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Macrophage inhibitory cytokine-1 (MIC-1/GDF15) and mortality in 
end-stage renal disease  
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ABSTRACT	  
	  
Background.	  Elevated	  macrophage	  inhibitory	  cytokine-‐1	  (MIC-‐1/GDF15)	  levels	  in	  serum	  
mediate	  anorexia	  and	  weight	  loss	  in	  some	  cancer	  patients	  and	  similarly	  elevated	  levels	  occur	  in	  
chronic	  kidney	  disease	  (CKD).	  Serum	  MIC-‐1/GDF15	  is	  also	  elevated	  in	  chronic	  inflammatory	  
diseases	  and	  predicts	  atherosclerotic	  events	  independently	  of	  traditional	  risk	  factors.	  The	  
relationship	  between	  chronic	  inflammation,	  decreasing	  body	  mass	  index	  (BMI)	  and	  increased	  
mortality	  in	  CKD	  is	  not	  well	  understood	  and	  is	  being	  actively	  investigated.	  MIC-‐1/GDF15	  may	  
link	  these	  features	  of	  CKD.	  
Methods.	  Cohorts	  of	  incident	  dialysis	  patients	  from	  Sweden	  (	  n	  =	  98)	  and	  prevalent	  hemodialysis	  
patients	  from	  the	  USA	  (	  n	  =	  381)	  had	  serum	  MIC-‐1/GDF15,	  C-‐reactive	  protein	  (CRP)	  levels	  and	  
BMI	  measured	  at	  study	  entry.	  Additional	  surrogate	  markers	  of	  nutritional	  adequacy,	  body	  
composition	  and	  inflammation	  were	  assessed	  in	  Swedish	  patients.	  Patients	  were	  followed	  for	  all-‐
cause	  mortality.	  
Results.	  In	  the	  Swedish	  cohort,	  serum	  MIC-‐1/GDF15	  was	  associated	  with	  decreasing	  BMI,	  
measures	  of	  nutrition	  and	  markers	  of	  oxidative	  stress	  and	  inflammation.	  Additionally,	  high	  
serum	  MIC-‐1/GDF15	  levels	  identified	  patients	  with	  evidence	  of	  protein-‐energy	  wasting	  who	  died	  
in	  the	  first	  3	  years	  of	  dialysis.	  The	  ability	  of	  serum	  MIC-‐1/GDF15	  to	  predict	  mortality	  in	  the	  first	  3	  
years	  of	  dialysis	  was	  confirmed	  in	  the	  USA	  cohort.	  In	  both	  cohorts,	  serum	  MIC-‐1/GDF15	  level	  was	  
an	  independent	  marker	  of	  mortality	  when	  adjusted	  for	  age,	  CRP,	  BMI,	  history	  of	  diabetes	  mellitus	  
and/or	  cardiovascular	  disease	  and	  glomerular	  filtration	  rate	  or	  length	  of	  time	  on	  dialysis	  at	  study	  
entry.	  
Conclusions.	  MIC-‐1/GDF15	  is	  a	  novel	  independent	  serum	  marker	  of	  mortality	  in	  CKD	  capable	  of	  
significantly	  improving	  the	  mortality	  prediction	  of	  other	  established	  markers.	  MIC-‐1/GDF15	  may	  
mediate	  protein-‐energy	  wasting	  in	  CKD	  and	  represent	  a	  novel	  therapeutic	  target	  for	  this	  fatal	  
complication.	  
	  
	  
INTRODUCTION	  
	  
More	  than	  15.5	  million	  adults	  in	  the	  USA	  have	  moderately	  severe	  impairment	  of	  renal	  function.	  
Of	  these,	  >480 000	  are	  receiving	  active	  treatment	  for	  end-‐stage	  renal	  disease	  and	  >100 000	  new	  
patients	  start	  treatment	  annually	  [	  1	  ].	  Of	  the	  patients	  receiving	  treatment	  in	  2005,	  >80 000	  died	  [	  
1	  ].	  Increased	  levels	  of	  inflammatory	  markers,	  such	  as	  elevated	  CRP,	  are	  a	  risk	  factor	  for	  
cardiovascular	  events	  in	  both	  healthy	  people	  and	  in	  those	  with	  chronic	  kidney	  disease	  (CKD)	  [	  2	  
].	  CKD-‐associated	  mortality	  is	  also	  predicted	  by	  lower	  body	  mass	  index	  (BMI),	  the	  reverse	  of	  the	  
relationship	  seen	  in	  the	  normal	  population	  [	  3	  ].	  In	  CKD,	  there	  is	  a	  well-‐recognized	  link	  between	  
protein-‐energy	  wasting	  and	  inflammation,	  with	  the	  two	  conditions	  often	  coexisting	  [	  4	  ]	  and	  
reduced	  serum	  albumin	  predicts	  mortality	  [	  5	  ].	  However,	  the	  contribution	  of	  these	  two	  
processes	  to	  disease	  outcome	  and	  the	  nature	  of	  the	  link	  between	  them	  is	  ill	  defined	  [	  5	  ,	  6	  ].	  One	  
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molecule	  that	  potentially	  links	  these	  two	  features	  is	  MIC-‐1/GDF15,	  a	  TGF-‐β	  superfamily	  cytokine.	  
MIC-‐1/GDF15	  serum	  level,	  as	  documented	  by	  us,	  is	  a	  cardiovascular	  risk	  marker,	  which	  is	  
independent	  of	  traditional	  risk	  factors,	  such	  as	  CRP	  [	  7	  ].	  MIC-‐1/GDF15,	  which	  is	  also	  known	  by	  a	  
number	  of	  other	  synonyms	  [	  8	  ],	  was	  first	  cloned	  on	  the	  basis	  of	  increased	  expression	  with	  
macrophage	  activation	  [	  9	  ]	  and	  serum	  levels	  of	  MIC-‐1/GDF15	  have	  clinical	  utility	  in	  diagnosis	  
and	  prediction	  of	  disease	  course	  in	  chronic	  inflammatory	  [	  7	  ,	  10	  ]	  and	  malignant	  diseases	  [	  11	  ,	  
12	  ].	  We	  also	  recently	  identified	  MIC-‐1/GDF15	  as	  a	  novel	  appetite	  regulator,	  which	  causes	  
anorexia	  and	  weight	  loss	  when	  over-‐expressed	  in	  cancer	  [	  13	  ].	  In	  the	  same	  study,	  we	  
demonstrated	  elevation	  of	  MIC-‐1/GDF15	  in	  CKD	  with	  serum	  levels	  broadly	  comparable	  to	  
patients	  with	  cancer-‐associated	  anorexia	  and	  weight	  loss	  [	  13	  ].	  In	  a	  separate	  healthy	  cohort,	  we	  
have	  also	  demonstrated	  that	  serum	  MIC-‐1/GDF15	  level	  is	  a	  predictor	  of	  longevity,	  independent	  
of	  genetic	  background,	  age	  or	  BMI	  [	  14	  ].	  In	  view	  of	  the	  relationship	  of	  MIC-‐1/GDF15	  to	  chronic	  
inflammatory	  disease,	  its	  predictive	  value	  for	  atherosclerotic	  events,	  its	  role	  in	  disease-‐
associated	  anorexia	  and	  weight	  loss	  and	  its	  prediction	  of	  mortality	  risk	  in	  healthy	  populations	  we	  
sought	  to	  determine	  the	  relationship	  between	  MIC-‐1/GDF15	  and	  altered	  nutritional	  status	  in	  
CKD	  and	  the	  clinical	  utility	  of	  serum	  MIC-‐1/GDF15	  measurement	  for	  predicting	  mortality	  in	  this	  
disease.	  To	  study	  this,	  we	  have	  utilized	  two	  independent	  well-‐characterized	  cohorts	  of	  incident	  
and	  prevalent	  dialysis	  patients.	  
	  
MATERIALS	  AND	  METHODS	  
	  
Patient	  cohorts	  
Patients	  were	  enrolled	  independently	  in	  the	  USA	  (	  n	  =	  381)	  and	  Sweden	  (	  n	  =	  98).	  Demographic	  
information	  collected	  included	  age,	  sex,	  history	  of	  cardiovascular	  disease	  (CVD)	  and	  diabetes	  
mellitus	  (DM)	  as	  well	  as	  height	  and	  weight.	  All	  patients	  had	  serum	  CRP	  (Dade	  Behring)	  and	  
serum	  MIC-‐1/GDF15	  determined	  on	  pre-‐dialysis	  blood	  samples	  as	  previously	  described	  [	  15	  ].	  
Swedish	  patients	  represented	  a	  subset	  of	  incident	  dialysis	  patients	  enrolled	  in	  the	  dialysis	  
program	  at	  the	  Karolinska	  University	  Hospital	  at	  Huddinge	  between	  1997	  and	  2004	  with	  an	  
adequate	  volume	  of	  serum	  for	  MIC-‐1/GDF15	  estimation.	  They	  are	  all	  included	  as	  participants	  in	  
an	  ongoing	  prospective	  study,	  parts	  of	  which	  were	  previously	  described	  [	  16	  ].	  The	  glomerular	  
filtration	  rate	  (GFR),	  as	  estimated	  by	  the	  mean	  of	  creatinine-‐	  and	  urea-‐clearance,	  was	  calculated	  
from	  24-‐h	  urinary	  samples.	  A	  competitive	  ELISA	  kit	  was	  used	  to	  measure	  the	  serum	  
concentration	  of	  8-‐hydroxy-‐2-‐deoxyguanosine	  (8-‐OH-‐dG)	  (Japanese	  Institute	  for	  the	  Control	  of	  
Ageing,	  Fukuroi,	  Shizuoka,	  Japan).	  The	  remaining	  biochemical	  analyses	  (serum	  creatinine	  and	  
serum	  albumin)	  were	  performed	  using	  routine	  methods	  at	  the	  Department	  of	  Clinical	  Chemistry	  
at	  Karolinska	  University	  Hospital	  at	  Huddinge.	  Nutritional	  status	  was	  assessed	  by	  using	  the	  
subjective	  global	  assessment	  (SGA)	  questionnaire	  [	  17	  ].	  This	  assessment	  was	  completed	  either	  
at	  the	  time	  of,	  or	  within	  1	  week	  of,	  blood	  sample	  collection.	  BMI	  was	  calculated	  as	  weight	  
(kg)/[height	  (m	  2	  )].	  Handgrip	  strength	  (HGS)	  was	  evaluated	  in	  both	  the	  dominant	  and	  non-‐
dominant	  arms	  using	  the	  Harpenden	  Handgrip	  Dynamometer	  (Yamar,	  Jackson,	  MI).	  Lean	  body	  
mass	  (LBM)	  was	  estimated	  by	  dual-‐energy	  X-‐ray	  absorptiometry	  using	  the	  DPX-‐L	  device	  (Lunar	  
Corp.,	  Madison,	  WI)	  and	  lean	  and	  fat	  components	  of	  BMI	  (LBMI	  and	  FBMI)	  were	  determined	  as	  
previously	  described	  [	  18	  ].	  Patient	  exposure	  was	  censored	  for	  renal	  transplant	  (	  n	  =	  48).	  Upon	  
transplantation,	  patients	  were	  classified	  as	  alive	  from	  the	  time	  of	  study	  entry	  to	  transplantation	  
and	  this	  served	  as	  the	  exposure	  time.	  
	   The	  US	  cohort	  consisted	  of	  381	  hemodialysis	  (HD)	  patients	  treated	  by	  chronic	  triweekly	  
intermittent	  HD	  (IHD)	  for	  at	  least	  30	  days	  at	  outpatient	  dialysis	  units	  throughout	  Minneapolis—
St	  Paul,	  MN,	  from	  April	  1998	  to	  March	  1999.	  The	  patients	  studied	  were	  a	  sub-‐group	  of	  the	  
original	  end-‐stage	  renal	  disease	  patient	  database	  reported	  previously	  [	  19	  ].	  Patient	  exposure	  
was	  censored	  for	  renal	  transplant	  (	  n	  =	  18),	  discontinuation	  of	  HD	  (	  n	  =	  1)	  and	  transfer	  of	  patient	  
to	  another	  renal	  dialysis	  unit	  (	  n	  =	  16).	  These	  patients	  were	  classified	  as	  alive	  from	  the	  time	  of	  
study	  entry	  to	  transplantation	  and	  this	  served	  as	  the	  exposure	  time	  classified	  as	  alive	  from	  the	  
time	  of	  study	  entry	  to	  these	  events	  and	  this	  served	  as	  the	  exposure	  time.	  All	  patient	  studies	  were	  
conducted	  with	  the	  patients’	  consent	  and	  approval	  from	  the	  respective	  institutional	  human	  ethics	  
committee.	  
	  
MIC-‐1/GDF15	  enzyme	  immunoassay	  
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Serum	  MIC-‐1/GDF15	  was	  determined	  as	  previously	  described	  [	  15	  ,	  20	  ].	  We	  have	  investigated	  
the	  analytical	  stability	  of	  MIC-‐1/GDF15	  in	  serum	  and	  when	  stored	  at	  −70°C,	  there	  is	  no	  
appreciable	  decrease	  in	  detectible	  analyte	  over	  prolonged	  periods	  (D.	  A.	  Brown	  and	  S.	  N.	  Breit,	  
unpublished	  data).	  
	  
Statistical	  analysis	  
Results	  are	  expressed	  as	  mean	  (SD),	  unless	  otherwise	  indicated,	  with	  P	  <	  0.05	  indicating	  
significance.	  The	  relationship	  of	  MIC-‐1/GDF15	  to	  SGA	  was	  investigated	  by	  logistic	  regression.	  
Variables	  that	  were	  significantly	  associated	  with	  SGA	  or	  related	  to	  MIC-‐1/GDF15	  were	  included	  
in	  a	  multivariate	  logistic	  regression	  reporting	  odds	  ratios.	  To	  investigate	  correlations	  between	  
other	  parameters	  and	  MIC-‐1,	  the	  Spearman’s	  rank	  test	  was	  used	  as	  many	  values	  were	  not	  
normally	  distributed.	  Examination	  of	  the	  difference	  in	  cumulative	  survival	  rates	  was	  compared	  
between	  patients	  with	  varied	  MIC-‐1/GDF15	  levels.	  Follow-‐up	  was	  computed	  from	  date	  of	  blood	  
draw	  until	  date	  of	  death	  with	  censoring	  first	  for	  length	  of	  time	  interval	  of	  interest.	  In	  the	  Swedish	  
and	  USA	  cohorts,	  renal	  transplant	  led	  to	  the	  patient	  being	  classified	  as	  censored	  and	  follow-‐up	  
was	  calculated	  to	  time	  of	  transplant.	  Additionally,	  American	  patients	  transferred	  to	  another	  
dialysis	  facility	  (	  n	  =	  16)	  were	  classified	  as	  censored	  and	  follow-‐up	  calculated	  to	  time	  of	  transfer.	  
Unadjusted	  and	  adjusted	  hazard	  ratios	  (HRs)	  of	  death	  and	  95%	  confidence	  intervals	  (CIs)	  were	  
estimated	  by	  use	  of	  Cox	  proportional	  hazard	  models.	  Adjusted	  HRs	  were	  estimated	  after	  first	  
fitting	  models	  with	  variables	  identified	  in	  previous	  analyses	  as	  independent	  risk	  factors.	  Survival	  
curves	  were	  computed	  by	  the	  Kaplan–Meier	  method	  and	  compared	  among	  risk	  stratification	  
groups	  using	  the	  log-‐rank	  statistic.	  Analyses	  were	  done	  with	  STATA	  11.0	  software	  (StataCorp.,	  
College	  Station,	  TX)	  unless	  otherwise	  stated.	  
	  
RESULTS	  
	  
Patient	  cohorts	  
Cohorts	  from	  the	  USA	  and	  Sweden	  had	  serum	  MIC-‐1/GDF15	  levels	  estimated.	  Swedish	  patients	  
were	  incident	  dialysis	  patients	  enrolled	  in	  the	  dialysis	  program	  at	  the	  Karolinska	  University	  
Hospital	  at	  Huddinge	  between	  1997	  and	  2004	  [	  16	  ].	  The	  prevalent	  dialysis	  cohort	  from	  the	  USA	  
comprised	  381	  consecutive	  HD	  patients	  enrolled	  for	  chronic	  IHD	  throughout	  Minneapolis—St	  
Paul,	  MN	  [	  19	  ].	  Of	  the	  98	  Swedish	  patients	  (	  Table	  1	  ),	  58	  were	  males	  (59%),	  and	  the	  mean	  age	  
was	  53	  years.	  Mean	  patient	  follow-‐up	  was	  5.5	  years	  (range	  1.2–13.2	  years),	  with	  a	  total	  of	  36	  
deaths	  occurring	  during	  319	  patient-‐years	  of	  follow-‐up.	  A	  history	  of	  CVD	  and/or	  clinical	  signs	  of	  
ischemic	  heart	  disease	  (angina	  pectoris)	  was	  present	  in	  29	  (30%)	  patients.	  DM	  was	  present	  in	  28	  
(30%)	  of	  subjects,	  which	  was	  significantly	  less	  than	  in	  the	  cohort	  of	  patients	  from	  the	  USA	  (P	  =	  
0.01).	  
	  
	  

 

macrophage activation [9] and serum levels of MIC-1/
GDF15 have clinical utility in diagnosis and prediction of
disease course in chronic inflammatory [7, 10] and malignant
diseases [11, 12]. We also recently identified MIC-1/GDF15
as a novel appetite regulator, which causes anorexia and
weight loss when over-expressed in cancer [13]. In the same
study, we demonstrated elevation of MIC-1/GDF15 in CKD
with serum levels broadly comparable to patients with cancer-
associated anorexia and weight loss [13]. In a separate healthy
cohort, we have also demonstrated that serum MIC-1/GDF15
level is a predictor of longevity, independent of genetic back-
ground, age or BMI [14]. In view of the relationship of MIC-
1/GDF15 to chronic inflammatory disease, its predictive value
for atherosclerotic events, its role in disease-associated ano-
rexia and weight loss and its prediction of mortality risk in
healthy populations we sought to determine the relationship
between MIC-1/GDF15 and altered nutritional status in CKD
and the clinical utility of serum MIC-1/GDF15 measurement
for predicting mortality in this disease. To study this, we
have utilized two independent well-characterized cohorts of
incident and prevalent dialysis patients.

Materials and methods

Patient cohorts

Patients were enrolled independently in the USA (n ¼ 381) and Sweden
(n ¼ 98). Demographic information collected included age, sex, history of
cardiovascular disease (CVD) and diabetes mellitus (DM) as well as height
and weight. All patients had serum CRP (Dade Behring) and serum MIC-
1/GDF15 determined on pre-dialysis blood samples as previously
described [15].

Swedish patients represented a subset of incident dialysis patients en-
rolled in the dialysis program at the Karolinska University Hospital at
Huddinge between 1997 and 2004 with an adequate volume of serum
for MIC-1/GDF15 estimation. They are all included as participants in an
ongoing prospective study, parts of which were previously described
[16]. The glomerular filtration rate (GFR), as estimated by the mean of
creatinine- and urea-clearance, was calculated from 24-h urinary samples.
A competitive ELISA kit was used to measure the serum concentration of
8-hydroxy-2-deoxyguanosine (8-OH-dG) (Japanese Institute for the Con-
trol of Ageing, Fukuroi, Shizuoka, Japan). The remaining biochemical
analyses (serum creatinine and serum albumin) were performed using
routine methods at the Department of Clinical Chemistry at Karolinska
University Hospital at Huddinge. Nutritional status was assessed by using
the subjective global assessment (SGA) questionnaire [17]. This assess-
ment was completed either at the time of, or within 1 week of, blood
sample collection. BMI was calculated as weight (kg)/[height (m2)]. Hand-
grip strength (HGS) was evaluated in both the dominant and non-dominant
arms using the Harpenden Handgrip Dynamometer (Yamar, Jackson, MI).
Lean body mass (LBM) was estimated by dual-energy X-ray absorptiom-
etry using the DPX-L device (Lunar Corp., Madison, WI) and lean and fat
components of BMI (LBMI and FBMI) were determined as previously
described [18]. Patient exposure was censored for renal transplant (n ¼
48). Upon transplantation, patients were classified as alive from the time
of study entry to transplantation and this served as the exposure time.

The US cohort consisted of 381 hemodialysis (HD) patients treated by
chronic triweekly intermittent HD (IHD) for at least 30 days at outpatient
dialysis units throughout Minneapolis—St Paul, MN, from April 1998 to
March 1999. The patients studied were a sub-group of the original end-
stage renal disease patient database reported previously [19]. Patient
exposure was censored for renal transplant (n ¼ 18), discontinuation
of HD (n ¼ 1) and transfer of patient to another renal dialysis unit (n
¼ 16). These patients were classified as alive from the time of study entry
to transplantation and this served as the exposure time classified as alive
from the time of study entry to these events and this served as the
exposure time. All patient studies were conducted with the patients’
consent and approval from the respective institutional human ethics
committee.

MIC-1/GDF15 enzyme immunoassay

SerumMIC-1/GDF15 was determined as previously described [15, 20]. We
have investigated the analytical stability of MIC-1/GDF15 in serum and
when stored at"70!C, there is no appreciable decrease in detectible analyte
over prolonged periods (D. A. Brown and S. N. Breit, unpublished data).

Statistical analysis

Results are expressed as mean (SD), unless otherwise indicated, with
P < 0.05 indicating significance. The relationship of MIC-1/GDF15 to
SGA was investigated by logistic regression. Variables that were signifi-
cantly associated with SGA or related to MIC-1/GDF15 were included in a
multivariate logistic regression reporting odds ratios. To investigate cor-
relations between other parameters and MIC-1, the Spearman’s rank test
was used as many values were not normally distributed. Examination of
the difference in cumulative survival rates was compared between patients
with varied MIC-1/GDF15 levels. Follow-up was computed from date of
blood draw until date of death with censoring first for length of time
interval of interest. In the Swedish and USA cohorts, renal transplant
led to the patient being classified as censored and follow-up was calculated
to time of transplant. Additionally, American patients transferred to an-
other dialysis facility (n ¼ 16) were classified as censored and follow-up
calculated to time of transfer. Unadjusted and adjusted hazard ratios (HRs)
of death and 95% confidence intervals (CIs) were estimated by use of Cox
proportional hazard models. Adjusted HRs were estimated after first fitting
models with variables identified in previous analyses as independent risk
factors. Survival curves were computed by the Kaplan–Meier method and
compared among risk stratification groups using the log-rank statistic.
Analyses were done with STATA 11.0 software (StataCorp., College
Station, TX) unless otherwise stated.

Results

Patient cohorts

Cohorts from the USA and Sweden had serum MIC-1/
GDF15 levels estimated. Swedish patients were incident
dialysis patients enrolled in the dialysis program at the Kar-
olinska University Hospital at Huddinge between 1997 and
2004 [16]. The prevalent dialysis cohort from the USA com-
prised 381 consecutive HD patients enrolled for chronic IHD
throughout Minneapolis—St Paul, MN [19]. Of the 98
Swedish patients (Table 1), 58 were males (59%), and the
mean age was 53 years. Mean patient follow-up was 5.5
years (range 1.2–13.2 years), with a total of 36 deaths occur-
ring during 319 patient-years of follow-up. A history of
CVD and/or clinical signs of ischemic heart disease (angina
pectoris) was present in 29 (30%) patients. DM was present
in 28 (30%) of subjects, which was significantly less than in
the cohort of patients from the USA (P ¼ 0.01).

Table 1. Demographic and clinical measures in incident (Swedish) and
prevalent (USA) dialysis populations

USA Sweden

Total 381 98
Age (years) 61 (16) 53 (13)
Sex

Male 219 (57%) 58 (59%)
Female 162 (43%) 40 (41%)

DM 176 (46%) 28 (30%)
CVD 116 (30%) 29 (30%)
CRP (mg/L) 16.6 (24.9) 12.0 (20.3)
MIC-1/GDF15 (ng/mL) 8.3 (5.0) 8.4 (3.7)
BMI (kg/m2) 25.3 (5.6) 24.9 (4.6)
Follow-up time (months) 19.4 (8.5) 66.4 (34.9)
Deaths 108 (28%) 36 (37%)
Yearly mortality rate 10.5% (5.7%) 3.2% (3.2%)
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	   In	  the	  381	  prevalent	  dialysis	  patients	  from	  the	  USA,	  just	  over	  one	  half	  were	  male	  (58%)	  
and	  the	  mean	  patient	  age	  was	  61	  years,	  which	  was	  significantly	  older	  than	  the	  Swedish	  
population	  (P	  <	  0.01).	  DM	  and	  a	  history	  of	  CVD	  were	  found	  in	  46	  and	  30%	  of	  patients,	  
respectively.	  The	  median	  number	  of	  years	  on	  dialysis	  was	  2.0	  years	  (range,	  0.1–22	  years).	  Mean	  
patient	  follow-‐up	  was	  1.6	  years	  (range,	  41	  days	  to	  3	  years),	  with	  a	  total	  of	  108	  deaths	  occurring	  
during	  615	  patient-‐years	  of	  follow-‐up.	  Key	  measurements	  of	  BMI,	  serum	  MIC-‐1/GDF15	  level	  and	  
CRP	  were	  not	  significantly	  different	  between	  the	  two	  populations	  (P	  =	  0.51,	  0.97	  and	  0.09,	  
respectively).	  All	  patients	  with	  CKD	  had	  serum	  MIC-‐1/GDF15	  levels	  above	  the	  normal	  range	  
(0.2–1.2	  ng/mL)	  [	  11	  ].	  The	  prevalent	  dialysis	  cohort	  had	  MIC-‐1/GDF15	  serum	  levels	  ranging	  
from	  1.4	  to	  34.4	  ng/mL	  (median	  =	  7.1	  ng/mL),	  which	  was	  not	  significantly	  different	  from	  the	  
incident	  dialysis	  (Swedish)	  cohort	  (range,	  3.0–25.1	  ng/mL;	  median	  =	  7.4	  ng/mL).	  
	  
Serum	  MIC-‐1/GDF15	  is	  related	  to	  subjective	  global	  nutritional	  assessment	  in	  the	  Swedish	  
Cohort	  
To	  study	  the	  nutritional	  changes	  associated	  with	  elevated	  serum	  MIC-‐1/GDF15	  levels,	  we	  
analyzed	  data	  from	  Swedish	  patients,	  from	  whom	  nutritional	  information	  was	  available.	  The	  SGA	  
questionnaire	  [	  17	  ]	  was	  used	  to	  assess	  nutritional	  status.	  The	  SGA	  nutritional	  index	  was	  
segregated	  into	  normal	  (SGA	  =	  1;	  n	  =	  69)	  or	  abnormal	  (SGA	  >	  1;	  n	  =	  27)	  with	  data	  being	  
unavailable	  in	  two	  patients.	  SGA	  was	  significantly	  related	  with	  BMI	  (P	  =	  0.02)	  and	  HGS	  (P	  =	  0.01)	  
as	  well	  as	  serum	  creatinine	  (P	  =	  0.02),	  serum	  MIC-‐1/GDF15	  (P	  =	  0.02).	  Patients	  with	  an	  abnormal	  
SGA	  had	  higher	  serum	  MIC-‐1/GDF15	  levels	  (P	  <	  0.01;	  Mann–Whitney	  U	  -‐test).	  Serum	  MIC-‐
1/GDF15	  level	  was	  independently	  associated	  with	  SGA	  in	  multivariate	  logistic	  regression	  (	  Table	  
2	  ).	  This	  model	  was	  further	  adjusted	  for	  factors	  that	  may	  be	  associated	  with	  MIC-‐1/GDF15	  [age	  [	  
21	  ]	  (P	  =	  0.70)	  and	  CRP	  [	  7	  ]	  (P	  =	  0.01)].	  BMI	  and	  HGS	  are	  related	  to	  SGA	  assessment	  and	  they	  
were	  therefore	  excluded	  from	  the	  multivariate	  logistic	  regression.	  This	  independent	  relationship	  
of	  serum	  MIC-‐1/GDF15	  levels	  to	  SGA,	  its	  role	  in	  weight	  regulation	  [	  13	  ]	  and	  the	  prominent	  
involvement	  of	  [	  7	  ,	  10	  ]	  suggested	  that	  it	  would	  be	  of	  value	  to	  examine	  other	  factors	  that	  might	  
be	  associated	  with	  serum	  MIC-‐1/GDF15	  concentrations.	  
	  

 
 
Serum	  MIC-‐1/GDF15	  level	  is	  related	  to	  BMI	  and	  markers	  of	  inflammation/oxidative	  
damage	  
Serum	  MIC-‐1/GDF15	  levels	  were	  related	  to	  age	  (	  ρ	  =	  0.27,	  P	  <	  0.01),	  CRP	  (	  ρ	  =	  0.30,	  P	  <	  0.01),	  
fibrinogen	  (	  ρ	  =	  0.34,	  P	  <	  0.01)	  and	  8-‐OHdG	  (	  ρ	  =	  0.31,	  P	  <	  0.01)	  and	  serum	  albumin	  (	  ρ	  =	  −0.21,	  P	  
=	  0.04)	  (	  Table	  3	  ).	  While	  not	  significantly	  associated	  as	  a	  continuous	  variable	  in	  incident	  dialysis	  
patients,	  serum	  MIC-‐1/GDF15	  level	  above	  the	  median	  just	  failed	  to	  reach	  significant	  association	  
with	  BMI	  (P	  =	  0.06).	  However,	  patients	  with	  a	  serum	  MIC-‐1/GDF15	  above	  the	  median	  were	  more	  
likely	  to	  have	  a	  BMI	  <25	  kg/m	  2	  (P	  =	  0.03;	  chi-‐square	  analysis)	  consistent	  with	  the	  same	  
relationship	  in	  the	  USA	  cohort	  previously	  published	  [	  13	  ].	  Many	  studies	  have	  indicated	  that	  
reduced	  BMI	  and	  increased	  circulating	  markers	  of	  inflammation	  and	  oxidation	  are	  related	  to	  
mortality	  in	  end-‐stage	  renal	  disease.	  Consequently,	  we	  sought	  to	  determine	  whether	  serum	  MIC-‐
1/GDF15	  level	  was	  also	  predictive	  of	  mortality	  in	  CKD	  patients	  starting	  renal	  replacement	  
therapy.	  

 
 
 

In the 381 prevalent dialysis patients from the USA, just
over one half were male (58%) and the mean patient age was
61 years, which was significantly older than the Swedish pop-
ulation (P < 0.01). DM and a history of CVD were found in
46 and 30% of patients, respectively. The median number of
years on dialysis was 2.0 years (range, 0.1–22 years). Mean
patient follow-up was 1.6 years (range, 41 days to 3 years),
with a total of 108 deaths occurring during 615 patient-years of
follow-up. Key measurements of BMI, serum MIC-1/GDF15
level and CRPwere not significantly different between the two
populations (P ¼ 0.51, 0.97 and 0.09, respectively). All pa-
tients with CKD had serum MIC-1/GDF15 levels above the
normal range (0.2–1.2 ng/mL) [11]. The prevalent dialysis
cohort had MIC-1/GDF15 serum levels ranging from 1.4 to
34.4 ng/mL (median ¼ 7.1 ng/mL), which was not signifi-
cantly different from the incident dialysis (Swedish) cohort
(range, 3.0–25.1 ng/mL; median ¼ 7.4 ng/mL).

Serum MIC-1/GDF15 is related to subjective global
nutritional assessment in the Swedish Cohort

To study the nutritional changes associated with elevated se-
rum MIC-1/GDF15 levels, we analyzed data from Swedish
patients, from whom nutritional information was available.
The SGA questionnaire [17] was used to assess nutritional
status. The SGA nutritional index was segregated into normal
(SGA¼ 1; n¼ 69) or abnormal (SGA> 1; n¼ 27) with data
being unavailable in two patients. SGA was significantly re-
lated with BMI (P ¼ 0.02) and HGS (P ¼ 0.01) as well as
serum creatinine (P¼ 0.02), serumMIC-1/GDF15 (P¼ 0.02).
Patients with an abnormal SGA had higher serum MIC-1/
GDF15 levels (P < 0.01; Mann–Whitney U-test). Serum
MIC-1/GDF15 level was independently associated with
SGA in multivariate logistic regression (Table 2). This
model was further adjusted for factors that may be associ-
ated with MIC-1/GDF15 [age [21] (P ¼ 0.70) and CRP [7]
(P ¼ 0.01)]. BMI and HGS are related to SGA assessment
and they were therefore excluded from the multivariate
logistic regression. This independent relationship of serum
MIC-1/GDF15 levels to SGA, its role in weight regulation
[13] and the prominent involvement of [7, 10] suggested
that it would be of value to examine other factors that might
be associated with serum MIC-1/GDF15 concentrations.

Serum MIC-1/GDF15 level is related to BMI and
markers of inflammation/oxidative damage

Serum MIC-1/GDF15 levels were related to age (q ¼ 0.27,
P< 0.01), CRP (q¼ 0.30, P< 0.01), fibrinogen (q¼ 0.34,
P < 0.01) and 8-OHdG (q ¼ 0.31, P < 0.01) and serum
albumin (q ¼ "0.21, P ¼ 0.04) (Table 3). While not sig-
nificantly associated as a continuous variable in incident

dialysis patients, serum MIC-1/GDF15 level above the
median just failed to reach significant association with
BMI (P ¼ 0.06). However, patients with a serum MIC-1/
GDF15 above the median were more likely to have a BMI
<25 kg/m2 (P ¼ 0.03; chi-square analysis) consistent with
the same relationship in the USA cohort previously pub-
lished [13]. Many studies have indicated that reduced BMI
and increased circulating markers of inflammation and ox-
idation are related to mortality in end-stage renal disease.
Consequently, we sought to determine whether serum
MIC-1/GDF15 level was also predictive of mortality in
CKD patients starting renal replacement therapy.

Serum MIC-1/GDF15 predicts mortality in incident
dialysis patients

As shown in Figure 1, a MIC-1/GDF15 serum level above
the median (7.4 ng/mL) was associated with a significantly
increased mortality rate (P¼ 0.01). Over the nearly 14-year
observation period, the survival rate was 53% for patients
with serum MIC-1/GDF15 levels above the median com-
pared with 73% for those patients with serum MIC-1/
GDF15 levels below the median (Figure 1).

When serumMIC-1/GDF15 level was included in a mul-
tivariate analysis with age, sex, BMI, CRP, serum albumin,
history of CVD or DM and GFR, MIC-1/GDF15 level was
among the strongest independent predictors of mortality
(HR ¼ 4.48, P ¼ 0.02; multivariate Cox proportional haz-
ards). In this analysis CRP, serum albumin and BMI failed
to be independently associated with mortality (Table 4).
We next wished to determine if serum MIC-1/GDF15 levels
were better at determining early or late events leading to
mortality in renal failure. The adjusted (age, sex, GFR and
history of CVD and/or DM) HR for death of patients with
high serum MIC-1/GDF15 levels was only significant during
the first 3 years following institution of dialysis [whole cohort,
HR¼ 1.16 (1 ng/mL), 95% CI¼ 1.03–1.38;>1 year, HR¼
1.16, 95% CI¼ 1.03–1.38;>2 years, HR¼ 1.08, 95% CI ¼
0.94–1.23; >3 years, HR ¼ 0.98, 95% CI ¼ 0.82–1.17;
Figure 1]. Indeed, inclusion of the variables in Table 4 in a
multivariate logistic regression revealed that MIC-1/GDF15,

Table 2. Multivariate logistic regression for SGA in the Swedish cohort

Variable Odds ratio 95% CI P

MIC-1/GDF15 (10 ng/mL) 4.84 1.09–21.62 0.04
CRP (1 g/L) 1.03 1.00–1.05 0.07
Serum creatinine (mg/dL) 0.99 0.99–1.0 <0.01
Age (1 year) 1.00 0.96–1.05 0.92

Table 3. Factors correlated with serum MIC-1/GDF15 levels in the
Swedish cohort

Rho P

Clinical parameters
Age (years) 0.27 <0.01
GFR (mL/min) "0.15 0.18

Nutritional markers
Serum creatinine (mg/dL) 0.08 0.45
HGS (kg) 0.00 0.99
BMI (kg/m2) "0.07 0.52
Serum albumin (g/L) "0.21 0.04
LBMI (kg) 0.06 0.58
FBMI (kg) "0.11 0.33
SGA 0.28 0.01

Inflammatory and oxidation biomarkers
CRP (mg/L) 0.301 <0.01
Fibrinogen (g/L) 0.343 <0.01
Ferritin (lg/L) 0.198 0.06
8-OHdG (ng/mL) 0.308 <0.01
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Serum	  MIC-‐1/GDF15	  predicts	  mortality	  in	  incident	  dialysis	  patients	  
As	  shown	  in	  Figure	  1	  ,	  a	  MIC-‐1/GDF15	  serum	  level	  above	  the	  median	  (7.4	  ng/mL)	  was	  associated	  
with	  a	  significantly	  increased	  mortality	  rate	  (P	  =	  0.01).	  Over	  the	  nearly	  14-‐year	  observation	  
period,	  the	  survival	  rate	  was	  53%	  for	  patients	  with	  serum	  MIC-‐1/GDF15	  levels	  above	  the	  median	  
compared	  with	  73%	  for	  those	  patients	  with	  serum	  MIC-‐1/GDF15	  levels	  below	  the	  median	  (	  
Figure	  1	  ).	  
	  

 
	   	  
	  
	   When	  serum	  MIC-‐1/GDF15	  level	  was	  included	  in	  a	  multivariate	  analysis	  with	  age,	  sex,	  
BMI,	  CRP,	  serum	  albumin,	  history	  of	  CVD	  or	  DM	  and	  GFR,	  MIC-‐1/GDF15	  level	  was	  among	  the	  
strongest	  independent	  predictors	  of	  mortality	  (HR	  =	  4.48,	  P	  =	  0.02;	  multivariate	  Cox	  proportional	  
hazards).	  In	  this	  analysis	  CRP,	  serum	  albumin	  and	  BMI	  failed	  to	  be	  independently	  associated	  with	  
mortality	  (	  Table	  4	  ).	  We	  next	  wished	  to	  determine	  if	  serum	  MIC-‐1/GDF15	  levels	  were	  better	  at	  
determining	  early	  or	  late	  events	  leading	  to	  mortality	  in	  renal	  failure.	  The	  adjusted	  (age,	  sex,	  GFR	  

In the 381 prevalent dialysis patients from the USA, just
over one half were male (58%) and the mean patient age was
61 years, which was significantly older than the Swedish pop-
ulation (P < 0.01). DM and a history of CVD were found in
46 and 30% of patients, respectively. The median number of
years on dialysis was 2.0 years (range, 0.1–22 years). Mean
patient follow-up was 1.6 years (range, 41 days to 3 years),
with a total of 108 deaths occurring during 615 patient-years of
follow-up. Key measurements of BMI, serum MIC-1/GDF15
level and CRPwere not significantly different between the two
populations (P ¼ 0.51, 0.97 and 0.09, respectively). All pa-
tients with CKD had serum MIC-1/GDF15 levels above the
normal range (0.2–1.2 ng/mL) [11]. The prevalent dialysis
cohort had MIC-1/GDF15 serum levels ranging from 1.4 to
34.4 ng/mL (median ¼ 7.1 ng/mL), which was not signifi-
cantly different from the incident dialysis (Swedish) cohort
(range, 3.0–25.1 ng/mL; median ¼ 7.4 ng/mL).

Serum MIC-1/GDF15 is related to subjective global
nutritional assessment in the Swedish Cohort

To study the nutritional changes associated with elevated se-
rum MIC-1/GDF15 levels, we analyzed data from Swedish
patients, from whom nutritional information was available.
The SGA questionnaire [17] was used to assess nutritional
status. The SGA nutritional index was segregated into normal
(SGA¼ 1; n¼ 69) or abnormal (SGA> 1; n¼ 27) with data
being unavailable in two patients. SGA was significantly re-
lated with BMI (P ¼ 0.02) and HGS (P ¼ 0.01) as well as
serum creatinine (P¼ 0.02), serumMIC-1/GDF15 (P¼ 0.02).
Patients with an abnormal SGA had higher serum MIC-1/
GDF15 levels (P < 0.01; Mann–Whitney U-test). Serum
MIC-1/GDF15 level was independently associated with
SGA in multivariate logistic regression (Table 2). This
model was further adjusted for factors that may be associ-
ated with MIC-1/GDF15 [age [21] (P ¼ 0.70) and CRP [7]
(P ¼ 0.01)]. BMI and HGS are related to SGA assessment
and they were therefore excluded from the multivariate
logistic regression. This independent relationship of serum
MIC-1/GDF15 levels to SGA, its role in weight regulation
[13] and the prominent involvement of [7, 10] suggested
that it would be of value to examine other factors that might
be associated with serum MIC-1/GDF15 concentrations.

Serum MIC-1/GDF15 level is related to BMI and
markers of inflammation/oxidative damage

Serum MIC-1/GDF15 levels were related to age (q ¼ 0.27,
P< 0.01), CRP (q¼ 0.30, P< 0.01), fibrinogen (q¼ 0.34,
P < 0.01) and 8-OHdG (q ¼ 0.31, P < 0.01) and serum
albumin (q ¼ "0.21, P ¼ 0.04) (Table 3). While not sig-
nificantly associated as a continuous variable in incident

dialysis patients, serum MIC-1/GDF15 level above the
median just failed to reach significant association with
BMI (P ¼ 0.06). However, patients with a serum MIC-1/
GDF15 above the median were more likely to have a BMI
<25 kg/m2 (P ¼ 0.03; chi-square analysis) consistent with
the same relationship in the USA cohort previously pub-
lished [13]. Many studies have indicated that reduced BMI
and increased circulating markers of inflammation and ox-
idation are related to mortality in end-stage renal disease.
Consequently, we sought to determine whether serum
MIC-1/GDF15 level was also predictive of mortality in
CKD patients starting renal replacement therapy.

Serum MIC-1/GDF15 predicts mortality in incident
dialysis patients

As shown in Figure 1, a MIC-1/GDF15 serum level above
the median (7.4 ng/mL) was associated with a significantly
increased mortality rate (P¼ 0.01). Over the nearly 14-year
observation period, the survival rate was 53% for patients
with serum MIC-1/GDF15 levels above the median com-
pared with 73% for those patients with serum MIC-1/
GDF15 levels below the median (Figure 1).

When serumMIC-1/GDF15 level was included in a mul-
tivariate analysis with age, sex, BMI, CRP, serum albumin,
history of CVD or DM and GFR, MIC-1/GDF15 level was
among the strongest independent predictors of mortality
(HR ¼ 4.48, P ¼ 0.02; multivariate Cox proportional haz-
ards). In this analysis CRP, serum albumin and BMI failed
to be independently associated with mortality (Table 4).
We next wished to determine if serum MIC-1/GDF15 levels
were better at determining early or late events leading to
mortality in renal failure. The adjusted (age, sex, GFR and
history of CVD and/or DM) HR for death of patients with
high serum MIC-1/GDF15 levels was only significant during
the first 3 years following institution of dialysis [whole cohort,
HR¼ 1.16 (1 ng/mL), 95% CI¼ 1.03–1.38;>1 year, HR¼
1.16, 95% CI¼ 1.03–1.38;>2 years, HR¼ 1.08, 95% CI ¼
0.94–1.23; >3 years, HR ¼ 0.98, 95% CI ¼ 0.82–1.17;
Figure 1]. Indeed, inclusion of the variables in Table 4 in a
multivariate logistic regression revealed that MIC-1/GDF15,

Table 2. Multivariate logistic regression for SGA in the Swedish cohort

Variable Odds ratio 95% CI P

MIC-1/GDF15 (10 ng/mL) 4.84 1.09–21.62 0.04
CRP (1 g/L) 1.03 1.00–1.05 0.07
Serum creatinine (mg/dL) 0.99 0.99–1.0 <0.01
Age (1 year) 1.00 0.96–1.05 0.92

Table 3. Factors correlated with serum MIC-1/GDF15 levels in the
Swedish cohort

Rho P

Clinical parameters
Age (years) 0.27 <0.01
GFR (mL/min) "0.15 0.18

Nutritional markers
Serum creatinine (mg/dL) 0.08 0.45
HGS (kg) 0.00 0.99
BMI (kg/m2) "0.07 0.52
Serum albumin (g/L) "0.21 0.04
LBMI (kg) 0.06 0.58
FBMI (kg) "0.11 0.33
SGA 0.28 0.01

Inflammatory and oxidation biomarkers
CRP (mg/L) 0.301 <0.01
Fibrinogen (g/L) 0.343 <0.01
Ferritin (lg/L) 0.198 0.06
8-OHdG (ng/mL) 0.308 <0.01
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along with history of DM and BMI, was independently
predictive of mortality in the first 3 years after commence-
ment of HD (P ¼ 0.03, 0.02, 0.05, respectively). Having
obtained these results, we sought to validate serum MIC-1/
GDF15 measurement as a predictor of mortality in a second
independent cohort of prevalent HD patients.

Serum MIC-1/GDF15 is a predictor of early mortality in
end-stage renal disease in the USA cohort

In contrast to the Swedish cohort, the USA cohort had com-
menced dialysis treatment between 30 days and 22 years

prior to MIC-1/GDF15 estimation. In this cohort, serum
MIC-1/GDF15 level was also significantly correlated to di-
alysis vintage (days since dialysis started; DV) (q ¼ 0.18,
P < 0.01) and BMI (q ¼ "0.22, P < 0.01). However, only
BMI was independently correlated with MIC-1/GDF15 in
multivariate regression analysis (P < 0.01) when included
with DV.

Like the Swedish cohort, serum MIC-1/GDF15 level
predicted mortality in prevalent HD patients (HR ¼ 1.56,
P < 0.01) (Table 4). Additionally, when serum MIC-1/
GDF15 level was adjusted for age, sex, DV and history
of CVD/DM, serum MIC-1/GDF15 remained an independ-
ent predictor of mortality at study completion (HR ¼ 1.50,
P ¼ 0.02) (Table 4). Further adjustment for CRP and BMI
attenuated the predictive power of MIC-1/GDF15 slightly
(HR ¼ 1.42, P ¼ 0.06).

Discussion

Elevated circulating markers of inflammation and reduced
BMI are major predictors of mortality in advanced CKD
[22]. Here, we show that in advanced CKD, serum MIC-1/
GDF15 level is an additional novel predictor of mortality.
Serum MIC-1/GDF15 is related to BMI, 8-OHdG and the
nutritional measure SGA. This suggests that MIC-1/GDF15
might be a previously unrecognized link between oxidative
stress, inflammation, reduced BMI and mortality in CKD.

The major limitations in this study are the use of incident
and prevalent cohorts for the examination of MIC-1. Serum

Table 4. Multivariate Cox proportional hazard analysis of all-cause mortality in incident and prevalent dialysis patients

Variable Adjustment HR 95% CI P

Swedish cohort (n ¼ 98)
MIC-1/GDF15 (10 ng/mL)
1 Crude 2.91 1.15–6.72 0.02
2 11 age, sex, GFR, CVD, DM 4.51 1.34–15.18 0.02
3 21 serum albumin, CRP, BMI 4.48 1.22–16.47 0.02

Final model
MIC (10 ng/mL) 4.48 1.22–16.47 0.02
Age (1 year) 1.13 1.06–1.21 <0.01
Sex (female) 1.88 0.71–4.93 0.20
DM (presence) 3.09 1.17–8.14 0.02
CVD (presence) 1.76 0.82–3.78 0.14
GFR (1 mL/min) 1.13 0.88–1.45 0.35
Serum albumin (1 g/L) 0.99 0.92–1.08 0.93
CRP (1 mg/L) 1.00 0.99–1.02 0.64
BMI (1 kg/m2) 0.96 0.88–1.06 0.47

US cohort (n ¼ 381)
MIC-1/GDF15 (10 ng/mL)
1 Crude 1.56 1.15–2.12 <0.01
2 11 age, sex, DV, CVD, DM 1.50 1.07–2.11 0.02
3 21 CRP, BMI 1.42 0.99–2.02 0.06

Final model
MIC (10 ng/mL) 1.42 0.99–2.02 0.06
Age (1 year) 1.03 1.02–1.06 <0.01
Sex (female) 0.98 0.64–145 0.917
DM (presence) 1.52 1.01–2.29 0.05
CVD (presence) 1.21 0.79–1.83 0.38
DV (1 day) 1.0 1.0–1.0 0.02
CRP (1 mg/L) 1.11 1.05–1.17 <0.01
BMI (1 kg/m2) 0.90 0.86–0.94 <0.01

Fig. 1. Serum MIC-1/GDF15 level predicts mortality for renal replacement
therapy. Kaplan–Meier plot of patients in the Swedish cohort (n ¼ 98) were
followedondialysis from1.2 to13.2years. Patientswith serumMIC-1/GDF15
levels greater than the median 7.4 ng/mL had significantly higher mortality
than patients with serum MIC-1/GDF15 levels below this level (P¼ 0.01).
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and	  history	  of	  CVD	  and/or	  DM)	  HR	  for	  death	  of	  patients	  with	  high	  serum	  MIC-‐1/GDF15	  levels	  
was	  only	  significant	  during	  the	  first	  3	  years	  following	  institution	  of	  dialysis	  [whole	  cohort,	  HR	  =	  
1.16	  (1	  ng/mL),	  95%	  CI	  =	  1.03–1.38;	  >1	  year,	  HR	  =	  1.16,	  95%	  CI	  =	  1.03–1.38;	  >2	  years,	  HR	  =	  1.08,	  
95%	  CI	  =	  0.94–1.23;	  >3	  years,	  HR	  =	  0.98,	  95%	  CI	  =	  0.82–1.17;	  Figure	  1	  ].	  Indeed,	  inclusion	  of	  the	  
variables	  in	  Table	  4	  in	  a	  multivariate	  logistic	  regression	  revealed	  that	  MIC-‐1/GDF15,	  along	  with	  
history	  of	  DM	  and	  BMI,	  was	  independently	  predictive	  of	  mortality	  in	  the	  first	  3	  years	  after	  
commencement	  of	  HD	  (P	  =	  0.03,	  0.02,	  0.05,	  respectively).	  Having	  obtained	  these	  results,	  we	  
sought	  to	  validate	  serum	  MIC-‐1/GDF15	  measurement	  as	  a	  predictor	  of	  mortality	  in	  a	  second	  
independent	  cohort	  of	  prevalent	  HD	  patients.	  
	  

	  
	  
Serum	  MIC-‐1/GDF15	  is	  a	  predictor	  of	  early	  mortality	  in	  end-‐stage	  renal	  disease	  in	  the	  USA	  
cohort	  
In	  contrast	  to	  the	  Swedish	  cohort,	  the	  USA	  cohort	  had	  commenced	  dialysis	  treatment	  between	  30	  
days	  and	  22	  years	  prior	  to	  MIC-‐1/GDF15	  estimation.	  In	  this	  cohort,	  serum	  MIC-‐1/GDF15	  level	  
was	  also	  significantly	  correlated	  to	  dialysis	  vintage	  (days	  since	  dialysis	  started;	  DV)	  (	  ρ	  =	  0.18,	  P	  <	  
0.01)	  and	  BMI	  (	  ρ	  =	  −0.22,	  P	  <	  0.01).	  However,	  only	  BMI	  was	  independently	  correlated	  with	  MIC-‐
1/GDF15	  in	  multivariate	  regression	  analysis	  (P	  <	  0.01)	  when	  included	  with	  DV.	  
Like	  the	  Swedish	  cohort,	  serum	  MIC-‐1/GDF15	  level	  predicted	  mortality	  in	  prevalent	  HD	  patients	  
(HR	  =	  1.56,	  P	  <	  0.01)	  (	  Table	  4	  ).	  Additionally,	  when	  serum	  MIC-‐1/GDF15	  level	  was	  adjusted	  for	  
age,	  sex,	  DV	  and	  history	  of	  CVD/DM,	  serum	  MIC-‐1/GDF15	  remained	  an	  independent	  predictor	  of	  
mortality	  at	  study	  completion	  (HR	  =	  1.50,	  P	  =	  0.02)	  (	  Table	  4	  ).	  Further	  adjustment	  for	  CRP	  and	  
BMI	  attenuated	  the	  predictive	  power	  of	  MIC-‐1/GDF15	  slightly	  (HR	  =	  1.42,	  P	  =	  0.06).	  
	  
DISCUSSION	  
	  
Elevated	  circulating	  markers	  of	  inflammation	  and	  reduced	  BMI	  are	  major	  predictors	  of	  mortality	  
in	  advanced	  CKD	  [	  22	  ].	  Here,	  we	  show	  that	  in	  advanced	  CKD,	  serum	  MIC-‐1/GDF15	  level	  is	  an	  
additional	  novel	  predictor	  of	  mortality.	  Serum	  MIC-‐1/GDF15	  is	  related	  to	  BMI,	  8-‐OHdG	  and	  the	  
nutritional	  measure	  SGA.	  This	  suggests	  that	  MIC-‐1/GDF15	  might	  be	  a	  previously	  unrecognized	  

along with history of DM and BMI, was independently
predictive of mortality in the first 3 years after commence-
ment of HD (P ¼ 0.03, 0.02, 0.05, respectively). Having
obtained these results, we sought to validate serum MIC-1/
GDF15 measurement as a predictor of mortality in a second
independent cohort of prevalent HD patients.

Serum MIC-1/GDF15 is a predictor of early mortality in
end-stage renal disease in the USA cohort

In contrast to the Swedish cohort, the USA cohort had com-
menced dialysis treatment between 30 days and 22 years

prior to MIC-1/GDF15 estimation. In this cohort, serum
MIC-1/GDF15 level was also significantly correlated to di-
alysis vintage (days since dialysis started; DV) (q ¼ 0.18,
P < 0.01) and BMI (q ¼ "0.22, P < 0.01). However, only
BMI was independently correlated with MIC-1/GDF15 in
multivariate regression analysis (P < 0.01) when included
with DV.

Like the Swedish cohort, serum MIC-1/GDF15 level
predicted mortality in prevalent HD patients (HR ¼ 1.56,
P < 0.01) (Table 4). Additionally, when serum MIC-1/
GDF15 level was adjusted for age, sex, DV and history
of CVD/DM, serum MIC-1/GDF15 remained an independ-
ent predictor of mortality at study completion (HR ¼ 1.50,
P ¼ 0.02) (Table 4). Further adjustment for CRP and BMI
attenuated the predictive power of MIC-1/GDF15 slightly
(HR ¼ 1.42, P ¼ 0.06).

Discussion

Elevated circulating markers of inflammation and reduced
BMI are major predictors of mortality in advanced CKD
[22]. Here, we show that in advanced CKD, serum MIC-1/
GDF15 level is an additional novel predictor of mortality.
Serum MIC-1/GDF15 is related to BMI, 8-OHdG and the
nutritional measure SGA. This suggests that MIC-1/GDF15
might be a previously unrecognized link between oxidative
stress, inflammation, reduced BMI and mortality in CKD.

The major limitations in this study are the use of incident
and prevalent cohorts for the examination of MIC-1. Serum

Table 4. Multivariate Cox proportional hazard analysis of all-cause mortality in incident and prevalent dialysis patients

Variable Adjustment HR 95% CI P

Swedish cohort (n ¼ 98)
MIC-1/GDF15 (10 ng/mL)
1 Crude 2.91 1.15–6.72 0.02
2 11 age, sex, GFR, CVD, DM 4.51 1.34–15.18 0.02
3 21 serum albumin, CRP, BMI 4.48 1.22–16.47 0.02

Final model
MIC (10 ng/mL) 4.48 1.22–16.47 0.02
Age (1 year) 1.13 1.06–1.21 <0.01
Sex (female) 1.88 0.71–4.93 0.20
DM (presence) 3.09 1.17–8.14 0.02
CVD (presence) 1.76 0.82–3.78 0.14
GFR (1 mL/min) 1.13 0.88–1.45 0.35
Serum albumin (1 g/L) 0.99 0.92–1.08 0.93
CRP (1 mg/L) 1.00 0.99–1.02 0.64
BMI (1 kg/m2) 0.96 0.88–1.06 0.47

US cohort (n ¼ 381)
MIC-1/GDF15 (10 ng/mL)
1 Crude 1.56 1.15–2.12 <0.01
2 11 age, sex, DV, CVD, DM 1.50 1.07–2.11 0.02
3 21 CRP, BMI 1.42 0.99–2.02 0.06

Final model
MIC (10 ng/mL) 1.42 0.99–2.02 0.06
Age (1 year) 1.03 1.02–1.06 <0.01
Sex (female) 0.98 0.64–145 0.917
DM (presence) 1.52 1.01–2.29 0.05
CVD (presence) 1.21 0.79–1.83 0.38
DV (1 day) 1.0 1.0–1.0 0.02
CRP (1 mg/L) 1.11 1.05–1.17 <0.01
BMI (1 kg/m2) 0.90 0.86–0.94 <0.01

Fig. 1. Serum MIC-1/GDF15 level predicts mortality for renal replacement
therapy. Kaplan–Meier plot of patients in the Swedish cohort (n ¼ 98) were
followedondialysis from1.2 to13.2years. Patientswith serumMIC-1/GDF15
levels greater than the median 7.4 ng/mL had significantly higher mortality
than patients with serum MIC-1/GDF15 levels below this level (P¼ 0.01).
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link	  between	  oxidative	  stress,	  inflammation,	  reduced	  BMI	  and	  mortality	  in	  CKD.	  
	   The	  major	  limitations	  in	  this	  study	  are	  the	  use	  of	  incident	  and	  prevalent	  cohorts	  for	  the	  
examination	  of	  MIC-‐1.	  Serum	  MIC-‐1/GDF15	  levels	  predicted	  death	  in	  the	  first	  3	  years	  of	  dialysis	  
in	  the	  incident	  dialysis	  population.	  In	  contrast,	  the	  prevalent	  dialysis	  population	  had	  subjects	  on	  
dialysis	  for	  periods	  of	  up	  to	  22	  years,	  possibly	  selecting	  for	  patients	  that	  tolerated	  dialysis	  well	  
and	  attenuating	  the	  ability	  of	  serum	  MIC-‐1/GDF15	  measurement	  to	  predict	  mortality.	  Indeed,	  
further	  post	  hoc	  analysis	  of	  the	  prevalent	  dialysis	  cohort	  indicated	  that	  fully	  adjusted	  serum	  MIC-‐
1/GDF15	  levels	  significantly	  and	  independently	  predicted	  death	  in	  patients	  undergoing	  dialysis	  
for	  ≤3	  years	  at	  study	  completion	  (	  n	  =	  149,	  HR	  1.79,	  95%	  CI	  1.02–3.16).	  That	  similar	  relationships	  
between	  serum	  MIC-‐1/GDF15	  levels	  and	  mortality	  prediction	  could	  be	  defined	  in	  these	  very	  
different	  cohorts	  potentially	  adds	  weight	  to	  the	  validity	  of	  the	  relationships	  defined	  in	  this	  study	  
examining	  nutrition	  and	  mortality	  in	  CKD.	  
	   The	  relationship	  between	  BMI	  and	  mortality	  in	  CKD	  is	  the	  reverse	  of	  that	  in	  the	  normal	  
population	  as	  reduced	  BMI	  is	  associated	  with	  increased	  mortality.	  Increased	  mortality	  with	  
decreasing	  BMI	  has	  also	  been	  defined	  in	  the	  elderly	  [	  3	  ]	  as	  well	  as	  in	  patients	  with	  cancer	  [	  3	  ,	  13	  
],	  rheumatoid	  arthritis	  [	  3	  ]	  and	  cardiac	  failure	  [	  3	  ].	  Each	  of	  these	  conditions,	  like	  CKD,	  is	  
associated	  with	  relatively	  elevated	  serum	  MIC-‐1/GDF15	  levels	  [	  10	  ,	  13	  ,	  21	  ,	  23	  ].	  Cardiac	  failure	  
patients	  with	  serum	  MIC-‐1/GDF15	  levels	  in	  the	  top	  quartile	  are	  known	  to	  have	  a	  significantly	  
increased	  risk	  of	  mortality	  independent	  of	  all	  other	  known	  factors	  and	  also	  have	  a	  significantly	  
lower	  BMI	  [	  23	  ].	  In	  cancer-‐associated	  cachexia,	  serum	  MIC-‐1/GDF15	  levels	  correlate	  with	  weight	  
loss	  [	  13	  ].	  Moreover,	  administration	  of	  MIC-‐1/GDF15	  to	  animals	  leads	  to	  significant	  weight	  
reduction	  and	  modification	  of	  hypothalamic	  satiety	  signals	  in	  a	  manner	  similar	  to,	  but	  distinct	  
from	  leptin	  [	  13	  ].	  
	   Leptin	  is	  an	  important	  appetite	  regulator	  and	  like	  other	  adipokines,	  its	  serum	  levels	  are	  
elevated	  in	  CKD	  and	  have	  been	  linked	  with	  mortality	  risk.	  However,	  as	  with	  BMI,	  the	  association	  
between	  leptin	  serum	  levels	  and	  mortality	  is	  reversed	  in	  CKD	  patients	  when	  compared	  with	  
healthy	  populations	  [	  24	  ].	  Similarly,	  in	  normal	  populations,	  low	  adiponectin	  serum	  levels	  
associate	  with	  increased	  mortality	  and	  the	  reverse	  is	  true	  in	  CKD	  [	  25	  ].	  As	  adipose	  tissue	  is	  a	  
major	  source	  of	  leptin	  and	  influences	  adiponectin	  serum	  levels,	  altered	  levels	  of	  these	  two	  
adipokines	  may	  simply	  reflect	  reduced	  total	  fat	  mass,	  which	  is	  associated	  with	  higher	  mortality	  in	  
CKD	  [	  6	  ].	  This	  cannot	  be	  the	  case	  for	  MIC-‐1/GDF15.	  Like	  leptin,	  MIC-‐1/GDF15	  acts	  directly	  upon	  
the	  hypothalamus	  to	  reduce	  food	  intake	  and	  reduce	  energy	  expenditure	  [	  13	  ].	  However,	  unlike	  
leptin,	  serum	  MIC-‐1/GDF15	  levels	  increase	  with	  decreasing	  BMI	  and	  elevated	  serum	  MIC-‐
1/GDF15	  levels	  predict	  mortality	  in	  CKD	  as	  well	  as	  healthy	  populations	  independently	  of	  genetic	  
factors	  [	  7	  ,	  14	  ,	  26	  ].	  
	   Patients	  with	  CKD	  often	  have	  protein-‐energy	  wasting	  associated	  with	  significant	  
inflammation	  as	  determined	  by	  elevated	  circulating	  inflammatory	  markers	  and	  markers	  of	  
oxidative	  stress	  [	  27	  ],	  which	  in	  our	  study	  are	  reflected	  by	  an	  elevation	  in	  serum	  CRP	  and	  8-‐OHdG	  
levels,	  respectively.	  Cellular	  responses	  to	  oxidative	  damage	  include	  upregulation	  of	  p53	  
expression,	  which	  may	  induce	  cell	  cycle	  arrest	  and	  limit	  genotoxicity	  [	  28	  ].	  An	  activated	  p53	  
pathway	  is	  relevant	  to	  end-‐stage	  renal	  disease	  [	  29	  ]	  and	  is	  also	  a	  major	  regulator	  of	  MIC-‐
1/GDF15	  expression	  [	  30	  ].	  Oxidative	  damage	  is	  thought	  to	  mediate	  chronic	  inflammatory	  states	  
that	  are	  seen	  in	  advanced	  CKD	  patients	  [	  31	  ]	  and	  the	  capacity	  of	  MIC-‐1/GDF15	  to	  reflect	  this	  
effect	  is	  suggested	  by	  the	  relationship	  of	  its	  serum	  levels	  with	  circulating	  levels	  of	  8-‐OHdG.	  As	  8-‐
OHdG	  levels	  were	  not	  available	  on	  both	  cohorts,	  we	  were	  not	  able	  to	  verify	  the	  relationship	  of	  
MIC-‐1/GDF15	  with	  measures	  of	  oxidative	  stress	  in	  patients	  who	  had	  commenced	  dialysis	  or	  
whether	  reduced	  oxidative	  stress	  in	  these	  patients	  contributed	  to	  lower	  serum	  MIC-‐1/GDF15	  
levels	  in	  this	  cohort.	  
	   Oxidative	  stress,	  increased	  inflammation	  and	  MIC-‐1/GDF15	  are	  linked	  with	  
atherosclerotic	  disease,	  a	  major	  component	  of	  all-‐cause	  mortality	  in	  CKD	  [	  32	  ].	  Mortality	  in	  CKD	  
is	  strongly	  linked	  to	  decreasing	  BMI,	  anorexia	  and	  hypoalbuminemia,	  which	  are	  also	  the	  
strongest	  predictors	  of	  cardiovascular	  death	  in	  CKD	  [	  6	  ].	  As	  MIC-‐1/GDF15	  is	  significantly	  related	  
to	  these	  factors	  and	  predicts	  mortality	  independently	  of	  a	  history	  of	  atherosclerotic	  disease	  as	  
well	  as	  being	  independently	  related	  to	  atherosclerotic	  events	  [	  7	  ],	  reduction	  of	  circulating	  MIC-‐
1/GDF15	  concentrations	  may	  lead	  to	  decreased	  mortality.	  Based	  on	  the	  evidence	  presented	  here,	  
while	  highly	  speculative,	  MIC-‐1/GDF15	  may	  play	  a	  role	  in	  mediating	  the	  consequences	  of	  
inflammation	  and	  oxidative	  stress,	  directly	  linking	  them	  to	  regulation	  of	  weight.	  Weight	  loss	  
mediated	  by	  MIC-‐1/GDF15	  can	  be	  reversed	  or	  prevented	  by	  the	  administration	  of	  specific	  anti-‐
MIC-‐1/GDF15	  neutralizing	  antibodies	  in	  animal	  models	  [	  13	  ].	  This	  finding	  raises	  the	  possibility	  
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that	  reducing	  circulating	  serum	  MIC-‐1/GDF15	  concentrations	  in	  CKD	  may	  improve	  appetite,	  if	  
not	  also	  impacting	  positively	  on	  mortality.	  
	   In	  conclusion,	  we	  have	  generated	  significant	  preliminary	  data	  demonstrating	  the	  
predictive	  value	  of	  serum	  MIC-‐1/GDF15	  level	  estimation	  as	  a	  prospective	  marker	  of	  all-‐cause	  
mortality	  in	  both	  incident	  and	  prevalent	  dialysis	  patients.	  MIC-‐1/GDF15	  serum	  level	  
determination	  appears	  to	  enhance	  the	  prediction	  of	  mortality	  in	  the	  first	  3	  years	  of	  dialysis	  
beyond	  that	  afforded	  by	  the	  consideration	  of	  age,	  BMI,	  CRP,	  history	  of	  DM	  and	  IHD	  as	  well	  as	  time	  
on	  dialysis.	  Additionally,	  MIC-‐1/GDF15	  is	  correlated	  with	  8-‐OHdG	  and	  other	  inflammatory	  
markers	  [	  7	  ]	  and	  appetite	  [	  13	  ].	  Therefore,	  MIC-‐1/GDF15	  could	  represent	  a	  previously	  
unrecognized	  mediator	  of	  inflammation,	  oxidative	  stress	  and	  anorexia	  in	  CKD	  whose	  levels	  could	  
be	  reduced	  by	  therapeutic	  antibodies,	  if	  this	  approach	  was	  sufficiently	  supported	  by	  future	  
studies.	  The	  incidence	  of	  CKD	  is	  steadily	  rising	  [	  1	  ]	  and	  the	  demand	  for	  renal	  transplantation	  
continues	  to	  exceed	  organ	  availability,	  leading	  to	  significant	  morbidity	  and	  mortality	  in	  dialysis	  
patients	  waiting	  for	  transplantation	  [	  33	  ].	  Clearly,	  the	  ability	  to	  identify	  those	  patients	  who	  will	  
not	  tolerate	  HD	  for	  long	  periods	  offers	  a	  way	  to	  rationalize	  the	  allocation	  of	  organs.	  The	  reliance	  
on	  transplantation	  to	  reduce	  the	  risk	  of	  mortality	  in	  end-‐stage	  renal	  disease	  might	  also	  be	  
diminished	  if	  the	  risks	  associated	  with	  long-‐term	  dialysis	  could	  be	  reduced.	  Consequently,	  the	  
confirmation	  of	  the	  predictive	  power	  of	  MIC-‐1/GDF15	  in	  appropriately	  designed	  prospective	  
studies	  should	  be	  undertaken.	  Additionally,	  the	  modulation	  of	  MIC-‐1/GDF15	  as	  a	  therapeutic	  
mode	  to	  reduce	  cachexia	  and	  possibly	  mortality	  in	  end-‐stage	  renal	  disease	  could	  be	  considered.	  
This	  work	  was	  supported	  by	  grants	  from	  the	  National	  Health	  and	  Medical	  Research	  Council	  of	  
Australia	  (NHMRC),	  NSW	  Health	  infrastructure	  grant,	  Karolinska	  Institutet	  Center	  for	  Gender-‐
based	  Research,	  Karolinska	  Institutet	  research	  funds,	  MEC	  (EX2006-‐1670),	  the	  Swedish	  Heart	  
and	  Lung	  Foundation,	  the	  Swedish	  Medical	  Research	  Council	  and	  research	  grants	  from	  the	  ERA–
EDTA.	  Dr	  D.A.B.	  is	  a	  recipient	  of	  a	  Career	  Development	  Fellowship	  from	  the	  NHMRC	  and	  a	  
SpinalCure	  Australia	  Foundation	  Senior	  Fellow.	  We	  thank	  Dr	  Timothy	  Furlong	  for	  critically	  
reviewing	  this	  manuscript.	  
	  
Conflict	  of	  interest	  statement	  .	  D.A.B.	  and	  S.N.B.	  are	  inventors	  on	  patents	  filed	  by	  St	  Vincent’s	  
Hospital,	  which	  pertain	  to	  the	  use	  of	  MIC-‐1/GDF15	  in	  disease.	  Dr	  F.A.	  consults	  for	  several	  in	  vitro	  
diagnostics	  companies	  that	  manufacturer	  assays	  to	  detect	  cardiovascular	  biomarkers.	  The	  
remaining	  authors	  declare	  no	  conflict	  of	  interest.	  
	  
REFERENCES	  
	  
1.  Foley RN, Collins AJ. End-stage renal disease in the United States: an update from 

the United States Renal Data System. J Am Soc Nephrol 2007; 18: 2644–2648 ��� 

2.  Apple FS, Murakami MM, Pearce LA et al. Multi-biomarker risk stratification of N-
terminal pro-B-type natriuretic peptide, high-sen- sitivity C-reactive protein, and 
cardiac troponin T and I in end-stage renal disease for all-cause death. Clin Chem 
2004; 50: 2279–2285 ��� 

3.  Horwich TB, Fonarow GC. Reverse epidemiology beyond dialysis patients: chronic 
heart failure, geriatrics, rheumatoid arthritis, COPD, and AIDS. Semin Dial 2007; 20: 
549–553 ��� 

4.  Fouque D, Kalantar-Zadeh K, Kopple J et al. A proposed nomencla- ture and 
diagnostic criteria for protein-energy wasting in acute and chronic kidney disease. 
Kidney Int 2008; 73: 391–398 ��� 

5.  de Mutsert R, Grootendorst DC, Indemans F et al. Association between serum 
albumin and mortality in dialysis patients is partly explained by inflammation, and 
not by malnutrition. J Ren Nutr 2009; 19: 127–135 ��� 

6.  Kalantar-Zadeh K, Balakrishnan VS. The kidney disease wasting: inflammation, 
oxidative stress, and diet-gene interaction. Hemodial Int 2006; 10: 315–325 ��� 



Breit et al.: MIC-1/GDF15, mortality and CKD  
Nephrol Dial Transplant, 27(1): 70-75, 2012 

	  
7.  Brown DA, Breit SN, Buring J et al. Concentration in plasma of macro- phage 

inhibitory cytokine-1 and risk of cardiovascular events in women: a nested case-
control study. Lancet 2002; 359: 2159–2163 ��� 

8.  Bauskin AR, Brown DA, Kuffner T et al. Role of macrophage inhib- itory cytokine-1 
in tumorigenesis and diagnosis of cancer. Cancer Res 2006; 66: 4983–4986 ��� 

9.  Bootcov MR, Bauskin AR, Valenzuela SM et al. MIC-1, a novel macrophage 
inhibitory cytokine, is a divergent member of the TGF- beta superfamily. Proc Natl 
Acad Sci U S A 1997; 94: 11514–11519 ��� 

10. Brown DA, Moore J, Johnen H et al. Serum macrophage inhibitory cytokine 1 in 
rheumatoid arthritis: a potential marker of erosive joint destruction. Arthritis Rheum 
2007; 56: 753–764 ��� 

11. Brown DA, Ward RL, Buckhaults P et al. MIC-1 serum level and genotype: 
associations with progress and prognosis of colorectal car- cinoma. Clin Cancer Res 
2003; 9: 2642–2650 ��� 

12. Selander KS, Brown DA, Sequeiros GB et al. Serum macrophage inhibitory cytokine-
1 concentrations correlate with the presence of prostate cancer bone metastases. 
Cancer Epidemiol Biomarkers Prev 2007; 16: 532–537 ��� 

13. Johnen H, Lin S, Kuffner T et al. Tumor-induced anorexia and weight loss are 
mediated by the TGF-beta superfamily cytokine MIC-1. Nat Med 2007; 13: 1333–
1340 ��� 

14. Wiklund FE, Bennet AM, Magnusson PK et al. Macrophage inhib- itory cytokine-1 
(MIC-1/GDF15): a new marker of all-cause mortality. Aging Cell 2010; 9: 1057–
1064  

15.  Brown DA, Bauskin AR, Fairlie WD et al. Antibody-based approach to high-volume 
genotyping for MIC-1 polymorphism. Biotechniques 2002; 33: 118–120. , 122, 124 
passim  

16. Stenvinkel P, Heimburger O, Paultre F et al. Strong association be- tween 
malnutrition, inflammation, and atherosclerosis in chronic renal failure. Kidney Int 
1999; 55: 1899–1911  

17. Qureshi AR, Alvestrand A, Danielsson A et al. Factors predicting malnutrition in 
hemodialysis patients: a cross-sectional study. Kidney Int 1998; 53: 773–782 

18.  Kyle UG, Schutz Y, Dupertuis YM et al. Body composition interpre- tation. 
Contributions of the fat-free mass index and the body fat mass index. Nutrition 2003; 
19: 597–604  

19. Apple FS, Murakami MM, Pearce LA et al. Predictive value of car- diac troponin I 
and T for subsequent death in end-stage renal disease. Circulation 2002; 106: 2941–
2945  

20. Moore AG, Brown DA, Fairlie WD et al. The transforming growth factor-ß 
superfamily cytokine macrophage inhibitory cytokine-1 is present in high 
concentrations in the serum of pregnant women. J Clin Endocrinol Metab 2000; 85: 
4781–4788 

21.  Brown DA, Stephan C, Ward RL et al. Measurement of serum levels of macrophage 



Breit et al.: MIC-1/GDF15, mortality and CKD  
Nephrol Dial Transplant, 27(1): 70-75, 2012 

	  
	  

inhibitory cytokine 1 combined with pros- tate-specific antigen improves prostate 
cancer diagnosis. Clin Can- cer Res 2006; 12: 89–96 

22. Stenvinkel P, Carrero JJ, Axelsson J et al. Emerging biomarkers for evaluating 
cardiovascular risk in the chronic kidney disease patient: how do new pieces fit into 
the uremic puzzle? Clin J Am Soc Nephrol 2008; 3: 505–521 

23.  Kempf T, von Haehling S, Peter T et al. Prognostic utility of growth differentiation 
factor-15 in patients with chronic heart failure. J Am Coll Cardiol 2007; 50: 1054–
1060 

24.  Scholze A, Rattensperger D, Zidek W et al. Low serum leptin predicts mortality in 
patients with chronic kidney disease stage 5. Obesity (Silver Spring) 2007; 15: 1617–
1622 

25.  Ohashi N, Kato A, Misaki T et al. Association of serum adiponectin levels with all-
cause mortality in hemodialysis patients. Intern Med 2008; 47: 485–491 

26.  Daniels LB, Clopton P, Laughlin GA et al. Growth-differentiation factor-15 is a 
robust, independent predictor of 11-year mortality risk in community-dwelling older 
adults: the Rancho Bernardo Study. Circulation 2011; 123: 2101–2110 

27.  Himmelfarb J, Stenvinkel P, Ikizler TA et al. The elephant in uremia: oxidant stress 
as a unifying concept of cardiovascular disease in ure- mia. Kidney Int 2002; 62: 
1524–1538 

28.  Halliwell B. Oxidative stress and cancer: have we moved forward? Biochem J 2007; 
401: 1–11  

29.  Locatelli F, Canaud B, Eckardt KU et al. Oxidative stress in end-stage renal disease: 
an emerging threat to patient outcome. Nephrol Dial Transplant 2003; 18: 1272–1280 

30.  Yang H, Filipovic Z, Brown D et al. Macrophage inhibitory cytokine- 1: a novel 
biomarker for p.53 pathway activation. Mol Cancer Ther 2003; 2: 1023–1029  

31.  Lotze MT, Zeh HJ, Rubartelli A et al. The grateful dead: damage- associated 
molecular pattern molecules and reduction/oxidation reg- ulate immunity. Immunol 
Rev 2007; 220: 60–81  

32.  Nordfors L, Lindholm B, Stenvinkel P. End-stage renal disease—not an equal 
opportunity disease: the role of genetic polymorphisms. J Intern Med 2005; 258: 1–
12  

33.  Sung RS, Galloway J, Tuttle-Newhall JE et al. Organ donation and utilization in the 
United States, 1997-2006. Am J Transplant 2008; 8: 922–934  

	  


