Review Article

Mechanisms of resistance to chemotherapy and radiotherapy in
hepatocellular carcinoma
Jiapei Guo1, Leilei Li1, Bin Guo1, Dianxing Liu1, Jun Shi1, Chuntao Wu2, Junmao Chen3, Xiaowei Zhang4,
Jinghua Wu1
1

Clinical Laboratory, 2Oncology Department, 3Hepatological Surgery Department, 4Information Department, North China University of Science

and Technology Affiliated Hospital, Tangshan 063000, China
Contributions: (I) Conception and design: J Wu; (II) Administrative support: Hebei Province Natural Science Fund, China, Project for Scientific
Research Program of Health and Family Planning Commission of Hebei, State Administration of Traditional Chinese Medicine of Hebei, North
China University of Science and Technology; (III) Provision of study materials or patients: None; (IV) Collection and assembly of data: None; (V)
Data analysis and interpretation: None; (VI) Manuscript writing: All authors; (VII) Final approval of manuscript: All authors.
Correspondence to: Jinghua Wu. Clinical laboratory of North China University of Science and Technology Affiliated Hospital, Tangshan 063000,
China. Email: tswujinghua@163.com.

Abstract: Hepatocellular carcinoma (HCC) is an inflammation-related malignant tumor that develops
from underlying cirrhosis. As HCC is a common tumor seen in clinical practice, its prevention and
treatment attract considerable attention. There is no doubt that surgical interventions, such as resection
and transplantation, are the best methods of addressing early HCC. However, because HCC is difficult to
diagnose early in the disease course, and most patients tend to be diagnosed at advanced stages and cannot
undergo surgery. In terms of advanced HCC, conservative treatment strategies are usually useful. However,
chemotherapy, such as local chemoembolization and targeted immunization, and radiotherapy, such as
stereotactic body radiation therapy, meet the treatment bottlenecks caused by increased resistance, indicating
that considerable effort is still needed to treat HCC due to its high morbidity and mortality. In addition,
treatment efficacy depends on our ability to study the related mechanisms of resistance and develop new
approaches for advanced HCC. Studies have focused on the variety of possible mechanisms of resistance in
HCC, and some progress has been made in recent years. However, further exploration of the relationships
and crosstalk between associated molecular factors may deepen the understanding of underlying pathogenic
mechanisms to help overcome HCC resistance.
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Introduction
Hepatocellular carcinoma (HCC) is a common malignant
tumor locating at hepatic or hepatobiliary cells and
presents a high mortality rate. The incidence of HCC
morbidity is approximately 850,000 new cases per year (1).
Epidemiological statistics in recent years have shown that
over 80% of HCC occurred in eastern Asia and southern
Africa, where the morbidity exceeds 2‰. In developed
countries, the average morbidity is 1–2‰ in southern
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Europe, while it is less than 0.5‰ in northern Europe,
Oceania and America (2-4).
The development of HCC is a multistage procedure
which performs as a symptomatic disease in the initial stages
while leads to a late diagnosis eventually. The American
Association for the Study of Liver Disease (AASLD) (5)
and the European Association for the Study of the Liver
(EASL) (6) signed the document of Barcelona Clinic
Liver Cancer Classification (BCLC), which has been most
widely applied all over the world (7) and recommended the
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guidance of liver cancer administration. BCLC clarifies the
treatment decision model of HCC in early stage and divides
the HCC into several stages as following: very early stage
(0), early stage (BCLC, A), intermediate stage (BCLC, B),
advanced stage (BCLC, C), terminal stage (BCLC, D).
Treatment
Treatment of HCC is adjusted according to the characteristics
of the tumor, stage of disease and patient characteristics,
including age, physical strength and complications. In the
clinic, liver resection, liver transplantation or radiofrequency
ablation are usually used for patients at BCLC stage 0 or
A disease. The 5-year survival rates of patients with BCLC
stage 0 disease are approximately 80–90% after resection or
transplantation and approximately 70% after local ablation
(8,9). However, reports have shown that liver transplantation
is suitable for only 5% of patients with early HCC with a
single tumor less than 5 cm in diameter or with multiple
tumors less than 3 cm in diameter (10). Despite this,
approximately 50% of patients still have liver cirrhosis after
liver transplantation. Moreover, the 5-year recurrence rate
of patients treated with resection at very early stages was
as much as 68%, and the 5-year survival rates of patients
with stage A disease was approximately 50–70% (11,12).
Patients with stage BCLC B disease tend to be treated with
radiotherapy or chemotherapy (13) and the median survival
time is 36–45 months (14). Until now, Transcatheter arterial
chemoembolization (TACE) has been widely used to treat
HCC in different stages and plays an important role in the
treatment of unresectable HCC (15,16). In cases of TACE
resistance or advanced stage HCC (stage C) with compatible
residual liver function, systemic chemotherapy is indicated.
Sorafenib was used to treat HCC patients with BCLC stage
C disease in 2006, and had been regarded as the only standard
systemic treatment available in the past few years (15).
Unfortunately, it prolonged survival on average of only 3
months and the response rate was low (17), suggesting it
was of limited benefit. In addition, cytotoxic drugs, such as
oxaliplatin, gemcitabine and 5-fluorouracil, have been used
in advanced HCC following doxorubicin, which is one of the
first reported chemotherapeutic drugs to be used for HCC
and showed interesting results (18). BCLC stage D disease
indicates a worse prognosis, and most patients at this stage
survive for only 3–4 months, and only 11% survive as long as
1 year (19). Recently, late-model molecular targeting drugs
have been researched and applied as trial treatments for
HCC (20), such drugs include angiogenesis inhibitors, such
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as sunitinib, cediranib and bevacizumab; anti-EGFR drugs,
such as cetuximab; EGFR inhibitors, such as lapatinib; MEK
inhibitors, such as selumetinib; mTOR inhibitors, such as
everolimus; and tyrosine kinase inhibitors, such as nintedanib.
In recent years, immunotherapy for cancer treatment
has eventually progressed from bench to bed (21) and
many new drugs of antibody therapy have been tested as an
alternative in the treatment of HCC. Unlike conventional
chemotherapy or molecular targeted therapy, antibody
therapy improves the potency of attack on cancer cells by
restoring the function of the innate anticancer immune
system. For example, the safety profile of monotherapy
with the antibodies against programmed cell death 1 (antiPD-1) antibody demonstrated satisfying and promising
results against HCC. Feng et al. (22) showed that
nivolumab could achieve acceptable outcome in HCC
patients and might serve as a relatively safe treatment,
especially for patients who failed to gain a benefit from
routine treatments. Besides, clinical studies are currently
ongoing to aggressively evaluate the utility of the antibodies
against cytotoxic T-lymphocyte-associated antigen 4 (antiCTLA-4) antibodies ipilimumab and tremelimumab (23,24).
The efficacy of combination therapy with pembrolizumab
and lenvatinib in HCC is being tested in Japan.
Data imply that radiotherapy plays a vital role in
managing HCC. Historically, the use of radiotherapy has
been limited for treating HCC owing to the low tolerance
of the whole liver to radiotherapy. In addition, radiationinduced liver disease reduces the sensitivity of HCC to
radiotherapy. However, as techniques have developed, there
is new hope for the treatment of HCC with radiotherapy
expect for the side-effect because several methods are
applied to the HCC. For example, 3-dimensional conformal
radiotherapy (3DCRT) (25,26) can minimize the irradiation
of normal tissue and improve the target irradiation dose
to HCC; this technology for the treatment of advanced
HCC has gradually been recognized and proved to be
useful by several studies. Intensity-modulated radiotherapy
(IMRT) is typically administered on a conventional or
hypofractionated schedule. In addition, stereotactic body
radiotherapy (SBRT) is increasingly used for a number of
different oncologic indications, including the treatment of
primary and metastatic tumors (27-29).
Resistance to radiotherapy and chemotherapy
in HCC
While resection is the best method of treatment for HCC,

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Translational Cancer Research, Vol 7, No 3 June 2018

767

less than half of patients can benefit from this modality
because of undetected disease and the invasive nature of
this treatment (30), suggesting that the majority of HCC
patients are deprived of the chance of surgery at the time
of diagnosis. In this case, chemotherapy or radiotherapy
are used as conservative treatments (5,31). Conservative
treatment methods are increasingly used in patients with
advanced HCC; however, the resistance to chemotherapy
and radiation and the attenuation of efficacy in HCC
remain problematic (32). HCC is a complex solid tumor
at the gene and molecular level and has a tendency to
mutate, which is suggestive of its variety of associated drugresistance mechanisms.
In terms of the severe resistance to drugs in HCC,
systemic chemotherapy can rarely achieve the anticipated
effect. Nevertheless, given that the majority of HCC
patients can hardly benefit from surgery, traditional
chemotherapy is still used in HCC as a palliative treatment
m od a lit y t o a t t e nu a te s ymp to ms c a u s ed b y HCC
and improve patients’ life quality. Although systemic
chemotherapy for HCC does not prolong the overall
survival and responses are observed in less than 10% of
patients treated with this method, doxorubicin is still one
of the most commonly used chemotherapeutics. Cisplatin
has also been used for the treatment of HCC alone or
in combination (33,34). In addition, other drugs such
as mitoxantrone, paclitaxel, irinotecan, gemcitabine and
capecitabine have been used alone or in combination to treat
HCC, but these treatments lack efficacy (35,36). Sorafenib
is a new style of drug that targets the RAF-MEK-ERK/
MAPK signaling pathway and has been the most effective
drug to treat HCC. However, the long-term survival time
is merely 2–3 months, and related resistance has been
reported. A randomized controlled trial has revealed that
although chemotherapeutics used in combination lead to
better responses in HCC patients, overall survival does not
improve due to multiple drug resistance (MDR) (37,38). In
addition to MDR, a variety of other factors restrict the use
of chemotherapy to treat HCC including the short half-life
of chemotherapeutics, the narrow treatment window, the
low targeted specificity of chemotherapeutics and a series of
side effects (39). In summary, chemotherapeutic treatment
of HCC is fraught with inevitable difficulties.
In addition to chemotherapy, great progress has been
made in radiotherapy for the treatment of HCC treatment,
but it also has a limited role due to resistance (40).
Further investigation of the underlying mechanisms in
radioresistant HCC cells is warranted. HCC has been
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regarded as a radioresistant tumor for a long time because
a variety of cellular processes that involve essential proteins
are activated in radiotherapy, which make a difference
in its curative effects (41). In addition, the susceptibility
and resistance of HCC to radiotherapy is related to the
heterogeneity of HCC and regulation of the P53 gene or
other proliferation and apoptosis-related proteins (42,43).
Complete understanding of the radio-resistance of HCC is
also essential.
Mechanisms of HCC resistance to chemotherapy
and radiotherapy
Data show that tumor stem cells, hepatic stellate cells,
hepatic viruses and so on participate in the resistance
of HCC to chemotherapy and radiotherapy, and the
inhibition of apoptosis or the decrease in susceptibility to
apoptosis is an essential mechanism. Numerous studies
have revealed that the resistance of HCC to chemotherapy
and radiotherapy is related to the overexpression of
transmembrane transporters, epithelial-mesenchymal
transition (44), signal transduction pathways (45), DNA
damage and repair (46,47), the induction of autophagy (48),
and epigenetic factors (49). Recently, some new factors,
such as noncoding RNA (50), the immunosuppressive
microenvironment (51), and signaling pathways, that
make resistance more complex have been identified. The
following discussion explains the probable reasons for
resistance that are related to these factors.
Changes in the tumor microenvironment in HCC
Tumor growth and infiltration benefits from stromal cells
and secreted proteins in the tumor microenvironment.
Chronic inflammatory irritation induces liver tissue
fibrillation, which gradually develops into HCC. In
HCC microenvironment, the liver tumor cells, tumorassociate macrophage, lymphocyte, CD4+ and CD8+ T
cell, PD1 positivity in CD8+ T cells, natural killer (NK)
cell, regulatory T cells (Tregs), plasma cells, neutrophils,
dendritic cells (DCs), hepatic stellate cells and the specific
immunocyte live together, which acts as important
components and creates beneficial condition for liver cancer
cells’ proliferation, immune escape and angiogenesis. The
HCC immune microenvironment was classified into three
major distinct immunosubtypes in Yutaka Kurebayashi’s
research, facilitating investigation of how the immune
microenvironment changes during focal progression of
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Figure 1 Mechanisms by which signaling pathway or molecular activated on HCC cells are shown to resistance to radiotherapy and
chemotherapy. HCC is one of the common tumors in clinical. HCC has commonly been regarded as a radiotherapy and chemotherapy
resistant tumor for a long time, because varieties of cellular processes are activated in therapy involving essential molecular which make a
difference in the curative effects. HCC, hepatocellular carcinoma.

HCC (52). In liver cancer tissue, the newly formed abnormal
blood vessels have abnormal function and are anoxemic. As
the Figure 1 showed, when hypoxia occurs, the expression of
nuclear transcription factor HIF-1 increases and upregulates
resistant genes, thus causing the resistance of liver cancer
cells to multiple drugs (53). There are studies that have
shown that epithelial-mesenchymal transition can enhance
the invasiveness of liver cancer cells and that it is involved in
tumor resistance associated with CD29 (54).
Adhesion molecules in the microenvironment can
also induce resistance of liver cancer cells to drugs by
connecting them directly with the extracellular matrix,
interstitial cells and other liver cancer cells (55,56). In
addition, there is crosstalk between the activated hepatic
stellate cells and liver cancer cells. In particular, the hepatic
stellate cells participate in the remodeling of the tumor
microenvironment and in promoting the development of
liver cancer via Ln-332 and TGF-β, thus inducing resistance
to sorafenib (57,58). In addition, in the formation of liver
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cancer, the microenvironment alters signal transduction,
which also leads to hepatocarcinoma resistance.
Tumor immune responses depend on the balance
between tumor antigens and the tumor microenvironment.
Immunotherapy is not as effective for advanced HCC as
previously thought. In general, there are genetic mutations
in HCC that enhance the tumor antigenicity of liver cancer
cells, and the tumor cells can escape from the immune
system by changing the molecules that present antigens
and the signaling pathway. Furthermore, tissue hypoxia
can also cause oxaliplatin-resistance and radio-resistance
in liver cancer cells because it induces specific cytokines,
chemical factors and immunosuppressive molecules that
decrease tumor proliferation and disable angiogenesis
in tumor tissue. In addition, tumor tissues release some
cytokines during hypoxia to attack Treg cells and form an
immunosuppressive environment. The stability of immune
targeted therapy for advanced tumors is only 12–41% (59),
which is not very encouraging, even though some tumors
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are sensitive to this therapy. Hence, the liver cancer
microenvironment may induce tolerance to radiotherapy
and chemotherapy, suggesting that regulating the tumor
microenvironment may be instrumental in maintaining
normal antitumor immunity.
Transmembrane transporters can pump chemotherapeutic
drugs out of cells
P-glycoprotein (P-gp), which is the typical representative
of ATP-binding cassette transporters in tumor cells, can
pump chemotherapeutic drugs out of cells and reduce the
concentration of these drugs, thus affecting their efficacy.
P-gp is encoded by the MDR1 gene, which is activated
by NF-κB and located at the cell membrane; Figure 1
described that the P-gp pumps chemotherapeutic drugs out
of liver cancer cells and affects the activity of Caspase-3,
further decreasing cellular apoptosis (60). In addition, antiP-gp-ribozyme is reported to reverse sorafenib resistance
in HCC cells (61,62). However, the expression of P-gp in
HCC has great individual differences, and its role in liver
cancer is also controversial. On the one hand, some studies
have shown that P-gp is closely related to the progression
of HCC; when it is overexpressed in human or rat liver
cancer tissues, it is associated with decreased survival rates.
On the other hand, the expression of P-gp is independent
of malignant classification and survival rate in some liver
cancers, and it is no use to regulate P-gp with verapamil for
reversing the chemoresistance of HCC.
Abnormal expression of noncoding RNAs
Yin et al. (63) have demonstrated that aberrant expression
of noncoding RNA is related to the oxaliplatin-resistant
profile; 421 differentially expressed mRNAs, 228
upregulated mRNAs and 193 downregulated mRNAs
in oxaliplatin-resistant (MHCC97H-OXA) cells were
identified and appeared to be related to resistance to
oxaliplatin.
microRNA is a noncoding RNA. As a marker of clinical
diagnosis and prognosis, it provides a new reference for
the clinical evaluation of tumor progression and treatment
intervention (64). miRNAs regulate drug transport by
inhibiting or degrading drug transport proteins when
binding to mRNA (65). Considerable evidence suggests that
the abnormal expression of miRNAs plays an important
biological role in the regulation of tumor stem cells,
including those in HCC. In the formation of liver cancer,
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miRNAs have dual roles in inhibiting and promoting
tumorigenesis; miR-21, miR-224, miR-34a, miR-221/222,
miR-106a, miR-203, miR-125a and miR-150 are involved
in these processes (66). miR-122 is specifically expressed
in HCC cells and can increase the sensitivity of HCC to
chemotherapeutic drugs by prolonging the G2/M phase
of the cell cycle (67). Both miR-106b and miR-490-3p are
upregulated in HCC cells and promote the proliferation
of HCC by influencing the cell cycle and promoting
epithelial-mesenchymal transition. MiR-223 can cause
doxorubicin tolerance in tumor cells by modulating P-gp
transcription (68). In HepG2 cells, miR-379 can act on
MRP2 to induce rifampicin-resistance (69).
miRNAs not only affect chemo-resistance in
tumor cells but also radiosensitivity. For example, in
Figure 1, miR-20a induces radio-resistance in HCC
cells when exposed to 6-MV X-rays by activating
the PTEN/PI3K/AKT signaling pathway (70).
In addition, miRNAs not only regulate tumor-related
signaling pathways and the cell cycle but also affect the
process of DNA damage and repair, which is an area that
requires further study to elucidate tumor resistance to
radiotherapy and chemotherapy.
Influence of hepatitis B virus infection
The hepatitis virus protein HBX plays a vital role in the
development of HCC; in particular, during treatment with
chemotherapy and radiation, HBV-DNA and HBeAg
in HCC cells may be reactivated, resulting in treatment
failure (71,72). In light of the few mechanisms of radioresistance that have been reported, we will mainly discuss
chemotherapy resistance. HCC associated with HBV
infection is less sensitive to chemotherapy because HBXencoded proteins can promote the direct or indirect
development of liver cancer from hepatitis. The evidence is
as follows.
Overexpression of HBX in HepG2 calls can enhance the
activity of NF-κB, which can lead to an obvious decrease
in apoptosis (73). Studies have shown that the stable
expression of HBX activates PI3K in Hep3B cells and
inhibits TGF-β-induced apoptosis, namely, chemotherapy
tolerance (74). In addition, the oncogene-encoded protein
hepatoma upregulated protein (HURP), is highly expressed
in most cases of HCC. When the mRNA and protein levels
of HURP in Hep3B cells are increased, these HCC cells
were resistant to cisplatin (Figure 1), while HURP knockout
cells were more sensitive to chemotherapy even though
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they still carried HBX (75). HBX activates the p38/MAPK
signaling pathway and exerts antiapoptotic biological effects
via special AT-rich sequence-binding protein 1 (SATB1)
and HURP, and in this process, HURP promotes the
ubiquitination of P53 by upregulating the tumor anchored
protein E3 ubiquitin ligase MDM2, and then promotes
tumor growth once it is degraded by proteasomes, thus
inducing chemotherapy resistance in HCC cells.
Cytokine-induced chemoradiotherapy resistance
Certain cytokines, such as IL-6, that are secreted by tumor
cells and released into the tumor microenvironment can
promote cell proliferation and induce cellular tolerance to
radiotherapy and chemotherapy (76). High concentrations
of IL-6 are detected in the microenvironment of a variety
of cancers including liver cancer and contribute to tumor
growth by regulating cellular apoptosis, proliferation,
angiogenesis, invasion, metastasis and metabolism-related
tumor markers, as well as by acting in multiple signaling
pathways. Furthermore, IL-6 protects HCC cells from
DNA damage, hypoxia and apoptosis and promotes the
transduction of antiapoptotic signaling pathways. This
leads to the resistance of HCC to chemotherapy and
radiotherapy. High levels of serum IL-6 and the signal
transcription factor STAT3 are detected in patients with
HCC. Inside, IL-6 is able to enhance the invasion of
HCC cells, which can be inhibited by E2. The Figure 1
implied the related mechanism is that the phosphorylation
of STAT3 in HCC cells is reduced by E2, suggesting
that downregulating the IL-6/STAT3 signaling pathway
inhibits the proliferation of anoikis-resistant HCC cells (77).
Moreover, under the influence of E2, the G2/M phase of
the HCC cell cycle is static, and caspase-3, -9 and PARP are
activated by phosphorylated c-Jun N-terminal kinase (JNK).
This is one of the important reasons why E2 can promote
apoptosis of HCC cells.
In addition to IL-6, IL-17 is closely related to
inflammatory diseases, HCC included. Once IL-17 binds to
IL-17R, the signal is transduced into cells, resulting in cell
synthesis and release of cytokines such as TGF-β, TNF-α,
IL-1β, which have considerable biological effects. It has
been reported in the literature that IL-17 is highly expressed
in a variety of tumors associated with chronic inflammation.
During the course of oxaliplatin treatment for liver cancer,
high expression of IL-17 and IL-17R tend to decrease the
survival rate and increase the recurrence rate.
In terms of radioresistance, IL-17 is reported to be able to
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induce radiation tolerance in low dose pre-irradiated tumor
cells (78). In addition, Solberg et al. (79) found that HCC
cells that survived after radiotherapy could secrete vascular
endothelial growth factor (VEGF) to reduce apoptosis and
stimulate the proliferation of tumor cells, leading to the
resistance. They treated HCC cells with SBRT and then
observed that CD147 was highly expressed and induced
the expression of the VEGF. Therefore, CD147 is also
associated with resistance to radiation in HCC cells which
was shown in Figure 1. HAb18G/CD147 is closely related
to the metastatic potential of tumors. HCC cells with
HAb18G/CD147 knockout express P53 when irradiated
using X-ray or Co γ-ray irradiation, which halts the cell
cycle at stage G0–G1, upregulating the apoptotic sensitivity
to irradiation. Integrin b1 has been confirmed to participate
in HAb18G/CD147 to enhance the radio-resistance of
HCC cells (80). TGF-β is plays two roles in HCC apoptosis
because it can simultaneously induce cell death and activate
antiapoptotic proteins. TGF-β is better at activating
antiapoptotic proteins in HCC cells than it is at inducing
cell death, and it induces resistance to radiotherapy and
chemotherapy in HCC (81). The abovementioned studies
have shown that cytokines directly or indirectly lead to the
resistance of HCC.
Induction of tumor stem cells
Cancer stem cells (CSCs) consist of a group of cells that
constantly renew and differentiate themselves. They
have a close relationship to the heterogeneity, metastasis,
recurrence, chemo-resistance and radio-resistance of HCC
(82,83). It is well-known that tumor heterogeneity leads to
tumor development, metastasis and resistance (84).
CD133 is a marker of tumor stem cells, and it is closely
related to tumor resistance (85). An example is JNK
activity, which is related to the CD133 expression level and
is inversely correlated with the therapeutic response to the
sorafenib (86,87). Jang et al. (88) pointed out that CD133
(+) cells were more likely to differentiate into tumor cell
clusters; furthermore, the chemo-resistance, metastatic
potential and tumor formation of these cells were more
prominent than those of CD133(−) cells. HCC cells positive
for CD133 may abnormally express EGFR, activating
the EGFR-AKT signaling pathway (shown in Figure 1),
which contributes to tumor growth. However, HCC cells
that are positive for CD133 but not for are EGFR have
been reported to be more susceptible to antitumor drugs
and more likely to fail in forming tumor cell clusters.
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That is to say that CD133 promotes tumorigenesis via the
EGFR-AKT signaling pathway in HCC. Patients with
overexpression of CD133 and epithelial cell adhesion
molecules (EpCAM) have a poor prognosis because the two
molecules may exacerbate HCC. In addition, CD133 can
induce radio-resistance in HCC cells via the MAPK/PI3K
signaling pathway during radiotherapy. Zhu et al. (89) found
that a subpopulation of CD133(+) CD44(+) double-positive
cells displayed enhanced tumorigenic capacity, increased
resistance to chemotherapy and increased expression of
stemness genes.
CSCs have been deemed to be derived from normal
stem cells. However, there is another hypothesis about
CSCs that considers that ordinary tumor cells obtain CSC
specialties via “dedifferentiation” and conversion to CSCs
after ionizing radiation (90,91). Further scientific evidence
for this hypothesis is that the proportion of CSCs increase
in tumor tissues after radiotherapy. CSCs upregulate the
expression of DNA repair genes in different proportions
in cells in different phases of the cell cycle and then cause
radio-resistance (92). Specifically, CSCs are more sensitive
to radiation during the G2 phase, rather than during the
S phase. Then, we speculated that CSCs are increased in
irradiated HCC; during radiotherapy, CSCs are stagnated
in the G2/M phase, reducing the susceptibility to gamma
rays, thus escaping from radiation damage.
Chromosomal variations and DNA damage
Chromosomal variations can lead to HCC. SATB1, which
is as a component of chromosomes, participates in the
regulation of genes and the stabilization of chromosomes.
Studies have indicated that SATB1 not only promotes
the survival and metastasis of tumor cells but also inhibits
cellular apoptosis and induces drug resistance (93).
A variety of external factors can stimulate genetic
mutations and induce HCC, such as HBV and HCV
infections and chronic hepatitis (94,95). Numerous HCCrelated proteins encoded by mutated genes have been
discovered, including P53, P73, P16, APC, PTEN, BRCA2,
DLC-1, IGF-2, SOCS-1, c-myc, β-catenin, cyclinD1 and
so on (33,96-101). Among these, P53 mutations have vital
roles (41,102), because the most common pathologies of
liver cancer cells at the molecular level are TP53 mutations
and P53 abnormalities (103).
Under normal conditions, the concentration of P53
in cells is very low; however, when cells are exposed to
external stimuli, such as hypoxia, DNA damage or cell
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cycle inhibition, P53 transcription is activated to maintain
the stability of the cell cycle, participate in DNA repair,
and maintain a balance between cellular proliferation and
apoptosis. P53 can act directly on the cell cycle and stagnate
it at the G1 phase and repair chemical or radioactive
damage; if such damage remains unrepaired, the cells will
directly undergo apoptosis.
P53 can indirectly regulate cellular apoptosis by activating
the downstream P21, which suppresses tumor growth
by inhibiting the cell cycle-dependent protein kinases.
Except for P21, the cell cycle-related protein cyclin G is
another target of P53 that leads to induced apoptosis (104).
In addition, there is a negative feedback mechanism
between the P53 and MDM2, which is expressed highly
in 7% of human tumors and promotes tumor progression
by suppressing P53; in Figure 1, MDM2 can promote
phosphorylation/degradation of the P53 protein, while P53
can activate the expression of MDM2 (105,106), ultimately
leading to the development of tumors. P53 mutations
are important factors in the recurrence of HCC. Some
patients have a long survival period but obvious resistance
to arterial infusion chemotherapy and radiation (107,108)
because P53 normally induces apoptosis after radiotherapy
and chemotherapy. In particular, mutations of the TP53
gene and the downregulation of BCL2 family proteins have
attracted much more attention. Hence, low expression of
P53 or the presence of mutated P53 in tumor cells is one
reason for resistance in and poor efficacy of traditional
radiotherapy and chemotherapy in liver cancer. Details
were shown in Figure 1 (109).
He et al. (110) have demonstrated that CP-31398 inhibits
the growth of P53-mutated liver cancer cells and reactivates
wild-type P53 function in P53-mutated HCC cells,
resulting in induction of cell-cycle arrest and apoptosis.
They have also confirmed that CP-31398 induced desired
phenotypic changes in P53-mutated HCC cells in vitro and
in vivo, suggesting that CP-31398 could be developed as
a therapeutic candidate for patients with HCC harboring
P53 mutations. Moreover, Wang et al. (111) reported that
miR 215 was upregulated in ADM treatment of HCC
cells exhibiting mutated P53, which caused insensitivity
to ADM and worsened the prognosis of patients. In
addition, the PcG family proteins are present in P53-wildtype HepG2 cells but not in Hep3B or PLC/PRF5 cells
with P53 deletions or mutations. Gao et al. (112) have
previously reported that PcG regulates P53 transcription
and that expression of PcG is negatively correlated with
P53 in HCC. They treated HepG2 (p53 wild-type) cells,
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PLC/PRF5 (P53 mutant) cells and Hep3B (P53 null) cells
with MMC and EPB. They unexpectedly found that the
expression of PcG in HepG2 cells was decreased, while it
was increased in PLC/PRF5 cells exposed to MMC and
EPB; however, no obvious changes were observed in Hep3B
cells. Phenotypically, this study finally revealed that HepG2
cells were more sensitive than Hep3B and PLC/PRF5 cells
to either MMC or EPB. In terms of radiotherapy, Williams
et al. (113) concluded that tumor cells that expressed
wtTP53 were more sensitive to radiotherapy than cells that
expressed mutTP53 at doses of 2 Gy. Even though they did
not evaluate HCC cells in their research, we hypothesize
that the same results would be found in HCC. According to
the abovementioned reports, we speculate that mutant p53
target therapy may be effective for HCC treatment.
Ionizing radiation mainly attacks DNA in tumor cells,
breaking the double strands or separating the single strand
out to kill these cells. Numerous studies have shown that
inhibiting the response to DNA damage is a mechanism to
kill tumor cells and inhibit their growth. DNA-dependent
protein kinase catalytic subunit (DNA-PKcs), which is
involved in DNA damage repair, is promising a new target
for antitumor therapy. The following studies have evaluated
DNA-PKcs. The expression level of DNA-PKcs is
markedly upregulated in several kinds of tumors including
HCC, which predicts a poor prognosis. Moreover,
DNA-PKcs protects tumor cells from DNA damage, the
tumor microenvironment, chemotherapeutic drugs and
ionizing radiation and ensures that tumor cells proliferate
independently without DNA repair (113).
Decreased HCC-related protein 1 (HCRP1) expression in
HCC cells
The expression of HCRP1 is decreased in numerous
tumors. It has been reported that HCRP1 expression is
negatively correlated with epidermal growth factor receptor
(EFGR) in breast cancer and can induce resistance of
ovarian cancer cells to cetuximab. HCRP1 expression
affects the prognosis of HCC patients, but its mechanism of
action was previously unknown.
Xu et al. (114) studied the expression of HCRP1 in 101
cases of HCC diagnosed based on immunohistochemistry
and analyzed the clinical significance. The results implied
that the expression level of HCRP1 was decreased in partial
HCC and was related to age, pathological grade, recurrence
and mortality, but not to cirrhosis, tumor volume, or distant
metastasis, while its expression level was increased in both
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benign and normal liver tissues. The research revealed that
low expression of HCRP1 was an independent risk factor for
the prognosis of liver cancer because decreased expression
of HCRP1 promoted cancer cell proliferation, metastasis
and invasion, upregulated EFGR expression and activated
the EMT phenotype, further activating the phosphorylation
of AKT in HepG2 cells. However, increased expression
of HCRP1 had the opposite effects. Obviously, decreased
HCRP1 expression affects the prognosis of HCC.
High expression of HSP
Heat shock proteins (HSPs) are a highly conserved family
of proteins that are expressed at low levels in physiological
states but are strongly expressed when exposed to stress,
hypoxia, cytotoxic drugs, or malnutrition, to ensure that
cells adapt to adverse conditions (115-117). As a molecular
chaperone protein, the main function of HSP is to
ensure the correct folding of proteins, prevent improper
assemblage and regulate cell signal transduction (118).
However, this vital factor is expressed highly in certain
tumors that are resistant to traditional therapy.
Studies have revealed that HSP27 inhibits cisplatininduced apoptosis by activating protein responses and the
autophagy. In chemotherapy, the expression of HSP27
can be induced by 5-FU and carboplatin in Hep3B and
HepG2 cells, inducing chemoresistance, while inhibiting
HSP27 with siRNA or OGX-427 can largely improve the
therapeutic efficacy (119,120). As it was shown in Figure,
Inhibiting HSP90 in HepG2 and Hep3B cells can attenuate
extracellular signal-regulated kinase (ERK)-mediated
autophagy and the accumulation of Mcl-1 and enhances
the efficacy of Bcl-2 inhibitors, which leads to increased
cell apoptosis (121). Similarly, inhibiting HSP90 in HepG2
and Huh-7 cells can block rapamycin-induced activation
of AKT and NF-κB, thus improving therapeutic efficacy.
Intracellular HSP70 is a protective protein, but the role of
extracellular HSP70 in tumor cells is still undefined. Wu
et al. (122) studied the effects of extracellular HSPA1A on
tumor proliferation and found that the HSPA1A, which
is a stress protein in the HSP70 family, promoted H22
cell proliferation by activating TLR2 and TLR4 signaling
pathways and enhanced the resistance of H22 to mitomycin
C via NF-κB. In contrast, the promotion of proliferation
correspondingly disappeared.
HSPs is a highly conserved protein family that expresses
lowly at physiological state while expresses obviously when
exposed to stress, hypoxia, cytotoxic drugs, malnutrition
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to ensure the cells adapt to the adverse conditions. As a
molecular chaperone protein, the main function of HSP is
to ensure the correct folding of proteins, prevent improper
assemblage and regulate the cell signal transduction.
However, such a vital factor expresses highly in a certain of
tumors resisting to the traditional therapy.
Studies revealed that HSP27 inhibited the cisplatininduced apoptosis through activating the protein response
and the autophagy. In chemotherapy, the expression of
HSP27 could be induced by 5-FU and carboplatin in
Hep3B and HepG2 cells, which would induce chemoresistance. While inhibiting the HSP27 by siRNA or
OGX-427 could largely improve the therapeutic efficacy.
Inhibiting HSP90 in HepG2 and Hep3B cells could
attenuate the ERK-mediated autophagy and accumulation
of Mcl-1, and enhanced the efficacy of Bcl-2 inhibitors,
which meant more cell apoptosis. Similarly, inhibiting
HSP90 in HepG2 and Huh-7 cells could block rapamycininduced activation of AKT and NF-κB, thus improving
the efficacy. Intracellular HSP70 was a protective protein,
but the role of extracellular HSP70 in tumor cells was still
indefinite. The HSPA1A, as a stress protein in the HSP70
family, could promote H22 cell proliferation through
activating the TLR2 and TLR4 signaling pathway, and
enhanced the resistance of H22 to mitomycin C via NFκB. On the contrary, the proliferation promotion would
correspondingly disappear.
High levels of HSF1 and HSP70 have been associated
with tumor prognosis, metastasis, and treatment tolerance
(123,124). Elevated levels of HSP are not only beneficial
to the survival of tumor cells but also indirectly protect
against radiation-induced apoptosis. HSP90 inhibitors
might enhance tumor cell sensitivity to radiotherapy and
activate HSF1 (125,126), which induces the synthesis of the
protective factor HSP70, thus leading to resistance of HCC
cells to radiotherapy (127). Once HSPA1A acts on tumor
cells, even if it is dislodged, it still promotes proliferation.
The possible mechanism is that HSPA1A activates TLR4
in tumor cells and simultaneously reduces intracellular
HMGB1 levels, further affecting the sensitivity of tumor
cells to radiotherapy (Figure 1).
Excessive activation of autophagy
Autophagy is a self-metabolic process of eukaryotes that
occurs by degrading damaged intracellular organelles or
macromolecules via lysosomal digestion when exposed
to nutritional deficiencies, hypoxia or drug stimulation.
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Autophagy, including macroautophagy, microautophagy and
chaperone-mediated autophagy, is an essential regulatory
mechanism for maintaining cell growth, differentiation and
death. It is a reversible process that can promote tumor
cell death or survival and is closely associated with multiple
human diseases, including carcinoma.
Beclin-1, which is an autophagy-related gene, is
homogeneous with yeast ATG6/vps30. The antiapoptotic
protein Bcl-2 is the most relevant in terms of tumor
resistance to treatment because it can inhibit caspase
protease activation via cytochrome C or by forcing
glutathione to enter the nucleus. Beclin-1 decreases
cell death mainly by interacting with Bcl-2. Autophagy,
therefore, is a resistance mechanism that contributes to
cell viability (128). Previously, various molecular-targeted
drugs have led to the evaluation of tumor necrosis factorrelated apoptosis-inducing ligand (TRAIL) in tumor cells.
Lim et al. (129) studied the mechanism of TRAIL resistance
(HepG2-TR) in HepG2 cells. The results showed that
HepG2-TR expressed resistance to rhTRAIL, induced
autophagy, and died due to toxicity with rhTRAIL, which
was prevented by 3-MA or ATG5 inhibitors, indicating that
autophagy played a role in HepG2-TR drug resistance. In
addition, rhTRAIL-induced autophagy occurred in HepG2TR under treatment with DR4 but not in HepG2 cells. In
addition, JNK is also engaged in DR4-mediated autophagy
in HepG2-TR cells and causes therapeutic resistance.
Beclin-1, an autophagy-related gene, is homogeneous
with yeast ATG6/vps30. The anti-apoptosis protein
Bcl-2 is the most relevant with the formation of tumor
resistance, which can inhibit caspase protease activation
via cytochrome C or through forcing glutathione to enter
into the nucleus. The Beclin-1 decreases cell death mainly
through interaction with Bcl-2. Autophagy therefore be
taken as a resistant machanism contributing to cells viability
Previously, various of targeted-molecule drugs lead to
drug-fast in tumor cells to TRAIL. Lim et al. studied the
mechanism of HepG2 cells with TRAIL resistance (HepG2TR). The results showed that the HepG2-TR expresses
resistance to rhTRAIL and induce related autophagy, while
died of the toxicity of rhTRAIL which inhibited by 3-MA
or ATG5 inhibitor, indicating that autophagy functioned
in HepG2-TR drug resistance. In addition, the rhTRAILinduced autophagy is produced by HepG2-TR under the
care of DR4 but not by HepG2 cell. Besides, the JNK also
engages in the DR4-mediated autophagy in HepG2-TR
cells and causes therapeutic resistance.
Depending on the tumor type and microenvironment,
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autophagy may increase or decrease resistance to
radiotherapy in different tumors. Despite numerous
reports that autophagy can protect cells from radiotherapy,
the underlying mechanism has not been fully elucidated.
Various studies have indicated that autophagy plays a key
role in improving survival of tumor cells after radiotherapy
(130,131). The sensitivity of tumor cells to radiotherapy was
increased when RNAi was used to knock out autophagyrelated genes, including Atg4B, Atg5 and Atg12, delaying
the repair process of breaks in the DNA double strand (132).
In addition, the autophagy inhibitors 3-MA and
chloroquine can alleviate the apoptotic sensitivity of HCC
cells to ionizing radiation (133,134), indicating the role of
autophagy regulation in the resistance of HCC.
Abnormal activation of signaling pathways
Neoplastic transformation of liver cells is a complex and
diverse process. Signaling pathways regulate each step of
tumor cell proliferation, angiogenesis, invasion, metastasis
and down-regulation. Almost every signaling pathway
involved in liver cancer, such as the PI3K/PTEN/Akt/mTOR
pathway (135), the RAS/MAPK pathway (136), the Wnt/
b-Catenin pathway (137), and the JAK/STAT pathway (138)
is altered, ultimately leading to inhomogeneity in HCC
biology and clinical phenotypes (139).
The JAK/STAT signaling pathway is activated
abnormally and expressed remarkably in multiple tumor
tissues, regulating the expression of various apoptosisrelated genes including the antiapoptotic genes Bcl-xl and
Bcl-2, the pro-apoptotic genes Bax and BH3, as well as
caspase-3 and caspase-9 in the mitochondrial apoptosis
pathway. There were evidence demonstrating that JAK2/
STAT3 pathway could induce chemo-resistance in HCC.
However, GL63 could suppress the phosphorylation of
nuclear transcription factors in JAK2/STAT3 pathway to
reduce proliferation of hepatoma cells (140). When JAK/
STAT signaling pathway was upregulated, the STAT3
phosphorylation activation concerning angiogenesis and cell
differentiation can be detected in 50–100% cases of HCC.
Therefore, the JAK2/STAT3 pathway was hoped to be a
target for HCC therapy (141,142).
Modifications in the PI3K/AKT signaling pathway
in liver cancer cells can also induce acquired sorafenibresistance in HCC (143). Defective or abnormal expression
of the PTEN gene is one of the factors involved in tolerance
in HCC cells (99). Relevant studies have confirmed that the
AKT pathway participates in clusterin-induced resistance
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in HCC to antitumor drugs, such as sorafenib, doxorubicin,
kitasamycin and oxaliplatin (144). Moreover, the PI3K/
AKT signaling pathway, which stimulates the cell survival
and prevents apoptosis, is also involved in resistance to
radiotherapy. It has been confirmed that PI3K/AKT
inhibitors sensitize tumor cells to radiotherapy (145).
On one hand, radiotherapy activates the FAK-PI3K/
AKT pathway. On the other hand, HCC cells that resist
radiation and survive will multiply. Naturally, inhibitors of
FAK and PI3K can accelerate radiation-induced cell death.
In addition, the PI3K/AKT/NF-κB signaling pathway in
HCC can also be triggered by MMP-9 during radiotherapy,
enhancing the cell tolerance and aggressiveness.
The ERK signaling pathway plays an essential role
in tumor cell viability and proliferation. In HCC, the
ERK pathway is correlated with epithelial-mesenchymal
transition (146), attenuating the effects of chemotherapy. In
addition, the MEK/ERK/NF-κB signaling pathway affects
the sensitivity of HCC to radiotherapy to HCC (147).
Hence, the ERK pathway has widespread appeal as a target.
Excessive activation of the Wnt/β-catenin pathway in
HCC contributes to cell growth and metastasis and leads
to tumor tolerance (148). β-catenin encoded by genes
with a missense mutation of exon-3 is highly expressed in
approximately 10–50% of HCC cells, and is responsible for
increased invasion and poor prognosis in HCC patients (149).
There are many other factors that affect HCC
progression, such as modulation of cell viability and
proliferation, angiogenic factors secreted by tumor cells,
and the activation of proto-oncogene receptors and growth
factor receptors. The abnormal activation of signaling
pathways associated with cell growth in HCC hinder
cellular apoptosis and lead to chemoresistance. Among these
factors, some autocrine signaling factors have attracted
considerable attention. For example, epidermal growth
factor (EGF) stimulates tyrosine kinase and transformed the
communication from cytomembrane into nucleus. EGF can
also protect HCC cells from external stimuli, physiological
factors and chemotherapeutic drugs by binding with EGFR.
Another example is P60C-src, which is expressed highly
in HCC cells and decreases the susceptibility of HCC to
TRAIL (150).
Increasing evidence indicates that glycogen synthase
kinase (GSK-3β) is excessively activated in multiple tumors
and is involved in tumor proliferation and aggressiveness
by regulating signaling pathways. In addition, the Figure 1
described that GSK-3β-induced tolerance of tumor cells
can facilitate resistance to chemotherapy, radiotherapy and
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targeted therapy; thus, it is becoming a concerning target (151).
In addition, other mechanisms and second messengers
are engaged in HCC progression, such as RAS/MAPK.
HCC is a hypervascular solid tumor under the influence
of widely scattered VEGF. The MAPK signaling pathway
is related to angiogenesis, which has biological effects
on HCC proliferation and differentiation (152,153). Jin
et al. (153) showed that the TUC338\RASAL1 pathway
was related to sorafenib resistance; in vitro inhibition by
a noncoding RNA of TUC338 led to sensitization to
sorafenib.
As second messengers, calcium ions play a pivotal role.
Cell signaling pathways are regulated by intracellular calcium.
Multiple phosphorylated kinases, calcium binding proteins,
transcription factors and calcium-dependent channels must
function in a complex manner to ensure intricate signal
transduction. Recent studies have found that different tumors
modulate calcium channels and pumps differently (154);
transient receptor potential canonical (TRPC) has been
highlighted because of its close relationship to tumor proliferation,
metastasis and invasion (155). TRPC5 has been reported to be
necessary for P-gp-induced tumor resistance (156). TRPC6
and TRPC1 are involved in proliferation in HCC (157); in
particular, TRPC6 is obviously expressed in HCC cells but
is expressed at low levels in normal liver cells (158). Other
studies have pointed out that tolerance mechanisms, such
as EMT, the Hif1-α pathway, and DNA damage repair, in
HCC cells rely on calcium-regulated signal transduction
which were shown in Figure 1 (159). Epigenetic-related DNA
methylation, protein phosphorylation and histone acetylation
can allow tumor cells to obtain MDR (160). In addition, in
HCC cells, STAT3 is activated by calcium, and the cdk5STAT3 pathway is associated with oncogenesis in DNA repair
(Figure 1) (161). Therefore, STAT3 is responsible for calciuminduced resistance of HCC cells to multiple drugs. These
data were summarized to highlight the abnormal activation of
signaling pathways. Regulation of signal transduction is much
more likely to lead to a need to change drugs or to lead to a
lack of irradiation efficacy in HCC.

Conclusions
In summary, HCC resistance to radiotherapy and
chemotherapy is an intricate process with comprehensive
interaction of multiple factors, various genes and diverse
pathways. The related factors, mechanisms and the reversal
of tolerance should be further studied to improve the effects
of treatment for HCC.
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Abnormal expression of apoptotic proteins
It has been demonstrated that XIAP expressed highly in
approximately 90% advanced liver cancer cells. XIAP
decreased cell apoptosis and led to drug-resistance by
inhibiting caspase activation. The apoptotic suppressor
survivin had oncogenic specificity and expressed remarkably
in HCC cells and tissues. It directly affected on caspase

© Translational Cancer Research. All rights reserved.

to suppress cells death and acted an important role
in proliferation and differentiation of tumors as well
as invasion and metastasis. The FAS and its receptor
indicated the possibility of HCC recurrence. cFLIP, as
an intracellular inhibitor of caspase8, expressed in all of
the human HCC cell lines and the HCC tissues and nononcogenic liver tissues, leading to drug-resistance.
BRE, which is an antiapoptotic protein that is highly
expressed in HCC, can cause resistance to chemical drugs
in HCC by combining with the TNF and FAS (162).
Most gene mutations can lead to an imbalance in the
expression of BCL-2 family and induce resistance to
radiotherapy and chemotherapy. Low expression of the
antiapoptotic proteins BAX or BCL-XS in HCC cells with
P53 mutation suggest that the BCL-2 family and the antioncogene TP53 are so important that they may be new
targets for HCC therapy.

References
1.

2.

Ding XX, Zhu QG, Zhang SM, et al. Precision medicine
for hepatocellular carcinoma: driver mutations and
targeted therapy. Oncotarget 2017;8:55715-30.
Yang JD, Roberts LR. Hepatocellular carcinoma: a global

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Guo et al. Resistance to chemotherapy and radiotherapy in HCC

776

3.

4.

5.
6.

7.

8.

9.

10.
11.

12.

13.

14.

15.

16.

view. Nat Rev Gastroenterol Hepatol 2010;7:448-58.
El-Serag HB. Epidemiology of viral hepatitis
and hepatocellular carcinoma. Gastroenterology
2012;142:1264-73.e1.
Zhu RX, Seto WK, Lai CL, et al. Epidemiology of
hepatocellular carcinoma in the Asia-Pacific region. Gut
Liver 2016;10:332-9.
5 Bruix J, Sherman M. Management of hepatocellular
carcinoma: an update. Hepatology 2011;53:1020-2.
European Association For The Study Of The Liver;
European Organisation For Research And Treatment
of Cancer. EASL-EORTC clinical practice guidelines:
management of hepatocellular carcinoma. J Hepatol
2012;56:908-43.
Maida M, Orlando E, Cammà C, et al. Staging systems of
hepatocellular carcinoma: a review of literature. World J
Gastroenterol 2014;20:4141-50.
Roayaie S, Blume IN, Thung SN, et al. A system of
classifying microvascular invasion to predict outcome
after resection in patients with hepatocellular carcinoma.
Gastroenterology 2009;137:850-5.
Livraghi T, Meloni F, Di Stasi M, et al. Sustained complete
response and complications rates after radiofrequency
ablation of very early hepatocellular carcinoma in cirrhosis:
is resection still the treatment of choice? Hepatology
2008;47:82-9.
Pascual S, Herrera I, Irurzun J, et al. New advances in
hepatocellular carcinoma. World J Hepatol 2016;8:421-38.
Arii S, Yamaoka Y, Futagawa S, et al. Results of surgical
and nonsurgical treatment for small-sized hepatocellular
carcinomas: a retrospective and nationwide survey in
Japan. Hepatology 2000;32:1224-9.
Llovet JM, Bruix J. Novel advancements in the
management of hepatocellular carcinoma in 2008. J
Hepatol 2008;48:S20-37.
Brito AF, Abrantes AM, Tralhão JG, et al. Targeting
hepatocellular carcinoma: what did we discover so far?
Oncology Reviews 2016;10:302.
Takayasu K, Arii S, Ikai I, et al. Prospective cohort
study of transarterial chemo-embolization for
unresectable hepatocellular carcinoma in 8510 patients.
Gastroenterology 2006;131:461-9.
Han K, Kim JH. Transarterial chemoembolization in
hepatocellular carcinoma treatment: Barcelona clinic
liver cancer staging system. World J Gastroenterol
2015;21:10327-35.
Kim JW, Kim JH, Sung KB, et al. Transarterial
chemoembolization vs. radiofrequency ablation for the

© Translational Cancer Research. All rights reserved.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

treatment of single hepatocellular carcinoma 2 cm or
smaller. Am J Gastroenterol 2014;109:1234-40.
Cheng AL, Kang YK, Chen Z, et al. Efficacy and
safety of sorafenib in patients in the Asia-Pacific region
with advanced hepatocellular carcinoma: a phase III
randomised, doubleblind, placebo-controlled trial. Lancet
Oncol 2009;10:25-34.
Lai CL, Wu PC, Chan GC, et al. Doxorubicin versus no
antitumor therapy in inoperable hepatocellular carcinoma.
A prospective randomized trial. Cancer 1988;62:479-83.
Cabibbo G, Enea M, Attanasio M, et al. A meta-analysis
of survival rates of untreated patients in randomized
clinical trials of hepatocellular carcinoma. Hepatology
2010;51:1274-83.
Huang J, Hernandez-Alejandro R, Croome KP, et al.
Hepatic resection for huge (>15 cm) multinodular HCC
with macrovascular invasion. J Surg Res 2012;178:743-50.
Postow MA, Harding J, Wolchok JD. Targeting
immune checkpoints: releasing the restraints on antitumor immunity for patients with melanoma. Cancer J
2012;18:153-9.
Feng D, Hui X, Shi-Chun L, et al. Initial experience
of anti-PD1 therapy with nivolumab in advanced
hepatocellular carcinoma. Oncotarget 2017;8:96649-55.
Duffy AG, Ulahannan SV, Makorova-Rusher O, et al.
Tremelimumab in combination with ablation in patients
with advanced hepatocellular carcinoma. J Hepatol
2017;66:545-51.
Moreno-Cubero E, Larrubia JR. Specific CD8(+) T cell
response immunotherapy for hepatocellular carcinoma and
viral hepatitis. World J Gastroenterol. 2016;22:6469-83.
Ohri N, Dawson LA, Krishnan S, et al. Radiotherapy
for Hepatocellular Carcinoma: New Indications and
Directions for Future Study. J Natl Cancer Inst 2016;108.
Seol SW, Yu JI, Park HC, et al. Treatment outcome of
hepatic re-irradiation in patients with hepatocellular
carcinoma. Radiat Oncol J 2015;33:276-83.
Rim CH, Seong J. Application of radiotherapy for
hepatocellular carcinoma in current clinical practice
guidelines. Radiat Oncol J 2016;34:160-7.
Keane FK, Wo JY, Zhu AX, Hong TS. Liver-Directed
Radiotherapy for Hepatocellular Carcinoma. Liver Cancer
2016;5:198-209.
Timmerman RD, Herman J, Cho LC. Emergence
of stereotactic body radiation therapy and its impact
on current and future clinical practice. J Clin Oncol
2014;32:2847-54.
Ji J, Shi J, Budhu A, et al. MicroRNA expression, survival,

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Translational Cancer Research, Vol 7, No 3 June 2018

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.
41.

42.
43.

44.

45.

777

and response to interferon in liver cancer. N Engl J Med
2009;361:1437-47.
Gutierrez JA, Gish RG. Efficacy of combination treatment
modalities for intermediate and advanced hepatocellular
carcinoma: intra-arterial therapies, sorafenib and novel
small molecules. Transl Cancer Res 2013;2:460-71.
Li M, Zhang WY, Wang B, et al. Ligand-based targeted
therapy: a novel strategy for hepatocellular carcinoma. Int
J Nanomedicine 2016;11:5645-69.
Brito AF, Abrantes AM, Pinto-Costa C, et al.
Hepatocellular carcinoma and chemotherapy: the role of
p53. Chemotherapy 2012;58:381-6.
Brito AF, Mendes M, Abrantes AM, et al. Positron emission
tomography diagnostic imaging in multidrug-resistant
hepatocellular carcinoma: focus on 2-deoxy-2-(18F) fluoroD-glucose. Mol Diagn Ther 2014;18:495-504.
Giglia JL, Antonia SJ, Berk LB, et al. Systemic therapy
for advanced hepatocellular carcinoma: past, present, and
future. Cancer Control 2010;17:120-9.
Hussain SP, Schwank J, Staib F, et al. TP53 mutations and
hepatocellular carcinoma: insights into the etiology and
pathogenesis of liver cancer. Oncogene 2007;26:2166-76.
Topp ZZ, Sigal DS. Beyond chemotherapy: systemic
treatment options for hepatocellular carcinoma. Transl
Cancer Res 2013 2:482-91.
Gillet JP, Andersen JB, Madigan JP, et al. A gene
expression signature associated with overall survival in
patients with hepatocellular carcinoma suggests a new
treatment strategy. Mol Pharmacol 2016;89:263-72.
Parveen S, Misra R, Sahoo SK. Nanoparticles: a boon
to drug delivery, therapeutics, diagnostics and imaging.
Nanomedicine 2012;8:147-66.
Feng M, Ben-Josef E. Radiation therapy for hepatocellular
carcinoma. Semin Radiat Oncol 2011;21:271-7.
Gomes AR, Abrantes AM, Brito AF, et al. Influence of P53
on the radiotherapy response of hepatocellular carcinoma.
Clin Mol Hepatol 2015;21:257-67.
Ma S, Jiao B, Liu X, et al. Approach to radiation therapy in
hepatocellular carcinoma. Cancer Treat Rev 2010;36:157-63.
Cao Y, Fu YL, Yu M, et al. Human augmenter of liver
regeneration is important for hepatoma cell viability and
resistance to radiation induced oxidative stress. Free Radic
Biol Med 2009;47:1057-66.
van Zijl F, Mall S, Machat G, et al. A human model of
epithelial to mesenchymal transition to monitor drug
efficacy in hepatocellular carcinoma progression. Mol
Cancer Ther 2011;10:850-60.
Comerford KM, Wallace TJ, Karhausen J, et al. Hypoxia-

© Translational Cancer Research. All rights reserved.

46.

47.

48.

49.

50.

51.
52.

53.

54.

55.

56.

57.

58.

inducible factor-1-dependent regulation of the multidrug
resistance (MD 1) gene. Cancer Res 2002;62:3387-94.
Venkatesha VA, Parsels LA, Parsels JD, et al. Sensitization
of pancreatic cancer stem cells to gemcitabine by Ch 1
inhibition. Neoplasia 2012;14:519-25.
Wang L, Mosel AJ, Oaley GG, et al. Decient DNA
damage signaling leads to chemoresistance to cisplatin in
oral cancer. Mol Cancer Ther 2012;11:2401-9.
Yang ZJ, Chee CE, Huang S, et al. The role of autophagy
in cancer: therapeutic implications. Mol Cancer Ther
2011;10:1533-41.
Martín V, Sanchez-Sanchez AM, Herrera F. et al.
Melatonin-induced methylation of the ABCG2/BC P
promoter as a novel mechanism to overcome multidrug
resistance in brain tumour stem cells. Br J Cancer
2013;108:2005-12.
Wu Q, Yang Z, Nie Y, et al. Multi-drug resistance
in cancer chemotherapeutics: mechanisms and lab
approaches. Cancer Lett 2014;347:159-66.
Teicher BA. Acute and chronic in vivo therapeutic
resistance. Biochem Pharmacol 2009;77:1665-73.
Kurebayashi Y, Ojima H, Tsujikawa H, et al. Landscape of
immune microenvironment in hepatocellular carcinoma
and its additional impact on histological and molecular
classification. Hepatology 2018. [Epub ahead of print].
Zhu H, Chen XP, Luo SF, et al. Involvement of hypoxiainducible factor-1-alpha in multidrug resistance induced
by hypoxia in HepG2 cells. J Exp Clin Cancer Res
2005;24:565-74.
Jiang X, Wang J, Zhang K, et al. The role of CD29ILK-Akt signaling-mediated epithelial-mesenchymal
transition of liver epithelial cells and chemoresistance and
radioresistance in hepatocellular carcinoma cells. Med
Oncol 2015;32:141.
Kabashima-Niibe A, Higuchi H, Takaishi H, et al.
Mesenchymal stem cells regulate epithelial-mesenchymal
transition and tumor progression of pancreatic cancer
cells. Cancer Sci 2013;104:157-64.
Hernandez-Gea V, Toffanin S, Friedman SL, et al. Role of
the Microenvironment in the Pathogenesis and Treatment
of Hepatocellular Carcinoma. Gastroenterology
2013;144:512-27.
Fernando J, Malfettone A, Cepeda EB, et al. A
mesenchymal-like phenotype and expression of CD44
predict lack of apoptotic response to sorafenib in liver
tumor cells. Int J Cancer 2015;136:E161-72.
Azzariti A, Serena M, Letizia P, et al. Hepatic Stellate
Cells Induce Hepatocellular Carcinoma Cell Resistance

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Guo et al. Resistance to chemotherapy and radiotherapy in HCC

778

59.

60.

61.

62.

63.

64.

65.
66.

67.
68.

69.

70.

71.

to Sorafenib Through the Laminin-332/a3 Integrin
Axis Recovery of Focal Adhesion Kinase Ubiquitination.
Hepatology 2016;64:2103-17.
Nishida N, Kudo M. Immunological Microenvironment
of Hepatocellular Carcinoma and Its Clinical Implication.
Oncology 2017;92:40-9.
Rigalli JP, Ciriaci N, Arias A, et al. Regulation of multidrug
resistance proteins by genistein in a hepatocarcinoma
cell line: impact on sorafenib cytotoxicity. Plos One
2015;10:e0119502.
Qia S, Wang H, Chen X. Reversal of HCC drug resistance
by using hammerhead ribozymes against multidrug
resistance 1 gene. J Huazhong Univ Sci Technolog Med
Sci 2005;25:662-4.
Huesker M, Folmer Y, Schneider M, et al. Reversal of
drug resistance of hepatocellular carcinoma cells by
adenoviral delivery of anti-MDR1 ribozymes. Hepatology
2002;36:874-84.
Yin X, Zheng SS, Zhang L, et al. Identification of long
noncoding RNA expression profile in oxaliplatin-resistant
hepatocellular carcinoma cells. Gene 2017;596:53-88.
Rigalli JP, Ciriaci N, Arias A, et al. Regulation of Multidrug
Resistance Proteins by Genistein in a Hepatocarcinoma
Cell Line: Impact on Sorafenib Cytotoxicity. PLoS One
2015;10:e0119502.
Chen XM. MicroRNA signatures in liver diseases. World J
Gastroenterol 2009;15:1665-72.
Xu J, Zhu X, Wu L, et al. MicroRNA-122 suppresses cell
proliferation and induces cell apoptosis in hepatocellular
carcinoma by directly targeting Wnt/β-catenin pathway.
Liver Int 2012;32:752-60.
van Rooij E. The art of microRNA research. Circ Res
2011;108:219-34.
Kovalchuk O, Filkowski J, Meservy J, et al. Involvement of
microRNA-451 in resistance of the MCF-7 breast cancer
cells to chemotherapeutic drug doxorubicin. Mol Cancer
Ther 2008;7:2152-9.
Haenisch S, Laechelt S, Bruckmueller H, et al. Downregulation of ATP-binding cassette C2 protein expression
in HepG2 cells after rifampicin treatment is mediated by
microRNA-379. Mol Pharmacol 2011;80:314-20.
Song L, Liu S, Zhang L, et al. MiR-21 modulates
radiosensitivity of cervical cancer through inhibiting
autophagy via the PTEN/Akt/HIF-1α feedback loop
and the Akt-mTOR signaling pathway. Tumour Biol
2016;37:12161-8.
Jang JW, Kwon JH, You CR, et al. Risk of HBV
reactivation according to viral status and treatment

© Translational Cancer Research. All rights reserved.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

intensity in patients with hepatocellular carcinoma. Antivir
Ther 2011;16:969-77.
Cheng J, Pei H, Sun J, et al. Radiation-induced hepatitis
B virus reactivation in hepatocellular carcinoma: A case
report. Oncology Letters 2015;10:3213-5.
Liu Y, Lou G, Wu W, et al. Involvement of the NFkappaB pathway in multidrug resistance induced by HBx
in a hepatoma cell line. J Viral Hepat 2011;18:e439-46.
Shih WL, Kuo ML, Chuang SE, et al. Hepatitis B
virus X protein activates a survival signaling by linking
SRC to phosphatidylinositol 3-kinase. J Biol Chem
2003;278:31807-13.
Chao CC. Inhibition of apoptosis by oncogenic hepatitis
B virus X protein: Implications for the treatment of
hepatocellular carcinoma. World J Hepatol 2016;8:1061-6.
Kumari N, Dwarakanath BS, Das A, et al. Role of
interleukin-6 in cancer progression and therapeutic
resistance. Tumour Biol 2016;37:11553-72.
Lee S, Lee M, Kim JB, et al. 17β-estradiol exerts
anticancer effects in anoikis-resistant hepatocellular
carcinoma cell lines by targeting IL-6/STAT3 signaling.
Biochem Biophys Res Commun 2016;473:1247-54.
Lee EJ, Park HJ, Lee IJ, et al. Inhibition of IL-17A
Suppresses Enhanced-Tumor Growth in Low Dose PreIrradiated Tumor Beds. PLoS One 2014;9:e106423.
Solberg TD, Nearman J, Mullins J, et al. Correlation
between tumor growth delay and expression of cancer and
host VEGF, VEGFR2, and osteopontin in response to
radiotherapy. Int J Radiat Oncol Biol Phys 2008;72:918-26.
Wu J, Yong L, Ya-Zheng D, et al. HAb18G/CD147
promotes radioresistance in hepatocellular carcinoma cells:
a potential role for integrin b1 signaling. Molecular cancer
therapeutics 2015;14:553-63.
Giannelli G, Mikulits W, Dooley S, et al. The rationale
for targeting TGF-β in chronic liver diseases. Eur J Clin
Invest 2016;46:349-61.
Ji J, Wang XW. Clinical implications of cancer stem
cell biology in hepatocellular carcinoma. Semin Oncol
2012;39:461-72
Shukla G, Khera HK, Srivastava AK, et al. Therapeutic
Potential, Challenges and Future Perspective of Cancer
Stem Cells in Translational Oncology: A Critical Review.
Curr Stem Cell Res Ther 2017;12:207-24.
Hlady RA, Zhou D, Puszyk W, et al. Initiation of
aberrant DNA methylation patterns and heterogeneity
in precancerous lesions of human hepatocellular cancer.
Epigenetics 2017;12:215-25.
Piao LS, Hur W, Kim TK, et al. CD133+ liver cancer stem

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Translational Cancer Research, Vol 7, No 3 June 2018

86.

87.

88.

89.

90.

91.
92.

93.

94.

95.

96.

97.

98.

99.

779

cells modulate radioresistance in human hepatocellular
Carcinoma. Cancer Lett 2012;315:129-37.
Llovet JM, Ricci S, Mazzaferro V, et al. Sorafenib in
advanced hepatocellular carcinoma. N Engl J Med
2008;359:378-90.
Vivarelli M, Montalti R, Risaliti A. Multimodal treatment
of hepatocellular carcinoma on cirrhosis: an update. World
J Gastroenterol 2013;19:7316-26.
Jang JW, Song Y, Kim SH, et al. CD133 confers cancer
stem-like cell properties by stabilizing EGFR-AKT
signaling in hepatocellular carcinoma. Cancer Lett
2017;389:1-10.
Zhu Z, Hao X, Yan M, et al. Cancer stem/progenitor cells
are highly enriched in CD133+ CD44+ population in
hepatocellular carcinoma. Int J Cancer 2010;126:2067-78.
Dahan P, Martinez Gala J, Delmas C, et al. Ionizing
radiations sustain glioblastoma cell dedifferentiation
to a stem-like phenotype through survivin: possible
involvement in radioresistance. Cell Death Dis
2014;5:e1543.
Visvader JE. Cells of origin in cancer. Nature
2011;469:314-22.
Desai A, Webb B, Gerson SL. CD133+ cells contribute
to radioresistance via altered regulation of DNA repair
genes in human lung cancer cells. Radiother Oncol
2014;110:538-45.
Kuo TC, Chao CC. Hepatitis B virus X protein prevents
apoptosis of hepatocellular carcinoma cells by upregulating
SATB1 and HURP expression. Biochem Pharmacol
2010;80:1093-102.
Singal AG, El-Serag HB. Hepatocellular carcinoma from
epidemiology to prevention: translating knowledge into
practice. Clin Gastroenterol Hepatol 2015;13:2140-51.
Sukowati CHC, El-khobar KE, Ie SI, et al. Significance
of hepatitis virus infection in the oncogenic initiation
of hepatocellular carcinoma. World J Gastroenterol
2016;22:1497-512.
Alves RC, Alves D, Guz B, et al. Advanced hepatocellular
carcinoma.Review of targeted molecular drugs. Ann
Hepatol 2011;10:21-7.
Qin LX, Tang Z. The prognostic molecular markers
in hepatocellular carcinoma. World J Gastroenterol
2002;8:385-92.
Iakova P, Timchenko L, Timchenko NA. Intracellular
signaling and hepatocellular carcinoma. Semin Cancer
Biol 2011;21:28-34.
Shearn CT, Petersen D. Understanding the tumor
suppressor PTEN in chronic alcoholism and hepatocellular

© Translational Cancer Research. All rights reserved.

carcinoma. Adv Exp Med Biol 2015;815:173-84.
100. Kondoh N, Wakatsuki T, Hada A, et al. Genetic and
epigenetic events in human hepatocarcinogenesis. Int J
Oncol 2001;18:1271-8.
101. Enguita-Germán M, Fortes P. Targeting the insulin-like
growth factor pathway in hepatocellular carcinoma. World
J Hepatol 2014;6:716-37.
102. Brito AF, Abrantes AM, Ribeiro M, et al. Fluorine-18
fluorodeoxyglucose uptake in hepatocellular carcinoma:
correlation with glucose transporters and p53 expression. J
Clin Exp Hepatol 2015;5:183-9.
103. Fabregat I. Dysregulation of apoptosis in hepatocellular
carcinoma cells. World J Gastroenterol 2009;15:513-20.
104. Chen GG, Merchant JL, Lai PB, et al. Mutation of p53 in
recurrent hepatocellular carcinoma and its association with
the expression of ZBP-89. Am J Pathol 2003;162:1823-9.
105. Tokino T, Nakamura Y. The role of p53-target genes in
human cancer. Crit Rev Oncol Hematol 2000;33:1-6.
106. Forslund A, Zeng Z, Qin LX, et al. MDM2 gene
amplification is correlated to tumor progression but not
to the presence of SNP309 or TP53 mutational status in
primary colorectal cancers. Mol Cancer Res 2008;6:205-11.
107. Guan YS, He Q, Zi L. Roles of p53 in carcinogenesis,
diagnosis and treatment of hepatocellular carcinoma. J
Cancer Mol 2006;2:191-7.
108. Akimoto M, Yoshikawa M, Ebara M, et al. Relationship
between therapeutic efficacy of arterial infusion
chemotherapy and expression of P-glycoprotein and p53
protein in advanced hepatocellular carcinoma. World J
Gastroenterol 2006;12:868-73.
109. Fabregat I, Roncero C, Fernández M. Survival and
apoptosis: a dysregulated balance in liver cancer. Liver Int
2007;27:155-62.
110. He XX, Zhang YN, Yan JW, et al. CP-31398 inhibits the
growth of p53-mutated liver cancer cells in vitro and in
vivo. Tumour Biol 2016;37:807-15.
111. Wang L, Wang YM, Xu S, et al. MicroRNA-215 is
upregulated by treatment with Adriamycin and leads to
the chemoresistance of hepatocellular carcinoma cells and
tissues. Mol Med Rep 2015;12:5274-80.
112. Gao SB, Zheng QF, Xu B, et al. EZH2 represses
target genes through H3K27-dependent and H3K27independent mechanisms in hepatocellular carcinoma. Mol
Cancer Res 2014;12:1388-97.
113. Williams JR, Zhang Y, Zhou H, et al. A quantitative
overview of radiosensitivity of human tumor cells across
histological type and TP53 status. Int J Radiat Biol
2008;84:253-64.

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

780

Guo et al. Resistance to chemotherapy and radiotherapy in HCC

114. Xu J, Zhang X, Wang H, et al. HCRP1 downregulation
promotes hepatocellular carcinoma cell migration
andinvasion through the induction of EGFR activation and
epithelial-mesenchymal transition. Biomed Pharmacother
2017;88:421-9.
115. Azad AA, Zoubeidi A, Gleave ME, et al. Targeting heat
shock proteins in metastatic castration-resistant prostate
cancer. Nat Rev Urol 2015;12:26-36.
116. Ischia J, So AI. The role of heat shock proteins in bladder
cancer. Nat Rev Urol 2013;10:386-95.
117. Zhang L, Fok JH, Davies FE. Heat shock proteins in
multiple myeloma. Oncotarget 2014;5:1132-48.
118. Dudeja V, Vickers SM, Saluja AK. The role of heat shock
proteins in gastrointestinal diseases. Gut 2009;58:1000-9.
119. Chen R, Dai RY, Duan CY, et al. Unfolded protein
response suppresses cisplatin-induced apoptosis via
autophagy regulation in human hepatocellular carcinoma
cells. Folia Biol (Praha) 2011;57:87-95.
120. Sharma A, Upadhyay AK, Bhat MK. Inhibition of Hsp27
and Hsp40 potentiates 5-fluorouracil and carboplatin
mediated cell killing in hepatoma cells. Cancer Biol Ther
2009;8:2106-13.
121. Wang B, Chen L, Ni Z, et al. Hsp90 inhibitor 17-AAG
sensitizes Bcl-2 inhibitor (-)-gossypol by suppressing
ERK-mediated protective autophagy and Mcl-1
accumulation in hepatocellular carcinoma cells. Exp Cell
Res 2014;328:379-87.
122. Wu FH, Yuan Y, Li D, et al. Extracellular HSPA1A
promotes the growth of hepatocarcinoma by augmenting
tumor cell proliferation and apoptosis-resistance. Cancer
Lett 2012;317:157-64.
123. Ciocca DR, Arrigo AP, Calderwood SK. Heat shock
proteins and heat shock factor 1 in carcinogenesis and tumor
development: an update. Arch Toxicol 2013;87:19-48.
124. Juhasz K, Lipp AM, Nimmervoll B, et al. The complex
function of hsp70 in metastatic cancer. Cancers (Basel)
2013;6:42-66.
125. Schilling D, Bayer C, Li W, et al. Multhoff,
Radiosensitization of normoxic and hypoxic H1339
lung tumor cells by heat shock protein 90 inhibition is
independent of hypoxia inducible factor-1α. PLoS One
2012;7:e31110.
126. Zaidi S, McLaughlin M, Bhide SA, et al. The HSP90
inhibitor NVP-AUY922 radiosensitizes by abrogation of
homologous recombination resulting in mitotic entry with
unresolved DNA damage. PloS One 2012;7:e35436.
127. Gabai VL, Budagova KR, Sherman MY. Increased
expression of the major heat shock protein Hsp72 in

human prostate carcinoma cells is dispensable for their
viability but confers resistance to a variety of anticancer
agents. Oncogene 2005;24:3328-38.
128. Yang S, Wang X, Contino G, et al. Pancreatic cancers
require autophagy for tumor growth. Genes Dev
2011;25:717-29.
129. Lim SC, Jeon HJ, Kee KH, et al. Involvement of DR4/
JNK pathway-mediated autophagy in acquired TRAIL
resistance in HepG2 cells. Int J Oncol 2016;49:1983-90.
130. Nam HY, Han MW, Chang HW, et al. Prolonged
autophagy by MTOR inhibitor leads radioresistant cancer
cells into senescence. Autophagy 2013;9:1631-2.
131. Ondrej M, Cechakova L, Durisova K, et al. To live or let
die: Unclear task of autophagy in the radiosensitization
battle. Radiother Oncol 2016;119:265-75.
132. He WS, Dai XF, Jin M, et al. Hypoxia-induced autophagy
confers resistance of breast cancer cells to ionizing
radiation. Oncol Res 2012;20:251-8.
133. Chaachouay H, Ohneseit P, Toulany M, et al. Autophagy
contributes to resistance of tumor cells to ionizing
radiation. Radiother Oncol 2011;99:287-92.
134. Han MW, Lee JC, Choi JY, et al. Autophagy inhibition
can overcome radioresistance in breast cancer cells
through suppression of TAK1 activation. Anticancer Res
2014;34:1449-55.
135. Farazi, PA, DePinho, RA. Hepatocellular carcinoma
pathogenesis: from genes to environment. Nat Rev Cancer
2006;6:674-87.
136. Zhang DM, Liu JS, Deng LJ, et al. Arenobufagin, a
natural bufadienolide from toad venom, induces apoptosis
and autophagy in human hepatocellular carcinoma
cells through inhibition of PI3K/Akt/mTOR pathway.
Carcinogenesis 2013;34:1331-42.
137. Delire B, Stärkel P. The Ras/MAPK pathway and
hepatocarcinoma: pathogenesis and therapeutic
implications . Eur J Clin Invest 2015;45:609-23.
138. Zucman-Rossi J, Benhamouche S, Godard C, et al.
Differential effects of inactivated Axin1 and activated betacatenin mutations in human hepatocellular carcinomas.
Oncogene 2007;26:774-80.
139. Zhang B, Zhong DW, Wang QW, et al. Study on
correlation of JAK/STAT signal pathway with progression
and prognosis in hepatocellular carcinoma. Xi Bao Yu Fen
Zi Mian Yi Xue Za Zhi 2010;26:368-70, 373.
140. Zhao JA, Sang MX, Geng CZ, et al. A novel curcumin
analogue is a potent chemotherapy candidate for human
hepatocellular carcinoma. Oncol Lett 2016;12:4252-62
141. Yeh YP, Hu TH, Cho PY, et al. Evaluation of abdominal

© Translational Cancer Research. All rights reserved.

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

Translational Cancer Research, Vol 7, No 3 June 2018

781

ultrasonography mass screening for hepatocellular
carcinoma in Taiwan. Hepatology 2014;59:1840-9.
142. Mohan CD, Bharathkumar H, Bulusu KC, et al.
Development of a novel azaspirane that targets the Janus
kinase signal transducer and activator of transcription
(STAT) pathway in hepatocellular carcinoma in vitro and
in vivo. J Biol Chem 2014;289:34296-307.
143. Chen KF, Chen HL, Tai WT, et al: Activation of
phosphati-dylinositol 3-kinase/Akt signaling pathway
mediates acquired resistance to sorafenib in hepatocellular
carcinoma cells. J Pharmacol Exp Ther 2011;337:155-61.
144. Xiu P, Dong X, Dong X, et al. Secretory clusterin
contributes to oxaliplatin resistance by activating Akt
pathway in hepatocellular carcinoma. Cancer Sci
2013;104:375-82.
145. Fokas E, Im JH, Hill S, et al. Dual inhibition of the PI3K/
mTOR pathway increases tumor radiosensitivity by
normalizing tumor vasculature. Cancer Res 2012;72:239-48.
146. Chen JC, Chuang HY, Hsu FT, et al. Sorafenib
pretreatment enhances radiotherapy through targeting
MEK/ERK/NF-γB pathway in human hepatocellular
carcinoma-bearing mouse model. Oncotarget
2016;7:85450-63.
147. Mehdizadeh A, Somi MH, Darabi M, et al. Extracellular
signal-regulated kinase 1 and 2 in cancer therapy: a focus on
hepatocellular carcinoma. Mol Biol Rep 2016;43:107-16.
158. Vilchez V, Turcios L, Marti F, et al. Targeting Wnt/
β-catenin pathway in hepatocellular carcinoma treatment.
World J Gastroenterol 2016;22:823-32.
159. Harada N, Oshima H, Katoh M, et al.
Hepatocarcinogenesis in mice with beta-catenin and Haras gene mutations. Cancer Res 2004;64:48-54.
150. Masaki T, Okada M, Shiratori Y, et al. pp60 c-src
activation in hepatocellular carcinoma of humans and LEC
rats. Hepatology 1998;27:1257-64.
151. Domoto T, Pyko IV, Furuta T, et al. Glycogen synthase
kinase-3b is a pivotal mediator of cancer invasion and
resistance to therapy. Cancer Sci 2016;107:1363-72.
152. Villanueva A, Llovet JM. Targeted therapies

for hepatocellular carcinoma. Gastroenterology
2011;140:1410-26.
153. Jin W, Chen L, Cai X, et al. Long non-coding RNA
TUC338 is functionally involved in sorafenib-sensitized
hepatocarcinoma cells by targeting RASAL1. Oncol Rep
2017;37:273-80.
154. Monteith GR, Mcandrew D, Faddy H, et al. Calcium
and cancer: targeting Ca2+ transport. Nat Rev Cancer
2007;7:519-30.
155. Chigurupati S, Venkataraman R, Barrera D, et al.
Receptor channel TRPC6 is a key mediator of Notchdriven glioblastoma growth and invasiveness. Cancer Res
2010;70:418-27.
156. Ma X, Cai Y, He D, et al. Transient receptor potential
channel TRPC5 is essential for P-glycoprotein induction
in drug-resistant cancer cells. Proc Natl Acad Sci U S A
2012;109:16282-7.
157. Yu Y, Sweeney M, Zhang S, et al. PDGF stimulates
pulmonary vascular smooth muscle cell proliferation by
upregulating T PC6 expression. Am J Physiol Cell Physiol
2003;284:C316-30.
158. El Boustany C, Bidaux G, Enfissi A, et al. Capacitative
calcium entry and transient receptor potential canonical
6 expression control human hepatoma cell proliferation.
Hepatology 2008;47:2068-77.
159. Wen L, Liang C, Chen E, et al. Regulation of Multi-drug
Resistance in hepatocellular carcinoma cells is TRPC6/
Calcium Dependent. Sci Rep 2016;6:23269.
160. Mahajan K, Mahajan NP. ACK1/TNK2 tyrosine
kinase: molecular signaling and evolving role in cancers.
Oncogene 2015:34:4162-7.
161. Courapied S, Sellier H, de Carné Trécesson S, et al. The
cdk 5 kinase regulates the STAT3 transcription factor to
prevent DNA damage upon topoisomerase I inhibition. J
Biol Chem 2010;285:26765-78.
162. Cullen SP, Martin SJ. Seminars in cell and developmental
biology FAS and TRAIL “death receptors” as initiators
of inflammation: implications for cancer. Semin Cell Dev
Biol 2015;39:26-34.

Cite this article as: Guo J, Li L, Guo B, Liu L, Shi J, Wu
C, Chen J, Zhang X, Wu J. Mechanisms of resistance to
chemotherapy and radiotherapy in hepatocellular carcinoma.
Transl Cancer Res 2018;7(3):765-781. doi: 10.21037/
tcr.2018.05.20

© Translational Cancer Research. All rights reserved.

tcr.amegroups.com

Transl Cancer Res 2018;7(3):765-781

