
Summary. Aim: Angiogenesis is considered an
important pathophysiological feature of portal
hypertension. We investigated the ability of
angiogenesis, as CD34-positive microvessel density
(MVD), to differentiate portal pressure in a CCl4-
induced rat cirrhosis model. Methods: Cirrhosis was
induced by intraperitoneal injection of carbon
tetrachloride in 46 male adult Sprague-Dawley rats. A
catheter connected to a highly sensitive pressure
transducer was inserted into the portal vein to
continuously record portal pressure. Fibrosis area,
nodule size and MVD were assessed by image
morphometry. Results: Of 42 rats in which portal
pressure was measured successfully, 27 (64%) had portal
pressure ≥10 mmHg, defined as significant portal
hypertension. MVD was 4.5-fold higher and fibrosis
area 13.0-fold higher in rats with significant portal
hypertension than in rats with portal pressure <10
mmHg. Portal pressure was significantly correlated with
MVD (r=0.491, p<0.001) and fibrosis area (r=0.545, p﹤
0.001) in all animals, but only MVD correlated with
portal pressure (r=0.731 p<0.001) in rats with significant
portal hypertension. The area under receiver operating
characteristic curve for MVD in all rats was 0.953 (95%
CI: 0.875-1.031) and optimum cutoff for MVD was
18/mm2, with 96.3% sensitivity and 93.3% specificity.
Conclusions: We found that MVD, measured by CD34
immunostaining, was better able than the fibrosis area to

discriminate significant portal hypertension in rats,
suggesting that MVD could be a surrogate marker for
portal hypertension in patients with liver diseases.
Key words: Cirrhosis, Fibrosis area, Microvessel
density, Nodule size, Portal hypertension

Introduction

Portal hypertension, resulting in esophageal varices
and ascites, is one of the most important complications
of cirrhosis. Most deaths in cirrhotic patients are due to
portal hypertension (Cardenas and Gines, 2009; Thabut
and Shah, 2010). Moreover, portal pressure is a
determinant factor in the natural history of cirrhosis and
predicts patient prognosis (Snowdon et al., 2012;
Rastogi et al., 2013). To date, measuring hepatic venous
pressure gradient (HVPG) has been considered the most
adopted method of assessing portal pressure (Ripoll et
al., 2007). This procedure, however, is invasive, uses
specialized technology and requires a skilled
interventional radiologist. It is therefore rarely
performed, especially in developing countries, which
have high endemic rates of liver diseases (Groszmann
and Wongcharatrawee, 2004; Thalheimer et al., 2011).
Identification of surrogate markers of HVPG that can
discriminate portal pressure is therefore imperative.
These markers may allow clinicians to more easily
evaluate the severity of cirrhosis and select appropriate
treatment options for patients with liver diseases. 

Various clinical (de Bruyn and Graviss, 2001),
serological (Mal et al., 1998) and imaging (Carrion et
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al., 2006; Nedredal et al., 2011) parameters have been
assessed for their relationship to HVPG. Recently,
however, efforts have been made to show relationships
between HVPG and histopathological parameters of
liver biopsies from cirrhotic patients (Nagula et al.,
2006; Kumar et al., 2008; Calvaruso et al., 2009;
Sethasine et al., 2012; Rastogi et al., 2013). These
studies have shown that fibrosis area, small nodularity
and septal thickness correlate with HVPG. Furthermore,
fibrosis area and nodular size were found to distinguish
clinically significant portal hypertension, defined as
HVPG ≥10 mmHg, consistent with clinical evidence of
portal hypertension such as the appearance of
esophageal varices. 

Hepatic microvessel changes rather than fibrosis
itself are regarded as important pathophysiological
features of portal hypertension (Fernandez et al., 2009;
Valfrè et al., 2009). Angiogenesis, a key change in
vasculature during cirrhosis, has been shown to
contribute to the development of portal hypertension
(Thabut and Shah, 2010). Moreover, the concentrations
of angiogenic factors, including vascular endothelial
growth factor and platelet derived growth factor, were
found to increase in proportion to the severity of liver
diseases (Jaroszewicz et al., 2008; Diang et al., 2012).
We therefore hypothesized that quantitative analysis of
angiogenesis, as shown by CD34 immunostaining, could
more accurately evaluate portal pressure than fibrosis
area and nodule size. Using a rat model of carbon
tetrachloride (CCl4) induced cirrhosis, we therefore
assessed the correlation between the degree of
angiogenesis, i.e. CD34-positive microvessel density
(MVD) and portal pressure, to determine if MVD could
discriminate portal hypertension in these animals. 
Materials and methods 

Induction of cirrhosis by CCl4
Forty-six male adult Sprague-Dawley rats, weighing

180-220 g, were maintained in an environmentally
controlled room (23±2°C, 55±10% humidity) with a 12-
hour light/dark cycle and free access to food and water.
Cirrhosis was induced by intraperitoneal (i.p.) injection
of 2 ml of a mixture of CCl4 and olive oil (4:6, v/v) per
kg body weight, which results in a high degree of micro
nodular cirrhosis after approximately 12 weeks. After
administration of CCl4 for eight weeks, ascites and
mesenteric collateral circulation developed in a majority
of rats once portal pressure was over 10 mmHg. We
therefore used 10 mmHg as a cut-off value to distinguish
rats with mild or significant portal hypertension. The rats
were euthanized at 0 (control), 4, 8, and 12 weeks. All
animal experiments were performed in accordance with
the guiding principles for the care and use of laboratory
animals approved by the Research Ethics Committee of
the Beijing Friendship Hospital, Capital Medical
University, China (Permit Number: 12-1004). 

In vivo hemodynamic measurement of portal pressure

A catheter (ID 0.86 mm, OD 1.27 mm) was inserted
into the portal vein of each rat via the ileocolic vein
(Castañeda et al., 2000; García-Calderó et al., 2011). The
catheter was connected to a highly sensitive pressure
transducer (BL-420S Physiological Systems, Taimeng
Instruments, Chengdu, China), which was used to
continuously record portal pressure during a 10-minute
stabilization period (Zhang et al., 2012). The animals
were euthanized as above with an overdose of sodium
pentobarbital and their livers and spleens were removed
and weighed. All livers were subsequently assessed
histopathologically. 
MVD by CD 34 immunostaining

Sections were incubated with goat polyclonal
antibodies against rat CD34 (LS-C150289, LifeSpan
BioSciences, Seattle, WA, USA) and expressed as the
mean number of CD34-positive microvessels per mm2
(Fig. 1A). Weidner et al. reported a significant direct
association between the incidence of metastasis in
patients with breast cancer and microvessel density
(MVD) (Weidner et al., 1991). This study measured
MVD by light microscopy at under 200× magnification
in a single tumor invasive area, with positive
microvessels counted and called MVD. In our study,
MVD was calculated by a modification of Weidner’s
method, as described below. The areas containing the
highest numbers of stained positive microvessels, which
were treated as ‘hot spots’, were first identified at low
magnification (×10). Once five ‘hot spots’ were
recognized, individual positive microvessels were
automatically counted under magnification (×20) with
the aid of IPP software. Any brown-staining endothelial
cells or endothelial cell clusters, clearly separate from
adjacent microvessels and other connective-tissue
elements, were considered single countable microvessels
(Maeda et al., 1996). In our study, vessel lumens were
not necessarily defined as individual microvessels, and
red cells were not used to define vessel lumens. Our
MVD results were therefore the average number of
positive micro vessels calculated from five ‘hot spots’. 
Histopathological assessment of fibrosis and nodule size

Liver samples were routinely fixed in formalin and
embedded in paraffin, and the slides were stained for
collagen with Sirius-Red. Images were captured and
evaluated at 4× magnification for fibrosis area and
nodule size by a single investigator blinded to the results
of portal pressure measurement (Sethasine et al., 2012).
Fibrosis area was calculated as the ratio of the area of
fibrosis to the total sample area and expressed as a
percentage (Fig. 1B), whereas nodule size was expressed
as the sum of the mean maximum lengths (in mm) of all
nodules in that sample, after excluding incomplete
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nodules (Fig. 1C).
Experimental settings for image morphometry

Fibrosis area, MVD and nodule size were
quantitatively assessed with a microscope (Olympus
BX53; Olympus, Tokyo, Japan) and a digital camera
recorder (Olympus DP72) connected to a computer. All
acquired images were analyzed using Image Pro-plus 6.0
software (Media Cybernetics, Rockville, MD, USA). 
Statistical analysis

All statistical analyses were performed using SPSS
16.0 statistical package (IBM, Chicago, IL, USA), with a
p value <0.05 considered statistically significant.
Continuous variables were expressed as median (P25-
P75) and compared in rats with portal pressures <10
mmHg and ≥10 mmHg using the Mann-Whitney U test.
Correlations between variables were evaluated using
Pearson’s or Spearman’s coefficient analysis. Variables
with p<0.05 were entered into a stepwise multivariable
regression analysis. Receiver operating characteristic
(ROC) curve analysis was used to maximize the
sensitivity and specificity of MVD in discriminating
between mild and significant portal hypertension,
defined as portal pressure ≥10 mmHg (Youden, 1950;
Hilden and Glasziou, 1996). 
Results 

A comparison of rats with portal pressure <10 mmHg
and ≥10 mmHg

We successfully measured portal pressure in 42 of
the 46 rats treated with CCl4. Mean portal pressure from
normal control rats was 6.3mmHg (n=8) and median
value of portal pressure was 11.52 mmHg in all rats
(n=42). Twenty-seven (64%) had portal pressure ≥10
mmHg, which is defined as significant portal
hypertension, with the other 15 (36%) having portal
pressure <10 mmHg. MVD was 4.5-fold higher, fibrosis

area 13.0-fold higher, liver weight 1.3-fold higher and
spleen weight 2.2-fold higher in the rats with portal
pressure ≥10 mmHg than in those with portal pressure
<10 mmHg (Table 1). Body weight, however, was
similar in these two groups.
Relationship between portal pressure and histo-
pathological parameters in all rats

Univariate analysis identified three parameters that
significantly correlated with portal pressure: MVD
(r=0.867, p<0.001), fibrosis area (r=0.834, p<0.001) and
spleen weight (r=0.656, p<0.001). Portal pressure was
also weakly correlated with liver weight (r=0.349,
p=0.023), but did not correlate with nodule size(r=
-0.371, p=0.052) (Table 2). On multivariate analysis,
only MVD (r=0.491, p=0.002) and fibrosis area
(r=0.545, p<0.001) were independently predictive of
portal pressure. Stepwise multiple regression analysis
showed that MVD (r=0.408, p=0.002) and fibrosis area
(r=0.441, p<0.001) were independently correlated with
portal pressure.
Relationship between portal pressure and histological
parameters in rats with significant portal hypertension

Univariate analysis of the 27 rats with significant
portal hypertension showed that only MVD significantly
correlated with portal pressure (r=0.778, p<0.001). A
weak correlation was observed between portal pressure
and fibrosis area (r=0.429, p=0.026), but there was no
correlation between portal pressure and either liver (r=
-0.161, p=0.422) or spleen (r=0.177, p=0.378) weight
(Table 2). The correlation between portal pressure and
nodular size was also analyzed in 26 rats with significant
portal hypertension, but no correlation was observed (r=
-0.264, p=0.193). On multivariate analysis, only MVD
(r=0.731, p<0.001) were independently predictive of
portal pressure. Multivariate regression analysis showed
that only MVD was independently correlated with portal
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Table 1. Histological parameters, body weight, liver and spleen weight
and portal pressure in rats with portal pressure <10 mmHg and ≥10
mmHg.

Parameters Portal Pressure Portal Pressure p value
<10 mmHg (n=15) ≥10 mmHg (n=27)

Microvessel density
(number/mm2) 13.16 (9.14-19.56) 56.47 (30.81-66.92) <0.001
Fibrosis area (%) 0.94 (0.39-2.66) 12.25 (8.45-15.50) 0.001
Body weight (g) 404.6 (299.9-463.9) 428.5 (388.2-480.8) 0.138
Liver weight (g) 10.98 (9.89-13.13) 14.30 (12.12-15.87) 0.001
Spleen weight (g) 0.93 (0.89-1.04) 2.03 (1.64-2.56) <0.001

Results are expressed as median (P25-P75).

Table 2. Correlations between histological parameters and liver and
spleen weight with portal pressure in rats with portal pressure<10 mmHg
and ≥10 mmHg.

Parameters All Rats Portal Pressure ≥10 mmHg
Pearson’s correlation Pearson’s correlation 
coefficient (n = 42) P value coefficient (n=27) P value

Microvascular density 
(number/mm2) 0.867 <0.001 0.778 <0.001
Fibrosis area (%) 0.832 <0.001 0.429 0.026
Nodule size (mm) −0.371 0.052 −0.264 0.193
Liver weight (g) 0.349 0.023 −0.161 0.422
Spleen weight (g) 0.656 <0.001 0.177 0.378

Nodules not ful ly formed in rats with mild or moderate portal
hypertension were excluded.
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Fig. 1. Image analysis and
morphometry of (A) microvessel
density (MVD), as shown by CD34
immunostaining; (B) fibrosis area,
as shown by Sirius Red staining;
and (C) nodule size, as shown by
maximum length (μm) of each
Sirius Red-stained nodule. All
images were automatically
analyzed by Image Pro-plus 6.0
software (Media Cybernetics,
Rockville, MD, USA).



pressure (r=0.074, p<0.001).
Receiver operating characteristic curve analysis of MVD
and fibrosis area in the discrimination of significant portal
hypertension in all rats

The ROC curve was calculated from all rats. For the
prediction of portal pressure ≥10 mmHg, the AUROC
for MVD was 0.953 (95% CI: 0.875-1.031) and the
optimal cutoff value for MVD was 18/mm2, with 96.3%
sensitivity and 93.3% specificity (Fig. 2A). Additionally,
the AUROC for fibrosis area predictive of portal
pressure ≥10 mmHg was 0.985 (95% CI 0.985-1.012),
and the optimum cutoff value was 6.34%, with a
sensitivity of 88.9% and a specificity of 100% (Fig. 2B).
Micrographs of MVD and fibrosis area are shown in Fig.
3
Discussion 

The process of liver cirrhosis has been shown to
increase angiogenesis, both in chronic liver diseases in
humans and in experimental fibrotic models in rodents
(Lemos and Andrade, 2010; Coulon et al., 2011). Co-
occurrence of fibrogenesis and angiogenesis in cirrhotic
livers increases the resistance of the intrahepatic
circulation, which plays an important role in the
development of portal hypertension (Thabut and Shah,
2010). Angiogenesis in turn, is likely to significantly
contribute to the perpetuation and amplification of
inflammatory responses through the expression of
chemokines and/or adhesion molecules and by recruiting
inflammatory cells, resulting in the progression of
fibrosis and the exacerbation of portal hypertension

(Jackson et al., 1997). Taken together, these findings
indicate that angiogenesis, fibrogenesis and portal
hypertension are closely integrated. 

Although MVD has been reported to correlate with
the degree of liver fibrosis (Fernandez et al., 2009), its
ability to discriminate portal pressure had not previously
been tested. We found that MVD was significantly
higher in cirrhotic rats with portal pressure ≥10 mmHg
than in rats with portal pressure <10 mmHg. We also
found a significant correlation between MVD and portal
pressure, confirming our hypothesis that MVD is an
independent histopathological determinant of significant
portal hypertension. Thus, measuring MVD may have
prognostic value in predicting the occurrence of portal
hypertension-related complications. 

Previous studies have correlated histopathological
parameters on liver biopsies with portal pressure
measured by HVPG in patients with cirrhosis. Those
studies found that fibrosis area and nodule size were
diagnostic of portal hypertension (Nagula et al., 2006;
Kumar et al., 2008; Calvaruso et al., 2009; Sethasine et
al., 2012; Rastogi et al., 2013). Similarly, we found that
fibrosis area was an important determinant of portal
hypertension, whereas MVD was superior to fibrosis
area in the evaluation of significant portal hypertension.
Firstly, CD34 immunostaining is more sensitive in
revealing sinusoidal capillaries and isolated neo-micro
vessels not recognized by staining for collagen with
Sirius Red. Thus, CD34 staining may be better able than
collagen staining to detect the subtle and terminal
pathophysiological vascular changes associated with
portal hypertension. Secondly, the formation of
sinusoidal capillaries has been shown to cause portal
hypertension during the early stage of liver damage,
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Fig. 2. Receiver operating
characteristic curve analysis
of (A) MVD and (B) fibrosis
area as predictors of
significant portal hypertension
in all rats. MVD, microvessel
density.



prior to collagen deposition (Zhang et al., 2004). In
addition, deposition of collagen decreases during later
stages of cirrhosis owing to the down-regulation of
fibrogenic cytokines resulting from parenchyma
distinction (Gressner et al., 2006; Kuriyama et al., 2007;
Wirkowska and Paczek, 2011). In contrast, angio-
architecture remodeling continues, even during the
terminal stages of cirrhosis, as evidenced by the
progressive increase of HVPG in cirrhotic patients.
Thirdly, although fibrotic scarring is closely related to
increased vascular resistance caused by structural
changes, hyperdynamic splanchnic circulation, another
important pathophysiologic characteristic of portal
hypertension, could not be satisfactorily revealed by
collagen staining (Rappaport et al., 1983; Nagula et al.,
2006; Sethasine et al., 2012). Angiogenesis was not only
closely associated with increased sinusoidal resistance

(Thabut and Shah, 2010), but also with the formation of
portosystemic collateralization (Fernandez et al., 2004,
2005, 2007) and increased intrahepatic hyperkinetic
circulation (Lee et al., 1999; Sumanovski et al., 1999;
Geerts et al., 2006; Moreau and Lebrec, 2006). These
data, together with our findings, suggest the importance
of angiogenesis in the formation and maintenance of
portal hypertension, which may explain our almost
perfect correlation between MVD and portal pressure.

In contrast to earlier studies, however, we observed
no correlation between nodule size and portal pressure,
primarily because nodule size varied considerably within
each pathological section. In contrast to the large sizes of
resected livers in animal models of fibrosis, enabling
assays of nodule size throughout the liver, liver biopsies
taken from patients are much smaller, restricting
determination of nodule size due to sampling errors
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Fig. 3. Representative images in rats (A, C) without and (B, D) with significant portal pressure. In (A) and (C), several CD34-positive vessels were
detected in the fibrotic septa, with mild fibrosis starting and extending from hepatic central venules (CD34 immunostaining). In (B) and (D), the cirrhotic
nodules are surrounded by a dense vascular plexus (Sirius - Red). Some scattered sinusoidal endothelial cells were also positive, with the formation of
small nodules. A, B, x 20; C, D, x 40



(Castera, 2008). Our findings therefore indicate that
nodule size is not an appropriate histopathological
parameter for the discrimination of portal hypertension.
Finally, we found that spleen weight correlated
significantly with portal hypertension, suggesting that
measurements of spleen volume in clinical settings may
have a role in the evaluation of portal hypertension.

One limitation of this study was its use of an animal
model, not human patients. In fact, our preliminary
results showed that the degree of angiogenesis revealed
by CD34 in chronic hepatitis B patients of stage 2 and 4
step-wise increased with the severity of liver fibrosis
(data not shown). At present, liver biopsy remains the
gold standard for evaluating the grade and stage of
chronic liver disease. Histological diagnosis of liver
biopsy specimens may provide further evidence, using
CD34 immunostaining to predict the likelihood of portal
hypertension. 

In conclusion, our results confirmed that
quantification of liver fibrosis, expressed as fibrosis
area, correlated with portal pressure, making this
parameter useful in discriminating portal pressure. More
importantly, for the first time, we showed that MVD,
measured as CD34 immunostaining, was a
histopathological parameter with even greater ability
than fibrosis area in differentiating significant portal
hypertension. Measurement of MVD in patients with
liver diseases may play an important role in the
evaluation of portal hypertension. 
Acknowledgements. This study was supported by grants from the
Beijing Nova program of China (Grant Number 2009 B45) and the
National Natural Science Foundation of China (Grant Number
81000178).

References

Calvaruso V., Burroughs A.K., Standish R., Manousou P., Grillo F.,
Leandro G., Maimone S., Pleguezuelo M., Xirouchakis I., Guerrini
G.P., Patch D., Yu D., O'Beirne J. and Dhillon A.P. (2009).
Computer-assisted image analysis of liver collagen: relationship to
Ishak scoring and hepatic venous pressure gradient. Hepatology 49,
1236-1244.

Cardenas A. and Gines P. (2009). Portal hypertension. Curr. Opin.
Gastroenterol. 25, 195-201.

Carrion J.A., Navasa M., Bosch J., Bruguera M., Gilabert R. and Forns
X. (2006).Transient elastography for diagnosis of advanced fibrosis
and portal hypertension in patients with hepatitis C recurrence after
liver transplantation. Liver Transpl. 12, 1791-1798. 

Castañeda B., Debernardi-Venon W., Bandi J.C., Andreu V., Pérez-del-
Pulgar S., Moitinho E., Pizcueta P. and Bosch J. (2000). The role of
portal pressure in the severity of bleeding in portal hypertensive rats.
Hepatology 31, 581-586.

Coulon S., Heindryckx F., Geerts A., Van Steenkiste C., Colle I. and
Van Vlierberghe H. (2011). Angiogenesis in chronic liver disease
and its complications. Liver Int. 31, 146-162. 

Castera L. (2008). Assessing liver fibrosis. Expert Rev. Gastroenterol.
Hepatol. 2, 541-552.

de Bruyn G. and Graviss E.A. (2001). A systematic review of the
diagnostic accuracy of physical examination for the detection of
cirrhosis. BMC Med. Inform. Decis. Mak. 1, 6.

Diang X.C., Ma L.N., Li Y.F., Liu X.Y., Zhang X., Liu J.Y., Sheng Y.J.,
Zhang D.Z., Hu H.D. and Ren H. (2012). Association between
serum platelet-derived growth factor BB and degree of liver damage,
fibrosis and hepatitis B e antigen (HBeAg) status in CHB patients.
Hepatogastroenterology 59, 2357-2360. 

Fernandez M., Vizzutti F., Garcia-Pagan J.C., Rodes J. and Bosch J.
(2004). Anti-VEGF receptor-2 monoclonal antibody prevents portal-
systemic collateral vessel formation in portal hypertensive mice.
Gastroenterology 126, 886-894.

Fernandez M., Mejias M., Angermayr B., Garcia-Pagan J.C., Rodes J.
and Bosch J. (2005). Inhibition of VEGF receptor-2 decreases the
development of hyperdynamic splanchnic circulation and portal-
systemic collateral vessels in portal hypertensive rats. J. Hepatol.
43, 98-103.

Fernandez M., Mejias M., Garcia-Pras E., Mendez R., Garcia-Pagan
J.C. and Bosch J. (2007). Reversal of portal hypertension and
hyperdynamic splanchnic circulation by combined vascular
endothelial growth factor and platelet-derived growth factor blockade
in rats. Hepatology 46, 1208-1217. 

Fernandez M., Semela D., Bruix J., Colle I., Pinzani M. and Bosch J.
(2009). Angiogenesis in liver disease. J. Hepatol. 50, 604-620.

García-Calderó H., Rodríguez-Vilarrupla A., Gracia-Sancho J., Diví M.,
Laviña B., Bosch J. and García-Pagán J.C. (2011). Tempol
administration, a superoxide dismutase mimetic, reduces hepatic
vascular resistance and portal pressure in cirrhotic rats. J. Hepatol.
54, 660-665. 

Geerts A.M., De Vriese A.S., Vanheule E., Van Vlierberghe H., Mortier
S., Cheung K.J., Demetter P., Lameire N., De Vos M. and Colle I.
(2006). Increased angiogenesis and permeability in the mesenteric
microvasculature of rats with cirrhosis and portal hypertension: an in
vivo study. Liver Int. 26, 889-898.

Gressner A.M., Yagmur E., Lahme B., Gressner O. and Stanzel S.
(2006). Connective tissue growth factor in serum as a new
candidate test for assessment of hepatic fibrosis. Clin. Chem. 52,
1815-1817. 

Groszmann R.J. and Wongcharatrawee S. (2004). The hepatic venous
pressure gradient: anything worth doing should be done right.
Hepatology 39, 280-282.

Hilden J. and Glasziou P. (1996). Regret graphs, diagnostic uncertainty
and Youden's Index. Stat. Med. 15, 969-986. 

Jackson J.R., Seed M.P., Kircher C.H., Willoughby D.A. and Winkler
J.D. (1997). The codependence of angiogenesis and chronic
inflammation. FASEB J. 11, 457-465. 

Jaroszewicz J., Januszkiewicz M., Flisiak R., Rogalska M., Kalinowska
A. and Wierzbicka I. (2008). Circulating vascular endothelial growth
factor and its soluble receptors in patients with liver cirrhosis:
possible association with hepatic function impairment. Cytokine 44,
14-17. 

Kumar M., Sakhuja P., Kumar A., Manglik N., Choudhury A., Hissar S.,
Rastogi A. and Sarin S.K. (2008). Histological subclassification of
cirrhosis based on histological-haemodynamic correlation. Aliment
Pharmacol. Ther. 27, 771-779. 

Kuriyama S., Yokoyama F., Inoue H., Takano J., Ogawa M., Kita Y.,
Yoshiji H., Deguchi A., Kimura Y., Himoto T., Yoneyama H.,
Kurokohchi K., Masaki T., Uchida N. and Watanabe S. (2007).
Sequential assessment of the intrahepatic expression of epidermal

211
Angiogenesis and portal hypertension



growth factor and transforming growth factor-beta1 in
hepatofibrogenesis of a rat cirrhosis model. Int. J. Mol. Med. 19,
317-324.

Lemos Q.T. and Andrade Z.A. (2010). Angiogenesis and experimental
hepatic fibrosis. Mem. Inst. Oswaldo Cruz 105, 611-614. 

Lee P.C., Salyapongse A.N., Bragdon G.A., Shears L.L., Watkins S.C.,
Edington H.D. and Billiar T.R. (1999). Impaired wound healing and
angiogenesis in eNOS-deficient mice. Am. J. Physiol. 277, H1600-
1608.

Mal F., Hartmann D.J., Trinchet J.C., Lacombe F., Ville G. and
Beaugrand M. (1988). Serum laminin and portal pressure in
alcoholic cirrhosis. A study of 39 patients. Gastroenterol. Clin. Biol.
12, 841-844. 

Maeda K., Chung Y.S., Ogawa Y., Takatsuka S., Kang S.M., Ogawa M.,
Sawada T. and Sowa M. (1996). Prognostic value of vascular
endothelial growth factor expression in gastric carcinoma. Cancer
77, 858-863.

Moreau R. and Lebrec D. (2006). Molecular and structural basis of
portal hypertension. Clin. Liver. Dis. 10, 445-457.

Nagula S., Jain D., Groszmann R.J. and Garcia-Tsao G. (2006).
Histological- hemodynamic correlation in cirrhosis-a histological
classification of the severity of cirrhosis. J. Hepatol. 44, 111-117. 

Nedredal G.I., Yin M., McKenzie T., Lillegard J., Luebke-Wheeler J.,
Talwalkar J., Ehman R. and Nyberg S.L. (2011). Portal hypertension
correlates with splenic stiffness as measured with MR elastography.
J. Magn. Reson. Imaging 34, 79-87. 

Rappaport A.M., MacPhee P.J., Fisher M.M. and Phillips M.J. (1983).
The scarring of the liver acini (Cirrhosis). Tridimensional and
microcirculatory considerations. Virchows Arch. (A). 402, 107-
137.

Rastogi A., Maiwall R., Bihari C., Ahuja A., Kumar A., Singh T., Wani
Z.A. and Sarin S.K. (2013). Cirrhosis histology and Laennec staging
system correlate with high portal pressure. Histopathology 62, 731-
741.

Ripoll C., Groszmann R., Garcia-Tsao G., Grace N., Burroughs A.,
Planas R., Escorsell A., Garcia-Pagan J.C., Makuch R., Patch D.,
Matloff D.S. and Bosch J. (2007). Hepatic venous pressure gradient
predicts clinical decompensation in patients with compensated

cirrhosis. Gastroenterology 133, 481-488.
Sethasine S., Jain D., Groszmann R.J. and Garcia-Tsao G. (2012).

Quantitative histological-hemodynamic correlations in cirrhosis.
Hepatology 55, 1146-1153. 

Snowdon V.K., Guha N. and Fallowfield J.A. (2012). Noninvasive
evaluation of portal hypertension: emerging tools and techniques.
1st ed. Guruprasad P. Aithal. (eds). Hindawi Publishing Corporation.
Egypt. 7. 

Sumanovski L.T., Battegay E., Stumm M., van der Kooij M. and Sieber
C.C. (1999). Increased angiogenesis in portal hypertensive rats: role
of nitric oxide. Hepatology 29, 1044-1049.

Thabut D. and Shah V. (2010). Intrahepatic angiogenesis and sinusoidal
remodeling in chronic liver disease: new targets for the treatment of
portal hypertension. J. Hepatol. 53, 976-980. 

Thalheimer U., Bellis L., Puoti C. and Burroughs A.K. (2011). Should we
routinely measure portal pressure in patients with cirrhosis, using
hepatic venous pressure gradient (HVPG) as a guide for prophylaxis
and therapy of bleeding and rebleeding? No. Eur. J. Intern. Med. 22,
5-7.

Valfrè di Bonzo L., Novo E., Cannito S., Busletta C., Paternostro C.,
Povero D. and Parola M. (2009). Angiogenesis and l iver
fibrogenesis. Histol. Histopathol. 24, 1323-1341.

Weidner N., Semple J.P., Welch W.R. and Folkman J.(1991). Tumor
angiogenesis and metastasis-correlation in invasive breast
carcinoma. N. Eng. J. Med. 324, 1-8.

Wirkowska A. and Paczek L. (2011). Liver fibrosis and cirrhosis-causes.
Part I. Przegl. Lek. 68, 222-227.

Youden W.J. (1950). Index for rating diagnostic tests. Cancer 3, 32-35. 
Zhang R.P., Zhang W.H., Xue D.B. and Wei Y.W. (2004). Morphology of

portal hypertension at the early stage of liver damage induced by
CCl4: an experimental study with dogs. Zhonghua Yi Xue Za Zhi 84,
1118-1121. 

Zhang T., Xu X.Y., Zhou H., Zhao X., Song M., Zhang T.T., Yin H., Li T.,
Li P.T. and Cai D.Y. (2012). A pharmacodynamic model of portal
hypertension in isolated perfused rat liver. World J. Gastroenterol.
18, 472-478. 

Accepted August 9, 2014

212
Angiogenesis and portal hypertension


