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Abstract: The effect of dyslipidemia on peritoneal dialysis (PD) patients based on the presence of
residual renal function (RRF; renal creatinine clearance >2 mL/min/1.73 m2) is unknown. Data
from the Taiwan Renal Registry Data System between 2005 and 2012 were analyzed to estimate the
association between dyslipidemia and mortality in PD patients. Long-term PD patients (n = 8032)
were divided into groups with (RRF; n = 2691, 33.5%) and without RRF (non-RRF; n = 5341, 66.5%).
The primary outcome was three-year mortality, and multivariate Cox regression was used for survival
analysis. After stratifying the total cholesterol (TC) level between the first and third years, the hazard
ratio for mortality was estimated. In the non-RRF group, TC < 120 mg/dL was associated with
independently increased risk of mortality. In the RRF group, low TC was not independently correlated
with increased mortality, but TC > 285 mg/dL was associated with increased risk. PD patients with
higher level of TC (>200 mg/dL) in both first and third years of dialysis had significantly lower risk
of mortality. In this nationwide cohort study, PD patients without RRF who had low TC level had the
highest mortality, in contrast to those with RRF. Malnutrition in long-term PD patients without RRF
is an important issue to be monitored.
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1. Introduction

Cardiovascular disease (CVD) mortality is the main cause of death in chronic kidney disease
(CKD) patients under dialysis. Dyslipidemia is one of the most important factors correlated with higher
CVD in general population and CKD patients [1]. However, the role of dyslipidemia on mortality in
subjects receiving renal replacement therapy is unclear [2]. Malnutrition-related hypocholesterolemia
often initiates inflammation and increase mortality in peritoneal dialysis (PD) patients [3]. In our
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study, multiple confounding factors are present in hemodialysis (HD) patients, making the role of
hypercholesterolemia more complicated [4]. The lipid profiles of HD and PD patients also differ [5].

In the course of PD therapy, patients experience body weight increases, and therefore,
dyslipidemia had become an important clinical issue [6]. However, the association between metabolic
syndrome and prognosis in PD patients varied in different studies [7,8]. Wu et al. [9] reported that
the triglyceride/high-density lipoprotein (TG/HDL) ratio was associated with an increased risk
of all-cause mortality in a study cohort of 1170 patients after three years of follow-up in female
patients on maintenance PD. In contrast to famous studies of individuals under HD, treatment with
lipid-lowering agents in PD patients was reported to be associated with a reduced risk of all-cause
and CVD mortality [10,11], which can be partially explained by the elevation of apolipoprotein B in
PD patients by dialysate high glucose contain [12]. However, how the preservation of residual renal
function (RRF; renal creatinine clearance >2 mL/min/1.73 m2) in PD patients makes a difference is
unclear. In addition, all of these studies had small sample size.

Therefore, we used a nationwide data set to estimate the true association between dyslipidemia
and mortality in PD patients.

2. Materials and Methods

This study was approved by the ethics committee of Taipei Medical University’s institutional
review board (project N201506012, issued date 26 May 2016) and was conducted in accordance with
the principles of the Declaration of Helsinki. The waiver of informed consent of each subject was
approved by the institutional review board of Taipei Medical University.

Every dialysis unit submits quarterly laboratory reports and adequacy indices (Kt/V or total
creatinine clearance from peritoneal or native kidneys) to the Taiwan Renal Registry Data System
(TWRDS, established in 1987) to comply with the required triennial dialysis therapy accreditation by
the Taiwan Society of Nephrology and with the guidelines of the National Kidney Foundation’s Kidney
Disease Outcomes Quality Initiative and the Kidney Disease: Improving Global Outcomes (KDIGO)
and to obtain national health insurance (NHI)-associated dialysis quality reimbursements. The dialysis
expense are fully reimbursed to each patient by the national health insurance (NHI) bureau in Taiwan.
The application for maintenance of dialysis certificated is carefully processed and approved by review
of the medical records by two senior nephrologists. Detailed information was uploaded to TWRDS for
continuous surveillance, including patient’s comorbidities such as myocardial infarction, coronary
heart disease; medication for hypertension, anemia management; biochemical data including TC,
fasting TG, calcium (Ca), albumin, phosphorus (P), intact parathyroid hormone, alkaline phosphatase,
white blood cell (WBC), hematocrit (Hct) and fasting glucose every 3 months. Eighty percent of
the biochemical tests were performed in the Union Clinical Laboratory. Enzymatic methods using
a Siemens (Munich, Germany) auto analyzer (ADVIA 1800) were performed to determine general
chemistry including cholesterol (coefficient of variation: 1.1%).

Patients registered with the TWRDS who underwent long-term PD (>3 months) from 2005 to 2012
were included in the analysis (n = 12,966). After excluding patients who had changed their dialysis
modality (n = 3734), had concurrent malignant tumor (n = 334), were age younger than 20 years or
older than 90 years (n = 303), and had no cholesterol data (n = 563), the final sample for analysis
included 8032 patients. (Figure 1)



Nutrients 2018, 10, 300 3 of 11Nutrients 2017, 9, x FOR PEER REVIEW  3 of 11 

 

 

Figure 1. The flow chart of the study population (n = 8032). PD: peritoneal dialysis; HD: hemodialysis; 

TC: total cholesterol. 

The primary end point of this study was the 3-year all-cause mortality rate. An individual was 

regarded dead if he or she was lost to follow-up in the TWRDS based on the complete national 

coverage provided by the NHI policy for all renal replacement therapy expenditures. Patients were 

categorized into 14 groups, with an interval of 15 mg/dL by the first year average total cholesterol 

(TC) level (<120, 120–135, 135–150, 150–165, 165–180, 180–195, 195–210, 210–225, 225–240, 240–255, 

255–270, 270–285, 285–300, and >300 mg/dL). We also assessed the effect of change in cholesterol level 

on mortality during the first 3 years of dialysis. Three groups were created on the basis of total 

cholesterol (TC) (low: <150 mg/dL, normal: 150–250 mg/dL, high: >250 mg/dL) in the first and third 

years of dialysis. 

All PD patients had weekly kt/V values that met the recommended dose (>1.7 per week).The 

study group was divided into two groups according to patients’ RRF status. The RRF was defined as 

renal creatinine clearance (>2 mL/min/1.73 m2) according to (Suzuki H. Home Dialysis in Japan, 1st 

ed.; Karger AG: Basel, 2012; vol. 177, pp. 24–29). It was measured by 24 H urine collection at the first 

year. 

The descriptive statistics were presented as means (standard deviations (SDs)), medians (ranges), 

or frequencies (percentages) for continuous variables and proportions for categorical variables. The 

differences between nominal variables were compared by chi-square test, one-way analysis of 

variance ANOVA or Kruskal Wallis test was used for the analysis of continuous variables, as 

appropriate, and Log-rank test was used for Kaplan-Meier analysis. Cox regression analysis was 

performed to estimate the hazard ratio (HR) of 3-year mortality in PD patients for different 

cholesterol levels. The case mix-adjusted model contained the confounding factors: age, sex, type 2 

DM, hypertension, congestive heart failure, left ventricular hypertrophy, history of stroke or acute 

myocardial infarction, and the use of anti-hypertensive agents. The laboratory data of glucose, Hct, 

Figure 1. The flow chart of the study population (n = 8032). PD: peritoneal dialysis; HD: hemodialysis;
TC: total cholesterol.

The primary end point of this study was the 3-year all-cause mortality rate. An individual was
regarded dead if he or she was lost to follow-up in the TWRDS based on the complete national coverage
provided by the NHI policy for all renal replacement therapy expenditures. Patients were categorized
into 14 groups, with an interval of 15 mg/dL by the first year average total cholesterol (TC) level (<120,
120–135, 135–150, 150–165, 165–180, 180–195, 195–210, 210–225, 225–240, 240–255, 255–270, 270–285,
285–300, and >300 mg/dL). We also assessed the effect of change in cholesterol level on mortality
during the first 3 years of dialysis. Three groups were created on the basis of total cholesterol (TC)
(low: <150 mg/dL, normal: 150–250 mg/dL, high: >250 mg/dL) in the first and third years of dialysis.

All PD patients had weekly kt/V values that met the recommended dose (>1.7 per week).
The study group was divided into two groups according to patients’ RRF status. The RRF was
defined as renal creatinine clearance (>2 mL/min/1.73 m2) according to (Suzuki H. Home Dialysis in
Japan, 1st ed.; Karger AG: Basel, 2012; vol. 177, pp. 24–29). It was measured by 24 H urine collection at
the first year.

The descriptive statistics were presented as means (standard deviations (SDs)), medians (ranges),
or frequencies (percentages) for continuous variables and proportions for categorical variables.
The differences between nominal variables were compared by chi-square test, one-way analysis
of variance ANOVA or Kruskal Wallis test was used for the analysis of continuous variables,
as appropriate, and Log-rank test was used for Kaplan-Meier analysis. Cox regression analysis
was performed to estimate the hazard ratio (HR) of 3-year mortality in PD patients for different
cholesterol levels. The case mix-adjusted model contained the confounding factors: age, sex, type 2
DM, hypertension, congestive heart failure, left ventricular hypertrophy, history of stroke or acute
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myocardial infarction, and the use of anti-hypertensive agents. The laboratory data of glucose,
Hct, Ca, P, PD treatment adequacy (weekly creatinine clearance), and malnutrition/inflammation
markers, including albumin level and White blood cell counts, were also adjusted in the following Cox
regression analysis. The level of significance was set at 0.05, two-tailed for all tests. All descriptive and
multivariate analyses were performed using the Statistical Package for the Social Sciences software
version 17.0 for Windows XP (SPSS Inc., Chicago, IL, USA) and SAS version 9.1 (SAS Institute, Cary,
NC, USA).

3. Results

3.1. Population Demographics

Baseline Characteristics of the Two Groups Categorized by Cholesterol Level

Table 1 summarizes the study population’s baseline characteristics categorized by RRF (without
RRF, termed non-RRF group: n = 5341 HD patients, 66.5%; with RRF, termed RRF group: n = 2691
of the whole cohort, 33.5%). The mean (±SD) patient age of the two groups was 55.8 ± 16.9 and
55.4 ± 16.3 years, respectively. Type 2 diabetes mellitus was present in 36% of the whole cohort.
The RRF patients had similar mean age, but shorter PD vintage compared with the non-RRF patients;
other comorbidities including diabetes mellitus, hypertension, congestive heart failure, left ventricular
hypertrophy, and cerebrovascular accidents were similar (Table 1).

Table 1. Baseline characteristics of 8032 PD patients follow up three years by cholesterol.

Variable Whole Group Non-RRF With RRF p Value

Number 8032 5341 2691
Age (years) 53.3 ± 14.8 53.1 ± 14.8 53.9 ± 14.6 0.014

Male (%) 3702 (46%) 2365 (44%) 1337 (50%) <0.001
DM (%) 2918 (36%) 1872 (35%) 1046 (39%) 0.001

HTN (%) 3893 (48%) 2692 (50%) 1201 (45%) <0.001
CHF (%) 656 (8%) 526 (10%) 129 (5%) <0.001
LVH (%) 578 (7%) 492 (9%) 86 (3%) <0.001
CVA (%) 269 (3%) 217 (4%) 52 (2%) <0.001

HTN drugs (%) 6548 (82%) 4402 (82%) 2146 (80%) 0.004
PD duration (years)

(25th–75th (median)) (0.79–1.06 (0.91)) (0.82–1.31 (0.94)) (0.64–0.95 (0.84)) <0.001

Following duration (years) 2.11 ± 1.07 2.58 ± 0.88 1.17 ± 0.76 <0.001

Laboratory data
WBC (x1000/uL) 7.22 ± 2.27 7.30 ± 2.34 7.08 ± 2.12 <0.001

nPCR (gm/KgBW/day) 1.04 ± 0.24 1.04 ± 0.24 1.04 ± 0.24 0.23
Triglyceride (mg/dL) 169.5 ± 110.0 174.7 ± 113.1 159.1 ± 102.8 <0.001

Glucose (mg/dL) 125.8 ± 53.9 126.8 ± 56.6 123.7 ± 48.1 0.01
Albumin (g/dL) 3.69 ± 0.45 3.70 ± 0.45 3.65 ± 0.45 <0.001

Hct (%) 30.72 ± 3.67 30.48 ± 3.73 31.19 ± 3.48 <0.001
Ca (mg/dL) 9.09 ± 0.76 9.17 ± 0.77 8.93 ± 0.72 <0.001
P (mg/dL) 5.05 ± 1.13 5.02 ± 1.13 5.11 ± 1.12 0.001

ALK-P (u/L) 118.0 ± 98.9 121.4 ± 100.5 111.2 ± 95.2 <0.001
i-PTH (pg/mL) 269.4 ± 206.6 261.3 ± 206.3 285.3 ± 206.1 <0.001

Ca*P 45.75 ± 11.12 45.89 ± 11.39 45.47 ± 10.56 0.11

RRF: residual renal function; DM: type 2 diabetes mellitus; HTN: hypertension; CHF: congestive heart failure;
LVH: left ventricular hypertrophy; CVA: cerebral vascular accident; Hct: hematocrit; Ca: calcium; P: phosphate;
ALK-P: alkaline phosphatase; i-PTH: intact parathyroid hormone; WBC: white blood cell.

3.2. Survival Analysis: Kaplan–Meier Survival Curve

Figure 2 shows the overall unadjusted Kaplan–Meier survival curve. In the non-RRF patients
(Figure 2A), the group with TC < 150 mg/dL had the worst survival rate (log-rank, p < 0.001). However,
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in the RRF patients (Figure 2B), no such effect was observed in the group with TC < 150 mg/dL
(log-rank, p = 0.43).
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Figure 2. The Kaplan–Meier curve showing that hypocholesterolemia (TC < 150 mg/dL) in patients
without RRF (A) had the worst survival rate, but not in patients with RRF (B).

3.3. Association of Total Cholesterol Levels and Mortality with RRF Stratification

Table 2 shows the crude and adjusted HRs of mortality associated with total cholesterol in the
Cox regression model. Case mix and malnutrition/inflammation markers, including WBC counts
and albumin levels, were adjusted. In non-RRF group, the adjusted HRs were statistically significant
(1.85; 95% confidence interval (CI): 1.26–2.71) in the group with TC < 120 mg/dL, compared with the
group with TC of 195–210 mg/dL. In the RRF patients, no increase in HR (0.31, 95% CI: 0.07–1.39)
was observed in the group with TC < 120 mg/dL, compared with the reference group with TC of
195–210 mg/dL. Figure 3 shows the curve of the crude and adjusted HRs of TC levels in the non-RRF
and RRF groups. A U-shape association between TC and all-cause mortality was observed in the
non-RRF group (Figure 3A), whereas a trend of incremental mortality with increasing TC level was
observed in the RRF group; however, there was no statistical significance (Figure 3B).

Table 2. Association with total cholesterol and mortality in stratification of RRF.

Non-RRF (n = 5341) With RRF (n = 2691)

n (%) Crude HR
(95% CI)

Adjust HR
(95% CI) n (%) Crude HR

(95% CI)
Adjust HR
(95% CI)

Cholesterol
(mg/dL)

<120 65 (1.2%) 2.81 (2.01–3.83) ** 1.85 (1.26–2.71) * 45 (1.7%) 1.21 (0.37-3.95) 0.31 (0.07–1.59)
120–135 164 (3.1%) 1.94 (1.55–2.43) ** 1.24 (0.96–1.60) 111 (4.1%) 1.10 (0.54–2.25) 0.56 (0.25–1.29)
135–150 302 (5.7%) 1.32 (1.08–1.60) * 0.99 (0.79–1.23) 178 (6.6%) 1.35 (0.74–2.43) 0.90 (0.45–1.82)
150–165 533 (10.0%) 1.31 (1.12–1.55) * 0.94 (0.78–1.13) 330 (12.3%) 1.11 (0.67–1.86) 0.84 (0.47–1.53)
165–180 728 (13.6%) 1.09 (0.93–1.27) 0.88 (0.74–1.04) 408 (15.2%) 0.95 (0.58–1.55) 0.83 (0.48–1.44)
180–195 801 (15.0%) 1.04 (0.89–1.20) 0.90 (0.76–1.06) 431 (16.0%) 0.76 (0.45–1.26) 0.65 (0.36–1.17)
195–210 848 (15.9%) Ref. Ref. 361 (13.4%) Ref. Ref.
210–225 709 (13.3%) 1.00 (0.85–1.17) 0.91 (0.76–1.09) 300 (11.1%) 0.83 (0.48–1.45) 0.98 (0.52–1.86)
225–240 475 (8.9%) 0.88 (0.74–1.06) 0.86 (0.70–1.05) 218 (8.1%) 1.00 (0.55–1.83) 1.3 (0.68–2.60)
240–255 311 (5.8%) 0.87 (0.71–1.07) 0.91 (0.72–1.15) 135 (5.0%) 0.54 (0.23–1.30) 0.86 (0.34–2.14)
255–270 189 (3.5%) 0.79 (0.61–1.02) 0.71 (0.52–0.95) * 77 (2.9%) 0.61 (0.22–1.74) 1.29 (0.44–3.80)
270–285 97 (1.8%) 0.78 (0.55–1.12) 0.87 (0.58–1.30) 49 (1.8%) 0.47 (0.11–1.95) 0.61 (0.14–2.66)
285–300 46 (0.9%) 1.17 (0.77–1.79) 1.29 (0.78–2.14) 26 (1.0%) 3.47 (1.35–8.93) * 3.61 (0.83–15.70)

>300 73 (1.4%) 1.43 (1.04–1.98) * 1.30 (0.89–1.90) 22 (0.8%) 0 0

* <0.05, ** <0.01
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3.4. Subgroups Analysis with Stratification by the Existence of RRF

Table 3 shows the subgroups analysis including TC levels, diabetes, hypertension, age, and sex.
Presence of type 2 diabetes had a 1.53 times risk of mortality (95% CI: 1.38–1.70) in the non-RRF group.
In the contrary, hypertension, younger age, and female sex showed a protective effect on mortality.
However, the adverse effect of low TC on mortality was not seen among the RRF group.

Table 4 shows the association of mortality and TC levels in the three groups, and the non-RRF
patients with low average TC level in the baseline first year and third year follow-up showed
a significantly higher mortality risk (HR: 1.73, 95% CI: 1.50–1.99) compared those with normal TC
level (150–200 mg/dL). In addition, the subsequent HR of mortality decreased 35% if their average
TC level was normal in the first year and high in the third year. However, in the RRF patients,
a similar insignificant effect of low TC levels on mortality was observed (HR: 1.33, 95% CI: 0.86–2.05).
A significantly decreasing HR of mortality (71% or 68%, respectively) was detected when the average
TC levels increased from normal to high levels or decreased from high to normal in this population.
In addition, continuous high TC levels show no statistically protective role in the RRF patients
compared with those in the non-RRF patients. (HR 0.85, 95% CI 0.77–0.93).
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Table 3. Hazard ratio (HR) of mortality in subgroups and stratification according to RRF by cox regression methods.

Group Non-RRF (n = 5,341) With RRF (n = 2691)

Variables n (%) Crude HR (95% CI) Adjusted HR (95% CI) n (%) Crude HR (95% CI) Adjusted HR (95% CI)

Cholesterol (mg/dL)
<150 525 (10%) 1.46 (1.28–1.66) ** 1.23 (1.05–1.43) ** 328 (12%) 1.22 (0.81–1.85) 0.83 (0.52–1.35)

150–200 2329 (44%) Ref. Ref. 1289 (48%) Ref. Ref.
200–250 1986 (37%) 0.85 (0.78–0.94) ** 0.98 (0.88–1.09) 869 (32%) 0.88 (0.64–1.02) 1.28 (0.89–1.84)

>250 501 (9%) 0.86 (0.74–1.00) * 1.03 (0.86–1.23) 205 (8%) 0.79 (0.43–1.43) 1.16 (0.57–2.36)

DM
Y 1872 (35%) 1.82 (1.68–1.98) ** 1.53 (1.38–1.70) ** 1046 (39%) 1.85 (1.37–2.38) 1.35 (0.96–1.90)
N 3469 (65%) Ref. Ref. 1645 (61%) Ref. Ref.

HTN
Y 2692 (50%) 0.53 (0.48–0.57) ** 0.77 (0.70–0.86) ** 1201 (45%) 0.91 (0.69–1.20) 1.10 (0.78–1.55)
N 2649 (50%) Ref. Ref. 1490 (55%) Ref. Ref.

Age
≤50 2342 (44%) 0.50 (0.46–0.54) ** 0.71 (0.64–0.80) ** 1075 (40%) 0.51 (0.38–0.70) ** 0.81 (0.55–1.19)
>50 2999 (56%) Ref. Ref. 1616 (60%) Ref. Ref.

Sex
Male 2365 (44%) Ref. Ref. 1337 (50%) Ref. Ref.

Female 2976 (56%) 0.84 (0.77–0.91) ** 0.81 (0.73–0.90) ** 1354 (50%) 0.87 (0.66–1.14) 0.71 (0.50–0.99) *

* p < 0.05, ** p < 0.01, controlling age, sex, diabetes, hypertension, congestive heart failure, left ventricular hypertrophy, cerebral vascular accident, myocardial infarction, use of
anti-hypertensive agents, albumin, hematocrit, calcium, phosphate, intact parathyroid hormone, kt/V, White blood cell, and albumin 3.5. Association of mortality and the three different
TC groups (low, normal, high) between the first- and third-year follow-up.
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Table 4. Association of Morality and TC groups (low, normal, high) between the 1st and 3rd
year follow-up.

Non-RRF (n = 5341)
The 3rd Year

Low Normal High

The 1st Year
Low 1.73 (1.50–1.99) ** 0.55 (0.38–0.78) ** –

Normal 0.89 (0.66–1.21) Ref. 0.65 (0.52–0.81) **
High – 0.65 (0.55–0.77) ** 0.85 (0.77–0.93) **

With RRF (n = 2691)
The 3rd Year

Low Normal High

The 1st Year
Low 1.33 (0.86–2.05) 0.36 (0.09–1.48) –

Normal 0.44 (0.11–1.76) Ref. 0.29 (0.09–0.92) *
High – 0.34 (0.14–0.83) * 0.89 (0.65–1.21)

* p < 0.05, ** p < 0.01; low: TC < 150 mg/dL; normal: TC 150–200 mg/dL; high: TC > 200 mg/dL.

4. Discussion

This is the first nationwide population-based study on the effect of lipid on mortality modulated
by RRF on long-term PD patients. A traditional U-shaped mortality was observed when TC is lower
than 150 mg/dL and higher than 250 mg/dL in PD patients without RRF. However, PD patients with
RRF had a difference pattern, and an increasing trend of mortality was noted when TC levels were
increasing, similar to that in the general population [13]. The key point is that low TC level at the
beginning of long-term PD therapy is not an ominous sign. Our findings suggest that, at the time
of dialysis initiation, it is reasonable to treat dyslipidemia as an extension of lipid-lowering therapy
in advanced CKD patients who are not dialysis-dependent, but not in dialysis-dependent patients
without RRF. The 2014 KDIGO guideline [14] for lipid management also recommended that statins
should not be used in dialysis-dependent patients because the malnutrition-related syndrome may
adversely affect mortality [15], but preferring to use statin in all CKD patients with high cardiovascular
risks, according the beneficial result of the SHARP study [16].

HD and PD patients may act differently in the first few years of long-term dialysis therapy. First,
PD preserves RRF well [17]. Second, PD patients probably may encounter more problems in fluid
and weight control, which may be followed by dyslipidemia [18]. Chen et al. [19] described in their
longitudinal cohort study that low LDL was correlated with PD patients without RRF and that change
in HDL was correlated with faster RRF deterioration. The 4D and AURORA study only focused on HD
patients; thus, we believe that the effect of lipid profile on mortality in PD patients with RRF is similar
to that in non-dialysis-dependent CKD patients. However, in the course of PD treatment, PD patients
with diminished RRF also became susceptible to malnutrition [20], as with HD patients, which is partly
the reason why prospective clinical trials on the use of lipid-lowering agents on long-term dialysis
patients usually failed in HD patients without RRF [2,21].

Malnutrition is a severe universal problem affecting mortality in dialysis-dependent patients,
and in this study, the estimated HR of mortality was 1.73 times if the TC level was normal at the
first year and decreased at the third year among long-term PD patients without RRF. In not only
dialysis patients but also in advanced CKD patients, low TC level interplayed with malnutrition led to
cytokine activation, pro-inflammatory condition, and higher prevalence in CVDs [22]. Although a large
double-blind randomized study showed the positive benefit of statin on general population with low
cardiovascular risk [23], this correlation is not applicable to dialysis-dependent population, based on
the concept of “reverse epidemiology” [24], where lower cholesterol is associated with worsened CVD
by itself or maybe confounded by malnutrition or inflammation. Interestingly, a prospective study from
Liu et al. [15] reported that in the absence of malnutrition/inflammation, no reverse epidemiology, in
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terms of the effect of lipid on dialysis patients, was observed. In our study, the markers of malnutrition
and inflammation, albumin and WBC counts, were found to be similar between the RRF and non-RRF
groups. Even after adjusting for the above parameters, TC level <150 mg/dL still had an increased
risk for all-cause mortality in the non-RRF group. This is similar to the observation in people older
than 70 years from a study of the Honolulu Heart Program [25], in which the same cohort of patients
in the lowest TC group from two examination periods had the worst cardiovascular outcome.

In this study, PD patients with RRF whose TC levels were from high to normal had 66% decreased
mortality, which hints that statin treatment may be beneficial. Goldfarb-Rumyantzev et al. [11]
demonstrated that incidental PD patients with high TC levels (>226–275 mg/dL) may have survival
benefits from statin; albeit, it was a retrospective study. Although, a growing burden of cardiometabolic
disease and risk affecting obesity and diabetes may result in hypercholesterolemia and increased
mortality, in our study, however, this adverse effect was observed only in the RRF group with TC
levels higher than 285 mg/dL , but not in the non-RRF group.

This study had several limitations. First, there was no detailed information regarding anti-platelet,
anti-hypertension, and, most importantly, lipid-lowering medication such as statin prescription.
The lower TC level may have been due to the effect of medication. Second, the actual cause of mortality,
such as cardiovascular origins, cannot be validated from the TWRDS data set. Third, a complete
plasma lipoprotein profile in this data set was lacking.

5. Conclusions

This nationwide population-based cohort study demonstrated that the effect of lipid profiles on
mortality was modified by RRF. Maintaining lipid profiles at normal values is correlated with better
survival. In addition, malnutrition, presenting as low TC levels in non-RRF long-term PD patients
is a severe clinical problem. Further large prospective randomized studies including therapeutic
approaches for those with high TC levels in the RRF group are warranted.

Acknowledgments: This work was supported by the Taipei Medical University Hospital (grant number
106TMU-TMUH-23).

Author Contributions: Y.-C.L. and M.-S.W. conceived and designed the experiments; Y.-C.L. performed the
experiments; Y.-C.L., K.-C.C. and M.-S.W. analyzed the data; Y.-C.L., M.-S.W., H.-H.C., T.-C.F. and C.-C.P.
contributed reagents/materials/analysis tools; Y.-C.L. and S.-Y.S. wrote the manuscript.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Shoji, T.; Abe, T.; Matsuo, H.; Egusa, G.; Yamasaki, Y.; Kashihara, N.; Shirai, K.; Kashiwagi, A.; Committee
of Renal and Peripheral Arteries; Japan Atherosclerosis Society. Chronic kidney disease, dyslipidemia,
and atherosclerosis. J. Atheroscler. Thromb. 2012, 19, 299–315. [CrossRef] [PubMed]

2. Wanner, C.; Krane, V.; März, W.; Olschewski, M.; Mann, J.F.; Ruf, G.; Ritz, E.; German Diabetes and Dialysis
Study Investigators. Atorvastatin in patients with type 2 diabetes mellitus undergoing hemodialysis. N. Engl.
J. Med. 2005, 353, 238–248. [CrossRef] [PubMed]

3. Habib, A.N.; Baird, B.C.; Leypoldt, J.K.; Cheung, A.K.; Goldfarb-Rumyantzev, A.S. The association of lipid
levels with mortality in patients on chronic peritoneal dialysis. Nephrol. Dial. Transplant. 2006, 21, 2881–2892.
[CrossRef] [PubMed]

4. Lin, Y.C.; Lin, Y.C.; Chen, H.H.; Chen, T.Z.; Hsu, C.C.; Peng, C.C.; Wu, M.S. Different effect of
hypercholesterolemia on mortality in hemodialysis patients based on coronary artery disease or myocardial
infarction. Lipids Health Dis. 2016, 15, 211. [CrossRef] [PubMed]

5. Samouilidou, E.C.; Karpouza, A.P.; Kostopoulos, V.; Bakirtzi, T.; Pantelias, K.; Petras, D.;
Tzanatou-Exarchou, H.J.; Grapsa, E. Lipid abnormalities and oxidized LDL in chronic kidney disease
patients on hemodialysis and peritoneal dialysis. Ren. Fail. 2012, 34, 160–164. [CrossRef] [PubMed]

http://dx.doi.org/10.5551/jat.10454
http://www.ncbi.nlm.nih.gov/pubmed/22166970
http://dx.doi.org/10.1056/NEJMoa043545
http://www.ncbi.nlm.nih.gov/pubmed/16034009
http://dx.doi.org/10.1093/ndt/gfl272
http://www.ncbi.nlm.nih.gov/pubmed/16735386
http://dx.doi.org/10.1186/s12944-016-0380-7
http://www.ncbi.nlm.nih.gov/pubmed/27927204
http://dx.doi.org/10.3109/0886022X.2011.641515
http://www.ncbi.nlm.nih.gov/pubmed/22172020


Nutrients 2018, 10, 300 10 of 11

6. Little, J.; Phillips, L.; Russell, L.; Griffiths, A.; Russell, G.I.; Davies, S.J. Longitudinal lipid profiles on CAPD:
Their relationship to weight gain, comorbidity, and dialysis factors. J. Am. Soc. Nephrol. 1998, 9, 1931–1939.
[PubMed]

7. Szeto, C.C.; Kwan, B.C.; Chow, K.M.; Leung, C.B.; Cheng, M.S.; Law, M.C.; Li, P.K. Metabolic syndrome
in peritoneal dialysis patients: Choice of diagnostic criteria and prognostic implications. Clin. J. Am.
Soc. Nephrol. 2014, 9, 779–787. [CrossRef] [PubMed]

8. Liao, C.T.; Kao, T.W.; Chou, Y.H.; Wu, M.S.; Chen, Y.M.; Chuang, H.F.; Hung, K.Y.; Chu, T.S.; Wu, K.D.;
Tsai, T.J. Associations of metabolic syndrome and its components with cardiovascular outcomes among
non-diabetic patients undergoing maintenance peritoneal dialysis. Nephrol. Dial. Transplant. 2011, 26,
4047–4054. [CrossRef] [PubMed]

9. Wu, H.; Xiong, L.; Xu, Q.; Wu, J.; Huang, R.; Guo, Q.; Mao, H.; Yu, X.; Yang, X. Higher serum triglyceride to
high-density lipoprotein cholesterol ratio was associated with increased cardiovascular mortality in female
patients on peritoneal dialysis. Nutr. Metab. Cardiovasc. Dis. 2015, 25, 749–755. [CrossRef] [PubMed]

10. Lee, J.E.; Oh, K.H.; Choi, K.H.; Kim, S.B.; Kim, Y.S.; Do, J.Y.; Kim, Y.L.; Kim, D.J. Statin therapy is
associated with improved survival in incident peritoneal dialysis patients: Propensity-matched comparison.
Nephrol. Dial. Transplant. 2011, 26, 4090–4094. [CrossRef] [PubMed]

11. Goldfarb-Rumyantzev, A.S.; Habib, A.N.; Baird, B.C.; Barenbaum, L.L.; Cheung, A.K. The association of
lipid-modifying medications with mortality in patients on long-term peritoneal dialysis. Am. J. Kidney Dis.
2007, 50, 791–802. [CrossRef] [PubMed]

12. Sniderman, A.D.; Sloand, J.A.; Li, P.K.; Story, K.; Bargman, J.M. Influence of low-glucose peritoneal dialysis
on serum lipids and apolipoproteins in the IMPENDIA/EDEN trials. J. Clin. Lipidol. 2014, 8, 441–447.
[CrossRef] [PubMed]

13. Bikbov, B.; Perico, N.; Remuzzi, G.; Global Burden of Disease Study Genitourinary Disease Expert Group.
High serum cholesterol: A missed risk factor for chronic kidney disease mortality. Lancet Diabetes Endocrinol.
2014, 2, 613–614. [CrossRef]

14. Wanner, C.; Tonelli, M.; Kidney Disease: Improving Global Outcomes Lipid Guideline Development
Work Group Members. KDIGO Clinical Practice Guideline for Lipid Management in CKD: Summary of
recommendation statements and clinical approach to the patient. Kidney Int. 2014, 85, 1303–1309. [CrossRef]
[PubMed]

15. Liu, Y.; Coresh, J.; Eustace, J.A.; Longenecker, J.C.; Jaar, B.; Fink, N.E.; Tracy, R.P.; Powe, N.R.; Klag, M.J.
Association between cholesterol level and mortality in dialysis patients: Role of inflammation and
malnutrition. JAMA 2004, 291, 451–459. [CrossRef] [PubMed]

16. Baigent, C.; Landray, M.J.; Reith, C.; Emberson, J.; Wheeler, D.C.; Tomson, C.; Wanner, C.; Krane, V.; Cass, A.;
Craig, J.; et al. The effects of lowering LDL cholesterol with simvastatin plus ezetimibe in patients with
chronic kidney disease (Study of Heart and Renal Protection): A randomised placebo-controlled trial. Lancet
2011, 377, 2181–2192. [CrossRef]

17. Tokgoz, B. Clinical advantages of peritoneal dialysis. Perit. Dial. Int. 2009, 29 (Suppl. 2), S59–S61. [PubMed]
18. Siamopoulos, K.C.; Elisaf, M.S.; Bairaktari, H.T.; Pappas, M.B.; Sferopoulos, G.D.; Nikolakakis, N.G. Lipid

parameters including lipoprotein (a) in patients undergoing CAPD and hemodialysis. Perit. Dial. Int. 1995,
15, 342–347. [PubMed]

19. Chen, H.Y.; Kao, T.W.; Huang, J.W.; Tsai, T.J.; Wu, K.D. Association between dyslipidemia and residual renal
function in patients on chronic peritoneal dialysis. Clin. Nephrol. 2008, 70, 233–239. [CrossRef] [PubMed]

20. Fein, P.A.; Mittman, N.; Gadh, R.; Chattopadhyay, J.; Blaustein, D.; Mushnick, R.; Avram, M.M. Malnutrition
and inflammation in peritoneal dialysis patients. Kidney Int. 2003, 64 (Suppl. 87), S87–S91. [CrossRef]

21. Fellstrom, B.C.; Jardine, A.G.; Schmieder, R.E.; Fellström, B.C.; Jardine, A.G.; Schmieder, R.E.; Holdaas, H.;
Bannister, K.; Beutler, J.; Chae, D.W.; et al. Rosuvastatin and cardiovascular events in patients undergoing
hemodialysis. N. Engl. J. Med. 2009, 360, 1395–1407. [CrossRef] [PubMed]

22. Kovesdy, C.P.; Anderson, J.E.; Kalantar-Zadeh, K. Inverse association between lipid levels and mortality
in men with chronic kidney disease who are not yet on dialysis: Effects of case mix and the
malnutrition-inflammation-cachexia syndrome. J. Am. Soc. Nephrol. 2007, 18, 304–311. [CrossRef] [PubMed]

23. Shepherd, J.; Cobbe, S.M.; Ford, I.; Isles, C.G.; Lorimer, A.R.; MacFarlane, P.W.; McKillop, J.H.; Packard, C.J.;
West of Scotland Coronary Prevention Study Group. Prevention of coronary heart disease with pravastatin
in men with hypercholesterolemia. N. Engl. J. Med. 1995, 333, 1301–1307. [CrossRef] [PubMed]

http://www.ncbi.nlm.nih.gov/pubmed/9773795
http://dx.doi.org/10.2215/CJN.06620613
http://www.ncbi.nlm.nih.gov/pubmed/24458080
http://dx.doi.org/10.1093/ndt/gfr175
http://www.ncbi.nlm.nih.gov/pubmed/21565947
http://dx.doi.org/10.1016/j.numecd.2015.05.006
http://www.ncbi.nlm.nih.gov/pubmed/26084271
http://dx.doi.org/10.1093/ndt/gfr229
http://www.ncbi.nlm.nih.gov/pubmed/21571863
http://dx.doi.org/10.1053/j.ajkd.2007.07.023
http://www.ncbi.nlm.nih.gov/pubmed/17954292
http://dx.doi.org/10.1016/j.jacl.2014.03.007
http://www.ncbi.nlm.nih.gov/pubmed/25110226
http://dx.doi.org/10.1016/S2213-8587(14)70162-7
http://dx.doi.org/10.1038/ki.2014.31
http://www.ncbi.nlm.nih.gov/pubmed/24552851
http://dx.doi.org/10.1001/jama.291.4.451
http://www.ncbi.nlm.nih.gov/pubmed/14747502
http://dx.doi.org/10.1016/S0140-6736(11)60739-3
http://www.ncbi.nlm.nih.gov/pubmed/19270233
http://www.ncbi.nlm.nih.gov/pubmed/8785232
http://dx.doi.org/10.5414/CNP70233
http://www.ncbi.nlm.nih.gov/pubmed/18793565
http://dx.doi.org/10.1046/j.1523-1755.64.s87.13.x
http://dx.doi.org/10.1056/NEJMoa0810177
http://www.ncbi.nlm.nih.gov/pubmed/19332456
http://dx.doi.org/10.1681/ASN.2006060674
http://www.ncbi.nlm.nih.gov/pubmed/17167114
http://dx.doi.org/10.1056/NEJM199511163332001
http://www.ncbi.nlm.nih.gov/pubmed/7566020


Nutrients 2018, 10, 300 11 of 11

24. Kalantar-Zadeh, K.; Block, G.; Humphreys, M.H.; Kopple, J.D. Reverse epidemiology of cardiovascular risk
factors in maintenance dialysis patients. Kidney Int. 2003, 63, 793–808. [CrossRef] [PubMed]

25. Schatz, I.J.; Masaki, K.; Yano, K.; Chen, R.; Rodriguez, B.L.; Curb, J.D. Cholesterol and all-cause mortality in
elderly people from the Honolulu Heart Program: A cohort study. Lancet 2001, 358, 351–355. [CrossRef]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1046/j.1523-1755.2003.00803.x
http://www.ncbi.nlm.nih.gov/pubmed/12631061
http://dx.doi.org/10.1016/S0140-6736(01)05553-2
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Population Demographics 
	Survival Analysis: Kaplan–Meier Survival Curve 
	Association of Total Cholesterol Levels and Mortality with RRF Stratification 
	Subgroups Analysis with Stratification by the Existence of RRF 

	Discussion 
	Conclusions 
	References

