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Conversion therapy of hepatocellular carcinoma in era of target and immune therapy
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Abstract: Hepatocellular carcinoma (HCC) is the main malignant liver tumor in China. Most HCC patients are diagnosed at intermedi—
ate and late stages, and are not suitable for radical therapy, mainly surgical resection. Conversion therapy means to use systemic therapy
to treat initially unresectable HCCs in order to downstage for resection in the future, which could significantly improve the prognosis. In
recent years, the emerging target agents and immune checkpoint inhibitors (ICIs) provide novel choices for conversion therapy. Target agent
and ICI based conversion therapy is the mainstream of clinical and basic research of HCC. In this article, we would discuss the questions
emerged and the prospects in the era of target agent and ICI based conversion therapy of HCC.
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