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[Abstract] At present, transarterial chemoembolization(TACE) is the treatment of first choice for medium-
advanced hepatocellular carcinoma(HCC). With the development of multi-targeted signal transduction inhibitors
and immunotherapy agents, they have played an increasingly important role in treating HCC. In recent years,
TACE combined with molecular targeted drugs or immunotherapeutic drugs has achieved satisfactory efficacy.
TACE combined with sorafenib, lenvatinib, apatinib, etc. can remarkably prolong the median progression-free
survival(mPFS) and overall survival (OS) in patients with medium-advanced HCC. TACE combined with nivolumab,
camrelizumab, and other immunotherapy drugs has also obtained satisfactory mPFS and OS. This review
summarizes the latest progress in TACE combined with molecular targeted drugs and immunotherapeutic drugs
for the treatment of HCC. (J Intervent Radiol, 2022, 31. 1027-1031)
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Successful treatment of traumatic femoral arteriovenous fistula with Viabahn covered stent; report of
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