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Abstract

carcinoma: update

On March 19, 2024, the American Society of
Clinical Oncology (ASCO) released an update to the guidelines
for the systemic treatment of advanced hepatocellular
carcinoma (HCC). This update, based on eight phase Il
randomized controlled trials (RCTs) from the 2020 ASCO
guidelines, integrated ten latest RCT data in recent years and
recommended atezolizumab plus bevacizumab or durvalumab
plus tremelimumab as the preferred first—line treatment for
advanced HCC patients with Child=Pugh A status and ECOG
PS 0-1. Tt also addressed the selection of second-line and
subsequent-line treatments for advanced HCC patients.
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