
Copyright: © 2024 The Author(s). This article has been published under the terms of Creative Commons Attribution-Noncommercial 4.0 International License  
(CC BY-NC 4.0), which permits noncommercial unrestricted use, distribution, and reproduction in any medium, provided that the following statement is provided.  

“This article has been published in Journal of Clinical and Translational Hepatology at https://doi.org/10.14218/JCTH.2023.00403 and can also be viewed 
 on the Journal’s website at http://www.jcthnet.com ”.

Review Article

Journal of Clinical and Translational Hepatology 2024  vol. 12(3)  |  298–304 
DOI: 10.14218/JCTH.2023.00403

Improving the Conversion Success Rate of Hepatocellular 
Carcinoma: Focus on the Use of Combination Therapy with  
a High Objective Response Rate
Qi-Feng Chen1,2#, Song Chen1,2#, Minshan Chen3, Ning Lyu1,2*  and Ming Zhao1,2*

1Department of Minimally Invasive Interventional Therapy, Liver Cancer Study and Service Group, Sun Yat-sen University 
Cancer Center, Guangzhou, Guangdong, China; 2State Key Laboratory of Oncology in South China, Guangzhou, Guangdong, 
China; 3Department of Liver Surgery, Sun Yat-sen University Cancer Center, Guangzhou, Guangdong, China

Received: 5 September 2023  |  Revised: 3 December 2023  |  Accepted: 25 December 2023  |  Published online: 10 January 2024

Abstract

The high mortality rate in hepatocellular carcinoma (HCC) is 
partially due to the fact that a significant number of patients 
are diagnosed at an intermediate or advanced stage, with 
surgical treatment options unavailable. Conversion therapy, 
which involves both locoregional and systemic treatments, 
has the potential to downstage tumors in selected patients 
with initially unresectable HCC, thereby making surgical treat-
ment a possibility and potentially increasing long-term surviv-
al. To optimize the conversion rate, it is necessary to maximize 
successful conversions and clearly define the target popula-
tion for conversion treatment through a collaborative effort. In 
this review article, we summarize the clinical experience and 
evidence for conversion therapy in patients with ‘potentially 
resectable’ HCC from four perspectives: 1) defining the target 
population for conversion therapy, 2) selecting the appropri-
ate conversion strategy, placing emphasis on the utilization of 
combination therapy that exhibits a significant objective re-
sponse rate, 3) determining the timing and urgency of surgi-
cal resection, 4) promoting the adoption of a multidisciplinary 
team model. The authors are optimistic that with the con-
tinuous progress in treatment and a deeper understanding of 
HCC, the success rate of HCC conversion therapy will increase, 
and the overall survival of HCC patients will be prolonged.

Citation of this article: Chen QF, Chen S, Chen M, Lyu N, 
Zhao M. Improving the Conversion Success Rate of Hepato-
cellular Carcinoma: Focus on the Use of Combination Thera-

py with a High Objective Response Rate. J Clin Transl Hepatol 
2024;12(3):298–304. doi: 10.14218/JCTH.2023.00403.

Introduction
In 2020, hepatocellular carcinoma (HCC) ranked 6th in in-
cidence and 3rd in mortality among all malignant tumors 
worldwide.1 Despite the possibility of achieving long-term 
survival through curative treatments such as surgical re-
section, transplantation or ablation, a majority of patients 
in China are unfortunately diagnosed at an intermediate or 
advanced stage, resulting in only 30% being eligible for cu-
rative treatment and a 5-year survival rate of only 14.2%.2 
This lags behind other developed countries such as Japan, 
South Korea, Europe, and the United States.

However, advancements in drug treatment, local treat-
ment, and concepts have made it possible to perform con-
version treatment for patients who are initially diagnosed but 
cannot be resected. This transformation into a resectable le-
sion has proven to offer survival benefits, with some stud-
ies reporting a 5-year survival rate equal to that of initially 
resectable patients.3

Theoretically, the conversion success rate is equal to the 
number of successful conversions divided by the number of 
target conversions, multiplied by 100%. In order to improve 
the conversion rate, it is essential to not only maximize the 
number of successful conversions but also to accurately de-
fine the target population for conversion treatment. On one 
hand, optimization of conversion treatments is a widely dis-
cussed topic in clinical research, and various methods exist 
to enhance the outcome. On the other hand, defining the 
target population in a clear and uniform manner is equally 
important. Excluding patients with low or no conversion po-
tential is crucial in this regard. This article delves into these 
two crucial aspects, drawing upon international literature and 
clinical experience, to shed light on how to improve the HCC 
conversion success rate (Fig. 1).

Defining the target population for conversion therapy

Definition of conversion therapy
The “Guidelines for the Diagnosis and Treatment of Hepa-
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tocellular Carcinoma (2021 Edition)”4 and “Liver Cancer 
Conversion Therapy Chinese Expert Consensus (2021 Edi-
tion)”5 succinctly state that it involves the transformation of 
unresectable HCC into resectable HCC, thereby enabling the 
complete removal of the tumor. The objective of conversion 
therapy is to attain a radical excision of the lesion.

How to choose the population for conversion therapy
However, the determination of the suitable patient population 
remains an area of contention. There are debates regarding 
the definition of inoperability, which currently encompasses 
both surgical and oncological considerations. Surgically unre-
sectable HCC refers to inadequate liver volume (future liver 
remnant, FLR) or the impossibility of obtaining adequate cut-
ting margins or achieving R0 resection. Oncologically unre-
sectable HCC, on the other hand, refers to the inability to 
achieve optimal oncological outcomes after surgery, an effec-
tiveness that is not as robust as that achieved through non-
surgical treatments.5 This standard remains a topic of debate 
and there is a lack of data-driven evidence as to whether 
surgery is a more advantageous approach than other mo-
dalities.

Additionally, the “China Expert Consensus on Conversion 
Therapy for Liver Cancer (2021 Edition)” designates pa-
tients with surgically unresectable China liver cancer staging 
(CNLC) stage Ia-IIa and those who are either surgically or 
oncologically unresectable CNLC stage IIb and IIIa as the 
intended recipients of conversion therapy.5 It is not always 
feasible to extend this designation to all patients. Patients in 
the CNLC stage Ia, Ib, and IIa present with a limited num-
ber of tumors and thus hold considerable promise for con-
version therapy. Conversely, patients with CNLC stages IIb 
and IIIa display a higher degree of heterogeneity and some 
may have forfeited both surgical resection opportunities and 
the possibility of being “potentially resectable” at diagnosis. 
For instance, the subgroup of intermediate-stage liver can-

cer defined as diffuse infiltrative and extensive bilateral lobar 
involvement in the updated 2022 Barcelona Clinic Liver Can-
cer (BCLC) guidelines is directly recommended for systemic 
therapy and may pose significant challenges in achieving 
successful conversion.6 CNLC stage IIIa patients with Vp3/4 
portal vein thrombosis are typically not considered “poten-
tially resectable”, but they are included in the ongoing TAL-
ENTop study to assess the feasibility of conversion therapy.7 
The final outcome of this study is required to affirm the suc-
cess rate and clinical benefits of conversion therapy for this 
particular patient population.

In general, there is as yet no widely accepted criterion 
for determining “potentially resectable” cases, which tends 
to vary based on the clinician’s experience. Thus, it is ad-
visable to adopt a multidisciplinary team (MDT) approach in 
clinical practice to determine the status of “potentially re-
sectable” and “no-conversion opportunity” status of patients 
and devise individualized treatment plans based on a com-
prehensive evaluation. This approach can help to increase 
the success rate of conversion therapy and optimize treat-
ment options. For “potentially resectable” patients, the main 
evaluation standard during the conversion period should be 
the objective response rate (ORR) based on the RECIST 1.1 
criteria, and aggressive, multi-modal treatments should be 
utilized to preserve liver function while maximizing the ORR. 
For “no-conversion opportunity” patients, the focus should 
shift to maximizing overall survival through anti-tumor treat-
ments.

Treatment strategy of patients with extra-hepatic 
metastatic tumors
Some experts contend that those initially deemed unresect-
able yet still harboring the chance for curative treatment 
after intervention comprise the conversion population, and 
that CNLC stage IIIb patients with concomitant extrahe-
patic metastases, particularly oligometastases, represent an 

Fig. 1.  Illustration for conversion therapy in patients with “potentially resectable” hepatocellular carcinoma from four perspectives. 1) defining the 
target population for conversion therapy, 2) selecting the appropriate conversion strategy, 3) determining the timing and urgency of surgical resection, and 4) promoting 
the adoption of a multidisciplinary team model. MDT, multidisciplinary team; NAFLD, non-alcoholic fatty liver disease.
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ideal group for conversion therapy.8,9 Advances in surgical 
techniques have made absolute surgical contraindications 
increasingly rare. A long-term study of 5,206 HCC patients 
with concurrent extrahepatic metastasis revealed a 5-year 
survival rate of 36% among those who met surgical crite-
ria and underwent metastasis removal, compared to a mere 
3% among those who did not receive removal, highlighting 
the potential for improved overall survival through remov-
al.10 This study only considers the surgical perspective and 
conversion therapy aims at converting unresectable original 
and/or metastatic lesions into resectable ones that can be 
surgically removed after comprehensive treatment. A study 
detailed nine patients with liver lesions deemed unresect-
able and concurrent extra-hepatic oligometastasis who un-
derwent combinational target drug and immunotherapy and 
became eligible for surgery, resulting in the removal of both 
liver lesions and extrahepatic metastases.11 Three of these 
patients achieved a pathological complete response (pCR), 
highlighting the potential benefit of simultaneous removal of 
liver and extrahepatic lesions post-conversion treatment, es-
pecially in the case of oligometastasis.

However, current research on surgical resection for pa-
tients with distant metastatic lesions primarily comes from 
small sample studies and lacks substantial evidence for 
treating these patients specifically. Although systemic treat-
ment may render CNLC stage IIIb patients’ hepatic and 
extrahepatic lesions surgically resectable, whether surgical 
treatment offers any oncological benefits remains to be de-
termined through larger clinical studies.

In the medical community, it is widely recognized that pa-
tients with CNLC stage IIIb are deemed unresectable due 
to the biology of the tumor. Despite complete necrosis of 
the liver and metastatic lesions after systemic therapy, the 
risk of recurrence and metastasis persists. As a result, the 
survival benefits of surgical resection for these patients may 
not necessarily surpass those achieved through non-surgical 
treatment options.12 The decision to choose surgery or con-
tinue with systemic treatment, possibly combined with local 
treatment, when considering conversion therapy for patients 
with concurrent liver metastasis is still being studied in ongo-
ing clinical trials.

Selecting the appropriate conversion strategy
The field of conversion therapy encompasses a range of 
treatments aimed at both the liver tissue and the tumors. 
The primary objective of treatments that target the liver tis-
sue, such as portal vein embolization (PVE) and associating 
liver partition and portal vein ligation for staged hepatec-
tomy (ALPPS), is to increase future liver remnant (FLR). On 
the other hand, treatments aimed at reducing the size of 
tumors and eliminating metastasis can be achieved through 
local therapies, systemic therapies, or a combination of 
both. Local therapies include modalities such as transarterial 
chemoembolization (TACE), hepatic arterial infusion chemo-
therapy (HAIC), transarterial radioembolization (TARE), and 
radiotherapy. Systemic therapies encompass a broad range 
of approaches including tyrosine kinase inhibitors (TKIs), an-
ti-vascular endothelial growth factor (anti-VEGF) agents, and 
immune checkpoint inhibitors (ICIs).

Treatment of liver tissue
The key to a successful surgical outcome is maintaining an 
adequate FLR. Conversion therapy aims to augment the FLR 
when it is inadequate. PVE is commonly used in clinical prac-
tice and has a high conversion rate of 60% to 80%, with 
low complication rates of 10% to 20%.13 Nonetheless, the 

growth of FLR following PVE may take 4 to 6 weeks, during 
which up to 20% of patients may miss the surgical window 
due to either tumor progression or insufficient FLR growth.14 
Conversely, ALPPS offers rapid FLR augmentation within two 
weeks, reducing the risk of progression during the conversion 
period, with a conversion success rate of 95% to 100%.15,16 
However, ALPPS has a higher rate of perioperative complica-
tions compared to PVE.17 Some researchers suggest choos-
ing the approach based on the FLR-to-standard liver volume 
ratio, with ALPPS being chosen when the ratio is less than 
30% and PVE when it falls between 30% and 40%.16 Ad-
ditionally, the integration of local or systemic therapy target-
ing the tumor, if liver function permits, during PVE or ALPPS 
transformation therapy can further increase the success rate 
of conversion.18 It is also crucial to provide supportive treat-
ment and complications management for CNLC stage II pa-
tients awaiting surgery to prevent the failure of conversion 
therapy due to perioperative complications.

Treatment for tumors
Achieving a high ORR according to RECIST 1.1 standards 
while preserving liver function is crucial for the success of 
tumor conversion therapy. Previous research has shown that 
the ceiling effect of ORR is difficult to overcome with single 
local or single targeted therapy or immunotherapy treat-
ment.19 Thus, a combination approach is necessary to over-
come this limitation. The most frequently employed com-
bination models are systemic-systemic and systemic-local, 
with the latter delivering a higher success rate in conversion 
and an increased ORR, by overcoming TKI resistance and 
immunological tolerance.

Systemic-systemic combination therapy
Monotherapy, whether targeted or immune-based, has lim-
ited success in terms of ORR, typically not exceeding 20%.20 
However, combination therapy has been shown to increase 
ORR through a synergistic effect. Studies have demonstrated 
the superiority of targeted therapy and ICI combinations, 
such as the “atezolizumab plus bevacizumab” (T+A) regimen 
reaching 27.3% ORR in the IMbrave150 study,21 and the 
“lenvatinib plus permbrolizumab” combination with a 36% 
ORR in the Keynote524 study.22 In China, the combination 
of “sintilimab plus a bevacizumab biosimilar”23 and “camre-
lizumab with apatinib”24 resulted in ORR of 20.5% and 34% 
respectively. Additionally, the combination of immunotherapy 
has shown promising results, with the “nivolumab plus ipili-
mumab”25 achieving an ORR of 32% in the Checkmate040 
study, and “tremelimumab plus durvalumab”26 achieving an 
ORR of 24% in the Himalaya study. These findings emphasize 
the importance of systemic combination therapy in the treat-
ment of HCC and its necessity in conversion therapy.

Local plus systemic treatment
The incorporation of local therapy can further enhance the 
ORR, conversion success rate, and reduce conversion time.27 
In the realm of liver cancer treatment, TACE was one of the 
earliest conversion therapies utilized, but it had some limita-
tions. Its conversion success rate was relatively low, around 
20%, and repeated TACE treatments could result in liver 
function deterioration and increase the risk of postoperative 
liver failure.28

The role of TARE as a conversion therapy for patients with 
unresectable HCC has been the subject of a comprehensive 
literature review by Cucchetti et al.29 This review suggests 
that TARE can result in substantial tumor reduction and lead 
to the growth of the contralateral lobe. The complete re-
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sponse rate for HCC patients receiving TARE was about 10%, 
with an ORR of 40%. Moreover, the contralateral hypertrophy 
reached up to 40%. A retrospective analysis over a 9-year 
period of patients treated with TACE or TARE also shows 
that TARE has several advantages, including an improved 
response rate, prolonged progression time, and decreased 
toxicity compared to TACE.30 Additionally, TARE’s capability 
to induce hypertrophy of the future liver remnant on the con-
tralateral side may prove beneficial for patients who are po-
tential candidates for resection with a small liver remnant.31 
The prospect of incorporating external beam radiotherapy 
with TACE as a downstaging strategy has also been evalu-
ated, demonstrating that a combination regimen incorporat-
ing radiotherapy may represent a valuable adjunctive treat-
ment option for patients with potentially resectable HCC.32 
However, it should be noted that TARE has yet to be widely 
adopted in some countries at this time, including China.

The limitations of TACE as a conversion therapy are par-
tially addressed by HAIC. Several studies have demonstrated 
that FOLFOX-HAIC exhibits a high ORR, especially for pa-
tients with a high tumor burden and impaired liver function, 
where TACE treatment is less effective. The use of HAIC leads 
to rapid tumor shrinkage and significant regression of the tu-
mor thrombus, improving the conversion success rate.33,34 
Additionally, HAIC has few adverse reactions, and patients 
are highly compliant and more confident in accepting sub-
sequent treatments. Standardization of HAIC is also easier 
compared to TACE, facilitating its popularization and promo-
tion. However, it should be noted that HAIC requires multiple 
treatments, often four or more courses, to achieve treatment 
goals. As such, combining systemic treatment with TACE or 
HAIC is expected to further enhance conversion efficiency.8

TACE or HAIC in combination with TKI has a demonstrated 
high ORR in previous clinical trials. The ORR of TACE com-
bined with sorafenib in the TACTICS study was 71.3%,35 
while another study reported that the ORR of HAIC combined 
with sorafenib was 41.8%.36 With the increasing use of ICIs, 
particularly the success of the IMbrave150 study, clinical tri-
als combining TKI and ICI with interventional therapy have 
multiplied, leading to improved overall survival and ORR and 
an increased conversion success rate. A retrospective study 
revealed that the ORR of HAIC combined with lenvatinib and 
toripalimab (a PD-1 antibody) for the first-line treatment 
of advanced HCC was 59.2%.37 In 2022, two updated tri-
als investigating HAIC combined with TKI and ICI therapy 
from ASCO also produced favorable therapeutic results. The 
TRIPLET study’s ORR of HAIC combined with “camrelizumab 
plus apatinib” was 66.7%, with a conversion success rate 
of 66.7%,38 while the IBI305 study’s ORR of HAIC com-

bined with “sintilimab plus a bevacizumab biosimilar” was 
70.96%.39 Currently, the ORR of interventional therapy com-
bined with TKI and ICI reported in clinical studies is common-
ly above 50%, signaling a new era for conversion therapy.

Despite the many combined treatment options available, 
there is no uniform consensus on the preferred combination. 
Numerous prospective clinical trials of interventional com-
bined systemic treatment are still underway (Table 1). These 
results are expected to further improve the conversion suc-
cess rate.

Treatment for unique patient populations
In general, a combination of interventional, TKI, and ICI 
therapies has the potential to increase the success rate of 
conversion. However, for specific patient populations, this 
combination may not necessarily lead to optimal efficacy. 
Particularly in the era of immunotherapy, the uniqueness of 
the tumor immune microenvironment (TIME) in some pa-
tients may render immunotherapy ineffective. Studies have 
shown that non-alcoholic fatty liver disease (NAFLD) induced 
HCC exhibits a poor response to immune therapy due to 
the accumulation of exhausted CD8+ T cells within the tu-
mor.40 Additionally, based on immune cell infiltration in the 
TIME, HCC can be classified into the inflamed class and the 
immune-tolerant class. The inflamed class can further be 
divided into the immune-active subtype and the immune-
exhausted subtype.41 Patients in the immune-tolerant class 
and the immune-exhausted subtype show a poor response 
to immune therapy, and it is recommended to avoid ICIs for 
these patients.

The precise method of converting liver tissue or tumor 
remains under exploration and it is unclear which approach 
yields the best conversion results. Nonetheless, an optimal 
conversion treatment plan should focus on maximizing FLR 
increase or tumor shrinkage and necrosis while minimizing 
liver function impact and adverse events, with the goal of 
reaching conversion resection standards in a timely manner.42

Determining the timing and urgency of surgical re-
section
The appropriate timing of surgical intervention after success-
ful conversion therapy is a matter of debate in clinical prac-
tice, and it can have a substantial impact on the conversion 
success rate. Some believe that the survival benefits for pa-
tients after conversion therapy are related to the extent of 
lesion reduction, with greater lesion relief resulting in longer 
survival. As a result, it is recommended to perform surgical 

Table 1.  Ongoing phase III clinical trials of interventional combination systemic therapy

Treatment Plan Registration 
Number Name Status

1 TACE + Durvalumab +/-Bevacizumab vs TACE NCT03778957 EMERALD-1 ongoing

2 TACE + Lenvatinib + Pembrolizumab vs TACE NCT04246177 LEAP 012 ongoing

3 TACE + Nivolumab +/-Ipilimumab vs TACE NCT04340193 CheckMate 74W ongoing

4 TACE + Nivolumab vs TACE NCT04268888 TACE-3 ongoing

5 TACE + Atezolizumab + Bevacizumab vs TACE NCT04712643 TALENTACE ongoing

6 HAIC + H101 vs HAIC NCT03780049 HCC-S032 ongoing

7 HAIC + Apatinib + Camrelizumab vs Apatinib + Camrelizumab NCT05313282 TRIPLET-III ongoing

8 TACE + Durvalumab + Tremelimumab +/- Lenvatinib vs TACE NCT05301842 EMERALD-3 ongoing

TACE, transarterial chemoembolization; HAIC, hepatic arterial infusion chemotherapy.
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resection after the maximum therapeutic effect of conversion 
therapy has been achieved. Conversely, others argue that 
surgery should be performed as soon as the lesion is deemed 
surgically resectable after conversion, as waiting too long may 
result in the loss of surgical opportunities. At present, there 
is limited evidence to support the optimal timing of surgi-
cal resection, and different medical centers have varying ap-
proaches. However, to enhance the conversion success rate, 
it is advisable to move forward with surgery promptly to avoid 
missing surgical opportunities during the waiting period.43

Despite the improvement in HCC treatment efficacy, par-
ticularly through combination therapies, an increasing num-
ber of patients are showing radiologic CR or partial response. 
For instance, the ORR in the TACTICS study combining TACE 
with sorafenib and the “T+A” regimen in the IMbrave150 
study were 71.3% and 27.3%, respectively. However, the 
proportion of patients undergoing surgical resection in these 
studies was only 2.1% and 1.5%, respectively. A substantial 
number of patients eligible for resection still choose to con-
tinue with systemic treatment, leading to a low conversion 
success rate.21,35 Consequently, the necessity of further sur-
gical resection in such conditions remains a matter of debate. 
Currently, the prevailing view is that even if radiologic CR is 
achieved through conversion therapy, further surgical resec-
tion is still necessary. A retrospective study showed that after 
TACE conversion, surgery or transplantation was performed 
in patients with radiologic CR up to 30%, but pCR was only 
10%.44 This indicates that even if radiologic CR is achieved, 
residual viable tumor cells may still be present and can cause 
future recurrence if not removed. Hence, for patients who 
receive the conversion treatment and achieve radiologic CR, 
it is recommended to undergo resection to increase the suc-
cess rate of conversion therapy, reduce the risk of future re-
currence, and ultimately benefit the patient’s survival.27

Promoting the adoption of a multidisciplinary team 
(MDT) model
In the field of HCC treatment, a multidisciplinary approach, 

or MDT model, is essential. The complexity of the disease 
and the various therapeutic options necessitate collective 
decision-making and the development of personalized treat-
ment plans. To ensure successful conversion therapy, the 
MDT model must facilitate effective communication and col-
laboration among its members. This requires a stable MDT 
with efficient communication channels. Implementing such 
efforts will enhance not only the conversion treatment pro-
cess, but also the overall management of HCC patients.

Conclusion
The emergence of new treatments for HCC has emphasized 
the importance of conversion therapy in the management of 
the disease. Recently, Vitale et al. have introduced a novel 
variant of therapeutic hierarchy known as the converse ther-
apeutic hierarchy.45 In contrast to the conventional therapeu-
tic hierarchy, which primarily focuses on the survival benefits 
of HCC treatments, the converse therapeutic hierarchy high-
lights the potential of systemic and locoregional therapies to 
improve the feasibility and effectiveness of radical therapies. 
Although further clinical trials are necessary to validate these 
findings, observational studies have indicated that this ap-
proach, combining locoregional therapy with systemic ther-
apy, could potentially achieve a promising conversion rate 
to liver resection. This perspective challenges the traditional 
treatment hierarchy by recognizing the potential of systemic 
therapies to improve the biology of aggressive tumors and 
broaden the indications for radical therapies. Despite pro-
gress in HCC treatment, optimizing conversion therapy re-
mains a challenge. The lack of a widely accepted standard for 
conversion therapy highlights the need for more extensive 
clinical studies. A multidisciplinary approach is essential in 
determining the best patient population for conversion ther-
apy and customizing treatment plans. The careful selection 
of a combination therapy with a high overall response rate is 
crucial in improving the success of conversion. Additionally, 
we propose a therapeutic algorithm (Fig. 2), grounded in the 
most up-to-date knowledge, that could serve as a valuable 

Fig. 2.  A therapeutic algorithm of conversion therapy. HCC, hepatocellular carcinoma; CNLC, China liver cancer staging; FLR, future liver remnant; ALPPS, as-
sociating liver partition and portal vein ligation for staged hepatectomy; PVE, portal vein embolization; SBRT, stereotactic radiotherapy; RFA, radiofrequency ablation; 
MWA, microwave ablation.
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framework for optimizing conversion treatment in patients 
with HCC. The authors are optimistic that, as treatment op-
tions continue to develop and our understanding of HCC 
treatment grows, the success rate of conversion therapy for 
HCC will increase and the overall survival of HCC patients will 
be prolonged.

Funding
Supported by the National Natural Science Foundation of Chi-
na (No. 82072022 and No. 81771956, MZ) and the Guang-
Dong Basic and Applied Basic Research Foundation (No. 
2021A1515010403, NL).

Conflict of interest
The authors have no conflict of interests related to this pub-
lication.

Author contributions
Conception and study design: QFC, NL, MZ; Investigation 
and data curation: QFC, SC; Methodology and formal analy-
sis: QFC, SC; Interpretation of results: QFC, SC; Writing-
original draft: QFC, SC; Writing-review and editing: QFC, MC, 
NL, MZ. All authors reviewed and approved the final draft.

Reference
[1]	 Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A, et 

al. Global Cancer Statistics 2020: GLOBOCAN Estimates of Incidence and 
Mortality Worldwide for 36 Cancers in 185 Countries. CA Cancer J Clin 
2021;71(3):209–249. doi:10.3322/caac.21660, PMID:33538338.

[2]	 Park JW, Chen M, Colombo M, Roberts LR, Schwartz M, Chen PJ, et al. Glob-
al patterns of hepatocellular carcinoma management from diagnosis to 
death: the BRIDGE Study. Liver Int 2015;35(9):2155–2166. doi:10.1111/
liv.12818, PMID:25752327.

[3]	 Chen X, Lai L, Ye J, Li L. Downstaging Therapies for Unresectable Hepatocel-
lular Carcinoma Prior to Hepatic Resection: A Systematic Review and Meta-
Analysis. Front Oncol 2021;11:740762. doi:10.3389/fonc.2021.740762, 
PMID:34868936.

[4]	 Sun J, Guo R, Bi X, Wu M, Tang Z, Lau WY, et al. Guidelines for Diag-
nosis and Treatment of Hepatocellular Carcinoma with Portal Vein Tumor 
Thrombus in China (2021 Edition). Liver Cancer 2022;11(4):315–328. 
doi:10.1159/000523997, PMID:35978596.

[5]	 Sun HC, Zhou J, Wang Z, Liu X, Xie Q, Jia W, et al. Chinese expert con-
sensus on conversion therapy for hepatocellular carcinoma (2021 edition). 
Hepatobiliary Surg Nutr 2022;11(2):227–252. doi:10.21037/hbsn-21-
328, PMID:35464283.

[6]	 Reig M, Forner A, Rimola J, Ferrer-Fabrega J, Burrel M, Garcia-Criado A, 
et al. BCLC strategy for prognosis prediction and treatment recommen-
dation: The 2022 update. J Hepatol 2022;76(3):681–693. doi:10.1016/j.
jhep.2021.11.018, PMID:34801630.

[7]	 Sun HC, Shen F, Liu L, Huang ZY, Song T, Kuang M, et al. TALENTop: A 
multicenter, randomized study evaluating the efficacy and safety of he-
patic resection for selected hepatocellular carcinoma with macrovascu-
larinvasion after initial atezolizumab plus bevacizumab treatment. J Clin 
Oncol 2022;40(suppl 16):TPS4175. doi:10.1200/JCO.2022.40.16_suppl.
TPS4175.

[8]	 Li W, Pei Y, Wang Z, Liu J. Efficacy of transarterial chemoembolization 
monotherapy or combination conversion therapy in unresectable hepato-
cellular carcinoma: A systematic review and meta-analysis. Front Oncol 
2022;12:930868. doi:10.3389/fonc.2022.930868, PMID:35978834.

[9]	 Zhou H, Song T. Conversion therapy and maintenance therapy for pri-
mary hepatocellular carcinoma. Biosci Trends 2021;15(3):155–160. 
doi:10.5582/bst.2021.01091, PMID:34039818.

[10]	Pastorino U, Buyse M, Friedel G, Ginsberg RJ, Girard P, Goldstraw P, et al. 
Long-term results of lung metastasectomy: prognostic analyses based on 
5206 cases. J Thorac Cardiovasc Surg 1997;113(1):37–49. doi:10.1016/
s0022-5223(97)70397-0, PMID:9011700.

[11]	Yang X, Xu H, Zuo B, Yang X, Bian J, Long J, et al. Downstaging and resec-
tion of hepatocellular carcinoma in patients with extrahepatic metastases 
after stereotactic therapy. Hepatobiliary Surg Nutr 2021;10(4):434–442. 
doi:10.21037/hbsn-21-188, PMID:34430522.

[12]	Heimbach JK, Kulik LM, Finn RS, Sirlin CB, Abecassis MM, Roberts LR, et al. 
AASLD guidelines for the treatment of hepatocellular carcinoma. Hepatol-
ogy 2018;67(1):358–380. doi:10.1002/hep.29086, PMID:28130846.

[13]	Aloia TA. Associating Liver Partition and Portal Vein Ligation for Staged 
Hepatectomy: Portal Vein Embolization Should Remain the Gold Standard. 
JAMA Surg 2015;150(10):927–928. doi:10.1001/jamasurg.2015.1646, 

PMID:26308668.
[14]	Shindoh J, Vauthey JN, Zimmitti G, Curley SA, Huang SY, Mahvash A, et al. 

Analysis of the efficacy of portal vein embolization for patients with exten-
sive liver malignancy and very low future liver remnant volume, including 
a comparison with the associating liver partition with portal vein ligation 
for staged hepatectomy approach. J Am Coll Surg 2013;217(1):126–133. 
discussion 133-124doi:10.1016/j.jamcollsurg.2013.03.004, PMID:23632 
095.

[15]	Lau WY, Lai EC. Salvage surgery following downstaging of unresect-
able hepatocellular carcinoma—a strategy to increase resectability. Ann 
Surg Oncol 2007;14(12):3301–3309. doi:10.1245/s10434-007-9549-7, 
PMID:17891443.

[16]	Chan A, Zhang WY, Chok K, Dai J, Ji R, Kwan C, et al. ALPPS Versus Por-
tal Vein Embolization for Hepatitis-related Hepatocellular Carcinoma: A 
Changing Paradigm in Modulation of Future Liver Remnant Before Ma-
jor Hepatectomy. Ann Surg 2021;273(5):957–965. doi:10.1097/SLA. 
0000000000003433, PMID:31305284.

[17]	Li PP, Huang G, Jia NY, Pan ZY, Liu H, Yang Y, et al. Associating liver par-
tition and portal vein ligation for staged hepatectomy versus sequential 
transarterial chemoembolization and portal vein embolization in staged he-
patectomy for HBV-related hepatocellular carcinoma: a randomized com-
parative study. Hepatobiliary Surg Nutr 2022;11(1):38–51. doi:10.21037/
hbsn-20-264, PMID:35284529.

[18]	He C, Ge N, Wang X, Li H, Chen S, Yang Y. Conversion Therapy of Large 
Unresectable Hepatocellular Carcinoma With Ipsilateral Portal Vein Tu-
mor Thrombus Using Portal Vein Embolization Plus Transcatheter Arte-
rial Chemoembolization. Front Oncol 2022;12:923566. doi:10.3389/
fonc.2022.923566, PMID:35814420.

[19]	Bei H, Mai W, Chen W, Li M, Yang Y. Application of systemic treatment in 
conversion therapy options for liver cancer. Front Oncol 2022;12:966821. 
doi:10.3389/fonc.2022.966821, PMID:36276063.

[20]	Mohr R, Jost-Brinkmann F, Ozdirik B, Lambrecht J, Hammerich L, Loosen 
SH, et al. Lessons From Immune Checkpoint Inhibitor Trials in Hepato-
cellular Carcinoma. Front Immunol 2021;12:652172. doi:10.3389/fim-
mu.2021.652172, PMID:33859646.

[21]	Finn RS, Qin S, Ikeda M, Galle PR, Ducreux M, Kim TY, et al. Atezoli-
zumab plus Bevacizumab in Unresectable Hepatocellular Carcinoma. N 
Engl J Med 2020;382(20):1894–1905. doi:10.1056/NEJMoa1915745, 
PMID:32402160.

[22]	Finn RS, Ikeda M, Zhu AX, Sung MW, Baron AD, Kudo M, et al. Phase 
Ib Study of Lenvatinib Plus Pembrolizumab in Patients With Unresect-
able Hepatocellular Carcinoma. J Clin Oncol 2020;38(26):2960–2970. 
doi:10.1200/JCO.20.00808, PMID:32716739.

[23]	Ren Z, Xu J, Bai Y, Xu A, Cang S, Du C, et al. Sintilimab plus a bevaci-
zumab biosimilar (IBI305) versus sorafenib in unresectable hepatocellular 
carcinoma (ORIENT-32): a randomised, open-label, phase 2-3 study. Lan-
cet Oncol 2021;22(7):977–990. doi:10.1016/S1470-2045(21)00252-7, 
PMID:34143971.

[24]	Xu J, Shen J, Gu S, Zhang Y, Wu L, Wu J, et al. Camrelizumab in Com-
bination with Apatinib in Patients with Advanced Hepatocellular Carci-
noma (RESCUE): A Nonrandomized, Open-label, Phase II Trial. Clin Can-
cer Res 2021;27(4):1003–1011. doi:10.1158/1078-0432.CCR-20-2571, 
PMID:33087333.

[25]	Yau T, Kang YK, Kim TY, El-Khoueiry AB, Santoro A, Sangro B, et al. Ef-
ficacy and Safety of Nivolumab Plus Ipilimumab in Patients With Advanced 
Hepatocellular Carcinoma Previously Treated With Sorafenib: The Check-
Mate 040 Randomized Clinical Trial. JAMA Oncol 2020;6(11):e204564. 
doi:10.1001/jamaoncol.2020.4564, PMID:33001135.

[26]	Kelley RK, Sangro B, Harris W, Ikeda M, Okusaka T, Kang YK, et al. Safe-
ty, Efficacy, and Pharmacodynamics of Tremelimumab Plus Durvalumab 
for Patients With Unresectable Hepatocellular Carcinoma: Randomized 
Expansion of a Phase I/II Study. J Clin Oncol 2021;39(27):2991–3001. 
doi:10.1200/JCO.20.03555, PMID:34292792.

[27]	Cammarota A, Zanuso V, Manfredi GF, Murphy R, Pinato DJ, Rimassa L. 
Immunotherapy in hepatocellular carcinoma: how will it reshape treat-
ment sequencing? Ther Adv Med Oncol 2023;15:17588359221148029. 
doi:10.1177/17588359221148029, PMID:36643654.

[28]	Haber PK, Puigvehi M, Castet F, Lourdusamy V, Montal R, Tabrizian P, et al. 
Evidence-Based Management of Hepatocellular Carcinoma: Systematic Re-
view and Meta-analysis of Randomized Controlled Trials (2002-2020). Gas-
troenterology 2021;161(3):879–898. doi:10.1053/j.gastro.2021.06.008, 
PMID:34126063.

[29]	Cucchetti A, Cappelli A, Ercolani G, Mosconi C, Cescon M, Golfieri R, et al. 
Selective Internal Radiation Therapy (SIRT) as Conversion Therapy for Un-
resectable Primary Liver Malignancies. Liver Cancer 2016;5(4):303–311. 
doi:10.1159/000449341, PMID:27781202.

[30]	Salem R, Lewandowski RJ, Kulik L, Wang E, Riaz A, Ryu RK, et al. Radi-
oembolization results in longer time-to-progression and reduced toxicity 
compared with chemoembolization in patients with hepatocellular carci-
noma. Gastroenterology 2011;140(2):497–507.e492. doi:10.1053/j.gas-
tro.2010.10.049, PMID:21044630.

[31]	Vouche M, Lewandowski RJ, Atassi R, Memon K, Gates VL, Ryu RK, et al. 
Radiation lobectomy: time-dependent analysis of future liver remnant 
volume in unresectable liver cancer as a bridge to resection. J Hepatol 
2013;59(5):1029–1036. doi:10.1016/j.jhep.2013.06.015, PMID:23811303.

[32]	Yoon SM, Ryoo BY, Lee SJ, Kim JH, Shin JH, An JH, et al. Efficacy and 
Safety of Transarterial Chemoembolization Plus External Beam Radiother-
apy vs Sorafenib in Hepatocellular Carcinoma With Macroscopic Vascular 
Invasion: A Randomized Clinical Trial. JAMA Oncol 2018;4(5):661–669. 
doi:10.1001/jamaoncol.2017.5847, PMID:29543938.

[33]	Lyu N, Wang X, Li JB, Lai JF, Chen QF, Li SL, et al. Arterial Chemotherapy of 

https://doi.org/10.3322/caac.21660
http://www.ncbi.nlm.nih.gov/pubmed/33538338
https://doi.org/10.1111/liv.12818
https://doi.org/10.1111/liv.12818
http://www.ncbi.nlm.nih.gov/pubmed/25752327
https://doi.org/10.3389/fonc.2021.740762
http://www.ncbi.nlm.nih.gov/pubmed/34868936
https://doi.org/10.1159/000523997
http://www.ncbi.nlm.nih.gov/pubmed/35978596
https://doi.org/10.21037/hbsn-21-328
https://doi.org/10.21037/hbsn-21-328
http://www.ncbi.nlm.nih.gov/pubmed/35464283
https://doi.org/10.1016/j.jhep.2021.11.018
https://doi.org/10.1016/j.jhep.2021.11.018
http://www.ncbi.nlm.nih.gov/pubmed/34801630
https://doi.org/10.1200/JCO.2022.40.16_suppl.TPS4175
https://doi.org/10.1200/JCO.2022.40.16_suppl.TPS4175
https://doi.org/10.3389/fonc.2022.930868
http://www.ncbi.nlm.nih.gov/pubmed/35978834
https://doi.org/10.5582/bst.2021.01091
http://www.ncbi.nlm.nih.gov/pubmed/34039818
https://doi.org/10.1016/s0022-5223(97)70397-0
https://doi.org/10.1016/s0022-5223(97)70397-0
http://www.ncbi.nlm.nih.gov/pubmed/9011700
https://doi.org/10.21037/hbsn-21-188
http://www.ncbi.nlm.nih.gov/pubmed/34430522
https://doi.org/10.1002/hep.29086
http://www.ncbi.nlm.nih.gov/pubmed/28130846
https://doi.org/10.1001/jamasurg.2015.1646
http://www.ncbi.nlm.nih.gov/pubmed/26308668
https://doi.org/10.1016/j.jamcollsurg.2013.03.004
http://www.ncbi.nlm.nih.gov/pubmed/23632095
http://www.ncbi.nlm.nih.gov/pubmed/23632095
https://doi.org/10.1245/s10434-007-9549-7
http://www.ncbi.nlm.nih.gov/pubmed/17891443
https://doi.org/10.1097/SLA.0000000000003433
https://doi.org/10.1097/SLA.0000000000003433
http://www.ncbi.nlm.nih.gov/pubmed/31305284
https://doi.org/10.21037/hbsn-20-264
https://doi.org/10.21037/hbsn-20-264
http://www.ncbi.nlm.nih.gov/pubmed/35284529
https://doi.org/10.3389/fonc.2022.923566
https://doi.org/10.3389/fonc.2022.923566
http://www.ncbi.nlm.nih.gov/pubmed/35814420
https://doi.org/10.3389/fonc.2022.966821
http://www.ncbi.nlm.nih.gov/pubmed/36276063
https://doi.org/10.3389/fimmu.2021.652172
https://doi.org/10.3389/fimmu.2021.652172
http://www.ncbi.nlm.nih.gov/pubmed/33859646
https://doi.org/10.1056/NEJMoa1915745
http://www.ncbi.nlm.nih.gov/pubmed/32402160
https://doi.org/10.1200/JCO.20.00808
http://www.ncbi.nlm.nih.gov/pubmed/32716739
https://doi.org/10.1016/S1470-2045(21)00252-7
http://www.ncbi.nlm.nih.gov/pubmed/34143971
https://doi.org/10.1158/1078-0432.CCR-20-2571
http://www.ncbi.nlm.nih.gov/pubmed/33087333
https://doi.org/10.1001/jamaoncol.2020.4564
http://www.ncbi.nlm.nih.gov/pubmed/33001135
https://doi.org/10.1200/JCO.20.03555
http://www.ncbi.nlm.nih.gov/pubmed/34292792
https://doi.org/10.1177/17588359221148029
http://www.ncbi.nlm.nih.gov/pubmed/36643654
https://doi.org/10.1053/j.gastro.2021.06.008
http://www.ncbi.nlm.nih.gov/pubmed/34126063
https://doi.org/10.1159/000449341
http://www.ncbi.nlm.nih.gov/pubmed/27781202
https://doi.org/10.1053/j.gastro.2010.10.049
https://doi.org/10.1053/j.gastro.2010.10.049
http://www.ncbi.nlm.nih.gov/pubmed/21044630
https://doi.org/10.1016/j.jhep.2013.06.015
http://www.ncbi.nlm.nih.gov/pubmed/23811303
https://doi.org/10.1001/jamaoncol.2017.5847
http://www.ncbi.nlm.nih.gov/pubmed/29543938


Journal of Clinical and Translational Hepatology 2024 vol. 12(3)  |  298–304304

Chen Q.F. et al: Conversion therapy of HCC

Oxaliplatin Plus Fluorouracil Versus Sorafenib in Advanced Hepatocellular 
Carcinoma: A Biomolecular Exploratory, Randomized, Phase III Trial (FO-
HAIC-1). J Clin Oncol 2022;40(5):468–480. doi:10.1200/JCO.21.01963, 
PMID:34905388.

[34]	Li QJ, He MK, Chen HW, Fang WQ, Zhou YM, Xu L, et al. Hepatic Arte-
rial Infusion of Oxaliplatin, Fluorouracil, and Leucovorin Versus Transarte-
rial Chemoembolization for Large Hepatocellular Carcinoma: A Rand-
omized Phase III Trial. J Clin Oncol 2022;40(2):150–160. doi:10.1200/
JCO.21.00608, PMID:34648352.

[35]	Kudo M, Ueshima K, Ikeda M, Torimura T, Tanabe N, Aikata H, et al. Ran-
domised, multicentre prospective trial of transarterial chemoembolisa-
tion (TACE) plus sorafenib as compared with TACE alone in patients with 
hepatocellular carcinoma: TACTICS trial. Gut 2020;69(8):1492–1501. 
doi:10.1136/gutjnl-2019-318934, PMID:31801872.

[36]	He M, Li Q, Zou R, Shen J, Fang W, Tan G, et al. Sorafenib Plus Hepatic 
Arterial Infusion of Oxaliplatin, Fluorouracil, and Leucovorin vs Sorafenib 
Alone for Hepatocellular Carcinoma With Portal Vein Invasion: A Rand-
omized Clinical Trial. JAMA Oncol 2019;5(7):953–960. doi:10.1001/
jamaoncol.2019.0250, PMID:31070690.

[37]	He MK, Liang RB, Zhao Y, Xu YJ, Chen HW, Zhou YM, et al. Lenvatin-
ib, toripalimab, plus hepatic arterial infusion chemotherapy versus len-
vatinib alone for advanced hepatocellular carcinoma. Ther Adv Med Oncol 
2021;13:17588359211002720. doi:10.1177/17588359211002720, PMID: 
33854567.

[38]	Gu Y, Zhang T, Zuo M, Geng ZJ, Li JB, Huang ZL, et al. Hepatic artery infu-
sion chemotherapy (HAIC) combined withapatinib and camrelizumab for 
hepatocellular carcinoma (HCC) in BCLC stage c: A prospective.single-arm, 
phase Il trial (TRIPLET study). J Clin Oncol 2022;40:4106. doi:10.1200/
JCO.2022.40.16_suppl.4106.

[39]	Liu D, Mu H, Liu C, Zhang W, Cui Y, Wu Q, et al. Hepatic artery infusion 
chemotherapy (HAIC) combined withsintilimab and bevacizumab biosimi-

lar (IBI305) for initial unresectable hepatocellular carcinomaHCC): A pro-
spective, single-arm phase Il trial. J Clin Oncol 2022;40(suppl 16):4073. 
doi:10.1200/JCO.2022.40.16_suppl.4073.

[40]	Pfister D, Nunez NG, Pinyol R, Govaere O, Pinter M, Szydlowska M, et 
al. NASH limits anti-tumour surveillance in immunotherapy-treated HCC. 
Nature 2021;592(7854):450–456. doi:10.1038/s41586-021-03362-0, 
PMID:33762733.

[41]	Sia D, Jiao Y, Martinez-Quetglas I, Kuchuk O, Villacorta-Martin C, Cas-
tro de Moura M, et al. Identification of an Immune-specific Class of 
Hepatocellular Carcinoma, Based on Molecular Features. Gastroenterol-
ogy 2017;153(3):812–826. doi:10.1053/j.gastro.2017.06.007, PMID: 
28624577.

[42]	Zhang T, Merle P, Wang H, Zhao H, Kudo M. Combination therapy for ad-
vanced hepatocellular carcinoma: do we see the light at the end of the 
tunnel? Hepatobiliary Surg Nutr 2021;10(2):180–192. doi:10.21037/
hbsn-2021-7, PMID:33898559.

[43]	Datta J, Narayan RR, Goldman DA, Chatila WK, Gonen M, Strong J, et al. 
Distinct Genomic Profiles are Associated With Conversion to Resection and 
Survival in Patients With Initially Unresectable Colorectal Liver Metasta-
ses Treated With Systemic and Hepatic Artery Chemotherapy. Ann Surg 
2022;276(5):e474–e482. doi:10.1097/SLA.0000000000004613, PMID: 
33214457.

[44]	Allard MA, Sebagh M, Ruiz A, Guettier C, Paule B, Vibert E, et al. Does path-
ological response after transarterial chemoembolization for hepatocellular 
carcinoma in cirrhotic patients with cirrhosis predict outcome after liver 
resection or transplantation? J Hepatol 2015;63(1):83–92. doi:10.1016/j.
jhep.2015.01.023, PMID:25646884.

[45]	Vitale A, Cabibbo G, Iavarone M, Vigano L, Pinato DJ, Ponziani FR, et al. 
Personalised management of patients with hepatocellular carcinoma: a mul-
tiparametric therapeutic hierarchy concept. Lancet Oncol 2023;24(7):e312–
e322. doi:10.1016/S1470-2045(23)00186-9, PMID:37414020.

https://doi.org/10.1200/JCO.21.01963
http://www.ncbi.nlm.nih.gov/pubmed/34905388
https://doi.org/10.1200/JCO.21.00608
https://doi.org/10.1200/JCO.21.00608
http://www.ncbi.nlm.nih.gov/pubmed/34648352
https://doi.org/10.1136/gutjnl-2019-318934
http://www.ncbi.nlm.nih.gov/pubmed/31801872
https://doi.org/10.1001/jamaoncol.2019.0250
https://doi.org/10.1001/jamaoncol.2019.0250
http://www.ncbi.nlm.nih.gov/pubmed/31070690
https://doi.org/10.1177/17588359211002720
http://www.ncbi.nlm.nih.gov/pubmed/33854567
https://doi.org/10.1200/JCO.2022.40.16_suppl.4106
https://doi.org/10.1200/JCO.2022.40.16_suppl.4106
https://doi.org/10.1200/JCO.2022.40.16_suppl.4073
https://doi.org/10.1038/s41586-021-03362-0
http://www.ncbi.nlm.nih.gov/pubmed/33762733
https://doi.org/10.1053/j.gastro.2017.06.007
http://www.ncbi.nlm.nih.gov/pubmed/28624577
https://doi.org/10.21037/hbsn-2021-7
https://doi.org/10.21037/hbsn-2021-7
http://www.ncbi.nlm.nih.gov/pubmed/33898559
https://doi.org/10.1097/SLA.0000000000004613
http://www.ncbi.nlm.nih.gov/pubmed/33214457
https://doi.org/10.1016/j.jhep.2015.01.023
https://doi.org/10.1016/j.jhep.2015.01.023
http://www.ncbi.nlm.nih.gov/pubmed/25646884
https://doi.org/10.1016/S1470-2045(23)00186-9
http://www.ncbi.nlm.nih.gov/pubmed/37414020

	﻿﻿Abstract﻿

	﻿﻿﻿﻿Introduction﻿

	﻿﻿﻿﻿Defining the target population for conversion therapy﻿

	﻿﻿Definition of conversion therapy﻿

	﻿﻿﻿How to choose the population for conversion therapy﻿

	﻿﻿﻿Treatment strategy of patients with extra-hepatic metastatic tumors﻿


	﻿﻿﻿﻿Selecting the appropriate conversion strategy﻿

	﻿﻿Treatment of liver tissue﻿

	﻿﻿﻿Treatment for tumors﻿

	﻿﻿﻿Systemic-systemic combination therapy﻿

	﻿﻿﻿Local plus systemic treatment﻿

	﻿﻿﻿﻿Treatment for unique patient populations﻿


	﻿﻿﻿﻿Determining the timing and urgency of surgical resection﻿

	﻿﻿﻿Promoting the adoption of a multidisciplinary team (MDT) model﻿

	﻿﻿﻿Conclusion﻿

	﻿﻿﻿﻿﻿﻿Funding﻿

	﻿﻿﻿Conflict of interest﻿

	﻿﻿﻿Author contributions﻿

	﻿﻿﻿Reference﻿


