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[Abstract] In clinical studies, the overall survival (OS) has been used as an index for evaluating the
curative efficacy of hepatocellular carcinoma (HCC). However, the observation time of OS is long and it is
easily affected by subsequent treatments, because of which several relevant surrogate endpoints have been
emerged. In treating patients with HCC, the applicable population, treatment cycle and curative efficacy of
transcatheter arterial chemoembolization (TACE) and targeted immunotherapy drugs are greatly different, so it
is necessary to choose appropriate surrogate endpoints for TACE -related studies. This paper summarizes and

analyzes each surrogate endpoint after TACE treatment of HCC so as to provide a reference for the selection of

surrogate endpoints.  (J Intervent Radiol, 2022, 31: 728-732)
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