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Abstract

Background

Recent reports showed that the CHADS2 score predicted the risk of strokes in patients with-

out atrial fibrillation (AF). Although the hypercoagulability may contribute to the thrombogen-

esis, it has not been fully investigated due to a lack of a sensitive evaluation modality.

Recently a novel dielectric blood coagulometry (DBCM) was invented for evaluating the

coagulability by measuring the temporal change in whole blood dielectric permittivity.

Objective

We evaluated the utility of the DBCM for identifying the coagulability.

Patients/Methods

For fundamental experiments, 133 citrated blood samples were drawn from subjects with or

without heparin administration. A DBCM analysis was performed to find the adequate coag-

ulation index, and to delineate its measurement range by adding recombinant human tissue

factor (TF) or heparin. Then the coagulability was assessed by DBCM and conventional

coagulation assays in 84 subjects without AF, who were divided into 3 groups by their

CHADS2 score. Another 17 patients who received warfarin were also assessed by DBCM

to evaluate the effect of anticoagulants.

Results and Conclusions

We calculated the derivative of the dielectric permittivity change after recalcification, and

extracted the end of acceleration time (EAT) as a novel index. The EAT showed a dose-

dependent shortening with the addition of serial dilutions of TF (×10−2 to ×10−4), and a

dose-dependent prolongation with the addition of heparin (0.05 to 0.15 U/ml). The EAT was
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significantly shorter in the higher CHADS2 score group (19.8 ± 4.8, 18.6 ± 3.1, and 16.3 ±

2.7 min in the CHADS2 = 0, 1, and�2 groups, respectively, p = 0.0065 by ANOVA). Patients

receiving warfarin had a significantly more prolonged EAT than those without warfarin (18.6

±4.2 vs. 25.8±7.3 min, p <0.001). DBCM detected the whole blood coagulability with a high

sensitivity. Subjects with higher CHADS2 scores exhibited hypercoagulability without AF.

Introduction
Atrial fibrillation (AF) is the most common sustained form of tachyarrhythmias, and it has
been widely accepted that AF is an independent risk factor for a stroke [1]. The CHADS2 score,
or CHA2DS2-Vasc score are widely utilized for the risk stratification of strokes [2, 3], and used
to guide anticoagulation therapy in patients with AF [4]. Although the CHADS2 score was
developed to target patients with AF, the components of the CHADS2 score (congestive heart
failure, hypertension, age�75, diabetes mellitus [1 point each], and prior strokes or transient
ischemic attacks [2 points]) are well known contributors to cardiovascular events, indepen-
dently of AF. Several findings indicated that a higher CHADS2 score was related to a poor
prognosis both in patients with and without AF [5]. Further studies revealed that the CHADS2
score predicted the risk of strokes in the absence of AF with coronary heart disease [6] and
patients without AF [7, 8] including asymptomatic AF [9, 10].

In the classical recognition of the mechanism of thrombosis by Virchow, blood clot forma-
tion is accelerated by three factors: the stasis of the blood flow, endothelial injury, and hyperco-
agulability. It has been considered that the components of the CHADS2 score are related to the
risk factors for endothelial impairment and atherosclerosis. Moreover, several studies have
indicated that aging [11, 12], diabetes [13–15], and heart failure [16, 17] are also involved in
the increased coagulability of blood. These findings suggested that a high CHADS2 score was
related to the hypercoagulability. However, the relationship between the CHADS2 score and
coagulability of blood has not been fully elucidated.

Another issue regarding the assessment of the coagulability is the small amount of estab-
lished modalities to quantify the change in the whole blood coagulability. Recently a novel
dielectric blood coagulometry (DBCM) has been invented for the evaluation of the coagulabil-
ity [18, 19]. The DBCMmeasures the temporal change in the whole blood dielectric permittiv-
ity, which represents the aggregation of red blood cells. Although the theoretical studies have
been published, a clinically relevant coagulation index has not been established utilizing the
DBCM.

We hypothesized that the DBCMmay have a potential to delineate small changes in the
whole blood coagulability, and may identify the hypercoagulability related to a high CHADS2
score. Thus we aimed to establish a novel index to represent the whole blood coagulability
from the DBCM analysis, and to compare it among different CHADS2 score patients without
AF.

Materials and Methods

Study subjects
The study group consisted of a cumulative total of 234 subjects including healthy controls and
patients who were referred to Tokyo Medical and Dental University for the treatment of car-
diovascular disease. Exclusion criteria were as follows; documented AF, recent malignant dis-
ease, treatment with anticoagulants or contraceptives, systemic inflammation, and an
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abnormal bleeding history. The study was approved by the ethics committee of Tokyo Medical
and Dental University (No. 1849). Blood samples were collected after written informed consent
was obtained.

Collection of blood samples and conventional coagulation assays
Blood samples were drawn from the cubital vein with minimum stasis unless described specifi-
cally. The first 0.5 ml of the drawn blood was discarded, and the remaining blood was kept in
tubes containing 3.13% sodium citrate. The collected blood was analyzed by DBCM and con-
ventional coagulation assays. The blood samples were kept at room temperature until the
DBCMmeasurement. The measurement of the DBCM was performed at 3 to 5 hours after the
blood collection. For the measurement of the conventional coagulation assays, plasma was
obtained by centrifugation with 1500 × g for 15 min at room temperature. The conventional
assays were performed with Recombiplastin (Instrumentation Laboratory, MA, USA) for the
prothrombin time (PT), Thrombocheck APTT-SLA (Sysmex, Kobe, Japan) for the activated
partial thromboplastin time (aPTT), and LPIA genesis D-dimer (LSI Medience, Tokyo, Japan)
for the D-dimer.

Dielectric Blood Coagulometry (DBCM)
DBCM was performed using a prototype dielectric coagulometer (Sony Corp., Tokyo, Japan).
The DBCMmeasured the dielectric permittivity in frequencies ranging from 100 Hz to 16
MHz, with sampling intervals of 1 min. The measurement was completed 60 min after the
recalcification. The dielectric permittivity was normalized compared to its initial value, and
represented normalized permittivity. The blood samples were heated at 37°C throughout the
measurements. The DBCM utilized 180 μl of citrated whole blood. The blood sample was ini-
tially mixed with 15 μl of 160 mM CaCl2, and other agents if needed. The result of the DBCM
was analyzed by conducting a 5-point smoothing derivative of the dielectric permittivity at 10
MHz using the linear/quadratic Savitzky-Golay filter.

This study consisted of 5 experiments: an establishment of a novel coagulation index from
the temporal change in the dielectric permittivity (study 1), an evaluation of the reproducibility
and the measurement range of the DBCM for detecting the hyper- and hypo-coagulability
(study 2, 3, and 4), and an evaluation of the blood coagulability in the patients with cardiovas-
cular disease (study 5).

Study 1. Citrated blood samples were obtained from 50 healthy subjects and 10 patients
who underwent a cardiac physiological study with the administration of heparin. In the patient
group, blood was drawn through an introducer sheath. The normal blood and heparinized
blood were analyzed by the DBCM.

Study 2. Forty cases were enrolled for an evaluation of the within-run reproducibility of
the DBCM from the same blood sample.

Study 3. Twenty-five subjects were enrolled for a comparison between the DBCM analysis
and activated coagulation time (ACT). The ACT was measured using a Hemochron 401 (Inter-
national Technidyne Corp., Edison, NJ, USA).

Study 4. Eight healthy controls were enrolled in this protocol. A citrated blood sample was
taken, followed by a mixing serial (0, 0.05, 0.10, and 0.15 U/ml) concentration of unfractio-
nated heparin (Novo heparin, Mochida Pharmaceutical, Tokyo, Japan). Another set of samples
was prepared by adding a recombinant human tissue factor (TF) reagent (Recombiplastin),
with a serial dilution ranging from ×10−2 to ×10−6. Five μl of a diluted TF reagent was added
with CaCl2 to citrated blood at the beginning of the DBCM analysis. The blood samples with
heparin or the TF reagent were analyzed with a control sample by DBCM.
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Study 5. Eighty-four subjects were enrolled. Citrated blood samples were analyzed by the
DBCM. Further, the PT, aPTT, and D-dimer were also measured in a subgroup of subjects. The
subjects were classified according to their CHADS2 or CHA2DS2-Vasc score for a comparison of
the coagulation parameters. We also enrolled 17 patients who received anticoagulation with war-
farin, to compare the DBCM parameters between the groups with and without anticoagulation.

Statistical analysis
Statistical analyses were performed by JMP110 software (SAS Institute Inc., Cary, NC, USA).
The data are expressed as mean ± standard deviation. Two group comparisons were analyzed
by the unpaired Student’s t-test or paired t-test. Three group comparisons were analyzed by
one-way ANOVA and Tukey-Kramer’s multiple comparison. The relationship between 2
parameters were explored using Pearson correlation test, and intraclass correlation efficient
was calculated. A p<0.05 was considered statistically significant.

Results

Temporal and Spectral Changes in the Dielectric Permittivity with whole
blood coagulation
We pursued to establish an adequate index to evaluate the coagulation status in the DBCM analy-
ses. The DBCMmeasured dielectric permittivity in a frequency range from 100 Hz to 16 MHz
every 1 minute, up to 60 minutes after recalcification. The results of the DBCM are represented
as a 3D plot of the permittivity against the time after recalcification and the frequency of the
alternative current (Fig 1A). We compared two samples; normal blood and sufficiently heparin-
ized blood. The heparinized blood sample did not form any blood clots at the end of the measure-
ment. The DBCM analysis of the normal control blood exhibited a gradual increase in the
dielectric permittivity at a frequency range between 2.5 MHz to 16MHz. However, the heparin-
ized sample exhibited no increase in the dielectric permittivity at that frequency range. Thus, we
focused on the temporal change in the dielectric permittivity at 10MHz (Fig 1B). The temporal
change in the dielectric permittivity represented a sigmoidal increase in the normal blood sample,
but that in the heparinized sample did not show any elevation of the permittivity. We calculated
the derivative of the dielectric permittivity at this frequency, so that the derivative curve repre-
sented the temporal acceleration of the coagulation. The maximum value of the derivatives ran-
ged between 0.012 and 0.044 (0.026 ± 0.007) in the normal samples with blood clot formation,
however, that in the heparinized sample did not exceed 0.01 (0.004 ± 0.003), and it showed no
overlap between the normal and heparinized blood samples (Fig 1C). These findings suggested
that blood clot was generated when the maximum value of the derivative exceeded 0.01. We cal-
culated the index representing coagulation, the end of acceleration time (EAT), defined as the
time at which the derivative of the permittivity crossed 10% of the maximum value in its
descending phase, only when the maximum value of the derivative exceeded 0.01 (Fig 1B).

We set the cutoff value for the EAT according to the following findings: several cases had a
fluctuation in the derivative curve after the derivative returned back to zero, indicating comple-
tion of coagulation. We measured the maximum value of this fluctuation, and found it was
6.5% at the highest (S1 Fig). To avoid any contamination of this fluctuation, we defined the
cutoff value of the EAT as 10% of the maximum.

Reproducibility and interchangeability of the DBCM analysis
Since whole blood coagulation assays are sensitive to the measurement condition, we evaluated
the within-run reproducibility using the blood samples from healthy subjects. The EAT at the
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time of the two measurements had a high reproducibility, with an intraclass correlation coeffi-
cient of 0.964 (Fig 2A). We then examined the interchangeability between the EAT and acti-
vated coagulation time (ACT), the most popular conventional whole blood coagulation tests,
using blood samples from healthy controls. In that comparison, the EAT did not show a

Fig 1. Temporal and spectral changes in the dielectric permittivity. (A) The normalized permittivity after
recalcification is plotted from samples with a blood clot formation (left) or without coagulation in patients who
underwent an intravenous heparin administration (heparinized samples) (right). The dielectric permittivity
gradually increases at a range between 2.5 MHz and 16 MHz in samples with clot formation, whereas
heparinized samples show no change in the permittivity in the same frequency range. (B) Representative
traces of a normalized permittivity (top) and its derivative (bottom) at 10 MHz plotted against the time from
recalcification. The solid line represents the trace from a normal sample with blood clot formation, and the
dotted line is that from a heparinized sample without clot formation. The temporal changes in the dielectric
permittivity demonstrate a sigmoidal increase, and its derivative shows a single peak in the normal sample.
The heparinized sample exhibits no increase in the permittivity, as well as the derivative. The end of
acceleration time (EAT) was defined as the time at which the derivative of the permittivity reached the 10%
value in the descending phase. (C) The maximum value of the derivative of the dielectric permittivity was
plotted in normal samples with a blood clot formation and heparinized sample without clot formation (n = 50
for normals, and 10 for heparinized samples).

doi:10.1371/journal.pone.0156557.g001

Hypercoagulability in High CHADS2 Score Patients

PLOS ONE | DOI:10.1371/journal.pone.0156557 June 8, 2016 5 / 16



significant correlation with the ACT (Fig 2B). We also tried to assess the correlation between the
EAT and ACT using blood samples from patients who received intravenous heparin. However,
the blood samples with an ACT>150 sec did not show any increase in the dielectric permittivity
in the DBCM analysis as shown in Fig 1 within 60 min, and the EAT could not be conducted. It
indicated the measurement range of the DBCMwas narrower than that of the ACT.

Measurement range of the coagulability using the DBCM analysis
To further delineate the measurement range of the coagulability that the DBCM could identify,
we evaluated the EAT utilizing blood samples mixed with TF reagent or heparin. The addition
of a serial dilution of TF reagent (10−2 to 10−6 dilution) into the blood samples shifted the per-
mittivity curve to the left, which indicated a dose-dependent acceleration of the coagulation
(Fig 3A). In contrast, the addition of a serial amount of heparin (0 to 0.15 U/ml) into the blood
shifted the permittivity curve to the right, which represented a dose-dependent deceleration of
the coagulation (Fig 3B). The relative change in the EAT was summarized by the dilution of
the TF reagent, which showed a dose-dependent shortening, reaching a statistically significant
difference when the amount of TF was between 10−2 to 10−4 (Fig 3C). On the other hand, the
EAT revealed a dose-dependent increase with the addition of heparin of up to 0.15 U/ml (Fig
3D). We tried to assess the blood samples mixed with a higher concentration of heparin. How-
ever, the blood samples mixed with 0.20 U/ml of heparin showed neither an increase in the
dielectric permittivity nor any visible blood clot formation after the recalcification within the
observation period. A simultaneous measurement of the aPTT in these samples revealed it was
>60 sec. These results indicated that the DBCM had the potential to assess the hypercoagula-
bility for a mixture with a range of 10−2 to 10−4 of diluted TF, and to evaluate the hypocoagul-
ability of up to 0.15 U/ml of heparin, which corresponded to aPTT of less than 60 sec.

We also evaluated the correlation between the EAT and aPTT using these samples mixed
with heparin, which exhibited a strong positive correlation (S2 Fig). Thus the EAT had a cer-
tain interchangeability for aPTT within a limited measurement range.

Fig 2. Reproducibility and interchangeability of the DBCM analysis. (A) The within-run reproducibility of the EAT
is assessed by the correlation between the first measurement of the EAT (EAT1) and second one (EAT2) in healthy
subjects (n = 40). The time interval between the first and second measurements was 3 to 5 minutes. The EAT at the
time of the two measurements had a high reproducibility (y = 0.58 + 0.96x, r = 0.95, p <0.0001). (B) The
interchangeability between the EAT and activated coagulation time (ACT) was evaluated by a simple regression
analysis (n = 25). The EAT shows no significant correlation to the ACT.

doi:10.1371/journal.pone.0156557.g002
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Change in the Coagulability in Patients with a high CHADS2 or
CHA2DS2-Vasc score
Based on these fundamental assessments, we hypothesized that the DBCM was able to evaluate
small changes in the coagulability in clinical samples. Thus, we performed a DBCM analysis in
patients with different CHADS2 scores. The patients were divided into 3 groups according to

Fig 3. Dose-dependent change in the dielectric permittivity in response to TF reagent and heparin. (A
and B) Representative traces of the temporal change in the normalized dielectric permittivity (upper panel)
and its derivative (lower panel) at 10 MHz in a healthy subject. (A) The TF reagent was serially diluted and
added to CaCl2. A lesser dilution of the TF reagent shifted the permittivity curve to the left in a dose-
dependent manner, which means a larger amount of TF enhances the coagulation. The lower panel shows
that the EAT, and the peak of the derivative also shifted to the left in a dose-dependent fashion. (B) A serial
concentration of heparin is added to the citrated blood samples. A larger amount of heparin shifted the
permittivity curve to the right in a dose-dependent fashion. (C) The EAT is normalized to the control
conditions, and plotted against the serial dilution of the TF reagent. The normalized EAT shows a gradual
shortening accompanied with a smaller dilution of the TF. (D) The EAT is normalized to the control sample,
and plotted against the serial concentration of heparin, which shows dose-dependent prolongation. *, p <0.05
vs. control by paired t test.

doi:10.1371/journal.pone.0156557.g003
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their CHADS2 score (CHADS2 = 0, 1, and�2). The baseline characteristics of the study sub-
jects are summarized in Table 1. The PT and aPTT were also measured in 49 cases, and the D-
dimer in 20 cases.

A comparison of the EAT among the 3 groups revealed that high CHADS2 scores were cor-
related with a shortening of the EAT (19.8 ± 4.8, 18.6 ± 3.1, and 16.3 ± 2.7 min in CHADS2 =
0, 1, and�2 groups, respectively, p = 0.0065 by ANOVA). Multiple comparisons revealed that
the CHADS2 �2 group had a significantly shorter EAT than the CHADS2 = 0 group (Fig 4A).
We also compared the PT and aPTT in these groups. There was no significant difference in the
PT (10.3 ± 0.7, 10.0 ± 0.7, and 10.1 ± 0.7 sec for the CHADS2 = 0, 1, and�2 groups, respec-
tively, p = 0.734 by ANOVA), and aPTT (29.8 ± 2.9, 29.5 ± 3.6, and 29.3 ± 2.1 sec for the
CHADS2 = 0, 1, and�2 groups, respectively, p = 0.893 by ANOVA) among the 3 groups (Fig
4B and 4C). However, the CHADS2 �2 group had a significantly higher D-dimer level than
the CHADS2 = 0 or 1 groups (0.00 ± 0.00, 0.39 ± 0.42, and 1.60 ± 1.34 μg/ml in CHADS2 = 0,
1, and�2 groups, respectively, p = 0.006 by ANOVA) (Fig 4D).

The CHA2DS2-Vasc score was also utilized to stratify the risk of a stroke. Thus, the study
group was evaluated for the CHA2DS2-Vasc score. Due to a shortage of the number of sub-
jects, we divided the subjects into 3 groups (CHA2DS2-Vasc = 0–1, 2–3, and �4) (Table 2).
Similarly for the comparison in the CHADS2 score group, the higher CHA2DS2-Vasc score
group had an increased coagulability represented by a shortening of the EAT (19.7 ± 4.9,
18.6 ± 2.9, and 15.4 ± 2.4 min for CHA2DS2-Vasc score = 0–1, 2–3, and�4 groups, respec-
tively, p = 0.0029 by ANOVA). Multiple comparisons revealed that the CHA2DS2-Vasc �4
group had a significantly shorter EAT than both the CHA2DS2-Vasc = 0–1, and 2–3 groups.
However, the PT and aPTT exhibited no differences among the 3 groups (PT: 10.5 ± 0.6,
10.1 ± 0.8, and 10.0 ± 0.6 sec in CHA2DS2-Vasc = 0–1, 2–3, and �4 groups, respectively,
p = 0.238 by ANOVA, and aPTT: 30.5 ± 3.2, 29.5 ± 3.1, and 28.9 ± 2.0 sec for the CHA2DS2-
Vasc = 0–1, 2–3, and �4 groups, respectively, p = 0.428 by ANOVA). In a similar fashion
as the CHADS2 score, D-dimer level in the CHA2DS2-Vasc �4 group was significantly
higher than that in the CHA2DS2-Vasc = 0–1 or 2–3 groups (0.10 ± 0.22, 0.34 ± 0.44, and
1.60 ± 1.34 μg/ml for the CHA2DS2-Vasc score = 0–1, 2–3, and�4 groups, respectively,
p = 0.008 by ANOVA) (Fig 5).

Table 1. Characteristics of the patients classified by the CHADS2 score.

CHADS2 = 0 CHADS2 = 1 CHADS2 �2 p value

n 42 22 20

Female, n (%) 28 (67) 14 (64) 9 (45) 0.25

Age (mean ± SD) 38.0 ± 19.2 63.8 ± 12.8 74.9 ± 8.8 < .0001

CHF, n (%) 0 (0) 0 (0) 3 (15) 0.01

HT, n (%) 0 (0) 14 (64) 14 (70) < .0001

Aged (�75y), n (%) 0 (0) 3 (14) 14 (70) < .0001

DM, n (%) 0 (0) 5 (23) 10 (50) < .0001

Stroke/TIA, n (%) 0 (0) 0 (0) 4 (20) 0.002

β blockers, n (%) 1 (2) 3 (14) 4 (20) 0.07

Ca2+ blockers, n (%) 1 (2) 9 (41) 8 (40) 0.0001

ACE/ARB blockers, n (%) 0 (0) 4 (18) 12 (60) < .0001

Antiplatelet drugs, n (%) 1 (2) 3 (14) 10 (50) < .0001

CHF, congestive heart failure; HT, hypertension; DM, diabetes mellitus; TIA, transient ischemic attack

doi:10.1371/journal.pone.0156557.t001
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Correlation between the DBCM analysis and conventional coagulation
assays
Then we evaluated the correlation between the EAT and conventional coagulation assays in a
subgroup of patients. The EAT had no significant correlation to PT, and tended to have a weak
correlation to aPTT, without any statistical significance. We also found that D-dimer level tended
to be high in shorter EAT patients, but it also did not reach statistical significance (Fig 6).

The effect of antiplatelet and anticoagulation on the DBCM analysis
In this study, we did not exclude any cases receiving antiplatelet drugs (Tables 1 and 2). Since
the CHADS2 = 0 group had only 1 patient taking an antiplatelet drug, we performed

Fig 4. Coagulation parameters in the DBCM and conventional assays in groups with different CHADS2

scores. The patients were classified into 3 groups according to their CHADS2 score (0, 1, and�2) for a
comparison with the EAT, (A), PT (B), aPTT (C) and D-dimer (D). The EAT and D-dimer showed a statistically
significant difference in the 3 groups by ANOVA. Multiple comparisons revealed that the CHADS2�2 group
had a significantly shorter EAT than the CHADS2 = 0 groups and the CHADS2�2 group had a significantly
higher D-dimer level than the CHADS2 = 0 or 1 groups. The PT and aPTT exhibited no significant difference.
*, p <0.05.

doi:10.1371/journal.pone.0156557.g004
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subanalyses to evaluate the effect of antiplatelets in the CHADS2 = 1 and�2 groups. The EAT
exhibited no differences between the groups with or without antiplatelet drugs (17.7 ± 4.0 vs.
18.7 ± 3.1 min, 16.4 ± 2.3 vs. 16.1 ± 3.1 min, in CHADS2 = 1 and�2 groups, respectively).

The EAT was also measured in patients who received warfarin, to investigate if the EAT
could assess the effect of anticoagulation. The EAT in the warfarin group was significantly lon-
ger than that in those without warfarin. The assessment of the correlation between PT and the
EAT in patients with or without warfarin showed a significant positive correlation (Fig 7 and
S3 Fig).

Discussion

Main findings
This study demonstrated that the DBCM had the potential to detect small changes in the
whole blood coagulability. Although the theoretical utility of the DBCM was shown in previous
papers [18, 19], to the best of our knowledge, this report is the first to show the usefulness of
the DBCM for evaluating the whole blood coagulability by a systematic analysis. With a com-
parison between normal blood and sufficiently heparinized blood that failed to form blood
clots, we found that the temporal change in the dielectric permittivity at 10 MHz was suitable
for delineating the change in the blood clot formation. We identified a novel parameter for
coagulation, the EAT from the derivative of the temporal change in the dielectric permittivity.
The EAT showed a dose-dependent shortening with the addition of diluted TF reagent, and
also exhibited a dose-dependent prolongation with the addition of heparin. In the clinical set-
ting, the EAT revealed an increased coagulability in high CHADS2 or CHA2DS2-Vasc score
patients without AF.

Coagulation parameters derived from the DBCM
The clinical utility of the DBCM including the establishment of an adequate index for coagula-
tion has not been achieved. In this study, we defined the EAT as a novel index for coagulation.
The EAT could detect small changes both in the hyper- and hypo-coagulation, and the

Table 2. Characteristics of the patients classified by the CHA2DS2-Vasc score.

CHA2DS2-Vasc = 0–1 CHA2DS2-Vasc = 2–3 CHA2DS2-Vasc �4 p value

n 39 31 14

Female, n (%) 22 (56) 19 (61) 10 (71) 0.60

Age (mean ± SD) 34.7 ± 16.2 66.5 ± 12.1 77.2 ± 5.4 < .0001

CHF, n (%) 0 (0) 0 (0) 3 (21) 0.004

HT, n (%) 2 (5) 16 (52) 10 (71) < .0001

Aged (�75y), n (%) 0 (0) 7 (23) 10 (71) < .0001

Aged (65~74y), n (%) 3 (8) 15 (48) 4 (29) 0.0004

DM, n (%) 1 (3) 7 (23) 7 (50) 0.0002

Stroke/TIA, n (%) 0 (0) 1 (3) 3 (21) 0.01

Vascular disease, n (%) 0 (0) 0 (0) 4 (29) 0.0005

β blockers, n (%) 2 (5) 3 (10) 3 (21) 0.20

Ca2+ blockers, n (%) 3 (8) 10 (32) 5 (36) 0.016

ACE/ARB blockers, n (%) 0 (0) 8 (26) 8 (57) < .0001

Antiplatelet drugs, n (%) 0 (0) 5 (16) 9 (64) < .0001

CHF, congestive heart failure; HT, hypertension; DM, diabetes mellitus; TIA, transient ischemic attack

doi:10.1371/journal.pone.0156557.t002
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measurement range of the EAT was between dilutions of the TF reagent of ×10−2 to ×10−4 for
the hypercoagulability, and between concentrations of heparin of 0 and 0.15 U/ml for the
hypocoagulability.

The EAT had a strong correlation with aPTT in heparinized blood samples, indicating that
the EAT had a potential to assess reduced coagulability similar to aPTT. However, the DBCM
failed to exhibit an increase in the dielectric permittivity in the heparinized blood with an
aPTT of>60 sec, because the DBCM analysis did not use any procoagulant reagents.

The striking finding in this study was that the EAT could detect the different coagulabilities
in blood with a highly diluted TF reagent. Thus the measurement range of the DBCM was nar-
rower and shifted to hypercoagulability, compared with that of the conventional coagulation

Fig 5. Coagulation parameters in the DBCM and conventional assays in groups with different
CHA2DS2-Vasc scores. The patients were classified into 3 groups according to their CHA2DS2-Vasc score
(0–1, 2–3, and�4) for a comparison with the EAT (A), PT (B), aPTT (C) and D-dimer (D). The EAT and D-
dimer showed a significant difference by ANOVA, and multiple comparisons revealed that the CHA2DS2-
Vasc score�4 group had a significantly shorter EAT and higher D-dimer than the other 2 groups. Neither the
PT nor aPTT exhibited any difference among the 3 groups. *, p <0.05.

doi:10.1371/journal.pone.0156557.g005
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tests. However, within this measurement range, the DBCM had the potential to quantify the
coagulability with a certain sensitivity. This difference in the sensitivity and measurement
range may explain why the EAT had a significant correlation with aPTT and PT in subjects
with anticoagulation, but not in those subjects without anticoagulation.

Whole blood coagulation assay
Recent findings revealed that the cell surface played a pivotal role in the coagulation process
[20]. In contrast to most conventional coagulation assays utilized for plasma, the whole blood
assay has the advantage of being able to assess the coagulability including the red blood cell
and platelet function. To date, several whole blood coagulation assays have been established.
The ACT is widely used for point-of-care testing during cardiopulmonary bypass operations

Fig 6. Correlation between the EAT and PT, aPTT, and D-dimer. Scatter-plots are shown between the EAT and PT (A), aPTT (B), and D-dimer
(C). All of them exhibited no statistically significant correlations.

doi:10.1371/journal.pone.0156557.g006

Fig 7. Comparison of the EAT between patients with and without receiving warfarin. The EAT was
significantly prolonged in the group receiving warfarin.

doi:10.1371/journal.pone.0156557.g007
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and cardiac catheterization procedures, including percutaneous coronary intervention and
catheter ablation [21]. However, it is also well known that the ACT has a large variability and a
relatively low reproducibility [22]. In addition, the ACT assay utilizes native blood samples,
thus an immediate measurement after the collection of the blood is required. In contrast, the
DBCM does not require an immediate measurement, because it assesses the permittivity
change after recalcification using citrated blood samples. The EAT also has an advantage of a
relatively high within-run reproducibility. However, the EAT could be derived from a blood
sample with an ACT of less than 150 seconds. These findings indicate that the DBCMmay be a
more convenient and reliable coagulation index than the ACT with a limited measurement
range.

In this study, the EAT failed to show any significant correlation to ACT. This result was
explained by same reason for the loss of the correlation between the EAT and aPTT. Although
ACT has an advantage of evaluating anticoagulated blood with heparin, we compared the EAT
and ACT using blood samples from subjects without anticoagulants. In this group of subjects,
the sensitivity may be lower in ACT than the EAT. A large variability and lesser reproducibility
of ACT also contributed to the loss of a correlation.

Thromboelastography (TEG) and rotational thromboelastometry (ROTEM) have become
popular monitoring modalities to assess whole blood coagulability, by measuring the viscoelas-
tic changes under low-shear stress conditions. Recent reports described that ROTEM had the
potential to detect the hypercoagulability in patients with lung cancer or obesity [23, 24]. Fur-
ther analysis will be required to elucidate the interchangeability between the DBCM and these
viscoelastic evaluations.

CHADS2 score and hypercoagulability
As aforementioned, the CHADS2 score or CHA2DS2-Vasc score are useful for the risk stratifi-
cation of strokes in cases with AF [2, 3]. This study demonstrated the correlation between a
higher CHADS2 score or CHA2DS2-Vasc score and the whole blood hypercoagulability
detected by the DBCM. Although previous studies have indicated that each component of the
CHADS2 score is related to an increased coagulation separately [11–17], this study suggested
that each component may have an additive effect on the hypercoagulability. We enrolled
patients without AF to avoid the effect of anticoagulation in this study. Since previous studies
showed that AF itself enhanced the coagulability of blood [25, 26], the DBCM assessment may
demonstrate a more distinct difference in AF patients.

However, the EAT exhibited no significant difference between the CHADS2 = 1 group and
CHADS2 = 0 group. It indicated that only 1 risk factor may be insufficient to increase the coag-
ulability significantly. This finding is in line with the clinical observation that a CHADS2 = 1 is
a modest risk for a stroke in patients even with AF. The incidence of a stroke with a CHADS2 =
0 was 0.8% to 1.9% and that with a CHADS2 = 1 was 2.2% to 2.9% per year in patients with AF
[3, 27, 28], and 0.3% and 1.1% in patients without AF [5]. Further, it is difficult to find high
risk patients with the present CHADS2 scoring strategy. Intriguingly, we found that the EAT
had a large variation in the CHADS2 = 0 and 1 groups. The subjects with a shorter EAT might
have hypercoagulability, and have a higher risk of thrombosis in spite of their low CHADS2
scores. It suggested that the DBCM analysis may provide additional information for the risk
stratification in low CHADS2 score groups. However, we need to perform a prospective study
to prove our hypothesis.

It has been described that shortening of aPTT is also considered as a marker of hypercoagu-
lability in patients with deep vein thrombosis [29, 30], and diabetes [15]. As other biomarkers
representing thrombus formation and fibrinolysis, several studies have revealed an elevated D-
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dimer level, thrombin-antithrombin complex, or prothrombin fragment 1+2 in patients with
heart failure [15, 31] and diabetes [32]. Our results were partly consistent with the results of
the previous reports. The D-dimer level in the CHADS2 �2 group was significantly higher
than that in the CHADS2 = 0 or 1 groups. In this study, however, aPTT exhibited no significant
change among the different CHADS2 or CHA2DS2-Vasc score groups. The discrepancy may
be caused by the inclusion criteria and/or number of subjects. A large scale study will answer
this point in the future.

Effect of antiplatelet drugs
In contrast to the anticoagulants, we did not exclude any of the patients taking antiplatelets in
this study. When we compared the EAT between the patients with or without antiplatelet
drugs in the respective CHADS2 groups, there were no significant differences. It indicated that
the influence of antiplatelet drugs was relatively small in the EAT. However, a systematic large
scale evaluation will be required to assess the contribution of antiplatelets in the DBCM analy-
sis in the future.

Study limitations
Since this was the proof of the concept of this study, the number of subjects was relatively
small. Secondly, we showed that the EAT became shortened in the higher CHADS2 or
CHA2DS2-Vasc score groups in this study. However, it is still undetermined whether or not
this assessment can predict the risk of thromboembolisms in the clinical setting. A large scale
prospective study will be required to prove the clinical utility of the DBCM.

Conclusions
The DBCM, a novel highly sensitive measurement method for whole blood coagulation, can
identify small changes in the coagulation status. Patients with higher CHADS2 or CHA2DS2-
Vasc scores exhibited hypercoagulability without AF.

Supporting Information
S1 Fig. The definition of the EAT. (A)Representative trace of normalized permittivity (%) at
10 MHz. There was fluctuation after completion of coagulation. (B)We measured the maxi-
mum value of fluctuation (2.3 ± 2.2%), which was 6.5% at highest.
(TIF)

S2 Fig. Correlation EAT and aPTT in blood samples mixed with serial concentration of
heparin. The EAT and aPTT showed strong positive correlation.
(TIF)

S3 Fig. Correlation between the EAT and PT in patients with and without warfarin. The
EAT and PT showed significant positive correlation.
(TIF)

Acknowledgments
The authors thank Dr. Yoshihito Hayashi and Dr. Brun Barcaurele for their helpful discussions
with us.

Hypercoagulability in High CHADS2 Score Patients

PLOS ONE | DOI:10.1371/journal.pone.0156557 June 8, 2016 14 / 16

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156557.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156557.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156557.s003


Author Contributions
Conceived and designed the experiments: YH TeS. Performed the experiments: YH SH TeS.
Analyzed the data: YH SH TeS. Contributed reagents/materials/analysis tools: TN TaS YE MK
MGMI TF KH. Wrote the paper: YH TK TeS.

References
1. Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an independent risk factor for stroke: the Framing-

ham Study. Stroke. 1991; 22(8):983–8. doi: 10.1161/01.str.22.8.983 PMID: 1866765

2. Lip GYH, Nieuwlaat R, Pisters R, Lane DA, Crijns HJGM. Refining clinical risk stratification for predict-
ing stroke and thromboembolism in atrial fibrillation using a novel risk factor-based approach: The euro
heart survey on atrial fibrillation. Chest. 2010; 137(2):263–72. doi: 10.1378/chest.09-1584 PMID:
19762550

3. Gage BF, Waterman AD, ShannonW, Boechler M, Rich MW, Radford MJ. Validation of clinical classifi-
cation schemes for predicting stroke: results from the National Registry of Atrial Fibrillation. JAMA.
2001; 285(22):2864–70. PMID: 11401607.

4. January CT, Wann LS, Alpert JS, Calkins H, Cigarroa JE, Cleveland JC Jr., et al. 2014 AHA/ACC/HRS
guideline for the management of patients with atrial fibrillation: a report of the American College of Car-
diology/American Heart Association Task Force on practice guidelines and the Heart Rhythm Society.
Circulation. 2014; 130(23):e199–267. doi: 10.1161/CIR.0000000000000041 PMID: 24682347;
PubMed Central PMCID: PMCPMC4676081.

5. Rietbrock S, Heeley E, Plumb J, van Staa T. Chronic atrial fibrillation: Incidence, prevalence, and pre-
diction of stroke using the Congestive heart failure, Hypertension, Age >75, Diabetes mellitus, and prior
Stroke or transient ischemic attack CHADS2 risk stratification scheme. Am Heart J. 2008; 156(1):57–
64. doi: 10.1016/j.ahj.2008.03.010 PMID: 18585497.

6. Welles CC, Whooley MA, Na B, Ganz P, Schiller NB, Turakhia MP. The CHADS2 score predicts ische-
mic stroke in the absence of atrial fibrillation among subjects with coronary heart disease: data from the
Heart and Soul Study. Am Heart J. 2011; 162(3):555–61. doi: 10.1016/j.ahj.2011.05.023 PMID:
21884876; PubMed Central PMCID: PMCPMC3199107.

7. Ntaios G, Lip GY, Makaritsis K, Papavasileiou V, Vemmou A, Koroboki E, et al. CHADS2, CHA2DS2-
VASc, and long-term stroke outcome in patients without atrial fibrillation. Neurology. 2013; 80
(11):1009–17. doi: 10.1212/WNL.0b013e318287281b PMID: 23408865.

8. Mitchell LB, Southern DA, Galbraith D, Ghali WA, Knudtson M, Wilton SB. Prediction of stroke or TIA in
patients without atrial fibrillation using CHADS2 and CHA2DS2-VASc scores. Heart. 2014; 100
(19):1524–30. doi: 10.1136/heartjnl-2013-305303 PMID: 24860007

9. Gladstone DJ, Spring M, Dorian P, Panzov V, Thorpe KE, Hall J, et al. Atrial Fibrillation in Patients with
Cryptogenic Stroke. N Engl J Med. 2014; 370(26):2467–77. doi: 10.1056/NEJMoa1311376 PMID:
24963566.

10. Sanna T, Diener H-C, Passman RS, Di Lazzaro V, Bernstein RA, Morillo CA, et al. Cryptogenic Stroke
and Underlying Atrial Fibrillation. N Engl J Med. 2014; 370(26):2478–86. doi: 10.1056/
NEJMoa1313600 PMID: 24963567.

11. Franchini M. Hemostasis and aging. Crit Rev Oncol Hematol. 2006; 60(2):144–51. doi: 10.1016/j.
critrevonc.2006.06.004 PMID: 16860994.

12. Sagripanti A, Carpi A. Natural anticoagulants, aging, and thromboembolism. Exp Gerontol. 1998; 33(7–
8):891–6. PMID: 9951632.

13. Tripodi A, Branchi A, Chantarangkul V, Clerici M, Merati G, Artoni A, et al. Hypercoagulability in patients
with type 2 diabetes mellitus detected by a thrombin generation assay. J Thromb Thrombolysis. 2011;
31(2):165–72. doi: 10.1007/s11239-010-0506-0 PMID: 20640482.

14. Carr ME. Diabetes mellitus: a hypercoagulable state. J Diabetes Complications. 2001; 15(1):44–54.
PMID: 11259926.

15. Zhao Y, Zhang J, Zhang J, Wu J. Diabetes mellitus is associated with shortened activated partial throm-
boplastin time and increased fibrinogen values. PLoS One. 2011; 6(1):e16470. doi: 10.1371/journal.
pone.0016470 PMID: 21297995; PubMed Central PMCID: PMCPMC3030587.

16. Sbarouni E, Bradshaw A, Andreotti F, Tuddenham E, Oakley CM, Cleland JG. Relationship between
hemostatic abnormalities and neuroendocrine activity in heart failure. Am Heart J. 1994; 127(3):607–
12. PMID: 8122609.

17. Jafri SM, Ozawa T, Mammen E, Levine TB, Johnson C, Goldstein S. Platelet function, thrombin and
fibrinolytic activity in patients with heart failure. Eur Heart J. 1993; 14(2):205–12. PMID: 8449196.

Hypercoagulability in High CHADS2 Score Patients

PLOS ONE | DOI:10.1371/journal.pone.0156557 June 8, 2016 15 / 16

http://dx.doi.org/10.1161/01.str.22.8.983
http://www.ncbi.nlm.nih.gov/pubmed/1866765
http://dx.doi.org/10.1378/chest.09-1584
http://www.ncbi.nlm.nih.gov/pubmed/19762550
http://www.ncbi.nlm.nih.gov/pubmed/11401607
http://dx.doi.org/10.1161/CIR.0000000000000041
http://www.ncbi.nlm.nih.gov/pubmed/24682347
http://dx.doi.org/10.1016/j.ahj.2008.03.010
http://www.ncbi.nlm.nih.gov/pubmed/18585497
http://dx.doi.org/10.1016/j.ahj.2011.05.023
http://www.ncbi.nlm.nih.gov/pubmed/21884876
http://dx.doi.org/10.1212/WNL.0b013e318287281b
http://www.ncbi.nlm.nih.gov/pubmed/23408865
http://dx.doi.org/10.1136/heartjnl-2013-305303
http://www.ncbi.nlm.nih.gov/pubmed/24860007
http://dx.doi.org/10.1056/NEJMoa1311376
http://www.ncbi.nlm.nih.gov/pubmed/24963566
http://dx.doi.org/10.1056/NEJMoa1313600
http://dx.doi.org/10.1056/NEJMoa1313600
http://www.ncbi.nlm.nih.gov/pubmed/24963567
http://dx.doi.org/10.1016/j.critrevonc.2006.06.004
http://dx.doi.org/10.1016/j.critrevonc.2006.06.004
http://www.ncbi.nlm.nih.gov/pubmed/16860994
http://www.ncbi.nlm.nih.gov/pubmed/9951632
http://dx.doi.org/10.1007/s11239-010-0506-0
http://www.ncbi.nlm.nih.gov/pubmed/20640482
http://www.ncbi.nlm.nih.gov/pubmed/11259926
http://dx.doi.org/10.1371/journal.pone.0016470
http://dx.doi.org/10.1371/journal.pone.0016470
http://www.ncbi.nlm.nih.gov/pubmed/21297995
http://www.ncbi.nlm.nih.gov/pubmed/8122609
http://www.ncbi.nlm.nih.gov/pubmed/8449196


18. Hayashi Y, Oshige I, Katsumoto Y, Omori S, Yasuda A, Asami K. Dielectric inspection of erythrocyte
morphology. Phys Med Biol. 2008; 53(10):2553–64. doi: 10.1088/0031-9155/53/10/007 PMID:
18441415.

19. Hayashi Y, Brun M-A, Machida K, Nagasawa M. Principles of Dielectric Blood Coagulometry as a Com-
prehensive Coagulation Test. Anal Chem. 2015; 87:10072–9. doi: 10.1021/acs.analchem.5b02723
PMID: 26368847

20. Hoffman M, Monroe DM 3rd. A cell-based model of hemostasis. Thromb Haemost. 2001; 85(6):958–
65. PMID: 11434702.

21. Hattersley PG. Activated coagulation time of whole blood. JAMA. 1966; 196(5):436–40. PMID:
5952227.

22. Doherty TM, Shavelle RM, FrenchWJ. Reproducibility and variability of activated clotting time mea-
surements in the cardiac catheterization laboratory. Catheter Cardiovasc Interv. 2005; 65(3):330–7.
doi: 10.1002/ccd.20355 PMID: 15864806.

23. Davies NA, Harrison NK, Sabra A, Lawrence MJ, Noble S, Davidson SJ, et al. Application of ROTEM to
assess hypercoagulability in patients with lung cancer. Thromb Res. 2015; 135(6):1075–80. doi: http://
dx.doi.org/10.1016/j.thromres.2015.03.021. doi: 10.1016/j.thromres.2015.03.021 PMID: 25895846

24. Campello E, Spiezia L, Zabeo E, Maggiolo S, Vettor R, Simioni P. Hypercoagulability detected by
whole blood thromboelastometry ROTEM1 and impedance aggregometry MULTIPLATE1 in obese
patients. Thromb Res. 2015; 135(3):548–53. doi: http://dx.doi.org/10.1016/j.thromres.2015.01.003. doi:
10.1016/j.thromres.2015.01.003 PMID: 25592651

25. Sohara H, Amitani S, Kurose M, Miyahara K. Atrial fibrillation activates platelets and coagulation in a
time-dependent manner: a study in patients with paroxysmal atrial fibrillation. J Am Coll Cardiol. 1997;
29(1):106–12. PMID: 8996302.

26. Goette A, Ittenson A, Hoffmanns P, Reek S, HartungW, Klein H, et al. Increased expression of P-selec-
tin in patients with chronic atrial fibrillation. Pacing Clin Electrophysiol. 2000; 23(11 Pt 2):1872–5.
PMID: 11139946.

27. Gage BF, vanWalraven C, Pearce L, Hart RG, Koudstaal PJ, Boode BSP, et al. Selecting Patients
With Atrial Fibrillation for Anticoagulation: Stroke Risk Stratification in Patients Taking Aspirin. Circula-
tion. 2004; 110(16):2287–92. doi: 10.1161/01.cir.0000145172.55640.93 PMID: 15477396

28. Olesen JB, Lip GYH, Hansen ML, Hansen PR, Tolstrup JS, Lindhardsen J, et al. Validation of risk strati-
fication schemes for predicting stroke and thromboembolism in patients with atrial fibrillation: nation-
wide cohort study. BMJ. 2011; 342. doi: 10.1136/bmj.d124

29. Tripodi A, Chantarangkul V, Martinelli I, Bucciarelli P, Mannucci PM. A shortened activated partial
thromboplastin time is associated with the risk of venous thromboembolism. Blood. 2004; 104
(12):3631–4. doi: 10.1182/blood-2004-03-1042 PMID: 15297315

30. Hron G, Eichinger S, Weltermann A, Quehenberger P, Halbmayer WM, Kyrle PA. Prediction of recur-
rent venous thromboembolism by the activated partial thromboplastin time. J Thromb Haemost. 2006;
4(4):752–6. doi: 10.1111/j.1538-7836.2006.01868.x PMID: 16634742

31. Marcucci R, Gori AM, Giannotti F, Baldi M, Verdiani V, Del Pace S, et al. Markers of hypercoagulability
and inflammation predict mortality in patients with heart failure. J Thromb Haemost. 2006; 4(5):1017–
22. doi: 10.1111/j.1538-7836.2006.01916.x PMID: 16689753.

32. Reverter JL, Reverter JC, Tassies D, Rius F, Monteagudo J, Rubies-Prat J, et al. Thrombomodulin and
induced tissue factor expression on monocytes as markers of diabetic microangiopathy: a prospective
study on hemostasis and lipoproteins in insulin-dependent diabetes mellitus. Am J Hematol. 1997; 56
(2):93–9. PMID: 9326350.

Hypercoagulability in High CHADS2 Score Patients

PLOS ONE | DOI:10.1371/journal.pone.0156557 June 8, 2016 16 / 16

http://dx.doi.org/10.1088/0031-9155/53/10/007
http://www.ncbi.nlm.nih.gov/pubmed/18441415
http://dx.doi.org/10.1021/acs.analchem.5b02723
http://www.ncbi.nlm.nih.gov/pubmed/26368847
http://www.ncbi.nlm.nih.gov/pubmed/11434702
http://www.ncbi.nlm.nih.gov/pubmed/5952227
http://dx.doi.org/10.1002/ccd.20355
http://www.ncbi.nlm.nih.gov/pubmed/15864806
http://dx.doi.org/10.1016/j.thromres.2015.03.021
http://dx.doi.org/10.1016/j.thromres.2015.03.021
http://dx.doi.org/10.1016/j.thromres.2015.03.021
http://www.ncbi.nlm.nih.gov/pubmed/25895846
http://dx.doi.org/10.1016/j.thromres.2015.01.003
http://dx.doi.org/10.1016/j.thromres.2015.01.003
http://www.ncbi.nlm.nih.gov/pubmed/25592651
http://www.ncbi.nlm.nih.gov/pubmed/8996302
http://www.ncbi.nlm.nih.gov/pubmed/11139946
http://dx.doi.org/10.1161/01.cir.0000145172.55640.93
http://www.ncbi.nlm.nih.gov/pubmed/15477396
http://dx.doi.org/10.1136/bmj.d124
http://dx.doi.org/10.1182/blood-2004-03-1042
http://www.ncbi.nlm.nih.gov/pubmed/15297315
http://dx.doi.org/10.1111/j.1538-7836.2006.01868.x
http://www.ncbi.nlm.nih.gov/pubmed/16634742
http://dx.doi.org/10.1111/j.1538-7836.2006.01916.x
http://www.ncbi.nlm.nih.gov/pubmed/16689753
http://www.ncbi.nlm.nih.gov/pubmed/9326350

