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[#ZE] B® M FOLFOX (fluorouracil and leucovorin and oxaliplatin) 75 2 i 2 ik 1 46 I (hepatic
artery infusion chemotherapy, HAIC) % £ & 1% JE (lenvatinib, LEN) F1 4 2 46 #5 55 11 il 7] (immune checkpoint
inhibitors, ICls) 7£ 28 3 ik 1k J7 1 %€ R (transcatheter arterial chemoembolization , TACE ) &t J&5 JIT 4 g 954
(hepatocellular carcinoma, HCC) B & "H (Y730 M % 4k, ik B4 2019 4F 1 H & 2022 4F 12 AL
S5 IR B2 Be 54 9] HCC #8#% TACE G55 # % FOLFOX-HAIC (4 LEN 1 ICTs #9115 R BERL, SR i R
SEARIRE YT WO bR 1fE (modified response evaluation criteria in solid tumors,mRECIST) 4t 143 Mr il R I7 5%, #
DA B 2538 AR 1 b5 5.0 i (common terminology criteria for adverse events version 5.0,CTCAE 5.0)ic
SERPEAL IR IY A A B ZF 4 (treatment related adverse events, TRAEs), & % WF 58 2% 55 b JC 3k & 4= 17 4]
(progression free survival, PFS) Fl & A= 773 (overall survival,0S) , K 2 AF 58 2% 55 0 & WL 2% i % (objective
response rate, ORR) , %5 4% il % (disease control rate, DCR) fl & 4=, &5 R  H{ Joik R A 17 (mPFS)
N LT AR (95%C1:8.124~15.276) , H A7 8 A 47 18] (m0S)23.1 4~ A (95%C1:19.508~26.692) ,ORR 46.3%,
DCR 87.0%. 75 % 5 % W TRAEs J& N 2 W2 5% 2 M T+ 55 (51.9%) , 5 % WL 3/4 9% TRAESs & & 1fil [k (9.3%) , &
WLEL B 597 A G AET- SR kB, 8518 FOLFOX-HAIC B% 4 LEN A1 ICIs 3397 TACE #t¥i /5 HCC &
Hq HR.
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[Abstract] Objective To evaluate the efficacy and safety of fluorouracil and leucovorin and
oxaliplatin(FOLFOX) regimen hepatic artery infusion chemotherapy(HAIC) combined with lenvatinib(LEN) and
immune checkpoint inhibitors(ICls) in treating patients with hepatocellular carcinoma(HCC) after the occurrence of
transcatheter arterial chemoembolization(TACE) refractoriness. Methods The clinical data of 54 HCC patients
who developed TACE refractoriness, were admitted to the Jiangsu Provincial Cancer Hospital of China to receive
FOLFOX - HAIC combined with LEN and ICls therapy between January 2019 and December 2022, were
retrospectively analyzed. The modified Response Evaluation Criteria in Solid Tumors (mRECIST) was used to
statistically analyze the clinical efficacy, the Common Terminology Criteria For Adverse Events version 5.0
(CTCAE 5.0) was adopted to record and evaluate the treatment-related adverse events(TRAEs). The primary
endpoints were progression-free survival (PFS) and overall survival (OS), the secondary endpoints were objective

response rate(ORR), disease control rate(DCR), and safety. Results The median PF'S was 11.7 months(95%CI .
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8.124-15.276 months), the median OS was 23.1 months(95%CI:19.508-26.692 months), the ORR was 46.3%,

and the DCR was 87.0%. The most common TRAE at all levels was elevated alanine aminotransferase(51.9%) ,

and the most common TRAE of grade 3/4 was hypertension (9.3%). No treatment - related death occurred.
Conclusion For the treatment of HCC patients who developed TACE refractoriness, FOLFOX-HAIC combined
LEN and ICls is clinically safe and effective. (] Intervent Radiol, 2024, 33: 610-615)

[Key words] hepatocellular carcinoma; TACE refractoriness; hepatic arterial infusion chemotherapy ;

lenvatinib; immune checkpoint inhibitor

JHF4H L35 (hepatocellular carcinoma, HCC) /2 iz %
DL 2 —, W R A OCIE TRy T2
2 8 Wk Ak J7 12 € R (transcatheter arterial chemoem -
bolization, TACE ) J& H 1] HCC %) & &R Y7 77 & 123,
Hy ik — LW AR 4 AR, A iR T “TACE i€
PUOMEEST . RGURYTHAERE N TACE #8505 M AR
HEIRST , AL AR L 8] FI AR 97 %, Hsu 25 P Tkeda
S WIS T 8 WK E 78 AL JT (hepatic artery infusion
chemotherapy , HAIC) Bk 5 A [A] (4 4697 J5 2 %t TACE
HEHT HCC /A IR, (U, S HAIC YR 3kt A
FR 273 4k 50 Z A1 AR JE (sorafenib, Sor) 22101
UTBEAESR , —BEpIF S R IR AR IR T I G 2 T L 0 IR 9T
F A A A S A58 (immune checkpoint inhibitors,
ICIs) X§ T TACE &3t HCC &3 HA WAL IR YT 3L
B2 IR ARHESE W€ FOLFOX (fluorouracil and
leucovorin and oxaliplatin) 75 HAIC(FOLFOX-HAIC)
B4 A JE (lenvatinib, LEN) Fl ICIs(HAIC-L-ICIs)
1R TACE #¥LJ5 HCC 4 Y7 BRI

1 #R55EFE
1.1 BFsest4
PedE 2019 4F 1 H & 2022 4 12 A 119048 e

% Be A AR YT BHESZ TACE 697 HCC & B I IR
TR, AHESY A LR 5T 28 R G B 2 A0 B2 B
SR R Z T iRy R S R
1.2 A A SHERR bR

ABRIE . (DA LU S A2 W7 5 15 HCC
Q) HH W) I 28 B AR I IR AT 9 (barcelona clinic liver
cancer, BCLC) 43 5 BCLC-B 1 ; @ % &6 b 88 Up 1
41 (ECOG-PS) PF43 K 0~2 43 ; @Child - Pugh 43> %%
H A KB G, GG H A 2 - T 4
2014 TACE #LHTE #7224 TACE #8411 ; @ TACE
WCHUR 52 4k 4 ] FOLFOX-HAIC 3877, WA
et 52 2 /042 2 JAW FOLFOX-HAIC &7, /H
B4 LEN R ICIs 1097 5 ORRE k R 520897 %07
b1 #E (modified response evaluation criteria in solid
tumors ,mRECIST), #1424 L Z/ba] W 1 A4~ &R
kb, TSI PR HERRARE . DA IF HAh )5 &
A R s AF A ™ B A FE R ; Bk = B
AR AR, @K T ; @RETE R 2 Bk TACE 4y
UMb IGTT . R PRREE R WA 1,
1.3 I INE

FOLFOX-HAIC: W1 HA 10 4EL) E &R BEA
PAT . 2 B Bl ik 28 R 5 IR BT I, 64T I Bl ik

2019-2022 44232 TACE 1697
BCLC B ] HCC ¥ (n=767)

HEBR (n=493)

A

LTACE #8902 UARFF & B A T 2 & - I
JETF 5T 41 2014 % L (n=354)

TACE #&#t BCLC B/C
Wl HCC B (n=274)

2. BRAE 32 % TACE SMOHLIIRATT (n=60)
3.TACE #t#iJ7 BCLC D ] (n=43)
A A I T % 0 R B ™ R 9

HEFE (n=220)

1.3 HAIC-L-ICIs Mt b 3 6 o7
(n=181)

2K —E W HAICLACIs i W]
J7 (n=31)

3815 (n=8)

A4

(n=13)
5.0 Z ARG R (n=23)

ARWFFEM A TACE U5 #2Z HAIC-L-ICLs
/Y7 BCLC B/C ] HCC 3 (n=54)

B 1 R g R A



612 — NS

R 2024 4F 6 H 5 33 55 6 1 ] Intervent Radiol 2024, Vol.33, No.6
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