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carcinoma (IMbrave050): a randomised, open-label,
multicentre, phase 3 trial
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pvalue
HR p-value
Event Parameter Contrasts (parameter
(95%Cl) (contrast) |
BSC for UTP-comorbidities vs. TACE or systemic 2 0.0369 <.0001
Death Change of UL L (1.04 - 3.82)
treatment strategy BSC for UTP-HCC vs. BSC for UTP-liver dysfunction. 3.23 0.0079
td
(td) (1.36 - 7.65)
BSC for UTP-HCC vs. BSC for UTP-comorbidities. 3.65 0.0035
(1.53 - 8.26)
BSC for UTP-liver dysfunction vs. BSC for UTP- 1.13 0.7470

comorbidities. (0.53 - 2.42)

td: time-dependent; HCC: Hepatocellular carcinoma; BSC: Best support care; UTP-liver dysfunction: Untreatable progression due liver dysfunction;
UTP-comorbidities: Untreatable progression due comorbidities; UTP-HCC: Untreatable progression due symptomatic progression; TACE: Transarterial

chemoembolization.
Munoz et al 2023
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Systemic treatment (ST) in clinical decision-making Fortuny et UEG Journal2024
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33 patients analysed for efficacy and safety outcomes Hepatol 2023; 8: 169-78
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