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Abstract
Background and Aims:
Hepatocellular carcinoma (HCC) is a hypervascular tumor, and angiogenesis plays an
important role in its development. Previously, we demonstrated that des-γ-carboxyl prothrombin
(DCP) promotes both cell proliferation and migration of human umbilical vein endothelial cells
(HUVECs) by inducing the autophosphorylation of kinase insert domain receptor (KDR). In the
present study, DCP-associated tumor angiogenesis was assessed by comparing hypovascular and
common hypervascular HCC.
Methods:
The solitary HCCs of 827 patients were classified into 2 groups according to the tumor
density at the arterial phase of a dynamic computed tomography scan; the initial clinical data of
patients with the hyper- and hypovascular types were compared. The HCC tissues from 95
tumors were analyzed by immunohistochemical staining for DCP and phosphorylated KDR, and
intratumoral microvessel density (MVD) was analyzed to evaluate microvessel angiogenesis.
Results:
The serum DCP levels (320  3532 mAU/mL) and tumor size (18.4  9.0 mm) of patients
with hypervascular HCC were significantly greater than those with hypovascular HCC (38.7 
80 mAU/mL and 14.6  5.2 mm, P < 0.001). Immunohistochemical analysis revealed that the
expressions of DCP and phospho-KDR were significantly greater in hypervascular HCC (71.4%
and 31.0%, respectively) than in hypovascular HCC (7.6% and 5.7%, respectively). Intratumoral
MVD was significantly correlated with DCP (r = 0.48, P < 0.0001).
Conclusions:
DCP production is associated with tumor angiogenesis in HCC.
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Introduction
Hepatocellular carcinoma (HCC) is the fifth most common type of tumor worldwide and the
third most common cause of cancer-related death 1, 2. For localized tumors, effective and
palliative treatment options include surgical resection, liver transplantation, local ablation
therapy, and transcatheter arterial chemoembolization. However, HCC is diagnosed at advanced
stages in many patients 3-5. Although a few molecular-targeting agents have recently become
clinically available, their effects are relatively limited 6. Therefore, new therapeutic targets for
HCC are urgently needed to manage tumor progression.
HCC is a hypervascular tumor diagnosed according to a radiological finding of an arterial
hypervascular pattern 5, 7. HCC progression is strongly related to active neovascularization 8-10,
which promotes tumor growth by supplying oxygen and nutrients 11. Angiogenesis is essential
for tumor invasion and metastasis in addition to tumor growth 12, 13. Therefore, suppressing tumor
angiogenesis can lead to the control of tumor progression. Several angiogenic factors including
vascular endothelial growth factor (VEGF), platelet-derived growth factor (PDGF), pituitary
tumor-transforming gene 1, fibroblast growth factor (FGF), and angiopoietin-2 are associated
with HCC tumor angiogenesis 14-20.
Des-γ-carboxyl prothrombin (DCP) is a well-known tumor marker of HCC 7, 21 whose
expression is significantly correlated with poor prognosis 22-24. DCP is also a useful indicator of
vascular invasion 22, 25, 26. Previously, we demonstrated that DCP promotes both cell proliferation
and migration in human umbilical vein endothelial cells (HUVECs) via the autophosphorylation
of kinase insert domain receptor (KDR; also known as VEGF receptor 2) 27. The tube formation
of vascular endothelial cells is induced by DCP in a dose-dependent manner 28. Furthermore,
DCP treatment increases the expression of various angiogenic factors in HCC cells29. Although

these studies demonstrate the potential paracrine function of DCP in HCC development, further
investigation with clinical tissue samples is necessary.
Gadolinium-ethoxybenzyl-diethylenetriamine (Gd-EOB-DTPA) recently became a clinically
available contrast agent for magnetic resonance imaging (MRI). Hypovascular HCC can be
detected using hepatocyte-specific imaging with Gd-EOB-DTPA 30. Here, we evaluated the
association between DCP production and HCC angiogenesis by comparing hyper- and
hypovascular HCC. We compared the clinical data of patients with hyper- and hypovascular
HCC and investigated the correlation between DCP expression and HCC angiogenesis in human
HCC tissue.

Materials and Methods
Patients
A total of 827 patients who underwent radiofrequency ablation (RFA) or hepatic resection for
solitary HCC (i.e., no metastasis) in Okayama University Hospital (Okayama, Japan) between
January 2003 and October 2009 were enrolled. These patients had single space-occupying
lesions without distant metastases according to imaging modalities such as ultrasonography (US),
computed tomography (CT), angiography, and MRI. HCC was diagnosed according to the
practice guidelines from the American Association for the Study of Liver Disease (AASLD) 31, 32.
Atypical nodules and nodules <1 cm were histologically confirmed to be HCC by fine-needle
aspiration biopsy under US guidance. In accordance with institutional guidelines, we obtained
informed consent from all liver tissue sample donors and for their use of their clinical data. This
study was approved by the Research Ethics Committee of Okayama University. All patients were
Japanese and had chronic liver disease; 122 and 651 tested positive for hepatitis B surface
antigen and hepatitis C virus antibodies, respectively. All blood tests were performed upon
admission. The patients were classified into hyper- and hypovascular groups according to tumor
vascularity evaluated in the arterial phase of a dynamic CT scan (Aquilion™; Toshiba, Tokyo,
Japan). The arterial phases were acquired automatically starting 30 s after the intravenous bolus
injection of contrast agents. If the hyperattenuation of the tumor at the arterial phase was
observed by comparing the attenuation of the tumor to that of the hepatic parenchyma, the tumor
was classified as hypervascular HCC. Other tumors were classified as hypovascular HCC. As
mentioned above, all hypovascular HCCs underwent US-guided fine-needle biopsy for the
diagnosis of hepatocellular carcinoma. Fourteen parameters obtained before the initial treatment
were analyzed: age; sex; etiology; Child–Pugh class; the presence of ascites; the presence of

hepatic encephalopathy; tumor size; and the levels of serum biochemical and tumor
markers—alanine aminotransferase (ALT), aspartate aminotransferase (AST), albumin, total
bilirubin, prothrombin time activity, α-fetoprotein (AFP), and DCP.

HCC tissue and immunohistochemistry
Paraffin-embedded tissue sections were obtained from 95 HCC patients treated between 2003
and 2009 at Okayama University Hospital. In total, 53 HCC tissue specimens along with
adjacent liver tissues were obtained by US-guided fine-needle liver biopsy and 42 by surgical
resection. The 42 HCCs obtained by surgical resection were classified into the hypervascular
group, and the 53 HCCs obtained by biopsy were classified into the hypovascular group.
Immunohistochemistry was performed on dewaxed and dehydrated formalin-fixed paraffinized
sections. After rehydration, endogenous peroxidase activity was blocked for 30 min using
methanol solution containing 0.3% hydrogen peroxide. Nonspecific antibody binding was
blocked by incubation with protein block serum-free solution (X0909; Dako Japan, Tokyo,
Japan) for 30 min. The sections were incubated with primary antibodies against DCP (MU-3;
Eisai Co. Ltd., Tokyo, Japan), phospho-KDR (2478; Cell Signaling Technology, Beverley, MA),
and CD31 (M0823, Dako Japan) overnight at 4°C. Primary antibodies were detected using a
biotinylated anti-rabbit secondary antibody (Dako Japan). The signal was amplified by
avidin–biotin complex formation and developed with diaminobenzidine followed by
hematoxylin counterstaining. The sections were subsequently dehydrated in alcohol and xylene,
and mounted for observation. Sections were scored on a 4-titer scale: 0, negative; 1, weak signal;
2, intermediate signal; and 3, strong signal.
To determine microvessel density (MVD), the tissue sections were screened under low

magnification (40×) and the most vascularized areas within tumors were selected; the 3 selected
areas were photographed with a digital camera under high magnification (100×) (BX51 and
DP50; Olympus, Tokyo, Japan) 33. The recorded images had a resolution of 1,920,000 pixels. To
calculate the MVD, the areas occupied by CD31-positive microvessels were quantified using
Adobe Photoshop (version CS4; Adobe Systems Inc.). The average MVDs of the 3 selected areas
were calculated as percentages of the CD31-stained area in a field of tumor sections. The
sections were independently scored by two observers blinded to the groups the samples were
from. We reviewed all discrepancies in the scoring process and reached a consensus on all
sections.

Cell culture
The human HCC cell line Hep3B was obtained from the American Type Culture Collection
(Manassas, VA). Hep3B cells were maintained in Dulbecco’s modified Eagle’s medium
(Invitrogen, Carlsbad, CA) supplemented with 10% heat-inactivated fetal bovine serum (FBS)
(Sigma, St. Louis, MO), 1% nonessential amino acids (Sigma), 1% sodium pyruvate (Sigma),
and 1% penicillin/streptomycin solution (Sigma). Cells were cultured at 37°C in a humidified
atmosphere of 5% CO2 and 95% air. Quiescence was carried out under restricted serum
conditions with 0.1% dialyzed FBS for the indicated time periods.

Stable transfection
To alter DCP production in Hep3B cells, γ-glutamyl carboxylase (GGCX) activity was
modified by introducing wild-type (WT)-GGCX cDNA and exon 2 deletion variant (Δ2)-GGCX
cDNA, which has a dominant-negative effect 34. For stable transfection, Hep3B cells were

transfected with either pCEP4-WT-GGCX or pCEP4-Δ2-GGCX using Superfect™ (Qiagen).
Cells were selected by 400 μg/mL G418 (Nakalai). Polyclonal lines consisting of more than 20
colonies were established. At least 2 independent stably transfected lines were established for
each construct.
The DCP levels produced by the cell lines were determined by electrochemiluminescence
immunoassay (ECLIA) (Picolumi PIVKA-II™; Sanko Junyaku Co. Ltd., Tokyo, Japan). The
ECLIA uses a mouse monoclonal anti-DCP antibody coated on solid-phase beads and a
ruthenylated rabbit polyclonal anti-prothrombin antibody. The electrochemically triggered light
reaction was quantified by an electrochemiluminescence detection system (Roche Diagnostics,
Basel, Switzerland). Cells were grown to confluence in 10-cm culture dishes and incubated with
quiescent media for 24 h. The conditioned media were collected, and the DCP produced by each
cell line was determined using ECLIA (Hep3B-WT-GGCX; undetectable, Hep3B-Δ2-GGCX;
7.9 ng·mL-1·day-1·10-6 cells).

Tube formation assay
An in vitro tube formation assay was performed to investigate angiogenesis 35. The tube
formation experiments were conducted in triplicate in 24-well dishes using an angiogenesis kit
(Kurabo, Osaka, Japan) according to the manufacturer’s instructions. Conditioned media from
either Hep3B-WT-GGCX or Hep3B-Δ2-GGCX cells were maintained in serum-free medium for
3 days without changing the medium. Conditioned media were collected and diluted (1:1) with
the endothelial cell medium in the angiogenesis kit. The media were changed every 3 days. After
11 days, the dishes were washed with PBS and fixed with 70% ethanol at 4°C. The fixed cells
were stained for CD31 using the Tubule Staining Kit (Kurabo). Luminal length was evaluated

using the Angiogenesis Image Analyzer (Kurabo) in 8 different fields for each culture.

Statistical analysis
Quantitative data are expressed as means  standard deviation. The Wilcoxon test, Fisher’s
exact probability test, the chi-squared test, and the Kruskal–Wallis test were used to evaluate the
differences between the hyper- and hypovascular groups. ANOVA was used to assess the
differences in serum DCP levels between the hyper- and hypovascular groups. Correlations were
evaluated using the Spearman rank test. P values <0.05 on 2-tailed tests were considered
significant.

Results
Patient profiles
The baseline characteristics of the patients are shown in Table 1. This study included 827
patients: 563 men and 264 women (median, 68 years; range, 34–90 years). All patients had single
HCC, and the median tumor size was 15 mm. Liver function was assessed according to
Child–Pugh class. Based on the arterial phase of dynamic CT, 675 and 152 patients had hyperand hypovascular tumors, respectively. No parameters differed significantly between groups
except a small but significant difference regarding the etiology of HCC (P = 0.035, chi-square
test) due to the small number of patients with HBV/HCV co-infection.

Relationship between serum DCP level and HCC hypervascularity
Serum DCP levels (320  3532 mAU/mL) and tumor size (18.4  9.0 mm) in the
hypervascular group were significantly greater than those (38.7  80 mAU/mL and 14.6  5.2
mm, respectively) in the hypovascular group (both P < 0.0001, Wilcoxon test). The tumor sizes
were categorized as <10, 11–20, 21–30, or >31 mm. Table 2 presents the relationship between
serum DCP level and tumor size. Serum DCP levels were not significantly different in the <10
mm group, while those of the hypervascular group were significantly greater in the 11–20 (P =
0.0052) and 21–30 mm (P = 0.039) groups. In the >31 mm group, the serum DCP levels of the
hypervascular group tended to be greater. In the hypervascular HCC group, serum DCP levels
were significantly correlated with tumor size (P < 0.001, ANOVA); however, no significant
correlation was observed in the hypovascular HCC group (P = 0.75).

Immunohistochemistry for DCP and phospho-KDR

The expressions of DCP and phospho-KDR were analyzed by immunohistochemistry in 42
and 53 HCCs in the hyper- and hypovascular groups, respectively. Fig. 1 presents the DCP and
phospho-KDR staining scores. The proportion of DCP expression in the hypervascular group
(71.4%) was significantly greater than that in the hypovascular group (7.6%) (P < 0.001) (Fig.
1C). Furthermore, the proportion of phospho-KDR-positive tissue in the hypervascular group
(31.0%) was significantly greater than that in the hypovascular group (5.7%) (P = 0.02) (Fig.
1D). There was a significant correlation between DCP and positive phospho-KDR expression (r
= 0.38, P = 0.0001, Spearman’s rank test).

Relationship between DCP expression and intratumoral MVD
Intratumoral MVD was assessed by measuring the CD31 staining of endothelial cells 9, 36. The
median intratumoral MVD was 1.6% ± 2.4% (Table 3). The hypervascular group had a greater
intratumoral MVD (2.9% ± 3.0%) than the hypovascular group (0.48% ± 0.44%) (P < 0.0001).
Furthermore, DCP expression and intratumoral MVD were significantly correlated (r = 0.48, P <
0.0001, Spearman’s rank test), and the intratumoral MVD was significantly greater in
DCP-positive tumors (2.9% ± 3.1%) than DCP-negative ones (0.79% ± 1.3%, P < 0.0001).
Moreover, moderately differentiated HCCs had greater intratumoral MVD (2.9 ± 3.0) than
well-differentiated HCCs (0.78 ± 1.4). Well-differentiated HCCs had significantly greater
intratumoral MVD in DCP-positive tumors (2.2% ± 3.2%, n = 10) than DCP-negative ones
(0.51% ± 0.49%, n = 51, P = 0.02). Meanwhile, among moderately differentiated HCCs,
DCP-positive tumors tended to exhibit greater intratumoral MVD (3.3% ± 3.1%, n = 24) than
DCP-negative ones (2.2% ± 2.8%, n = 10, P = 0.17).

Tube formation assay
The biological effects of DCP were investigated by a tube formation assay using HUVECs
co-cultured with fibroblasts. Conditioned medium from either Hep3B-WT-GGCX or
Hep3B-Δ2-GGCX was added to HUVECs and fibroblasts plates. The conditioned medium from
Hep3B-Δ2-GGCX activated the tube formation of HUVECs (Fig. 2A). The luminal length of
HUVEC tubules with the conditioned medium from Hep3B-Δ2-GGCX was significantly greater
than that with the conditioned medium from Hep3B-WT-GGCX (Fig. 2B).

Discussion
By comparing hyper- and hypovascular tumors, we demonstrated that DCP production is
associated with tumor angiogenesis. We and others previously demonstrated that DCP stimulates
vascular endothelial cell proliferation and migration 27,28. However, the effects of DCP
production in clinical tissues remained unknown until now. The present results clearly
demonstrate the relationship between DCP production and angiogenesis in HCC tissue for the
first time.
Gd-EOB-DTPA, a recently developed contrast agent for MRI imaging, enables the detection
of small nodules diagnosed as hypovascular HCC, which were previously difficult to detect 30.
Golfieri et al. demonstrate that the hepatobiliary phase of Gd-EOB-DTPA–enhanced MRI is
useful for detecting hypovascular HCC 37. Although nodules with atypical vascular patterns need
to be diagnosed by biopsy, Gd-EOB-DTPA–enhanced MRI improves early hypovascular HCC
detection. In solitary HCC (no metastasis), the serum DCP levels and tumor sizes were
significantly greater in the hypervascular group (Table 1). Previously, we demonstrated that DCP
acts as an autologous growth factor for HCC and stimulates the Met-JAK-STAT signaling
pathway 38. Because serum DCP levels may increase with respect to tumor volume, we classified
HCC according to tumor size. In the hypervascular HCC group, serum DCP levels increased
significantly with tumor size (Table 2), whereas this was not the case in the hypovascular HCC
group (Table 2). After adjusting for tumor size, the serum DCP levels of the hypervascular HCC
group were greater than those of the hypovascular HCC group. In the >31 mm group, statistical
significance was unclear because of the small number of hypovascular HCCs >31 mm; large
hypovascular HCCs are rare because angiogenesis is essential for tumor growth 39.
The immunohistochemical analysis revealed that the expressions of DCP and phospho-KDR

were greater in the hypervascular group than the hypovascular group (Fig. 1). This suggests that
DCP plays an important role in HCC angiogenesis. In addition, KDR phosphorylation is
important for the angiogenesis of HCC. Previously, we demonstrated that DCP directly induces
KDR autophosphorylation and activates the KDR-PLC-γ-MAPK signaling pathway without
VEGF involvement 27. Thus, the present results demonstrate a positive correlation between DCP
and phospho-KDR expression in clinical tissue samples.
Vasculogenic mimicry (i.e., tumor cells that mimic the patterns of vasculogenic networks) was
recently reported to be implicated in HCC tumor angiogenesis 40. The immunohistochemical
analysis for CD31 expression revealed that intratumoral MVD in the hypervascular group was
greater than that in the hypovascular group (Table 3). We and others demonstrated that DCP
promotes vascular endothelial cell proliferation and migration in vitro 27,28. Accordingly, DCP
expression was correlated with intratumoral MVD in the clinical specimens.
Although the proportion of phospho-KDR expression in the hypervascular group was greater
than that in the hypovascular group, it was relatively low compared to the proportion of
DCP-positive expression. This may be due to the sensitivity of immunostaining for
phospho-KDR. In addition, tumor angiogenesis could also be regulated by other angiogenic
factors including VEGF, PDGF, FGF, and angiopoietin-2 14-20.
One limitation of the present study is that tumor vascularity was evaluated by dynamic CT
scans instead of histology. Tumor vascularity may be underestimated when new blood vessels are
still low in the dynamic CT scan, even if tumor angiogenesis occurred at the histological level.
Therefore, tumor vascularity was evaluated by histology (Table 3). The results regarding
intratumoral MVD are concordant with those of the dynamic CT scans. Thus, we carefully
adjusted the staining density of the fine-needle biopsy specimens and surgically resected tissue

samples by using biopsy specimens from the hypervascular HCCs.
Furthermore, there may be a potential bias due to the sampling method of the specimens; most
tissue specimens from the hypervascular group were obtained by surgical resection while those
from the hypovascular group were obtained by fine-needle biopsy. However, this limitation is
inevitable if we follow the AASLD’s HCC practice guidelines 31, 32. Consequently, further
matched-pair case–control studies may be necessary.
Many angiogenic and angiostatic factors are associated with tumor angiogenesis. Therefore, it
was necessary to clarify whether DCP induces tumor angiogenesis without the help of other
angiogenic factors. The enzyme GGCX converts DCP into normal prothrombin with vitamin K
epoxide reductase 41. Previously, we demonstrated that DCP-positive HCC cell lines express
Δ2-GGCX, which attenuates GGCX activity via a dominant-negative effect 34. The comparative
study of HCC cell lines with WT-GGCX and Δ2-GGCX allows us to evaluate the angiogenic
effect of DCP production while excluding the effects of other angiogenic factors. In the tube
formation assay, the angiogenic activity of the conditioned medium from Hep3B-Δ2-GGCX was
significantly greater than that from Hep3B-WT-GGCX. This result is consistent with the tube
formation induced by purified DCP using HUVECs 28. The conditioned medium from
Hep3B-WT-GGCX induced tube formation, suggesting DCP is not the only angiogenic factor at
work. As mentioned above, angiogenesis is regulated by other angiogenic factors such as VEGF,
PDGF, FGF, and angiopoietin-2 14-20.
In conclusion, we clinically demonstrated that DCP production is associated with tumor
angiogenesis as evidenced by differences in vascularity. HCC tumor angiogenesis is associated
with risks of invasion 12, metastasis 10, 12, poorer disease-free survival, and early recurrence after
HCC resection 42. Therefore, DCP may be a useful therapeutic target for controlling the tumor

angiogenesis of HCC and requires further study.

Acknowledgments
We thank Tatsuya Fujikawa for his valuable suggestions.

References
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)

Parkin DM, Bray FI, Devesa SS. Cancer burden in the year 2000. The global picture. Eur J
Cancer 2001; 37: S4-S66.
El-Serag HB, Rudolph KL. Hepatocellular carcinoma: epidemiology and molecular
carcinogenesis. Gastroenterology 2007; 132: 2557-2576.
Llovet JM. Updated treatment approach to hepatocellular carcinoma. J Gastroenterol 2005;
40: 225-235.
Bruix J, Sala M, Llovet JM. Chemoembolization for hepatocellular carcinoma.
Gastroenterology 2004; 127: S179-S188.
Gish RG, Marrero JA, Benson AB. A multidisciplinary approach to the management of
hepatocellular carcinoma. Gastroenterol Hepatol (NY) 2010; 6: 1-16.
Llovet JM, Ricci S, Mazzaferro V, et al. Sorafenib in advanced hepatocellular carcinoma.
N Engl J Med 2008; 359: 378-390.
Gomaa AI, Khan SA, Leen EL, Waked I, Taylor-Robinson SD. Diagnosis of hepatocellular
carcinoma. World J Gastroenterol 2009; 15: 1301-1314.
Park YN, Kim YB, Yang KM, Park C. Increased expression of vascular endothelial growth
factor and angiogenesis in the early stage of multistep hepatocarcinogenesis. Arch Pathol

Lab Med 2000; 124: 1061-1065.
(9) Roncalli M, Roz E, Coggi G, et al. The vascular profile of regenerative and dysplastic
nodules of the cirrhotic liver: implications for diagnosis and classification. Hepatology
1999; 30: 1174-1178.
(10) Poon RT, Ng IO, Lau C, et al. Serum vascular endothelial growth factor predicts venous
invasion in hepatocellular carcinoma: a prospective study. Ann Surg. 2001; 233: 227-235.
(11) Carmeliet P, Jain RK. Angiogenesis in cancer and other diseases. Nature 2000; 407:
249-257.
(12) Yao DF, Wu XH, Zhu Y, et al. Quantitative analysis of vascular endothelial growth factor,
microvascular density and their clinicopathologic features in human hepatocellular
carcinoma. Hepatobiliary Pancreat Dis Int 2005; 4: 220-226.
(13) Hanahan D, Folkman J. Patterns and emerging mechanisms of the angiogenic switch
during tumorigenesis. Cell 1996; 86: 353-364.
(14) Fujii T, Nomoto S, Koshikawa K, et al. Overexpression of pituitary tumor transforming
gene 1 in HCC is associated with angiogenesis and poor prognosis. Hepatology 2006; 43:
1267-1275.
(15) Pang R, Poon RT. Angiogenesis and antiangiogenic therapy in hepatocellular carcinoma.
Cancer Lett 2006; 242: 151-167.

(16) Mise M, Arii S, Higashituji H, et al. Clinical significance of vascular endothelial growth
factor and basic fibroblast growth factor gene expression in liver tumor. Hepatology 1996;
23: 455-464.
(17) Li Q, Xu B, Fu L, Hao XS. Correlation of four vascular specific growth factors with
carcinogenesis and portal vein tumor thrombus formation in human hepatocellular
carcinoma. J Exp Clin Cancer Res 2006; 25: 403-409.
(18) Uematsu S, Higashi T, Nouso K, et al. Altered expression of vascular endothelial growth
factor, fibroblast growth factor-2 and endostatin in patients with hepatocellular carcinoma.
J Gastroenterol Hepatol 2005; 20: 583-588.
(19) Stock P, Monga D, Tan X, Micsenyi A, Loizos N, Monga SP. Platelet-derived growth factor
receptor-alpha: a novel therapeutic target in human hepatocellular cancer. Mol Cancer Ther
2007; 6: 1932-1941.
(20) Tanaka S, Mori M, Sakamoto Y, Makuuchi M, Sugimachi K, Wands JR. Biologic
significance of angiopoietin-2 expression in human hepatocellular carcinoma. J Clin Invest
1999; 103: 341-345.
(21) Yamamoto K, Imamura H, Matsuyama Y, et al. Significance of alpha-fetoprotein and
des-gamma-carboxy prothrombin in patients with hepatocellular carcinoma undergoing
hepatectomy. Ann Surg Oncol 2009; 16: 2795-2804.
(22) Miyaaki H, Nakashima O, Kurogi M, Eguchi K, Kojiro M. Lens culinaris
agglutinin-reactive alpha-fetoprotein and protein induced by vitamin K absence II are
potential indicators of a poor prognosis: a histopathological study of surgically resected
hepatocellular carcinoma. J Gastroenterol 2007; 42: 962-968.
(23) Nagaoka S, Yatsuhashi H, Hamada H, et al. The des-gamma-carboxy prothrombin index is
a new prognostic indicator for hepatocellular carcinoma. Cancer 2003; 98: 2671-2677.
(24) Kobayashi M, Ikeda K, Kawamura Y, et al. High serum des-gamma-carboxy prothrombin
level predicts poor prognosis after radiofrequency ablation of hepatocellular carcinoma.
Cancer 2009; 115: 571-580.
(25) Hagiwara S, Kudo M, Kawasaki T, et al. Prognostic factors for portal venous invasion in
patients with hepatocellular carcinoma. J Gastroenterol 2006; 41: 1214-1219.
(26) Koike Y, Shiratori Y, Sato S, et al. Des-gamma-carboxy prothrombin as a useful
predisposing factor for the development of portal venous invasion in patients with
hepatocellular carcinoma: a prospective analysis of 227 patients. Cancer 2001; 91:
561-569.
(27) Fujikawa T, Shiraha H, Ueda N, et al. Des-gamma-carboxyl prothrombin-promoted
vascular endothelial cell proliferation and migration. J Biol Chem 2007; 282: 8741-8748.
(28) Wang SB, Cheng YN, Cui SX, et al. Des-gamma-carboxy prothrombin stimulates human

vascular endothelial cell growth and migration. Clin Exp Metastasis 2009; 26: 469-77.
(29) Gao FJ, Cui SX, Chen MH, et al. Des-gamma-carboxy prothrombin increases the
expression of angiogenic factors in human hepatocellular carcinoma cells. Life Sci 2008;
83: 815-820.
(30) Kogita S, Imai Y, Okada M, et al. Gd-EOB-DTPA-enhanced magnetic resonance images of
hepatocellular carcinoma: correlation with histological grading and portal blood flow. Eur
Radiol 2010; 20: 2405-2413.
(31) Bruix J, Sherman M. Management of hepatocellular carcinoma. Hepatology 2005; 42:
1208-1236.
(32) Bruix J, Sherman M. Management of hepatocellular carcinoma: an update. Hepatology
2011; 53: 1020-1022.
(33) Guo J, Higashi K, Ueda Y, et al. Microvessel density: correlation with 18F-FDG uptake
and prognostic impact in lung adenocarcinomas. J Nucl Med 2006; 47: 419-425.
(34) Ueda N, Shiraha H, Fujikawa T, et al. Exon 2 deletion splice variant of gamma-glutamyl
carboxylase causes des-gamma-carboxy prothrombin production in hepatocellular
carcinoma cell lines. Mol Oncol 2008; 2: 241-249.
(35) Donovan D, Brown NJ, Bishop ET, Lewis CE. Comparison of three in vitro human
'angiogenesis' assays with capillaries formed in vivo. Angiogenesis 2001; 4: 113-121.
(36) Xiao EH, Guo D, Bian DJ. Effect of preoperative transcatheter arterial chemoembolization
on angiogenesis of hepatocellular carcinoma cells. World J Gastroenterol 2009; 15:
4582-4586.
(37) Golfieri R, Renzulli M, Lucidi V, Corcioni B, Trevisani F, Bolondi L. Contribution of the
hepatobiliary phase of Gd-EOB-DTPA-enhanced MRI to Dynamic MRI in the detection of
hypovascular small (≤2 cm) HCC in cirrhosis. Eur Radiol 2011; 21: 1233-1242.
(38) Suzuki M, Shiraha H, Fujikawa T, et al. Des-gamma-carboxy prothrombin is a potential
autologous growth factor for hepatocellular carcinoma. J Biol Chem 2005; 280:
6409-6415.
(39) Yoon SH, Lee JM, So YH, et al. Multiphasic MDCT enhancement pattern of hepatocellular
carcinoma smaller than 3 cm in diameter: tumor size and cellular differentiation. AJR Am J
Roentgenol 2009; 193: W482-W489.
(40) Sun T, Zhao N, Zhao XL, et al. Expression and functional significance of Twist1 in
hepatocellular carcinoma: its role in vasculogenic mimicry. Hepatology 2010; 51: 545-556.
(41) Uehara S, Gotoh K, Handa H, Honjo K, Hirayama A. Process of carboxylation of glutamic
acid residues in the gla domain of human des-gamma-carboxyprothrombin. Clin Chim
Acta 1999; 289: 33-44.
(42) Poon RT, Ng IO, Lau C, et al. Tumor microvessel density as a predictor of recurrence after

resection of hepatocellular carcinoma: a prospective study. J Clin Oncol 2002; 20:
1775-1785.

Tables
Table 1. Baseline characteristics
Hypervascular group
(n = 675)

Hypovascular group
(n = 152)

P value

Age

71.0 ± 9.5

71.9 ± 8.3

0.53†

Sex (M/F)

470/205

93/59

0.053‡

Etiology

(97/509/10/59)

(14/131/1/6)

0.035§*

Child–Pugh class (A/B/C)

(528/120/6)

(128/23/0)

0.67¶

Total bilirubin level (g/dL)

0.97 ± 0.50

0.97 ± 0.41

0.37†

Albumin level (mg/dL)

3.67 ± 0.54

3.68 ± 0.47

0.90†

Prothrombin time activity (%)

92.3 ± 17.9

92.8 ± 17.2

0.65†

Ascites (none/mild/severe)

(533/96/7)

(133/16/2)

0.25¶

Hepatic encephalopathy

(644/12/0)

(148/3/0)

0.90¶

AST level (IU/L)

54.9 ± 28.6

58.2 ± 35.3

0.19†

ALT level (IU/L)

47.7 ± 28.9

50.0 ± 32.2

0.51†

AFP level (ng/mL)

196 ± 2165

45.8 ± 119

0.17†

DCP level (mAU/mL)

320 ± 3532

38.7 ± 80

<0.0001†*

Tumor size (mm)

18.4 ± 9.0

14.6 ± 5.2

<0.0001†*

(HBV/HCV/HBV+HCV/other)

(0/grade I and II/grade III and IV)

Data are means ± SD. P values were calculated using †the Wilcoxon test, ‡Fisher’s exact
probability test, §the chi-square test, and ¶the Kruskal–Wallis test. *P < 0.05 was considered
significant.

Table 2. Relationship between primary tumor size and serum DCP levels
DCP level (mAU/mL)
Tumor size (mm)

Hypervascular group
(n = 675)

Hypovascular group
(n = 152)

P value

0–10
(n = 133)

41.1 ± 131
(n = 100)

29.0 ± 32.3
(n = 33)

0.44

11–20
(n = 486)

72.1 ± 223
(n = 383)

43.4 ± 94.2
(n = 103)

0.0052*

21–30
(n = 145)

135.7 ± 260
(n = 132)

21.9 ± 12.3
(n = 13)

0.039*

31+
(n = 63)

2771 ± 11610
(n = 60)

39.0 ± 15.5
(n = 3)

0.17

Data are means ± SD. P values were calculated using the Wilcoxon test.

Table 3. Relationship between DCP expression and vascularization
Group

Number of HCC
samples

MVD (%) in
tumor

P value

Hypervascular

42

2.9 ± 3.0

<0.0001

Hypovascular

53

0.48 ± 0.44

Positive

34

2.9 ± 3.1

Negative

61

0.79 ± 1.3

Well differentiated

61

0.78 ± 1.4

Moderately differentiated

34

2.9 ± 3.0

Vascular type

DCP expression
<0.0001

Tumor differentiation

Data are means ± SD. P values were calculated using the Wilcoxon test.

<0.0001

Figure Legends
Fig. 1. Immunohistochemistry of DCP and phospho-KDR
(A, B) Immunohistochemical staining for DCP (A) and phospho-KDR with protein scores of 3
(B) In HCC (original magnification, 100×).
(C, D) The sections of each bar represent the percentage of each group with a particular score:
0–3 for DCP (C) and phospho-KDR (D).

Fig. 2. Tube formation assay with the conditioned media of HCC cell lines
Equal amounts of conditioned media from the HCC cultures were added to the basal culture
medium in the HUVEC/fibroblast co-culture system. Cells were stained with anti-CD31 antibody.
(A) Representative photographs of tube formation. (B) Luminal length was quantified with the
Angiogenesis Image Analyzer (Kurabo, Osaka, Japan). Data are expressed as means ± SD.
control–WT-GGCX, *P = 0.0005 and WT-GGCX–Δ2-GGCX, **P = 0.004.

