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Abstract: Hepatic artery infusion chemotherapy (HAIC) is a common interventional therapy. It
takes effect by directly injecting antineoplastic drugs into the blood supply vessels of hepatic tu-
mors. At present, it has become one most important methods in the treatment of advanced hepato-
cellular carcinoma (HCC). At the same time, HAIC can also work on metastatic tumors and other
non-HCC hepatic malignant tumors as a safe and effective complementary therapy. In recent
years, HAIC has drawn more and more attention from clinicians and its clinical application has
been explored continuously. This article reviews the history, application principle, dosage regi-
men, clinical application and future research direction of HAIC.

Subject words: hepatic artery infusion chemotherapy; transcatheter arterial chemoembolization;
hepatocellular carcinoma; sorafenib
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Table 1 Clinical research of HAIC in the treatment of HCC

Authors Time N  Research design

Research type

Main results

Nouso K, et al¥ 2013 1942 HAIC vs no
therapy

He MK, et al'” 2017 79 HAIC vs TACE

Kudo M, et al'™ 2018 205 HAIC+Sorafenib

vs Sorafenib Il trial

Choi JH,et al® 2018 58 HAIC vs Sorafenib Randomized, prospective,

comparative study

Lyu N, et al® 2018 412 HAIC vs Sorafenib  Retrospective study

Lyu N, et al™ 2018 49  Only HAIC
I study

He MK, et al'® 2018 35 HAIC+Sorafenib
I study

He MK, et al®® 2019 247 HAIC+Sorafenib
vs Sorafenib

Hu J, et al® 2020 46 HAIC vs TACE/
TAE

Liu BJ,et al''”! 2020 66 TACE+HAIC+
Sorafenib

Prospective ,non randomized,
phase Il study

Prospective single-arm phase

Randomized , open-label ,
parallel-group phase Il trial

Retrospective study

Prospective phase Il study

Large-scale retrospective study OS:HAIC 14.0 vs no therapy 5.2

PR:HAIC 52.6% vs TACE 9.8%
DCR:HAIC 83.8% vs TACE 52.5%
TTP:HAIC 5.87 vs TACE 5.60
Resection:HAIC 10 vs TACE 3

Randomised , open-label ,phase  OS:HAIC+Sorafenib 11.8 vs Sorafenib 11.5

OS:HAIC 14.9 vs Sorafenib 7.2
TTP.HAIC 4.4 vs Sorafenib 2.7
ORR:HAIC 27.6% vs Sorafenib 3.4%

PFS:7.1 vs 3.3(RECIST)/7.4 vs 3.6(mRECIST)
0S:14.5 vs 7.0

Prospective ,multicentre, phase  ORR :28.6%(RECIST) /40.8%(mRECIST)/

34.7%(EASL)
TTP.6.1, PFS:7.1
6-,and 12-month survival rates were 71.4%

and 55.1%

3-,6-,and 12-month PFS rates were 82.9%,
51.4% and 22.9%

PFS:6.7,0S:13.2

ORR:40.0% ,DCR :77.1%(RECIST)

0S:SoraHAIC 13.37 vs Sorafenib 7.13
PFS:SoraHAIC 7.03 vs Sorafenib 2.60
ORR:SoraHAIC 40.80% vs Sorafenib 2.46%

OS:HAIC 20.8 vs TACE/TAE 4.0
PFS:HAIC 9.6 vs TACE/TAE 1.5
ORR:HAIC 59.1% vs TACE/TAE 22.7%

ORR:42.4% ,DCR :87.9%
PFS:13.1,0S:21.8

6-,12-,and 24-month PFS rates were
75.0% ,54.7% and 30.0%

Notes : TACE : transcatheter arterial chemoembolization; TAE :transcatheter arterial embolization;OS:overall survival (months);PR:partial response;
DCR :disease control rate ; TTP:time to progression(months); ORR :overall response rate ; PFS : progression free survival(months); RECIST :response eval-

uation criteria in solid tumors ;mRECIST : modified response evaluation criteria in solid tumors; EASL: European Association for the Study of the Liver
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