver cancer

70-90%

The percentage of patients with
hepatocellular carcinoma (HCC) are not
eligible for liver resection due to factors
like tumor size, advanced stage disease or
underlying liver conditions.
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1.5 Years

The average national wait time for
a liver transplant.?

15-30%

The dropout rate for liver transplant waiting lists,
with the major reason being disease progression
beyond the criteria for receiving a transplant.®

TACE is appropriate for patients who:

- Are not candidates for surgical resection

«Have cancer contained within the liver

-Have good liver function

.Have intermediate-stage hepatocellular
carcinoma (BCLC stage B) or early-stage disease

-Require a bridging therapy while awaiting
liver transplant

-Require a downstaging therapy to meet the
criteria for liver transplant

- Are at an advanced cancer stage and require
palliative care

Patients may not qualify for TACE if
they have:

-Poor liver function (e.g. Child-Pugh B or C)

. Cancer that has spread to lymph nodes or other
organs

. Cancer that has invaded major blood vessels

. Biliary obstruction - a bile duct blockage may
need to be treated before TACE can be performed.

TACE: A HIGHLY TARGETED,
LESS TOXIC TREATMENT

An alternative to surgical resection of the
liver, transarterial chemoembolization
(TACE) is used for primary and metastatic
hepatocellular carcinoma.

Liver tumors grow a large number of blood
vessels to feed themselves, which draw the
majority of their blood from the hepatic
artery. Because the liver also receives blood
from the portal vein, the hepatic artery may
be blocked to “starve” these tumors of their
blood supply, without adversely affecting
the remainder of the liver.

The delivery of chemotherapy is performed
with drug-eluting beads (DEBs) containing
one drug or a combination of drugs, such

as doxorubicin, cisplatin and mitomycin.
These beads become lodged in the
microvasculature of the arteries feeding

the tumors while slowly releasing the
chemotherapy drugs contained within them.

For more information, or
to consult with us about

a patient you feel could
benefit from TACE, please
call us at 205-905-8411.
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TRANSARTERIAL

CHEMOEMBOLIZATION (TACE)

Key Advantages of TACE:
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High success rate.
Chemoembolization stops
tumor growth in approximately
60-80% of patients*®

Preserves liver function.
Because it is highly targeted,
the treatment does not affect
normal liver function®
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Faster recovery.

Because chemotherapy is not
delivered to the entire body,
patients can expect to feel better
in a shorter period of time.

Tumors larger than 5cm may require multiple
TACE sessions to fully treat. If cancer is present in
both lobes of the liver, each lobe will be treated at
different times, and usually about a month apart.

Side effects are less than with open surgery or
systemic chemotherapy. These include post-
embolization syndrome (fever, fatigue, nausea or
vomiting), bruising or bleeding at the catheter site,
hair loss, ascites, inflammation of the gallbladder,
pulmonary embolism and infection.

Vascular & Interventional Specialists
of America

VISA interventional radiologists are highly
experienced with TACE treatments. With a
combined total of 40+ years of experience in
interventional procedures, our physicians utilize
medical imaging to expertly guide procedures
using tiny catheters and miniature instruments
from within the body's vascular system.

In addition to cancer treatment, we offer
minimally invasive treatments for vascular
disease, vertebral compression fractures,
uterine fibroids, chronic hemorrhoids,

enlarged prostate (BPH), knee osteoarthritis
and more. For more information, please visit
visavascular.com or call us at 205-905-8411.
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