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Transcatheter arterial chemoembolization (TACE) is a minimally invasive technique to treat liver tumors, particularly
hepatocellular carcinoma (HCC). TACE was used in early times to treat liver tumor patients with emergencies caused by
symptomatic humoral hypercalcemia and develops gradually from the procedures of diagnostic angiography and transcatheter
injection of agents and is in particular performed in the treatment of HCC. Since the beginning of this century, TACE has been
used extensively in the palliative treatment of unresectable HCC. In recent years, it is indicated in selected patients with early-stage
HCC. This review introduces the evolution of TACE for more than 30 years, its role in comprehensive treatment of HCC, the
tendency of its refinement in future, and the combination use of TACE with other local ablative methods for the curative result of
HCC.

1. Introduction

The term “transcatheter” denotes “performed through the
lumen of a catheter” which is commonly used in inter-
ventional radiology with the Seldinger technique [1]. This
technique is a procedure to obtain safe access to hollow
organs, especially blood vessels. It was developed in 1953 by
Dr Sven-Ivar Seldinger (1921–1998), a Swedish radiologist
from Mora Municipality, Dalarna County. Embolization is
another procedure, nonsurgical, and minimally invasive,
through placement of artificial embolus, used to treat a
wide variety of conditions affecting different organs of the
human body [2]. For tumor therapy, this treatment is used
to slow or stop blood supply for reducing the size of
the tumor [3, 4]. Transcatheter arterial chemoembolization
(TACE) in particular has been performed in the treatment
of hepatocellular carcinoma (HCC), the most common
malignant tumor of the liver [5]. TACE also has a role in
delaying the progression of HCC until a donor liver becomes
available [6]. Up to now, TACE has had its history for
more than 30 years and progressed greatly during the recent
decade. Since the beginning of this century, TACE has been

used extensively in the palliative treatment of unresectable
HCC. In recent years, it is indicated in selected patients with
early-stage HCC.

2. Evolution of TACE

In 1930 Brooks reported embolization of a carotid-cavernous
fistula, which could be taken as the earliest concept of
therapeutic embolization [7]. Since Seldinger described in
1953 his technique, numerous intravascular procedures have
been advocated [8]. Until the early 1970s, many talented
ideas derived from Seldinger’s technique had been attempted
to control gastrointestinal bleeding, such as percutaneous
selective angiography and arterial infusion of vasopressin by
catheterization [9–11]. At that time, therapeutic emboliza-
tion had been used percutaneously for treatment of arte-
riovenous malformations, when Rösch applied selective
arterial embolization in 1972 to the gastrointestinal tract for
intervention of acute bleeding [12, 13]. In 1972, ligation
of the hepatic artery was also reported to treat secondary
hepatic tumors followed by infusion of the portal vein with
5-fluorouracil [14]. This is a process of tying off blood vessels
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to block blood flow to the liver. It was proven safe because
liver function was reasonably disturbed in all patients but no
one had liver failure. The effects were also encouraging: good
relief of abdominal pain, weight gain, reduction in tumor
size, and tumor necrosis shown on liver biopsy. Earlier, in
1971, the sequelae of hepatic artery occlusion after hepatic
artery catheterization was assessed for 119 successful hepatic
catheterizations from January 1963 through February 1969,
by which patients with primary or secondary liver tumors
were treated with infusion chemotherapy [15]. The catheters
had been retained in place for weeks, even more than
10 months, resulting in complete or partial blockage of
the hepatic artery in 18 patients. Nevertheless, hepatic
artery occlusion was well tolerated in these patients, which
challenged the opinion that hepatic artery interruption is
lethal and must be avoided which had been established since
1933 and had been quoted for innumerable times [16].
Doctors have come to realize that the liver has such an
abundant blood supply as comes from the hepatic artery,
the portal vein, and neighboring collateral arteries so that
incidence of liver infarction is very rare [17].

Tumor embolization, one of the processes of therapeutic
embolization, is defined as the blockage of vascular supply
to a tumor. The blockage is usually performed via an
endovascular approach but may also be performed by direct
percutaneous injection of embolic agents into the tumor.
For preoperative evaluation of patients, angiography remains
the most accurate method for the diagnosis of liver tumors.
In the early 1970’s, angiographers were becoming more
therapy oriented and began to use embolization agents
in some angiographic procedures to treat liver tumors
for palliative effects [18]. In 1974, Doyon et al reported
in French embolization of hepatic artery to treat malig-
nant liver tumors [19]. After that, some authors reported
in Japanese transhepatic catheterization and subsequent
embolization, or hepatic artery embolization to treat unre-
sectable HCC [20]. In the late 1970’s, intrahepatic arterial
injection of separate adriamycin, 5-fluorouracil, mitomycin-
C, or their combinations came into use for treatment
of HCC [21, 22]. It seemed that even one shot of one
of these chemicals by intraarterial infusion therapy was
superior to by the method of repeated high-dose systemic
administration [23]. These agents were soon applied in
procedures of bland hepatic artery embolization in therapy
for HCC [24]. In the early 1980s, it evolved with the name
transcatheter arterial chemoembolization (TACE) and was
clinically applied to various HCCs apart from those with
emergencies caused by symptomatic humoral hypercalcemia
[25].

3. TAE versus TACE

Transcatheter arterial embolization (TAE), known as bland
embolization, refers to the embolization of the hepatic artery
without using any chemotherapeutic agents [26]. When TAE
is combined with prior injection into the hepatic artery
of chemotherapeutic agents, namely, the former one-shot
arterial chemotherapy is integrated into TAE, the procedure
is known as TACE [27, 28].

Embolization as a therapeuticprocedure needs accurate
placement of artificial emboli and was first used to treat large
cerebral angiomatous malformations for which neither lig-
ation of the great vessels in the neck nor X-ray therapy
had been found helpful [7]. Intra-arterial application of an
embolizing agent is essential in both TAE and TACE to block
the feeding vessels of the tumor and deprive nutrient and
oxygen supply to the tumor cells. Embolization also causes
tumor cell death and suppresses tumor growth [29].

The difference between TAE and TACE is the involvement
or noninvolvement of regional injection of chemotherapy
drugs into the blood vessels that provide nutrients to the
tumor [30–32]. For more than a decade, the argument
over the rationale of chemotherapy drugs goes on and on.
Those who support TACE propagate that TACE appears to
be superior to TAE [33]. On the other hand, a number
of investigators suggested that embolization alone gives the
same survival advantage and TACE may not be better than
TAE [30–32, 34].

TACE derives its beneficial effect by two methods. Since
most tumors are supplied by the hepatic artery, arterial
embolization interrupts their blood supply and postpones
growth until replaced by neovascularity. Secondly, focused
administration of chemotherapy allows a higher dose to
the tissue while simultaneously reducing systemic exposure,
which is typically the dose-limiting factor. With high concen-
tration of drugs in the tumor area, the cytotoxic effect on the
tumor cells is enhanced and side effects of the chemotherapy
drugs are reduced. This effect is potentiated by the fact that
the chemotherapeutic drug is not washed out from the tumor
bed after embolization [32].

As a matter of fact, both TAE and TACE create signif-
icant objective treatment response evaluated by Response
Evaluation Criteria in Solid Tumors (RECIST criteria). As
early as 1998, a randomized, controlled trial concluded that
TAE has a marked antitumoral effect associated to a slower
growth of the tumor, but it does not improve the survival
of patients with nonsurgical HCC [34]. One recent study
of TACE treating 25 HCC nodules reported response rate
of 48% at 1 month and 40% at 3 months [35]. Arterial
blood supply into the hepatic tumor is greatly related to
objective treatment responses [36]. A number of studies
have shown that TACE is a good choice for treating early—
intermediate—and advanced-stage HCC with good hepatic
reserve for the result of prolonged overall survival [37–40].

The advocators of TACE argue that embolotherapy and
regional chemotherapy are synergic since tumor ischemia
caused by embolization elevates drug concentration com-
pared to sole infusion and prolongs the time of retention
of chemotherapeutic drugs, and with repeated TACE, the
lifespan for a patient with unresectable HCC could be
rationally extended for 1-2 years even more although the
exact benefit depends to a great extent on the patient’s
illness [41]. In addition, TACE at times presents remarkable
survival benefit by its high success rate for hemostasis. A
recent study on TACE managing spontaneously ruptured
HCC reported that TACE increased the 30-day survival
in patients with a ruptured HCC [42]. However, this
is not a controlled study and theoretically TAE should
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have the same or similar survival benefit by the effect of
hemostasis.

On the other hand, those who believe the use of
chemotherapeutic drugs is unnecessary suggest that TAE
may be as equally effective as TACE for treatment of HCC.
Most of them are evidence based. They state that no
clinical evidence up to now has demonstrated that TAE is
less effective than TACE although there is a trend toward
enhancing survival with TACE [31]. A systematic review with
the meta-analysis of TACE versus TAE alone (three studies,
n = 412) demonstrated no survival differences (P = 0.052)
between the two techniques. The authors also compared
several anticancer drugs often used in TACE and concluded
that no chemotherapeutic agent seemed better than any
other [30].

Nevertheless, in recent years, TACE has replaced TAE as
the most extensively used and investigated palliative modality
for unresectable HCC [43]. The majority of researchers
maintain that TACE appears to be superior to TAE. More-
over, neuroendocrine tumors and carcinoids in particular,
have a significantly greater partial response rate to TACE
although HCC is very chemoresistant and embolization is
more important than chemotherapy [33].

4. TACE Today

Until now TACE has made a main method in the therapy of
liver tumors and is considered the gold standard for treating
intermediate-stage HCC [44]. Today sole use of TACE as a
locoregional therapy gains a complete local tumor control
of 25–35% and permits an increase of survival in patients
with intermediate HCC according to Barcelona-Clinic Liver
Cancer (BCLC) classification [41]. TACE is currently mostly
taken as a regional treatment of inoperable HCC, but more
and more studies concluded that it is an alternative to
resectable early-stage HCC [38, 40]. It is also indicated for
patients with regional recurrence in the liver after previous
resection of HCC [45]. Another important use of TACE is to
downstage HCC in patients who exceed the Milan criteria
for liver transplantation. In other words, TACE makes the
tumors shrink enough to lower the stage of the cancer.
Selected patients with stage III/IV HCC can be downstaged
to Milan criteria with TACE, and in patients with a complete
response to TACE, excellent posttransplantation outcomes
are expected with great disease-free and overall survival
[46, 47].

Today TACE falls into the category of minimally invasive
image-guided therapies for HCC [48]. It is performed via
a percutaneous transarterial approach in an angiography
apartment by an interventional radiologist or a gastroen-
terologist. Laboratory studies are completed before the
procedure, including liver function, blood count, and the
coagulation profile. The patient is abstained from food for
four hours. Prophylactic antibiotics are usually not given
before and after the procedure. A written consent is obtained
after the nature and purpose of the TACE procedure are
fully explained. Under local anesthesia, usually the common
femoral artery in the right groin is punctured. By Seldinger’s
technique, the doctor places an arterial sheath in the artery

and inserts a catheter through the sheath. Then the catheter
is manipulated, sometimes guided by a wire, through the
abdominal aorta into the celiac trunk under imaging guid-
ance. During the procedure, contrast medium is occasionally
injected to view the arteries and to observe the head point
of the catheter. A selective angiography of the celiac trunk
(in certain cases the superior mesenteric artery) is routinely
done to make a more detailed diagnosis which is now the
gold standard of diagnosis of the disease and often overcomes
certain diagnostic deficiencies arised from other imaging
modalities. Then the catheter is passed through the common
hepatic artery, into the proper hepatic artery to reach the
target branches that are supplying blood to the tumor. Once
the feeding branch is found, the doctor will inject 5 to 10 mL
of iodized oil mixed with chemotherapeutic agent and then
the embolization particles. After the procedure, the doctor
removes the catheter and sheath and applies pressure to the
entry site for 5 to 20 minutes to prevent bleeding. The patient
remains on bed rest overnight and is discharged the next day.
If complications occur, the patient must be kept in hospital
for several days to manage them.

5. Role in Comprehensive Treatment of HCC

5.1. Effects and Technique Improvement. TACE is palliative
or curative for the treatment of HCC [45]. Repeated TACE
improves the overall survival, but the most appropriate
interval of repetition is uncertain. TACE treatment is
repeated every two to three months by many authors [49].
There is no standardized protocol about the choice, dosage,
concentration, rate of injection of the chemotherapeutic
agent, and optimal retreatment strategy. Also, there is no
standard choice for either the embolizing agent or its volume
to be used [50, 51]. The number of treatment sessions
depends on the response of the tumor and whether serious
side effects are seen [30, 50]. The overall response rate of
the tumor to this treatment is about 50%, reported with
the lowest around 15% and the highest around 85% [33,
35]. Serum albumin level, Child-Pugh class, tumor num-
ber, size, alpha-fetoprotein, alanine aminotransferase, des-
gamma carboxy-prothrombin, and gamma-glutamyl trans-
ferase are correlated to treatment outcomes [52, 53]. Fewer
tumor numbers, smaller tumor size, and better liver function
predict better tumor response and higher survival rates.
Complete disappearance of the tumor shadow is uncommon,
but complete tumor radiological response provides a good
chance for surgery in patients initially diagnosed with
unresectable HCC [54].

Different indications of TACE result in different treat-
ment outcomes. By the BCLC staging system, the indication
for TACE is multinodular tumors. Recently, an indication
in Japan for HCC makes difference. This indication recom-
mends TACE for HCC patients with two or three tumors
larger than 3 cm or more than 3 tumors. A study following
this guideline reported that the overall median and 5-year
survivals were 3.3 years and 34%, respectively. And, in
patients with two or three tumors larger than 3 cm and
Child-Pugh A liver function, the 3-year survival was 55%
[50, 55]. It sounds that updating guidelines make sense.
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In recent years, efforts have been directed to improve
the delivery system of chemotherapeutic and radiother-
apeutic agents to be used in TACE [27, 40]. Drug-
eluting particles are designed to localize a drug to the
targeted tumor and minimize systemic exposure to the
drug, thus decreasing the common postoperative adverse
effects associated with chemoembolization with lipiodol.
There are two different types of drug-eluting particles:
polyvinyl alcohol microspheres and superabsorbent polymer
microspheres. These particles release the loaded drug locally
in a slow and sustained manner and cause tumor ischemia
by their embolization effect [56–58]. The drug loaded in
microspheres is mostly doxorubicin, and other products such
as gelatin microspheres loaded with cisplatin have also been
reported [35]. Radiotherapeutic agents used in TACE include
yttrium-90 microspheres, iodine-131 lipiodol, rhenium-188
lipiodol, phosphorus-32 glass microspheres, and holmium-
166 chitosan complex [59]. However, results are conflicting.
Some investigations reportedly concluded that these systems
might improve the effect on tumor necrosis, with advantage
in terms of overall survival and objective complete responses
in favor of TACE with these new agents for patients with
unresectable HCC. Others demonstrated that, compared
with TACE using lipiodol, TACE with calibrated drug-eluting
beads loaded with doxorubicin had a similar tumor response
and radioembolization with yttrium-90 microspheres had a
similar median survival [50]. In addition, one study from
a single center showed that lipiodol TACE was not inferior
to TACE with drug-eluting beads in terms of response rate
and was superior to the latter regarding time to progression.
What is more, this study demonstrated that the median
overall survival was 46 months for lipiodol TACE and only
19 months for TACE with drug-eluting beads [58].

5.2. TACE and Liver Surgery. In the past, surgeons have
already realized that treatment of HCC by surgery alone
has limitations for prolongation of life and multidisciplinary
treatment is necessary. Since 1983, some surgeons began
to use the catheter treatment to prevent recurrence by
embolization with lipiodol-adriamycin mixture followed by
gelfoam cubes. The treatment is performed as a rule one
month after HCC surgery at three-month intervals for one
year [60]. Postoperative TACE proves to reduce intrahepatic
recurrence and has been shown with both disease-free sur-
vival and overall survival benefits in some papers; however,
it was also questioned by others [61, 62]. Although pre-
operative TACE was evaluated as ineffective on prolonging
survivals, TACE has long been used to downstage HCC
for liver surgery. In some patients with critically inoperable
tumor, the tumor size is reduced after repeated sessions of
TACE and the tumor thus becomes resectable [63]. Repeated
TACE is regarded as an alternative nonsurgical approach, for
post-TACE resection may prolong the survival time before
liver transplantation can be performed, thus significantly
prolonging the survival rate of patients with HCCs. Issues
are paradoxical and even controversial, in favor of post-TACE
resection and unfavorable for preresection TACE, but it is the
same thing for TACE itself.

Things are different now. In the late 1990s, TACE has
been used as an alternative for resectable HCC [38]. A
recent study from Taiwan compared the long-term outcome
of TACE with liver resection. All the included patients had
resectable early-stage HCC and Child-Pugh class A liver
function. The mean survival times of both groups are similar.
The 1-, 3-, and 5-year overall survival rates of the TACE
group and the liver resection group were 91%, 66%, and 52%
and 93%, 71%, and 57%, respectively. This study confirmed
that TACE is efficient and safe for resectable early-stage HCC
with overall survival rates similar to that of liver resection and
is indicated in selected patients with resectable early-stage
HCC [40]. Besides, TACE has several benefits over surgical
resection including the anticipated reduction in morbidity
and mortality, minimal trauma and pain, short hospital
stay and recovery, low cost, suitability for real-time image
guidance, and cosmesis [48].

5.3. Combined Use of TACE with Other Local Ablative
Approaches. The combination of TACE with other local abla-
tive therapies has achieved excellent results in the treatment
of HCC. For example, overall survival is improved when
it is combined with percutaneous ethanol injection (PEI)
or radiofrequency ablation (RFA), as neoadjuvant therapy
prior to liver resection, or as a bridging tool before liver
transplantation [41].

TACE alone is rarely able to produce a full necrosis of
large lesions. PEI is often unable to produce homogeneous
distribution of ethanol within a tumor. TACE causes dis-
ruption of internal septation and decrease of density within
a tumor, as well as a fibrous peritumoral reaction. These
changes facilitate the use of TACE followed by PEI, with
the injected ethanol spreading more evenly and confined
better within the tumor. HCC patients with large or multiple
tumors treated by the combination of TACE and PEI have a
clear survival benefit with muchbetter survival rates at one,
three, and five years [64].

For HCCs with multiplicity, RFA has its limitations in
terms of the size and number of HCCs that can be treated.
And some locations in the liver might be difficult to approach
even with imaging guidance. Several studies have confirmed
that the combination of TACE and RFA yields better local
tumor control and decreases tumor recurrence compared
with RFA alone in the treatment of patients with HCC
[65, 66]. In addition, before the performance of RFA, a TACE
in the same session is helpful for detection of multiplicity and
for localization of the tumor by the deposit of lipiodol.

Conventional radiotherapy presents limited efficacy for
the treatment of HCC and the patient often cannot tolerate
this therapy especially when liver cirrhosis exists. Stereotactic
body radiation therapy delivers a high dose in a short
time to the well-defined target area, with rapid dose fall-off
gradients, thus reduces liver toxicity. It has been used as a
bridge therapy for patients with HCC awaiting liver trans-
plantation and its combination with HCC seems promising
to improve treatment efficacy [67, 68]. When TACE is
used in combination with three-dimensional conformal
radiotherapy, 1- and 2-year survival rates have been reported
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to be similar to that of surgery in a cohort of HCC patients
with portal vein thrombus [69].

6. Prospects

The debate on the problem of TAE versus TACE will con-
tinue. HCC is resistant to chemotherapy, so the chemothera-
peutics used in TACE should be retained in the tumor region
for the expectation of high intratumoral concentration of the
drug. Chemotherapy agents may prevent remote metastasis,
but they also may agitate cancer cells to flee. The authors
had long-term surviving HCC patients with metastasis in
subcutaneous tissue of the abdomen, the back, groin and
in the brain, most in the lungs, or vertebrae. These facts
make us confused about the effects of chemotherapy agents.
At the present, TAE is used when chemotherapy is riskful
according to the patients condition. Large cohort studies
are necessary to further define various TACE protocols for
improving therapeutic outcome of HCC, especially in terms
of patient population selection. Necessity and timing of
repeated embolization will be further investigated. After
protocol modification, some treatment strategies with TACE
will become superior from potentially curative to curative
methods for the treatment of HCC.

Embolization makes ischemia of the affected tissues.
TACE-generated ischemia can raise angiogenesis factors
which accelerate regeneration of residual tumor cells and
account for the high rate of local recurrence. The com-
bination use of antiangiogenic drugs and TACE should
help to decrease the recurrence rate, but this must be
verified in clinical studies. Sorafenib in combination with
TACE will significantly prolong the life expectancy of HCC
patients, although systemic chemotherapies have proved
disappointing for the treatment of HCC [29]. After using
such angiogenesis inhibitors, antiangiogenesis resistance may
develop in HCC. Novel agents are being investigated to
overcome this resistance, such as brivanib [70]. Several other
angiogenesis inhibitors are also in development to treat HCC
both for first-line use and for use following sorafenib failure
[70].

Nowadays, TACE as a local ablative treatment is able
to induce local disease control and to prolong survival and
might even achieve survival similar to surgical resection;
however, the high rates of recurrence of HCC after successful
control of local tumor spread are the reason to consider that
procedure as a noncurative treatment option. In contrast to
necrosis resulted from TACE, apoptosis is not commonly
accompanied by an inflammatory response that causes
collateral cell damage. Thus combination of intratumoral
or intraarterial injection of p53 products with TACE, with
embolization effects of tumor tissue ischemia and necrosis,
may be synergic and improve survival. It is an attempt to
achieve a synergism of external stimuli and cellular p53 gene
expression for the induction of apoptosis of liver cancer cells.

For improving the performance of TACE and reducing
TACE practitioner’s exposure to X-ray, we now have the
concept of robot-assisted catheter insertion. Inspired by the
idea of computer-aided surgery and taking advantage of the
rapid advancement in imaging and robotic technologies,

researchers will construct an integrated performance naviga-
tion and medical robotic system for safer and more refined
practice of catheterization [71].

7. Conclusion

TACE develops gradually from the procedures of diagnostic
angiography and transcatheter injection of agents and is in
particular performed in the treatment of HCC. TACE also
has a role in delaying the progression of HCC as a bridge
therapy to orthotopic liver transplantation. In recent years,
it is indicated in selected patients with early-stage HCC.
Careful patient selection is crucial for great outcome in
the treatment of HCC with TACE. Fewer tumor numbers,
smaller tumor size, and better liver function predict better
tumor response and higher survival rates. Current protocols
of TACE are heterogeneous in the choice, dosage, concen-
tration, rate of injection of the chemotherapeutic agent, and
optimal retreatment strategy, usually decided by institutional
and personal referral. Large cohort studies are necessary
to further define various TACE protocols for improving
therapeutic outcome of HCC. Combination use of TACE
with other local ablative therapies has achieved excellent
results in the treatment of HCC.
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[13] J. Rösch, C. T. Dotter, and M. J. Brown, “Selective arterial
embolization. A new method for control of acute gastrointesti-
nal bleeding,” Radiology, vol. 102, no. 2, pp. 303–306, 1972.

[14] I. M. Murray-Lyon, “Treatment of hepatic tumours by ligation
of the hepatic artery and infusion of cytotoxic drugs,” Journal
of the Royal College of Surgeons of Edinburgh, vol. 17, no. 3, pp.
156–161, 1972.

[15] R. J. Lucas, O. Tumacder, and G. S. Wilson, “Hepatic artery
occlusion following hepatic artery catheterization,” Annals of
Surgery, vol. 173, no. 2, pp. 238–243, 1971.

[16] J. C. Cleveland, “Inadvertent interruption of hepatic arterial
flow,” The American Journal of Surgery, vol. 111, no. 4, pp. 573–
574, 1966.

[17] R. Carroll, “Infarction of the human liver,” Journal of Clinical
Pathology, vol. 16, no. 2, pp. 133–136, 1963.

[18] S. R. Reuter, “The current status of angiography in the
evaluation of cancer patients,” Cancer, vol. 37, no. 1, pp. 532–
541, 1976.

[19] D. Doyon, A. Mouzon, A. M. Jourde, C. Regensberg, and
C. Frileux, “Hepatic, arterial embolization in patients with
malignant liver tumours,” Annales de Radiologie, vol. 17, no.
6, pp. 593–603, 1974.

[20] R. Yamada, H. Nakatsuka, K. Nakamura et al., “Hepatic artery
embolization in 32 patients with unresectable hepatoma,”
Osaka City Medical Journal, vol. 26, no. 2, pp. 81–96, 1980.

[21] M. A. Friedman, P. A. Volberding, and M. J. Cassidy, “Therapy
for hepatocellular cancer with intrahepatic arterial adriamycin
and 5-fluorouracil combined with whole-liver irradiadiation:
a Northern California Oncology Group study,” Cancer Treat-
ment Reports, vol. 63, no. 11-12, pp. 1885–1888, 1979.

[22] N. C. Misra, M. S. D. Jaiswal, R. V. Singh, and B. Das,
“Intrahepatic arterial infusion of combination of mitomycin
C and 5 fluorouracil in treatment of primary and metastatic
liver carcinoma,” Cancer, vol. 39, no. 4, pp. 1425–1429, 1977.

[23] H. Hirose, M. Aoyama, K. Oshima et al., “Chemotherapy of
hepatocellular carcinoma–with special reference to one-shot
intra-arterial infusion of a high dose of adriamycin,” Gan To
Kagaku Ryoho, vol. 9, no. 12, pp. 2216–2221, 1982.

[24] P. G. Wheeler, W. Melia, and P. Dubbins, “Non-operative
arterial embolisation in primary liver tumors,” British Medical
Journal, vol. 2, no. 6184, pp. 242–244, 1979.

[25] A. Roche, D. Franco, and D. Dhumeaux, “Emergency hepatic
arterial embolization for secondary hypercalcemia in hepato-
cellular carcinoma,” Radiology, vol. 133, no. 2, pp. 315–316,
1979.

[26] K. Ando, “Evaluation of conservative therapeutic modalities
for hepatocellular carcinoma—analysis of 206 cases,” Gas-
troenterologia Japonica, vol. 19, no. 5, pp. 436–446, 1984.

[27] K. Y. Tam, K. C. Leung, and Y. X. Wang, “Chemoembolization
agents for cancer treatment,” European Journal of Pharmaceu-
tical Sciences, vol. 44, no. 1-2, pp. 1–10, 2011.

[28] E. Liapi and J. F. H. Geschwind, “Chemoembolization for
primary and metastatic liver cancer,” Cancer Journal, vol. 16,
no. 2, pp. 156–162, 2010.

[29] C. D. Gadaleta and G. Ranieri, “Trans-arterial chemoem-
bolization as a therapy for liver tumours: new clinical devel-
opments and suggestions for combination with angiogenesis
inhibitors,” Critical Reviews in Oncology/Hematology, vol. 80,
no. 1, pp. 40–53, 2010.

[30] L. Marelli, R. Stigliano, C. Triantos et al., “Transarterial
therapy for hepatocellular carcinoma: which technique is
more effective? A systematic review of cohort and randomized
studies,” CardioVascular and Interventional Radiology, vol. 30,
no. 1, pp. 6–25, 2007.

[31] M. Pleguezuelo, L. Marelli, M. Misseri et al., “TACE versus
TAE as therapy for hepatocellular carcinoma,” Expert Expert
Review of Anticancer Therapy, vol. 8, no. 10, pp. 1623–1641,
2008.

[32] R. Miraglia, G. Pietrosi, L. Maruzzelli et al., “Efficacy of
transcatheter embolization/chemoembolization (TAE/TACE)
for the treatment of single hepatocellular carcinoma,” World
Journal of Gastroenterology, vol. 13, no. 21, pp. 2952–2955,
2007.

[33] A. Artinyan, R. Nelson, P. Soriano et al., “Treatment response
to transcatheter arterial embolization and chemoembolization
in primary and metastatic tumors of the liver,” The Interna-
tional Hepato Pancreato Biliary Association, vol. 10, no. 6, pp.
396–404, 2008.

[34] J. Bruix, J. M. Llovet, A. Castells et al., “Transarterial
embolization versus symptomatic treatment in patients with
advanced hepatocellular carcinoma: results of a randomized,
controlled trial in a single institution,” Hepatology, vol. 27, no.
6, pp. 1578–1583, 1998.

[35] T. Toyama, N. Nitta, S. Ohta et al., “Clinical trial of cisplatin-
conjugated gelatin microspheres for patients with hepatocel-
lular carcinoma,” Japanese Journal of Radiology, vol. 30, no. 1,
pp. 62–68, 2012.

[36] J. H. Kim, H. K. Yoon, G. Y. Ko et al., “Nonresectable combined
hepatocellular carcinoma and cholangiocarcinoma: analysis of
the response and prognostic factors after transcatheter arterial
chemoembolization,” Radiology, vol. 255, no. 1, pp. 270–277,
2010.

[37] I. K. Kang, S. W. Kim, S. H. Hahn, S. C. Cho, C. W. Gham,
and D. H. Lee, “A comparison of patients with hepatocellular
carcinoma between a short-term (less than 6 months) survival
group and a long-term (over 24 months) survival group after
treatment with transcatheter arterial chemoembolization,”
Taehan Kan Hakhoe Chi, vol. 8, no. 2, pp. 189–200, 2002.

[38] Y. H. Huang, J. C. Wu, G. Y. Chau et al., “Supportive treatment,
resection and transcatheter arterial chemoembolization in
resectable hepatocellular carcinoma: an analysis of survival
in 419 patients,” European Journal of Gastroenterology and
Hepatology, vol. 11, no. 3, pp. 315–321, 1999.

[39] K. M. Eltawil, R. Berry, M. Abdolell, and M. Molinari,
“Analysis of survival predictors in a prospective cohort
of patients undergoing transarterial chemoembolization for
hepatocellular carcinoma in a single Canadian centre,” The
International Hepato Pancreato Biliary Association, vol. 14, no.
3, pp. 162–170, 2012.

[40] K. F. Hsu, C. H. Chu, D. C. Chan et al., “Superselective transar-
terial chemoembolization vs hepatic resection for resectable
early-stage hepatocellular carcinoma in patients with Child-
Pugh class a liver function,” European Journal of Radiology, vol.
81, no. 3, pp. 466–471, 2011.



ISRN Gastroenterology 7

[41] M. Biolato, G. Marrone, S. Racco et al., “Transarterial
chemoembolization (TACE) for unresectable HCC: a new life
begins?” European Review for Medical and Pharmacological
Sciences, vol. 14, no. 4, pp. 356–362, 2010.

[42] J. Y. Kim, J. S. Lee, D. H. Oh, Y. H. Yim, and H. K. Lee,
“Transcatheter arterial chemoembolization confers survival
benefit in patients with a spontaneously ruptured hepato-
cellular carcinoma,” European Journal of Gastroenterology &
Hepatology, vol. 24, no. 6, pp. 640–645, 2012.

[43] W. Y. Lau and E. C. H. Lai, “Hepatocellular carcinoma:
current management and recent advances,” Hepatobiliary and
Pancreatic Diseases International, vol. 7, no. 3, pp. 237–257,
2008.

[44] J. L. Raoul, B. Sangro, A. Forner et al., “Evolving strategies
for the management of intermediate-stage hepatocellular
carcinoma: available evidence and expert opinion on the use of
transarterial chemoembolization,” Cancer Treatment Reviews,
vol. 37, no. 3, pp. 212–220, 2011.

[45] M. Salhab and R. Canelo, “An overview of evidence-based
management of hepatocellular carcinoma: a meta-analysis,”
Journal of Cancer Research and Therapeutics, vol. 7, no. 4, pp.
463–475, 2011.

[46] W. C. Chapman, M. B. Majella Doyle, J. E. Stuart et al.,
“Outcomes of neoadjuvant transarterial chemoembolization
to downstage hepatocellular carcinoma before liver transplan-
tation,” Annals of Surgery, vol. 248, no. 4, pp. 617–624, 2008.

[47] I. Bargellini, C. Vignali, R. Cioni et al., “Hepatocellular car-
cinoma: CT for tumor response after transarterial chemoem-
bolization in patients exceeding Milan criteria—selection
parameter for liver transplantation,” Radiology, vol. 255, no.
1, pp. 289–300, 2010.

[48] S. N. Goldberg and M. Ahmed, “Minimally invasive image-
guided therapies for hepatocellular carcinoma,” Journal of
Clinical Gastroenterology, vol. 355, no. 5, supplement 2, pp.
S115–S129, 2002.

[49] G. E. Chung, J. H. Lee, H. Y. Kim et al., “Transarterial
chemoembolization can be safely performed in patients with
hepatocellular carcinoma invading the main portal vein and
may improve the overall survival,” Radiology, vol. 258, no. 2,
pp. 627–634, 2011.

[50] K. Takayasu, “Superselective transarterial chemoembolization
for hepatocellular carcinoma: recent progression and perspec-
tive,” Oncology, vol. 81, supplement 1, pp. 105–110, 2011.

[51] S. B. Paul, S. Gamanagatti, V. Sreenivas et al., “Trans-arterial
chemoembolization (TACE) in patients with unresectable
hepatocellular carcinoma: experience from a Tertiary Care
Centre in India,” Indian Journal of Radiology and Imaging, vol.
21, no. 2, pp. 113–120, 2011.

[52] K. Hakamada, N. Kimura, T. Miura et al., “Des-gamma-
carboxy prothrombin as an important prognostic indicator in
patients with small hepatocellular carcinoma,” World Journal
of Gastroenterology, vol. 14, no. 9, pp. 1370–1377, 2008.

[53] J. B. Zhang, Y. Chen, B. Zhang et al., “Prognostic significance
of serum gamma-glutamyl transferase in patients with inter-
mediate hepatocellular carcinoma treated with transcatheter
arterial chemoembolization,” European Journal of Gastroen-
terology & Hepatolog, vol. 23, no. 9, pp. 787–793, 2011.

[54] X. J. Shi, X. Jin, M. Q. Wang et al., “Effect of resection fol-
lowing downstaging of unresectable hepatocelluar carcinoma
by transcatheter arterial chemoembolization,” Chinese Medical
Journal, vol. 125, no. 2, pp. 197–202, 2012.

[55] K. Takayasu, S. Arii, M. Kudo et al., “Superselective transarte-
rial chemoembolization for hepatocellular carcinoma. Valida-
tion of treatment algorithm proposed by Japanese guidelines,”
Journal of Hepatology, vol. 56, no. 4, pp. 886–892, 2012.

[56] H. van Malenstein, G. Maleux, V. Vandecaveye et al., “A
randomized phase II study of drug-eluting beads versus
transarterial chemoembolization for unresectable hepatocel-
lular carcinoma,” Onkologie, vol. 34, no. 7, pp. 368–376, 2011.

[57] S. P. Kalva, S. I. Iqbal, K. Yeddula et al., “Transarterial
chemoembolization with doxorubicin-eluting microspheres
for inoperable hepatocellular carcinoma,” Gastrointestinal
Cancer Research, vol. 4, no. 1, pp. 2–8, 2011.

[58] M. Scartozzi, G. S. Baroni, L. Faloppi et al., “Trans-arterial
chemo-embolization (TACE), with either lipiodol (tradi-
tional TACE) or drug-eluting microspheres (precision TACE,
pTACE) in the treatment of hepatocellular carcinoma: efficacy
and safety results from a large mono-institutional analysis,”
Journal of Experimental and Clinical Cancer Research, vol. 29,
no. 1, article 164, 2010.

[59] F. Sundram, “Radionuclide therapy of hepatocellular carci-
noma,” Biomedical Imaging and Intervention Journal, vol. 2,
no. 3, article e40, 2006.

[60] Y. Shimamura, H. Shimizu, Y. Takenaka et al., “Multidis-
ciplinary therapy of hepatocellular carcinoma—TAI. TAE
treatment by intra-arterial catheterization,” Gan To Kagaku
Ryoho, vol. 13, no. 4, part 2, pp. 1596–1602, 1986.

[61] X. D. Zhou, “Recurrence and metastasis of hepatocellular car-
cinoma: progress and prospects,” Hepatobiliary and Pancreatic
Diseases International, vol. 1, no. 1, pp. 35–41, 2002.

[62] H. C. Sun and Z. Y. Tang, “Preventive treatments for recur-
rence after curative resection of hepatocellular carcinoma—a
literature review of randomized control trials,” World Journal
of Gastroenterology, vol. 9, no. 4, pp. 635–640, 2003.

[63] Z. Y. Tang, Y. Q. Yu, and X. D. Zhou, “Three decades’
experience in surgery of hepatocellular carcinoma,” Gan To
Kagaku Ryoho, vol. 24, supplement 1, pp. 126–133, 1997.

[64] A. Dettmer, T. D. Kirchhoff, M. Gebel et al., “Combination
of repeated single-session percutaneous ethanol injection
and transarterial chemoembolisation compared to repeated
single-session percutaneous ethanol injection in patients with
non-resectable hepatocellular carcinoma,” World Journal of
Gastroenterology, vol. 12, no. 23, pp. 3707–3715, 2006.

[65] J. H. Kim, H. J. Won, Y. M. Shin et al., “Medium-sized (3.1–
5.0 cm) hepatocellular carcinoma: transarterial chemoem-
bolization plus radiofrequency ablation versus radiofrequency
ablation alone,” Annals of Surgical Oncology, vol. 18, no. 6, pp.
1624–1629, 2011.

[66] W. Wang, J. Shi, and W. F. Xie, “Transarterial chemoemboliza-
tion in combination with percutaneous ablation therapy in
unresectable hepatocellular carcinoma: a meta-analysis,” Liver
International, vol. 30, no. 5, pp. 741–749, 2010.

[67] C. K. Park, S. H. Bae, H. J. Yang et al., “Successful treatment
of stereotactic body radiation therapy combined with transar-
terial chemolipiodolization for hepatocellular carcinoma with
biliary obstruction,” Korean Journal of Internal Medicine, vol.
26, no. 1, pp. 94–98, 2011.

[68] S. S. Lo, L. A. Dawson, E. Y. Kim et al., “Stereotactic body
radiation therapy for hepatocellular carcinoma,” Discovery
Medicine, vol. 9, no. 48, pp. 404–410, 2010.

[69] Z. J. Wu, J. Cai, A. B. Xu et al., “Combined three-di-
mensional conformal radiotherapy plus transcatheter arterial
chemoembolization and surgical intervention for portal vein



8 ISRN Gastroenterology

tumor thrombus in patients with hepatocelular carcinoma,”
Zhonghua Yi Xue Za Zhi, vol. 91, no. 40, pp. 2841–2844, 2011.

[70] M. Kudo, “Future treatment option for hepatocellular carci-
noma: a focus on brivanib,” Digestive Diseases, vol. 29, no. 3,
pp. 316–320, 2011.

[71] S. K. Chang, W. W. Hlaing, L. Yang, and C. K. Chui, “Current
technology in navigation and robotics for liver tumours
ablation,” Annals of the Academy of Medicine Singapore, vol.
40, no. 5, pp. 231–236, 2011.


	Introduction
	Evolution of TACE 
	TAE Versus TACE 
	TACE Today
	Role in Comprehensive Treatment of HCC
	Effects and Technique Improvement
	TACE and Liver Surgery
	Combined Use of TACE with Other Local Ablative Approaches

	Prospects
	Conclusion
	References

