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GIDEON: The Largest Global Observational
Study Completed in HCC (n = 3,202)

Pre-Sorafenib Therapy for HCC by Geographical Region

o AP EU LA USA Japan Overall
. n=928  n=1113 n=90 n=563 n=508  N=3202
All LRTs 67.2 43.5 27.8 49.4 84.4 57.5
TACE 60.3 33.1 13.3 37.1 71.3 47.2
Conventional
TACE (Lipiodol)* 90.2 59.2 83.3 40.7 82.3 73.9
DEB-TACE * 2.9 36.1 16.7 39.7 1.7 15.9
Surgical treatment 24.2 15.5 5.6 9.4 43.3 21.1
Ablation 15.5 20.2 17.8 12.6 50.0 22.2

" For patients who received TACE: n=1511; AP=560, EU=368, LA=12, USA=209, Japan=362;
AP, Asia-Pacific; LA, Latin America; LRTs, Loco-Regional Therapies

Lencioni R et al. Int J Clin Pract 2014;68:609-617




EASL-EORTC Clinical Practice Guidelines:
Management of HCC
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EASL-EORTC Clinical Practice Guidelines: Management
of hepatocellular carcinoma

European Association for the Study of the Liver™,
European Organisation for Research and Treatment of Cancer

Contributors: Chairmen: Josep M. Llovet (EASL); Michel Ducreux (EORTC). Clinical
Practice Guidelines Members: Riccardo Lencioni; Adrian M. Di Bisceglie; Peter R.
Galle; Jean Francois Dufour; Tim F. Greten; Eric Raymond; Tania Roskams; Thierry De
Baere; Michel Ducreux; and Vincenzo Mazzaferro. EASL Governing Board Repre-
sentatives: Mauro Bernardi. Reviewers: Jordi Bruix; Massimo Colombo; Andrew Zhu.

EASL-EORTC. J Hepatol 2012;56:908-943 - Eur J Cancer 2012;48:599-641




Treatment Options for HCC: Levels of Evidence
and Grade of Recommendation
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EASL-EORTC Clinical Practice Guidelines:
BCLC Staging and Treatment Strategy
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Stage 0 Stage A-C Stage D

PST 0O, Child-Pugh A PST 0-2, Child-Pugh A-B PST >2, Child-Pugh C*
1

Very early stage (0) | | Early stage (A) Intermediate stage (B)l | Advanced stage (C) | | Terminal stage (D)

Single <2 cm, Single or 3 nodules =3 cm, Multinodular, Portal invasion,
Carcinoma in situ PS 0O PS 0O N1, M1, PS 1-2
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— Increased —-—l Associated diseases
I

r

Noimal | * * |

: Liver transplantation . Best supportive
Resection (CLT/LDLT) RFA TACE Sorafenib care

Curative treatment (30-40%) Target: 20% Target: 40% Target: 10%
Median OS >60 mo; 5-yr survival: 40-70% 0S: 20 mo (45-14) 0S: 11 mo (6-14) 0S: <3 mo

EASL-EORTC. J Hepatol 2012;56:908-943 - Eur J Cancer 2012;48:599-641




Resection versus RFA for Early-Stage HCC:
Bibliometric Map of Clinical Trials
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Resection vs RFA: Randomized Clinical Trials
Included Tumors of Different Stages
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Resection vs RFA: Randomized Clinical Trials
Included Tumors of Different Stages
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Stage 0 (Very Early) vs Stage A (Early) HCC:
Frequency and Distribution of Microsatellites

U 46% of
patients
with single

Stage O

: . / N
.\\\ |

T

i

T, T,

(

o
=
=

e

=

[
51
ol
=

22
E

ks
o
L

+§

-

T

Size of main tumor (mm)

Sasaki A et al. Cancer 2005;103:299-306




RFA: Histologic Outcome in Explanted Liver
Specimens

Histologic Outcome

Variables Successful RF Treatment Unsuccessful RF Treatment P Value*

Tumor size
=2.5 cm 26 (87)
=2.5cm 9 (53)
=3.0 cm 29 (83)
=3 cm 6 (50)
Location

Nonperivascular 28 (88)

Perivascular 7 (47)
Sex

Male 22

Female 13
RF device

Cool-tip”

Expandable+
Patient age (y)

Mean

Standard deviation

Lu DSK et al. Radiology 2005;234:954-960




Resection vs RFA for Solitary Small Tumors:
Nationwide Surveys

Overall Survival Overall Survival

—SR

— R FA 95% Confidence Interval

1yr 3yr 4yr
RES 93-98% 76-87% 68-81%
RFA 97-100% 76-86% 59-73%

SR vs RFA, p =0.04 ~
SR vs PEl, p=0.13 p = 0.353 (log-rank test)

months
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HasegawaK et al. J Hepatol 2013;58.:724-729 Pompili M et al. J Hepatol 2013;59:89-97




APASL Consensus Recommendations:
The Two Roles of Ablation in HCC Treatment
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Barcelona Clinic Liver Cancer (BCLC):
Staging System 1 Update 2011
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Image-Guided Ablation of HCC.:
Evolving Methods and Techniques
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Microwave vs Radiofrequency Ablation:
Experimental Findings

; Blood Perfused Bovine Liver Model
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Dodd GD Il et al. Radiology 2013;267:129-136




Microwave vs Radiofrequency Ablation:
Retrospective Studies

Overall Survival (n = 198) Complications (n = 879)
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Ding J et al. Eur J Radiol 2013;82:1379-1384



