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Despite the availability of several homogenous LDL-C assays, calculated Friedewald’s LDL-C equation remains the widely used
formula in clinical practice. Several novel formulas developed in different populations have been reported to outperform the
Friedewald formula.This study validated the existing LDL-C formulas andderived amodifiedLDL-C formula specific to aGhanaian
population. In this comparative study, we recruited 1518 participants, derived a new modified Friedewald’s LDL-C (M-LDL-C)
equation, evaluated LDL-C by Friedewald’s formula (F-LDL-C), Martin’s formula (N-LDL-C), Anandaraja’s formula (A-LDL-C),
and compared them to direct measurement of LDL-C (D-LDL-C). The mean D-LDL-C (2.47±0.71 mmol/L) was significantly
lower compared to F-LDL-C (2.76±1.05 mmol/L), N-LDL-C (2.74±1.04 mmol/L), A-LDL-C (2.99±1.02 mmol/L), and M-LDL-C
(2.97±1.08 mmol/L) p < 0.001. There was a significantly positive correlation between D-LDL-C and A-LDL-C (r=0.658, p<0.0001),
N-LDL-C (r=0.693, p<0.0001), andM-LDL-C (r=0.693, p<0.0001). M-LDL-c yielded a better diagnostic performance [(area under
the curve (AUC)=0.81; sensitivity (SE) (60%) and specificity (SP) (88%)] followed by N-LDL-C [(AUC=0.81; SE (63%) and SP
(85%)], F-LDL-C [(AUC=0.80; SE (63%) and SP (84%)], and A-LDL-C (AUC=0.77; SE (68%) and SP (78%)] using D-LDL-C as
gold standard. Bland–Altman plots showed a definite agreement between means and differences of D-LDL-C and the calculated
formulas with 95% of values lying within ±0.50 SD limits. The modified LDL-C (M-LDL-C) formula derived by this study yielded
a better diagnostic accuracy compared to A-LDL-C and F-LDL-C equations and thus could serve as a substitute for D-LDL-C and
F-LDL-C equations in the Ghanaian population.

1. Background

Cardiovascular diseases (CVDs) are the leading cause of
morbidity and mortality globally [1, 2]. High LDL-C is of
longstanding clinical and research interest as it is an indepen-
dent risk factor for cardiovascular events and coronary heart
diseases (CHDs) [3, 4]. The advent of lipoprotein cholesterol
measurement led to epidemiologic analyses that considered

the potential effects of the various particles on cardiovascular
(CVD) risk [5]. Previous studies have clearly incriminated
high levels of LDL-C as atherogenic and have established a
link between elevated LDL-C and cardiovascular events [6, 7].

Since the inception of Friedewald’s LDL-C equation in
1972, it has been used most widely to estimate LDL-C in
clinical practice as well as in health screenings [8]. The
American National Cholesterol Education Program (NCEP)
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working group on lipoprotein measurements recommended
that LDL-C concentration be determined with a total ana-
lytical error not exceeding ±12% (≤4% imprecision and ≤4%
inaccuracy) to guarantee correct patient classification into
NCEP risk categories [8].However there have been numerous
attempts to improve its accuracy and reliability in population-
based studies [9–12]. Regardless of the importance of accurate
evaluation for LDL-C, the Friedewald’s formula with its
inherent remarkable deviation and limitation continues to
be used in clinical and research settings as a cost-effective
method to estimate LDL-C when triglyceride levels are less
than 4.52 mmol/l [13].

Ultracentrifugation and beta-quantitation are the gold
standards for LDL-C measurement [14]. Other methods
include direct measurement of LDL-C using a homogenous
assay. These methods are expensive, inconvenient, and not
readily available in most routine laboratories. Not only is
ultracentrifugation as a separation method tedious and time-
consuming, but high salt concentrations and centrifugal
forces can substantially alter high labile lipoproteins [15, 16].
Furthermore, the diagnostic performance of direct measure-
ment of LDL-C is limited by high triglycerides (TG) levels
[17]. In addition, the concentrations of TGs in the various
lipoprotein fractions are known to be heterogeneous and
therefore change with lipid disorders and other conditions
[17, 18].

Previous studies have shown that the formula underrates
LDL-C and CV risk stratification even when triglyceride
levels are below 4.52 mmol/l [13, 19]. Following the afore-
mentioned drawbacks, Anandaraja et al. and Vojovic et al.
have attempted to derive formulas that are specific for Indian
and Serbian population, respectively [11, 20]. Martin et al.
also provided an alternative to improve LDL-C estimation
in a South African population but proposed that external
validation and further modifications were needed to improve
its utilization [9].

The heterogeneity of population, as well as differences
in dietary habits, calls for a more population-specific LDL-
C formula that will be generic, accurate, and precise. The
scarcity of literature on modified LDL-C formula in a West
African population makes it necessary that we begin to
document and validate existing formulas in our setting.
Research in this direction will provide the breakthrough in
combating the burden of atherosclerosis and serve as a useful
guide for stakeholders in the management and control of
cardiovascular diseases in Ghana. Using fasting lipid profile
data from patients who visited the laboratory department
of the National Cardiothoracic Centre, this study validated
the existing LDL-C formulas and derived a modified LDL-C
formula specific to a Ghanaian population.

2. Materials and Methods

2.1. Study Design/Site. This was a comparative study for the
estimation of LDL-Cusing three different formulas and direct
estimation by a homogenous assay. Data was collected for
the lipid profile samples received in the laboratory unit of
the National Cardiothoracic Centre (NCC) in Accra from
December 2016 to April 2017. The NCC in Korle Bu, Accra,

is one of the few functioning referral centres in West Africa
where complete evaluation of cardiothoracic diseases is not
only possible but very safe and of a standard comparable
internationally.

2.2. Ethical Consideration. This study was approved by the
Committee on Human Research, Publication and Ethics
(CHRPE) of School of Medical Sciences, KNUST. The sub-
jects were adequately informed of the purpose, procedures,
nature, risks, and minimal discomfort of the study. Partici-
pants were coded and assured of strict anonymity, confiden-
tiality, and the freedom to exit or decline participation at any
time without penalty.

2.3. Sample Size and Selection of Participants. Samples for
lipid profile analysis were collected from patients visiting
the laboratory unit of the NCC over the period stated. This
was after participants had given their consent. Of a total of
1540 samples analysed, 22 were excluded because they had
triglyceride levels greater than 4.52mmol/l (400mg/dl). The
sample size of 1518 (N=1518) was comprised of 782 males and
736 females.

2.4. Inclusion and Exclusion Criteria. Participants with no
evidence of metabolic conditions (diabetes, chronic renal
failure) as per clinical history and had observed at least ten
(10) hours of overnight fasting were included. Samples with
triglyceride levels greater than 4.52mmol/l (400mg/dl) were
excluded.

2.5. Sample Collection and Biochemical Assays. A volume of
at least 3 mL of venous blood was taken into plain tubes
after a 12-hour or minimum of 8-hour overnight fast via
phlebotomy. The blood could clot, and serum was separated
by centrifugation (2000g for 10mins) and analysed on URIT
8210 automatic chemistry analyser by TC and TG were
measured enzymatically by CHOD-PAP and Glycerol phos-
phate peroxidase-PAP methods, respectively, using reagent
kit obtained from Human Diagnostic Worldwide, Germany.
TC andTGwere calibrated using general chemistry calibrator
provided by Human Diagnostic. The reagent kit for direct
LDL-C assay, the Chema LDL direct FL test, was manufac-
tured by Hospitex Diagnostics, Italy. HDL-c measurement
was performed using a direct homogenous method without
precipitation with the use of enzymatic colorimetric assay
provided by Human Diagnostic, Germany. LDL-C concen-
tration was directly determined by enzymatic assays.

LDL-C concentrations were also calculated by Friede-
wald’s, Anandaraja’s and Martin’s formula as follows:

F-LDL-C = TC – HDL – (TG/5)
A-LDL-C = (0.9TC) – (0.9XTG/5) – 28
N-LDL-C = TC – HDL-C – TG/Novel Factor (all
calculated in mg/dL).

2.6. Derivation of M-LDL-c in a Ghanaian Population. Re-
examination of Friedewald’s formula for LDL-C determi-
nation in our setting is based on the current results, fol-
lowing the procedure which led to Friedewald’s formula
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derivation. Factor for VLDL-C concentration estimation
was recalculated. Total cholesterol, TG, LD-C, and HDL-C
concentration measurements were used in the initial group
to calculate the VLDL-C/TG ratio for a Ghanaian population.
The sum of HDL-C and LDL-C was subtracted from TC for
each person. This accounted for the assessment of VLDL-
C concentration for each person. Afterwards, to determine
the mean of the ratio, the TG concentration was divided by
the corresponding calculated VLDL-C. The mean ratio, TG/
VLDL, was 4 compared to 2.2 according to Friedewald, M-
LDL-C (mmol/L) =TC-HDL-C-TG/4.0 [11]

2.7. Data Analysis. Data collected were stored in MS Excel
spread sheet. Using the Statistical Package for Social Sciences
program (SPSS, version 21.0 for Windows) and GraphPad
prism (Version 5 for windows, Inc. 2007), statistical analyses
were carried out. Results are expressed as means ± SD and
percentages in parenthesis. Unpaired t-test and one-way
ANOVA were used to compare mean values of continuous
variables for two and more than two categories. Person’s
correlation analysis was used to determine the association
between directly measured LDL-C and calculated LDL-
C. The Bland-Altman plots for comparison were used to
determine level of bias and agreement of the calculated LDL-
C to direct LDL-C. Linear regression analysis was used to
generate linear models for the estimation of LDL-C. For
all statistical comparisons, a P < 0.05 was considered as
statistically significant.

3. Results

Lipoprotein concentrations and their distributions in the
validation group are given in Table 1. The D-LDL-C values
were significantly lower than F-LDL-C, ALDL-C, N-ALDL-
C, andM-ALDL-C values (p < 0.001).Themean absolute bias
amongst calculated LDL-Cs compared to the direct method
was 0.29 ± 0.34 mmol/L for Friedewald’s formula, 0.27 ±
0.33 mmol/L for Martin’s formula, 0.57 ± 0.31 mmol/L for
Anandaraja’s formula, and 0.50 ± 0.34 mmol/L for modified
formula.

Themean %ΔLDL between calculated LDL-Cs compared
to the direct method was 12.39 ± 27.34% for Friedewald’s
formula, 11.74 ± 29.25% for Martin’s formula, 23.54 ± 30.45%
for Anandaraja’s formula, and 21.33± 28.43% for modified
formula (Table 2).

The ability of the formulas to correctly classify subjects
at the clinical decision cut-off points in specific subgroups is
shown in Table 3. Separate analysis was done for subgroups
defined by cut-off values (ranges) for TC, TG, and D-LDL-
C values provided by NCEP ATPIII guidelines. There were
significantly lowermean values of F LDLC in the first quartile
of TC compared to D-LDLC and higher mean values in the
rest of the quartiles for TC, and few ranges of TG and of
LDL-C. A-LDL-C were significantly higher (p < 0.001) than
most ranges of TC in the D-LDL-C. A-LDL-C showed no
significant difference compared to D-LDL-C in TG and LDL-
C. N-LDL-C was significantly lower in the first range of TC
in the D-LDL-C but significantly higher in the rest of the
ranges of TC in D-LDL-C (p < 0.001). N-LDL-C showed no

ROC Curves

F-LDL

N-LDL

A-LDL

M-LDL

0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

0.8

0.9

1

Tr
ue

 p
os

iti
ve

 ra
te

 (S
en

sit
iv

ity
)

0.2 0.4 0.6 0.8 10
False negative rate (1 - Specificity)

Figure 1: ROC curves depicting the accuracy of the different forms
of LDL-C measurements.

significant difference compared to D-LDL-C in TG and LDL-
C except 3.10±0.93 and 2.31±0.65, respectively (p < 0.001). M-
LDL-C was significantly higher (p < 0.001) compared to D-
LDLC in all ranges of TC and in most ranges of TG and of
LDL-C (Table 3).

From Table 4, a cut-off value of 2.92 mmol/L F-LDL-C
had a sensitivity of 0.63 and specificity of 0.84 with negative
predictive value of 0.87 and positive predictive 0.74. With N-
LDL-C, cut-off value 2.92 was used; this yielded a sensitivity
of 0.63 and specificity of 0.85 for detection of LDL-C with
positive predictive value of 0.78 and negative predictive value
of 0.87. A-LDL-Chad sensitivity of 0.68 and specificity of 0.73.
M-LDL-C had a sensitivity of 0.60 and specificity of 0.88 with
a cut-off value of 3.23mmol/L.

Figure 1 shows receiver operating characteristics (ROC)
curve analyses for depicting the accuracy of Friedewald’s
formula (F-LDL-C),Martin’s formula (N-LDL-C), andAnan-
daraja’s formula (A-LDL-C) and M-LDL-C, LDL-C calcu-
lated bymodified formula. Area under curve (AUC) was 0.80
for F-LDL-C, 0.81 for N-LDL-C, 0.77 for A-LDL-C, and 0.81
for M-LDL-C.

Correlation analysis between various formulas is used
to estimate the LDL-C concentrations. With respect to
the Pearson correlation coefficient (r) and coefficient of
determination (R2), various formulas were strongly positive
correlated with each other (p<0.0001) (Table 5).

Figure 2 shows Bland-Altman plots for direct LDL-C
against Friedewald’s formula (F-LDL-C), Martin’s formula
(N-LDL-C), and Anandaraja’s formula (A-LDL-C) and M-
LDL-C, LDL-C calculated by modified formula. The mean
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Table 2: Mean percentage difference between D-LDL-C and calculated LDL-C.

� F-LDL-C (%) �N-LDL-C (%) �A-LDL (%) �M-LDL-C (%)
Mean 12.39 11.74 23.54 21.33
SD 27.34 29.25 30.45 28.43
1st Quartile 4.33 5.07 1.39 3.63
Median 13.79 13.51 23.84 23.8
3rd Quartile 29.63 28.55 44.81 39.11
SD: standard deviation; ΔA-LDL-C: mean percentage difference for Friedwald’s formula; ΔA-LDL-C: mean percentage difference for Martin formula; ΔA-
LDL-C: mean percentage difference for Anandaraja’s formula; ΔA-LDL-C: mean percentage difference for modified formula. Mean percentage difference was
calculated as [(calculated LDL-C)-(D-LDL-C)] �D-LDL-C∗100].
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Figure 2: Bland and Altman plot of the different forms of LDL-C measurements (F-LDL-C, N-LDL-C, A-LDL-C, and M-LDL-C).

bias for F-LDL-C was 0.28(0.24-0.32), 0.27(0.23-90.31) for
N-LDL-C, 0.52(0.48-0.56) for A-LDL-C, and 0.49(0.45-0.53)
for M-LDL-C.

4. Discussion
Currently, the NCEP guidelines focus on diagnosis and treat-
ment of TC and LDL-C. It is therefore relevant to accurately

estimate LDL-C, as it has significant implications on car-
diovascular risk stratification and can affect therapy and
outcomes. The gold standard methods for quantifying LDL-
borne cholesterol in serum are laborious and thus poorly
suited to the modern laboratory [21]. Furthermore, many
kinds of equipment and tubes are used, making conditions
difficult to reproduce from one laboratory to another and
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Table 4: Diagnosis performances of the various formulas.

Formulas Cut-off point AUC 95% CI Sensitivity (95% CI) Specificity (95%CI) NPV PPV
F-LDL-C 2.92 0.80 0.78-.83 0.63(0.60-0.67) 0.84(0.82-0.87) 0.87 0.74
N-LDL-C 2.92 0.81 0.78-.83 0.63(0.60-0.66) 0.85(0.82-0.87) 0.87 0.78
A-LDL-C 2.96 0.77 .75-.78 0.68(0.65-0.72) 0.73(0.70-0.77) 0.68 0.73
M-LDL-C 3.23 0.81 .78-.83 0.60(0.56-0.64) 0.88(0.85-0.90) 0.72 0.72
AUC: area under curve; CI: confidence interval; NPV: negative predictive value; PPV: positive predictive value; FLDL-C, LDL-C calculated by Friedewald’s
formula; N-LDL-C, LDL-C calculated by Martin’s formula; A-LDL-C, LDL-C calculated by Anandaraja’s formula; M-LDL-C, LDL-C calculated by modified
formula.

Table 5: Pearson correlation coefficient (r) (bold) and coefficient of determination (R2) (italics) between formulas.

Formulas F-LDL N-LDL A-LDL M-LDL D-LDL-C
F-LDL-C (mmol/L) 0.995 0.947 0.994 0.693

<0.0001 <0.0001 <0.0001 <0.0001
N-LDL-C (mmol/L) 0.991 0.937 0.999 0.693

<0.0001 <0.0001 <0.0001 <0.0001
A-LDL-C (mmol/L) 0.898 0.878 0.935 0.658

<0.0001 <0.0001 <0.0001 <0.0001
M-LDL-C (mmol/L) 0.989 0.999 0.8743 0.693

<0.0001 <0.0001 <0.0001 <0.0001
D-LDL-C (mmol/L) 0.481 0.480 0.434 0.481

<0.0001 <0.0001 <0.0001 <0.0001
FLDL-C, LDL-C calculated by Friedewald’s formula; N-LDL-C, LDL-C calculated by Martin’s formula; A-LDL-C, LDL-C calculated by Anandaraja’s formula;
M-LDL-C, LDL-C calculated by modified formula.

consistent separations highly dependent on the skills and
care of the technician [16]. Nevertheless, ultracentrifugation
remains the classic comparison method and is the basis
for the accepted reference methods [16, 17, 21]. Numerous
studies have been conducted to derive more precise formulas
for LDL-C calculations in the past decades in different
populations compared to the globally used Friedewald’s
formula [11, 20–22]. However, some of these modifications
were not found to be suitable replacements of the Friedewald
formula.This present study sought to compare the diagnostic
performances of the Friedewald’s (F-LDL-C), Martin’s (N-
LDL-C), and Anandaraja’s (A-LDL-C) formulas to directly
measured LDL-C in the Ghanaian population and to derive
possible predictive equation for calculating LDL-C among
our study population.

Lipoprotein concentrations and their distributions were
analyzed in this study and we found significant differences
between the mean values of F-LDL-C, N-LDL-C, A-LDL-C,
and M-LDL-C with respect to D-LDL-C mean values. M-
LDL-C values were significantly higher compared to the rest
of the formulas except A-LDL-C (Table 1). This finding is not
agreement with reports from a study conducted by Vujovic
et al. in a Serbian population [11]. According to their work,
mean LDL-C of participants directly measured was higher
than those of calculated formulas; they reported a percentage
difference of -6.9% for F-LDL-C and -3.9% of A-LDL-C
[11]. We found a mean percentage differences of 12.39% and
23.54% for F-LDL-C and A-LDL-C, respectively (Table 2). In
addition, Gupta and colleagues also found measured LDL-C
to be higher than that obtained with the calculated formulas

[23]. On the other side, Boshtam et al. found that mean
levels of D-LDL-C were lower than F-LDL-C in Iranian
population [24] which is consistent with results in this study.
Our results showed that mean difference between the two
methods was statistically significant (P<0.0001). In parallel,
some studies have demonstrated similar trend with higher
results with calculated LDL-C for F-LDL-C as compared to
directly measured LDL-C [25, 26].

Reports from the original study for the development of
Friedewald’s formula provided a simple division of blood
plasma TG by 5 for mg/dL or 2.2 for mmol/L [22]; however
this formula does not provide accurate estimation of VLDL-
C. In our course to evaluate the reliability of Friedewald’s,
Martin’s, and Anandaraja’s formula, we developed a new
modified formula, which closely resembles Friedewald’s that
exhibited a simple division of patient’s plasma TG by 4. Sev-
eral studies have suggested alterative calculation in different
populations which include TG/2.2, TG/2.5. TG/2.8, TG/3.0,
TG/3.3, and TG/3.9 (mmol/L) [27, 28].

The difference between calculated LDL-C and directly
measured LDL-C results can be important regarding risk
classification for coronary heart disease among patients [29].
In 2008, a study done by Jun et al., among Koreans, showed
that F-LDL-C was significantly different from D-LDL-C over
the concentration ranges of both TC and TG. In the same
study, the mean %ΔLDL was -9.1% and it was anticipated that
this difference was critical for the evaluation of patients with
hyperlipidemia [30]. In this study, mean values of F-LDL-C
were lower than that of D-LDL-C in the first quartile of TC
with a mean %ΔLDL-C of -5.0%. However, F-LDL-C values
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were higher compared to the directly measured LDL-C in
the rest of the quartiles for TC and few ranges of TG and
LDL-C (Table 3). Of note, LDL-C levels calculated with our
modified formula (M-LDL-C) were statistically significantly
higher compared to D-LDL-C in all ranges of TC and inmost
ranges of TC and that of LDL-C to correctly classify subjects
at the clinical decision cut-off points in specific subgroups.

F-LDL-C had a sensitivity of 63.0% and specificity of
84.0% with negative predictive value of 87.0% and positive
predictive 74.0% with a cut-off of 2.92 mmol/L in this study.
M-LDL-C had a sensitivity of 0.60 and specificity of 0.88 with
a cut-off value of 3.23mmol/L. These findings contrast with
reports from a study by Martin et al. in South Africa. In their
work, they recorded a higher sensitivity and specificity with
a cut-off of 2.5 mmol/L [9]. The possible reason for these
inconsistencies might be that F-LDL-c is poor in assessing
direct LDL-C when the LDL-C values are high and the
different study populations in the studies [31].

In general, there were strong correlations among the vari-
ous formulas for estimating LDL-C concentrations. However,
moderate correlations were observed between the directly
measured LDL-C and the various methods. Among the
three formulas used in this study, the Anandaraja’s formula
showed the least correlation with the directly measured LDL-
C (Table 5). The observed correlations are lower compared
with reports from previous studies [25, 32–34]. These studies
reported correlations of 0.88 [25] and 0.86 [33] and 0.786 [32],
respectively. Another study conducted among Japanese also
found a positive correlation between F-LDL-C and D-LDL-C
[34]. Furthermore, Anandaraja and colleagues also reported
a Pearson’s correlation coefficient of 0.97 between LDL-C
measured by their formula and D-LDL-C which was better
as compared to that for F-LDL-C [20]. Conversely, Kapoor et
al. found a lower correlation between A-LDL-C and D-LDL-
C which is in relative agreement with the lower correlation
coefficient of 0.658 observed in this present study [35].

Bland-Altman graphs showed a clear relationship
between both the directly measured LDL-C and the
calculation formulas. The observed low bias can be well
appreciated in all plots though the bias between N-LDL-
C and D-LDL-C was the lowest. This indicates that the
calculation formulas and the directly measured LDL-
C methods are systematically producing similar results
(Figure 2). Some previous studies have reported that
Friedewald calculation demonstrates better agreement with
directly measured LDL-C [23, 36].

This study has strength being the first study to compare
different methods of estimating LDL-c concentration in
Ghana and theWest African subregion.However, our study is
limited by the fact that both derived models must be further
scrutinized and validated bearing in mind the differences
in race and the specific character of the applied method of
measurement.

5. Conclusion

The modified LDL-c (M-LDL-c) formula derived by this
study yielded a better diagnostic accuracy compared to
A-LDL-c and F-LDL-c equation and thus could serve as

a substitute for D-LDL-c and F-LDL-c equation in the
Ghanaian population. Taking into consideration the racial
variances as well as the specific character of the applied
method of measurement, the study findings underscore the
need for scrutiny, validation, and reliability evaluations of the
generatedmodels, to ascertain their clinical use. Furtherwork
should also examine the performance of rick calculations by
the various formulae.

Data Availability

The data used to support the findings of this study are
included within the article.

Conflicts of Interest

The authors declare that there are no conflicts of interest.

Acknowledgments

The authors would like to thank the patients, management,
and staff of laboratory unit of the National Cardiothoracic
Centre (NCC) Korle-bu Teaching Hospital Accra for making
this a successful work.

References

[1] D. Mozaffarian, E. J. Benjamin, A. S. Go et al., “Heart disease
and stroke statistics—2016 update: a report from the American
Heart Association,” Circulation, vol. 133, no. 4, pp. e38–e360,
2016.

[2] P. K. A. Abanilla, K.-Y. Huang, D. Shinners et al., “Cardio-
vascular disease prevention in Ghana: Feasibility of a faith-
based organizational approach,” Bulletin of the World Health
Organization, vol. 89, no. 9, pp. 648–656, 2011.

[3] N. J. Stone, J. G. Robinson, A. H. Lichtenstein et al., “2013
ACC/AHA guideline on the treatment of blood cholesterol to
reduce atherosclerotic cardiovascular risk in adults: a report of
the American college of cardiology/American heart association
task force on practice guidelines,” Journal of the American
College of Cardiology, vol. 63, no. 25, pp. 2889–2934, 2014.

[4] R. S. Rosenson, H. B. Brewer, B. J. Ansell et al., “Dysfunc-
tional HDL and atherosclerotic cardiovascular disease,” Nature
Reviews Cardiology, vol. 13, no. 1, pp. 48–60, 2016.

[5] T. A. Jacobson, K. C. Maki, C. E. Orringer et al., “National
lipid association recommendations for patient-centered man-
agement of dyslipidemia: Part 2,” Journal of Clinical Lipidology,
vol. 9, no. 6, pp. S1–S122, 2015.

[6] C. J. Girman, T. Rhodes, M. Mercuri et al., “The metabolic syn-
drome and risk of major coronary events in the Scandinavian
Simvastatin Survival Study (4S) and the Air Force/Texas Coro-
nary Atherosclerosis Prevention Study (AFCAPS/TexCAPS),”
American Journal of Cardiology, vol. 93, no. 2, pp. 136–141, 2004.

[7] P. M. Ridker, M. J. Stampfer, and N. Rifai, “Novel risk factors
for systemic atherosclerosis: a comparison ofC-reactive protein,
fibrinogen, homocysteine, lipoprotein(a), and standard choles-
terol screening as predictors of peripheral arterial disease,”The
Journal of the AmericanMedical Association, vol. 285, no. 19, pp.
2481–2485, 2001.



Journal of Lipids 9

[8] P. S. Bachorik and J. W. Ross, “National cholesterol education
program recommendations for measurement of low-density
lipoprotein cholesterol: Executive summary,” Clinical Chem-
istry, vol. 41, no. 10, pp. 1414–1420, 1995.

[9] J. Martins, S. A. S. Olorunju, L. M. Murray, and T. S. Pil-
lay, “Comparison of equations for the calculation of LDL-
cholesterol in hospitalized patients,” Clinica Chimica Acta, vol.
444, pp. 137–142, 2015.

[10] P. Krishnaveni and V. M. Gowda, “Assessing the validity of
friedewald’s formula and anandraja’s formula for serum LDL-
cholesterol calculation,” Journal of Clinical and Diagnostic
Research, vol. 9, no. 12, pp. BC01–BC04, 2015.

[11] A. Vujovic, J. Kotur-Stevuljevic, S. Spasic et al., “Evaluation of
different formulas for LDL-C calculation,” Lipids in Health and
Disease, vol. 9, article no. 27, 2010.

[12] R. Gasko, “Low-density lipoprotein cholesterol estimation by a
new formula? Confirmation,” International Journal of Cardiol-
ogy, vol. 119, no. 2, pp. 242-243, 2007.

[13] H. Scharnagl, M. Nauck, H. Wieland, and W. März, “The
friedewald formula underestimates LDL cholesterol at low
concentrations,” Clinical Chemistry and Laboratory Medicine,
vol. 39, no. 5, pp. 426–431, 2001.

[14] A. Sawle, M. K. Higgins, M. P. Olivant, and J. A. Higgins, “A
rapid single-step centrifugation method for determination of
HDL, LDL, and VLDL cholesterol, and TG, and identification
of predominant LDL subclass,” Journal of Lipid Research, vol. 43,
no. 2, pp. 335–343, 2002.

[15] T. G. Cole, C. A. Ferguson, D. W. Gibson, and W. L.
Nowatzke, “Optimization of𝛽-quantificationmethods for high-
throughput applications,” Clinical Chemistry, vol. 47, no. 4, pp.
712–721, 2001.

[16] M. Nauck, G. R. Warnick, and N. Rifai, “Methods for measure-
ment of LDL-cholesterol: a critical assessment of direct mea-
surement by homogeneous assays versus calculation,” Clinical
Chemistry, vol. 48, no. 2, pp. 236–254, 2002.

[17] W. G. Miller, G. L. Myers, I. Sakurabayashi et al., “Seven direct
methods for measuring HDL and LDL cholesterol compared
with ultracentrifugation reference measurement procedures,”
Clinical Chemistry, vol. 56, no. 6, pp. 977–986, 2010.

[18] H. Brewer, “Hypertriglyceridemia: changes in the plasma
lipoproteins associated with an increased risk of cardiovascular
disease,”American Journal of Cardiology, vol. 83, no. 9, pp. 3–12,
1999.

[19] D. M. Waterworth, S. L. Ricketts, K. Song et al., “Genetic
variants influencing circulating lipid levels and risk of coronary
artery disease,” Arteriosclerosis, Thrombosis, and Vascular Biol-
ogy, vol. 30, no. 11, pp. 2264–2276, 2010.

[20] S. Anandaraja, R. Narang, R. Godeswar, R. Laksmy, and K.
K. Talwar, “Low-density lipoprotein cholesterol estimation by
a new formula in Indian population,” International Journal of
Cardiology, vol. 102, no. 1, pp. 117–120, 2005.

[21] C. M. M. de Cordova and M. M. de Cordova, “A new accu-
rate, simple formula for LDL-cholesterol estimation based on
directly measured blood lipids from a large cohort,” Annals of
Clinical Biochemistry, vol. 50, no. 1, pp. 13–19, 2013.

[22] W. T. Friedewald, R. I. Levy, and D. S. Fredrickson, “Estimation
of the concentration of low-density lipoprotein cholesterol in
plasma, without use of the preparative ultracentrifuge,” Clinical
Chemistry, vol. 18, no. 6, pp. 499–502, 1972.

[23] S. Gupta, M. Verma, and K. Singh, “Does LDL-C estimation
using Anandaraja’s formula give a better agreement with direct

LDL-C estimation than the Friedewald’s formula?” Indian
Journal of Clinical Biochemistry, vol. 27, no. 2, pp. 127–133, 2012.

[24] M. Boshtam,M. A. Ramezani, G. Naderi, andN. Sarrafzadegan,
“Is friedewald formula a good estimation for low density
lipoprotein level in iranian population?” Journal of Research in
Medical Sciences, vol. 17, no. 6, pp. 519–522, 2012.

[25] S. Sahu, R. Chawla, and B. Uppal, “Comparison of twomethods
of estimation of low density lipoprotein cholesterol, the direct
versus Friedewald estimation,” Indian Journal of Clinical Bio-
chemistry, vol. 20, no. 2, pp. 54–61, 2005.

[26] R. Gasko, “Low-density lipoprotein cholesterol estimation by
the Anandaraja’s formula - Confirmation,” Lipids in Health and
Disease, vol. 5, no. 1, p. 18, 2006.

[27] D. M. Delong, E. R. Delong, P. D. Wood, K. Lippel, and B.
M. Rifkind, “A Comparison of Methods for the Estimation of
Plasma Low- and Very Low-Density Lipoprotein Cholesterol:
The Lipid Research Clinics Prevalence Study,” Journal of the
American Medical Association, vol. 256, no. 17, pp. 2372–2377,
1986.

[28] N. Nakanishi, Y. Matsuo, H. Yoneda, K. Nakamura, K. Suzuki,
and K. Tatara, “Validity of the conventional indirect methods
including Friedewald method for determining serum low-
density lipoprotein cholesterol level: Comparison with the
direct homogeneous enzymatic analysis,” Journal of Occupa-
tional Health, vol. 42, no. 3, pp. 130–137, 2000.

[29] S. M. Grundy, D. Becker, L. T. Clark et al., “Detection, evalua-
tion, and treatment of high blood cholesterol in adults (Adult
Treatment Panel III),” Circulation, vol. 106, no. 25, pp. 3143–
3421, 2002.

[30] K. Ran Jun,H.-I. Park, S. Chun,H. Park, andW.-K.Min, “Effects
of total cholesterol and triglyceride on the percentage difference
between the low-density lipoprotein cholesterol concentration
measured directly and calculated using the Friedewald for-
mula,” Clinical Chemistry and Laboratory Medicine, vol. 46, no.
3, pp. 371–375, 2008.

[31] S.-A. Ahmadi, M.-A. Boroumand, K. Gohari-Moghaddam, P.
Tajik, and S.-M. Dibaj, “The impact of low serum triglyceride
on LDL-cholesterol estimation,” Archives of Iranian Medicine,
vol. 11, no. 3, pp. 318–321, 2008.

[32] A. H. Kamal, M. Hossain, S. Chowdhury, and N. U. Mahmud,
“A Comparison of Calculated with Direct Measurement of Low
Density Lipoprotein Cholesterol Level,” Journal of Chittagong
Medical College Teachers’ Association, vol. 20, no. 2, pp. 19–23,
2009.

[33] F. H. Fass, A. Earleywine, W. G. Smith, and D. L. Simmons,
“How should low-density lipoprotein cholesterol concentration
be determined?” Journal of Family Practice, vol. 51, no. 11, pp.
972–975, 2002.

[34] F. Kamezaki, S. Sonoda, S. Nakata, and Y. Otsuji, “A direct mea-
surement for LDL-cholesterol increases hypercholesterolemia
prevalence: Comparison with Friedewald calculation,” Journal
of UOEH, vol. 32, no. 3, pp. 211–220, 2010.

[35] R. Kapoor, M. Chakraborty, and N. Singh, “A leap above
Friedewald formula for calculation of low-density lipoprotein-
cholesterol,” Journal of Laboratory Physicians, vol. 7, no. 1, p. 11,
2015.

[36] C. P. Onyenekwu, M. Hoffmann, F. Smit, T. E. Matsha, and
R. T. Erasmus, “Comparison of LDL-cholesterol estimate using
the Friedewald formula and the newly proposed de Cordova
formula with a directly measured LDL-cholesterol in a healthy
South African population,” Annals of Clinical Biochemistry, vol.
51, no. 6, pp. 672–679, 2014.



Hindawi
www.hindawi.com

 International Journal of

Volume 2018

Zoology

Hindawi
www.hindawi.com Volume 2018

 Anatomy 
Research International

Peptides
International Journal of

Hindawi
www.hindawi.com Volume 2018

Hindawi
www.hindawi.com Volume 2018

Journal of 
Parasitology Research

Genomics
International Journal of

Hindawi
www.hindawi.com Volume 2018

Hindawi Publishing Corporation 
http://www.hindawi.com Volume 2013
Hindawi
www.hindawi.com

The Scientific 
World Journal

Volume 2018

Hindawi
www.hindawi.com Volume 2018

Bioinformatics
Advances in

Marine Biology
Journal of

Hindawi
www.hindawi.com Volume 2018

Hindawi
www.hindawi.com Volume 2018

Neuroscience 
Journal

Hindawi
www.hindawi.com Volume 2018

BioMed 
Research International

Cell Biology
International Journal of

Hindawi
www.hindawi.com Volume 2018

Hindawi
www.hindawi.com Volume 2018

Biochemistry 
Research International

Archaea
Hindawi
www.hindawi.com Volume 2018

Hindawi
www.hindawi.com Volume 2018

Genetics 
Research International

Hindawi
www.hindawi.com Volume 2018

Advances in

Virolog y Stem Cells 
International

Hindawi
www.hindawi.com Volume 2018

Hindawi
www.hindawi.com Volume 2018

Enzyme 
Research

Hindawi
www.hindawi.com Volume 2018

International Journal of

Microbiology
Hindawi
www.hindawi.com

Nucleic Acids
Journal of

Volume 2018

Submit your manuscripts at
www.hindawi.com

https://www.hindawi.com/journals/ijz/
https://www.hindawi.com/journals/ari/
https://www.hindawi.com/journals/ijpep/
https://www.hindawi.com/journals/jpr/
https://www.hindawi.com/journals/ijg/
https://www.hindawi.com/journals/tswj/
https://www.hindawi.com/journals/abi/
https://www.hindawi.com/journals/jmb/
https://www.hindawi.com/journals/neuroscience/
https://www.hindawi.com/journals/bmri/
https://www.hindawi.com/journals/ijcb/
https://www.hindawi.com/journals/bri/
https://www.hindawi.com/journals/archaea/
https://www.hindawi.com/journals/gri/
https://www.hindawi.com/journals/av/
https://www.hindawi.com/journals/sci/
https://www.hindawi.com/journals/er/
https://www.hindawi.com/journals/ijmicro/
https://www.hindawi.com/journals/jna/
https://www.hindawi.com/
https://www.hindawi.com/

	Developing a modified low-density lipoprotein (M-LDL-C) Friedewald’s equation as a substitute for direct LDL-C measure in a Ghanaian population: a comparative study
	Authors

	tmp.1634189068.pdf.gQMuz

