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Evolution of Transcatheter Arterial Chemoembolization

HUANG Yong—hui
(Department of Interventional Radiology, The First Affiliated Hospital, Sun Yat-sen University , Guangzhou 510080,
China)
Correspondence to: HUANG Yong—hui; E-mail: hyongh@mail.sysu.edu.cn

Abstract: Having been modified and improved in the past 40 years, transcatheter arterial chemoembolization
(TACE) has now been widely accepted and recognized as the standard treatment for advanced hepatocellular carcinoma
(HCC) by various clinical practice guidelines. In the era of precision medicine, although TACE has been faced with
many new challenges, enhancing the effectiveness and security of TACE will be always our core mission. In accordance
with the requirements of medical progress, interventionalists should be clear how to improve TACE technique and find
more evidence to push the treatment forward.
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Table 1 Scope of application of TACE in clinical guidelines for diagnosis and treatment of hepatocellular carcinoma

worldwide
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2.2 M CcTACE & DEB-TACE
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Good response subgroup to cTACE (within up-to-7 criteria)

Poor response subgroup to cTACE (beyond up-to-7 criteria)

VeIIow Poor response subgroup to cTACE or DEB-TACE (beyond up-to-7)
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Fig.1 Heterogeneity and treatment strategy of advanced HCC (B1, B2)
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