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Abstract

Background
Atezolizumab plus bevacizumab therapy is the new standard treatment option for advanced
hepatocellular carcinoma (HCC). The clinical details and sequential course after atezolizumab plus
bevacizumab therapy remain to be determined.

Methods
From October 2020 to June 2021, 34 consecutive patients who received atezolizumab plus bevacizumab
therapy were evaluated. Their clinical outcomes were assessed according to liver function classi�ed by
modi�ed albumin-bilirubin (ALBI) grade 1 and 2a (1/2a) versus 2b and treatment line (�rst-line versus
second- or later-line). Furthermore, the treatment sequence after atezolizumab plus bevacizumab therapy
was also assessed.

Results
The objective response and disease control rates were 15.6% and 93.8%, respectively. The median
proportions of ALBI scores at 1, 2, and 3 months relative to the baseline scores were 0.94, 0.97, and 0.93,
respectively. The median proportions of α-fetoprotein (AFP) scores at 1, 2, and 3 months relative to the
baseline scores were 0.98, 1.12, and 1.83, respectively. There were no signi�cant differences in the
changes in the proportions of AFP and ALBI scores according to both liver function and treatment line.
Twelve patients were administered lenvatinib treatment after the failure of atezolizumab plus
bevacizumab therapy. The proportions of AFP and ALBI scores at 1 month relative to the baseline scores
were 0.55 and 0.81, respectively.

Conclusions
Atezolizumab plus bevacizumab therapy can be administered effectively for advanced HCC irrespective
of patients’ liver function and treatment line. Lenvatinib administration after atezolizumab plus
bevacizumab therapy can be effective, although special attention should be paid to the deterioration of
liver function.

Introduction
Hepatocellular carcinoma (HCC) is one of the most common malignancies, and a major causes of
cancer-related deaths worldwide [1, 2]. Owing to the late symptom development, HCC progression is often
diagnosed at an advanced stage, which prevents the application of locoregional therapies.
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Systemic therapy is the mainstay in the management of patients with intermediate- or advanced-stage
HCC refractory to or unsuitable for being treated with locoregional treatments [3, 4]. Since its approval in
2009, sorafenib was the only molecular target agent (MTA) for the �rst-line systemic treatment of
advanced HCC that demonstrated a survival bene�t over placebo [5] until lenvatinib was approved in
2018 based on the demonstration of noninferiority of overall survival compared to that of sorafenib [6].

Immune checkpoint inhibitors (ICIs) have been widely investigated for use in the management of
unresectable HCC. Nivolumab and pembrolizumab, anti-programmed cell death protein 1 antibodies,
showed promising outcomes in phase 1/2 trials but failed to show intended endpoint in both �rst- and
second-line settings in subsequent phase 3 clinical trials [7]. Meanwhile, the combination of
atezolizumab, a programmed death-ligand 1 inhibitor, and bevacizumab, an anti-vascular endothelial
growth factor (VEGF) antibody, has recently produced highly encouraging results as �rst-line therapy for
unresectable HCC in the phase 3 IMbrave150 trial based on the promising results of a phase 1b study [8,
9].

With the emergence of atezolizumab plus bevacizumab as a �rst-line treatment, the therapeutic
landscape of chemotherapy for HCC has changed dramatically, and there is no doubt that atezolizumab
plus bevacizumab therapy will be the �rst-line treatment for advanced HCC. While the feasibility and
potential effectiveness of atezolizumab plus bevacizumab therapy in the acute phase have recently
become evident [10–13], one of the concerns is the selection of the optimal sequence of regimens after
failure with atezolizumab plus bevacizumab therapy. Hence, the aim of the present study was to assess
the detailed clinical course and investigate the treatment sequence after atezolizumab plus bevacizumab
therapy.

Patients And Methods
Patient enrollment

The data of patients with advanced HCC without indications for locoregional therapies who received
atezolizumab plus bevacizumab therapy at Kobe University Hospital and Kobe Minimally Invasive Cancer
Center between October 2020 and June 2021 were reviewed. The diagnosis of the patients’ condition was
based on histopathology �ndings or clinical presentation; increased levels of serum α-fetoprotein (AFP)
and serum protein induced by vitamin K absence or antagonist II (PIVKAII) and presence of detectable
tumors on imaging techniques including computed tomography (CT) and magnetic resonance imaging
(MRI). Performance status was evaluated according to the Eastern Cooperative Oncology Group, and the
Barcelona Clinic Liver Cancer staging system was used to identify tumor stage [14]. Child–Pugh
classi�cation, albumin-bilirubin (ALBI) grade [15], and modi�ed ALBI (mALBI) [16] were utilized for the
assessment of liver function. Patients who were determined to have ALBI grade 2 were divided into two
subgroups (mALBI 2a and 2b) using an ALBI score of -2.27 as the cutoff value [17]. This study was
conducted in accordance with the tenets of the Declaration of Helsinki and approved by the ethics
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committee of Kobe University in 2020 (approval number B200286). All patients provided written informed
consent.

Eligibility and exclusion criteria

The eligibility criteria were: (1) an Eastern Cooperative Oncology Group performance status of ≤ 2 and (2)
adequate hematologic, renal, and hepatic function. The exclusion criteria were as follows: (1) serious
complications other than chronic hepatitis or liver cirrhosis; (2) refractory ascites for which minimal
therapeutic e�cacy has been noted; and (3) severe autoimmune disease. HCC patients who ful�lled the
inclusion criteria, did not meet the exclusion criteria, and provided written informed consent for
participation were enrolled.

Treatment schedule and assessment

All patients received 1200 mg of atezolizumab plus 15 mg/kg of bevacizumab intravenously every 3
weeks. Tumors were assessed through CT or MRI, and the therapeutic response was determined
according to a modi�ed version of the Response Evaluation Criteria in Solid Tumors [18, 19]. Adverse
events were assessed according to the National Cancer Institute Common Toxicity Criteria version
5.0. Treatment was discontinued when unacceptable or serious adverse events occurred or clinical tumor
progression was noted.

Laboratory data including serum AFP and PIVKAII levels, and tumor response, were assessed every 6–8
weeks using dynamic CT and/or MRI. The short-term outcomes after atezolizumab plus bevacizumab
therapy, including changes in laboratory data, radiological response, adverse events, and treatment
course, were evaluated. Special attention was focused on those with the liver function classi�ed as
mALBI grade 1 and 2a (1/2a) versus 2b and those who received atezolizumab plus bevacizumab therapy
as �rst-line versus second- or later-line therapy.

Statistical analyses

Quantitative data are presented as mean ± standard deviation values. Qualitative data are presented as
absolute numbers and percentages. Categorical variables were compared using the chi-square and
Fisher’s exact tests when appropriate. The non-parametric Mann–Whitney U test was used to compare
continuous variables, and chi-square test was performed to compare categorical variables among the
groups. A pvalue of <0.05 was considered signi�cant. Statistical analyses were conducted using the JMP
14 statistical package (SAS Institute, Cary, NC, USA).

Results
Patients’ baseline characteristics

The clinical characteristics of 34 patients included in the present study are shown in Table 1. The median
age was 73 years (range, 45–82 years). Regarding the cause of the background liver disease, 10 and 9
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patients had hepatitis B and hepatitis C virus infections, respectively, and 15 patients had non-B, non-C
hepatitis. Fifteen (44.1%) and 19 (55.9%) patients had Barcelona Clinic Liver Cancer classi�cation stage
B and C disease, respectively. Thirty-two (94.1%) and 2 (5.9%) patients were, respectively, classi�ed as
Child–Pugh class A and B. Eleven (32.4%) and 23 (67.6%) patients were classi�ed as ALBI grades 1 and
2, respectively. Regarding classi�cation based on the mALBI score, 20 patients (58.8%) were categorized
as mALBI 1 and 2a (1/2a), and 14 (41.2%) as 2b. Of 34 patients, 13 (38.2%) had more than 10
intrahepatic tumors and 13 (38.2%) had extrahepatic metastases (i.e., nodal involvement and/or distant
metastases) before the atezolizumab plus bevacizumab therapy. Twenty-four patients (70.6%) had a
history of systemic chemotherapy, and the remaining 10 patients (29.4%) had not received HCC
chemotherapy previously.

Changes in hepatic function and tumor markers

The changes in the proportions of ALBI scores at 1, 2, and 3 months (n = 34, 33, and 26, respectively)
relative to the baseline scores are shown in Figure 1a. The median proportions of ALBI scores at 1, 2, and
3 months relative to the baseline scores were 0.93, 0.97, and 0.93, respectively. ALBI scores deteriorated
at 1 month, slightly improved at 2 months, and deteriorated again at 3 months after the introduction of
atezolizumab plus bevacizumab therapy. The changes in the ALBI scores according to the mALBI grade
(1/2a versus 2b) are shown in Figure 1b. The same trend could be observed for improvements in liver
function could be seen at 2 months for both groups. However, at 3 months after treatment, liver function
improved and deteriorated relative to that at baseline in the mALBI 2b group (median ALBI score at 3
months relative to baseline score: 1.02) and mALBI 1/2a group (median ALBI score at 3 months relative
to baseline score: 0.92), respectively; the difference was not signi�cant. There were no signi�cant
differences in the changes in ALBI scores based on the treatment line (�rst-line versus second- or later-
line) (Figure. 1c).

The changes in the proportions of AFP scores at 1, 2, and 3 months relative to the baseline scores are
shown in Figure 2a (only for cases with preoperative elevation: AFP ≥ 10 [26/34]). The median
proportions of AFP scores at 1, 2, and 3 months (n = 26, 22, and 20, respectively) relative to the baseline
scores were 0.98, 1.12, and 1.83, respectively. In 13 of 25 (52%) patients, the AFP level decreased at 1
month compared to the baseline level. Of these 13 patients, 9 patients had evaluable levels at 3 months
after the treatment, and in 2 of these patients, the AFP levels were higher than the corresponding baseline
level at 3 months. In the remaining 7 patients, the AFP level gradually decreased for up to 3 months.
Among the remaining 12 patients whose AFP level at 1 month was higher than that at baseline
(proportion at 1 month relative to that at baseline: ≥1), 3 patients showed a decreased AFP level at 2
months compared to that at 1 month, while the remaining 9 patients showed increasing AFP levels with
passage of time. There were no patients whose AFP level started to decrease at 3 months. The changes
in AFP level according to the liver function determined based on the mALBI grade (1/2a versus 2b) and
treatment line (�rst-line versus second- or later-line) are shown in Figures 2b and 2c. There were no
signi�cant differences in the changes in AFP score proportion according to both the liver function and
treatment line.
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Radiological evaluation and adverse events

Among the 34 patients, 32 (94.1%) could undergo radiological evaluation (Table 2). None achieved
complete response, and 5, 25, and 2 patients showed partial response, stable disease, and progressive
disease, respectively. The overall response rate (ORR) and disease control rate (DCR) were 15.6% and
93.7%, respectively. The ORRs were 10.5% (2/19) and 23.0% (3/13) for patients in the mALBI 1/2a and 2b
group, respectively, and the corresponding DCRs were 89.5% (17/19) and 100% (13/13). There were no
signi�cant differences in ORRs and DCRs between the groups (P = 0.34 and 0.14). The ORRs were 33.3%
(3/9) and 8.7% (2/23) for patients who received atezolizumab plus bevacizumab as �rst-line treatment
and those who received this treatment as a second- or later-line therapy, respectively. The corresponding
DCRs were 77.8% (7/9) and 100% (23/23), respectively, (p = 0.10 and 0.02). The ORR tended to be higher
and DCR was signi�cantly lower for patients in �rst-line group than that of those second- or later-line
group (Table 2).

The most frequent adverse events associated with atezolizumab plus bevacizumab therapy at any grade
was proteinuria, followed by serum aspartate aminotransferase / alanine aminotransferase disorder,
decreased serum platelet count, general fatigue, and thyroid dysfunction, in this order. The proportion of
adverse events of grade 3 or higher was 17.6% (6/34) and included perianal abscess (n = 1), proteinuria
(n = 1), HCC rupture (n = 1), esophageal varices (n = 1), hypertension (n = 1), and perforation of the small
intestine (n = 1).

Treatment course after atezolizumab plus bevacizumab therapy

Of the 34 patients who received atezolizumab plus bevacizumab therapy, 17 continued the regimen. Five
patients discontinued chemotherapy and received the best supportive care, and 12 progressed to receive
the next line of therapy. Of these 12 patients, all received lenvatinib as the next-line treatment option, and
their clinical details are described in Table 3 (�owchart in Supplementary Fig .1). Ten patients started
lenvatinib treatment within 14 days, and the remaining 2 patients started lenvatinib 21 and 24 days after
the �nal administration of atezolizumab plus bevacizumab therapy, respectively. Among the 12 patients
who received lenvatinib after atezolizumab plus bevacizumab therapy, 9 received a rechallenge with
lenvatinib, and the remaining 3 had not received lenvatinib treatment previously. The changes in serum
AFP level (only in those with an elevated AFP level: AFP ≥ 10 [8/12]) after lenvatinib introduction are
shown in Fig. 3. All 8 patients who had elevated serum AFP levels before lenvatinib introduction showed
a decrease in these levels in 1 month (Table 3). The median proportions of AFP levels at 1, 2, and 3
months relative to the baseline levels were 0.55 (0.31–0.94), 0.68 (0.56–3.07), and 0.98 (0.70–2.90),
respectively. The AFP level increased in all 8 patients as time passed, from 1 to 2 months and 2 to 3
months, respectively, and it did not decrease in any patient.

The changes in ALBI scores after lenvatinib administration following the failure of atezolizumab plus
bevacizumab therapy are shown in Figure 4. The median ALBI score was -2.24 (ranging from -3.11 to
-1.68) before lenvatinib administration and -1.94 (range from -2.52 to -0.94) at 1 month after lenvatinib
administration. Six of the 12 patients were classi�ed into the mALBI grade 1/2a group before lenvatinib
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administration; however, 3 patients showed aggravation of liver function at 1 month, resulting in their
classi�cation into the 2b/3 group. The ALBI score worsened in 11 of the 12 patients, and the median
proportion of ALBI score at 1 month relative to the baseline score was 0.81 (range: 0.46 to 1.18).

Discussion
The chemotherapeutic landscape of HCC has recently changed markedly due to the availability of several
drug options [20, 21]. Furthermore, the application of atezolizumab plus bevacizumab therapy in HCC
management has led to an impressive shift in the treatment paradigm of advanced HCC.

The present study assessed the e�cacy and feasibility of atezolizumab plus bevacizumab therapy
according to the liver function (mALBI grade) and treatment line (�rst- or second- or later-line), and the
treatment sequence after atezolizumab plus bevacizumab therapy. The short-term outcomes with an ORR
of 15.6% and a severe complication rate of 17.6% in the present study were almost comparable to those
reported in the IMbrave 150 study and recently published real-world data [9–11].

In the entire cohort, the ALBI score worsened at 1 month, slightly improved at 2 months, and deteriorated
again at 3 months after the introduction of atezolizumab plus bevacizumab therapy. The same trend has
been described previously [10], thus this trend may be a speci�c feature of atezolizumab plus
bevacizumab therapy. The changes in the ALBI score according to the mALBI grade showed the
discrepancy between the mALBI 1/2a and 2b groups. The liver function was better at 3 months than at
baseline in the mALBI 2b group (median ALBI score at 3 months relative to that at baseline: 1.02),
whereas it worsened in the mALBI 1/2a group (median ALBI score at 3 months relative to that at baseline:
0.92). The reason for this discrepancy remains unknown, and we cannot conclude whether this trend was
only seen in our cohort or is a common feature of atezolizumab plus bevacizumab therapy. Although
long-term observation will be required, liver dysfunction induced by atezolizumab plus bevacizumab
therapy in patients with deteriorated liver function might have little in�uence.

Regarding the changes is serum AFP level during treatment, as shown in Figure 2a, the levels decreased
in 52% (13/25) of patients, and the remaining 48 % (12/25) patients were non-responders in terms of the
serum AFP level at 1 month. Of the 13 patients who were responders in terms of a decrease in the AFP
level, 7 out of the 9 patients continued to show a decrease in the AFP level until at least 3 months after
the initiation of atezolizumab plus bevacizumab therapy, indicating that the treatment response
continued until 3 months in those who were responders in terms of the serum AFP level at 1 month. Of
the remaining 12 patients who were non-responders in terms of the serum AFP levels at 1 month, 3
showed decreased AFP levels at 2 months compared to the levels at 1 month. However, the remaining 9
patients showed increasing AFP levels as time passed. No patient showed a decrease in the serum AFP
level from 3 months after treatment. If the AFP level does not decrease until 2 months after the treatment,
a decrease in serum AFP level may not be expected, and these �ndings can be an important index for
predicting the treatment response and deciding whether atezolizumab plus bevacizumab therapy should
be continued.
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There were no signi�cant differences in changes in ALBI score and serum AFP level, and radiological
response according to the liver function (mALBI 1/2a versus 2b) and treatment line (�rst-line versus
second- or later-line). These �ndings indicate that atezolizumab plus bevacizumab therapy can be
effective irrespective of the liver function and treatment line.

The treatment sequence after atezolizumab plus bevacizumab therapy will become a major concern in
future HCC treatment. The results of the G030140 phase 1b study demonstrated the effectiveness of
combination treatment with atezolizumab plus bevacizumab compared to that with atezolizumab alone
[8] and clearly indicated the usefulness of combination treatment with ICIs and MTAs. The anti-VEGF
activity of MTAs, which could affect the anti-angiogenesis activity and reprogram the tumor
microenvironment from immunosuppressive to immunostimulatory, resulted in an increased response to
ICIs. In this scenario, the combination of ICIs and MTAs could exert a synergic effect on advanced HCC
and even on those refractory to ICI monotherapy.

Lenvatinib administration after atezolizumab plus bevacizumab therapy is a quite reasonable sequence
based on the above rationale. The antitumor effect of lenvatinib is theoretically stronger than that of
bevacizumab; thus, it can exert an antitumor effect even in cases in which the disease is refractory to
atezolizumab plus bevacizumab therapy. Aoki et al. reported the favorable outcomes of lenvatinib
administration after the programmed cell death 1/programmed death ligand 1 antibody therapy in
clinical settings [22]. Regarding the timing of treatment sequence, Kudo et al. suggested that
administration of these MTAs after ICIs during several months may be more effective [23]. In the present
study, 12 patients received lenvatinib after atezolizumab plus bevacizumab therapy, and 10 of the 12
patients received lenvatinib within 14 days after the �nal administration of atezolizumab plus
bevacizumab therapy. Of the 12 patients, 8 who had elevated AFP levels before the lenvatinib
administration all showed a decrease in the levels at 1 month after lenvatinib administration. However,
the AFP levels increased from the second month after lenvatinib administration in all cases, indicating
the attenuated effect of the ICI as time passed. Although lenvatinib administration immediately after
atezolizumab plus bevacizumab therapy may have some impact in terms of an antitumor effect, its
impact on long-term effectiveness should be further explored.

The deterioration of liver function associated with lenvatinib administration after atezolizumab plus
bevacizumab therapy is also an important issue to be explored. Liver function deteriorated in 11 of 12
patients as indicated by the ALBI score, and the median proportion of the ALBI score at 1 month relative
to that at baseline was 0.81. These observations might be a speci�c feature of these consecutive
treatments, and caution should be exercised when applying these treatments because some patients
show signi�cantly deteriorated liver function.

Regarding the treatment options after atezolizumab plus bevacizumab therapy, lenvatinib administration
is the absolute option for lenvatinib-naïve patients. In patients with conditions once refractory to
lenvatinib, there should be a greater focus on drug selection. Rechallenge chemotherapy is an essential
and established concept in the management of various malignancies [24–28]. Although, there has been
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almost no report regarding rechallenge chemotherapy for HCC, it may be an effective option in the setting
of later-line chemotherapy. Indeed, in the present study, of the 12 patients administered lenvatinib after
atezolizumab plus bevacizumab therapy, 9 received rechallenges after lenvatinib failure. The changes in
AFP levels (decrease) in these 9 patients were similar to those in lenvatinib-naïve patients, suggesting its
effectiveness; nevertheless, further follow-up will be necessary.

The present study has several limitations. First, the study was a retrospective study with a small sample
size. Second, the overall survival was not evaluated because of the short observation period. However, the
study showed important short-term outcomes of atezolizumab plus bevacizumab therapy in patients with
HCC. Thus, further investigation with long-term observation is warranted to con�rm treatment
effectiveness.

In conclusion, atezolizumab plus bevacizumab therapy is relatively safe and effective for the treatment of
HCC, irrespective of patients’ liver function and treatment line. The treatment sequence after
atezolizumab plus bevacizumab therapy will be an urgent issue in future clinical practice, and lenvatinib
can be a useful treatment choice, although long-term observation is must with this approach.
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Tables
Table 1 Patient characteristics of all patients
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Characteristics  All patients

(n = 34)

Age, y, median (range) 73 (45–82)

Sex, male : female 25 : 9

ECOG PS, 0 : 1 18 : 16

Etiology, HBV : HCV : NBNC  10 : 9 : 15

BCLC classi�cation, B : C 15 : 19

Child-Pugh class, A : B 32 : 2

AST, IU/L, median (range) 38 (30-57)

ALT, IU/L, median (range) 30 (22-47)

Total bilirubin, mg/dL, median (range) 0.8 (0.6-1.3)

Albumin, g/dL, median (range) 3.7 (3.2-4.1)

ALBI grade, 1 : 2 11 : 23

Modi�ed ALBI grade, 1/2a : 2b 20 : 14

Prothrombin time, %, median (range) 93.3 (83.4-102.9)

Platelet count x109/L, median (range) 12.9 (9.9-16.4)

AFP, ng/ml, median (range) 257 (2-90770)

   ≤ 10 8

      10< 26

PIVKAII, mAU/ml, median (range) 654 (15-72496)

   < 40 6

   40 ≤ 28

Maximal intrahepatic tumor size, mm, median (range) 28 (11-120)

Number of intrahepatic tumors, none : <10 : 10≤ 5 : 16 : 13

Vascular invasion of intrahepatic tumors, yes : no 3 : 31

Extrahepatic involvement, yes : no 13 : 21

History of systemic chemotherapy, yes : no 24 : 10

Treatment line of atezolizumab plus bevacizumab, 1st/2nd/3rd/4th/5th/6th 10/12/6/3/2/1

ECOG PS Eastern cooperative Oncology Group performance status, HBV hepatitis B virus,
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HCV hepatitis C virus, NBNC non B non C, BCLC Barcelona Liver Clinic, AST aspartate
aminotransferase, ALT alanine aminotransferase, ALBI albumin-bilirubin, AFP alpha-
fetoprotein, PIVKAII protein induced by vitamin K absence or antagonist II

 

Table 2 Radiological response according to liver function and treatment line

Radiological response All patients

(n = 32)

mALBI 1/2a

(n = 19)

mALBI 2b

(n = 13)

First-line

(n = 9)

Second- or later-line

(n = 23)

Complete response 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Partial response 5 (15.6) 2 (10.5) 3 (23.0) 3 (33.3) 2 (8.7)

Stable disease 25 (78.1) 15 (79.0) 10 (77.0) 4 (44.5) 21 (91.3)

Progressive disease 2 (6.3) 2 (10.5) 0 (0) 2 (22.2) 0

Overall response rate 15.6% 10.5% 23.0% 33.3% 8.7%

Disease control rate 93.7% 89.5% 100.0% 77.8% 100.0%

ALBI albumin-bilirubin    

 

Table 3 Clinical details of 12 patients who underwent lenvatinib administration after atezolizumab plus
bevacizumab
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Age

Sex

ALBI score 

(mALBI grade)
Before

ALBI score 

(mALBI grade) 1
month

ALBI

1month/before

AFP

Before

AFP

1
month

AFP

1
month/before

66,
M

-3.11 (1) -2.31 (2a) 0.74 3 2 -

63,
M

-2.74 (1) -2.52 (2a) 0.92 758 239 0.31

75,
M

-2.70 (1) -2.32 (2a) 0.86 4.4 5.3 -

72,
F

-2.62 (1) -1.96 (2b) 0.75 41419 32460 0.78

75,
M

-2.30 (2a) -1.91 (2b) 0.83 16 15 0.94

48,
M

-2.25 (2a) -2.14 (2b) 0.95 72834 37909 0.52

60,
F

-2.23 (2b) -1.03 (3) 0.46 213174 72756 0.34

53,
M

-1.88 (2b) -1.75 (2b) 0.93 2050 1870 0.91

74,
M

-1.86 (2b) -2.19 (2b) 1.18 29855 17107 0.57

66,
M

-1.79 (2b) -1.16 (3) 0.65 6 8 -

78,
M

-1.79 (2b) -1.68 (2b) 0.94 3385 1052 0.31

72,
M

-1.68 (2b) -0.94 (3) 0.56 2 2 -

ALBI albumin-bilirubin, AFP alpha-fetoprotein

 

Figures
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Figure 1

(a) The proportions of ALBI scores at 1, 2, and 3 months relative to the baseline scores in the entire cohort
(b) The proportions of ALBI scores at 1, 2, and 3 months relative to the baseline scores according to
modi�ed ALBI grade 1/2a versus 2b. (c) The proportions of ALBI scores at 1, 2, and 3 months relative to
the baseline scores according to the treatment line (�rst-line versus second- or later-line). ALBI, albumin-
bilirubin.



Page 18/20

Figure 2

(a) The proportions of the α-fetoprotein level at 1, 2, and 3 months relative to the baseline level in the
entire cohort (b) The proportions of the α-fetoprotein level at 1, 2, and 3 months relative to the baseline
level according to the modi�ed ALBI grade 1/2a versus 2b. (c) The proportions of the α-fetoprotein level
at 1, 2, and 3 months relative to the baseline level according to the treatment line (�rst-line versus second-
or later-line). ALBI, albumin-bilirubin.
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Figure 3

The proportions of the α-fetoprotein level at 1, 2, and 3 months relative to the baseline level in patients
receiving lenvatinib after atezolizumab plus bevacizumab therapy.
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Figure 4

The changes in ALBI score before and at 1 month in patients receiving lenvatinib after atezolizumab plus
bevacizumab therapy. ALBI, albumin-bilirubin.
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