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[Abstract] Liver cancer is a prevalent and highly malignant cancer worldwide, with 90% of cases
being hepatocellular carcinoma, presenting a significant risk to human health. As early-stage liver cancer often
lacks specific manifestations, most patients with liver cancer are already in the middle and late stage of the
disease when liver cancer is diagnosed, thus, missing the opportunity for optimal radical treatment. However,
the exploration of the treatment for middle and advanced primary hepatocellular carcinoma has never ceased. In
recent years, transarterial chemoembolization(TACE) has been included in the standard treatment regimens for
primary hepatocellular carcinoma. With the advancement of multidisciplinary comprehensive treatment,
various treatment options to reduce the burden of liver cancer lesion with satisfactory therapeutic results have
been reported and have been widely used in clinical practice, e.g. hepatic artery infusion chemotherapy
(HAIC), targeted therapy, and immunotherapy in combination with TACE, which have significantly
improved the overall survival of patients with liver cancer. This paper aims to make a comprehensive review
about the latest progress of combination use of TACE and other therapies in reducing tumor burden and
improving patient survival in the treatment of primary hepatocellular carcinoma, and to summarize the key
issues in combination therapy that require more in-depth research. (J Intervent Radiol, 2024, 33. 688-692)
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