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Objective The aim of this study was to analyze the safety and efficacy of glucocorticoid treatment for 
hyperbilirubinemia in patients with hepatocellular carcinoma (HCC) who have undergone transcatheter 
arterial chemoembolization (TACE). 
Methods We conducted a retrospective analysis of the clinical data of 198 patients with HCC who 
were admitted to The Fifth Medical Center of PLA General Hospital from June 2014 to August 2019 
and underwent TACE therapy. The patients were divided into glucocorticoid (GCC) treatment group and 
control group. Standard liver-protecting procedures were used in both groups. The treatment group also 
received intravenous injections of methylprednisolone sodium succinate for 3–5 days. Reduction in bilirubin 
concentration, mean duration of hospitalization, and complications were compared between the two groups 
to investigate the safety and efficacy of GCCs for treatment of hyperbilirubinemia after TACE treatment. 
Results Bilirubin concentrations were significantly lower in the treatment group than in control group 
on days 3 and 5 after GCC/conventional liver-protecting treatment (P < 0.05). The treatment group had 
significantly shorter durations of total post-surgery hospitalization, and recovery time than the control group 
(14.5 ± 4.6 days vs. 17.5 ± 6.6 days, P < 0.001; 9.2 ± 3.3 days vs. 11.8 ± 5.4 days, P = 0.001; 7.0 ± 3.3 
days vs. 9.3 ± 4.6 days, P < 0.001). No GCC-associated complications were detected in the treatment 
group. 
Conclusion Short-term use of GCCs to treat hyperbilirubinemia in patients with HCC who have 
undergone TACE is safe and associated with rapid decline in bilirubin concentration and shorter hospital 
stay compared with patients who did not receive GCCs. 
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Abstract

Primary liver cancer (PLC) is the fifth most common 
cancer worldwide and the third leading cause of cancer 
deaths [1]. About 90% of PLC are hepatocellular carcinoma 
(HCC) [2–3]. Transcatheter arterial chemoembolization 
(TACE) is currently one of the most used methods of 
treating intermediate- or advanced-stage HCC [1–4]. 
TACE has been shown to slow tumor growth and 
vascular invasion and increase the life expectancy of 
individuals with HCC. Because most of these patients 
also have hepatic cirrhosis, their liver function is often 
severely compromised after a TACE procedure. The main 

manifestations include increased serum aminotransferase 
and bilirubin, decreased albumin and cholinesterase, 
and impaired blood coagulation, all of which can slow 
recovery and prolong hospital stay [5–6]. 

Glucocorticoids (GCCs) are widely used to treat 
chronic hepatitis and liver failure [7–9]. However, such 
treatment may induce adverse reactions such as infection, 
gastrointestinal tract (GIT) bleeding, and viral replication. 
Therefore, administration of GCCs to patients with liver 
disease remains controversial [10–11]. Recent findings show 
that GCCs could protect against chemotherapy-induced 
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apoptosis and improve adverse reactions to tumor necrosis 
such as edema, inflammation, pain, and electrolyte 
disturbances [12–13]. Additionally, GCCs can inhibit adverse 
reactions to chemotherapy-induced cytotoxicity such as 
nausea and vomiting. We hypothesized that GCCs would 
rapidly alleviate the inflammatory response resulting 
from tumor necrosis after TACE, facilitating improved 
liver function and reduced bilirubin concentrations. We 
also hypothesized that early, low dose, and short-term 
administration of GCCs would alleviate its adverse effects. 
In the present study, we retrospectively analyzed clinical 
data of 198 patients with HCC who were admitted to The 
Fifth Medical Center of PLA General Hospital from June 
2014 to August 2019 and developed hyperbilirubinemia 
(HBR) after TACE operation, to investigate the safety 
and efficacy of administering GCCs to treat post-TACE 
HBR. 

Materials and methods

Patients 
Data of 5124 patients with HCC who were admitted to 

The Fifth Medical Center of PLA General Hospital from 
June 2014 to August 2019 and treated with TACE were 
retrospectively analyzed. All patients had liver function 
tests on days 2 to 5 after TACE procedure. Bilirubin 
concentrations were mildly increased (17.1–51.3 μmol/L) 
in 937 patients, and 198 patients had HBR (≥ 51.3 
μmol/L). Only the latter were included in our study. All 
patients had been diagnosed with HCC based on imaging 
examinations or pathology findings in accordance with 
the Barcelona clinic liver cancer (BCLC) staging criteria 
[14]. Among them, 13, 93, and 92 patients were classified 
as stage A, stage B, and stage C HCC, respectively. All 
underwent TACE. These patients’ baseline characteristics 
are as shown in Table 1. There was no statistical difference 
between the two groups (P > 0.05). 

Treatment protocols
TACE treatment: Standard preoperative preparation 

was performed. The Seldinger technique was used for 
femoral arterial catheterization, followed by angiography 
of the common hepatic and superior mesenteric arteries 
to investigate tumor staining and portal vein filling. 
Fluorouracil (0.5–1.0 g), epirubicin (20–40 mg), and 
super-lipiodol (5–25 mL) were slowly injected after super-
selective catheterization of the tumor-feeding arteries, 
with the volume of lipiodol depending on the tumor 
size. Gelatin sponge particles were then administered to 
embolize these arteries. 

TACE can be performed in the following [3]: (i) Patients 
with intermediate- or advanced-stage PLC who cannot 
be managed surgically, but do not have severe liver or 

kidney dysfunction. Those patients may have large tumor 
masses (occupying < 70% of the liver), multiple nodular 
lesions, partial obstruction of the main portal vein, or 
complete obstruction of the main portal vein with a 
compensatory collateral vascular network connecting to 
the hepatic arteries. Their liver function must be Grade 
A or B according to the Child–Pugh system and ECOG 
scores 0–2. (ii) Patients with small lesions, who do not 
qualify for or are unwilling to undergo surgery or ablation 
procedures. 

Contraindications to TACE include [3]: (i) Severe irreversible 
coagulation dysfunction; (ii) Complete obstruction of the 
main portal vein by tumor thrombus with little collateral 
vascular network development; (iii) Active infection 
that cannot be treated simultaneously; (iv) Extensive 
metastases with expected survival time less than 3 months; 
(v) Severe complications resulting from decompensated 
cirrhosis, such as GIT bleeding, hepatic encephalopathy, 
massive ascites, or hepatorenal syndrome; (vi) Cachexia or 
multi-organ failure; (vii) Tumor occupying ≥ 70% of the 

Table 1  The baseline characteristics of 198 patients with HCC 
Items Treatment (n = 102) Control (n = 96) P

Age (year) 54.5 ± 8.7
 (Range: 35–72)

56.8±8.9
(Range: 34–83) 0.074

Gender 0.291
Male 93 83
Female 9 13

Tumor Size (cm) 7.0 ± 3.3
(Range: 1.0–18.5)

6.4 ± 3.3
(Range: 0.9–18.2) 0.209

< 5 24 33
≥ 5, ﹤ 8 41 36
≥ 8 37 27

Etiology 0.607
HBsAg Positive 90 84
Anti-HCV Positive 8 10
Alcohol 3 2
Unknown 1 0

Child-Pugh 0.343
Class A 61 51
Class B 41 45

PVTT 0.309
Absence 72 58
Branch PVTT 23 28
Main PVTT 7 10

EHS 0.120
Presence 25 15
Absence 77 81

BCLC 0.982
Stage A 7 6
Stage B 48 45
Stage C 47 45

Note: HBsAg:hepatitis B surface antigen; HCV:hepatitis C virus;
PVTT:portal vein tumor thrombus; BCLC:barcelona clinic liver cancer 
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liver; and (viii) Severely decreased numbers of peripheral 
leukocytes and platelets, with leukocytes < 2.0×109/L and 
platelets < 50×109/L.

Liver-protecting procedures: The 198 patients were 
retrospectively allocated to GCC treatment (n = 102) and 
control groups (n = 96) according to whether they had 
received GCCs. Both groups received conventional liver-
protecting treatment (i.e., glycyrrhizic acid, glutathione, 
polyene phosphatidylcholine, and ademetionine) to treat 
their post-surgery liver injury. The treatment group also 
received methylprednisolone sodium succinate (MSS, 
40–80 mg i.v., q.d., for the first three days, followed by 
gradual reduction of dosages until discontinuation, which 
occurred within 7 days).

Follow-up and outcomes
Both groups were followed up with liver function tests 

on days 0, 3, 5, and 30 after GCC/conventional liver-
protecting treatment. Changes in total bilirubin (TBIL), 
direct bilirubin (DBIL), alanine transaminase (ALT), and 
aspartate aminotransferase (AST) concentrations, and 
duration of hospitalization and healing were recorded. 
Adverse effects of the procedure were classified on a scale 
of 0–4 in accordance with the CTCAE v3.0 guidelines [15].

Statistical analysis
 SPSS 19.0 was used for statistical analysis. Quantitative 

data are expressed as mean ± standard deviation . 
Discrete variables are expressed as the number of cases 
and percentages, and between-group comparisons were 
performed using the χ2 test. P < 0.05 was considered to 
denote statistical significance.

Results

Comparison of major biochemical indexes
Concentrations of  TBIL, DBIL, ALT, and AST on 

admission did not differ significantly between the treatment 
and control groups (P < 0.05, Table 2). Concentrations of 
all four of these biochemical variables gradually increased 
after TACE, but still did not differ significantly between 
the two groups (P > 0.05, Table 2). These liver function 
indexes improved in both groups after introduction of 
GCC/conventional liver-protecting treatment. Three days 
after commencing these treatments, the treatment group 
had significantly lower concentrations of TBIL, DBIL, 
ALT, and AST than the control group (P < 0.05, Fig. 1). 
Five days later, the treatment group had significantly 
lower concentrations of TBIL and DBIL than the control 
group (Fig. 1). On day 30, there were no differences in the 

Table 2  Comparison of major liver function indicators before and after TACE treatment between the two groups (mean ± standard)

Group Cases
Pre-TACE Post-TACE

TBIl
 (μmol/L)

DBIl 
(μmol/L)

ALT
(U/L)

AST
(U/L)

TBIl
(μmol/L)

DBIl 
(μmol/L)

ALT
(U/L)

AST
 (U/L)

Treatment 102 24.7 ± 9.9 12.8 ± 7.1 41.3 ± 27.2 55.5 ± 35.5 68.9 ± 17.3 40.8 ± 19.6 335.9 ± 254.3 344.5 ± 267.60
Control 96 27.4 ± 10.5 15.0 ± 8.6 41.9 ± 21.8 57.1 ± 34.7 66.6 ± 18.8 37.6 ± 17.1 314.1 ± 243.4 331.7 ± 317.5
P  value 0.069 0.111 0.826 0.390 0.145 0.376 0.489 0.652

Fig. 1 Comparisons of major liver function indexes between the two groups after administration of GCC/conventional liver protecting procedures on 
day 0, 3, 5, and 30. 
(a, b) Patients in both groups had significantly decreased TBIL and DBIL concentrations compared with pretreatment concentrations. On days 3 and 
5, the treatment group had significantly lower TBIL and DBIL concentrations than the control group. (c, d) Both groups had significantly decreased 
ALT and AST concentrations compared with pretreatment concentrations. On days 3 and 5, the treatment group had significantly lower ALT and AST 
concentrations than the control group.
**P < 0.01; *P < 0.05
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concentrations of TBIL, DBIL, ALT, and AST between the 
two groups (P > 0.05, Fig. 1).

Comparison of symptom improvement and mean 
duration of hospitalization between groups

 All 198 patients had varying levels of fever, pain, 
nausea, and vomiting after undergoing TACE. Symptom 
improvement was defined as follows: body temperature 
lower than 37.5°C, pain score reduced to less than three 
points on the visual analog scale [16], and nausea/vomiting 
lower than Grade 2. Improvement time was defined as the 
time needed to resolve fever, pain, nausea, or vomiting. 
The improvement time in the treatment and control 
groups was 7.0 ± 3.3 days and 9.3 ± 4.6 days, respectively; 
this difference was significant (P = 0.000, Table 3). The 
duration of hospitalization was 14.5 ± 4.6 days and 17.5 
± 6.6 days, respectively (P = 0.000), whereas the duration 
of post-surgery hospitalization was 9.2 ± 3.3 days and 
11.8 ± 5.4 days, respectively (P = 0.001). That is, all these 
variables differed significantly between the two groups 
(Table 3).

GCC-related complications and adverse effects
Of the 102 patients in the treatment group, 4 

developed hyponatremia/hypochloremia and 1 developed 
temporary hyperglycemia during a fast. These adverse 
effects resolved completely on taking appropriate steps 
to correct the electrolyte disturbance and discontinuing 
GCCs. No hypertension, infection, bleeding, osteoporosis, 
endocrine disorder, or other corticosteroid-related 
symptoms occurred.

 

Discussion

TACE is currently accepted as the most commonly 
used treatment for patients with unresectable HCC [2–4]. 
TACE can provide high concentrations of chemotherapy 
drugs localized at tumor areas, simultaneously reducing 
the tumor blood supply by artery embolization. The 
increased duration of drug exposure increases the anti-

tumor effects, resulting in ischemia, hypoxia, and 
apoptosis in tumor cells [17]. However, more than 90% of 
the patients with HCC have pre-existing cirrhosis, and 
chemotherapeutic drugs and lipiodol-based embolization 
agents will damage the remaining normal liver tissue, and 
further reduce the already impaired hepatic functional 
reserve. These patients have raised transaminase and 
bilirubin concentrations and may present evidence of 
decompensation of liver function such as ascites and 
GI hemorrhage [17–18]. The main mechanism underlying 
these beneficial effects is the stabilization of lysosome 
membranes which inhibits the release of mediators of liver 
cell necrosis or inflammation, reduces damage to vascular 
endothelial cells, and promotes bile excretion from biliary 
capillaries [19–21]. Grieco et al [22] followed up patients who 
underwent TACE for 12 months and reported that the 
mortality rates were 16/17 and 47/81, respectively, in the 
patients who did and did not develop liver failure post-
procedure. It has been proposed that post-TACE increases 
in bilirubin and transaminase are mainly attributable to 
embolization agents causing cellular ischemia, hypoxia, 
and death, chemotherapy drug toxicities, release of 
inflammatory factors, and stress responses. GCCs, a broad-
spectrum steroid immunosuppressant, is synthesized 
in and released from the adrenocortical fascicular zone 
and has anti-inflammatory, anti-shock, anti-allergic, 
and immunosuppressive effects. GCC is widely used to 
treat severe liver diseases and liver failure [7–9]. Studies 
have found that GCCs can accelerate recovery of liver 
function after TACE, shorten hospitalization, and reduce 
fatal complications [22–24]. However, in all of these studies 
preventive GCCs were administered before TACE, which 
potentially increases GCC-associated adverse effects and 
risk of infection.

In the present study we retrospectively analyzed the 
safety and efficacy of administration of GCCs to treat 
HBR in 198 patients with HCC treated with TACE. The 
treatment and control groups did not differ significantly 
in pre-TACE tumor size, tumor number, portal vein 
tumor thrombus status, extrahepatic metastasis status, 
Child–Pugh classification of liver function, bilirubin 
concentration, or transaminase concentration. After 
TACE, the treatment group had higher bilirubin 
concentrations than the control group. In both groups, 
bilirubin and transaminase concentrations decreased 
after GCC/conventional liver-protecting treatment; 
however, the treatment group had significantly lower 
bilirubin concentrations on days 3 and 5, and significantly 
shorter time to symptom improvement and shorter mean 
duration of hospitalization than the control group. Four 
patients in the treatment group developed hyponatremia/
hypochloremia, one patient developed hyperglycemia, 
and none developed hypertension, infection, bleeding, 
osteoporosis, endocrine disorder, or other corticosteroid-

Table 3  Comparison of total duration of hospitalization and post-
surgery recovery time between the two groups (mean ± standard)

Group Cases

Time
Total 

hospitalization 
duration (day)

Post-surgery
 hospitalization
 duration (day)

Symptom 
improvement
 time (day)

Treatment 102 14.5 ± 4.6 9.2 ± 3.3 7.0 ± 3.3
Control 96 17.5 ± 6.6 11.8 ± 5.4 9.3 ± 4.6
P value 0.000 0.001 0.000
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related symptoms, indicating that GCC treatment of post-
TACE HBR in patients with HCC is safe and effective. 

Ogasawara et al [23] administered dexamethasone (DMS) 
to prevent postembolization syndrome after TACE 
in patients with HCC. The treatment group received 
20 mg DMS and 3 mg granisetron (GT) intravenously 
immediately prior to undergoing TACE and continued 
to receive 8 mg DMS daily for two days thereafter. The 
control group received saline and 3 mg GT immediately 
prior to undergoing TACE and continued with saline 
for two days thereafter. These researchers found that 
DMS was significantly effective in preventing fever, 
anorexia, nausea, and vomiting. However, DMS did not 
significantly prevent increased ALT, AST, or BIL levels. 
In a prospective, random, double-blind, controlled 
study of 88 patients, Yang et al [24] found that preventive 
administration of DMS was independently associated 
with the alleviation of postembolization syndrome. Feng 
et al [19] administered DMS plus ginsenoside to prevent 
postembolization syndrome. The treatment group 
received 2.25 mg DMS orally plus 200 mg ginsenosides 
orally, b.i.d., from 3 days before TACE and continued 
these medications for an additional 4 days after 
undergoing TACE. These researchers reported that the 
treatment group not only had significantly less nausea, 
vomiting, and fever after TACE surgery than the control 
group, but also had satisfactory reduction in ALT, AST, 
and BIL concentrations. However, whether GCCs should 
be administered preventively to all patients about to 
undergo TACE is still unclear, particularly for those 
who do not have severely impaired liver function. In 
our large study, only 3.86% (198/5124) of patients had 
bilirubin concentrations greater than 50.1 μmol/L after 
TACE. Most patients recovered normal liver function 
with conservative liver-protecting treatment; thus only 
a few patients required GCC treatment. We therefore did 
not administer GCCs preventively but prescribed it only 
after bilirubin concentrations had increased, to minimize 
blindness and other adverse effects.

The GCCs used in the present study was MSS. 
Compared with DMS, MSS has a rapid effect, is an active 
form of corticosteroid and can play a pharmacological 
role without being transformed by the liver. MSS has 
twice the binding affinity for GCC receptor and a five 
times stronger anti-inflammatory effect than DMS. 
Therefore, it relieves fever and liver function impairment 
more rapidly, and stresses the liver less in patients with 
postembolization syndrome after TACE. Additionally, 
MSS has lesser mineralocorticoid activity, such as water 
and sodium retention, than DMS. Therefore, we used MSS 
for short-term, pulse treatment and achieved favorable 
outcomes. No water or sodium retention, osteoporosis, 
peptic ulcer, or abnormal glucose tolerance occurred. 

In the present study, we administered early, small-dose, 

short-term MSS treatment to patients with HCC who 
had significantly increased bilirubin concentrations after 
TACE. The treatment group attained decreased bilirubin 
levels in a significantly shorter time and had a significantly 
higher rate of effectiveness than the control group. No 
secondary infection, GIT bleeding, or increase in glucose 
concentration occurred. Compared with conventional 
liver-protecting treatment, treatment with GCC was 
associated with quicker recovery from postembolization 
syndrome and shorter total duration of hospitalization, 
which reduced the psychological and economic pressure 
on patients. Compared with the existing prophylactic 
application of glucocorticoid [19, 23–24] in the treatment 
of TACE postoperative embolism syndrome, it reduced 
blindness and side effects. However, the sample size of 
the present study was relatively small, and GCC efficacy, 
safety, and long-term effects on prognosis in patients with 
HCC need to be further confirmed by a large, prospective, 
randomized, controlled study to provide stronger 
evidence for its future promotion in clinical practice. 

In conclusion, short-term administration of GCCs to 
treat HBR in patients with HCC who have undergone 
TACE is safe and is associated with rapid decline 
in bilirubin concentration and shorter hospital stay 
compared with patients who did not receive GCCs.

Ethics approval and consent to participate
Patient data were used after obtaining approval from 

the ethics committee of The Fifth Medical Center of PLA 
General Hospital, and the study was performed with the 
written consent of the patients included, in compliance 
with the Helsinki Declaration.

Conflicts of interest
The authors declare no potential conflicts of interest.

References

1. Chen W, Zheng R, Baade PD, et al. Cancer statistics in China, 2015. 
CA Cancer J Clin, 2016,66: 115–132.

2. Benson AB, Abrams TA, Ben-Josef E, et al. NCCN clinical practice 
guidelines in oncology: hepatobiliary cancers, Version 1.2019. J Natl 
Compr Canc Netw, 2019.

3. Medical Administration of the Health and Family Planning 
Commission of the People’s Republic of China. Standardization 
for diagnosis and treatment of primary liver cancer (2017 Version). 
Infect dis info, 2017, 30: I– XVII.

4. Akinyemiju T, Abera S, Ahmed M, et al. The burden of primary liver 
cancer and underlying etiologies from 1990 to 2015 at the global, 
regional, and national level: Results from the global burden of 
disease study 2015. JAMA Oncol, 2017, 3: 1683–1691.

5. Siriwardana RC, Niriella MA, Dassanayake AS, et al. Factors 
affecting post-embolization fever and liver failure after transarterial 
chemoembolization in a cohort without background infective 
hepatitis- a prospective analysis. BMC Gastroenterology, 2015,15: 
96–100.



86  http://otm.tjh.com.cn

6. Rennert J, Wiesinger I, Schicho A, et al. Color coded perfusion imaging 
with contrast enhanced ultrasound (CEUS) for post-interventional 
success control following trans-arterial chemoembolization (TACE) 
of hepatocellular carcinoma. PLoS One, 2019, 14: e0217599.

7. Liver Failure and Artificial Liver Group, Chinese Society of Infectious 
Diseases, Chinese Medical Association, et al. Guideline for diagnosis 
and treatment of liver failure (2018 version). J Prac Hepatol, 2018, 
22: 164–171. 

8. Kanda T, Yokosuka O, Imazeki F, et al. Corticosteroids and lamivudine 
combined to treat acute severe flare-up in a chronic hepatitis B and 
C patient. J Gastroenterol Hepatol, 2004,19: 238–239.

9. Charre C, Levrero M, Zoulim F, et al. Non-invasive biomarkers for 
chronic hepatitis B virus infection management. Antiviral Res, 2019, 
169: 104553.

10. Rakela J, Mosley JW, Edwards VM, et al. A double -blinded, 
randomized trial of hydrocortisone in acute hepatic failure. Dig Dis 
Sci, 1991, 36: 1223–1228.

11. Kotoh K, Enjoji M, Nakamuta M, et al. Arterial steroid injection 
therapy can inhibit the progression of severe acute hepatic failure 
toward fulminant liver failure. World J Gastroenterol, 2006, 12: 
6678–6682.

12. Redondo M, Teresa Téllez , Roldan MJ, et al. Anticlusterin treatment 
of breast cancer cells increases the sensitivities of chemotherapy and 
tamoxifen and counteracts the inhibitory action of dexamethasone 
on chemotherapy-induced cytotoxicity. Breast Cancer Res, 2007, 9: 
R86–R93.

13. Chen Y, Nickola TJ, DiFronzo NL, et al. Dexamethasone-mediated 
repression of MUC5AC gene expression in human lung epithelial 
cells. Am J Respir Cell Mol Biol, 2006, 34: 338–347. 

14. Forner A, Reig ME, de Lope CR, et al. Current strategy for staging 
and treatment: The BCLC update and future prospects. Semin Liver 
Dis, 2010, 30: 61–74.

15. Trotti A, Colevas AD, Setser A, et al. CTCAE v3.0: Development of 
a comprehensive grading system for the adverse effects of cancer 
treatment. Semin Radiat Oncol, 2003, 13: 176–181.

16. González-Callejas C, Aparicio VA, Teresa C, et al. Association of body 
mass index and serum markers of tissue damage with postoperative 
pain. The role of lactate dehydrogenase for postoperative pain 
prediction. Pain Med, 2019, 17: 1–8.

17. Tsurusaki M, Murakami T. Surgical and locoregional therapy of HCC: 
TACE. Liver Cancer, 2015, 4: 165–175. 

18. Zhou L, Zhang LZ, Wang JY, et al. Perioperative safety analysis 
of transcatheter arterial chemoembolization for hepatocellular 
carcinoma patients with preprocedural leukopenia or 
thrombocytopenia. Mol Clin Oncol, 2017, 7: 435–442.

19. Feng YL, Ling CQ, Zhai XF, et al. A new way: alleviating 
postembolization syndrome following transcatheter arterial 
chemoembolization. J Altern Complement Med, 2009,15: 175–181. 

20. Wigmore SJ, Redhead DN, Thomson BNJ, et al. 
Postchemoembolisation syndrome–tumour necrosis or hepatocyte 
injury? Br J Cancer, 2003, 89: 1423–1427.

21. Teoh NC, Farrell GC .Hepatic ischemia reperfusion injury: pathogenic 
mechanisms and basis for hepatoprotection. J Gastroenterol 
Hepatol, 2003, 18: 891–902.

22. Grieco A, Pompili M, Gaminiti G, et al. Prognostic factors for 
survival in patients with early-intermediate hepatocellular carcinoma 
undergoing non-surgical therapy: comparison of Okuda, CLIP, and 
BCLC staging systems in a single Italian centre. Gut, 2005, 54: 
411–418.

23. Ogasawara S, Chiba T, Ooka Y, et al. A randomized placebo-
controlled trial of prophylactic dexamethasone for transcatheter 
arterial chemoembolization. Hepatology, 2018, 67: 575–585.

24. Yang H, Seon J, Sung PS, et al. Dexamethasone prophylaxis 
to alleviate postembolization syndrome after transarterial 
chemoembolization for hepatocellular carcinoma: A randomized, 
double-blinded, placebo-controlled study. J Vasc Interv Radiol, 2017, 
28: 1503–1511.

DOI 10.1007/s10330-019-0398-8
Cite this article as: Wang JY, Zhang LZ, Peng XM, et al. Evaluation of 
the safety and efficacy of glucocorticoid therapy for hyperbilirubinemia 
in patients with hepatocellular carcinoma who have undergone 
transcatheter arterial chemoembolization. Oncol Transl Med, 2020, 6: 
81–86.


