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Introduction

Automated coagulation analyzers can provide a wealth of
information in addition to that provided by conventional
clotting tests such as the prothrombin time (PT) and the
activated partial thromboplastin time (APTT), which are
often considered of limited use for clinical purposes [1].
One particular type of analysis, the clot waveform, which
was originally described using the Multichannel Discrete
Analyzer (MDA series; Organon, Technika, Durham,
NC, USA), defines changes in light transmittance that
occur during the process of clot formation. A number of
recent reports have described the use of this type of auto-
mated clotting instrument for clot waveform analysis
(CWA), and there appears to be significant advantages in
using this assay for the assessment of global coagulation
function. In this communication, we propose standardiza-
tion of methods for the CWA using currently available
clotting analyzers and overview the potential clinical
applications.

Principles of clot waveform analysis

Visualization of clot waveforms

Changes in light transmittance or absorbance are deter-
mined by continuous measurements during the APTT
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and are designated the clot waveform (CW) (Fig. 1). This
clotting process is categorized into three parts: the pre-
coagulation, coagulation and post-coagulation phases.
Pre-coagulation is described as the first segment of the
trace, from the beginning of the signal to the onset of
coagulation. After the onset of coagulation, light trans-
mittance is decreased or absorbance is increased by the
formation of fibrin, and this is defined by a slope in the
waveform. At the end of coagulation, light transmittance
or absorbance tends to stabilize and is characterized again
by a linear segment. If fibrinolysis is enhanced due to
acquired or congenital abnormalities of hemostasis, light
transmittance may increase or absorbance may decrease
again in the post-coagulation phase.

Coagulation analyzer

There are two types of clotting machines for CWA. One
utilizes a system to detect transmittance during the APTT
clotting reaction, and is represented by the MDA-II or
CS series. In this type, transmittance is decreased after
initiation of clotting (Fig. 1A). The other type monitors
the absorbance, and is represented by the ACL series. In
this type, 0% absorbance defines the pre-coagulation
phase, and the absorbance increases after the initiation of
clotting (Fig. 1B). Other analyzers having similar features
should also be able to provide CWA data easily, particu-
larly if manufacturers incorporate the relevant software.
Even if an automated CWA 1is not available, there are
several analyzers that are able to provide adequate raw
data (Table S1). CWA is possible using such analyzers by
statistical evaluation of this raw data of transmittance or
absorbance (Fig. S1).

Recommended method for standardization of CWA

APTT assay

Plasma should be prepared from fresh citrated whole blood
as for the standard APTT assay. Pooled plasma from nor-
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Fig. 1. APTT clot waveforms (A) Clot waveform of normal plasma by monitoring of transmittance (CS2000i). The upper trace shows the
changes in light transmittance observed during the performance of APTT with normal reference plasma by CS200i (Sysmex Kobe, Japan).
Point ‘A’ marks the beginning of the recording by the instrument, which occurs 8 s after the addition of CaCl2. Point ‘B’ indicates the initia-
tion of coagulation, namely fibrin formation. The clot waveform is separated into the pre-coagulation phase (A-B), the coagulation phase (B~
D) and the post-coagulation phase (D-E). (B) Clot waveform of normal plasma by monitoring of absorbance (ACL-Top). The upper blue col-
ored trace shows the changes in absorbance observed during the performance of APTT with normal reference plasma by ACL-Top (Instrumen-
tation Laboratory). The red colored curve is the first derivative of the absorbance corresponding to the coagulation velocity. The light blue
colored biphasic curve is the second derivative of the absorbance corresponding to the coagulation acceleration.

mal individuals or commercial normal plasma is available
as reference plasma. Colorless APTT reagents, without
opacity, are recommended to detect sensitive changes in
transmittance or absorbance, and for subsequent precise
measurements of the various parameters. Although any
APTT reagent that fulfills this criteria should be usable for
CWA, among the reagents tested so far (Table S1), Throm-
bocheck APTT-SLA/0.02M CaCl, is suitable for MDA-II
and CS series and HemosIL SynthASil for ACL-Top
series. Other instrument and reagent combinations should
also be possible to use but these need to be tested. APTT
reagents used for the detection of anti-phospholipid
antibodies are not recommended for the CWA because
their sensitivity for assessing low clotting function is not
sufficiently high. The APTT for CWA is performed in a
similar manner to that for the standard APTT assay.

CWA parameters

The first derivative of the transmittance reflects coagula-
tion velocity, and the second derivative reflects coagula-
tion acceleration. Clotting time (CT), maximum
coagulation velocity (Minl), maximum coagulation accel-
eration (Min2) and maximum coagulation deceleration
(Max2) are common basic parameters. Among these mea-
surements, Min2 has been reported to be correlated with
clotting function in hemophilia [2].

Clinical applications of CWA

Clotting function of various bleeding disorders

Initial evaluation of clotting function by CWA is under-
taken by qualitative assessment of the CW pattern. In

particular, two characteristic CW patterns are observed in
various coagulation abnormalities compared with normal
reference plasma (Fig. S2). In normal plasma, the pre-
coagulation phase is short and the slope, reflecting the
coagulation phase, is steep. In factor (F) XII, X, IX,
VIII, V and II deficiencies, the pre-coagulation phase is
prolonged but the changes in slope are different [1].
Changes in slope are more evident in FVIIT and FIX defi-
ciencies than in other deficiencies. Thus, qualitative analy-
sis of CW may have diagnostic value in various clinical
settings of impaired clotting function.

Evaluation of clotting function in hemophilia A and B

While assays of FVIII:C and FIX:C are most important
for the clinical management of hemostasis in patients with
hemophilia, CWA provides a potentially widely available
platform for assessment of global hemostasis in these
patients [3] (Figs S3 and S4). This assay could then also
provide a novel method not only for diagnosis and corre-
lations with the bleeding phenotype but also for monitor- -
ing of hemostasis in cases of replacement therapy for
serious hemorrhage or surgery.

Furthermore, the aPTT CWA is also useful for assess-
ing very low levels of FVIII or FIX, for example less than
1 TU dL™". Studies in a number of patients with severe
HA diagnosed by conventional clotting assays, demon-
strated that CWA patterns differed from patient to
patient. The APTT clotting time was prolonged in all
patients with severe HA, but there was variation in the
slope [2]. Using mixtures of severe HA plasma and exoge-
nous FVIII ranging from zero to 1.0 TU dL™!, the slope
and the APTT clot time and the min2 appeared to change
in a dose-dependent manner. Similarly, in further studies

© 2013 International Society on Thrombosis and Haemostasis

_90_



of 36 patients with severe HA, significant correlations
between min2 and very low levels of FVIII:C were
confirmed [4]. These results indicated that in some
patients, the presence of trace amounts of FVIIT mediated
higher coagulation acceleration, characterized by the stee-
per slope, although it was possible that factors other than
FVIII:C alone may have influenced clotting kinetics
reflected in the waveform profile. Nevertheless, the data
suggested that CWA could discriminate between different
levels of FVIIL:C in this critical category of severe HA,
defined as having < 1.0 TU dL™! FVIIL:C by conventional
assays (Figs S3 and S4). The evidence suggests that CWA
can provide more specific data on global hemostasis in
such patients, which could correlate better with the clini-
cal phenotype.

Correlation between clinical severity and CWA parameters

Some HA patients, classified as severe on the basis of
standard coagulation assays, exhibit milder -clinical
symptoms. It appeared possible, therefore, that CWA
might provide valuable data for evaluating in vivo
clotting function in various types of hemophilia A. To
investigate this possibility, severe hemophilia A patients
based on < 11U dL™' of FVIIL:C were divided into
clinically severe and non- severe groups [4]. Clinically
severe patients were characterized by the presence of
spontaneous bleeding episodes at the age of < 1 year,
the onset of joint or muscular bleeding before the age of
3 years old, or the presence of severe bleeding such as
intracranial bleeding or refractory oral bleeding. The dif-
ferences between the severe and the non-severe pheno-
type were significant for four CW parameters: clot time,
maximal coagulation velocity (Minl), maximal coagula-
tion acceleration (Min2) and maximal coagulation
deceleration (Max2), These results strongly suggested,
therefore, that CW parameters reflect clinical severity
(Fig. S%).

Monitoring hemostatic therapy in the patients with
inhibitors

The hemostatic benefits of various agents used for
bypassing therapy, including activated prothrombin com-
plex concentrates (APCC) and recombinant factor VIla
(rFVIIa), can be monitored by CWA [4,5]. In addition,
CWA was also utilized effectively in a recent clinical
phase 1 study for the assessment of a new bypassing
agent based on mixtures of plasma-derived FVIIa and X
[6]. In two hemophilia A patients with high responding
inhibitors, CWA demonstrated improved hemostasis.
Moreover, CWA was shown to reflect the prophylactic
effect of regular infusions of FVIII during immune toler-
ance induction therapy (ITI) [7]. The findings confirmed
that CWA is very sensitive to low levels of clotting
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factors, and suggested that the technique could also be
useful for monitoring therapy using FVIII or FIX con-
centrates in patients with inhibitor.

Clotting function of acquired hemophilia

FVIIL.C levels do not reflect clinical severity in many cases
of acquired hemophilia A, and it may be difficult to deter-
mine clotting function precisely in these patients. CWA
illustrates severely impaired patterns in these cases, how-
ever, characterized by a remarkably prolonged pre-coagu-
lation phase and low values for maximum coagulation
velocity and acceleration [8]. Assessment of clotting func-
tion by aPTT CWA, in addition to the measurement of
FVIII activity, can be useful, therefore, to confirm deci-
sions on hemostatic treatment and the monitoring of
bypass therapy in these complicated clinical circumstances.

Advantages and limitations

There are several advantages to the use of CWA. The
method has broad utility as a simple global test of hemo-
stasis and is capable of providing sensitive, quantitative
parameters as well as qualitative waveform patterns. Fur-
thermore, CWA can be usefully applied in various diffi-
cult clinical settings. Not all current coagulation analyzers
can be used for CWA, however, although the number of
appropriate analyzers is increasing. Finally, the CWA is
based on APTT-based coagulation mechanisms using an
‘intrinsic’ trigger. A modified CWA using trace amounts
of tissue factor may extend the application of this tech-
nique.

Among the global hemostasis tests, CWA is perhaps
the simplest to establish and standardize. It therefore
needs to be tested more widely using standardized meth-
ods in different clinical situations to decide its place in
the assessment of hemostasis and its disorders.
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Figure S1. Data sheet of the transmittance and presenta-
tion by waveform.
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Figure S2. APTT clot waveforms of various clotting fac-
tor deficiencies.

Figure S3. Dose-dependent waveform changes in plasma
containing various concentrations of FVIIL.

Figure S4. Waveform changes in hemophilia A with vari-
ous levels of FVIII.

Figure S5. CWA parameters and clinical severity of severe
hemophilia A.

Table S1. Coagulation analyzers and APTT reagents for
clot waveform analysis.
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Simultaneous measurement of thrombin and plaémin generation to
assess the interplay between coagulation and fibrinolysis

Tomoko Matsumoto; Keiji Nogami; Midori Shima
Department of Pediatrics, Nara Medical University, Kashihara, Nara, Japan

Summary

Normal haemostasis is maintained by a controlled balance between
‘coagulation and fibrinolysis, involving thrombin and plasmin the re-
spective key enzymes. Simultaneous evaluation of both enzymes facili-
tates, therefore, an overall understanding of normal and pathological
haemostasis. Combined thrombin and plasmin generation {T/P-G) as-
says have been recently described, and we have adapted the tech-
nique to investigate-the interplay between coagulation and fibrinoly-
sis in patients with various haemostatic disorders. Our modified T/P-G

factors participating in the prothrombinase complex. Defects in PG
were observed with deficiencies of factor (F)V, FX, fibrinogen, and
plasminogen. TG appeared to be a prerequisite for the initiation of PG,
and overall PG was governed by fibrinogen concentration. TG in pa-
tients with haemophilia A correlated with levels of FVIII activity, but
there was no significant relationship between PG and FVIII:C, confirm-
ing that the abnormal haemostasis in haemophilia A results in a se-

ﬂ‘vere 1mbalance between coagulation and fibrinolysis. The findings
1 ,‘demonstrate that global haemostasns depends ona sensmve balance
was initiated by the addition of a mixture of optimised lower concen- - be

trations of tissue factor and tissue-type plasminogen actlvator Throm- assay co

bin generatnon (TG) and plasmin generation (PG) were momtored sim-
ultaneously-using individuat fluorescent substrates in separate micro-

titre- wells. The relationship between coagulation and flbrmonSls was‘ i

,demonstrated by analysing the effects of thrombin- inhibitors,
vated protein C and thrombomodulin. The most evident 1mpa|rm,er’it_s

in TG were observed with plasma samples deficient of coagulation -
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Introduction

Normal haemostasis is maintained by a controlled balance of pro-
or anti-coagulation and fibrinolysis. Abnormalities of these mech-
anisms lead to various clinical symptoms of haemorrhage, throm-
bosis, or both. Many laboratory techniques have been devised to
evaluate haemostasis, using separate assays for the measurement
of the activities of individual coagulation factors. Thrombin and
plasmin are the key enzymes involved in these processes, however,
and in order to understand overall haemostatic function, simulta-
neous assessment of the kinetics of thrombin and plasmin gener-
ation could offer significant advantages.

Other assays of global haemostasis, such as thromboelas-
tography (TEG) (1) and the thrombin generation assay (TGA) (2)
are known to be useful methods that reflect the individual process
of coagulation and/or fibrinolysis. TEG evaluates both blood co-
agulation and subsequent clot lysis in whole blood by measuring
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viscoelastic changes in fibrin polymerisation. With this method,
however, it is difficult to clearly identify the individual phases of
coagulation and fibrinolysis. In addition, samples of whole blood
are required within a very restricted time after venepuncture.
TGAs can be performed using platelet-rich plasma (3), whole
blood (4) or platelet-poor plasma, and the thrombogram parame-
ters reflect global coagulation capacity. Enhanced thrombin gener-
ation suggests a tendency towards thrombosis (5, 6), whilst de-
pressed thrombin generation is evident in patients with a bleeding
tendency such as haemophilia A and B (7, 8). The TGA, however,
is not significantly affected by fibrinolytic activity, and appears un-
likely to reflect overall haemostasis in vivo.

In recent years, global assays of coagulation and/or fibrinolysis
that evaluate coagulation capacity (thrombin generation; TG), fi-
brinolytic ability (plasmin generation; PG), or both, have been de-
veloped and utilised (4, 9, 10). More recently, simultaneous assays
of thrombin and plasmin generation, using trigger reagents con-
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taining mixtures of tissue factor (TF) and tissue-type plasminogen
activator (tPA), have been reported by two groups (11, 12). The
assay described by Simpson et al. (11), termed the STP-assay (sim-
ultaneous thrombin and plasmin generation), measures TG and
PG in separate microtitre wells. Van Geffen et al. (12) utilised
single fluorometer wells in their novel haemostasis assay (NHA).
The concentrations of TF and tPA used as trigger in the NHA were
less than those in the STP-assay, and both assays provided simulta-
neous assessment of TG and PG kinetics. The NHA, however, ap-
peared to demonstrate the interplay between coagulation and fi-
brinolysis more clearly than the STP-assay (12). In the present
study, we have established a simultaneous thrombin and plasmin
generation (T/P-G) assay in separate wells similar to the STP-
assay, using optimised, low concentrations of TF and tPA in order
to retain sensitivity to the haemostatic interactions.

Materials and methods
Reagenis

Recombinant human TF (TF; Innovin®, Dade, Marburg, Ger-
many), recombinant tissue-type plasminogen activator (tPA;
American Diagnostica Inc., Stamford, CT, USA), thrombin-spe-
cific fluorogenic substrate (Z-Gly-Gly-Arg-AMC, Bachem, Buben-
dorf, Switzerland), plasmin-specific fluorogenic substrate (BOC-
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Figure 1: Simultaneous T/P-G assay. A) Mixtures of TF, tPA, and PL (f.c.
1 pM, 3.3 nM, and 4 (M) were added to normal plasma prior to evaluating
TG and PG as described in Methods. Representative curves of TG (a) and PG
(b} are illustrated. Each curve of TG obtained by trigger reagent or by EDTA
alone shows line 1 or 2 in panel (a), respectively. B) First derivative (velocity)
of TG (inset) and PG obtained in (A). LT: lag time, Peak: peak thrombin or
peak plasmin, ttPeak: time to peak, EP; endogenous potential of thrombin or
plasmin.

Thrombosis and Haemostasis 110.4/2013

Glu-Lys-Lys-MAC, Peptide Institute Inc., Osaka, Japan), carboxy-
peptidase inhibitor (CPI; Calbiochem, San Diego, CA, USA), rec-
ombinant thrombomodulin (TM, Recomodulin®, Asahi-Kasei
Phama Corp., Tokyo, Japan), argatroban (Slonnon°®, Daiichi San-
kyo Co. Ltd., Tokyo, Japan) were obtained from the indicated ven-
dors. Plasma samples deficient of factor (F)IL, FV, FVIL, FVIII, FIX,
FX, FXII, and FXIII were obtained from George King Inc. (Over-
land Park, KS, USA). Plasma samples deficient of fibrinogen, plas-
minogen, and o2-plasmin inhibitor (a2-PI) were purchased from
Affinity Biologicals Inc. (Ancaster, ON, Canada). Fibrinogen, FV,
FX, plasminogen and plasmin (Hematologic Technologies, Bur-
lington, VT, USA) and a-thrombin (Sigma-Aldrich, St. Louis, MO,
USA) were obtained from the indicated vendors. Phospholipid
(PL) vesicles containing 10% phosphatidylserine, 60% phosphati-
dylcholine, 30% phosphatidylethanolamine (Sigma-Aldrich) were
prepared as previously described (13).

Fresh plasma samples

Normal plasma was prepared from 20 normal healthy individuals.
Blood was drawn into evacuated anticoagulant tubes (blood: 3.8%
(w/v) trisodium citrate; 9:1). After centrifugation for 15 minutes
(min) at 1,500 g, the plasmas were stored at -80°C, and thawed at
37°C immediately prior to the assays. Patients’ plasmas were ob-
tained from 20 haemophilia A patients. FVIIL:C levels in 12 pa-
tients were <0.2 IU/dl (severe type), and in eight patients were
1.0-5.0 1U/dI (moderate type). FVIIL:C levels were measured by
conventional one-stage clotting assay. All blood samples were ob-
tained after informed consent following local ethical guidelines
during routine follow-up of patients in the Nara Medical Univer-
sity Haemophilia Program.

Simultaneous thrombin and plasmin generation
(T/P-G) assay

The T/P-G assay was established using a modification of the
method reported by Simpson et al. (11). Briefly, trigger reagents
(TE PL, and tPA) were mixed in 20 mM HEPES, pH 7.2, 150 mM
NaCl and 0.01% Tween 20, at concentrations of 6.5 pM TE, 26 uM
PL, and 21 nM tPA. Final concentrations of reactants in plasma
samples were 1 pM TE, 4 uM PL, and 3.3 nM tPA. The assay blank
contained 77 mM EDTA, to evaluate the non-specific effects of
thrombin that did not play a role in coagulation reactions in this
assay (e.g. complexed with a2-macroglobulin). Two fluorometric
specific substrates, Z-Gly-Gly-Arg-AMC and Boc-Glu-Lys-Lys-
MCA, were used for the detection of the key enzymes, thrombin
and plasmin, respectively. The final concentration of each sub-
strate was 100 uM. Plasma samples (80 pl) were added to wells in
flat-bottom, black polystyrene (Nunc; Thermo Scientific, Wal-
tham, MA, USA), 96-well plates, and six wells were dedicated to
each sample. Twenty pl of the trigger reagent (TF/PL/tPA) were
added to four plasma wells, and equivalent volume of EDTA, in-
stead of TF/PL/tPA, was added to the other two wells. And then
two duplicated plasma wells were used to measure thrombin gen-
eration (TG) using thrombin substrate and plasmin generation
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Table 1: Parameters of
simultaneous T/P-G
assay in normal plas-
mas (n=20).

LT (min) 2.1 3.0

s u " 2347

122

peak (nM) 149 193 245 84284 141 152 95166
tiPeak (min) 7.5 8.2 9.0 68112 210 25 B2 128292
EP(M*min) 3071 3207 3420 27053560 568 500 608 515688

(PG) using plasmin substrate. The other two wells were used as
EDTA blank wells. The thrombin and plasmin assay wells were
kept separate to avoid concerns of potential interference and inter-
actions with signal detection. The microtitre plates were placed in
the fluorometer and allowed to warm to 37°C for 10 min. Follow-
ing the addition of reactant solution, 10 pl of appropriate fluor-
ometric substrate was added to each well, and thrombin substrate
(10 ul) was added to EDTA blank wells. The dispenser of the fluor-
ometer was flushed with 20 pl warmed 100 mM CaCl, and then 20
ul of CaCl, was added to all assay wells. The development of the
fluorescent signal was monitored at 45-second intervals over a
period of 2 hours using a Fluoroskan Ascent microplate reader
(Thermo Electron Co., Waltham, MA) with a 390 nm (excitation)
and 460 nm (emission) filter set. Standard curves were prepared
using serially diluted purified a-thrombin and plasmin as pre-
viously described by Hemker et al. (14). Since the curve of TG ob-
tained from EDTA blank wells (line 2) was regarded as non-spe-
cific reaction of thrombin, these data was subtracted from those of
TG obtained from trigger-induced coagulation (line | in B Figure

1 A-a). Data analyses were performed using excel software. From
the first derivative (velocity) of thrombin and plasmin generation
obtained above, the parameters; lagtime (LT), endogenous poten-
tial (EP), peak levels (Peak), and time to peak (ttPeak), were rec-
orded.

Data analyses

Measurements were obtained in several separate assays as indi-
cated, and the mean + standard deviation are shown.

Results
The modified T/P-G assay with normal plasmas

The aim of the present study was to establish a simultaneous
T/P-G assay in separate microtitre wells that would permit assess-
ment of the interplay between coagulation and fibrinolytic mech-
anisms. For this purpose, we modified the STP methodology that

Figure 2: Effects of various coagulant in-
hibitars on simultaneous T/P-G. Normal
plasma was incubated with various amounts of
argatroban (panel A; 0-30 M), APC (panel B;
0-100 nM), TM (panel C; 0-5 nM), and CPI

(panel D; 0-10 "), prior to measurements of TG o
(inset) and PG as described in Methods. Repre-
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sentative curves of TG and PG are illustrated.
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had been previously reported by Simpson et al. (11). A major dif-
ference between the STP and NHA (12) was the concentrations of
reagents in the trigger mixture (TF and tPA), and it appeared that
this might be critical for this assay. The effects of various concen-
trations of TF and (PA were examined, therefore, as described in
Methods. Optimal conditions for low concentrations of trigger

Table 2: Intra- and inter-assay coefficient variation (CV).

LT (min) 78 7.0 176 5.7
Peak (nM) 6.0 1.9 9.7 10.2
ttPeak (min) 3.9 4.8 7.2 6.6
EP (WM*min) 0.75 1.1 37 9.1

The intra-assay variation experiments were evaluated from eight times
samples. The inter-assay was calculated using a single sample per day
measured over 7 different days. : '

Thrombosis and Haemostasis 110.4/2013

reagents similar to those used in the NHA were determined. TF
and tPA increased both the TG and PG in dose-dependent
manners, and the optimal concentrations determined by LT, Peak,
and ttPeak of thrombin and plasmin generation were | pM for TF
and 3.3 nM for tPA, respectively (data not shown). The concen-
tration of TF and tPA was intermediate and less, respectively, com-
pared to those used in the NHA (TF/tPA: 0.28 pM/5.4 nM [12])
and in the STP (TF/tPA: 5 pM/7.5 nM [11]). The individual curves
for TG and PG obtained using normal plasma under these condi-
tions are shown in B Figure 1 A. The first derivative data from the
raw curves demonstrating thrombin and plasmin generation
(T/P-G) are illustrated in B Figure [B. The four parameters de-
rived from the TG and PG are summarised in B Table 1.

Intra-assay variation was determined from eight separate as-
says, and demonstrated a similar coefficient of variation (CV) for
the TG (0.75-7.8%) and the PG parameters (1.1-7.0%). In addi-
tion, inter-assay variation was examined using a single sample per
day measured over seven different days. The CV in these experi-
ments ranged between 3.7-17.6% (TG) and 6.6-15.7% (PG), re-
spectively (B Table 2). These results were similar to those reported
previously (11, 12).

© Schattauer 2013

_96__



Matsumoto et al. Simultaneous thrombin and plasmin generation 765

Interplay between coagulation and fibrinolysis in the
modified T/P-G

To investigate whether the modified T/P-G assay reflected the se-
quential interplay of coagulation (represented by the TG) and fi-
brinolysis (represented by the PG), generation of the key enzymes
was evaluated in the presence of argatroban (a thrombin-specific
inhibitor), activated protein C (APC), and thrombomodulin (TM).
It was anticipated that these agents could induce different re-
sponses in coagulation and fibrinolysis. Normal plasma was incu-
bated with increasing concentrations of argatroban, APC, and TM,
prior to the T/P-G measurements. The addition of argatroban re-
sulted in a significant impairment in TG in a dose-dependent
manner, and demonstrated a >90% decrease in peak thrombin at a
concentration of 10 pM (therapeutic blood level). In contrast, the
lagtime in PG as well as in TG was prolonged, but the peak level of
plasmin was elevated in the presence of up to 10 uM argatroban
and reached a plateau at >10 pM (B>Figure 2A). The effects of
APC and TM, known to be central in anti-coagulant mechanisms,
were different from those of argatroban. The addition of APC
(0-100 nM, B>Figure 2B) and TM (0-5 nM, B>Figure 2C) de-
creased the coagulation capacity in TG in similar dose-dependent
manners. Moreover, the addition of TM also decreased the PG
dose-dependently, with an ~50% level of peak plasmin at a con-
centration of 1 nM. The addition of APC, however, resulted in
little decrease in PG. The findings showed that TG was depressed
by all three agents. PG was delayed by TM but was enhanced by ar-
gatroban, the thrombin inhibitor. Our assay seemed to be particu-
larly sensitive, therefore, to thrombin activatable fibrinolysis in-
hibitor (TAFI)-mediated effects (15). Furthermore, the addition of
CPI, a competitive inhibitor of TAFI, mediated a slight dose-de-
pendent increase in PG (B>Figure 2D).

Evaluation of individual factor-deficient plasma
samples in the modified T/P-G assay

To investigate the role of individual coagulation factors in the in-
teraction between coagulation and fibrinolysis, we examined indi-
vidual, specific factor-deficient plasmas (-def) in the modified
T/P-G assay. B>Figure 3 illustrates representative curves from TG
(inset) and PG with these plasma samples. In the TG assays with
FVII-def, the lag-time alone was prolonged. With FVIII-def and
FIX-def (components in the tenase assembly), the levels of peak
thrombin were significantly diminished as previously reported
(16). A mild reduction in peak thrombin was observed with FXIII-
def and fibrinogen-def. With common pathway-related compo-
nents, however, especially FV-def and FX-def (relevant to pro-
thrombinase assembly), and with FII-def very little TG was evi-
dent. Similarly, there appeared to be very little PG with FV-defand
FX-def. PG was modestly decreased with FII-def compared to nor-
mal plasma, but it was of interest that the capacity for PG was
much greater than TG with this specific deficient plasma. PG with
fibrinogen-def was markedly impaired, confirming the import-
ance of fibrin formation as a scaffold to drive PG. With the other
coagulant deficient-plasmas PG was equal to that with normal
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Figure 4: Effects of purified individual factors on T/P-G assays. Vari-
ous amounts of purified coagulant proteins FV (panel A), FX (panel B), plas-
minogen (panel C), or fibrinogen (panel D) were added to the respective fac-
tor-deficient plasma, prior to measurements of TG ([) and PG (0) as de-
scribed in Methods. The parameters (peak thrombin and peak plasmin) were
plotted as functions of protein concentrations.

plasma. There was no PG with plasminogen-def, whereas with
a2-Pl-def, PG was enhanced by ~3-fold compared with normal
plasma.

Effects of individual coagulant factors in the
modified T/P-G assay

The experiments described above indicated that the common
pathway-related factors (FV and FX), fibrinogen, and plasmi-
nogen uniquely influenced TG and PG. These effects were further
examined, therefore, by the addition of purified exogenous coagu-
lation factors to the respective deficient plasma. The addition of
various amounts of FV and FX to FV-def and FX-def respectively,
resulted in significant improvements in both TG and PG (B> Fig-
ure 4A, B), suggesting that these factors were essential to both
mechanisms. However, 1 U/dl of FX possessed the same potential
capacity for PG as 100 U/dl, whilst FV at 1 U/dl level did not me-
diate PG. It seemed possible, therefore, that the influence of FV on
PG was greater than that of FX. With plasminogen-def, the addi-
tion of purified plasminogen increased the TG as well as PG dose-
dependently, and it appeared that PG exerted a somewhat positive
effect on TG (B> Figure 4C). This finding tended to confirm the
close inter-relationship between coagulation and fibrinolysis. In-
terestingly, the addition of small amounts of fibrinogen (10 mg/dl)
induced little change in TG (B>Figure 4D) but significant im-
provements in PG, demonstrating that small amounts of generated
fibrin are likely to be sufficient for PG.
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Figure 5: T/P-G in plasmas from patients with various phenotypes of
haemophilia A. The trigger reagents were added to haemophilia A plasma
(severe or moderate type) or normal plasma prior to evaluating TG (A) and
PG (B) as described in Methods. The peak level (a) and ttPeak (b) of thrombin
or plasmin were derived from the T/P-G data obtained. In all instances, re-
sults are shown as mean = SD. HA: haemophilia A. *; p<0.05, **; p<0.01,
N.S.; not significant.

Simultaneous T/P-G in patients with haemophilia A

The balance between coagulation and fibrinolysis in relation to
levels of FVIII activity was examined in haemophilia A patients
with various phenotypes. The ttPeak parameter in TG was signifi-
cantly different among severe type (<0.2 U/dl), moderate type (1-5
U/dl), and normal plasma, but the peak thrombin in severe type
was similar to that in moderate type (B> Figure 5Aa-b), confirming
that TE-trigger TG assays are poorly sensitive to very low levels of
FVIII activity (17). The peak plasmin parameter in PG with both
severe type and moderate type in haemophilia A appeared to be
slightly higher than normal, but the differences were not signifi-
cantly different. The ttPeak parameter in PG with haemophilia A
was the same as with normal plasma (B>Figure 5Ba-b). These re-
sults were in keeping with the relationship between bleeding
symptoms and impairment of coagulation in patients with hae-
mophilia A, and emphasised the imbalance between coagulation
and fibrinolysis in these patients.

Discussion

The present study was designed to establish a modified T/P-G
technique, based on the STP assay (11) that could provide an en-
hanced understanding of the relationship between coagulation
and fibrinolysis. The previous assay did not appear to be suffi-
ciently sensitive for the assessment of physiological TG and PG in-
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teractions. A particularly important point of TG assays is the pre-
cise measurement endogenous, generated active-thrombin, but it
is difficult to explore normal control mechanism(s) - i.e. dilution
of activated factors in flow states, etc. - are not in play in these as-
says. In addition, the binding of free thrombin and a2-macroglo-
bulin (a2M), a representative thrombin inhibitor in plasma, cre-
ates a thrombin-a2M complex that is biologically inactive (18).
This complex, however, together with free thrombin reacts with
thrombin substrates in fluorometric TG assays, resulting in diffi-
culties in interpretation. Hemker et al. estimated that 30% of
thrombin formed was ultimately complexed with a2M (1). The
simultaneous STP-assay and NHA reported previously (11, 12),
therefore, appeared to highlight an issue of concern regarding the
presence of thrombin-a2M complexes. In our studies, although it
was difficult to preclude non-specific effects in the coagulation
reactions, we utilised EDTA solution in our control buffers, and
could preclude the influence of the a2M-thrombin complex that
did not play a role in the coagulation reactions during this assay.

The original STP-assay and NHA offered advantages for evalu-
ating individual TG and PG simultaneously in separate microtitre
wells and in single wells, respectively (11, 12). The NHA provided
data that identified the tight interplay between coagulation and fi-
brinolysis, but the STP assay did not. The single well system of the
NHA, however, could be affected by untoward interference and in-
teractions with signal detection. A major difference between these
assays was the concentrations of reagents (TF and tPA) used in
trigger mixtures, and we focused on the low concentrations of TF
and tPA used in the NHA in an attempt to advance the STP assay
using separate wells. We confirmed the potential capability of our
T/P-G assay to identify the interplay between coagulation and fi-
brinolysis by demonstrating increases in TG caused by the addi-
tion of plasminogen, together with unique and opposite responses
in TG and PG caused b oban, APC and TM (see B> Figure
2). In particular, similar to the NHA, our modified assay was also
sensitive to TAFI-mediated effects on fibrinolysis (15). Funda-
mentally, it appeared that the decrease in TG, mediated by argatro-
ban and APC, reduced TAFI activation, and resulted in an increase
in profibrinolytic activity (and no decrease in APC). In contrast, in
keeping with current concepts, the addition of TM appeared to re-
sult in the formation of thrombin-TM complexes that significantly
catalysed both the PC and TAFI activation, resulting in the impair-
ment of TG and PG, respectively. Furthermore, enhanced fibri-
nolysis was observed in association with CPI-mediated inhibition
of TAFI activation. From these data, our modified simultaneous
T/P-G assay reflected the interplay between coagulation and fibri-
nolysis, and appeared to offer a relatively straightforward means to
assess the important these balances.

In this respect, our assay revealed a significant role for individ-
ual coagulation factors in interacting mechanisms of coagulation
and fibrinolysis. In particular, i) TG appeared to be responsible for
the initiation of PG, and even trace amounts of TG promoted suf-
ficient PG. ii) The absence of PG impaired TG (e.g. in fibrinogen-
def), and PG was governed by the concentration of fibrinogen. iii)
FV and FX, components of the prothrombinase assembly, were ab-
solutely essential for the expression of both TG and PG; and FVIII
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(and FIX), components of the tenase assembly, enhanced TG but
did not affect PG. iv) The deficiency of anti-fibrinolytic factor,
a2-PI, enhanced PG but had little effect on TG. These findings
confirm that haemostasis is governed by a controlled balance be-
tween coagulation and fibrinolysis. In particular, unlike FVIII and
FIX-def (haemophilia A and B), FV-def rarely results in major
bleeding. It may be that both TG and PG are markedly compro-
mised in FV-def, but TG alone is severely impaired in FVIII-def.

Likewise, in a2-PI-def and Plg-def, enhanced PG and depressed

PG, respectively, confer haemorrhagic or thrombotic tendencies.

We further demonstrated that haemorrhagic symptoms in pa-
tients with haemophilia A depended on significant impairment of
coagulation and were not likely to be associated with modified fi-
brinolysis. Previous reports (19, 20) have suggested that patients
with severe haemophilia A have enhanced fibrinolytic capacity,

dothelium, platelets, and leucocytes, must be considered. i) Our
assay was performed using platelet-poor plasma, and it may be
that the use of platelet-rich plasma or whole blood would provide
important additional information. iii) A single assay condition was
utilised for all variable coagulation deficiencies. Broader consider-
ation of anti-coagulant pathways might be useful. iv) The local ef-
fects of TG and PG at sites of vascular injury could be pivotal for
complete assessment of clinical disorders of haemostasis.

In conclusion, the control of haemorrhage and thrombosis is

based on a sensitive balance between coagulation and fibrinolysis.

mediated by reduced TG and the subsequently decreased TAFI ac-

tivation. We clearly demonstrated the opposite effects of APC and
TM on PG but there were no differences in fibrinolytic capacity in

patients with severe haemophilia A. It may be that our assay lacks

sensitivity in this group of patients, and the relationship between
bleeding tendency and phenotype is often not consistent, but

nevertheless it seems unlikely that the haemophilia phenotype can 1.
be attributed to the imbalance between coagulation and fibrinoly-

sis.

Our current findings provide challenging data for further
studies. i) Although the modified T/P-G assay was designed to
examine haemostasis in vivo, other factors that are likely to con- 3.
tribute to physiological haemostasis, including the vascular en-

What is known about this topl , 7‘ R
O Slmultaneous evaluation of thrombin and plasmm facilitates an
overall understandmg of normal and pathological haemostasis.

e Combmgd thrombin and plasmin generation assays have become
to be adapted as the technique to evaluate the haemostatic state

in patients with various ha‘emoStatic disorders.

What does this paper add" B e

e We estabhshed a snmultaneous thro' bm and plasmm generation
(T/P-G) measurement using separate ‘microtitre wells to retain
sensitivity W|th the lnterpiay between coagulatlon and fibrinoly-
sis.

e The most evident impairments in TG weré 'observed with deficien-

~ cies of coagulation factors ‘participating in the: prothrombinase
complex. Defects in PG were observed with deflaencxes of factor
(F\V, FX, flbrmogen and plasmmogen

e TG appeared 0 be a prerequisite for the initiation of PG, and
overall PG was.governed by fibrinogen concentration.

e TG, but not PG, in haemophilia A correlated with levels of FVIIL:C,
conﬂrmmg that the abnormal haemostasis in haemophilia A re-
sultsina severe imbalance between coagulation and fibrinolysis.

e The modified T/P-G assay could provide an enhanced understand-
ing of haemorrhage and thrombosis.in clinical practice.

© Schattauer 2013

Our assay would appear to be clinically helpful for the screening of
patients with defective haemostasis in congenital disorders. Wider
application of techniques of this nature could help to advance
knowledge of the complex, functional interacting mechanisms of
coagulation and fibrinolysis.
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Elevated plasma factor VIil enhances venous thrombus formation in
rabbits: Contribution of factor XI, von Willebrand factor and tissue

factor

Chihiro Sugita'; Atsushi Yamashita'; Yunosuke Matsuura'?; Takashi lwakiri2; Nozomi Okuyama'; Shuntaro Matsuda3;
Tomoko Matsumoto?; Osamu [noue’; Aya Harada¥; Takehisa Kitazawa®; Kunihiro Hattori®; Midori Shima*; Yujiro Asada’

'Department of Pathology, Faculty of Medicine, University of Miyazaki, Miyazaki, Japan; 2Department of Internal Medicine, Faculty of Medicine, University of Miyazaki, Miyazaki,
Japan; 3Divisions of Community and Family Medicine, Faculty of Medicine, University of Miyazaki, Miyazaki, Japan; “Department of Pediatrics, Nara Medical University, Nara, Japan;
SDepartment of Clinical and Laboratory Medicine, Faculty of Medicine, University of Yamanashi, Yamanashi, Japan; SResearch Division, Chugai Pharmaceutical Co., Ltd., Shizuoka,

Japan

“Summary--: T : &
Elevated p!asma levels of factor VIl (FVIH) are assocuated wuth in-
creased risk of deep venous thrombosis. The aim of this study is to
elucidate how elevated FVIII levels affect venous thrombus formation

“and propagation in vivo. We examined: rabblt plasma FVIli actlvcty.‘

plasma thrombin generation, whole blood coagulation, platelet ag-
gregation and venous wall thrombogenicity before and one hour after
an intravenous infusion of recombinant human FVIII (rFVIII). Venous

~thrombus induced by the ‘endothelial denudataon of rabbit jugular

veins was histologically assessed. Thrombus propagation was evalu-
ated as indocyanine green fluorescence. intensity.. Argatroban, a
thrombin inhibitor, and neutralised antibodies for tissue factor (TF),
factor XI (FXI),-and von Willebrand factor (VWF) were infused before
~or after thrombus induction to investigate their effects on venous
thrombus formation or propagation. Recombinant FVIII (100 [U/kg) in-
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Introduction

Venous thromboembolism (VTE) that comprises deep venous
thrombosis (DVT) and pulmonary embolism (PE) has become a
major medical problem, with an overall age- and sex-adjusted an-
nual incidence of > 1:1,000. The incidence of VTE noticeably in-
creases with advancing age, and PE represents an increasing pro-
portion of total VTE with high morbidity and mortality rates (1).
Many acquired and inherited risk factors have been identified in-
cluding surgery, long-term immobilisation, age, malignancy, and
deficiencies of antithrombin, protein C and protein S (2). In addi-
tion to these, recent epidemiological studies suggest that high plas-
ma levels of factor VIII (FVIII) are associated with increased risk
of DVT (3-5).

Factor VIII (FVIII) is a glycoprotein that is an essential cofactor
for blood coagulation, and it circulates in plasma as a complex
with von Willebrand factor (VWF). This complex is protected
from proteolysis by activated protein C (6), and thrombin causes
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creased rabbit plasma FVIIl- actmty two-fold :and significantly en-
hanced whole blood coagulation and total pI ma thrombin: gener-
ation, but did not affect initial thrombin generation time, platelet ag-
gregation.and venous wall thrombogemcnty The:rFVIIl mfusxon also
increased the size of venous thr
tion. Argatroban and the antibodies for TF X1 ,
enhanced thrombus formation and all except TF suppressed thrombus
propagation. In concl ion, e!evated plasma ,FV levels enhance ve-
nous- thrombus formatior ' “th
ation by FXI and VWF- mediated FVIlI recruztmen
to the growth of FVIil-driven venous thrombus.. -
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EVIII to dissociate from VWF (7). Activated FVIII (FVIlla) binds
to activated factor IX on negatively charged phospholipids such as
the surface of activated platelets (8), where it subsequently acti-
vates factor X. The regulation of plasma FVIII levels and activity is
complex, and FVIII coagulation activity ranges from < 50% in
controls to > 300%, and 500% in patients with VTE (9).

Venous thrombus is initiated by endothelial injury and/or slow
or static blood flow. It is generally recognised that the initiation
phase is mainly modulated by procoagulant activity of the venous
wall, and the propagation phase is regulated by blood flow and
procoagulant factors in circulating blood. We previously demon-
strated a close association among FVIIL, platelets, VWF and fibrin
in venous thrombi derived from human DVT, and that FVIII con-
tributes to platelet aggregation and fibrin formation on a collagen
surface under low shear conditions in vitro (10). Animal studies
have also shown that FVIII plays a significant role in venous
thrombus formation (11, 12). However, whether elevated FVIII
levels promote venous thrombus formation and/or propagation,
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and its association with other coagulation factors in vivo remain
unclear.

The present study investigates this issue in a rabbit model of ve-
nous thrombosis.

Materials and methods
Affinity of human rFVIII for rabbit VWF

The affinity between recombinant human FVIII (rFVIII, Kogen-
ate-FS, Bayer Healthcare, Leverkusen, Germany) and rabbit VWF
was examined using an enzyme-linked immunosorbent assay
(ELISA) (13). Rabbit plasma (100 ul) with or without rFVIII and
diluted 10,000-fold was added to microtitre plates coated with
anti-rabbit VWF antibody and incubated at 37°C for 2 hours (h).
The contents of each well were removed, the plates were incubated
with 100 pl of horseradish peroxidase (HRP)-conjugated anti-
human FVIII antibody for 1 h at room temperature, washed and
then perborate/3, 3, 5, 5-tetramethylibenzidine substrate (100 pl)
was added. After 20 minutes (min) at room temperature, the enzy-
matic reaction was stopped by adding 0.5 N sulfuric acid. The
amount of FVIII bound to rabbit VWF was measured at 450 nm.

Coagulation parameters

Blood samples were collected from the central ear arteries of rab-
bits into 3.8% sodiumi citrate (9:1, v/v). Plasma samples were pre-
pared by centrifugation at 2,580 g for 10 min at room temperature,
and incubated with rFVIII (final concentrations: 0, 0.025, 0.25, 2.5
IU/ml) for 10 min. Prothrombin time (PT) and activated partial
thromboplastin time (aPTT) were measured using a coagulation
timer (Thrombotrack, AXIS-SHIELD; PoC AS, Oslo, Norway).

Coagulant activity of FVIIl in rabbit plasma

The FVIII coagulant activity in rabbit plasma was measured using
a one-stage clotting assay with a coagulation timer (Thrombot-
rack). Plasma samples were collected before, 30, 60 and 120 min
after an intravenous infusion of rFVIIL The FVIII activity was as-
sessed by measuring aPTT in diluted human FVIII-deficient plas-
ma (Haematologic Technologies Inc., Essex Junction, VT, USA)
(13). Pooled rabbit plasma served as the standard.

Thrombin generation assay

Thrombin generation in rabbit plasma was measured by calibrated
automated thrombography as follows. Rabbit plasma collected be-
fore and 30 and 60 min after the rFVIII infusion was incubated
with (final concentrations) 0.3 pM ellagic acid (Sysmex, Kobe,
Japan), 0.5 pM recombinant human TF (Innovin®; Dade, Marburg,
Germany) and 4 pM synthetic PL vesicles comprising phosphati-
dylserine, phosphatidylcholine and phosphatidylethanolamine at a
ratio of 1:6:3 as trigger reagents. Thrombin generation was started
by adding CaCl, and the fluorogenic substrate Z-Gly-Gly-Arg-
AMC. Lag time (LT), peak thrombin (Peak Th), time to peak

© Schattauer 2013

(ttPeak) and endogenous thrombin potential (ETP), were calcu-
lated using Thrombinoscope software (Thrombinoscope BY,
Maastricht, Netherlands) (14).

Thromboelastogram assay

Whole blood haemostatic parameters before, 30 and 60 min after
rFVIII infusion were measured using a ROTEM analyser (Pen-
tapharm GmbH, Munich, Germany). Blood samples (300 pl) in
3.8% sodium citrate (9:1, v/v) were transferred into the ROTEM
reaction chamber. The blood re-calcified with 20 pl of 0.2 M CaCl,
before clot formation was measured in duplicate using the stan-
dard NATEG evaluation parameters provided by the manufacturer
(15). We assessed clotting time (CT) as the elapsed time from re-
calcification to the start of clot formation, maximum clot firmness
(MCF) and alpha angle, and the slope of clot formation. These pa-
rameters describe the following phases of the clotting process:
initiation (CT), termination/final clot strength (MCF), and reac-
tion velocity of clot formation (alpha angle).

Measurement of platelet aggregation

Blood samples in 3.8% sodium citrate (9:1, v/v) were separated by
centrifugation at 130 g for 10 min and at 2,580 g for 10 min for
platelet-rich plasma (PRP) and -poor plasma (PPP), respectively.
We measured thrombin-induced platelet aggregation by mixing
blood samples with acid citrate dextrose solution (9:1, v/v), and
adding the mixture to acid citrate dextrose and modified suspen-
sion buffer (137 mM NaCl, 12 mM NaHCO;, 0.4 mM NaH,PO,,
2.7 mM KCl, 1.1 mM MgCl,, 5.6 mM dextrose, pH 7.3). The mix-
tures were separated by centrifugation at 100 g for 10 min (16).
Platelets sedimented from PRP by centrifugation at 1,010 g for 10
min with 0.7 uM (final concentration) of prostaglandin I, (Sigma-
Aldrich Corp., St. Louis, MO, USA) were re-suspended in modi-
fied suspension buffer.

The number of platelets was adjusted to 2 x 10° ul! with PPP
(for PRP aggregation) or suspension buffer (for washed platelet ag-
gregation). Adjusted plasma was incubated with rFVIII (1.25 IU/
ml) or with distilled water (control) for 10 minutes (min). There-
after, collagen (Nycomed Austria GmbH, A-4020 Linz, Austria),
adenosine 5’-diphosphate (ADP, Sigma-Aldrich Corp.), botrocetin
(American Diagnostica Inc., Stamford, CT, USA) or thrombin
(Sigma-Aldrich Corp.) was added as agonists. Platelet aggregation
was measured using a PA-20 aggregation analyser (Kowa, Aichi,
Japan). Changes in light transmittance caused by each agonist
were recorded for 10 min (5 min for thrombin-induced platelet ag-
gregation) and maximal aggregation was estimated. The extent of
aggregation was expressed as a ratio (%) of the maximum light
transmittance obtained with PPP or suspension buffer.

Tissue factor (TF) activities in normal jugular veins

To evaluate TF activities in the vascular walls, rabbit plasma clot-
ting time initiated by the vessel homogenate was measured using a
coagulation timer (Thrombotrack) (17). Jugular veins removed
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from rabbits that had been infused with rFVIII (1.25 IU/ml) or sa-
line were homogenised in Tris-buffered saline (pH 7.4) containing
10 mM CaCl, and 0.1% Triton X-100 (Nacalai Tesque Inc., Kyoto,
Japan) using a Polytron PT3100 (Kinematica, Littau, Switzerland).
After centrifugation at 2,580 g for 10 min, the supernatant (vessel
sample; 100 pl containing 100 pg protein) was incubated with rab-
bit plasma (100 pl) for 1 min. Clotting assays were then started by
adding 20 mM CaCl2 (100 pl). Protein concentrations were deter-
mined using bicinchoninic acid (BCA) protein assay kits (Pierce,
Rockford, IL, USA). We also measured TF protein levels in the
walls of rabbit veins and in plasma using a TF ELISA kit (USCN
Life Science Inc., Houston, TX, USA).

Preparation of anti-rabbit TF antibody, R37

A monoclonal anti-rabbit TF neutralising antibody, R37, was gen-
erated using a standard procedure. Briefly, lymph node cells were
isolated from five female SD rats (Japan Charles River, Yokohama,
Japan) which had been immunised with recombinant rabbit TF
(American Diagnostica Inc.), and fused with murine myeloma
SP2/0 cells to establish hybridoma clones. Monoclonal hybridomas
that secreted an antibody binding to rabbit TF were selected by an
ELISA assay. Monoclonal antibodies were respectively purified
with recombinant Protein A from the culture supernatants of the
selected hybridoma clones. R37 exhibited a potent neutralising ac-
tivity against TF/factor VII-catalysed factor X activation which
was measured by an enzymatic assay using purified rabbit coagu-
lation factors (American Diagnostica Inc. and Enzyme Research
Laboratories, Swansea, UK) and S-2222 (Chromogenix Co., Milan,
Italy). The neutralising ability of R37 was assessed using a diluted
PT assay with modification (18). The PT reagent Thromboplastin
C plus (Siemens Healthcare Diagnostics Products GmbH, Mar-
burg, Germany) was diluted 100-fold with 25 mM CaCl, and R37
was incubated with the dilute PT reagent or the rabbit plasma for
10 min at 37°C prior to the clotting experiments. R37 dose-de-
pendently prolonged PT under both conditions (see Suppl. Figure
1, available online at www.thrombosis-online.com).

Thrombus formation in rabbit jugular veins

The Animal Care Committee of the University of Miyazaki
(N0.2010-511-3) approved the study protocols. Fifty male Japanese
white rabbits weighing 2.5 - 3.0 kg were fed with a conventional
diet. All surgical operations proceeded under aseptic conditions
and general anesthesia was induced via an intravenous infusion of
pentobarbital (25 mg/kg body weight). Thrombi were induced in
the jugular veins by endothelial denudation using a 3F balloon ca-
theter (Edwards Lifesciences, Irvine, CA, USA) (19). Saline (con-
trol) or rFVIII (100 1U/kg) was infused into the ear vein before
balloon injury. Sixty minutes thereafter, the rabbits were infused
with heparin (500 U/kg, i.v.) and then sacrificed with an overdose
of pentobarbital (60 mg/kg, i.v.). The animals were perfused with
50 ml of phosphate buffered saline (0.01 mol/l) and perfusion-
fixed with 50 ml of 4% paraformaldehyde to evaluate thrombus
size and content.

Thrombosis and Haemostasis 110.1/2013

We investigated the roles of thrombin, TE, factor XI (FXI) and
VWE in thrombus formation by infusing 50 pg/kg/min of the
thrombin inhibitor, argatroban (Argaron, Nichiiko Co. Ltd., Toya-
ma, Japan), 3.0 mg/kg of anti-TF antibody R37 prepared by us, 3.0
mg/kg of XI-5108 anti-FXIa antibody (19, 20), or 1.0 mg/kg of
AJW200 anti-VWF antibody (a gift from Ajinomoto Pharmaceuti-
cal Co. Ltd., Tokyo, Japan) (21) immediately before endothelial de-
nudation. Argatroban was continuously infused i.v. because it has
a short half-life (22).

Fluorescent imaging of venous thrombus

We observed thrombus formation and propagation in the jugular
vein in real time by exposing the rabbit jugular vein and then in-
fusing 3 pg of indocyanine green (ICG; Sigma-Aldrich Corp.) into
the ear vein before, and 5, 15, 30, 45 and 60 min after endothelial
denudation (23). A PDE-neo C10935-11 near-infrared camera
(Hamamatsu Photonics Co. Ltd., Shizuoka, Japan) was placed 5
cm over the vein. Four regions of interest (ROIs, 20 x 20 pixels)
were established at regular intervals on the vessel with one adjac-
ent ROI as background (B>Figure 6A). The signal intensity was
measured in all images from all animals. The vessels were washed
with saline 1 min after ICG infusion and the average fluorescence
intensity in each ROI was analysed using dedicated U11437 soft-
ware {(Hamamatsu Photonics Co. Ltd.). Data are expressed as ra-
tios of the signal intensity of the vein to the adjacent background.
The removed venous thrombi emitted fluorescence. To assess the
effect of antithrombotic agents on thrombus propagation under
elevated FVIII levels, argatroban, anti-TF, anti-FXI or anti-VWF
antibodies were infused to the point where the average fluor-
escence intensity of ICG in each ROI exceeded > 3-fold the back-
ground (when mural thrombus developed).

Immunohistochemistry of rabbit venous thrombus

At 1 h after thrombus induction, jugular veins were fixed in 4%
paraformaldehyde for 24 h at 4°C and embedded in paraffin. Sec-
tions (3-um thick) were stained with hematoxylin and eosin and
immunohistochemically examined using antibodies against glyco-
protein (GP) IIb/IlTa (Affinity Biologicals Inc., Ancaster, CA,
USA), fibrin (a gift from Takeda Chemical Industries Ltd., Osaka,
Japan) and human FVIII (VIII-3776, Chugai Pharmaceutical Co.
Ltd., Shizuoka, Japan) (10). The sections were stained with Envi-
sion (Dako, Glostrup, Denmark) or donkey anti-sheep IgG sec-
ondary antibody (Jackson ImmunoResearch, West Grove, PA,
USA). Horseradish peroxidase activity was visualised using 3,
3’-diaminobenzidine tetrahydrochloride and the sections were
faintly counterstained with Mayer’s hematoxylin. Areas of venous
thrombus and positive immunostaining for GPIIb/IIla and fibrin
were analysed using a color imaging morphometric system (Win-
ROOFE, Mitani, Fukui, Japan) (17).
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Statistical analysis

All data are expressed as means =+ standard error. Differences be-
tween or among individual groups were compared using paired or
unpaired t-tests, respectively, or ANOVA with the Bonferroni
post-hoc test (GraphPad Prism 5, GraphPad Software Inc., San
Diego, CA, USA). A p-value of < 0.05 was considered to indicate
statistical significance.

- Results

Recombinant human FVIll binds rabbit VWF and
shortens aPTT, but not PT in rabbit plasma

We found that rFVIII dose-dependently bound rabbit VWF
(B>Figure 1). Adding rFVIII (final concentration, 0.025-2.5 TU/
ml) to rabbit plasma significantly and dose-dependently shortened
aPTT, but did not affect PT (B>Figure 2A). We infused rabbits

34
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Figure 1: Affinity of rFVII for rabbit VWF. Affinity between rFVIll and
rabbit VWF was measured by ELISA. Diluted rabbit plasma with or without
rFVIll was added to microtitre plates coated with anti-rabbit VWF antibody.
The rFVIIl dose-dependently bound to rabbit YWF and was detected using
anti-human FVIIl antibodies. (*p < 0.0001; n = 5 each).
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A) Recombinant human FVIil shortened aPTT in
vitro (*p < 0.0001), but did not affect PT (p =
0.37; n = 4 each). B) Three doses of rEVIII (20, 40
or 100 1U/kg) were infused into rabbits. Blood
samples were collected before, 30, 60 and 120
min after rFVIll infusion. Infused rFVIIl at 100
(filled circles) but not at 20 (open circles) or 40
(open triangles) 1Urkg shortened aPTT within 1 h
{*p < 0.05 vs before rFVIll infusion). However,
no rFVill doses affected PT (p=0.18;n=4
each). C) Plasma FVIIi activity was measured
using one-stage clotting assays in rabbit plasma
diluted with human FVlil-deficient plasma.
Blood samples were collected before and after
rFVII (100 1U/kg) infusion. Infused rFVIll in-
creased plasma FVIII activity for up to 60 min

{n = 4 each; *p < 0.05 vs before rFVIIl infusion).
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Table 1: Thrombin generation in rabbit plasma ex vivo before and
after rFVII infusion.

LT (min) 34102 32:02 3.2+0.1
PeakTh(nM) 25023 295+ 26 313 + 40
tiPeak (min) ~ 6.4%03 56+02f  56:03f
ETP (WM x min) 1243116 1291 100 1485 + 139

ETP, endogenous thrombin potential; LT, lag time; Peak Th, peak Thrombin;.
ttPeak, time to peak. *p < 0.05, 1p<0.001 #p < 0.01'vs before TRV infu-
sion. Data are shown as means + standard error.

Table 2: Whole blood coagulation in rabbit plasma ex vivo hefore
and after rFVIII infusion.

CT (sec) 1034 =74 519 = 461 299 + 581
MCF (mm) 59 +1 ”66-_?:1* 67 £ 11
Alpha angle (%) 47 £3 65 + 3* 75+ 21

CT, clotting time; MCF, maximum clot firmness. *p < 0.01, Tp < 0.001 vs.
before rFVIil infusion. Data are shown as means = standard error.

with 20, 40 or 100 1U/kg of rFVIII and measured PT and aPTT ex
vivo. We found that 100, but not 20 or 40 [U/kg of rFVIII signifi-
cantly shortened aPT'T one hour after the infusion (& Figure 2B).

Recombinant human FVIIl enhanced rabbit plasma
FVII activity one hour after infusion

Plasma FVIIT activity in rabbit plasma measured using a one-stage
clotting assay before, and at 30, 60 and 120 min after rFVIII (100
[U/kg) increased about two-fold for up to 1 h after, compared with
that before rFVIII infusion (198 + 58 %, p < 0.05; B=Figure 2C).

Recombinant human FVII enhances thrombin
generation and whole blood coagulation

B-"Table 1 and B-Table 2 show thrombin generation parameters
triggered by ellagic acid, TF and PL and whole blood coagulation
pammeters initiated by CaCl,. The infusion of rFVIII enhanced
peak Th and ETP and shor tened ttPeak, but did not affect LT. The
results of whole blood coagulation assays showed that the infusion
of rFVIII significantly shortened CT, and increased MCF and
alpha angle. These findings indicate that the rFVIII infusion en-
hanced whole blood coagulability via increased thrombin gener-
ation.

601

.
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Figure 3: Platelet aggregation with or
without rFViIl in vitro. Rabbit PRP and
washed platelets with (filled columns) or with-
out (opened columns) rFVIll were prepared as
described in Materials and methods. Platelet ag-
gregation was initiated by adding collagen, ADP,
botrocetin or thrombin. Infused rFVIll did not af-
fect platelet function (n = 4 each).

Thrombosis and Haemostasis 110.1/2013

© Schattauer 2013

-105-



