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Abstract 

Aim: Recently, a relationship between platelets and cancer metastasis has been 

reported.  The aim of this study is to elucidate the risk factors for extra-hepatic 

metastasis (EHM), with emphasis on association with platelets in patients, with 

hepatocellular carcinoma (HCC). 

Methods: We examined risk factors for EHM in 1613 consecutive, newly diagnosed 

HCC patients by logistic regression analysis (case-control study).  We also 

examined the factors by Cox proportional hazard model in a retrospective cohort 

fashion in 803 patients who received non-curative treatment for HCC. 

Results: In the case-control study, multivariate analysis revealed that high platelet 

counts [odds ratio (OR)=4.84; 95% confidence interval (CI)=1.29－29.54; p=0.01], 

high tumor number, and the presence of macroscopic vascular invasion were 

significantly associated with EHM.  In the cohort study, EHM was diagnosed in 

71 patients during the study period (mean observation time=23.3 months).  On 

multivariate analysis, high tumor number, high des-gamma-carboxy prothrombin 

(DCP), and Child-Pugh class A were significantly correlated with EHM, and the 

patients with high platelet counts tended to develop EHM (OR=1.73; 95% CI=0.99

－3.14; p=0.055). 

Conclusions: HCC patients with high platelet counts, as well as large numbers of 

tumors, high serum DCP, and Child-Pugh class A, are at risk for EHM. 
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Introduction 

The prognosis of hepatocellular carcinoma (HCC) patients has been 

improved due to the prevalence of surveillance systems and advances in diagnostic 

and treatment modalities [14].  There are several options for the treatment of 

HCC at early-to-intermediate stages, such as surgery, radiofrequency ablation 

(RFA), transcatheter arterial chemoembolization (TACE), and hepatic arterial 

infusion chemotherapy (HAIC).  However, in cases with extra-hepatic metastasis 

(EHM), the only available evidence-based treatment is molecular targeted therapy 

(sorafenib), and the prognosis of these patients is still poor [5, 6].  Based on the 

report of the Liver Cancer Group of Japan, the 5-year survival of HCC patients 

with EHM (TNM stage IVB) is 16.5%, which is much shorter than the average 

survival of HCC patients (54.2%) [7].  Therefore, information about risk factors 

for EHM is important in order to decide the best strategies for treating HCC. 

EHM, which is known to be closely related to dedifferentiation, is rarely 

observed when the primary lesion in the liver is well differentiated HCC.  Kanda 

et al. reported on risk factors for EHM, which included vascular invasion of HCC 

and elevated tumor markers, and most of the factors were related to tumor 

characteristics [8].  However, little is known about the relationship of EHM to 

characteristics of tumor-bearing patients. 
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Recently, several studies using animal models have demonstrated a 

relationship between platelets and metastasis of cancer [911].  The results 

indicate that EHM tends to occur when platelet counts are high.  There are 

several putative explanations, and one of them is a direct involvement of platelets: 

i.e., platelets may assist implantation by forming a clot at the target organ and 

could induce immune escape by the tumor cells. 

Frequently, HCC occurs in patients with chronic liver disease and liver 

cirrhosis.  Platelet counts often decrease with the development of liver disease 

[12].  As a result, the range of platelet counts in HCC patients is wide, meaning 

that HCC is a good candidate for examining the relationship between platelets and 

metastasis in human. 

In this study, we have sought to elucidate the role of platelets in metastasis 

by (1) analyzing characteristics of EHM-positive HCC patients at the time of the 

tumor discovery (case-control study), and (2) by analyzing risk factors of 

developing EHM in patients who received non-curative treatment for HCC 

(retrospective cohort study). 
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Methods 

Patients 

Among 1721 consecutive, newly diagnosed HCC patients who were 

admitted to Okayama University Hospital between January 1991 and August 2012, 

1613 patients for whom the necessary data was available were selected for a 

case-control study of EHM-positive and EHM-negative patients. 

For a retrospective cohort study, we selected 803 EHM-negative patients 

who received non-curative treatment (637 patients treated by TACE, and 97 

patients by HAIC).  Local ablation therapies had been applied to some of the 

HCCs in 93 of the patients.  Patients who developed EHM within the first 2 

months were considered to have already had EHM at initiation of therapy and 

were excluded from the cohort (n=1).  395 patients had a past-history of curative 

treatment (182 radio-frequency ablation, 68 percutaneous ethanol injection 

therapy, 19 microwave coagulation therapy, and 126 hepatectomy). 

Informed consent for the use of their clinical information was obtained from 

all patients in this study.  The study protocol conformed to the ethical guidelines 

of the World Medical Association Declaration of Helsinki, and it was approved by 

the ethics committee of our institute. 

 

Diagnosis and follow up 
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In accordance with the American Association for the Study of Liver 

Diseases (AASLD) guidelines, HCC was diagnosed radiologically by at least two 

imaging modalities: hyperattenuation in the arterial phase and hypoattenuation in 

the portal phase on dynamic computed tomography (CT), and/or magnetic 

resonance imaging (MRI), and tumor staining on angiography.  Fine-needle 

biopsy using abdominal ultrasonography (US) was performed as necessary in 276 

patients for confirming the diagnosis.  Vascular invasion was diagnosed 

macroscopically on the basis of dynamic computed tomography/magnetic resonance 

imaging, or abdominal ultrasonography 

After the treatment, all patients were followed with periodical dynamic 

CT/MRI, abdominal US, blood test every 13 months until EHM occurred. 

The diagnosis of EHM was based on imaging results from CT, MRI, US, or 

bone scintigraphy.  These tests were performed when we observed symptoms 

compatible with EHM, such as pain or neurological impairment, or when 

HCC-specific tumor markers were elevated.  Alpha-fetoprotein (AFP), 

des-gamma-carboxy prothrombin (DCP), and lectin-reactive AFP (AFP-L3) were 

used as HCC-specific tumor markers. 

 

Statistical procedures 
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The association between EHM and 16 clinical parameters was analyzed.  

Variables included platelet counts, gender, age, viral markers (hepatitis B virus 

surface antigen and hepatitis C virus antibody), maximum tumor size, number of 

tumors, vascular invasion, serum tumor markers (AFP and DCP), Child-Pugh 

class, albumin, total bilirubin, prothrombin time, aspartate aminotransferase 

(AST), and alanine aminotransferase.  We determined the cut-off value of the 

laboratory data based on median value.  In the retrospective cohort study, we 

used the laboratory data on admission for the initial non-curative treatment 

(before the treatment).  We included a variable “the presence of splenomegaly” in 

the analysis in addition to the 16 parameters. 

Logistic regression analysis was used in the case-control study.  Variables 

that demonstrated a p-value of <0.05 in univariate analysis were entered into the 

multiple logistic regression model. 

Survival and incidence of extra-hepatic metastasis was compared using the 

Kaplan–Meier method, and the difference was evaluated by log-rank test.  Cox's 

proportional hazard model was used for estimating the risk for EHM in the 

retrospective cohort study.  All statistical analyses were performed using JMP 

version 9 software (JMP Japan, Tokyo, Japan).  All reported p-values are 2-sided, 

and p<0.05 was considered statistically significant. 
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Results 

Case-control study 

Patients 

At the initial treatment, there were 30 EHM-positive patients and 1583 

EHM-negative patients (Table 1).  The sites of EHM were as follows: lung in 14 

patients, bone in 11, lymph node in 10, adrenal gland in 3, and peritoneum in 2.  

Four patients had EHM in multiple organs.  Median survival time (MST) was 3.4 

months in EHM-positive patients and 67 months in EHM-negative. 

 

Risk factors for the presence of EHM 

Univariate logistic regression analysis revealed that high platelet counts 

(>10×104/µL), maximum tumor size (>30 mm), number of tumors (≥4), the 

presence of vascular invasion, elevated DCP (>40 mAU/ml), elevated AST (>55 

IU/L), and the presence of hepatitis C virus antibody were significant risk factors 

for EHM (Table 2).  In multivariate analysis of parameters that showed 

significant differences in univariate analysis, high platelet counts [odds ratio 

(OR)=4.84; 95% confidence interval (CI)=1.2929.54; p=0.01], multiple tumors (≥4) 

(OR=3.01; 95% CI=1.158.51; p=0.02), and the presence of vascular invasion 

(OR=6.94; 95% CI=2.1626.68; p=<.001) were the risk factors for the presence of 

EHM. 



11 

Retrospective cohort study 

Patients and EHM 

There were 602 males (75%) in the study, with median age of 69 (range: 

2394) years.  Positive HCV antibody was seen in 586 patients (73%), and 125 

patients (16%) were HBs antigen-positive.  Seventeen patients (2%) were 

coinfected with HCV and HBV.  The median maximum tumor size was 24 mm 

(range: 5200mm), and the median number of HCC nodules was 3.  There were 

162 patients (21%) with tumor vascular invasion.  The median platelet counts 

was 10.6×104/µL (range: 2.2×104/µL65.3×104/µL).  Preserved liver function as 

Child-Pugh class A was seen in 516 patients (67%).   

The average observation period was 23.3 months.  During observation 

period, EHM were diagnosed in 71 patients.  The sites of newly appeared EHM 

were as follows: lung in 35 patients (4.4%), bone in 25 (3.1%), lymph node in 12 

(1.5%), and adrenal grand in 12 (1.5%).  The cumulative incidence of EHM at 0.5, 

1, 2, and 5 years was 1.6%, 4.5%, 9.2%, and 22.9%, respectively.  The cumulative 

survival after the diagnosis of EHM was as follows: 59.5% at 6 months, 24.5% at 1 

year, 11.2% at 2 years, and 4.5% at 5 years. 

 

Risk factors for EHM 
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Among the patients who received non-curative treatment, the incidence of 

EHM at 0.5, 1, and 2 years was 2.0, 6.2, and 13.0%, respectively, in the 

>10×104-platelets group; and it was 0.6, 2.1, and 4.2%, respectively, in the 

≤10×104-platelets group.  A significant difference between these data from the two 

groups (p=0.002) was observed (Fig. 1).  No correlation was observed between the 

site of EHM and platelet counts. 

The 16 parameters at the time of the initial non-curative treatment were 

analyzed to determine the risk factors for the occurrence of EHM by using Cox’s 

proportional hazard model.  By univariate analysis, the following parameters 

were significantly associated with EHM: high platelet counts (>10×104 /µL), 

maximum tumor size (>30mm), number of tumors (≥4), the presence of vascular 

invasion, HBV infection, HCV infection, elevated DCP, and Child-Pugh class A 

(Table 3).  No significant correlation was observed between splenomegaly and 

EHM.  On multivariate analysis for the above 8 parameters exhibiting 

significance in the univariate analysis, number of tumors (≥4) [hazard ratio (HR)= 

3.38; 95% CI=1.946.16; p<0.001], elevated DCP (HR=2.67; 95% CI=1.435.25; 

p=0.001), and Child-Pugh class A (HR=2.06; 95% CI=1.074.39; p=0.02) were the 

risk factors for EHM.  There was a tendency toward development of EHM in 

patients with high platelet counts (HR=1.73; 95% CI=0.993.14; p=0.055). 
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Discussion 

In this work, we examined the relationship between EHM and clinical 

parameters, including platelet counts, in two different studies.  In the 

case-control study with newly discovered HCC patients, platelet counts in 

EHM-positive patients was higher than that in EHM-negative patients.  The 

number of tumors and presence of vascular invasion also correlated with EHM at 

the time of the first treatment.  In the subsequent retrospective cohort study 

among patients who received non-curative treatment, the risk factors for EHM 

were identified as elevated serum DCP, multiple tumor nodules, and Child-Pugh 

class A.  There was a tendency for high platelet counts to correlate with EHM, 

although this was not statistically significant. 

We observed a clear relationship between platelet counts and EHM of HCC 

in the case-control study.  However, it was unclear whether high platelet counts 

promoted EHM or was a consequence of EHM.  In cancer patients, the presence of 

infectious disease and cytokine production by cancer cells may cause an elevation 

of platelet counts.  To eliminate these uncertainties, we performed a retrospective 

cohort study, and here also we observed that high platelet counts floated as a risk 

factor for EHM.  Platelet count also correlated with the appearance of PVTT in 

our preliminary analysis, indicating the importance of platelet in various clinical 

aspects. 
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The elevation of DCP, the presence of vascular invasion, and multiple 

nodules of HCC can be considered as risk factors of EHM associated with high 

malignant potential of HCC.  The marker DCP is associated with portal vein 

invasion and tumor angiogenesis [13], and it also correlates with autologous HCC 

cell proliferation in vitro through the DCP-Met-STAT3 signaling pathway [14].  

Moreover, portal vein invasion is a major cause of intrahepatic metastasis [15].  

All of these markers are so-called tumor factors that are characteristic of HCC. 

In contrast, high platelet counts is the only risk factor for EHM other than 

tumor factors.  There are several reports that platelets contribute to tumor 

metastasis [911].  P-selectin mediates the aggregation of activated platelets and 

tumor cells [16], whereby the platelets can then defend the aggregated tumor cells 

by forming a physical barrier against attack of circulating immune-competent cells 

[17].  Surviving tumor cells arrest within the microvasculature of distant organs 

and then subsequently exit from the blood circulation and form metastatic lesions.  

There are some reports that high platelet counts correlates with poor prognosis in 

cancers of several organs, including uterus, kidney, brain, pancreas, lung, colon, 

and breast [1824].  It is well known that liver function correlates with platelet 

counts, where platelet counts declines with advancement of liver functional 

impairment [12].  Addario et al. reported that HCC patients with better hepatic 

function show an increased risk for metastases [25].  The results of these reports 



15 

suggested an indirect relationship between platelet counts and EHM of HCC, and 

we have confirmed that relationship in the present study.  In addition, high 

platelet counts (>10×104/µL) was significantly associated with the presence of 

portal vein tumor thrombosis (PVTT) in both the case-control study (p<0.001) and 

the retrospective cohort study (p<0.001).  High platelet counts may associated 

with the appearance of PVTT. 

 In this study, the frequency of EHM was high in patients with Child- Pugh 

A.  Similar result was reported by Addario et al. as described previously [25].  It 

is hard to verify the reason; however, we speculated it as follows.  It is well known 

that Child-Pugh class closely correlates with survival of HCC patients.  It takes a 

certain period to metastasize to other organs so that the HCC patients with 

Child-Pugh B or C might die before the emergence of EHM.  As the result, 

Child-Pugh A arose as a risk factor for EHM. 

There are few reports examining the relationship between EHM of HCC 

and clinical parameters, including platelet counts.  Kanda et al. reported that 

advanced intrahepatic lesions, presence of vascular tumor invasion, elevated 

tumor markers, and presence of viral hepatitis were risk factors for EHM [8].  

However, platelet counts was not selected as the significant risk factor of EHM.  

The reason for this discrepancy with our results is not clear; however, the 

difference of timing in the enrollment of patients might be a possible factor.  Our 
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cohort study analyzed the parameters at the first non-curative treatment; whereas, 

in most existing reports in the literature, the clinical parameters of the patients at 

the time of the first treatment have been used.  However, HCC usually recurs 

several times, and the clinical course is long.  Therefore, the clinical parameters 

at the time of the first treatment might not directly reflect the characteristics of 

the patients at the time of EHM development. 

There are some limitations in the current study.  This experimental design 

is retrospective and was carried out as a single-center study.  The number of 

patients was relatively small, and we did not observe statistically significant 

correlations between platelet counts and EHM in the cohort study, although a 

clear tendency was observed (p=0.055).  In addition, the mechanism that platelets 

contribute to EHM of HCC has not been validated in vitro. 

From this study, which was carried out in two different experimental 

settings, we conclude that high platelet counts, large numbers of tumors, elevated 

DCP, and a good Child-Pugh class are risk factors for EHM in patients with HCC.  

The results suggest that patients with high platelet counts should be followed up 

carefully as patients at great risk for EHM. 



17 

Acknowledgments   This work was supported by a Grant-in-Aid for Scientific 

Research from the Japan Society for the Promotion of Science (KAKENHI 

23590976). 



18 

References 

 1. Adams PC, Arthur MJ, Boyer TD, DeLeve LD, Di Bisceglie AM, Hall M, et al. 

Screening in liver disease: report of an AASLD clinical workshop. Hepatology. 

2004; 39 (5): 1204-12. 

2. Bolondi L. Screening for hepatocellular carcinoma in cirrhosis. J Hepatol. 

2003; 39 (6): 1076-84. 

3. Guiu B, Minello A, Cottet V, Lepage C, Hillon P, Faivre J, et al. A 30-year, 

population-based study shows improved management and prognosis of 

hepatocellular carcinoma. Clin Gastroenterol Hepatol. 2010; 8 (11): 986-91. 

4. Nouso K, Kobayashi Y, Nakamura S, Kobayashi S, Toshimori J, Kuwaki K, 

et al. Evolution of prognostic factors in hepatocellular carcinoma in Japan. 

Aliment Pharmacol Ther. 2010; 31 (3): 407-14. 

5. Cheng AL, Kang YK, Chen Z, Tsao CJ, Qin S, Kim JS, et al. Efficacy and 

safety of sorafenib in patients in the Asia-Pacific region with advanced 

hepatocellular carcinoma: a phase III randomised, double-blind, 

placebo-controlled trial. Lancet Oncol. 2009; 10 (1): 25-34. 

6. Llovet JM, Ricci S, Mazzaferro V, Hilgard P, Gane E, Blanc JF, et al. 

Sorafenib in advanced hepatocellular carcinoma. N Engl J Med. 2008; 359 

(4): 378-90. 



19 

7.    Ikai I, Arii S, Okazaki M, Okita K, Omata M, Kojiro M, et al. Report of the 

18th follow-up survey of primary liver cancer in Japan. Hepatology Research 

2010; 40: 1043–1059. 

 8.    Kanda M, Tateishi R, Yoshida H, Sato T, Masuzaki R, Ohki T, et al. 

Extrahepatic metastasis of hepatocellular carcinoma: incidence and risk 

factors. Liver Int. 2008; 28 (9): 1256-63. 

 9.    Gay LJ, Felding-Habermann B. Contribution of platelets to tumour 

metastasis. Nat Rev Cancer. 2011; 11 (2): 123-34. 

 10.    Camerer E, Qazi AA, Duong DN, Cornelissen I, Advincula R, Coughlin SR. 

Platelets, protease-activated receptors, and fibrinogen in hematogenous 

metastasis. Blood. 2004; 104 (2): 397-401. 

11.    Jain S, Russell S, Ware J. Platelet glycoprotein VI facilitates experimental 

lung metastasis in syngenic mouse models. J Thromb Haemost. 2009; 7 (10): 

1713-7. 

 12.    de Noronha R, Taylor BA, Wild G, Triger DR, Greaves M. 

Inter-relationships between platelet count, platelet IgG, serum IgG, immune 

complexes and severity of liver disease. Clin Lab Haematol. 1991; 13 (2): 

127-35. 



20 

13.    Malaguarnera G, Giordano M, Paladina I, Berretta M, Cappellani A, 

Malaguarnera M. Serum markers of hepatocellular carcinoma. Dig Dis Sci. 

2010; 55 (10): 2744-55. 

 14.    Suzuki M, Shiraha H, Fujikawa T, Takaoka N, Ueda N, Nakanishi Y, et al. 

Des-gamma-carboxy prothrombin is a potential autologous growth factor for 

hepatocellular carcinoma. J Biol Chem. 2005; 280 (8): 6409-15. 

 15.    Mitsunobu M, Toyosaka A, Oriyama T, Okamoto E, Nakao N. Intrahepatic 

metastases in hepatocellular carcinoma: the role of the portal vein as an 

efferent vessel. Clin Exp Metastasis. 1996; 14 (6): 520-9. 

16.    Läubli, H., Borsig L. Selectins promote tumor metastasis. Semin Cancer 

Biol. 2010; 20 (3): 169-77. 

17.    Palumbo JS, Degen JL. Mechanisms linking tumor cell-associated 

procoagulant function to tumor metastasis. Thromb Res. 2007; 120 Suppl 2: 

S22-8. 

18.    Ayhan A, Bozdag G, Taskiran C, Gultekin M, Yuce K, Kucukali T. The 

value of preoperative platelet count in the prediction of cervical involvement 

and poor prognostic variables in patients with endometrial carcinoma. 

Gynecol Oncol. 2006; 103 (3): 902-5. 



21 

 19.    Bensalah K, Leray E, Fergelot P, Rioux-Leclercq N, Tostain J, Guillé F, et 

al. Prognostic value of thrombocytosis in renal cell carcinoma. J Urol. 2006; 

175 (3 Pt 1): 859-63. 

 20.    Brockmann MA, Giese A, Mueller K, Kaba FJ, Lohr F, Weiss C, et al. 

Preoperative thrombocytosis predicts poor survival in patients with 

glioblastoma. Neuro Oncol. 2007; 9 (3): 335-42. 

21.    Brown KM, Domin C, Aranha GV, Yong S, Shoup M. Increased 

preoperative platelet count is associated with decreased survival after 

resection for adenocarcinoma of the pancreas. Am J Surg. 2005; 189 (3): 

278-82. 

 22.    Costantini V, Zacharski LR, Moritz TE, Edwards RL. The platelet count in 

carcinoma of the lung and colon. Thromb Haemost. 1990; 64 (4): 501-5. 

 23.    Erdemir F, Kilciler M, Bedir S, Ozgok Y, Coban H, Erten K. Clinical 

significance of platelet count in patients with renal cell carcinoma. Urol Int. 

2007; 79 (2): 111-6. 

 24.    Taucher S, Salat A, Gnant M, Kwasny W, Mlineritsch B, Menzel RC, et al. 

Impact of pretreatment thrombocytosis on survival in primary breast cancer. 

Thromb Haemost. 2003; 89 (6): 1098-106. 

 25.    Addario L, Tritto G, Cavaglià E, Amodio F, Giannelli E, Di Costanzo GG. 

Preserved liver function, portal thrombosis and absence of oesophageal 



22 

varices are risk factors for metastasis of hepatocellular carcinoma. Dig Liver 

Dis. 2011; 43 (4): 319-24. 



23 

Figure legends 

 

Figure 1  Incidence of extra-hepatic metastasis after initial non-curative treatment.  

The incidence of extra-hepatic metastasis at 6 months, 1 year, and 5 years 

were 2.0, 6.2, and 28.4%, respectively, in high platelets group (>10×104/µL, solid line); 

and those in low platelets group (≤10×104/µL, dotted line) were 0.6, 2.1, and 16.0%, 

respectively.  A significant difference was observed between the two groups (p=0.002). 
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Table 1. Patient characteristics at first treatment (n=1613) 

Variables EHM-positive (n=30) EHM-negative (n=1583) 

Gender (male)  25 (83%) 1126 (71%) 

Age (years) 63 (34－81) 66 (23－94) 

Viral markers   

HCV 11 (37%) 1107 (70%) 

HBV 7 (23%) 216 (14%) 

HCV + HBV 1 (3%) 37 (2%) 

Maximum tumor size (mm) 80 (11－170) 23 (8－200) 

Number of tumors   

≥4 (including massive and diffuse types) 20 (67%) 256 (17%) 

Vascular invasion (present) 23 (77%) 227 (15%) 

AFP (ng/ml) 84.4 (1.2－548867) 26.3 (0.6－453265) 

DCP (mAU/ml) 3932 (7－410500) 26 (0－1323600) 

Platelet counts (×104/µl) 21.5 (6－36.5) 10.9 (1.5－242) 

Child-Pugh grade (A/B/C) 21/9/0 1028/285/38 

Alb (g/dl) 3.77 (2.5－4.7) 3.66 (1.54－5.1) 

T.Bil (mg/dl) 0.8 (0.33－4.44) 0.87 (0.16－8.33) 

PT (%) 92 (57－134) 91 (10.3－152) 

AST (IU/L) 72.5 (14－243) 54 (12－631) 

ALT (IU/L) 55.5 (11－135) 47 (4－1082) 

   

Numbers in the tables are median values (ranges) unless otherwise noted. 

Abbreviations: EHM, extra-hepatic metastasis; HCV, positive for hepatitis C virus antibody; HBV, positive 

for hepatitis B virus antigen; AFP, alpha-fetoprotein; DCP, des-gamma-carboxy prothrombin; Alb, albumin; 

T.Bil total bilirubin; PT, prothrombin time; AST, aspartate aminotransferase; ALT, alanine 

aminotransferase. 
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Table 2. Risk factors of extra-hepatic metastasis at the time of the initial treatment 

Variables Univariate  Multivariate  

 Odds ratio (95% CI) p value Odds ratio (95% CI) p-value 

Platelet counts (>10×104/µl) 10.61 (3.17－65.86) <.001* 4.84 (1.29－29.54) 0.01* 

Age (>70 years) 0.49 (0.18－1.14) 0.10   

Gender (male) 2.01 (0.83－5.98) 0.12   

AFP (>10 ng/ml) 1.13 (0.51－2.75) 0.75   

DCP (>40 mAU/ml) 3.87 (1.58－11.60) 0.002* 0.65 (0.21－2.33) 0.48 

Maximum tumor size (>30 mm) 8.53 (3.52－25.40) <.001* 2.53 (0.59－13.52) 0.21 

Number of tumors (≥4) 10.02 (4.74－22.56) <.001* 3.01 (1.15－8.51) 0.02* 

Vascular invasion (present) 18.64 (8.30－47.46) <.001* 6.94 (2.16－26.68) <.001* 

HCV 0.24 (0.11－0.50) <.001* 0.44 (0.19－1.01) 0.06 

HBV 1.85 (0.76－4.06) 0.15   

Child-Pugh grade (A) 0.69 (0.32－1.62) 0.38   

Alb (>3.5 g/dl) 1.24 (0.59－2.73) 0.55   

T. Bil (>1 mg/dl) 0.82 (0.37－2.31) 0.61   

PT (90%) 1.30 (0.63－2.76) 0.47   

AST (>55 IU/L) 2.13 (1.01－4.78) 0.04* 1.56 (0.63－4.13) 0.33 

ALT (>50 IU/L) 1.36 (0.66－2.86) 0.39   

95% CI, 95% confidence interval. Other abbreviations are the same as those listed in Table 1. 

* Significant value 
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Table 3. Risk factors of extra-hepatic metastasis after non-curative treatment 

Variables Univariate  Multivariate  

 Risk ratio (95% CI) p-value Risk ratio (95% CI) p-value 

Platelet counts (>10×104/µl) 2.17 (1.31－3.72) 0.002* 1.73 (0.99－3.14) 0.055 

Age (>70 years) 0.73 (0.43－1.21) 0.23   

Gender (male) 1.69 (0.92－3.42) 0.08   

AFP (>10 ng/ml) 1.64 (0.95－3.02) 0.07   

DCP (>40 mAU/ml) 3.49 (1.96－6.69) <.001* 2.67 (1.43－5.25) 0.001* 

Maximum tumor size (>30 mm) 2.31 (1.43－3.76) <.001* 1.22 (0.66－2.22) 0.5 

Number of tumors (≥4) 3.79 (2.29－6.55) <.001* 3.38 (1.94－6.16) <.001* 

Vascular invasion (present) 2.79 (1.66－4.59) <.001* 1.27 (0.67－2.41) 0.45 

HCV 0.52 (0.32－0.85) 0.01* 0.81 (0.43－1.60) 0.54 

HBV 1.75 (1.01－2.92) 0.04*  0.34 

Child-Pugh grade (A) 2.16 (1.18－4.36) 0.01* 2.06 (1.07－4.39) 0.02* 

Alb (>3.5 g/dl) 1.68 (1.04－2.81) 0.03*   

T. Bil (>1 mg/dl) 0.53 (0.31－0.89) 0.01*   

PT (90 %) 1.37 (0.85－2.25) 0.19   

AST (>55 IU/L) 0.81 (0.49－1.31) 0.39   

ALT (>50 IU/L) 0.81 (0.48－1.32) 0.40   

Splenomegaly 0.84 (0.40－1.89) 0.66   

95% CI, 95% confidence interval. Other abbreviations are the same as those listed in Table 1.  

* Significant value 

 



27 

Figure 1.  Incidence of extra-hepatic metastasis after initial non-curative treatment. 

 


