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ABSTRACT Objective: Sorafenib is a first-line drug for advanced hepatocellular carcinoma (HCC). Unfortunately, most patients with HCC do 

not respond to sorafenib, mainly because of the frequent development of drug resistance. Bilirubin is an end metabolite of heme 

catabolism and an indicator of liver function, but its direct role in regulating the anticancer activity of sorafenib in HCC cells is 

unclear. In the current study, we aimed to investigate the mechanism of action of bilirubin in sorafenib-mediated tumor suppression 

in HCC.

Methods: A retrospective observational cohort of 100 patients receiving sorafenib was conducted to evaluate the potential role of 

bilirubin in predicting the prognosis of patients with HCC. Human HCC cell lines were treated with sorafenib in the absence or 

presence of bilirubin, and cell proliferation, apoptosis, and signaling pathways were assayed. The antagonistic effect of bilirubin 

toward sorafenib was assessed in nude mice bearing HCC xenografts.

Results: Serum levels of bilirubin (including total, direct, and indirect bilirubin) negatively correlated with the overall survival of 

patients with HCC treated with sorafenib (P < 0.05). Both in vitro and in vivo analyses demonstrated that bilirubin significantly 

abrogated sorafenib-mediated proliferation inhibition and apoptosis induction in HCC cells (P < 0.05). Mechanically, bilirubin 

inhibited sorafenib-induced activation of GSK-3β and subsequent downstream MCL-1 degradation.

Conclusions: Our study provides experimental evidence of the antagonistic effect of bilirubin toward sorafenib-mediated anticancer 

activity in HCC, and it suggests that bilirubin could be used to predict the efficacy of sorafenib treatment.
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Introduction

Hepatocellular carcinoma (HCC), the most common type 

of liver cancer, is a leading cause of cancer-associated deaths 

worldwide1,2. Approximately 632,320 cases and 577,522 deaths 

in men, and 273,357 cases and 252,658 deaths in women were 

estimated worldwide in 20203. From 2007 to 2016, the rate 

of increase in liver cancer mortality was the fastest among all 

cancers1. Worldwide, East and Southeast Asia have the highest 

rates of HCC, and China alone accounts for 50% of the total 

global HCC cases and deaths4,5. Therefore, attention should 

be paid to the prevention, detection, diagnosis, and treatment 

of HCC6.

Sorafenib is an oral multi-kinase inhibitor that blocks 

the activity of platelet-derived growth factor receptor 

(PDGFR), vascular endothelial growth factor receptor 

(VEGFR), Fms related receptor tyrosine kinase 3 (FLT3), 

and c-Kit, as well as the RAF/MEK/ERK pathway7. Sorafenib 
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was approved for the treatment of advanced HCC by the 

U.S. Food and Drug Administration as the first-line sys-

temic therapy8,9. Although sorafenib prolongs the survival 

of patients with advanced HCC, it causes clear adverse reac-

tions10-12. Moreover, many patients develop acquired resist-

ance to sorafenib. Therefore, reliable predictive markers or 

methods are urgently needed to identify patients likely to 

be susceptible to sorafenib and to exclude those unlikely to 

respond.

Levels of some plasma proteins, such as vascular endothe-

lial growth factor A (VEGFA), angiopoietin-2 (Ang-2), and 

insulin like growth factor 1 (IGF1), have been reported to 

predict the outcomes of sorafenib-based therapy13,14. Liver 

function should also be considered, because chronic liver dis-

ease is associated with HCC in most patients. In this regard, 

according to 2 phase-III studies of sorafenib, most patients 

have Child-Pugh A cirrhosis, which can affect the efficacy of 

sorafenib15. Indeed, the GIDEON study has reported that in 

patients receiving sorafenib therapy, those with Child-Pugh 

A have a significantly longer median OS than those with 

Child-Pugh B or Child-Pugh C, at 13.6 moths, 5.2 months, 

and 2.6 months, respectively16. However, the mechanism of 

liver function in the failure of sorafenib treatment remains 

unclear.

Bilirubin is the end metabolite of heme catabolism by the 

enzyme heme oxygenase. There are 2 forms of serum total 

bilirubin: indirect bilirubin and direct bilirubin. Indirect bil-

irubin accounts for as much as 95% of total bilirubin, which 

is converted to direct bilirubin by the hepatic enzyme UDP 

glucuronosyltransferase family 1 member A1 (UGT1A1)17. 

Of note, use of the albumin-bilirubin (ALBI) grade is rec-

ommended to assess liver function in patients with HCC, 

thus providing a simple and objective liver function assess-

ment method, in comparison to the Child-Pugh system18. 

Indeed, the ALBI grade can successfully predict the out-

comes of patients receiving sorafenib therapy19-22. Although 

prior studies have indicated their potential prognostic value 

regarding liver function in HCC, whether bilirubin lev-

els could be used as an independent biomarker to predict 

sorafenib response remains to be verified. We hypothe-

sized that bilirubin plays a direct role in determining sus-

ceptibility to sorafenib treatment in patients with HCC. In 

the current study, we discovered that bilirubin inhibits the 

anticancer activity of sorafenib through preventing GSK-3β 

activation-mediated MCL-1 degradation both in vitro and 

in vivo.

Materials and methods

Reagents

Bilirubin (cat. No. B4126) was purchased from Sigma-Aldrich 

(St. Louis, MO, USA). Sorafenib (cat. No. HY-10201) was pur-

chased from MedChemExpress (MJ, USA). TWS119 (cat. No. 

S1590) was purchased from Selleck Chem (TX, USA). Primary 

antibodies to the following were purchased from Cell Signaling 

Technology (MA, USA): PARP (#9542, RRID:AB_2160739), 

caspase 3 (#9662), cleaved caspase 3 (#9661), caspase 8 (#9746), 

cleaved caspase 8 (#9496), caspase 9 (#9508), Bax (#5023), 

BCL-2 (#4223), Bim (#2933), MCL-1 (#39224 or #94296), 

K48 (#8081), α-Tubulin (#2125), phospho-GSK-3β (Ser9) 

(#9323 or #5558), GSK3β (#12456), Akt (#4691), phospho-Akt 

(Ser473) (#4060), phospho-JNK (#9255), JNK (#9252), phos-

pho-p38 (#4511), p38 (#8690), Ki-67(#9449), phospho-ERK1/2 

(Thr202/Tyr204) (#4370), and ERK1/2 (#4695).

Patients and ethics statement

We conducted a retrospective study of 100 patients with HCC 

(88 men and 12 women) who were hospitalized and treated 

with sorafenib at the Affiliated Cancer Hospital & Institute of 

Guangzhou Medical University (between January 2009 and 

December 2016). Diagnosis of liver cancer was confirmed by 

qualified physicians using standard criteria23. The ages of all 

patients ranged from 18 to 80 years. The study excluded patients 

who were diagnosed with (or suspected of having) other pri-

mary malignant tumors, severe heart disease, arrhythmia, and 

concurrent infection, and women who were pregnant or breast-

feeding. In accordance with the precepts established by the 

Helsinki Declaration, written informed consent was obtained 

from all participants, and the study was approved by the Ethical 

Committee of the Affiliated Cancer Hospital & Institute of 

Guangzhou Medical University (Approval No. 2021003).

Cell lines and cell culture conditions

The human hepatoma cell lines HepG2 (American Type 

Culture Collection, HB-8065) and Hep3B (American Type 

Culture Collection, HB-8064) were grown in RPMI-1640 

medium (Thermo Fisher Scientific, cat. No. C11875500BT) 

and DMEM (Thermo Fisher Scientific, cat. No. C11995500BT), 

respectively, supplemented with 10% fetal bovine serum 
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(Biological Industries, cat. No. 04-001-1ACS) at 37 °C and 5% 

CO2. All cells were mycoplasma-free and authenticated with 

short tandem repeat DNA profiling analysis.

Western blot analysis

Hepatoma cells were exposed to the indicated treatments, and 

whole cell protein extracts were prepared with cell lysis buffer 

(Cell Signaling Technology, cat. No. 9803) containing protease 

inhibitors and phosphatase inhibitors. The supernatants of the 

whole cell lysates were collected by centrifugation at 12,000 

rpm for 10 min at 4 °C, and the protein concentration was 

quantified with BCA kits (Thermo Fisher Scientific). Protein 

samples were prepared with sample loading buffer, then sepa-

rated by SDS-PAGE and subjected to protein transfer to PVDF 

membranes. The membranes were blocked with 5% non-fat 

milk powder in 1× TBST for 1 h. Subsequently, membranes 

were washed 4 times with 1× TBST for (5 min each). The 

membranes were incubated overnight at 4 °C with primary 

antibodies at a 1:1000 dilution, then washed with 1× TBST 4 

times. Then secondary HRP-conjugated antibodies were used 

at a dilution of 1:5000. After incubation for 1 h, the membranes 

were washed 4 times with 1× TBST (5 min each). Finally, pro-

tein bands were detected with ECL detection reagents and 

exposed to X-ray films (Kodak, Japan). Protein expression lev-

els were quantified in Image J software (RRID:SCR_003070).

Cell viability assays with MTS

Cell viability was measured with a Cell Titer 96® Aqueous 

one solution cell proliferation assay kit (Promega, cat. No. 

G111). HepG2 Cells were seeded in 96-well plates with 100 μL 

RPMI-1640 complete medium, whereas Hep3B cells were sus-

pended in DMEM with 10% FBS. After 24 h cell culturing, 

the complete medium was replaced with serum-free medium 

for starvation overnight. Cells were treated with bilirubin and 

sorafenib for 24 h. Subsequently, 20 μL MTS was directly added 

to the wells, and cells were incubated for an additional 2 h. The 

optical density was determined according to the absorbance 

measured with a microplate reader (Thermo Fisher Scientific) 

at a wavelength of 490 nm. 

Cell viability assays with crystal violet staining 

Crystal violet assays were performed as previously reported24. 

HepG2 and Hep3B human hepatoma cells were seeded in 

96-well plates and incubated for 18–24 h, then starved over-

night. Defined concentrations of sorafenib and bilirubin in 

100 μL serum-free medium were added to the wells. After a 

24 h treatment, the medium with drugs was aspirated, and 

the plates were gently washed twice with water. The plates 

were inverted on filter paper and tapped gently to remove any 

remaining liquid. Cells in each well were stained with 50 μL 

of 0.5% crystal violet staining solution (0.5% crystal violet 

in 20% methanol), then incubated for 20 min at room tem-

perature. Subsequently, plates were washed twice with tap 

water. Plates were air dried at room temperature, and 200 μL 

methanol was added and incubated 30 min. The optical den-

sity was determined with a microplate reader (Thermo Fisher 

Scientific) according to the absorbance at a wavelength of 570 

nm. The measured values were compared with those of the 

control group, which were normalized to 100%. For statisti-

cal analysis, 3 independent experiments for each cell line were 

performed.

Cell death assays

An Annexin V-FITC/PI apoptosis detection kit (Sungene 

Biotech, cat. No. AO2001-02P-H) was used to detect cell apop-

tosis by flow cytometry as described previously25. Hepatoma 

cells were seeded in 6-well plates. Then the cells were cultured 

for 24 h in complete medium. Afterward, the cells were incu-

bated with sorafenib and bilirubin for 24 h. The medium was 

discarded, and the cells were washed with PBS twice. After 

trypsinization for 1 min, cells were collected and resuspended 

in binding buffer, and PI and Annexin V-FITC were added 

according to the manufacturer’s protocol, and incubated for 

15 min in the dark. Finally, apoptotic cells were detected with 

a flow cytometer (Becton Dickinson Biosciences). 

Colony formation assays

Colony formation assays were used to detect the differences in 

cell proliferation ability after drug treatment. The assays were 

performed as described previously26. HepG2 and Hep3B cells 

were exposed to single or combination treatment with biliru-

bin and sorafenib in serum-free medium for 24 h. Then the 

HepG2 and Hep3B cells were digested and seeded in 6-well 

plates supplemented with 10% FBS RPMI-1640 medium and 

DMEM, respectively. Cells were cultured in an atmosphere 

of 5% CO2 at 37 °C for 10–14 days. After being washed with 

PBS, cells in 6-well plates were fixed in 4% polyformaldehyde 
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for 15 min at 4 °C. Then crystal violet solution (0.5%) was 

used to stain cells for 20 min. Colonies larger than 60 μm were 

counted, and the experiments were conducted in triplicate.

EdU staining 

Staining with 5-ethynyl-2′-deoxyuridine (EdU) was performed 

with a Cell-Light™ EdU Apollo®488 In vitro Imaging Kit 

(RiboBio, cat. No. C10310-3) at a final concentration of 50 μM. 

Cells were seeded in a chamber slide and cultured for 18–24 h. 

Cells were exposed to bilirubin and sorafenib (single treatment 

or in combination) for 12 h. EdU was suspended in complete 

medium and added to the chamber slide. After incubation for 

4 h, the cells were washed with PBS twice. Then 4% paraform-

aldehyde was used to fix cells for 15 min. Staining was per-

formed according to the manufacturer’s protocol. Then DAPI 

(Abcam, Cambridge, UK) was used to stain DNA. Pictures of 

EdU-labeled cells were captured with an Olympus fluorescence 

microscope, and 3 independent experiments were performed. 

Quantitative reverse transcription PCR  
(RT-qPCR)

After cell treatment with bilirubin and/or sorafenib for 

6 h, total RNA was extracted from cells with TRIzol reagent 

(Invitrogen, Shanghai, China) according to the manufacturer’s 

instructions, and the concentration of total RNA was meas-

ured with a NanoDrop 2000 spectrophotometer (Thermo 

Fisher Scientific). Subsequently, reverse transcription (RT) 

reactions were performed with a Prime Script RT reagent Kit 

with gDNA Eraser (Takara, Guangzhou, China). After the 

complementary DNA was obtained, Real-time quantitative 

PCR (RT-qPCR) analysis was performed with SYBR Premix 

Ex TaqTM (Takara, Guangzhou, China) according to the man-

ufacturer’s protocol, and each sample was analyzed in tripli-

cate. The amount of gene amplification was detected with a 

StepOne Plus™ Real-Time PCR System (Applied Biosystems, 

USA). The PCR conditions were as follows: 95 °C for 30 s, then 

40 PCR cycles at 95 °C for 5 s and then 60 °C for 30 s. After 

the amplification cycles, the melting curve reaction was per-

formed. The relative levels of gene expression (mRNA) were 

calculated with the 2−∆∆Ct method27 and genes were normal-

ized to the 18S nuclear ribosomal RNA small subunit. The 

primer sequences were as follows: 

MCL-1 forward, 5’-TGCTTCGGAAACTGGACATCA-3’; 

MCL-1 reverse, 5’-TAGCCACAAAGGCACCAAAAG-3; 

18S forward, 5’-CCCAGTAAGTGCGGGTCATAA-3; 

18S reverse, 5’-CCGAGGGCCTCACTAAACC-3.

Immunofluorescence assays

Cells were seeded in a chamber slide and incubated for 

18–24 h, then treated with bilirubin and sorafenib, or their 

combination, for the indicated times. The medium was dis-

carded, and the cells were washed with PBS. Next, 4% par-

aformaldehyde was added to fix the cells for 15 min at 4 °C. 

After being washed with PBS 3 times, cells were permeabi-

lized with 200 μL 0.5% Triton X-100 for 5 min. Subsequently, 

the cells were blocked with 10% FBS in PBS for 1 h at room 

temperature, then incubated with primary antibodies 

(diluted in 10% FBS blocking solution) overnight at 4 °C 

and subsequently washed with PBS. Finally, the secondary 

antibodies were incubated at a 1:400 dilution in blocking 

solution for 1 h at room temperature. The cells were rinsed 

with PBS 3 times/5 min, and fluorescent mounting medium 

with DAPI (Abcam, Cambridge, UK) was used. Images were 

captured with a confocal microscope (SP8, Leica) 3 inde-

pendent times.

Flow cytometry analysis of intracellular 
protein

To stain intracellular proteins, we fixed cells in pre-chilled 

4% paraformaldehyde, permeabilized them with 90% meth-

anol, and then washed them with PBS. The cells were then 

stained sequentially with primary antibodies (anti-MCL-1, 

CST #94296; anti-p-GSK-3β, CST #5558) for 1 h and sec-

ondary antibodies (Abcam #ab150077) for 0.5 h. Finally, the 

stained cells were subjected to flow cytometry analysis (Becton 

Dickinson Biosciences).

Immunoprecipitation assays

Immunoprecipitation was performed according to the pro-

cedure reported in a previous study28. Briefly, anti-MCL-1 

magnetic beads were prepared through anti-MCL-1 antibody 

bio-conjugation [with Protein A/G Magnetic Beads (Thermo 

Fisher Scientific)] at 4 °C under stirring for 18 h. Cell lysates 

were obtained after single or co-treatment with bilirubin 

and sorafenib for 24 h, in the presence of 10 μM MG132 

for the final 6 h. Cell lysates were then incubated with anti-

MCL-1 magnetic beads at room temperature for 2 h. The 
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immune-complexes were subjected to Western blot analysis as 

previously described.

RNA interference

RNA interference assays were performed according to a pre-

vious report29. Briefly, HCC cells were seeded in 6-well plates 

and cultured for 18–24 h. Then siRNAs to human MCL-1 

or control siRNA (20 nM), Lipofectamine (Invitrogen), and 

RPMI Opti-MEM (Gibco) were mixed and added to each 

group. After 24 h, the cells were treated with bilirubin and/or 

sorafenib for an additional 24 h. The siRNAs were designed 

and synthesized by RiboBio company (Guangzhou, China). 

The target sequences of MCL-1 siRNA were as follows: MCL-1 

siRNA-1: 5’- CCGCCGAATTCATTAATTT-3’; MCL-1 siR-

NA-2:5’-GGACTTTTAGATTTAGTGA -3’.

Nude mouse xenograft model

Nude male BALB/c mice (RRID:IMSR_ORNL:BALB/cRl) 

were purchased from the Guangdong Animal Center. The 

use and care of experimental animals were approved by the 

Institutional Animal Care and Use Committee of Guangzhou 

Medical University (Approval No. GY2020-094). Mice were 

kept under inspection for 3 days, then were housed in a barrier 

facility at the Guangzhou Medical University Animal Center. 

Adequate food and water were supplied. Approximately 

1 × 106 HepG2 cells were carefully implanted subcutaneously 

on the right flank of each mouse. The mice were divided into 

4 groups randomly after 1 week. No blinding was used dur-

ing the experiment. Each group was treated daily with vehi-

cle, intraperitoneal injection of bilirubin (20 mg/kg/d), and/

or oral administration of sorafenib (60 mg/kg/d) for 23 days. 

Tumor size was evaluated every 2 days, and tumor volumes 

were calculated with the following formula: a2 × b × 0.5, 

where a is the smallest diameter, and b is the diameter per-

pendicular to a.

Immunohistochemical staining

Immunohistochemistry was conducted as follows. Xenograft 

tumors were embedded in paraffin and sectioned. Sections 

were deparaffinized and hydrated in alcohol. Then the speci-

mens were washed in tap water. The tissue samples were treated 

with 3% aqueous hydrogen peroxide to block endogenous 

peroxidase activity. After being blocked with 3% bovine serum 

albumin, sections were incubated with primary antibodies 

overnight at 4 °C. The primary antibodies used for immuno-

histochemistry were against MCL-1, Ki-67, p-GSK-3β (Ser9), 

and cleaved caspase 3. The slides were then incubated with sec-

ondary antibody. Immunoreactive signals were visualized with 

a DAB chromogenic substrate kit (Servicebio Technology, cat. 

No. G1211). Hematoxylin was used for counterstaining.

Statistical analysis

The results of 3 independent experiments were expressed 

as mean ± SD as applicable. GraphPad Prism 7.0 software 

(GraphPad Software, RRID:SCR_002798) was used for sta-

tistical analysis. One-way ANOVA (Tukey’s multiple compar-

isons test) and unpaired Student’s t-test were appropriately 

used to quantify the statistical differences between groups, 

with a significance level of *P < 0.05.

Results

Bilirubin decreases the anticancer activity of 
sorafenib in HCC

To determine the effect of bilirubin on sorafenib therapy, we 

studied a retrospective observational cohort of 100 patients 

and analyzed the relationship between serum bilirubin lev-

els before treatment and the overall survival of patients with 

HCC treated with sorafenib. The baseline characteristics of 

all patients and statistical analysis of serum bilirubin levels 

are shown in Supplementary Tables S1 and S2. The Kaplan-

Meier survival curves indicated that patients with HCC with 

high levels of one of the 3 indexes of serum bilirubin (total, 

direct, and indirect bilirubin) and had poorer overall survival 

after sorafenib treatment (P < 0.05) than those with low lev-

els (Figure 1A). Through univariate and multivariable Cox 

regression analysis, we found that patients with high levels of 

total bilirubin had a significantly higher risk of HCC mortality 

(P < 0.05) than patients with low levels (Supplementary Table 

S3). These findings suggested that bilirubin may be associated 

with poor patient survival outcomes after sorafenib treatment.

To investigate the direct effect of bilirubin on the anti-

cancer activity of sorafenib, we treated HCC cell lines 

(HepG2 and Hep3B) with sorafenib in the absence or 

presence of bilirubin for 24 h, then performed MTS assays 

(Figure 1B) and crystal violet staining (Figure 1C) to deter-

mine cell viability. Sorafenib (5 μM) induced significant 
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Figure 1 Bilirubin reverts the anti-cancer effect of sorafenib in HCC. (A) Serum bilirubin may predict outcomes of patients with HCC after 
sorafenib treatment. Kaplan-Meier curves for HCC overall patient survival according to serum bilirubin (total, direct, and indirect) levels are 
shown. Low bilirubin (≤ median of bilirubin levels); high bilirubin (> median of bilirubin levels). (B) HepG2 and Hep3B cells were treated with 
10 μM, 20 μM, or 40 μM bilirubin (B10, B20, or B40) and/or 5 μM sorafenib (S5) for 24 h, and cell viability was measured with MTS assays. 
Mean ± SD (n = 3), *P < 0.05. ns: no significance. (C) HepG2 and Hep3B cells were treated with 10 μM, 20 μM, or 40 μM bilirubin (B10, B20, 
or B40) and/or 5 μM sorafenib (S5) for 24 h, and the viability of attached cells was measured by crystal violet staining. Data are shown from 3 
independent replicates. Mean ± SD (n = 3), *P < 0.05. ns: no significance. (D) HepG2 and Hep3B cells were treated with 20 μM bilirubin (B20), 
5 μM sorafenib (S5), or their combination (S + B) for 24 h, and cell proliferation was measured by cloning formation assays. Mean ± SD (n = 3), 
*P < 0.05. ns: no significance. (E) HepG2 and Hep3B cells were treated with 20 μM bilirubin (B20) and/or 5 μM sorafenib (S5) for 24 h, and cell 
proliferation was measured with EdU staining assays. Mean ± SD (n = 3), *P < 0.05. 
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growth inhibition of HepG2 and Hep3B cells, but this effect 

was blocked by bilirubin (20 μM and 40 μM) (P < 0.05) 

(Figure 1B). Staining with crystal violet dye also indicated 

that sorafenib-induced growth inhibition was suppressed 

by bilirubin (20 μM and 40 μM) in HepG2 and Hep3B 

cells (P < 0.05) (Figure 1C). In addition to these short-

term cell growth assessments, clone formation assays were 

performed to assess the long-term cell proliferation ability 

after drug treatment (Figure 1D). Compared with sorafenib 

alone, combined treatment with sorafenib and bilirubin in 

HepG2 and Hep3B cells resulted in enhanced clone forma-

tion (P < 0.05) (Figure 1D). EdU labeling assays were also 

used to detect DNA synthesis in proliferating cells. The per-

centage of EdU-positive cells in the sorafenib plus bilirubin 

group was significantly higher than that in the sorafenib 

alone group (P < 0.05) (Figure 1E). Collectively, these 

results suggested that bilirubin antagonizes the anticancer 

activity of sorafenib in HCC cells.

Bilirubin inhibits sorafenib-induced growth 
inhibition and apoptosis in HCC cells

Because the induction of apoptotic cell death is an impor-

tant anti-tumor function of sorafenib30, we examined the 

effect of bilirubin on sorafenib-induced cell death in HCC 

cells. As shown in Figure 2A, sorafenib triggered cell detach-

ment and overt death in HepG2 and Hep3B cells, but this 

effect decreased after the addition of bilirubin. To further 

study whether the antagonistic effect of bilirubin against 

sorafenib was associated with apoptosis inhibition, we 

performed Annexin V-FITC/PI staining and flow cytom-

etry analysis. The combination of sorafenib and bilirubin 

in HepG2 and Hep3B cells resulted in less apoptosis than 

did sorafenib alone (P < 0.05) (Figure 2B). Apoptosis is a 

regulated process driven by caspase-mediated proteolytic 

cleavage cascades. We hypothesized that sorafenib-mediated 

caspase cleavage might be suppressed by bilirubin. Indeed, 

as shown in Figure 2C. Sorafenib alone induced the cleav-

age of caspases 3, 8, or 9, but this effect was inhibited in 

HepG2 and Hep3B cells co-treated with bilirubin (P < 0.05). 

Consistently, bilirubin attenuated sorafenib-induced cleav-

age of poly (ADP-ribose) polymerase (PARP) (P < 0.05), a 

substrate cleaved by caspase 3 (Figure 2C). These findings 

suggested that bilirubin inhibits sorafenib-induced growth 

inhibition and apoptosis in HCC cells. 

Bilirubin-mediated inhibition of sorafenib-
induced apoptosis involves down-regulation 
of MCL-1 protein expression

BCL-2 family members either promote or inhibit apoptosis 

by controlling mitochondrial outer membrane permeabiliza-

tion. To explore the molecular mechanism responsible for the 

antagonistic effect of bilirubin toward sorafenib, we examined 

expression of the BCL-2 family proteins. Western blot assays 

revealed that sorafenib decreased the protein level of MCL-1 

but not other BCL-2 family proteins (including BCL-2, BIM, 

and BAX) in HepG2 and Hep3B cells (Figure 3A). Notably, 

the addition of bilirubin prevented sorafenib-induced MCL-1 

protein downregulation in HepG2 and Hep3B cells (P < 0.05) 

(Figure 3A). Immunofluorescence assays and flow cytome-

try analysis also revealed that bilirubin inhibited sorafenib- 

induced MCL-1 downregulation (Figure 3B, 3C). To deter-

mine the role of MCL-1 protein in the antagonistic effect of 

bilirubin toward sorafenib, we genetically silenced MCL-1 

with a specific siRNA in HepG2 and Hep3B cells. In the con-

trol siRNA-treated HepG2 and Hep3B cells, the sorafenib 

alone group showed greater PARP cleavage than the sorafenib 

plus bilirubin group (P < 0.05) (Figure 3D). In contrast, levels 

of PARP cleavage in the sorafenib alone group were similar 

to those in the sorafenib plus bilirubin cotreatment group in 

MCL-1 knockdown HepG2 and Hep3B cells (Figure 3D), thus 

indicating that MCL-1 is required for the antagonistic effect of 

bilirubin toward sorafenib. Collectively, these data suggested 

that bilirubin suppresses the apoptotic effect of sorafenib by 

inhibiting the downregulation of MCL-1 protein.

Bilirubin inhibits sorafenib-induced MCL-1 
degradation

Next, we determined whether bilirubin interferes with MCL-1 

expression at the transcriptional or post-transcriptional level. 

RT-qPCR analysis revealed that bilirubin, sorafenib, or their 

combination did not affect mRNA levels of MCL-1 in HepG2 

and Hep3B cells (Figure 4A), thus indicating that bilirubin’s 

blocking of sorafenib-induced MCL-1 down-regulation does 

not depend on a transcriptional mechanism. MCL-1 is an 

antiapoptotic protein with a short half-life, which is degraded 

through the ubiquitin-proteasome system31,32. To determine 

whether MCL-1 protein stability was associated with the antag-

onistic effect of bilirubin toward sorafenib, we performed 
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cycloheximide chase experiments to determine the half-life of 

MCL-1 protein. In the presence of CHX treatment, bilirubin 

still antagonized the sorafenib-mediated decrease in MCL-1 

protein expression (Figure 4B), thus indicating that bilirubin 

inhibited the degradation of MCL-1 induced by sorafenib in 

these cells. Given that K48-linked ubiquitination leads to pro-

teasomal degradation of MCL-133, we examined the effects 

of sorafenib, bilirubin, and their combination on K48-linked 

ubiquitination of MCL-1. Sorafenib significantly increased 

the K48-linked ubiquitination of MCL-1 in HepG2 cells 

(Figure 4C). Importantly, bilirubin completely blocked the 

accumulation of K48-linked ubiquitination of MCL-1 induced 

by sorafenib in HepG2 cells (Figure 4C). These data suggested 

that bilirubin suppresses the anticancer effect of sorafenib by 

inhibiting ubiquitination-mediated MCL-1 degradation.

Bilirubin inhibits GSK-3β-mediated MCL-1 
degradation induced by sorafenib

The protein stability of MCL-1 is regulated by its phospho-

rylation by different kinases. In particular, glycogen syn-

thase kinase 3 beta (GSK-3β) phosphorylates MCL-1 and 

facilitates its degradation33, whereas ERK1/2 phosphorylates 

MCL-1 and increases its protein stabilization34. Therefore, we 

detected the phosphorylation levels of GSK-3β and ERK1/2. 

Phosphorylation of GSK-3β at the Ser9 site has been shown 

to induce its inactivation35. We found that sorafenib decreased 

the phosphorylation of GSK-3β at the Ser9 site in HepG2 and 

Hep3B cells, thus indicating that sorafenib activates GSK-3β 

(Figure 5A). Of note, this process was inhibited by bilirubin 

(Figure 5A). Consistently, the GSK-3β inhibitor TWS119 

attenuated the anticancer effect of sorafenib in HepG2 and 

Hep 3B cells (P < 0.05) (Figure 5B), thereby supporting the 

conclusion that activation of GSK-3β contributes to the anti-

cancer activity of sorafenib. In contrast, sorafenib decreased 

the phosphorylation of ERK1/2 in HepG2 and Hep3B cells, 

thus indicating that sorafenib limits the activity of ERK1/2 

(Figure 5A). However, bilirubin inhibited the sorafenib-in-

duced inhibition of ERK1/2 in only Hep3B cells, but not in 

HepG2 cells under our experimental conditions (Figure 5A). 

These findings indicated a context-dependent role of ERK1/2 

in mediating the effects of bilirubin on sorafenib activity. In 

addition to Western blot, immunofluorescence staining and 

flow cytometry analysis confirmed that bilirubin inhibited 

sorafenib-induced GSK-3β activation (suppression of phos-

phorylation of GSK-3β at Ser9) in HepG2 cells (Figure 5C, D). 

Together, these findings demonstrated that GSK-3β may play 

a critical role in regulating bilirubin-mediated inhibition of 

sorafenib-induced MCL-1 degradation.

Several kinases, including Akt, JNK and p38, act upstream 

of GSKβ and regulate phosphorylation of GSKβ in human 

cells36-39. Thus, we tested whether bilirubin might inhibit 

sorafenib- induced GSK-3β activation by affecting the activation 

of Akt, JNK, and p38. However, no discernible differences were 

observed in the phosphorylation levels of Akt, JNK and p38 

between the sorafenib alone group and the sorafenib plus biliru-

bin cotreatment group in HepG2 and Hep3B cells (Figure 5A). 

Therefore, we suggest that Akt, JNK, and p38 might not be 

involved in the antagonistic effect of bilirubin toward sorafenib.

Bilirubin shows antagonistic effects toward 
sorafenib in vivo

To evaluate the effect of bilirubin on the anticancer activity of 

sorafenib in vivo, we established a xenograft tumor model by sub-

cutaneously inoculating HepG2 cells into nude mice. Compared 

with the vehicle treatment group, sorafenib treatment inhib-

ited the tumor growth of HepG2 xenografts (Figure 6A, 6B). 

However, bilirubin addition decreased the sorafenib- mediated 

tumor suppression (P < 0.05) (Figure 6A, 6B). Consistently, 

bilirubin significantly inhibited the sorafenib-mediated sup-

pression of the tumor weights of HepG2 xenografts (P < 0.05) 

(Figure 6C). No significant difference was observed in body 

weights among the vehicle, sorafenib, bilirubin, and combi-

nation treatment groups (Figure 6D), thus indicating that all 

tested agents were non-toxic to mice. Similarly to the findings 

in in vitro assays, sorafenib decreased the expression of MCL-1 

and p-GSK-3β, and increased the expression of cleaved caspase 

3 (P < 0.05) in vivo (Figure 6E). However, introduction of 

bilirubin suppressed the effects of sorafenib in the xenografts 

(Figure 6E). Moreover, bilirubin inhibited the sorafenib-medi-

ated decrease in the percentage of HCC cells positive for Ki-67, 

a cell proliferation marker (P < 0.05) (Figure 6E). Overall, these 

animal studies further supported the conclusion that bilirubin 

antagonizes the anticancer activity of sorafenib.

Discussion

Sorafenib remains the first line systemic treatment for 

advanced HCC. Although it can improve the survival rate of 

patients with HCC, its rate of effectiveness remains very low 

in the long term, owing to the development of drug-resistant 
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cells through multiple mechanisms8,9. To overcome sorafenib’s 

shortcomings, in recent years, researchers have made great 

efforts to explore specific predictive or prognostic factors in 

the responsiveness to sorafenib in HCC40-42. Among the factors 

reported, the ALBI grade has received increasing attention, and 

can be used as a potential criterion for selecting patients for 
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second-line treatment18,20,21. However, whether and how bili-

rubin levels are associated with sorafenib treatment failure are 

poorly understood. In this study, we investigated the potential 

involvement of bilirubin in clinical cases of sorafenib failure, 

explored the relationship between bilirubin and sorafenib 

in HCC, and discovered the antagonistic effect of bilirubin 

toward the anti-HCC activity of sorafenib in vitro and in vivo. 

Mechanically, sorafenib induces HCC cell apoptosis through 

activation of GSK-3β and subsequent proteasomal degra-

dation of MCL-1, but these effects are inhibited by bilirubin 

(Figure 7).

Bilirubin, the final product of heme catabolism, has mul-

tiple physiological and pathological effects43,44. Bilirubin can 

have positive or negative roles in different pathophysiological 

processes. For example, it has a protective role in atheroscle-

rosis, but it can cause nervous system damage45,46. In the cur-

rent study, we found that bilirubin has antagonistic effects on 

the proliferation inhibition and apoptosis-inducing activity of 

sorafenib. The effects of bilirubin on the anticancer effects of 

sorafenib were determined with cell viability, proliferation, and 

apoptosis assays. Compared with sorafenib treatment alone, 

sorafenib and bilirubin combination treatment resulted in less 

inhibition of cell viability and proliferation according to MTS 

assays and crystal violet staining, thus indicating that bilirubin 

blocks the sorafenib-mediated suppression of cell proliferation. 

The results of cloning formation experiments and Edu staining 

further confirmed the antagonistic effect of bilirubin toward 

sorafenib in HCC cells. Flow cytometry analysis indicated 

that bilirubin decreased sorafenib-induced apoptosis in HCC 

cells. Moreover, compared with sorafenib treatment alone, the 

combination treatment resulted in less activation of apopto-

sis-related proteins, including the cleavage of PARP, caspase 3, 

caspase 8, and caspase 9. Further study revealed the antagonis-

tic effects of bilirubin toward the anticancer effects of sorafenib 

in xenograft models. These findings revealed a new role of bil-

irubin in determining sorafenib failure in patients with HCC. 

In the future, bilirubin reduction strategies, such as hemoper-

fusion, may improve the efficacy of sorafenib in HCC.

BCL-2 family proteins are classified into 2 subgroups: 

antiapoptotic and proapoptotic proteins. MCL-1 is a major 

antiapoptotic BCL-2 family member, which plays an impor-

tant role in tumor development and therapy resistance47. 

Previous studies have shown that the cyclin dependent kinase 

inhibitor flavopiridol enhances the apoptosis-inducing effects 

of sorafenib on HCC cells through MCL-1 suppression48. In 

addition, Ras association domain family member 6 (RASSF6) 

2 days. Mean ± SD (n = 7), *P < 0.05. After 23 days of treatment, the mice were sacrificed. Xenograft images (B), tumor weight (C), and body 
weight (D) are shown. Mean ± SD (n = 7), *P < 0.05. (E) Immunohistochemical detection of cleaved caspase 3 (CC3), MCL-1, p-GSK-3β, and 
Ki-67 in tumor tissues. Relative quantification of the staining intensity of the indicated proteins is shown. Mean ± SD (n = 7), *P < 0.05. ns: no 
significance.

Sorafenib

GSK-3β

MCL-1

O

NH NH
N N

O
O

H
N

H
N

F F

F

Cl

MCL-1
Ub

Ub

Ub
Ub

Induction of HCC cell apoptosis

Sorafenib

GSK-3β

MCL-1 MCL-1
Ub

Ub

Ub
Ub

Inhibition of HCC cell apoptosis

Bilirubin

H
N

O

O

O
Cl

F F

F

H
N

Figure 7 Mechanism of the antagonistic effect of bilirubin on the anti-cancer activity of sorafenib in HCC.



Cancer Biol Med Vol 19, No 7 July 2022 1075

increases sorafenib-mediated apoptosis in renal cell carci-

noma by repressing MCL-1 in a c-Jun N-terminal kinase 

(JNK)-dependent manner49. These findings highlight that the 

regulation of MCL-1 affects the sensitivity of cancer cells to 

sorafenib. In this study, the knockdown of MCL-1 inhibited 

the antagonistic effects of bilirubin toward sorafenib-induced 

apoptosis, thus indicating that MCL-1 plays a key role in deter-

mining sorafenib sensitivity. Sorafenib also induces autophagy- 

dependent cell death through the activation of beclin 1 medi-

ated by MCL-1 in HCC cells50. Alternatively, sorafenib’s 

anticancer activity is mediated by inhibiting system xc- in HCC 

cells, thereby inducing GSH depletion and subsequent fer-

roptosis51. These findings indicate that sorafenib may induce 

different types of cell death, depending on the concentration 

and duration of treatment. Whether bilirubin also affects fer-

roptotic and autophagic cell death remains to be investigated. 

Regardless, we suggest that bilirubin levels should be moni-

tored routinely during sorafenib treatment in clinical settings.

MCL-1 is degraded though the ubiquitin-proteasome path-

way52 or autophagy pathway53. In this study, CHX chase exper-

iments indicated that the half-life of MCL-1 protein in HCC 

cells was longer in the bilirubin and sorafenib co-treatment 

group than in the group treated with sorafenib alone. We fur-

ther observed that the ubiquitination of MCL-1 was upregu-

lated by sorafenib, and this process decreased with bilirubin 

addition. Therefore, bilirubin may inhibit the degradation 

of MCL-1 through the ubiquitination-mediated proteasome 

pathway. Determining the direct components of the ubiqui-

tin-proteasome pathway responsible for bilirubin-regulated 

degradation of MCL-1 will be important.

The stability of MCL-1 protein involves phosphorylation of 

MCL-1 at different sites52. For instance, ERK1/2 phosphoryl-

ates MCL-1 at the Thr163 site and increases the half-life of 

MCL-1, thereby enhancing its anti-apoptotic function34. In 

contrast, GSK-3β phosphorylates MCL-1 at the Ser159 site, 

thus facilitating ubiquitination and degradation of MCL-133. 

GSK-3β has been shown to act as a negative regulator of 

ERK1/2 in colon cancer cells54, thus indicating the feedback 

mechanisms of different signaling pathways. We found that 

sorafenib induced the activation of p-GSK-3β and the inhi-

bition of ERK1/2. However, our results indicated that biliru-

bin plays a broad role in regulating GSK-3β phosphorylation 

(but not ERK1/2 phosphorylation) in both Hep3B and HepG2 

cells. Consequently, GSK-3β is likely to play a key role in bil-

irubin-mediated regulation of MCL-1 degradation. Bilirubin 

may therefore be crucial in the inactivation of GSK-3β that 

stabilizes MCL-1 protein and ultimately weakens the antican-

cer ability of sorafenib. However, this study has a limitation in 

that how bilirubin inhibits GSK-3β phosphorylation remains 

unknown. Our findings only suggest that Akt, JNK, and 

p38, known kinases acting upstream of GSK-3β, may not be 

involved in the antagonistic effect of bilirubin toward sorafenib 

(Figure 5A). In addition to direct binding to GSK-3β, possible 

mechanisms include bilirubin-mediated inhibition of protein 

kinase A55 and protein kinase C56, which may also be involved 

in the upstream pathway of GSK-3β phosphorylation. These 

hypotheses must be examined in future research.

Conclusions

In summary, we demonstrate that bilirubin inhibits the activ-

ity of sorafenib in HCC cells by blocking MCL-1 degradation 

in a GSK-3β-dependent manner. These new findings may 

provide a potential strategy to overcome the clinical failure of 

sorafenib.

Acknowledgements

We thank Dr. Chiara Nardon [Assistant Professor (tenure 

track) at the Department of Biotechnology, University of 

Verona, Italy] for critical reading of the manuscript.

Grant support

The study was supported by the National Funds for Developing 

Local Colleges and Universities (Grant No. B16056001), NSFC 

(Grant No. 81602427), Natural Science Foundation research 

team of Guangdong Province (Grant Nos. 2021A1515011382, 

2018B030312001, 2017A030310151, and 2016A030310281), 

Science and Technology Program of Guangzhou (Grant No. 

201604020001), Innovative Academic Team of Guangzhou 

Education System (Grant No. 1201610014), Research Team of 

Department of Education of Guangdong Province (Grant No. 

2017KCXTD027), open research funds from the Sixth Affiliated 

Hospital of Guangzhou Medical University, Qingyuan 

People’s Hospital (Grant No. 202011-106), GZMU (Grant No. 

A2020262), and the Medical Scientific Research Foundation of 

Guangdong Province, China (Grant No. A2022231).

Conflict of interest statement

No potential conflicts of interest are disclosed.



1076� Yao�et�al.�Bilirubin�inhibits�sorafenib�efficacy�in�HCC

Author contributions

Conceived and designed the analysis: Jinbao Liu, Xin Chen.

Collected the data: Leyi Yao, Ziying Lei, Ding Yan.

Contributed data or analysis tools: Yali Hao, Jinghong Chen, 

Qian Xue, Qingtian Huang.

Performed the analysis: Qian Zhao, Xiaofen Li, Q. Ping Dou.

Wrote the paper: Leyi Yao, Xin Chen, Daolin Tang.

References

1. Torre LA, Bray F, Siegel RL, Ferlay J, Lortet-Tieulent J, Jemal A. 

Global cancer statistics, 2012. CA Cancer J Clin. 2015; 65: 87-108.

2. Siegel R, Ma J, Zou Z, Jemal A. Cancer statistics, 2014. CA Cancer J 

Clin. 2014; 64: 9-29.

3. Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, 

Jemal A, et al. Global cancer statistics 2020: Globocan estimates of 

incidence and mortality worldwide for 36 cancers in 185 countries. 

CA Cancer J Clin. 2021; 71: 209-49.

4. Chen W, Zheng R, Baade PD, Zhang S, Zeng H, Bray F, et al. Cancer 

statistics in China, 2015. CA Cancer J Clin. 2016; 66: 115-32.

5. Sun D, Li H, Cao M, He S, Lei L, Peng J, et al. Cancer burden in 

China: Trends, risk factors and prevention. Cancer Biol Med. 2020; 

17: 879.

6. Forner A, Reig M, Bruix J. Hepatocellular carcinoma. Lancet. 2018; 

391: 1301-1314.

7. Wilhelm SM, Carter C, Tang L, Wilkie D, McNabola A, Rong H, 

et al. Bay 43-9006 exhibits broad spectrum oral antitumor activity 

and targets the RAF/MEK/ERK pathway and receptor tyrosine 

kinases involved in tumor progression and angiogenesis. Cancer 

Res. 2004; 64: 7099-109.

8. Llovet JM, Ricci S, Mazzaferro V, Hilgard P, Gane E, Blanc JF, et al. 

Sorafenib in advanced hepatocellular carcinoma. N Engl J Med. 

2008; 359: 378-90.

9. Cheng AL, Kang YK, Chen Z, Tsao CJ, Qin S, Kim JS, et al. Efficacy 

and safety of sorafenib in patients in the Asia-Pacific region with 

advanced hepatocellular carcinoma: a phase III randomised, 

double-blind, placebo-controlled trial. Lancet Oncol. 2009; 10: 

25-34.

10. Brose MS, Nutting CM, Jarzab B, Elisei R, Siena S, Bastholt L, et al. 

Sorafenib in radioactive iodine-refractory, locally advanced or 

metastatic differentiated thyroid cancer: a randomised, double-

blind, phase 3 trial. Lancet. 2014; 384: 319-28.

11. Staufer K, Fischer L, Seegers B, Vettorazzi E, Nashan B, Sterneck M. 

High toxicity of sorafenib for recurrent hepatocellular carcinoma 

after liver transplantation. Transpl Int. 2012; 25: 1158-64.

12. Zavaglia C, Airoldi A, Mancuso A, Vangeli M, Viganò R, Cordone 

G, et al. Adverse events affect sorafenib efficacy in patients with 

recurrent hepatocellular carcinoma after liver transplantation: 

experience at a single center and review of the literature. Eur J 

Gastroenterol Hepatol. 2013; 25: 180-6.

13. Llovet JM, Peña CE, Lathia CD, Shan M, Meinhardt G, Bruix J. 

Plasma biomarkers as predictors of outcome in patients with 

advanced hepatocellular carcinoma. Clin Cancer Res. 2012; 18: 

2290-300.

14. Shao YY, Huang CC, Lin SD, Hsu CH, Cheng AL. Serum insulin-

like growth factor-1 levels predict outcomes of patients with 

advanced hepatocellular carcinoma receiving antiangiogenic 

therapy. Clin Cancer Res. 2012; 18: 3992-7.

15. Hollebecque A, Cattan S, Romano O, Sergent G, Mourad A, 

Louvet A, et al. Safety and efficacy of sorafenib in hepatocellular 

carcinoma: the impact of the Child-Pugh score. Aliment Pharmacol 

Ther. 2011; 34: 1193-201.

16. Marrero JA, Kudo M, Venook AP, Ye SL, Bronowicki JP, Chen XP, 

et al. Observational registry of sorafenib use in clinical practice 

across Child-Pugh subgroups: the Gideon study. J Hepatol. 2016; 

65: 1140-47.

17. Fujiwara R, Haag M, Schaeffeler E, Nies AT, Zanger UM, Schwab M. 

Systemic regulation of bilirubin homeostasis: potential benefits of 

hyperbilirubinemia. Hepatology. 2018; 67: 1609-19.

18. Johnson PJ, Berhane S, Kagebayashi C, Satomura S, Teng M, 

Reeves HL, et al. Assessment of liver function in patients with 

hepatocellular carcinoma: a new evidence-based approach-the 

ALBI Grade. J Clin Oncol. 2015; 33: 550-8.

19. Samawi HH, Sim HW, Chan KK, Alghamdi MA, Lee-Ying RM, 

Knox JJ, et al. Prognosis of patients with hepatocellular carcinoma 

treated with sorafenib: a comparison of five models in a large 

Canadian database. Cancer Med. 2018; 7: 2816-25.

20. Lee PC, Chen YT, Chao Y, Huo TI, Li CP, Su CW, et al. Validation of 

the albumin-bilirubin grade-based integrated model as a predictor 

for sorafenib-failed hepatocellular carcinoma. Liver Int. 2018; 38: 

321-30.

21. Pinato DJ, Yen C, Bettinger D, Ramaswami R, Arizumi T, 

Ward C, et al. The albumin-bilirubin grade improves hepatic 

reserve estimation post-sorafenib failure: implications for drug 

development. Aliment Pharmacol Ther. 2017; 45: 714-22.

22. Ogasawara S, Chiba T, Ooka Y, Suzuki E, Kanogawa N, Saito 

T, et al. Liver function assessment according to the albumin-

bilirubin (ALBI) grade in sorafenib-treated patients with 

advanced hepatocellular carcinoma. Invest New Drugs. 2015; 33: 

1257-62.

23. Zhou J, Sun HC, Wang Z, Cong WM, Wang JH, Zeng MS, et al. 

Guidelines for diagnosis and treatment of primary liver cancer in 

China (2017 edition). Liver Cancer. 2018; 7: 235-60.

24. Feoktistova M, Geserick P, Leverkus M. Crystal violet assay for 

determining viability of cultured cells. Cold Spring Harb Protoc. 

2016; 2016: pdb.prot087379.

25. Shi X, Chen X, Li X, Lan X, Zhao C, Liu S, et al. Gambogic acid 

induces apoptosis in imatinib-resistant chronic myeloid leukemia 

cells via inducing proteasome inhibition and caspase-dependent 

Bcr-Abl downregulation. Clin Cancer Res. 2014; 20: 151-63.

26. Crowley LC, Christensen ME, Waterhouse NJ. Measuring survival 

of adherent cells with the colony-forming assay. Cold Spring Harb 

Protoc. 2016; 2016(8). DOI: 10.1101/pdb.prot087189.



Cancer Biol Med Vol 19, No 7 July 2022 1077

27. Livak KJ, Schmittgen TD. Analysis of relative gene expression data 

using real-time quantitative PCR and the 2(-Delta Delta C(T)) 

method. Methods. 2001; 25: 402-8.

28. Yang L, Chen X, Yang Q, Chen J, Huang Q, Yao L, et al. Broad 

spectrum deubiquitinase inhibition induces both apoptosis and 

ferroptosis in cancer cells. Front Oncol. 2020; 10: 949.

29. Yang HJ, Kong B, Shuai W, Zhang JJ, Huang H. MD1 deletion 

exaggerates cardiomyocyte autophagy induced by heart failure 

with preserved ejection fraction through ROS/MAPK signalling 

pathway. J Cell Mol Med. 2020; 24: 9300-12.

30. Garten A, Grohmann T, Kluckova K, Lavery GG, Kiess W, Penke 

M. Sorafenib-induced apoptosis in hepatocellular carcinoma is 

reversed by SIRT1. Int J Mol Sci. 2019; 20: 4048.

31. Senichkin VV, Streletskaia AY, Zhivotovsky B, Kopeina GS. 

Molecular comprehension of Mcl-1: from gene structure to cancer 

therapy. Trends Cell Biol. 2019; 29: 549-62.

32. Mojsa B, Lassot I, Desagher S. Mcl-1 ubiquitination: unique 

regulation of an essential survival protein. Cells. 2014; 3: 418-37.

33. Maurer U, Charvet C, Wagman AS, Dejardin E, Green DR. 

Glycogen synthase kinase-3 regulates mitochondrial outer 

membrane permeabilization and apoptosis by destabilization of 

Mcl-1. Mol Cell. 2006; 21: 749-60.

34. Domina AM, Vrana JA, Gregory MA, Hann SR, Craig RW. MCL1 

is phosphorylated in the PEST region and stabilized upon ERK 

activation in viable cells, and at additional sites with cytotoxic 

okadaic acid or taxol. Oncogene. 2004; 23: 5301-15.

35. Ding Q, Xia W, Liu JC, Yang JY, Lee DF, Xia J, et al. Erk associates 

with and primes GSK-3beta for its inactivation resulting in 

upregulation of beta-catenin. Mol Cell. 2005; 19:159-70.

36. Liu L, Dong Z, Liang J, Cao C, Sun J, Ding Y, et al. As an 

independent prognostic factor, FAT10 promotes hepatitis B virus-

related hepatocellular carcinoma progression via Akt/GSK3beta 

pathway. Oncogene. 2014; 33: 909-20.

37. Hu D, Bi X, Fang W, Han A, Yang W. GSK3beta is involved in JNK2-

mediated beta-catenin inhibition. PLoS One. 2009; 4: e6640.

38. Thornton TM, Pedraza-Alva G, Deng B, Wood CD, Aronshtam A, 

Clements JL, et al. Phosphorylation by p38 MAPK as an alternative 

pathway for GSK3beta inactivation. Science. 2008; 320: 667-70.

39. Jin F, Wu Z, Hu X, Zhang J, Gao Z, Han X, et al. The PI3K/Akt/

GSK-3β/ROS/eIF2B pathway promotes breast cancer growth and 

metastasis via suppression of NK cell cytotoxicity and tumor cell 

susceptibility. Cancer Biol Med. 2019; 16: 38-54.

40. Hayashi T, Yamashita T, Terashima T, Suda T, Okada H, Asahina Y, 

et al. Serum cytokine profiles predict survival benefits in patients 

with advanced hepatocellular carcinoma treated with sorafenib: a 

retrospective cohort study. BMC Cancer. 2017; 17: 870.

41. Chen D, Zhao P, Li SQ, Xiao WK, Yin XY, Peng BG, et al. Prognostic 

impact of pERK in advanced hepatocellular carcinoma patients 

treated with sorafenib. Eur J Surg Oncol. 2013; 39: 974-80.

42. Personeni N, Rimassa L, Pressiani T, Destro A, Ligorio C, Tronconi 

MC, et al. Molecular determinants of outcome in sorafenib-treated 

patients with hepatocellular carcinoma. J Cancer Res Clin Oncol. 

2013; 139: 1179-87.

43. Schmid R, McDonagh AF. The enzymatic formation of bilirubin. 

Ann N Y Acad Sci. 1975; 244: 533-52.

44. An C, Li X, Yu X, Cheng Z, Han Z, Liu F, et al. Nomogram based on 

albumin-bilirubin grade to predict outcome of the patients with 

hepatitis C virus-related hepatocellular carcinoma after microwave 

ablation. Cancer Biol Med. 2019; 16: 797-810.

45. Vítek L, Jirsa M, Brodanová M, Kalab M, Marecek Z, Danzig V, 

et al. Gilbert syndrome and ischemic heart disease: a protective 

effect of elevated bilirubin levels. Atherosclerosis. 2002; 160: 

449-56.

46. Huang H, Guo M, Liu N, Zhao C, Chen H, Wang X, et al. Bilirubin 

neurotoxicity is associated with proteasome inhibition. Cell Death 

Dis. 2017; 8: e2877.

47. Wang H, Guo M, Wei H, Chen Y. Targeting Mcl-1 in cancer: current 

status and perspectives. J Hematol Oncol. 2021; 14: 67.

48. Hsu C, Lin LI, Cheng YC, Feng ZR, Shao YY, Cheng AL, et al. Cyclin 

E1 inhibition can overcome sorafenib resistance in hepatocellular 

carcinoma cells through Mcl-1 suppression. Clin Cancer Res. 2016; 

22: 2555-64.

49. Liang YY, Deng XB, Zeng LS, Lin XT, Shao XF, Wang B, et al. 

RASSF6-mediated inhibition of Mcl-1 through JNK activation 

improves the anti-tumor effects of sorafenib in renal cell 

carcinoma. Cancer Lett. 2018; 432: 75-83.

50. Tai WT, Shiau CW, Chen HL, Liu CY, Lin CS, Cheng AL, et al. Mcl-

1-dependent activation of beclin 1 mediates autophagic cell death 

induced by sorafenib and SC-59 in hepatocellular carcinoma cells. 

Cell Death Dis. 2013; 4: e485.

51. Sun X, Niu X, Chen R, He W, Chen D, Kang R, et al. 

Metallothionein-1G facilitates sorafenib resistance through 

inhibition of ferroptosis. Hepatology. 2016; 64: 488-500.

52. Liao M, Zhao J, Wang T, Duan J, Zhang Y, Deng X. Role of bile 

salt in regulating Mcl-1 phosphorylation and chemoresistance in 

hepatocellular carcinoma cells. Mol Cancer. 2011; 10: 44.

53. Hu X, Xia M, Wang J, Yu H, Chai J, Zhang Z, et al. Dual PI3K/

mTOR inhibitor PKI-402 suppresses the growth of ovarian 

cancer cells by degradation of Mcl-1 through autophagy. Biomed 

Pharmacother. 2020; 129: 110397.

54. Wang Q, Zhou Y, Wang X, Evers BM. Glycogen synthase kinase-3 

is a negative regulator of extracellular signal-regulated kinase. 

Oncogene. 2006; 25: 43-50.

55. Hansen TW, Mathiesen SB, Walaas SI. Bilirubin has widespread 

inhibitory effects on protein phosphorylation. Pediatr Res. 1996; 

39: 1072-7.

56. Amit Y, Boneh A. Bilirubin inhibits protein kinase C activity 

and protein kinase C-mediated phosphorylation of endogenous 

substrates in human skin fibroblasts. Clin Chim Acta. 1993; 223: 

103-11.

Cite this article as: Yao L, Zhao Q, Yan D, Lei Z, Hao Y, Chen J, et al. Bilirubin 

inhibits the anticancer activity of sorafenib by blocking MCL-1 degradation 

in hepatocellular carcinoma cells. Cancer Biol Med. 2022; 19: 1061-1077.  

doi: 10.20892/j.issn.2095-3941.2021.0598


