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Abstract: With the chemembolization of colorectal-cancer (CRC)-metastatic hepatic lesions by
irinotecan-loaded microspheres, most researchers recommend slow embolizate delivery at the lobar-
artery level to the entire liver parenchyma without obtaining visible stasis. An association has been
reported between postoperatively visible embolizate stasis and lesion response to treatment. Possibly,
in some cases, more selective administration might give greater benefit, particularly with previous
systemic chemotherapy failure. Objective: Treatment response evaluation after chemoemboliza-
tion of CRC-metastatic liver lesions with irinotecan-loaded microspheres, according to a hepatic-
artery branch level of administration. Patients and methods: The analysis included 54 patients
(24 females, 30 males) with large (median diameter > 5 cm) CRC-metastatic liver lesions, who under-
went 196 chemoembolization procedures (mean 3.63 per patient) with irinotecan (100 mg)-loaded
microspheres. Patients were divided into two groups according to initial embolizate-administration
branch level: Group A (n = 26): at the segmental or subsegmental-vessel level; Group B (n = 28):
at the lobar-branch level. Treatment response was assessed by computed-tomography (mRECIST
criteria); overall survival (OS) and progression-free survival (PFS) were calculated using the Kaplan–
Meier method and adverse effects were assessed according to the Common Terminology Criteria
for Adverse Events (CTCAE; version 5.0). Results: There were statistically significant differences in
the occurrence of partial response (PR): higher in Group A (42.3%) than Group B (17.9%) (p = 0.039)
and occurrence of stable disease (SD): lower (p = 0.025) in Group A (11.5%) than Group B (39.4%).
However, occurrence of disease progression (PD) was similar: Group A: 42.3%; Group B: 42.9%
(p = 0.93). Patients in Group A presented with more favorable PFS (p = 0.029) and OS (p = 0.039)
than Group B. Median survival times: Group A: 15.2 months; Group B: 13.1 months. There was
no significant difference in complication incidence between groups (Group A: seven complications;
Group B: six complications; p = 0.863). Conclusion: Superselective chemoembolizate administration to
vessels supplying large CRC-metastatic liver lesions gave better response to treatment and extended
patient survival time, without significantly increasing complication risk.

Keywords: colorectal cancer; metastases; liver chemoembolization; DEB-TACE; irinotecan

1. Introduction

More than half of patients diagnosed with colorectal cancer (CRC) develop hepatic
metastases (CRHM), with surgical resection being the most effective method of treat-
ment [1]. However, due to the involvement of liver parenchyma and the patients’ general
condition, this is only possible in around 10–15% of patients [2]. Other treatment strategies

J. Pers. Med. 2022, 12, 414. https://doi.org/10.3390/jpm12030414 https://www.mdpi.com/journal/jpm

https://doi.org/10.3390/jpm12030414
https://doi.org/10.3390/jpm12030414
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jpm
https://www.mdpi.com
https://orcid.org/0000-0002-7271-7495
https://doi.org/10.3390/jpm12030414
https://www.mdpi.com/journal/jpm
https://www.mdpi.com/article/10.3390/jpm12030414?type=check_update&version=1


J. Pers. Med. 2022, 12, 414 2 of 10

for metastatic CRC include neoadjuvant and adjuvant chemotherapy, portal vein em-
bolization, radiation therapy, thermal ablation, transarterial radioembolization (TARE) and
chemoembolization (TACE). In patients who are ineligible for surgery, standard first-line
chemotherapy is 5-fluorouracil (5-FU), folinic acid with either irinotecan (FOLFIRI) or ox-
aliplatin (FOLFOX), alone or with vascular endothelial growth factor (VEGF) inhibitors [3].

Liver chemoembolization can be used, alone or in addition to standard chemotherapy,
and this often seems more effective than systemic chemotherapy [4]. Liver chemoem-
bolization allows for high-dose delivery of the chemotherapeutic agent directly to the
lesion, whilst reducing systemic exposure and the incidence of side effects due to irinotecan.
Most researchers recommend slow delivery of embolizate at the branch level of the lobar
arteries [5]. This delivers irinotecan microspheres to the entire liver parenchyma without
obtaining embolizate stasis in the hepatic artery branches.

There are few studies which have reported using selective chemoembolization. Some
recent studies have suggested the effect of tumor retention of contrast mixture and irinotecan-
loaded microspheres on treatment response [6]. The chemoembolization of large lesions is
particularly questionable, as patients often show a worse response to treatment, especially
after prior systemic chemotherapy. For this reason, we have proposed a modification to the
method of embolizate administration in cases of large metastatic lesions: initial superse-
lective administration into the sub- and segmental arteries supplying the lesion with the
creation of temporary stasis, followed by administration of the remaining embolizate at the
level of the lobar arteries without the creation of stasis (Figure 1).
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Figure 1. (A) Contrast-enhanced CT image before procedure: large metastatic lesion in the right
lobe of the liver (arrow). (B) Cone-beam computed tomography image before the procedure: visible
pathological tumor vessels (arrows). (C) Cone-beam computed tomography image three weeks after
the procedure: almost complete devascularization of tumor vessels (arrow).

Although some authors have considered stasis formation as an end point of chemoem-
bolization or have obtained stasis unintentionally [7], there are no studies in the literature
assessing the efficacy of drug-eluting bead transarterial chemoembolization (DEB-TACE)
with irinotecan according to the branch level of embolizate administration and the sta-
sis formed.

The aim of the present study was to assess the relationship between the administration
site of irinotecan microspheres (the branch level of embolization) and efficacy and safety in
the treatment of liver metastatic lesions from colorectal cancer.
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2. Materials and Methods

This retrospective study evaluated palliative chemoembolization procedures for un-
suitable for surgery hepatic metastatic lesions from CRC, performed between November
2016 and December 2019. Patients (n = 54; 24 females, 30 males) with up to 10 metastatic
lesions, with a mean diameter of the lesion greater than 5 cm, were analyzed. All patients
had previously received FOLFIRI chemotherapy (with calcium folinate, 5-fluorouracil
and irinotecan), and most had also received FOLFOX (folinic acid, 5-fluorouracil, and
oxaliplatin) treatment.

A total of 196 chemoembolization procedures were performed using microspheres
loaded with the cytostatic drug irinotecan (100 mg). The study was authorized by the
Bioethics Committee at Pomeranian Medical University, Szczecin, Poland and all patients
gave written informed consent.

Qualification for the procedure was obtained on the basis of abdominal computed
tomography (CT) and/or magnetic resonance imaging (MRI) and laboratory results after
consultation with a specialist oncologist, following European Society of Medical Oncology
(ESMO) recommendations concerning the presence of advanced disease unsuitable for
surgery due to the location of liver lesions and/or comorbidities, plus resistance to prior
systemic therapy. Indications for treatment and inclusion into the study included: presence
of hepatic lesions from metastasis with progression after prior systemic chemotherapy;
Eastern Cooperative Oncology Group (ECOG) performance status ≤ 1; no evidence of liver
failure; and age over 18 years old.

The exclusion criteria were: ECOG ≥ 2, liver failure, ascites, bilirubin level > 3 mg/dL,
involvement of more than 50% of liver parenchyma, renal failure (creatinine > 2 mg/dL),
thrombocytopenia (platelets < 50,000/mcl), and an allergy to contrast.

Patients were divided into two groups for different initial embolizate administration:
Group A (n = 26), with the site of embolizate administration at the level of segmental or
subsegmental vessels, and Group B (n = 28), in which embolizate was administered only
via lobar branches. Response to treatment was assessed by means of a CT scan according
to the modified Response Evaluation Criteria in Solid Tumors (mRECIST) criteria.

Treatment was performed according to a schedule of four procedures (or two if only
one lobe of the liver was involved) at 3-weekly intervals, with alternating embolization
administration via branches of the right or left hepatic artery and additional arteries
supplying liver lesions. Microspheres (Embozene Tandem 100 µm microspheres; CeloNova
Biosciences, now Varian Medical Systems, Inc, Palo Alto, CA, USA) were used. After
irinotecan was loaded onto the microspheres, the supernatant was removed and the loaded
microspheres were mixed with 10 mL of contrast agent (Iodixanolum 320 mg I/mL, GE
Healthcare Inc, Marlborough, MA, USA).

The procedures were performed by interventional radiologists with skills certification
and at least seven years of experience. Each patient received prophylactic antibiotics,
steroids and proton pump inhibitors on the day before and on the day of the procedure,
and additionally an antiemetic drug and an infusion of 1000 mL of 0.9% NaCl, ordered by
the anesthesiologist attending the procedure, according to hospital guidelines.

2.1. Procedure

Chemoembolizate was administered using the Seldinger puncture method via the
right or left common femoral artery. The coeliac trunk was then catheterized (in cases with
hepatic artery anatomical variant visible from previous CT scan: other visceral arteries
were also catheterized) using a SIM 5F catheter (Cordis/Johnson & Johnson, Miami, FL,
USA), and arteriography and cone-beam CT were performed.

Hepatic vascularization and metastatic lesions were then assessed and, depending on
their location and the image of the supply vessels, hepatic artery branches were catheter-
ized using Progreat® 2.7F microcatheters (Terumo, Tokyo, Japan). Patients in Group A
were initially catheterized superselectively, starting with a catheterizable subsegmental or
segmental branch supplying a particular tumor lesion visible via cone-beam CT. Adminis-
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tration of microspheres was preceded by injection of 2–3 mL of lidocaine into the catheter.
Subsequently, under fluoroscopy, the mixture of microspheres and contrast agent was
slowly injected (at a rate of approximately 1 mL/min), taking care that there was no reflux
proximal to the catheter tip. The embolizate was administered until “near-stasis” (a sta-
sis that resolves within seconds) was obtained at the level of the selectively catheterized
subsegmental or, less commonly, segmental branch.

The above procedure was repeated in every possible superselective catheterized
branch supplying the tumor lesion in question. Up to 50% of the previously prepared
embolizate was superselectively injected. Branches that did not supply neoplastic lesions
(as seen by cone-beam CT) were not catheterized. Procedures were terminated after
administration of the remaining half of the embolizate with the microcatheter tip in the
lobar artery, with the goal of delivering the embolizate to the entire treated region of
the liver.

In patients in Group B, only the lobar artery was catheterized and embolizate was
injected until all the drug was administered or until visible “near-stasis” was obtained at
the level of small tumor-feeding vessels, with no stasis within sub- or segmental vessels.

During the procedure, the patient remained under the care of an anesthesiologist. Pain,
during and after the procedure, was controlled with continuous infusion of opioids (20 mg
morphine per day) and non-steroidal anti-inflammatory agents. Antiemetics (ondansetron
8 mg i.v.), dexamethasone (8 mg i.v.) and an antibiotic (cefazolin 1 g i.v.) were administered
prophylactically twice daily. Most patients were discharged from hospital the day after
the procedure.

2.2. Assessment of Complications

Complications were assessed on the basis of observations of the patient during hospi-
talization and at follow-up examinations at seven and 21 days after the procedure. Adverse
effects and complications occurring perioperatively and within 30 days of the procedure
were assessed according to the standards and terminology of the Common Terminology
Criteria for Adverse Events (CTCAE; version 5.0). Data were saved in a form suitable for
statistical evaluation (Excel 2007; Microsoft, Washington, DC, USA).

2.3. Feasibility of Chemoembolisation

A total of 196 chemoembolization procedures were performed in 54 patients. In
10 patients with single-lobe involvement, 20 chemoembolization procedures were per-
formed. In the remaining 44 patients with two lobes involved, 176 chemoembolization
procedures were performed. The technical success rate was 100% (Table 1).

Table 1. Technical details of therapy with drug-eluting microspheres (100 µm) loaded with irinotecan.

Parameter Value

Total number of treatments 196
Number of treatments per patient: mean (range) 3.63 (2–4)

Number of treatments with each liver lobe:
Right 100
Left 96

Number of treatments at each level of selectivity:
Group A (Subsegmental/Segmental) 92

Group B (Lobar) 104

2.4. Imaging and Tumor Response

Prior to, and one month after, the last procedure, an image from a triple-phase com-
puted tomography scan or a contrast-enhanced magnetic resonance image was obtained to
assess response. Response was assessed using the modified Response Evaluation Criteria
in Solid Tumor (mRECIST); complete response (CR) was defined as disappearance of any
intratumoral arterial enhancement in all target lesions; partial response (PR) was defined
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as at least a 30% decrease in the sum of diameters of viable enhancement in the arterial
phase target lesions; progressive disease (PD) was defined as an increase of at least 20% in
the sum of the diameters of viable enhancing target lesions and stable disease; and SD was
defined as any cases that did not qualify for either partial response or progressive disease.

2.5. Statistical Analyses

Descriptive statistics of the studied variables were given as arithmetic means and
standard deviations or as medians and ranges. Qualitative variables were analyzed using
Pearson’s chi-squared tests. Continuous variables were compared using Student’s t tests or
Mann–Whitney U tests for non-normally distributed variables. The relationships between
treatment and the occurrence of complications were assessed using Pearson’s chi-squared
tests. Overall survival (OS) and progression-free survival (PFS) analysis were performed
using the Kaplan–Meier method and long-rank test. A p-value of <0.05 was considered
significant. Calculations used commercial software Statistica ver. 13.1; www.statsoft.pl,
accessed on 4 December 2021; StatSoft Polska, Krakow, Poland).

3. Results
3.1. Baseline Characteristics

Patient baseline characteristics showed no statistically significant differences between
groups (Table 2). The mean diameter of the largest lesion was 9.4 ± 2.8 cm in Group A and
8.9 ± 2.4 cm in Group B. The mean number of hepatic metastatic lesions was 5.4 (range
1–10) in Group A and 5.7 (range 1–9) in Group B. The mean diameter of all lesions was
5.8 cm in Group A and 5.5 in Group B. Other patient characteristics are shown in Table 2.

Table 2. Patient characteristics. Differences between the two groups were tested using t tests,
Mann–Whitney U tests or chi-squared tests. A p value < 0.05 was considered significant.

Parameter Group A
(n = 26)

Group B
(n = 28) p-Value

Age, median (range) 68.3 (32–83) 66.5 (38–79) 0.103
Gender, female/male (n) 15/11 16/12 0.667

ECOG status: (n) 0.425
0 14 15
1 12 13

Tumor location: (n) 0.178
Bilobar 20 24

Unilobar 6 4
Number of liver metastases, median (range) 4.4 (1–10) 4.1(1–9) 0.339
Largest nodule size diameter, median (cm) 9.8 8.9 0.297

Extent of liver involvement (n, <25% left/>25% right) 21/5 23/5 0.201
Extrahepatic metastasis (n) 8 7 0.778

Number of prior systemic chemotherapy lines (median): 2.4 2.2 0.503
Prior liver surgery/ablation (n) 6/0 7/0 0.604
Prior locoregional therapy (n) 0 0 -

3.2. Radiological Response after TACE

Comparison of treatment response between the two groups.
There was a statistically significant difference (p = 0.039) in the occurrence of partial

response (PR), being higher in Group A (42.3%) compared to Group B (17.9%). The
occurrence of stable disease (SD) was significantly higher (p = 0.025) in Group B (39.4%)
than in Group A (11.5%). However, the occurrence of disease progression (PD) was similar
in Group A (42.3%) and Group B (42.9%) (p = 0.93). An overall comparison of treatment
response is shown in Figure 2. Complete remission (CR) was observed in one patient (3.8%)
in Group A, from a single metastatic lesion.

www.statsoft.pl
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3.3. Comparison of Progresion-Free Survival and Survival Times

After treatment, patients in group A presented a more favorable progression-free
survival time (PFS) compared with group B (p = 0.029). The median PFS was 5.9 months in
group A and 4.2 months in group B (Figure 3).
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Survival time (OS) was significantly longer in Group A compared to Group B (p = 0.039).
Median OS time was 15.2 months in Group A and 13.1 months in Group B (Figure 4).
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between the two groups. p < 0.05 was considered significant.

3.4. Comparison of Adverse Events

There were a total of 13 (6.6%) significant complications in the chemoembolizations
performed: 7 in Group A and 6 in Group B (not significantly different; p = 0.863).

In two patients (one in Group A and one in Group B), an anaphylactic reaction occurred
during the procedure, which was resolved after an intervention by the anesthesia team.
One patient in Group A experienced a septic episode with a liver abscess two weeks after
the last procedure, successfully treated with antibiotic therapy. Three patients (including
one from Group A) showed ultrasound signs of cholecystitis, which was resolved after
conservative treatment. Two patients in Group A had concomitant occlusion of the right
and left branch of the hepatic artery. In another two patients (including one from Group A),
signs of decompensated liver disease were found with ascites. In three patients (including
one from Group A), leukopenia (white blood cell count < 2000 /mm3) was found 14 days
after the procedure. There were no deaths in the perioperative period or within 30 days
after surgery.

4. Discussion

Irinotecan is a semi-synthetic analogue of the alkaloid camptothecin, which undergoes
conversion in the liver parenchyma by carboxylesterases (CES-1 and CES-2) into the active
metabolite 7-ethyl-10-hydroxy-camptothecin (SN-38) that inhibits DNA transcription. This
activity of SN-38 is several hundred times greater than that of non-converted irinotecan.
Most SN-38 is formed in the liver parenchyma from where it can diffuse into surrounding
tumor cells [8]. Some studies have indicated a higher metabolism of irinotecan to its
metabolite SN-38 in hepatocytes under the influence of carboxylesterase (CES-2) and a
higher activity of this metabolite due to generated hypoxia and a decrease in pH [9]. In
large tumor lesions, the diffusion of SN-38 may be impaired and the activity of CES-2
in tumor cells can be lower than in healthy liver parenchyma. In addition, extensive
arterial vascularization of the tumor contributes to a greater washout of irinotecan/SN-
38. This may lead to shorter and less exposure of tumor cells to SN-38 and a poorer
therapeutic effect. Positron emission tomography CT studies have shown a significant
association between areas of embolizate retention in CRC metastatic lesions and response
to treatment. It has been shown that the active metabolite of irinotecan, SN-38, is more
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efficiently converted and released when the flow in the tumor vessels is stopped [10]. To
obtain the retention of the embolizate covering the largest possible area of the lesion, it is
necessary to at least temporarily stop the blood flow (stasis) in as many supply vessels as
possible. This is facilitated by superselective embolizate administration, which allows the
stasis to be limited to the tumor vessels and parts of the liver parenchyma around the tumor
with which it is jointly vascularized, from a given sub- or segmental branch. The stasis
generated during superselective administration of embolizate in the liver vasculature, by
preventing rapid washout of irinotecan and its metabolite SN-38 from the tumor, may affect
the treatment response. Furthermore, the embolization effect, caused by superselective
microsphere administration, results in permanent occlusion of most of the pathological
vessels in metastatic tumors. The use of the above results of stasis may contribute to a
better therapeutic effect in patients in whom systemic chemotherapy has not had good
effect. However, the presence of stasis may increase the incidence of adverse effects, mainly
due to increased ischemia of the biliary plexuses [11]. In addition, stopping blood flow in
branches of the hepatic artery may increase serum endothelial growth factor (VEGF) levels,
which may contribute to tumor progression [12]. However, it has not yet been resolved
whether hypoxia of the tumor is predominantly responsible for the increase in VEGF, or
whether hypoxia of the peribiliary plexuses, which are subject to partial ischemia in each
chemoembolization procedure, plays a greater role [13].

In our center, we initially administered embolizate at the level of the lobar arteries.
With acquired experience, however, we noticed a frequent disparity between the response
to treatment of small and larger tumor lesions in the same patients. While small lesions fre-
quently showed a partial response (PR), for larger lesions we often noted only stabilization
(SD) or even progression (PD) of the lesion. For this reason, we investigated a modification
to the method of embolizate administration, to give, in the case of large metastatic lesions,
the embolizate initially superselectively to the sub- and segmental arteries supplying the
lesion in question with the creation of temporary stasis, and then the rest of the embolizate
from the level of the lobar arteries without the creation of stasis. The results confirm our
assumptions—the response to treatment in patients with large CRC-metastatic hepatic
lesions depended on the selectivity of embolizate delivery in the hepatic artery branches
and was found to differ between treatment groups. We demonstrated a greater radiologi-
cally determined response to treatment, with longer patient survival, with superselective
embolizate administration. The current literature is dominated by arguments for lobar
administration of irinotecan-loaded microspheres in order to deliver a chemotherapeu-
tic agent to all liver lesions. However, arguments for superselective administration of
chemoembolizate are being raised more frequently, especially in the case of large metastatic
lesions, with the argument being that the healthy liver parenchyma would be less exposed
to the toxic effects of irinotecan and that a higher dose can be delivered with a greater
concentration of the active metabolite of irinotecan within the tumors [14]. In addition
to the higher concentration of SN-38, the superselective administration of the embolizate
allows the formation of stasis in the supply vessels, causing a greater devascularization
effect of tumor foci. This is important because non-devascularized tumor foci are the most
common site of recurrence in follow-up studies. Recent research has suggested a high
response rate to stasis production and an acceptable level of adverse events [15].

The superselective administration of embolizate did not increase the incidence of
complications, which with chemoembolization of colorectal metastatic lesions to the liver is
estimated at about 1.6–7.2% [16], with a 30-day mortality of approximately 1.2% [17]. The
reported complication rate in our study was low, which is consistent with conclusions from
large multicenter studies regarding the safety of chemoembolization treatments and the
impact on the number of significant complications. In our opinion, this makes it possible
to safely use superselective embolization to achieve a better therapeutic effect for large
CRC-metastatic liver lesions without affecting the number of significant complications.
This is particularly important in patients who have previously received two or more
palliative lines of systemic chemotherapy, who often develop tumor cell resistance to
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chemotherapeutic agents following low sensitivity of cancer stem cells towards regular
cancer therapy [18,19]. Understanding the mechanisms of cancer drug resistance is critical
to allow the development of effective treatments with sustained anti-tumor effects [20].

5. Conclusions

Superselective administration of chemoembolizate to vessels supplying large hepatic
metastatic lesions from colorectal cancer gives a better response to treatment, and prolongs
patient survival, without significantly increasing the risk related to the procedure.

6. Limitations

Our study was retrospective, without randomization of patients, and the study would
have been better if the number of patients in each group was larger. All causes of death
were included in the mortality analysis, without the ability to specify deaths due to cancer.

Author Contributions: Conceptualization, A.F.; methodology, A.F. and M.S.; software, E.G.-S.;
investigation, M.S., M.W. and E.G.-S.; data curation, M.S., E.G.-S. and M.W.; writing—original draft
preparation, M.S., E.G.-S. and M.W.; writing—review and editing, A.F.; supervision, A.F.; project
administration, A.F. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was authorized by the Bioethics Committee at the
Pomeranian Medical University, Szczecin, Poland KB-0012/228/11/16.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare that there are no conflict of interest.

References
1. Slesser, A.A.; Georgiou, P.; Brown, G.; Mudan, S.; Goldin, R.; Tekkis, P. The tumour biology of synchronous and metachronous

colorectal liver metastases: A systematic review. Clin. Exp. Metastasis 2013, 30, 457–470. [CrossRef] [PubMed]
2. Reddy, S.K.; Pawlik, T.M.; Zorzi, D.; Gleisner, A.L.; Ribero, D.; Assumpcao, L.; Barbas, A.S.; Abdalla, E.K.; Choti, M.A.; Vauthey,

J.N. Simultaneous resections of colorectal cancer and synchronous liver metastases: A multi-institutional analysis. Ann. Surg.
Oncol. 2007, 14, 3481–3491. [CrossRef] [PubMed]

3. Sinicrope, F.A.; Okamoto, K.; Kasi, P.M.; Kawakami, H. Molecular Biomarkers in the Personalized Treatment of Colorectal Cancer.
Clin. Gastroenterol. Hepatol. 2016, 14, 651–658. [CrossRef] [PubMed]

4. Fiorentini, G.; Aliberti, C.; Tilli, M.; Mulazzani, L.; Graziano, F.; Giordani, P.; Mambrini, A.; Montagnani, F.; Alessandroni, P.;
Catalano, V.; et al. Intra-arterial infusion of irinotecan-loaded drug eluting beads (DEBIRI) versus intravenous therapy (FOLFIRI)
forhepatic metastases from colorectal cancer: Final results of a phase III study. Anticancer Res. 2012, 32, 1387–1395. [PubMed]

5. Vogl, T.J.; Zangos, S.; Eichler, K.; Yakoub, D.; Nabil, M. Colorectal liver metastases: Regional chemotherapy via transarterial
chemoembolization (TACE) and hepatic chemoperfusion: An update. Eur. Radiol. 2007, 17, 1025–1034. [CrossRef]

6. Tan, K.T.; Rakheja, R.; Plewes, C.; Mondal, P.; Lim, H.; Ahmed, S.; Lee, E.; Otani, R.; Luo, Y.; Shaw, J.; et al. Does Tumour
Contrast Retention on CT Immediately Post Chemoembolization Predict Tumour Metabolic Response on FDG-PET in Patients
with Hepatic Metastases from Colorectal Cancer? Gastroenterol. Res. Pract. 2019, 4, 7279163. [CrossRef] [PubMed]

7. Richardson, A.J.; Laurence, J.M.; Lam, V.W. Transarterial chemoembolization with irinotecan beads in the treatment of colorectal
liver metastases: Systematic review. J. Vasc. Interv. Radiol. 2013, 24, 1209–1217. [CrossRef] [PubMed]

8. Xu, G.; Zhang, W.; Ma, M.K.; McLeod, H.L. Human carboxylesterase 2 is commonly expressed in tumor tissue and is correlated
withactivation of irinotecan. Clin. Cancer Res. 2002, 8, 2605–2611. [PubMed]

9. Brooks, A.J.; Hammond, J.S.; Girling, K.; Beckingham, I.J. The effect of hepatic vascular inflow occlusion on liver tissue pH, carbon
dioxide, and oxygen partial pressures: Defining the optimal clamp/release regime for intermittent portal clamping. J. Surg. Res.
2007, 141, 247–251. [CrossRef] [PubMed]

10. Tanaka, T.; Nishiofuku, H.; Hukuoka, Y.; Sato, T.; Masada, T.; Takano, M.; Gilbert, C.W.; Obayashi, C.; Kichikawa, K. Pharmacoki-
netics and antitumorefficacy of chemoembolization using 40 µm irinotecan-loaded microspheresin a rabbit liver tumor model.
J. Vasc. Interv. Radiol. 2014, 25, 1037–1044. [CrossRef]

11. Gaudio, E.; Franchitto, A.; Pannarale, L.; Carpino, G.; Alpini, G.; Francis, H.; Glaser, S.; Alvaro, D.; Onori, P. Cholangiocytes and
blood supply. World J. Gastroenterol. 2006, 14, 3546–3552. [CrossRef] [PubMed]

http://doi.org/10.1007/s10585-012-9551-8
http://www.ncbi.nlm.nih.gov/pubmed/23180209
http://doi.org/10.1245/s10434-007-9522-5
http://www.ncbi.nlm.nih.gov/pubmed/17805933
http://doi.org/10.1016/j.cgh.2016.02.008
http://www.ncbi.nlm.nih.gov/pubmed/26872400
http://www.ncbi.nlm.nih.gov/pubmed/22493375
http://doi.org/10.1007/s00330-006-0372-5
http://doi.org/10.1155/2019/7279163
http://www.ncbi.nlm.nih.gov/pubmed/31781199
http://doi.org/10.1016/j.jvir.2013.05.055
http://www.ncbi.nlm.nih.gov/pubmed/23885916
http://www.ncbi.nlm.nih.gov/pubmed/12171891
http://doi.org/10.1016/j.jss.2006.10.054
http://www.ncbi.nlm.nih.gov/pubmed/17512550
http://doi.org/10.1016/j.jvir.2014.04.005
http://doi.org/10.3748/wjg.v12.i22.3546
http://www.ncbi.nlm.nih.gov/pubmed/16773711


J. Pers. Med. 2022, 12, 414 10 of 10

12. Li, X.; Feng, G.S.; Zheng, C.S.; Zhuo, C.K.; Liu, X. Expression of plasma vascular endothelial growth factor in patients with
hepatocellular carcinoma and effect of transcatheter arterial chemoembolization therapy on plasma vascular endothelial growth
factor level. World J. Gastroenterol. 2004, 10, 2878–2882. [CrossRef] [PubMed]

13. Schicho, A.; Hellerbrand, C.; Krüger, K.; Beyer, L.P.; Wohlgemuth, W.; Niessen, C.; Hohenstein, E.; Stroszczynski, C.; Pereira,
P.L.; Wiggermann, P. Impact of Different Embolic Agents for Transarterial Chemoembolization (TACE) Procedures on Systemic
Vascular Endothelial Growth Factor (VEGF) Levels. J. Clin. Transl. Hepatol. 2016, 4, 288–292. [PubMed]

14. Paulík, A.; Nekvindová, J.; Filip, S. Irinotecan toxicity during treatment of metastatic colorectal cancer: Focus on pharmacoge-
nomics and personalized medicine. Tumori 2020, 106, 87–94. [CrossRef] [PubMed]

15. Zhao, G.; Liu, S.; Zhang, Y.; Zhao, T.; Wang, R.; Bian, J.; Wu, J.; Zhou, J. Irinotecan eluting beads-transarterial che-moembolization
using Callispheres® microspheres is an effective and safe approach in treating unresectable colo-rectal cancer liver metastases.
Ir. J. Med. Sci. 2021. [CrossRef] [PubMed]

16. Lee, M.; Chung, J.W.; Lee, K.H.; Won, J.Y.; Chun, H.J.; Lee, H.C.; Kim, J.C.; Lee, I.J.; Hur, S.; Kim, H.-C.; et al. Korean multicenter
registry of transcatheter arterial chemoembolization with drug-eluting embolic agents for nodular hepatocellular carcinomas:
Six-month outcome analysis. J. Vasc. Interv. Radiol. 2017, 28, 502–512. [CrossRef] [PubMed]

17. Sag, A.A.; Selcukbiricik, F.; Mandel, N.M. Evidence-based medical oncology and interventional radiology paradigms for
liver-dominant colorectal cancer metastases. World J. Gastroenterol. 2016, 22, 3127–3149. [CrossRef] [PubMed]

18. Maghsood, F.; Johari, B.; Rohani, M.; Madanchi, H.; Saltanatpour, Z.; Kadivar, M. Anti-proliferative and An-ti-metastatic Potential
of High Molecular Weight Secretory Molecules from Probiotic Lactobacillus reuteri Cell-Free Supernatant Against Human Colon
Cancer Stem-Like Cells (HT29-ShE). Int. J. Pept. Res. Ther. 2020, 26, 2619–2631. [CrossRef]

19. Ozawa, S.; Miura, T.; Terashima, J.; Habano, W. Cellular irinotecan resistance in colorectal cancer and overcom-ing irinotecan
refractoriness through various combination trials including DNA methyltransferase inhibitors: A review. Cancer Drug Resist.
2021, 4, 946–964. [CrossRef]

20. Johari, B.; Rezaeejam, H.; Moradi, M.; Taghipour, Z.; Saltanatpour, Z.; Mortazavi, Y.; Nasehi, L. Increasing the colon cancer cells
sensitivity toward radiation therapy via application of Oct4–Sox2 complex decoy oligodeoxynu-cleotides. Mol. Biol. Rep. 2020, 47,
6793–6805. [CrossRef] [PubMed]

http://doi.org/10.3748/wjg.v10.i19.2878
http://www.ncbi.nlm.nih.gov/pubmed/15334691
http://www.ncbi.nlm.nih.gov/pubmed/28097096
http://doi.org/10.1177/0300891618811283
http://www.ncbi.nlm.nih.gov/pubmed/30514181
http://doi.org/10.1007/s11845-021-02629-9
http://www.ncbi.nlm.nih.gov/pubmed/34264426
http://doi.org/10.1016/j.jvir.2016.08.017
http://www.ncbi.nlm.nih.gov/pubmed/27856136
http://doi.org/10.3748/wjg.v22.i11.3127
http://www.ncbi.nlm.nih.gov/pubmed/27003990
http://doi.org/10.1007/s10989-020-10049-z
http://doi.org/10.20517/cdr.2021.82
http://doi.org/10.1007/s11033-020-05737-4
http://www.ncbi.nlm.nih.gov/pubmed/32865703

	Introduction 
	Materials and Methods 
	Procedure 
	Assessment of Complications 
	Feasibility of Chemoembolisation 
	Imaging and Tumor Response 
	Statistical Analyses 

	Results 
	Baseline Characteristics 
	Radiological Response after TACE 
	Comparison of Progresion-Free Survival and Survival Times 
	Comparison of Adverse Events 

	Discussion 
	Conclusions 
	Limitations 
	References

