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Comparison of the efficacy of hepatic arterial infusion chemotherapy combined
with Camrilizumab and Lenvatinib versus hepatic arterial chemoembolization

in the treatment of unresectable hepatocellular carcinoma”
TAO Jie,SHI Zhengrong”
(Department of Hepatobiliary Surgery ,The First Affiliated Hospital of Chongqing
Medical University ,Chongqing 400016 ,China)

[ Abstract ]| Objective To compare the efficacy and safety of hepatic arterial infusion chemotherapy
(HAIC) of fluorouracil, leucovorin, and oxaliplatin (mFOLFOX) combined with Camrelizumab and Lenva-
tinib and transarterial chemoembolization (TACE) combined with Camrelizumab and Lenvatinib in patients
with unresectable hepatocellular carcinoma. Methods A total of 41 patients with unresectable hepatocellular
carcinoma admitted to the Department of Hepatobiliary Surgery of this hospital from July 1,2020 to March
31,2022 were selected as the study objects and divided into the TACE group (TACE combined with Camrili-
zumab and Lenvatinib,n=20) and the HAIC group (HACI combined with Camrilizumab and Lenvatinib,n =
21) according to different treatment regimen. Tumor response, progression-free survival (PFS),overall sur-
vival (OS) and the occurrence of adverse reactions were evaluated in the two groups based on the Response E-
valuation Criteria in Solid Tumors (RECIST). Results The number of interventional therapy in the HAIC
group was 2—6 times,with an average of (4. 0041.52)times,which was higher than that in the TACE group
[1—6 times with an average of (2. 95+ 1. 23)times ], the difference was statistically significant (P <C0. 05).
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Compared with the TACE group,the frequency of immunotherapy was higher in the HAIC group [ (4.33+
2.31D)times wvs. (3.04=+2.90)times |,and the number of patients undergoing surgical resection after treatment
was higher in the HAIC group (4 cases vs. 2 cases),but the difference was not statistically significant (P>
0. 05). There was no significant difference in the disease control rate between the HAIC group and the TACE
group (95.2% ws. 90.0%,P>>0.05),but the objective remission rate of the HAIC group was significantly
higher than that of the TACE group (52.4% wvs. 5.0% ,P<C0.05). There was no significant difference in dis-
ease control rate and objective response rate between the two groups in patients with hepatocellular carcinoma
with portal vein thrombosis and giant liver cancer (maximum tumor diameter =>10 cm), (P >>0. 05). The me-
dian PFS time of the HAIC group and the TACE group were five months and three months (P>>0.05),and
the median OS time of the two groups were ten months and six months (P>>0. 05) ,respectively. There were
no grade 3—4 adverse events and no treatment-related deaths in the two groups. Conclusion Compared with

TACE, HAIC combined with Camrelizumab and Lenvatinib can improve objective response rates and PFS in

patients with unresectable hepatocellular carcinoma.
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