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[Abstract]

inhibitory signaling pathways and receptors in the immune system, are the research hotspot of systemic

In recent years, immune checkpoint inhibitors (ICI), which is a blocker targeting

treatment for hepatocellular carcinoma (HCC). There are some differences in the efficacy and indications
between transcatheter arterial chemoembolization (TACE) and ICI. Some clinical trials have found that
combination use of TACE and ICI carries a synergistic antitumor effect and can improve the tumor response
rate. These clinical trials have mainly been designed to evaluate the long—term survival and safety of the
combination therapy. This paper aims to make a brief review concerning the synergistic antitumor mechanism
and efficacy of ICI together with TACE in treating HCC.
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