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Abstract: To determine the relationships between exposure to environmental contaminants in water
and chronic kidney disease (CKD), we investigated the associations of 61 water attributes with
the prevalence of CKD and End-Stage Renal Disease (ESRD) using data from 2005 to 2011 from
all 22 counties and cities in the main island of Taiwan. We acquired patient information from
the Taiwan Longitudinal Health Insurance Database to calculate the age-standardized CKD and
ESRD prevalence rates and linked the patients’ residences to the water quality monitoring data,
which were sampled periodically for a total of over 45,000 observations obtained from the Taiwan
Environmental Water Quality Information Database. The association analysis adjusting for gender,
age, and annual effects showed that the zinc (Zn), ammonia, chemical oxygen demand (COD),
and dissolved oxygen in rivers were weakly correlated with CKD (τ = 0.268/0.250/0.238/−0.267,
p = 6.01×10−6/2.52×10−5/6.05×10−5/3.30×10−5, respectively), but none for ESRD. The importances
of Zn and COD in rivers were also demonstrated in a CKD regression model. Moreover, an unusually
high CKD prevalence was related to arsenic contamination in groundwater. A further prospective
cohort study would improve our understanding of what level of environmental water with risky
properties could affect the development of CKD.

Keywords: chronic kidney disease; end-stage renal disease; water contaminants; zinc; ammonia;
chemical oxygen demand; dissolved oxygen; arsenic

1. Introduction

Understanding risk factors is key to preventing and controlling the development of chronic
kidney disease (CKD). The known risk factors for developing CKD can be put into four categories.
First, demographic conditions. People at risk are, for example, female [1], over 75 years old [2],
non-Hispanic blacks [3], receiving only primary education or no education [4,5], and having a family
history of chronic renal diseases [6]. Second, comorbidities include diabetes [1,7], hypertension [1,8],
metabolic syndrome [9], heart failure [10], hepatitis B [11], hepatitis C [12], glomerulonephritis [13],
hyperuricemia [14], hyperlipidemia [1], anemia [15], and systemic lupus erythematosus [16]. Third,
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lifestyles, including smoking for more than five pack-years [17], drinking alcohol heavily with
30 g/day [18], betel nut chewing [19], exercising lightly with <30 min of bicycling per day or an
equal amount of activities [20], and having a low water intake of <2.0 L/day [21]. The last category
is environmental and physiological conditions, including having cadmium in one’s blood and/or
urine [22], lead in the blood [23], and organophosphorus herbicides in water [24]. A recent study even
suggested that dehydration resulted from climate change may also be a risk factor for developing
CKD [25]. Among all of these factors, diabetes and hypertension are highly recognized to associated
with CKD [8,26].

Taiwan, infamous for the highest prevalence rate of end-stage renal disease (ESRD) in the
world [27,28], has suffered the prevalence of CKD. CKD is also a global health problem. Approximately
13.4% of the world’s population has CKD [29]. The CKD prevalence rate in Taiwan was approximately
11.9%, estimated by a large-scale study of 462,293 Taiwanese adults in 2006 [27]. In other words,
approximately 2.03 million Taiwanese people had CKD [27]. CKD, which can be divided into five
stages of increasing severity, is becoming an increasingly serious health problem worldwide. Until
2015, Taiwan had the highest prevalence of ESRD in the world (3317 cases per million people) [28].
A total of 77,920 Taiwanese patients received an ESRD diagnosis in 2015 [28]. ESRD is not only
life-threatening and inconvenient for patients’ daily living, but also a burden on the society’s medical
resources. Therefore, the early diagnosis and prevention of CKD are critical objectives in maintaining a
healthy public.

Unprocessed raw water can affect one’s health. Not only can unprocessed water be a source of
drinking water, but it can also influence agricultural soils, plants, and animals, subsequently affecting
our health. In Taiwan, three categories of water resources (reservoirs, rivers, and groundwater)
dominate the sources of drinking water. About three-fourths drinking water is tap water [30]. More
than half of tap water comes from reservoirs, about one third from surface water like rivers, and about
ten percent from groundwater [31]. Raw water before drinking undergoes a series of water treatment
processes, which involve physical, chemical, and biological processes in order to remove contaminants
such as pesticides, organic pollutants, and volatile organics. Yet, the remaining contaminants may still
be delivered into human bodies.

Although water is essential for kidney function, a full-scale investigation into the environment’s
exposure to water contaminants in the development of CKD/ERSD has yet to be conducted in Taiwan
in order to identify any potential water-related risk factors for CKD/ESRD. This study aimed to
investigate the associations between the 61 water attributes of the three water resources and the
CKD/ESRD prevalence rates in Taiwan from 2005 to 2011. To our knowledge, this is the first study to
assess the relationships between CKD/ESRD and a wide range of water properties in the environment.

2. Materials and Methods

To evaluate the relationships between large-scale water attributes and CKD/ESRD, an ecological
study using longitudinal data was performed. The examined longitudinal data involved aggregated
de-identified health records and water monitoring data in Taiwanese counties and cities from 2005 to
2011. The unit of observation was either a county or a city in a specific year. To detect a significant
relationship, both the annual average water quality values and age-standardized CKD/ESRD
prevalence rates of the subjects were utilized. An annual average water quality was derived from the
data from all monitoring stations within a particular county or city in a year, where each sample was
given an equal weight. Finally, to lower the Type I error, the significances of the 61 relationships were
determined using partial correlation with a Bonferroni–Holm correction [32] at an α level of 0.01.

2.1. Study Area

Taiwan is a narrow and long island with a north-to-south orientation. The total area of the island
is approximately 36,193 km2. It is located southeast of the Asian continent and is part of the East
Asian island arcs in the west bank of the Pacific Ocean. Located in the subtropical climate zone (23◦ N,
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120◦ E), Taiwan neighbors the archipelagos of Japan and Ryukyu to the north, the Philippines to the
south, and mainland China to the west. The two-thirds island area is dominated by rugged mountains
that are covered by forests and the rest of the island consists of rolling hills, plateaus, coastal plains,
and basins. There are a total of 22 counties and cities in Taiwan (Figure 1).
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2.2. Water-Quality Monitoring Data

The water-monitoring data were acquired from the Environmental Water Quality Information
Database maintained by the Environmental Protection Administration of Taiwan [33]. The monitoring
data are divided into five categories according to the source of water resources: reservoirs, groundwater,
rivers, beaches, and coastal oceans. Because water resources in Taiwan are distributed unevenly, the
number of monitoring stations and observations in each county or city vary. Of all the 1096 water
monitoring stations in Taiwan, 448 stations were for groundwater, 319 for rivers, 121 for reservoirs, 105
for coastal oceans, and 103 for beaches. Between 2005 and 2011, these stations collected a total of 51,037
water-monitoring observations, comprising 9345 observations of groundwater, 31,791 of rivers, 4710 of
reservoirs, 2662 of oceans, and 2529 of beaches. We selected groundwater, rivers, and reservoirs to be
examined because they are closely related to tap water.

There were 61 water quality measures that we examined: 23 for groundwater, 15 for reservoirs,
and 23 for rivers. Each water resource monitored a different subset of 36 water quality items. A total of
20 of the 36 monitored items were specific metal or inorganic substances in water and the rest (16 items)
belonged to the physicochemical and biological properties of water. Tables S1–S3 for groundwater,
reservoirs, and rivers show the levels of water attributes in the study area.

2.3. CKD/ESRD Prevalence Rates

The age-adjusted standardized CKD/ESRD prevalence rates standardized by the World Health
Organization (WHO) 2000–2025 standard population were used. This study adhered to the Declaration
of Helsinki and was approved by the ethics committee of the Institutional Review Board of Chang
Gung Memorial Hospital (IRB No. 100-4385A3 and 102-2508B). This study employed de-identified
secondary data from the National Health Insurance Database (NHID) and thus was exempted from
informed consent. The original prevalence data were retrieved from NHID, which covered almost 99%
of the entire population of Taiwan [34]. The prevalent CKD patients were defined by the presence of
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the several diagnostic codes (ICD-9-CM codes: 250.4, 274.1, 283.11, 403.1, 404.2, 404.3, 440.1, 442.1,
447.3, 572.3, 580–588, 593, 642.1, 646.2, and 753.1) in at least three ambulatory claims or one inpatient
claim between 2005 and 2011. The prevalent ESRD patients were identified if the patient had both an
ICD-9-CM code of 585 and an inclusion in the Registry for Catastrophic Illness [1,35–37], a rigorous
requisite for the NHI payment of dialysis therapies. The details of ICD-9 codes for CKD and ESRD are
listed at Tables A1 and A2. Those excluded were patients who died, who lacked IDs, who were less
than 18 years old, and those who exited the insurance program or underwent renal transplantation. The
township of cases was identified by the location of the medical setting of the patient with CKD. Briefly,
the standardized prevalence rates were age-adjusted to the WHO 2000–2025 standard population
using 18 age groups (0–4, 5–9, . . . , 80–84, 85+). The standardized CKD/ESRD prevalence rates of this
study are consistent with those of previous studies [38–40].

Like the prevalence rates, the gender ratios—one of the controlling factors—were also
standardized with age adjustment. The other demographic variables including the national population
estimates, the townships’ population densities, and the townships’ population median ages were
obtained from Taiwan’s socio-economic database (http://segis.moi.gov.tw/STAT/). Out of the 25.56
million individuals enrolled in NHID, about 1,000,000 enrolled beneficiaries were randomly sampled
in 2005 and were followed up with until 2011. Table 1 describes the baseline characteristics of the study
population from 2005 to 2011.

Table 1. The baseline characteristics of the study population.

Year 2005 2006 2007 2008 2009 2010 2011

Total population, n 1,075,535 1,074,803 1,070,511 1,065,938 1,061,195 1,056,549 1,051,921

Age (mean ± SD) 36.4 ± 23.3 37.3 ± 23.4 38.2 ± 23.4 39.2 ± 23.4 40.1 ± 23.5 41.0 ± 23.5 41.9 ± 23.5

Age group

<40 59.53% 58.30% 56.95% 55.58% 54.20% 52.77% 51.39%
40–49 15.84% 15.94% 16.12% 16.31% 16.42% 16.57% 16.67%
50–59 11.05% 11.89% 12.59% 13.17% 13.75% 14.29% 14.65%
60–69 6.66% 6.61% 6.73% 6.98% 7.30% 7.63% 8.17%
70–79 4.69% 4.80% 4.93% 5.03% 5.15% 5.29% 5.43%
>80 2.24% 2.46% 2.69% 2.93% 3.18% 3.45% 3.69%

Male 48.60% 48.53% 48.45% 48.37% 48.29% 48.21% 48.11%

CKD prevalence 4.00% 4.24% 4.49% 4.73% 4.97% 5.21% 5.53%

ESRD prevalence 0.20% 0.21% 0.23% 0.24% 0.26% 0.27% 0.28%

Comorbidity

Diabetes 6.40% 7.00% 7.20% 8.20% 8.90% 9.60% 10.30%
Hypertension 11.70% 12.70% 13.80% 14.80% 15.80% 16.80% 17.80%
Hyperlipidemia 7.50% 8.50% 9.61% 10.70% 11.81% 12.90% 14.00%

CKD: chronic kidney disease; ESRD: end-stage renal disease.

2.4. Correlation between Water Quality and CKD/ESRD

To assess the relationship between the average water quality and the CKD/ESRD prevalence
rates, partial Kendall correlations [41] were applied. Partial correlation τyx·z calculates the correlation
between X and Y by controlling Z or, more literally, by removing the effects of Z. Its formula is
as follows:

τyx·z =
τyx − (τyz)(τxz)√
1 − τ2

yz
√

1 − τ2
xz

(1)

where τyx, τzx, and τyz are Kendall’s correlations [42] between Y and X, Z and X, and Y and Z,
respectively. The correlation magnitude was classified into four levels: strong (1.0 ≥ τ ≥ 0.7), moderate
(0.7 > τ ≥ 0.4), weak (0.4 > τ ≥ 0.1), and negligible (0.1 > τ ≥ 0). When the difference between τyx·z and
τyx was negligible, Z had no effect on the relationship between Y and X, suggesting that Y and X may
have a direct relationship. When τyx·z < τyx, it meant that Y and X may have a spurious relationship
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or that Z may be a common cause or an intermediate factor between Y and X. When τyx·z > τyx, the
suggestion is that the effect of X on Y might be independent of that of Z on Y. In other words, X and
Z have no correlation but, by removing the covariates between Y and Z, the correlation between Y
and X improves. In our case, we aimed to control the confounding factors such as gender, age, annul,
or time-dependent bias. That is, X, Y, and Z are water quality, the prevalence of CKD/ESRD, and
control variables (population gender ratio, population median age, and sampling year), respectively.
The “ppcor” package in R was used to perform the partial Kendall’s correlation.

2.5. CKD Regression Analysis Using Selected Water Attributes

We built a CKD prevalence prediction model using nonparametric generalized additive models
(GAMs) [43]. GAMs were used to associate the regional CKD prevalence rates as the dependent
variable and the corresponding regional water attributes as the independent variables. In this study,
multiple GAMs were constructed and the optimal model was determined using the Akaike Information
Criterion [44]. A GAM adjusting for confounding sex, age, and year can be expressed as follows:

E(Y) = B0 + s(Sex) + s(Age) + s(Year) + s1(X1) + s2(X2) + · · ·+ sn(Xn) (2)

where E(Y) refers to the expected regional CKD prevalence rate during the year, s( ) are the smoothing
functions by splines, and Xi are the selected river quality attributes such as Zn, COD, DO, and NH3.
The “mgcv” package in R was applied to build the GAMs.

3. Results

3.1. Associations between Water Attributes and CKD in Taiwan

Table 2 presents the partial correlations adjusted for region-wise population, gender, age, and
time-dependent annual effects between the water attributes and the CKD prevalence rates. Only four
out of the 61 water attributes that passed the Bonferroni–Holm test displayed significant associations:
the CKD prevalence rate was significantly correlated with the magnitude of Zn, ammonia (NH3-N), and
the chemical oxygen demand (COD) of rivers (τ = 0.268/0.250/0.238, p = 6.01×10−6/2.52×10−5/6.05×
10−5, respectively) and it was inversely correlated with the magnitude of the dissolved oxygen (DO) of
rivers (τ = −0.267, p = 3.30 × 10−5). The results indicated that a region with a higher CKD prevalence
rate may be associated with a larger amount of Zn, ammonia, or COD of rivers, as well as a lower
magnitude of DO of rivers.

3.2. Associations between Water Attributes and ESRD in Taiwan

Table 3 presents the partial correlations adjusted for region-wise population, gender, age, and
time-dependent annual effects between the water attributes and the ESRD prevalence rates. None of
the 61 water attributes displayed a significant association with the ESRD prevalence rates because they
all failed the Bonferroni–Holm correction test.

3.3. Influential Observations Found in the Scatter Plots

Figure 2 illustrates the influential observations between arsenic in groundwater and CKD/ESRD.
Seven highly influential observations that were far away from the other observations on the X axis
were identified on the top right corner of Figure 2. We realized that all these high influencers came
from the same region, Chiayi city. A clear trend was revealed in that the arsenic in the groundwater
accompanying the CKD/ESRD prevalence in Chiayi city increased with time. The Z-score bar chart
of all the monitored substances of Chiayi city (Figure S1) indicates that Chiayi city was like the other
places in Taiwan except that it had an unusual high level of arsenic in the groundwater, with a Z-score
was 3.85. In other words, the concentration of arsenic in the groundwater in Chiayi city was over
75 µg/L, a value that was exceptionally higher than those of the other regions in Taiwan.
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Table 2. The correlation between water attribute and age-standardized CKD prevalence rate, adjusting
for gender, age, and annual effects (2005–2011).

Substance
Groundwater Reservoir River

τ p-Value τ p-Value τ p-Value

Metal and Inorganics

Ag - - −0.088 0.139

As 0.140 0.018 - 0.074 0.213

Ca 0.007 0.902 - -

Cd 0.089 0.132 - −0.038 0.520

Cl −0.007 0.912 - -

Cr −0.072 0.227 - −0.009 0.873

Cu −0.057 0.335 - 0.022 0.714

Fe −0.091 0.126 - -

Hg - - −0.017 0.779

K 0.005 0.933 - -

Mg 0.044 0.457 - -

Mn −0.028 0.636 - 0.032 0.594

Na 0.070 0.236 - -

NH3-N 0.030 0.613 −0.077 0.282 0.250 ** 2.52 × 10−5 **

NO2-N - −0.073 0.363 0.211 * 3.79 × 10−4 *

NO3-N −0.180 0.002 0.078 0.272 0.191 0.001

Pb −0.034 0.568 - 0.059 0.318

Se - - −0.061 0.383

SO2−
4 −0.010 0.869 - -

Zn −0.047 0.426 - 0.268 ** 6.01 × 10−6 **

Physicochemical and biological properties

Alk 0.090 0.128 0.266 * 1.89 × 10−4 * -

BOD - - 0.222 * 1.84 × 10−4 *

Chl-A - 0.021 0.773 -

COD - 0.032 0.648 0.238 ** 6.05 × 10−5 **

Coliform - - 0.148 0.013

DO - 0.031 0.687 −0.267 ** 3.30 × 10−5 **

EC 0.062 0.292 0.159 0.026 −0.048 0.416

pH 0.125 0.035 0.015 0.833 −0.194 0.001

SD - −0.088 0.276 -

SS - 0.197 0.006 0.022 0.706

TB - 0.167 0.019 -

TDS 0.051 0.389 - -

TH 0.019 0.745 0.174 0.014 -

TKN - - 0.235 0.044

TOC 0.031 0.597 0.035 0.627 0.181 0.002

WT 0.130 0.028 0.036 0.618 0.143 0.016

Significance levels of the Bonferroni–Holm test: ** ≤ 0.01, * ≤ 0.05. Abbreviations: Alk: Alkalinity; BOD: Biochemical
Oxygen Demand; Chl-A: Chlorophyll-A; COD: Chemical Oxygen Demand; DO: Dissolved Oxygen; EC: Electrical
conductivity; SD: Secchi Depth (Transparency); SS: Suspended Solids; TB: Turbidity; TDS: Total Dissolved Solids;
TH: Total Hardness; TKN: Total Kjeldahl nitrogen; TOC: Total Organic Carbon; WT: Water Temperature.
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Table 3. The correlation between water attribute and age-standardized ESRD prevalence rate adjusting
for gender, age, and annual effects (2005–2011).

Substance
Groundwater Reservoir River

τ p-Value τ p-Value τ p-Value

Metal and Inorganics

Ag - - −0.034 0.568

As 0.106 0.073 - −0.017 0.777

Ca 0.007 0.900 - -

Cd 0.165 0.005 - 0.021 0.718

Cl −0.058 0.379 - -

Cr −0.043 0.472 - −0.009 0.878

Cu −0.061 0.300 - 0.004 0.949

Fe −0.079 0.182 - -

Hg - - −0.080 0.179

K −0.112 0.058 - -

Mg −0.097 0.100 - -

Mn −0.016 0.793 - 0.074 0.214

Na −0.059 0.319 - -

NH3-N 0.018 0.764 −0.176 0.013 0.094 0.111

NO2-N - −0.064 0.426 0.109 0.067

NO3-N −0.113 0.057 0.055 0.441 0.086 0.149

Pb 0.030 0.616 - 0.046 0.438

Se - - −0.012 0.867

SO2−
4 −0.103 0.084 - -

Zn −0.135 0.023 - 0.167 0.005

Physicochemical and biological properties

Alk 0.005 0.932 −0.008 0.914 -

BOD - - 0.073 0.215

Chl-A - −0.017 0.807 -

COD - −0.056 0.429 0.138 0.020

Coliform - - 0.018 0.762

DO - 0.052 0.501 −0.056 0.388

EC −0.033 0.577 −0.096 0.178 −0.081 0.172

pH 0.100 0.090 −0.134 0.060 −0.132 0.026

SD - 0.047 0.560 -

SS - −0.021 0.768 −0.044 0.459

TB - 0.002 0.973 -

TDS −0.021 0.728 - -

TH −0.018 0.766 −0.088 0.218 -

TKN - - −0.047 0.685

TOC −0.046 0.439 −0.050 0.486 0.077 0.077

WT 0.010 0.865 0.014 0.845 0.054 0.364

None passed the Bonferroni–Holm test. Abbreviations: Alk: Alkalinity; BOD: Biochemical Oxygen Demand; Chl-A:
Chlorophyll-A; COD: Chemical Oxygen Demand; DO: Dissolved Oxygen; EC: Electrical conductivity; SD: Secchi
Depth (Transparency); SS: Suspended Solids; TB: Turbidity; TDS: Total Dissolved Solids; TH: Total Hardness; TKN:
Total Kjeldahl nitrogen; TOC: Total Organic Carbon; WT: Water Temperature.
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We performed an additional analysis by excluding Chiayi city because we suspected that the
arsenic in the groundwater of Chiayi city could dominate the association of the CKD/ESRD prevalence.
However, albeit with some differences, the associations were rather stable.Int. J. Environ. Res. Public Health 2018, 15, x FOR PEER REVIEW  8 of 15 
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Figure 2. The relationship between arsenic in groundwater and age-standardized chronic kidney
disease (CKD)/ end-stage renal disease (ESRD) prevalence rates (2005–2011): (a) the CKD prevalence
rate in groundwater and (b) the ESRD prevalence rate in groundwater. The influential observations are
labeled by the color-coded year symbols ‘×’.

3.4. Optimal CKD Regression Model Using Selected River Attributes

Table 4 indicates that the GAM built by Zn and the COD of rivers with confounding covariates
(sex, age, and year) was the optimal model with the minimum AIC value (−987.6). The larger model
with one additional parameter (NH3) and the smaller model that considered only Zn had similar AIC
performance values to the optimal model, differing by AIC values of 1.3 and 2.4, respectively.

Table 4. The generalized additive models (GAMs) of CKD prevalence in Taiwan using selected
river attributes.

Model AIC ∆AIC R2 DE (%)

sex + age + year −955.0 32.6 0.742 70.7
sex + age + year + COD −972.2 15.4 0.769 75.0
sex + age + year + DO −844.2 143.4 0.788 77.2
sex + age + year + NH3 −973.0 14.6 0.772 75.6
sex + age + year + Zn −985.2 2.4 0.821 78.2
sex + age + year + Zn + COD −987.6 0 0.820 78.8
sex + age + year + Zn + DO −846.5 141.1 0.805 78.2
sex + age + year + Zn + NH3 −983.9 3.7 0.817 78.5
sex + age + year + Zn + COD + NH3 −986.3 1.3 0.818 78.9
sex + age + year + Zn + COD + DO + NH3 −850.3 137.3 0.809 80.1

∆AICi = AICi − AICmin; Abbreviations: AlC: Akaike Information Criterion; COD: Chemical Oxygen Demand; DE:
Deviance explained; DO: Dissolved Oxygen.

4. Discussion

To our knowledge, this is the first ecological study with seven years of monitoring to associate the
CKD and ESRD prevalence rates with a wide range of water attributes of the environment. We found
that Zn, ammonia, COD, and DO of rivers were weakly correlated with the CKD prevalence rates, but
none of them were linked to ESRD under the stringent Bonferroni–Holm test.

The GAM with the Zn and COD of rivers was the best model for the given data (Table 4).
Although including additional NH3 or omitting COD in the model led to a similar AIC performance
when compared to the best model, the results did not support the inclusion of one more parameter
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(NH3). However, the necessity of the inclusion of COD in the model was unclear. The differences in
AIC did not support the notion that the Zn only model was substantially inferior to the best model.

Zn in the environment has been linked to CKD. In fact, both our correlation and regression results
supported that Zn was a relatively stronger indicator of CKD prevalence than the three other river
attributes. A recent study that indicated that Zn in residential soil was a risk factor for CKD progression
also supports our findings [45]. We suspect that a Zn contaminated river, which can pollute soil, may
reach CKD patients in the same way that Zn contaminated soil does. On the other hand, Zn homeostasis
is important for kidney function. A Zn deficiency is present in CKD patients [46]. Although oxidized
Zn particles which interfere with Zn homeostasis in rats are toxic [47], further investigations are needed
to confirm whether exposure to environmental Zn could cause the development of CKD in humans.

To our knowledge, this is also the first report to link environmental water quality indicators
to CKD in humans. Ammonia, COD, and DO all are indicative measures of water quality. They
are interrelated in some way. For example, ammonia can acidify water, consume oxygen, and raise
the COD. Ammonia can be a key indicator to determine whether water resources are undergoing
anthropogenic pollution. Excessive anthropogenic pollutants—which mainly come from unprocessed
livestock wastewater, domestic sewage, and industrial manufacturing—are enriched with ammonia.
Elevated levels of ammonia in the water have been demonstrated to degenerate the kidneys of Nile
tilapia [48]. However, further studies are needed to verify its role in humans.

Like a high level of ammonia in water, a low DO may mean a poor water quality. A low DO
may be caused by overfertilization, causing water plants to overgrow and dead plants to draw a lot
of bacteria, which, in turn, depletes the DO level. A river with a lower DO can support less aquatic
organisms, implying that the environment’s water is more toxic. A region with a lower DO may mean
that its environment is more toxic, thus linking it to CKD patients. Besides, hypoxia, a condition
defined by the body being deprived of oxygen, is known to accelerate CKD progression [49]. An
adequate oxygen supply is important for the functioning of the kidneys. However, it is unclear whether
oxygen-deprived water would reduce the oxygen levels in the kidneys.

A high COD, which indicates more oxidizable pollutants, also suggest that the environment is
more toxic in our findings. However, there is a lack of direct evidence that a high COD in water would
lead to the development of CKD.

Our results linked arsenic in groundwater to higher CKD prevalence. In fact, the relationship
between arsenic and CKD has been extensively studied. Previous animal research on mice and dogs
confirmed that exposure to arsenic may damage kidney function [50,51]. A recent systematic review of
studies on exposure to arsenic and kidney disease mortality in humans over the past 30 years found
evidence that generally supported a positive association between the arsenic and CKD [52]. Our
study strengthens their finding through the prevalence rate of kidney disease, not the mortality rate,
suggesting that exposure to arsenic in groundwater may relate to the development of CKD/ESRD
in Taiwan.

The alarmingly high arsenic concentration in groundwater concurrent with the high prevalence
rate of CKD/ESRD in Chiayi city might be the best example to demonstrate a plausible link between
exposure to arsenic and CKD/ESRD. Low-dose arsenic levels did not exhibit a clear correlation,
suggesting that arsenic in groundwater may need to pass a certain threshold to be associated with
CKD/ESRD. Because arsenic exists in the natural environment, such as in the soil, air, water, and food,
it may enter human bodies through breathing, drinking, or eating. Chiayi is infamous for its 1950s
Blackfoot disease endemic [53], which resulted from the exposure to arsenic in drinking water from
artesian wells, consequently impairing the blood vessels of the lower limbs of patients and causing
them to develop gangrene. Based on the 1962 groundwater data, two ecological studies linked arsenic
to the increased mortality of kidney disease in Chiayi [54,55]. They also indicated the exposure to
arsenic in locals had since ceased [54,55]. Instead, we used contemporary water monitoring data to
associate arsenic with the prevalence of kidney disease. The results led us to speculate the possible
long latent effects of arsenic or the recurrent arsenic contamination in Chiayi in its drinking water,
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crops, or farmed seafood. A recent study reported that arsenic in drinking water in Taiwan was linked
to the progression of CKD [56]. However, further investigations are needed to verify our speculation.

Because this was a longitudinal study, patients enrolled in this ecological population-based study
were aging. Some died and the population declined each year. The mean age of our patients may be
older than the national estimate because only those older than 18 years were included in our analysis.
Younger patients were excluded from the study to avoid possible confounding effects in renal diseases
that are genetic disorders. However, the aging and shrinking populations should not affect our results
as the age factor was controlled and the prevalence rates were applied in our analyses.

The reason why CKD and ESRD did not share the same correlation magnitude with water
attributes may either be due to random fluctuations or may involve a complex progression of kidney
disease. To determine the reason, more information is required.

Limitations and Strengths

This study has some limitations. First, this is an observational study at the city or county level so
we cannot account for cases smaller than a city or county (e.g., a town or village). Second, although
we already adjusted for the gender, age, and annual effects, we still cannot eliminate the possibility
that the associations may result from other confounding factors that we did not adjust for. Third,
we did not have direct quality measures of drinking water. We instead examined three related water
resources. Thus, oral exposure may not necessarily be the same as the environmental exposure studied
here. Fourth, unlike incidence cases, prevalence may not capture the full risks of abruptly developing
diseases. However, to manifest a renal disease, a long-term exposure may be needed. The exact date at
which the exposure started is unknown and to follow up from the first exposure is unfeasible due to
the burden of the disease [57,58]. We thus preferred using prevalence data instead of incident cases to
measure the burden of the disease during a seven-year time lapse in the Taiwanese population in this
ecological study.

However, the use of nationwide health data; the extensive coverage of inorganic, physicochemical,
and biological properties of water quality data; and computational analyses adjusted for important
covariates, have strengthened the conjecture of this study. Although unmeasured confounders may
be still present, we adjusted our data to all the possible covariates whose data were available to
us. Needless to say, environmental raw water is important not only because it can be a source of
drinking water but also because it is connected to our health through the food chain via agriculture
and animals. Although the three water resources were only an approximate to drinking water,
they—representing the majority of drinking water sources in Taiwan—were the best ones with a
massive amount of information available for this study. Overall, we examined a total of 45,846
water-monitoring observations between 2005 and 2011 to address the issue of the temporality of
association. Consequently, the monitored water attributes were found to correlate with the national
cohort of patients since 2005 and to 2011 in the development of CKD or ESRD. The seven years of data
should be reliable enough to establish meaningful associations in a clinical setting.

In fact, this study has several implications. First, the poor water quality in the environment may
be linked to renal disease. Second, regulatory water monitoring of these suspicious contaminants
should be strictly done from a public health perspective. Third, water with highly suspicious
contaminants should be re-treated or drunk with caution. Fourth, water quality management could be
imperative for current public health policymaking. Finally, further clinical trials should be warranted
to assure the exact roles of the implicated environmental contaminants, such as Zn in rivers, in renal
disease mechanisms.

5. Conclusions

Environmental exposure to water containments such as heavy metal Zn is weakly but significantly
associated with CKD. Out of the 61 water attributes, only the rivers’ Zn, ammonia, and COD, as
well as DO, were found to be weakly correlated with the CKD prevalence rates. Moreover, arsenic
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contamination in groundwater may be linked to an unusually high CKD prevalence. To confirm our
findings, further investigation of individual exposure to the exact amount of water containments
should be conducted. Reducing water pollution and better managing the water quality may benefit
public health and CKD patients.

Supplementary Materials: Supplementary materials can be found at http://www.mdpi.com/1660-4601/15/
12/2726/s1, Figure S1: The Z-score bar chart of monitoring water attributes of Chiayi City, Taiwan. Table S1:
Descriptive statistics for groundwater in Taiwan. Table S2: Descriptive statistics for reservoirs in Taiwan. Table S3:
Descriptive statistics for rivers in Taiwan.
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Abbreviations

The following abbreviations are used in this manuscript:

Alk Alkalinity
BOD Biochemical Oxygen Demand
Chl-A Chlorophyll-A
CKD Chronic Kidney Disease
COD Chemical Oxygen Demand
DO Dissolved Oxygen
EC Electrical conductivity
ESRD End Stage Renal Disease
SD Secchi Depth (Transparency)
SS Suspended Solids
TB Turbidity
TDS Total Dissolved Solids
TH Total Hardness
TKN Total Kjeldahl nitrogen
TOC Total Organic Carbon
WHO World Health Organization
WT Water Temperature

Appendix A
Table A1. ICD-9 codes for CKD and ESRD.

Disease ICD-9 Codes

CKD
250.4, 274.1, 283.11, 403.1, 404.2, 404.3, 440.1, 442.1,

447.3, 572.3, 580–588, 593, 642.1, 646.2, 753.1
ESRD 585 and associates
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Int. J. Environ. Res. Public Health 2018, 15, 2726 12 of 15

Table A2. Description of ICD-9 codes.

ICD-9 Codes Disease Description

250.4 Diabetic Nephropathy
274.1 Gouty Nephropathy
283.11 Hemolytic Uremic Syndrome
403.1 Hypertensive Nephropathy
404.2 Malignant hypertension with renal and cardiac complication
404.2 Malignant hypertension with renal and cardiac failure
440.1 Renovascular atherosclerotic disease
442.1 Aneurysm of renovascular system
447.3 Renovascular hyperplasia
572.3 Renovascular hypertension
580 Acute glomerulonephritis
581 Nephrotic syndrome
582 Chronic glomerulonephritis
583 Nephritis and renal disease
584 Acute kidney failure
585 Chronic kidney failure
586 Kidney failure
587 Renal sclerosis
588 Disease complicated by renal failure
593 Renal and ureter disease

642.1 Gestational, pregnancy related renal disease
646.2 Gestational, pregnancy related renal disease
753.1 Polycystic kidney disease

References

1. Kuo, H.W.; Tsai, S.S.; Tiao, M.M.; Yang, C.Y. Epidemiological features of CKD in Taiwan. Am. J. Kidney Dis.
2007, 49, 46–55. [CrossRef] [PubMed]

2. Yamagata, K.; Ishida, K.; Sairenchi, T.; Takahashi, H.; Ohba, S.; Shiigai, T.; Narita, M.; Koyama, A. Risk factors
for chronic kidney disease in a community-based population: A 10-year follow-up study. Kidney Int. 2007,
71, 159–166. [CrossRef] [PubMed]

3. Sarathy, H.; Henriquez, G.; Abramowitz, M.K.; Kramer, H.; Rosas, S.E.; Johns, T.; Kumar, J.; Skversky, A.;
Kaskel, F.; Melamed, M.L. Abdominal obesity, race and chronic kidney disease in young adults: Results from
NHANES 1999–2010. PLoS ONE 2016, 11, e0153588. [CrossRef] [PubMed]

4. Tsai, S.Y.; Tseng, H.F.; Tan, H.F.; Chien, Y.S.; Chang, C.C. End-stage renal disease in Taiwan: A case-control
study. J. Epidemiol. 2009, 19, 169–176. [CrossRef]

5. Vart, P.; Gansevoort, R.T.; Crews, D.C.; Reijneveld, S.A.; Bultmann, U. Mediators of the association between
low socioeconomic status and chronic kidney disease in the United States. Am. J. Epidemiol. 2015, 181,
385–396. [CrossRef]

6. Wanigasuriya, K.P.; Peiris-John, R.J.; Wickremasinghe, R.; Hittarage, A. Chronic renal failure in north central
province of Sri Lanka: An environmentally induced disease. Trans. R. Soc. Trop. Med. Hyg. 2007, 101,
1013–1017. [CrossRef]

7. Lin, M.Y.; Chiu, Y.W.; Lee, C.H.; Yu, H.Y.; Chen, H.C.; Wu, M.T.; Hwang, S.J. Factors associated with CKD in
the elderly and nonelderly population. Clin. J. Am. Soc. Nephrol. 2013, 8, 33–40. [CrossRef]

8. Bang, H.; Vupputuri, S.; Shoham, D.A.; Klemmer, P.J.; Falk, R.J.; Mazumdar, M.; Gipson, D.; Colindres, R.E.;
Kshirsagar, A.V. Screening for occult renal disease (scored): A simple prediction model for chronic kidney
disease. Arch. Intern. Med. 2007, 167, 374–381. [CrossRef]

9. Singh, A.K.; Kari, J.A. Metabolic syndrome and chronic kidney disease. Curr. Opin. Nephrol. Hypertens. 2013,
22, 198–203. [CrossRef]

10. Liu, M.; Li, X.C.; Lu, L.; Cao, Y.; Sun, R.R.; Chen, S.; Zhang, P.Y. Cardiovascular disease and its relationship
with chronic kidney disease. Eur. Rev. Med. Pharmacol. Sci. 2014, 18, 2918–2926.

11. Ayodele, O.E.; Salako, B.L.; Kadiri, S.; Arije, A.; Alebiosu, C.O. Hepatitis b virus infection: Implications in
chronic kidney disease, dialysis and transplantation. Afr. J. Med. Med. Sci. 2006, 35, 111–119. [PubMed]

http://dx.doi.org/10.1053/j.ajkd.2006.10.007
http://www.ncbi.nlm.nih.gov/pubmed/17185145
http://dx.doi.org/10.1038/sj.ki.5002017
http://www.ncbi.nlm.nih.gov/pubmed/17136030
http://dx.doi.org/10.1371/journal.pone.0153588
http://www.ncbi.nlm.nih.gov/pubmed/27224643
http://dx.doi.org/10.2188/jea.JE20080099
http://dx.doi.org/10.1093/aje/kwu316
http://dx.doi.org/10.1016/j.trstmh.2007.05.006
http://dx.doi.org/10.2215/CJN.05600612
http://dx.doi.org/10.1001/archinte.167.4.374
http://dx.doi.org/10.1097/MNH.0b013e32835dda78
http://www.ncbi.nlm.nih.gov/pubmed/17209304


Int. J. Environ. Res. Public Health 2018, 15, 2726 13 of 15

12. Chen, Y.C.; Lin, H.Y.; Li, C.Y.; Lee, M.S.; Su, Y.C. A nationwide cohort study suggests that hepatitis c
virus infection is associated with increased risk of chronic kidney disease. Kidney Int. 2014, 85, 1200–1207.
[CrossRef] [PubMed]

13. Warady, B.A.; Abraham, A.G.; Schwartz, G.J.; Wong, C.S.; Munoz, A.; Betoko, A.; Mitsnefes, M.; Kaskel, F.;
Greenbaum, L.A.; Mak, R.H.; et al. Predictors of rapid progression of glomerular and nonglomerular kidney
disease in children and adolescents: The chronic kidney disease in children (CKID) cohort. Am. J. Kidney Dis.
2015, 65, 878–888. [CrossRef] [PubMed]

14. Johnson, R.J.; Nakagawa, T.; Jalal, D.; Sanchez-Lozada, L.G.; Kang, D.H.; Ritz, E. Uric acid and chronic
kidney disease: Which is chasing which? Nephrol. Dial. Transplant. 2013, 28, 2221–2228. [CrossRef] [PubMed]

15. Stauffer, M.E.; Fan, T. Prevalence of anemia in chronic kidney disease in the United States. PLoS ONE 2014, 9,
e84943. [CrossRef] [PubMed]

16. Pokroy-Shapira, E.; Gelernter, I.; Molad, Y. Evolution of chronic kidney disease in patients with systemic
lupus erythematosus over a long-period follow-up: A single-center inception cohort study. Clin. Rheumatol.
2014, 33, 649–657. [CrossRef] [PubMed]

17. Orth, S.R.; Ogata, H.; Ritz, E. Smoking and the kidney. Nephrol. Dial. Transplant. 2000, 15, 1509–1511.
[CrossRef] [PubMed]

18. White, S.L.; Polkinghorne, K.R.; Cass, A.; Shaw, J.E.; Atkins, R.C.; Chadban, S.J. Alcohol consumption and
5-year onset of chronic kidney disease: The AUSDIAB study. Nephrol. Dial. Transplant. 2009, 24, 2464–2472.
[CrossRef]

19. Kang, I.M.; Chou, C.Y.; Tseng, Y.H.; Huang, C.C.; Ho, W.Y.; Shih, C.M.; Chen, W. Association between
betelnut chewing and chronic kidney disease in adults. J. Occup. Environ. Med. 2007, 49, 776–779. [CrossRef]

20. Eidemak, I.; Haaber, A.B.; Feldt-Rasmussen, B.; Kanstrup, I.L.; Strandgaard, S. Exercise training and the
progression of chronic renal failure. Nephron 1997, 75, 36–40. [CrossRef]

21. Sontrop, J.M.; Dixon, S.N.; Garg, A.X.; Buendia-Jimenez, I.; Dohein, O.; Huang, S.-H.S.; Clark, W.F.
Association between water intake, chronic kidney disease, and cardiovascular disease: A cross-sectional
analysis of NHANES data. Am. J. Nephrol. 2013, 37, 434–442. [CrossRef] [PubMed]

22. Ferraro, P.M.; Costanzi, S.; Naticchia, A.; Sturniolo, A.; Gambaro, G. Low level exposure to cadmium
increases the risk of chronic kidney disease: Analysis of the NHANES 1999–2006. BMC Public Health 2010,
10, 304. [CrossRef]

23. Muntner, P.; He, J.; Vupputuri, S.; Coresh, J.; Batuman, V. Blood lead and chronic kidney disease in the
general United States population: Results from NHANES III. Kidney Int. 2003, 63, 1044–1050. [CrossRef]

24. Jayasumana, C.; Gunatilake, S.; Senanayake, P. Glyphosate, hard water and nephrotoxic metals: Are they the
culprits behind the epidemic of chronic kidney disease of unknown etiology in Sri Lanka? Int. J. Environ.
Res. Public health 2014, 11, 2125–2147. [CrossRef]

25. Glaser, J.; Lemery, J.; Rajagopalan, B.; Diaz, H.F.; Garcia-Trabanino, R.; Taduri, G.; Madero, M.;
Amarasinghe, M.; Abraham, G.; Anutrakulchai, S.; et al. Climate change and the emergent epidemic
of CKD from heat stress in rural communities: The case for heat stress nephropathy. Clin. J. Am. Soc. Nephrol.
2016, 11, 1472–1483. [CrossRef]

26. Plummer, M.; Franceschi, S.; Vignat, J.; Forman, D.; de Martel, C. Global burden of gastric cancer attributable
to helicobacter pylori. Int. J. Cancer 2015, 136, 487–490. [CrossRef]

27. Wen, C.P.; Cheng, T.Y.; Tsai, M.K.; Chang, Y.C.; Chan, H.T.; Tsai, S.P.; Chiang, P.H.; Hsu, C.C.; Sung, P.K.;
Hsu, Y.H.; et al. All-cause mortality attributable to chronic kidney disease: A prospective cohort study based
on 462 293 adults in Taiwan. Lancet 2008, 371, 2173–2182. [CrossRef]

28. Saran, R.; Robinson, B.; Abbott, K.C.; Agodoa, L.Y.C.; Bhave, N.; Bragg-Gresham, J.; Balkrishnan, R.;
Dietrich, X.; Eckard, A.; Eggers, P.W.; et al. Us renal data system 2017 annual data report: Epidemiology of
kidney disease in the United States. Am. J. Kidney Dis. 2018, 71, A7. [CrossRef] [PubMed]

29. Hill, N.R.; Fatoba, S.T.; Oke, J.L.; Hirst, J.A.; O’Callaghan, C.A.; Lasserson, D.S.; Hobbs, F.D. Global prevalence
of chronic kidney disease—A systematic review and meta-analysis. PLoS ONE 2016, 11, e0158765. [CrossRef]
[PubMed]

30. Environmental Protection Administration. Investigation on Household Drinking Water in Taiwan (Translation);
Environmental Protection Administration: Taipei, Taiwan, 2014.

31. Taiwan Water Corporation. 2017 Annual Report on Taiwan Tap Water (Translation); Taiwan Water Corporation:
Taipei, Taiwan, 2017; Volume 40.

http://dx.doi.org/10.1038/ki.2013.455
http://www.ncbi.nlm.nih.gov/pubmed/24257691
http://dx.doi.org/10.1053/j.ajkd.2015.01.008
http://www.ncbi.nlm.nih.gov/pubmed/25799137
http://dx.doi.org/10.1093/ndt/gft029
http://www.ncbi.nlm.nih.gov/pubmed/23543594
http://dx.doi.org/10.1371/journal.pone.0084943
http://www.ncbi.nlm.nih.gov/pubmed/24392162
http://dx.doi.org/10.1007/s10067-014-2527-0
http://www.ncbi.nlm.nih.gov/pubmed/24535410
http://dx.doi.org/10.1093/ndt/15.10.1509
http://www.ncbi.nlm.nih.gov/pubmed/11007813
http://dx.doi.org/10.1093/ndt/gfp114
http://dx.doi.org/10.1097/JOM.0b013e318095a48a
http://dx.doi.org/10.1159/000189497
http://dx.doi.org/10.1159/000350377
http://www.ncbi.nlm.nih.gov/pubmed/23594828
http://dx.doi.org/10.1186/1471-2458-10-304
http://dx.doi.org/10.1046/j.1523-1755.2003.00812.x
http://dx.doi.org/10.3390/ijerph110202125
http://dx.doi.org/10.2215/CJN.13841215
http://dx.doi.org/10.1002/ijc.28999
http://dx.doi.org/10.1016/S0140-6736(08)60952-6
http://dx.doi.org/10.1053/j.ajkd.2018.01.002
http://www.ncbi.nlm.nih.gov/pubmed/29477157
http://dx.doi.org/10.1371/journal.pone.0158765
http://www.ncbi.nlm.nih.gov/pubmed/27383068


Int. J. Environ. Res. Public Health 2018, 15, 2726 14 of 15

32. Holm, S. A simple sequentially rejective multiple test procedure. Scand. J. Stat. 1979, 6, 65–70.
33. Taiwan Environmental Water Quality Information Database. Available online: http://wq.epa.gov.tw/Code/

?Languages=en (accessed on 17 February 2017).
34. Morrison, D.S.; Parr, C.L.; Lam, T.H.; Ueshima, H.; Kim, H.C.; Jee, S.H.; Murakami, Y.; Giles, G.; Fang, X.;

Barzi, F.; et al. Behavioural and metabolic risk factors for mortality from colon and rectum cancer: Analysis
of data from the Asia-Pacific cohort studies collaboration. Asian Pac. J. Cancer Prev. 2013, 14, 1083–1087.
[CrossRef]

35. Quan, H.; Sundararajan, V.; Halfon, P.; Fong, A.; Burnand, B.; Luthi, J.C.; Saunders, L.D.; Beck, C.A.;
Feasby, T.E.; Ghali, W.A. Coding algorithms for defining comorbidities in ICD-9-cm and ICD-10
administrative data. Med. Care 2005, 43, 1130–1139. [CrossRef]

36. Navaneethan, S.D.; Jolly, S.E.; Schold, J.D.; Arrigain, S.; Saupe, W.; Sharp, J.; Lyons, J.; Simon, J.F.;
Schreiber, M.J., Jr.; Jain, A.; et al. Development and validation of an electronic health record-based chronic
kidney disease registry. Clin. J. Am. Soc. Nephrol. 2011, 6, 40–49. [CrossRef]

37. Winkelmayer, W.C.; Schneeweiss, S.; Mogun, H.; Patrick, A.R.; Avorn, J.; Solomon, D.H. Identification of
individuals with CKD from medicare claims data: A validation study. Am. J. Kidney Dis. 2005, 46, 225–232.
[CrossRef]

38. Chan, T.C.; Fan, I.C.; Liu, M.S.; Su, M.D.; Chiang, P.H. Addressing health disparities in chronic kidney
disease. Int. J. Environ. Res. Public Health 2014, 11, 12848–12865. [CrossRef]

39. Lin, Y.-C.; Hsu, C.-Y.; Kao, C.-C.; Chen, T.-W.; Chen, H.-H.; Hsu, C.-C.; Wu, M.-S. Incidence and prevalence
of ESRD in Taiwan renal registry data system (TWRDS): 2005–2012. Acta Nephrol. 2014, 28, 65–68.

40. Wu, M.-S.; Wu, I.-W.; Shih, C.-P.; Hsu, K.-H. Establishing a platform for battling end-stage renal disease and
continuing quality improvement in dialysis therapy in Taiwan-Taiwan renal registry data system (TWRDS).
Acta Nephrol. 2011, 25, 148–153.

41. Guilford, J.P. Fundamental Statistics in Psychology and Education; McGraw-Hill: New York, NY, USA, 1942.
42. Kendall, M.G. A new measure of rank correlation. Biometrika 1938, 30, 81–93. [CrossRef]
43. Hastie, T.J.; Tibshirani, R.J. Generalized Additive Models; Chapman & Hall/CRC: London, UK, 1990.
44. Akaike, H. A new look at the statistical model identification. IEEE Trans. Autom. Control 1974, 19, 716–723.

[CrossRef]
45. Tsai, C.C.; Wu, C.L.; Kor, C.T.; Lian, I.B.; Chang, C.H.; Chang, T.H.; Chang, C.C.; Chiu, P.F. Prospective

associations between environmental heavy metal exposure and renal outcomes in adults with chronic kidney
disease. Nephrology (Carlton) 2017, 23, 830–836. [CrossRef]

46. McGregor, D.O.; Dellow, W.J.; Lever, M.; George, P.M.; Robson, R.A.; Chambers, S.T. Dimethylglycine
accumulates in uremia and predicts elevated plasma homocysteine concentrations. Kidney Int. 2001, 59,
2267–2272. [CrossRef]

47. Kao, Y.Y.; Chen, Y.C.; Cheng, T.J.; Chiung, Y.M.; Liu, P.S. Zinc oxide nanoparticles interfere with zinc ion
homeostasis to cause cytotoxicity. Toxicol. Sci. 2012, 125, 462–472. [CrossRef]

48. Benli, A.C.; Koksal, G.; Ozkul, A. Sublethal ammonia exposure of Nile tilapia (Oreochromis niloticus l.):
Effects on gill, liver and kidney histology. Chemosphere 2008, 72, 1355–1358. [CrossRef]

49. Fu, Q.; Colgan, S.P.; Shelley, C.S. Hypoxia: The force that drives chronic kidney disease. Clin. Med. Res. 2016,
14, 15–39. [CrossRef]

50. Tsukamoto, H.; Parker, H.R.; Gribble, D.H.; Mariassy, A.; Peoples, S.A. Nephrotoxicity of sodium arsenate in
dogs. Am. J. Vet. Res. 1983, 44, 2324–2330.

51. Liu, J.; Liu, Y.; Habeebu, S.M.; Waalkes, M.P.; Klaassen, C.D. Chronic combined exposure to cadmium
and arsenic exacerbates nephrotoxicity, particularly in metallothionein-i/ii null mice. Toxicology 2000, 147,
157–166. [CrossRef]

52. Zheng, L.; Kuo, C.C.; Fadrowski, J.; Agnew, J.; Weaver, V.M.; Navas-Acien, A. Arsenic and chronic kidney
disease: A systematic review. Curr. Environ. Health Rep. 2014, 1, 192–207. [CrossRef]

53. Tseng, C.H. Blackfoot disease and arsenic: A never-ending story. J. Environ. Sci. Health C Environ. Carcinog.
Ecotoxicol. Rev. 2005, 23, 55–74. [CrossRef]

54. Tsai, S.M.; Wang, T.N.; Ko, Y.C. Mortality for certain diseases in areas with high levels of arsenic in drinking
water. Arch. Environ. Health 1999, 54, 186–193. [CrossRef]

http://wq.epa.gov.tw/Code/?Languages=en
http://wq.epa.gov.tw/Code/?Languages=en
http://dx.doi.org/10.7314/APJCP.2013.14.2.1083
http://dx.doi.org/10.1097/01.mlr.0000182534.19832.83
http://dx.doi.org/10.2215/CJN.04230510
http://dx.doi.org/10.1053/j.ajkd.2005.04.029
http://dx.doi.org/10.3390/ijerph111212848
http://dx.doi.org/10.1093/biomet/30.1-2.81
http://dx.doi.org/10.1109/TAC.1974.1100705
http://dx.doi.org/10.1111/nep.13089
http://dx.doi.org/10.1046/j.1523-1755.2001.00743.x
http://dx.doi.org/10.1093/toxsci/kfr319
http://dx.doi.org/10.1016/j.chemosphere.2008.04.037
http://dx.doi.org/10.3121/cmr.2015.1282
http://dx.doi.org/10.1016/S0300-483X(00)00194-3
http://dx.doi.org/10.1007/s40572-014-0024-x
http://dx.doi.org/10.1081/GNC-200051860
http://dx.doi.org/10.1080/00039899909602258


Int. J. Environ. Res. Public Health 2018, 15, 2726 15 of 15

55. Chiu, H.F.; Yang, C.Y. Decreasing trend in renal disease mortality after cessation from arsenic exposure in a
previous arseniasis-endemic area in southwestern Taiwan. J. Toxicol. Environ. Health A 2005, 68, 319–327.
[CrossRef]

56. Cheng, Y.Y.; Huang, N.C.; Chang, Y.T.; Sung, J.M.; Shen, K.H.; Tsai, C.C.; Guo, H.R. Associations between
arsenic in drinking water and the progression of chronic kidney disease: A nationwide study in Taiwan.
J. Hazard. Mater. 2017, 321, 432–439. [CrossRef] [PubMed]

57. Pearce, N. Classification of epidemiological study designs. Int. J. Epidemiol. 2012, 41, 393–397. [CrossRef]
[PubMed]

58. Noordzij, M.; Dekker, F.W.; Zoccali, C.; Jager, K.J. Measures of disease frequency: Prevalence and incidence.
Nephron Clin. Pract. 2010, 115, c17–c20. [CrossRef] [PubMed]

© 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/10.1080/15287390590900804
http://dx.doi.org/10.1016/j.jhazmat.2016.09.032
http://www.ncbi.nlm.nih.gov/pubmed/27669384
http://dx.doi.org/10.1093/ije/dys049
http://www.ncbi.nlm.nih.gov/pubmed/22493323
http://dx.doi.org/10.1159/000286345
http://www.ncbi.nlm.nih.gov/pubmed/20173345
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Area 
	Water-Quality Monitoring Data 
	CKD/ESRD Prevalence Rates 
	Correlation between Water Quality and CKD/ESRD 
	CKD Regression Analysis Using Selected Water Attributes 

	Results 
	Associations between Water Attributes and CKD in Taiwan 
	Associations between Water Attributes and ESRD in Taiwan 
	Influential Observations Found in the Scatter Plots 
	Optimal CKD Regression Model Using Selected River Attributes 

	Discussion 
	Conclusions 
	
	References

