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[Abstract] Objective To analyze the curative effect and the factors influencing the prognosis of
transcatheter arterial chemoembolization(TACE) combined with salvage liver resection(SLR) in treating initially-
inoperable hepatocellular carcinoma(HCC), based on which to establish a pre-SLR selective prognosis predictive
model. Methods The clinical data of 119 patients with initially -inoperable HCC, who received TACE+SLR
treatment at the Affiliated Zhongshan Hospital of Fudan University of China between January 2010 and
December 2016, were retrospectively analyzed. The patients were followed up for 36 months. Based on the
survival time(ST), the patients were divided into long-term survival group(ST=36 months, n=82) and short-term
survival group(ST<<36 months, n=37). Chisquare test and Cox multivariate regression model were used to determine
the pre-SLR key factors, based on which the pre-SLR prognosis predictive nomogram model used for HCC
patients was established. Results In the 119 patients, the 1-, 2— and 3—year overall survivals(0S) were 90.8%,
80.6% and 68.6% respectively. The pre-SLR AFP>20 ng/ml., number of tumor lesions=4, post-TACE reduction

ratio of tumor load<<0.15, portal vein tumor thrombus(PVTT), and maximum diameter of the main tumor>
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10 ecm were the pre-SLR key factors affecting the prognosis and increasing the risk of death. The pre-SLR
prognosis predictive nomogram model was constructed based on the above five key factors, with a C-index of
0.781(95%CI1=0.714-0.848). This nomogram model had a better accuracy and discriminative ability in predicting
patient survival. Conclusion For the treatment of initially -inoperable HCC, TACE+SLR has reliable effect.
The nomogram model, which is constructed on the basis of pre-SLR AFP level, number of tumor lesions,

post-TACE reduction ratio of tumor load, PTVV and maximum diameter of the main tumor, can well predict
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the prognosis of patients with initially -inoperable HCC after receiving TACE+SLR treatment. (] Intervent

Radiol, 2022, 31: 670-674)

[Key words] inoperable hepatocellular carcinoma; salvage hepatic resection; transcatheter arterial

chemoembolization ; predictive model
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