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[Abstract] Most patients with hepatocellular carcinoma (HCC) in China are diagnosed in the
middle-stage and advanced stage, responding to a poor therapeutic outcome. With the progress in the
targeted and immune drugs, and the advance made in interventional technology, hepatic arterial infusion
chemotherapy (HAIC) through various scheme synergies show good treatment results and safety .
However, how to choose the optimal combination scheme to achieve the maximum treatment benefit of
different patient groups is still a challenge. In addition, how to accurately screen the target population of
HAIC therapy and perform scientific and individualized neoadjuvant therapy is a research direction. How
to effectively realize the transformation treatment of patients with HCC, and accurately grasp the best
time of surgery are also important. These issues are the focus of current clinical concerns and research.
This article aimed to review the research status of HAIC combined with other treatment methods for
middle stage and advanced HCC at home and abroad in recent years, and analyzed the current problems
and future development direction.
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