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%% A& (Immunotherapy)
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Advances in Immunotherapy for Advanced
Hepatocellular Carcinoma
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Immunotherapy has transformed the management of advanced hepatocellular carcinoma (HCC).
Combinations of immune checkpoint inhibitors with antiangiogenic agents or dual checkpoint blockade have
improved overall survival in randomized trials and become first-line options for eligible patients. This review integrates
a systemic therapy review and the 2026 Barcelona Clinic Liver Cancer update, focusing on advanced disease with
macrovascular invasion or extrahepatic spread. We summarize evidence for atezolizumab plus bevacizumab,
tremelimumab plus durvalumab, nivolumab plus ipilimumab, and camrelizumab plus rivoceranib. Because these
regimens have not been compared directly, treatment selection should consider liver reserve, performance status,
bleeding risk, immune toxicity, disease burden, treatment access, and patient goals. Immune-related adverse
events require prompt recognition and careful differentiation from complications of cirrhosis, viral hepatitis, and
tumor progression. Patients with main portal vein invasion or impaired liver function remain underrepresented
in pivotal trials, limiting extrapolation of their results. After progression on immunotherapy, prospective phase Il
studies support the activity of several tyrosine kinase inhibitors, but an optimal treatment sequence has not been
established. Clinical trial participation and preservation of liver function remain priorities. Locoregional treatment
and conversion to potentially curative procedures may be considered in selected responders, although their
survival benefits require prospective validation. Predictive biomarkers, bispecific antibodies, and cellular therapies
are promising research directions. Future studies should improve patient selection, define effective sequences,
and clarify how systemic and local treatments can be integrated safely. Individualized multidisciplinary care is
essential to translate these advances into durable benefit while minimizing toxicity and preserving quality of life.
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