
Citation: Chiang, W.-F.; Hsiao, P.-J.;

Wu, K.-L.; Chen, H.-M.; Chu, C.-M.;

Chan, J.-S. Investigation of the

Relationship between Lean Muscle

Mass and Erythropoietin Resistance

in Maintenance Haemodialysis

Patients: A Cross-Sectional Study. Int.

J. Environ. Res. Public Health 2022, 19,

5704. https://doi.org/10.3390/

ijerph19095704

Academic Editors: Mariusz

A. Kusztal and Kinga Musiał

Received: 22 March 2022

Accepted: 26 April 2022

Published: 7 May 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 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 (https://

creativecommons.org/licenses/by/

4.0/).

International  Journal  of

Environmental Research

and Public Health

Article

Investigation of the Relationship between Lean Muscle Mass
and Erythropoietin Resistance in Maintenance Haemodialysis
Patients: A Cross-Sectional Study
Wen-Fang Chiang 1,2,3, Po-Jen Hsiao 1,2,3,4,5,* , Kun-Lin Wu 1,2,3, Hung-Ming Chen 6,
Chi-Ming Chu 7,8,9,10,11,12,13 and Jenq-Shyong Chan 1,2,3,*

1 Division of Nephrology, Department of Medicine, Armed Forces Taoyuan General Hospital,
Taoyuan 325, Taiwan; wfc96076@hotmail.com (W.-F.C.); ndmc6217316@yahoo.com.tw (K.-L.W.)

2 Division of Nephrology, Department of Medicine, Tri-Service General Hospital,
National Defense Medical Center, Taipei 114, Taiwan

3 School of Medicine, National Defense Medical Center, Taipei 114, Taiwan
4 Department of Life Sciences, National Central University, Taoyuan 320, Taiwan
5 Division of Nephrology, Department of Medicine, Fu-Jen Catholic University Hospital, School of Medicine,

Fu-Jen Catholic University, New Taipei City 242, Taiwan
6 Division of Haematology and Oncology, Department of Medicine, Armed Forces Taoyuan General Hospital,

Taoyuan 325, Taiwan; mptt@aftygh.gov.tw
7 Graduate Institute of Life Sciences, National Defense Medical Center, Taipei 114, Taiwan; chuchiming@web.de
8 School of Public Health, National Defense Medical Center, Taipei 114, Taiwan
9 Graduate Institute of Medical Sciences, National Defense Medical Center, Taipei 114, Taiwan
10 Department of Public Health, School of Public Health, China Medical University, Taichung 404, Taiwan
11 Department of Public Health, Kaohsiung Medical University, Kaohsiung 807, Taiwan
12 Big Data Research Center, Fu-Jen Catholic University, New Taipei City 242, Taiwan
13 Division of Biostatistics and Medical Informatics, Department of Epidemiology, School of Public Health,

National Defense Medical Center, Taipei 114, Taiwan
* Correspondence: doc10510@aftygh.gov.tw or a2005a660820@yahoo.com.tw (P.-J.H.);

c120536077@aftygh.gov.tw (J.-S.C.); Tel.: +886-3-4799595 (ext. 325823) (P.-J.H. & J.-S.C.)

Abstract: Each patient undergoing maintenance haemodialysis (MHD) has a different response to
erythropoiesis-stimulating agents (ESAs). Haemodilution due to fluid overload has been shown
to contribute to anaemia. Body mass index (BMI) has been shown to influence ESA response in
dialysis patients; however, BMI calculation does not distinguish between fat and lean tissue. The
association between lean muscle mass and erythropoietin hyporesponsiveness is still not well-known
among MHD patients. We designed a cross-sectional study and used bioimpedance spectroscopy
(BIS) to analyse the relationship between body composition, haemoglobin level, and erythropoietin
resistance index (ERI) in MHD patients. Seventy-seven patients were enrolled in the study group.
Compared with patients with haemoglobin ≥ 10 g/dL, those with haemoglobin < 10 g/dL had
higher serum ferritin levels, malnutrition–inflammation scores (MIS), relative overhydration, ESA
doses, and ERIs. In multivariate logistic regression, higher ferritin levels and MIS were the only
predictors of lower haemoglobin levels. The ERI was significantly positively correlated with age,
Kt/V, ferritin levels, and MIS and negatively correlated with albumin levels, BMI, and lean tissue
index (LTI). Multivariate linear regression analysis revealed that ferritin levels, BMI, and LTI were
the most important predictors of ERI. In MHD patients, using BIS to measure body composition
can facilitate the development of early interventions that aim to prevent sarcopenia, support ESA
responsiveness, and, consequently, improve anaemia management.

Keywords: anaemia; bioimpedance spectroscopy; erythropoietin resistance; haemodialysis; haemoglobin;
lean muscle mass; sarcopenia
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1. Introduction

Anaemia is a common manifestation of chronic kidney disease (CKD) because of
the reduced production of erythropoietin by the diseased kidneys. As kidney function
deteriorates, haemoglobin levels progressively decrease, which is particularly evident oc-
currence in CKD patients undergoing dialysis. In addition to several adverse consequences,
including exacerbations of angina, left ventricular hypertrophy, deranged haemostatic
function, and impaired immune function, anaemia can contribute to an increased risk of
morbidity and mortality in patients with end-stage renal disease (ESRD) [1].

Multiple underlying mechanisms of anaemia exist in patients undergoing maintenance
haemodialysis (MHD). In brief, a low haemoglobin level may result from haemodilution
caused by an increased extracellular volume (ECV) and from true anaemia caused by
decreased red blood cell mass [2,3]. Therefore, the evaluation of anaemia in MHD patients
must include an investigation of underlying causes that lead to decreased erythrocyte
production, haemolysis, and blood loss, as well as a fluid overload status assessment.
ECV overload is a common issue in MHD patients and is associated with mortality [4].
However, precise quantification of fluid status in dialysis patients remains a challenge in
clinical practice. The gold standard method of measuring ECV is bromide dilution, but
this method is expensive and time consuming [5]. Lung ultrasound and measurement of
inferior vena cava diameter can be used to evaluate fluid overload; however, their use
is limited by the availability of trained personnel and operator dependency. Right heart
catheterisation provides measurements of haemodynamic data, including right atrium
pressure, pulmonary arterial pressure, and pulmonary capillary wedge pressure, and
thus can be an indicator of volume status. However, it is an expensive and invasive
procedure requiring trained personnel and may be uncommonly complicated with carotid
artery injury, arteriovenous fistula formation, and tricuspid valve injury [6]. Bioimpedance
methods utilising either single-frequency bioimpedance analysis (mostly at a frequency of
50 kHz) or multifrequency bioimpedance spectroscopy (BIS, at frequencies ranging from 5
to 1000 kHz) are simple and noninvasive methods that have been validated as reliable tests
for the assessment of body fluids in dialysis patients [7]. However, there have been few
studies investigating fluid status in relation to anaemia in MHD patients.

Although hypoxia-inducible factor stabilisers have demonstrated good results,
erythropoiesis-stimulating agents (ESAs) remain the cornerstone of treatment for anaemia
in dialysis patients [8]. However, the individual response to ESAs varies. Some patients
may have a poor response, which is defined as ESA resistance and is associated with
an increased risk of death [9]. The identification of factors contributing to ESA hypore-
sponsiveness is crucial to improving MHD patient outcomes. Common factors that cause
resistance to ESAs include iron deficiency, chronic inflammation, malnutrition, and sec-
ondary hyperparathyroidism. Body mass index (BMI) has been shown to influence the
response to ESAs in dialysis patients; however, BMI calculation does not discriminate
between fat and lean tissue. Among MHD patients, the impact of body composition on
ESA responsiveness is still not well-known [10–12]. Bioimpedance methods can be used
to determine body composition and may be helpful in controlling anaemia. Based on the
abovementioned literature review, the objective of the present study was to explore the
effects of body composition on anaemia parameters and ESA responsiveness using the BIS
method in MHD patients.

2. Materials and Methods
2.1. Study Subjects

This cross-sectional study was performed on patients undergoing in-centre MHD
at a single facility between January and December 2019. The study was approved by
the Institutional Review Board of the Tri-Service General Hospital, and all investigations
adhered to the principles of the Declaration of Helsinki. The participants involved in our
study gave signed written consent after they were informed about the study procedures,
risks, benefits, and their rights. Eligible patients were older than 18 and underwent 4–4.5 h
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of HD treatments three times each week for at least three months. All patients were
dialysed using bicarbonate-based dialysate, high-flux dialysers, and Toray TR-8000 dialysis
machines. Blood flow and dialysate flow were 250–350 mL/min and 500–700 mL/min,
respectively. Dry weight was clinically determined, considering the intradialytic symptoms
and blood pressure, as well as BIS measurement. We excluded patients with active bleeding,
acute infectious diseases, or hospitalisation in the three months prior to the start and during
the course of the study. Patients with pacemakers, defibrillators, or metallic artificial joints
and those who were pregnant or had undergone amputations were excluded to avoid
inaccurate BIS measurements.

The following patient data were collected from medical records at the start of the
study: age, sex, height, comorbidities, underlying causes of ESRD, dialysis vintage, type of
vascular access, and drug medications. Cardiovascular disease was defined as a history
of ischaemic heart disease, congestive heart failure, stroke, or peripheral artery disease.
Chronic lung disease was defined as a chronic obstructive pulmonary disease requiring
long-term treatment with bronchodilators or steroids. Chronic liver disease was defined
as chronic viral hepatitis or liver cirrhosis. BMI was calculated as postdialysis weight
(kg)/height (m)2. Interdialytic weight gain (IDWG) was calculated as (predialysis weight
− previous postdialysis weight)/dry weight × 100%. We calculated the mean BMI and
IDWG on the day of BIS measurement each month. Residual diuresis was defined as a
self-reported urine output of greater than 200 mL daily and was ascertained at baseline
and the 12-month follow-up.

2.2. Response to ESA

ESA and intravenous iron sucrose were prescribed to maintain a target haemoglobin
level within the range of 10 to 11.5 g/L [13]. The route of administration and dose of
ESAs treatment were as follows: subcutaneous epoetin beta 2000–6000 IU every week,
intravenous darbepoetin 20–40 mcg every week, and intravenous methoxy polyethylene
glycol-epoetin β 25–50 mcg every two weeks. The doses were adjusted weekly as necessary
according to the patients’ clinical symptoms, body weight, and haemoglobin levels, taking
into account of adverse effects of high ESA doses. For those patients receiving darbepo-
etin and methoxy polyethylene glycol-epoetin β, doses in micrograms were converted to
international units by using conversion factors of 200 and 225, respectively [14]. The ESA
dose was recorded for each patient as international units administered and was calculated
as a weekly dose divided by body weight (IU/kg/week). The erythropoietin resistance
index (ERI) was determined as the weekly ESA dose per kg of body weight (IU/kg/week)
divided by the haemoglobin level (g/dL) [15]. For each patient, the ESA dose and ERI were
calculated each month, and finally, the mean values at 12 months were calculated. The iron
dose was recorded as the total dose given throughout the entire course of the study.

2.3. Laboratory Measurements

Blood samples were collected monthly before the first dialysis session of the week
(Monday or Tuesday). All laboratory data were calculated as the mean of the measurements
each month. The biochemical analyses were performed using an automated biochemical
analyser (DxC 700 AU Chemistry Analyser, Beckman Coulter, California, USA). The ferritin
and intact parathyroid hormone levels were determined by chemiluminescence (ADVIA
CentaurCP, Siemens, Munich, Germany). Transferrin saturation (TS) was calculated as
serum iron level (µg/dL)/total iron-binding capacity (µg/dL). The Kt/V and normalised
protein catabolic rate (nPCR) were calculated using a single-pool urea kinetic model [16].
The parameter Kt/V is a measurement of adequacy of a HD session, where K is the dialyser
clearance of urea (L/h), t is the duration of dialysis (h), and V is the distribution volume of
urea (L). A previous study has found that a haemoglobin level <10 g/dL was significantly
associated with elevated cardiovascular and all-cause mortality [17]. Because the KDIGO
guideline suggested a target haemoglobin level of 10 to 11.5 g/L, patients were divided
into two groups using a cutoff value of 10 g/dL [13].



Int. J. Environ. Res. Public Health 2022, 19, 5704 4 of 12

2.4. Malnutrition–Inflammation Score (MIS)

The MIS is a practical and inexpensive scoring system to assess malnutrition and
inflammation in CKD patients [18]. The MIS incorporates four sessions, including the
patient’s medical history, physical examination, BMI, and laboratory parameters, and
10 components. The five medical history-based components include dry weight changes,
dietary intake, gastrointestinal symptoms, functional capacity, and comorbidity, which
includes dialysis vintage. The physical examination comprises decreased fat storage or
loss of subcutaneous fat and signs of muscle wasting. Laboratory parameters are serum
albumin and total iron-binding capacity. Each component of the score has four levels of
severity, ranging from 0 (normal) to 3 (severely abnormal). The sum of all 10 components
ranges from 0 (normal) to 30 (severe malnutrition and inflammation). All MIS assessments
were performed by the same physician.

2.5. Measurement of Body Composition

The BIS assessed using the Body Composition Monitor (BCM, Fresenius Medical Care,
Bad Homburg, Germany) was part of the standard of care and was performed every month
at our dialysis unit. All measurements were taken by one well-trained nurse after the
patients had been in the supine position for at least five minutes before HD treatment.
Electrodes were attached to the patient’s contralateral forearm with the arteriovenous
fistula or graft and ipsilateral ankle. The BCM measures the body resistance and reactance
after applying low-strength alternating electric currents at 50 different frequencies, ranging
between 5 and 1000 kHz. Based on the measured resistance and reactance data, ECV,
intracellular volume, and total body water were determined using the approach described
by Moissl et al. [19].

Overhydration (OH), lean tissue mass, and fat tissue mass were calculated automati-
cally by BCM software (Fresenius Medical Care, Bad Homburg, Germany) according to a
three-compartment model [18]. The OH value represented the difference between the nor-
mal expected ECV under normal physiological conditions and the measured ECV, whereas
relative OH represented the OH value to the ECV ratio. The fat tissue index (FTI) and lean
tissue index (LTI) were determined by fat and lean tissue mass adjusted for body surface
(kg/m2). All BCM measurements, including relative OH, LTI, and FTI, were averaged
monthly throughout the follow-up period. The model used in BCM has been extensively
validated against gold standards and showed good agreement in HD patients [19,20]. A
relative OH value of ≥15% was defined as fluid overload [21].

2.6. Statistical Analysis

The Kolmogorov–Smirnov test was performed to check the normality of the data
distribution. Continuous variables are expressed as the means ± standard deviations (SDs),
and nonnormal variables are expressed as medians and 25th–75th percentiles. Continuous
data were compared by two-tailed unpaired Student’s t test or the Mann–Whitney U
test, as appropriate. Categorical data were compared by the χ2 test or Fisher’s exact
test. Correlations between continuous variables were assessed by Pearson or Spearman
coefficients. Multivariate logistic regression analysis was utilised to identify patient factors
predicting haemoglobin level <10 g/dL. Stepwise linear regression analysis was used
to determine independent factors affecting ESA doses and ERI. A p value < 0.05 was
considered statistically significant. The data were processed using SPSS version 20 (SPSS
Inc., IBM company, New York, NY, USA).

3. Results
3.1. Patient Characteristics

A total of 77 MHD patients were studied (Figure 1). The sample size provided 100%
of power (α = 0.05, two-tail) on haemoglobin, ESA dose, and ERI to detect statistically
significant differences between the groups. The baseline characteristics are shown in
Table 1. The causes of ESRD were glomerulonephritis in 33.8% of the patients, diabetes
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mellitus in 58.4%, hypertension in 1.3%, chronic interstitial nephritis in 2.6%, and hereditary
polycystic kidney disease in 2.6%. Fifty-one (66.2%) patients were receiving angiotensin-
converting enzyme inhibitor/angiotensin II receptor blocker. The mean haemoglobin level
was 10.3 ± 1.4 g/dL, and 27 (35.1%) patients had a haemoglobin level <10 g/dL. All pa-
tients were treated with ESAs, and 53 (68.8%) patients received epoetin β, 10 (13%) patients
received darbepoetin, and 14 (18.2%) received methoxy polyethylene glycol-epoetin β.
The mean ERI was 7.0 ± 3.0 IU/week/kg/g/dL. The mean transferring saturation was
24.9 ± 6.9%. Fifty-two (67.5%) patients received treatment with intravenous iron sucrose.
Regarding the fluid status and body composition, the mean predialysis-relative OH was
11.1 ± 6.8%. Twenty-one (27.3%) patients had predialysis fluid overload (relative OH
value ≥15%).
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Table 1. Characteristics of the overall study population.

Variable Data

Sex (% male) 51.9
Age (years) 60.7 ± 12.8

Diabetes mellitus (%) 59.7
Cardiovascular disease (%) 72.7
Chronic lung disease (%) 5.2

Liver disease (%) 11.7
Residual diuresis (%) 23.4

ACEI/ARB (%) 66.2
Dialysis vintage (months) 59.9 (36.3–93.7) *
Vascular access (% AVF) 55.8

Kt/V 1.6 ± 0.2
nPCR (g/kg/day) 1.1 ± 0.2

Haemoglobin (g/dL) 10.3 ± 1.4
MCV (fL) 88.0 ± 7.9



Int. J. Environ. Res. Public Health 2022, 19, 5704 6 of 12

Table 1. Cont.

Variable Data

Transferrin saturation (%) 24.9 ± 6.9
Ferritin (ng/mL) 349.2 ± 263.1
Albumin (g/dL) 3.8 ± 0.3

Intact-PTH (pg/mL) 315.9 (151.6–497.9) *
Total cholesterol (mg/dL) 152.6 ± 31.6

MIS 5.3 ± 2.2
BMI (kg/m2) 25.8 ± 3.8

IDWG (%) 4.9 ± 2.5
Relative OH (%) 11.1 ± 6.8

LTI (kg/m2) 12.9 ± 3.3
FTI (kg/m2) 12.0 ± 4.6

Iron dose (mg) # 650.0 ± 372.9
ESA dose (IU/week/kg) 67.8 ± 25.0
ERI (IU/week/kg/g/dL) 7.0 ± 3.0

ACEI/ARB—angiotensin-converting enzyme inhibitor/angiotensin II receptor blocker; AVF—arteriovenous
fistula; BMI—body mass index; ERI—erythropoietin resistance index; ESA—erythropoiesis-stimulating agent;
FTI—fat tissue index; IDWG—interdialytic weight gain; LTI—lean tissue index; MCV—mean corpuscular vol-
ume; MIS—malnutrition–inflammation score; nPCR—normalised protein catabolic rate; OH—overhydration;
PTH—parathyroid hormone; * Expressed as the median (interquartile range); # Patients receiving iron supplementation.

3.2. Associations between Haemoglobin Level and Relevant Parameters

Compared with patients with haemoglobin levels ≥10 g/dL, those with haemoglobin
levels <10 g/dL had significantly higher serum ferritin levels (p < 0.001), MIS (p < 0.001),
relative OH (p = 0.006), ESA doses (p < 0.001), and ERIs (p < 0.001) (Table 2). There were
no significant differences in BMI, IDWG, LTI, or FTI between the two groups. Regarding
iron supplementation, the percentage of patients receiving iron supplementation and the
dose used did not differ between the two groups. The univariate logistic regression model
revealed that ferritin level, MIS, and relative OH were independently associated with
the risk of having a haemoglobin level <10 g/dL. In the multivariate logistic regression
model, ferritin level and MIS were the only significant predictors of haemoglobin level
<10 g/dL (Table 3). When all continuous variables were divided into two groups using the
medium, ferritin levels and MIS were independently and significantly, p = 0.011 and 0.015,
respectively, associated with haemoglobin levels <10 g/dL (Supplementary Table S1).

Table 2. Comparison of study patients.

Variable Haemoglobin < 10 g/dL
(N = 27)

Haemoglobin ≥ 10 g/dL
(N = 50) p

Sex (% male) 40.7 58.0 NS
Age (years) 64.5 ± 11.6 58.6 ± 13.1 NS

Diabetes mellitus (%) 66.7 56.0 NS
Cardiovascular disease (%) 81.5 68.0 NS
Chronic lung disease (%) 3.7 6.0 NS

Liver disease (%) 18.5 8.0 NS
Residual diuresis (%) 22.2 24.0 NS

ACEI/ARB (%) 63.0 68.0 NS
Dialysis vintage (months) 71.5 (36.1–106.1) * 57.1 (36.0–92.7) * NS
Vascular access (% AVF) 40.7 64.0 NS

Kt/V 1.6 ± 0.2 1.6 ± 0.3 NS
nPCR (g/kg/day) 1.1 ± 0.2 1.1 ± 0.2 NS

Haemoglobin (g/dL) 8.7 ± 0.8 11.1 ± 0.8 <0.001
MCV (fL) 87.9 ± 10.8 88.0 ± 6.0 NS

Transferrin saturation (%) 24.3 ± 6.1 25.3 ± 7.3 NS
Ferritin (ng/mL) 518.1 ± 341.8 258.0 ± 145.5 <0.001
Albumin (g/dL) 3.7 ± 0.3 3.9 ± 0.3 NS
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Table 2. Cont.

Variable Haemoglobin < 10 g/dL
(N = 27)

Haemoglobin ≥ 10 g/dL
(N = 50) p

Intact-PTH (pg/mL) 275.4 (145.5–387.7) * 321.6 (167.8–533.6) * NS
Total cholesterol (mg/dL) 145.1 ± 38.9 156.6 ± 26.5 NS

MIS 6.5 ± 2.1 4.6 ± 2.1 <0.001
BMI (kg/m2) 25.7 ± 3.5 25.8 ± 4.0 NS

IDWG (%) 5.0 ± 2.3 4.8 ± 2.7 NS
Relative OH (%) 13.9 ± 6.4 9.5 ± 6.6 0.006

LTI (kg/m2) 11.9 ± 2.9 13.4 ± 3.4 NS
FTI (kg/m2) 12.7 ± 4.1 11.7 ± 4.8 NS

Iron supplementation (%) 66.0 70.4 NS
Iron dose (mg) # 778.9 ± 291.7 575.8 ± 398.7 NS

ESA dose (IU/week/kg) 81.5 ± 14.4 60.5 ± 26.5 <0.001
ERI (IU/week/kg/g/dL) 9.5 ± 2.1 5.6 ± 2.5 <0.001

ACEI/ARB—angiotensin-converting enzyme inhibitor/angiotensin II receptor blocker; AVF—arteriovenous
fistula; BMI—body mass index; ERI—erythropoietin resistance index; ESA—erythropoiesis-stimulating agent;
FTI—fat tissue index; IDWG—interdialytic weight gain; LTI—lean tissue index; MCV—mean corpuscular vol-
ume; MIS—malnutrition–inflammation score; nPCR—normalised protein catabolic rate; OH—overhydration;
PTH—parathyroid hormone; * Expressed as the median (interquartile range); # Patients receiving iron supplementation.

Table 3. Predictors of haemoglobin levels <10 g/dL.

Variables
Univariate Multivariate

b OR (95% CI) p b OR (95% CI) p

Age 0.04 1.04 (0.99−1.09) 0.060
Sex −0.70 0.50 (0.19−1.29) 0.151

Diabetes mellitus −0.45 0.64 (0.24−1.69) 0.364
Ferritin 0.01 1.01 (1.00−1.01) 0.001 0.01 1.01 (1.00−1.01) 0.004

MIS 0.41 1.50 (1.17−1.93) 0.001 0.32 1.38 (1.04−1.83) 0.025
BMI −0.01 0.99 (0.88−1.12) 0.906

Relative OH 0.10 1.11 (1.03−1.20) 0.010 0.06 1.06 (1.00−1.16) 0.206
LTI −0.15 0.86 (0.74−1.01) 0.059
FTI 0.05 1.05 (0.95−1.17) 0.329

BMI—body mass index; FTI—fat tissue index; LTI—lean tissue index; MIS—malnutrition–inflammation score;
OH—overhydration; b—logistic regression coefficients; OR—Odds Ratio.

3.3. Associations between ESA Responsiveness and Relevant Parameters

As shown in Table 4, there were significant inverse correlations of ESA dose and ERI
with albumin levels (r = −0.352 and −0.317, respectively, p = 0.002 and 0.005, respectively),
BMI (r = −0.516 and −0.415, respectively, p < 0.001) and LTI (r = −0.500 and −0.473,
respectively, p < 0.001). On the other hand, direct correlations of ESA dose and ERI with
age (r = 0.339 and 0.320, respectively, p = 0.003 and 0.005, respectively), Kt/V (r = 0.554 and
0.417, respectively, p < 0.001), ferritin levels (r = 0.363 and 0.550, respectively, p = 0.001 and
<0.001, respectively), and MIS (r = 0.462 and 0.496, respectively, p < 0.001) were identified.
When all potentially related variables were included in a multivariate linear regression
analysis, ferritin levels (β = 0.260, p = 0.003), Kt/V (β = 0.281, p = 0.006), BMI (β = −0.351,
p < 0.001), and LTI (β = −0.230, p = 0.019) can be independent predicting determinants for
ESA dose (Table 5). Regarding ESA responsiveness, potential influencing factors of ERI
were ferritin levels (β = 0.463, p < 0.001), BMI (β = −0.275, p = 0.002) and LTI (β = −0.214,
p = 0.029).
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Table 4. Bivariate correlations of ESA responsiveness with relevant parameters.

Variable
ESA Dose ERI

r p r p

Age 0.339 0.003 0.320 0.005
Dialysis vintage −0.090 NS −0.099 NS

Kt/V 0.554 <0.001 0.417 <0.001
nPCR 0.149 NS 0.102 NS
MCV 0.069 NS 0.007 NS

Transferrin saturation −0.103 NS −0.098 NS
Ferritin 0.363 0.001 0.550 <0.001

Albumin −0.352 0.002 −0.317 0.005
Intact-PTH −0.182 NS −0.170 NS

Total cholesterol 0.101 NS −0.035 NS
MIS 0.462 <0.001 0.496 <0.001
BMI −0.516 <0.001 −0.415 <0.001

IDWG 0.091 NS 0.078 NS
Relative OH 0.112 NS 0.180 NS

LTI −0.500 <0.001 −0.473 <0.001
FTI −0.076 NS −0.019 NS

Iron dose 0.161 NS 0.162 NS
BMI—body mass index; ERI—erythropoietin resistance index; ESA—erythropoiesis-stimulating agent;
FTI—fat tissue index; IDWG—interdialytic weight gain; LTI—lean tissue index; MCV—mean corpuscular vol-
ume; MIS—malnutrition–inflammation score; nPCR—normalised protein catabolic rate; OH—overhydration;
PTH—parathyroid hormone.

Table 5. Multivariate linear regression analysis predicting determinants of ESA responsiveness.

Variable
ESA Dose ERI

β p β p

Ferritin 0.260 0.003 0.463 <0.001
Kt/V 0.281 0.006 0.181 0.071
BMI −0.351 <0.001 −0.275 0.002
LTI −0.230 0.019 −0.214 0.029

BMI—body mass index; ERI—erythropoietin resistance index; ESA—erythropoiesis-stimulating agent; LTI—lean
tissue index.

4. Discussion

This study examines the relationship between body composition, the severity of
anaemia, and response to ESAs in an ESRD population undergoing MHD at a single centre.
We showed that higher ferritin levels and MIS independently predicted lower haemoglobin
levels. The association between body composition and haemoglobin levels was not signifi-
cant. In addition, lower BMI and LTI and higher ferritin levels were significantly associated
with poor response to ESAs.

Excessive fluid accumulation is common in MHD patients because of difficulty in
ECV assessment, intradialytic side effects, and increased IDWG. Several studies have
shown that MHD patients have fluid overload, with a prevalence ranging from 25% to
46% [4,21]. In our study population, the prevalence of fluid overload was 27.3%, which is
in agreement with previously published data. Expanded ECV can affect intravascular and
interstitial constituents that cause a rise in plasma volume relative to circulating total red cell
mass, leading to haemodilution [22]. In addition to CKD, anaemia due to haemodilution
is also common in patients with cirrhosis of the liver and chronic heart failure [2,23].
However, the severity of anaemia was significantly related to markers of inflammation
but not fluid overload in our study. MHD patients frequently have multiple sources of
inflammation, including dialysis catheters, oxidative stress, gut dysbiosis, retention of
uraemic toxins, and dialyser incompatibility [24]. Chronic inflammation is associated with
accelerated atherogenesis, protein energy wasting, and anaemia in MHD patients [25]. This
result suggests that the relationship among malnutrition, cardiovascular disease, anaemia,
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fluid overload, and inflammation is complex. Haemodilution may impact the severity of
anaemia, but it is not a major factor in MHD patients.

Although haemoglobin levels failed to correlate with BMI in our study population, an
inverse correlation was observed between BMI and resistance to ESAs. In line with previous
studies, BMI has been shown to correlate negatively with the weekly ESA dose and ERI,
suggesting that obesity has a protective effect against anaemia in dialysis patients [26–28].
In fact, CKD patients with higher BMIs have a better prognosis [29]. The paradoxical
association is attributed to better nutritional status in patients with obesity. Although BMI
is strongly correlated with body fat mass, it does not distinguish fat from lean tissue. Note
that MHD patients frequently have fluid overload, even after dialysis treatment, and BMI
cannot distinguish excessive fluid status. Accordingly, measurements of body composition
are necessary to identify which component (body fat mass, lean mass, or hydration) is
associated with the response to ESA in MHD patients.

Kotanko et al. developed regression models for the prediction of body composition
and found that MHD patients with high absolute total and subcutaneous adipose tissue
required lower weekly doses of ESA and had lower ESA resistance [10]. Another study con-
ducted by Vega et al. using BIS to measure body composition in MHD patients showed that
higher fat tissue was associated with a better response to ESA; however, there was no asso-
ciation between ERI and LTI [11]. These findings were explained by patients with higher
BMI having a lower uraemic load, which has an inhibitory effect on erythropoiesis [10]. Ob-
servational studies have shown that the malnutrition–inflammation complex is associated
with ESA resistance, and HD patients with higher BMI have a better nutrition status [30,31].
In addition, abdominal fat tissue can produce adipokines, such as leptin, that are associated
with the stimulation of erythropoiesis [32].

In contrast, Takata et al. reported different relationships between body composi-
tion and ESA responsiveness in MHD patients. They measured skeletal muscle mass by
bioimpedance analysis and found that lower muscle mass was associated with a poorer
response to ESA [12]. In agreement with this study, we found that LTI, but not OH or
FTI, was associated with the response to ESA in MHD patients. Previous research has
identified erythropoietin receptors on murine, rat, human myoblasts, and human skele-
tal muscle tissue [33]. Erythropoietin can stimulate the proliferative response in murine
myoblasts [34]. In human skeletal muscle, exercise and hypoxia can induce the release
of erythropoietin [35]. Collectively, these findings suggest that muscle mass is associated
with the response to ESA. Diagnostic tools using BIS to measure body composition can
help to identify MHD patients with low LTI. Treatment targeting sarcopenia may improve
ESA responsiveness.

MHD patients are predisposed to iron deficiency because of gastrointestinal bleeding,
blood drawing, and blood loss during HD treatment. Since adequate iron stores are
essential to achieve target haemoglobin levels, surveillance tests, including assessments
of transferrin saturation and serum ferritin, are used to estimate iron stores. However,
serum ferritin levels can also be influenced by various underlying conditions, including
inflammation, infection, insulin resistance, metabolic syndrome, chronic liver disease, and
malnutrition. Hyperferritinemia is a nonspecific finding in routine medical practice, and
only 10% of cases are due to iron overload [36]. Our study showed that higher ferritin
levels were correlated with higher required doses of ESA and ERI, therefore, suggesting
complex underlying conditions in those with ESA hyporesponsiveness.

Because of the good efficacy of ESA and iron supplementation in correcting anaemia in
MHD patients, the role of dialysis adequacy on ESA responsiveness may be masked. Inade-
quate dialysis has been shown to have an impact on the response to ESA in HD patients [37].
The adequacy of the HD dose is measured by the Kt/V or urea reduction ratio. Previous
studies have shown an inverse correlation between Kt/V and ESA requirements [38,39].
Our study showed that a higher Kt/V was associated with a higher required dose of ESA;
however, the association between Kt/V and ERI was not statistically significant. As small
patients and females have a low V, a higher Kt/V should be assessed to achieve adequate
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dialysis, and the weight-adjusted ESA dose may also be high in these patients. Of note,
most of our patients (97%) had a Kt/V value above 1.3, and a further increase in Kt/V
is unlikely to improve ESA responsiveness in adequately dialysed patients [40]. In fact,
another large multicentre study showed that there was no association between Kt/V and
ERI [41].

Our study has a few limitations. First, the number of participants was too small
to have strong statistical power. Second, body composition differs between males and
females; however, we cannot split the data into subgroups according to sex because of
the small study population. Third, patients with metallic implants or amputation were
excluded from our study group because the BIS device passes electrical currents through
the body, which might have resulted in selection bias. Accordingly, our study population
was relatively healthy and may not be reflective of ESRD patients globally in terms of
comorbidities, the severity of anaemia, and nutrition status, and hence, it may not be
reproducible. However, the prospectively collected data provide good accuracy, and most
of our results are consistent with those of previous studies.

5. Conclusions

In this study, investigating the relationship between body composition and ESA
responsiveness in MHD patients, high MIS and low muscle mass were found to be associ-
ated with anaemia severity and ESA resistance, respectively. Considering the use of BIS
measurements to identify MHD patients with low muscle mass, nutritional and exercise
interventions targeting sarcopenia are warranted in patients with poor responses to ESAs.

Supplementary Materials: The following supporting information can be downloaded at: https://www.
mdpi.com/article/10.3390/ijerph19095704/s1, Table S1: Predictors of haemoglobin levels <10 g/dL.

Author Contributions: Conceptualization, W.-F.C. and J.-S.C.; methodology, W.-F.C.; validation,
P.-J.H., K.-L.W., and H.-M.C.; investigation, P.-J.H., K.-L.W., and C.-M.C.; data curation, W.-F.C.,
H.-M.C., and C.-M.C.; writing—original draft preparation, W.-F.C.; writing—review & editing, P.-J.H.,
K.-L.W., and J.-S.C.; supervision, J.-S.C.; project administration, W.-F.C.; funding acquisition, W.-F.C.
and P.-J.H. All authors have read and agreed to the published version of the manuscript.

Funding: This study was supported in part by a grant from the Armed Forces Taoyuan General
Hospital (AFTYGH-10823) and (TYAFGH-D-111038).

Institutional Review Board Statement: The study was performed in accordance with the ethical
principles for medical research involving human subjects described in the Declaration of Helsinki
and was approved by the Institutional Review Board of the Tri-Service General Hospital (TSGHIRB
No. 1-107-05-034).

Informed Consent Statement: Informed consent was obtained from all individual participants
included in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. Kovesdy, C.P.; Trivedi, B.K.; Kalantar-Zadeh, K.; Anderson, J.E. Association of anemia with outcomes in men with moderate and

severe chronic kidney disease. Kidney Int. 2006, 69, 560–564. [CrossRef] [PubMed]
2. Androne, A.S.; Katz, S.D.; Lund, L.; LaManca, J.; Hudaihed, A.; Hryniewicz, K.; Mancini, D.M. Hemodilution is common in

patients with advanced heart failure. Circulation 2003, 107, 226–229. [CrossRef] [PubMed]
3. Hung, S.C.; Kuo, K.L.; Peng, C.H.; Wu, C.H.; Wang, Y.C.; Tarng, D.C. Association of fluid retention with anemia and clinical

outcomes among patients with chronic kidney disease. J. Am. Heart Assoc. 2015, 4, e001480. [CrossRef] [PubMed]
4. Zoccali, C.; Moissl, U.; Chazot, C.; Mallamaci, F.; Tripepi, G.; Arkossy, O.; Wabel, P.; Stuard, S. Chronic Fluid Overload and

Mortality in ESRD. J. Am. Soc. Nephrol. 2017, 28, 2491–2497. [CrossRef]

https://www.mdpi.com/article/10.3390/ijerph19095704/s1
https://www.mdpi.com/article/10.3390/ijerph19095704/s1
http://doi.org/10.1038/sj.ki.5000105
http://www.ncbi.nlm.nih.gov/pubmed/16395253
http://doi.org/10.1161/01.CIR.0000052623.16194.80
http://www.ncbi.nlm.nih.gov/pubmed/12538419
http://doi.org/10.1161/JAHA.114.001480
http://www.ncbi.nlm.nih.gov/pubmed/25559015
http://doi.org/10.1681/ASN.2016121341


Int. J. Environ. Res. Public Health 2022, 19, 5704 11 of 12

5. Simpson, J.A.; Lobo, D.N.; Anderson, J.A.; Macdonald, I.A.; Perkins, A.C.; Neal, K.R.; Allison, S.P.; Rowlands, B.J. Body water
compartment measurements: A comparison of bioelectrical impedance analysis with tritium and sodium bromide dilution
techniques. Clin. Nutr. 2001, 20, 339–343. [CrossRef]

6. Chen, Y.; Shlofmitz, E.; Khalid, N.; Bernardo, N.L.; Ben-Dor, I.; Weintraub, W.S.; Waksman, R. Right Heart Catheterization-Related
Complications: A Review of the Literature and Best Practices. Cardiol. Rev. 2020, 28, 36–41. [CrossRef] [PubMed]

7. Cooper, B.A.; Aslani, A.; Ryan, M.; Zhu, F.Y.; Ibels, L.S.; Allen, B.J.; Pollock, C.A. Comparing different methods of assessing body
composition in end-stage renal failure. Kidney Int. 2000, 58, 408–416. [CrossRef]

8. Crugliano, G.; Serra, R.; Ielapi, N.; Battaglia, Y.; Coppolino, G.; Bolignano, D.; Bracale, U.M.; Pisani, A.; Faga, T.; Michael, A.; et al.
Hypoxia-Inducible Factor Stabilizers in End Stage Kidney Disease: “Can the Promise Be Kept?”. Int. J. Mol. Sci. 2021, 22, 12590.
[CrossRef]

9. Drueke, T.B.; Massy, Z.A. Erythropoiesis-Stimulating Agents and Mortality. J. Am. Soc. Nephrol. 2019, 30, 907–908. [CrossRef]
10. Kotanko, P.; Thijssen, S.; Levin, N.W. Association between erythropoietin responsiveness and body composition in dialysis

patients. Blood Purif. 2008, 26, 82–89. [CrossRef]
11. Vega, A.; Ruiz, C.; Abad, S.; Quiroga, B.; Velazquez, K.; Yuste, C.; Aragoncillo, I.; Lopez Gomez, J.M. Body composition affects the

response to erythropoiesis-stimulating agents in patients with chronic kidney disease in dialysis. Ren. Fail. 2014, 36, 1073–1077.
[CrossRef] [PubMed]

12. Takata, T.; Mae, Y.; Yamada, K.; Taniguchi, S.; Hamada, S.; Yamamoto, M.; Iyama, T.; Isomoto, H. Skeletal muscle mass is
associated with erythropoietin response in hemodialysis patients. BMC Nephrol. 2021, 22, 134. [CrossRef] [PubMed]

13. Improving Global Outcomes (KDIGO) Anemia Work Group. KDIGO Clinical Practice Guideline for Anemia in Chronic Kidney
Disease. Kidney Int. Suppl. 2012, 2, 279–335.

14. Vega, A.; Abad, S.; Verdalles, U.; Aragoncillo, I.; Velazquez, K.; Quiroga, B.; Escudero, V.; Lopez-Gomez, J.M. Dose equivalence
between continuous erythropoietin receptor activator (CERA), Darbepoetin and Epoetin in patients with advanced chronic
kidney disease. Hippokratia 2014, 18, 315–318.

15. Gunnell, J.; Yeun, J.Y.; Depner, T.A.; Kaysen, G.A. Acute-phase response predicts erythropoietin resistance in hemodialysis and
peritoneal dialysis patients. Am. J. Kidney Dis. 1999, 33, 63–72. [CrossRef]

16. Daugirdas, J.T. Second generation logarithmic estimates of single-pool variable volume Kt/V: An analysis of error. J. Am. Soc.
Nephrol. 1993, 4, 1205–1213. [CrossRef]

17. Kuo, K.L.; Hung, S.C.; Tseng, W.C.; Tsai, M.T.; Liu, J.S.; Lin, M.H.; Hsu, C.C.; Tarng, D.C.; Taiwan Society of Nephrology Renal
Registry Data. Association of Anemia and Iron Parameters With Mortality Among Patients Undergoing Prevalent Hemodialysis
in Taiwan: The AIM—HD Study. J. Am. Heart Assoc. 2018, 7, e009206. [CrossRef]

18. Kalantar-Zadeh, K.; Kopple, J.D.; Block, G.; Humphreys, M.H. A malnutrition-inflammation score is correlated with morbidity
and mortality in maintenance hemodialysis patients. Am. J. Kidney Dis. 2001, 38, 1251–1263. [CrossRef]

19. Moissl, U.M.; Wabel, P.; Chamney, P.W.; Bosaeus, I.; Levin, N.W.; Bosy-Westphal, A.; Korth, O.; Muller, M.J.; Ellegard, L.; Malmros,
V.; et al. Body fluid volume determination via body composition spectroscopy in health and disease. Physiol. Meas. 2006, 27,
921–933. [CrossRef]

20. Hung, S.C.; Kuo, K.L.; Peng, C.H.; Wu, C.H.; Lien, Y.C.; Wang, Y.C.; Tarng, D.C. Volume overload correlates with cardiovascular
risk factors in patients with chronic kidney disease. Kidney Int. 2014, 85, 703–709. [CrossRef]

21. Wizemann, V.; Wabel, P.; Chamney, P.; Zaluska, W.; Moissl, U.; Rode, C.; Malecka-Masalska, T.; Marcelli, D. The mortality risk of
overhydration in haemodialysis patients. Nephrol. Dial. Transplant. 2009, 24, 1574–1579. [CrossRef] [PubMed]

22. Otto, J.M.; Plumb, J.O.M.; Clissold, E.; Kumar, S.B.; Wakeham, D.J.; Schmidt, W.; Grocott, M.P.W.; Richards, T.; Montgomery, H.E.
Hemoglobin concentration, total hemoglobin mass and plasma volume in patients: Implications for anemia. Haematologica 2017,
102, 1477–1485. [CrossRef]

23. Gonzalez-Casas, R.; Jones, E.A.; Moreno-Otero, R. Spectrum of anemia associated with chronic liver disease. World J. Gastroenterol.
2009, 15, 4653–4658. [CrossRef] [PubMed]

24. Cobo, G.; Lindholm, B.; Stenvinkel, P. Chronic inflammation in end-stage renal disease and dialysis. Nephrol. Dial. Transplant.
2018, 33, iii35–iii40. [CrossRef] [PubMed]

25. Gluba-Brzozka, A.; Franczyk, B.; Olszewski, R.; Rysz, J. The Influence of Inflammation on Anemia in CKD Patients. Int. J. Mol.
Sci. 2020, 21, 725. [CrossRef]

26. do Sameiro-Faria, M.; Ribeiro, S.; Rocha-Pereira, P.; Fernandes, J.; Reis, F.; Bronze-da-Rocha, E.; Miranda, V.; Quintanilha,
A.; Costa, E.; Belo, L.; et al. Body mass index and resistance to recombinant human erythropoietin therapy in maintenance
hemodialysis patients. Ren. Fail. 2013, 35, 1392–1398. [CrossRef] [PubMed]

27. Santos, E.J.F.; Hortegal, E.V.; Serra, H.O.; Lages, J.S.; Salgado-Filho, N.; Dos Santos, A.M. Epoetin alfa resistance in hemodialysis
patients with chronic kidney disease: A longitudinal study. Braz. J. Med. Biol. Res. 2018, 51, e7288. [CrossRef]

28. El-Kannishy, G.M.; Megahed, A.F.; Tawfik, M.M.; El-Said, G.; Zakaria, R.T.; Mohamed, N.A.; Taha, E.M.; Ammar, A.A.; Abd
Eltawab, A.M.; Sayed-Ahmed, N.A. Obesity may be erythropoietin dose-saving in hemodialysis patients. Kidney Res. Clin. Pract.
2018, 37, 148–156. [CrossRef]

29. Lu, J.L.; Kalantar-Zadeh, K.; Ma, J.Z.; Quarles, L.D.; Kovesdy, C.P. Association of body mass index with outcomes in patients with
CKD. J. Am. Soc. Nephrol. 2014, 25, 2088–2096. [CrossRef]

http://doi.org/10.1054/clnu.2001.0398
http://doi.org/10.1097/CRD.0000000000000270
http://www.ncbi.nlm.nih.gov/pubmed/31804291
http://doi.org/10.1046/j.1523-1755.2000.00180.x
http://doi.org/10.3390/ijms222212590
http://doi.org/10.1681/ASN.2019030266
http://doi.org/10.1159/000110571
http://doi.org/10.3109/0886022X.2014.917937
http://www.ncbi.nlm.nih.gov/pubmed/24846345
http://doi.org/10.1186/s12882-021-02346-6
http://www.ncbi.nlm.nih.gov/pubmed/33863297
http://doi.org/10.1016/S0272-6386(99)70259-3
http://doi.org/10.1681/ASN.V451205
http://doi.org/10.1161/JAHA.118.009206
http://doi.org/10.1053/ajkd.2001.29222
http://doi.org/10.1088/0967-3334/27/9/012
http://doi.org/10.1038/ki.2013.336
http://doi.org/10.1093/ndt/gfn707
http://www.ncbi.nlm.nih.gov/pubmed/19131355
http://doi.org/10.3324/haematol.2017.169680
http://doi.org/10.3748/wjg.15.4653
http://www.ncbi.nlm.nih.gov/pubmed/19787828
http://doi.org/10.1093/ndt/gfy175
http://www.ncbi.nlm.nih.gov/pubmed/30281126
http://doi.org/10.3390/ijms21030725
http://doi.org/10.3109/0886022X.2013.828267
http://www.ncbi.nlm.nih.gov/pubmed/23991655
http://doi.org/10.1590/1414-431x20187288
http://doi.org/10.23876/j.krcp.2018.37.2.148
http://doi.org/10.1681/ASN.2013070754


Int. J. Environ. Res. Public Health 2022, 19, 5704 12 of 12

30. Leavey, S.F.; McCullough, K.; Hecking, E.; Goodkin, D.; Port, F.K.; Young, E.W. Body mass index and mortality in ‘healthier’
as compared with ‘sicker’ haemodialysis patients: Results from the Dialysis Outcomes and Practice Patterns Study (DOPPS).
Nephrol. Dial. Transplant. 2001, 16, 2386–2394. [CrossRef]

31. Gonzalez-Ortiz, A.; Correa-Rotter, R.; Vazquez-Rangel, A.; Vega-Vega, O.; Espinosa-Cuevas, A. Relationship between protein-
energy wasting in adults with chronic hemodialysis and the response to treatment with erythropoietin. BMC Nephrol. 2019, 20,
316. [CrossRef] [PubMed]

32. Axelsson, J.; Qureshi, A.R.; Heimburger, O.; Lindholm, B.; Stenvinkel, P.; Barany, P. Body fat mass and serum leptin levels
influence epoetin sensitivity in patients with ESRD. Am. J. Kidney Dis. 2005, 46, 628–634. [CrossRef] [PubMed]

33. Lamon, S.; Zacharewicz, E.; Stephens, A.N.; Russell, A.P. EPO-receptor is present in mouse C2C12 and human primary skeletal
muscle cells but EPO does not influence myogenesis. Physiol. Rep. 2014, 2, e00256. [CrossRef] [PubMed]

34. Ogilvie, M.; Yu, X.; Nicolas-Metral, V.; Pulido, S.M.; Liu, C.; Ruegg, U.T.; Noguchi, C.T. Erythropoietin stimulates proliferation
and interferes with differentiation of myoblasts. J. Biol. Chem. 2000, 275, 39754–39761. [CrossRef]

35. Baker, J.M.; Parise, G. Skeletal Muscle Erythropoietin Expression Is Responsive to Hypoxia and Exercise. Med. Sci. Sports Exerc.
2016, 48, 1294–1301. [CrossRef]

36. Sandnes, M.; Ulvik, R.J.; Vorland, M.; Reikvam, H. Hyperferritinemia-A Clinical Overview. J. Clin. Med. 2021, 10, 2008. [CrossRef]
37. Ifudu, O.; Feldman, J.; Friedman, E.A. The intensity of hemodialysis and the response to erythropoietin in patients with end-stage

renal disease. N. Engl. J. Med. 1996, 334, 420–425. [CrossRef]
38. Movilli, E.; Cancarini, G.C.; Zani, R.; Camerini, C.; Sandrini, M.; Maiorca, R. Adequacy of dialysis reduces the doses of recombinant

erythropoietin independently from the use of biocompatible membranes in haemodialysis patients. Nephrol. Dial. Transplant.
2001, 16, 111–114. [CrossRef]

39. Gaweda, A.E.; Goldsmith, L.J.; Brier, M.E.; Aronoff, G.R. Iron, inflammation, dialysis adequacy, nutritional status, and hyper-
parathyroidism modify erythropoietic response. Clin. J. Am. Soc. Nephrol. 2010, 5, 576–581. [CrossRef]

40. Movilli, E.; Cancarini, G.C.; Vizzardi, V.; Camerini, C.; Brunori, G.; Cassamali, S.; Maiorca, R. Epoetin requirement does not
depend on dialysis dose when Kt/N > 1.33 in patients on regular dialysis treatment with cellulosic membranes and adequate
iron stores. J. Nephrol. 2003, 16, 546–551.

41. Lopez-Gomez, J.M.; Portoles, J.M.; Aljama, P. Factors that condition the response to erythropoietin in patients on hemodialysis
and their relation to mortality. Kidney Int. Suppl. 2008, 74, S75–S81. [CrossRef] [PubMed]

http://doi.org/10.1093/ndt/16.12.2386
http://doi.org/10.1186/s12882-019-1457-0
http://www.ncbi.nlm.nih.gov/pubmed/31412807
http://doi.org/10.1053/j.ajkd.2005.06.004
http://www.ncbi.nlm.nih.gov/pubmed/16183417
http://doi.org/10.1002/phy2.256
http://www.ncbi.nlm.nih.gov/pubmed/24760510
http://doi.org/10.1074/jbc.M004999200
http://doi.org/10.1249/MSS.0000000000000899
http://doi.org/10.3390/jcm10092008
http://doi.org/10.1056/NEJM199602153340702
http://doi.org/10.1093/ndt/16.1.111
http://doi.org/10.2215/CJN.04710709
http://doi.org/10.1038/ki.2008.523
http://www.ncbi.nlm.nih.gov/pubmed/19034333

	Introduction 
	Materials and Methods 
	Study Subjects 
	Response to ESA 
	Laboratory Measurements 
	Malnutrition–Inflammation Score (MIS) 
	Measurement of Body Composition 
	Statistical Analysis 

	Results 
	Patient Characteristics 
	Associations between Haemoglobin Level and Relevant Parameters 
	Associations between ESA Responsiveness and Relevant Parameters 

	Discussion 
	Conclusions 
	References

