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Associations between plasma lysophospholipids concentrations, chronic kidney disease and the type of renal replacement therapy
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Abstract
Background
Lysophosphatidic acid (LPA) and lysophosphatidylcholine (LPC) are bioactive lysophospholipids involved in the pathogenesis of renal diseases, especially the renal fibrosis. Plasma LPC concentrations in chronic kidney disease (CKD) patients are lower or similar to those observed in control groups, but less is known about the LPA concentrations. The main aim of the study was the analysis of associations of chronic kidney disease and renal replacement therapy with the plasma LPA concentrations. We have also analyzed the relationship between the plasma concentrations of LPA and LPC.

Material and methods
Study group consisted of 110 patients with CKD in stages G3-G5 according to the KDIGO guidelines and was divided into four subgroups: treated conservatively (CT, 30 patients), on hemodialysis (HD, 30 patients), on peritoneal dialysis (PD, 30 patients) and renal transplant recipients (RT, 20 patients). In HD the blood was collected immediately before (HD D1) and after the dialysis (HD D2). In RT the blood was collected immediately before (RT D1) and 3–14 days after the transplantation (RT D2). The control group (Con) consisted of 50 healthy volunteers. Plasma concentrations of LPA and LPC were measured using enzyme-linked immunosorbent assays.

Results
In CT, PD and RT D2 plasma concentrations of LPA were significantly higher, compared to Con. In HD, LPA levels did not differ compared to Con and they were significantly lower compared to PD (HD D1 and HD D2), RT D2 (HD D1 and HD D2) and CT (HD D1). However, in most of patients concentrations of LPA were within the range of reference values established in healthy volunteers. Concentrations of LPC were significantly lower in almost all patients subgroups, compared to Con, except in PD. There were no significant correlations between plasma concentrations of LPA and LPC in any of patients subgroups.

Conclusions
Presence of CKD is associated with increased plasma LPA levels and the hemodialysis therapy reduces this influence. However, only in a small percentage of patients with CKD, LPA concentrations are out of the reference range, which makes LPA not useful as a diagnostic marker for CKD. Further studies are needed to confirm and explain observed relationships.
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Abbreviations
ADOAutomatic peritoneal dialysis


ATXAutotaxin


CADOContinuous ambulatory peritoneal dialysis


CKDChronic kidney disease


ConControl group


CTPatients treated conservatively


CTGFConnective tissue growth factor


DGFDelayed graft function


HD D1Patients on hemodialysis before the dialysis (1st donation)


HD D2Patients on hemodialysis after the dialysis (2nd donation)


HDPatients on hemodialysis


KDIGOKidney Disease Improving Global Outcomes


LCATLecithin:cholesterol acyltransferase


LPALysophosphatidic acid


LPCLysophosphatidylcholine


PDPatients on peritoneal dialysis


RT D1Renal transplant recipients before the transplantation (1st donation)


RT D2Renal transplant recipients after the transplantation (2nd donation)


RTRenal transplant recipients


UUOUnilateral ureteral obstruction




Background
Chronic kidney disease (CKD) is important problem of public health. As shown in the Global Burden of Disease research (GBD), the mortality caused by CKD increased in the world by over 30% between 2005 and 2015, reaching over 1.2 million deaths in 2015. Frequency of CKD in adults in the world is estimated at approx. 11–13%. [1]. According to the results of the European Renal Association -European Dialysis and Transplant Association (ERA-EDTA) reports, the incidence of end-stage chronic kidney disease (ESRD) increased in Europe in 2010–2014 despite the decline in the age-adjusted ESRD observed in many European countries. Probably this observation is caused by the increase in the percentage of elderly people in the population [2, 3].
CKD is associated with variety abnormalities in biochemical parameters of blood, including abnormalities in lipidomic profile. We decided to verify if this dysfunctions includes the changes in the levels of bioactive lysophospholipids in plasma. Lysophospholipids are involved in many physiological and pathological processes. The biological activity of lysophospholipids is based on the stimulation of receptors present on the surface or inside the target cells. Among the lysophospholipids, lysophosphatidic acid (LPA) and lysophosphatidylcholine (LPC) seems to be most involved in the pathogenesis of renal diseases.
Plasma levels of LPC are dependent on activity of lecithin:cholesterol acyltransferase (LCAT). In CKD patients, activity of LCAT is decreased, which is probably caused by decreased liver synthesis of this enzyme [4–8] and the plasma concentrations of LPC are lower [9, 10] or similar [11] to those observed in control groups. Less is known about the plasma LPA concentrations in CKD patients.
Previous studies on animal and human renal mesangial cells show that LPA stimulates proliferation, induces contractility, inhibits apoptosis of the cells and induces production of connective tissue growth factor (CTGF) [12–14]. Studies on animal proximal tubular cells showed that LPA stimulates proliferation, inhibits apoptosis of these cells and increases secretion of cytokines CTGF and platelet-derived growth factor B (PDGF-B) [13, 15]. LPA may also increase the expression and secretion of CTGF in human renal fibroblasts [16].
In vivo studies show that procedure of unilateral ureteral obstruction (UUO) in mice in order to initiate processes of interstitial tubular fibrosis, results in 3 fold increase in levels of LPA released from renal explants for several days after the procedure compared to the baseline levels. Changes in expressions of LPA receptors (↑LPA1, ↓LPA3) were also observed. Application of LPA1 receptor antagonist (Ki16425) significantly inhibits the fibrosis and decreases expression of CTGF and TGF-β [17]. Usage of LPA1 selective antagonist AM095 also resulted in decreased intensity of processes of fibrosis [18]. Similar effects were observed in LPA1 knock-out mice [17]. Studies on the mice model of nephrotoxic serum (NTS) nephritis, characterized by rapidly progressing inflammation with slow development of tubulo-interstitial fibrosis and as a result - the development of progressive renal failure showed almost 6-fold increase in expression of LPA1 receptor in this animals [13]. Above studies indicate the role of LPA and its receptors in renal fibrosis.
Interestingly, LPA seems to be protective factor against the renal ischemia-reperfusion injury (I/R) which is important cause of acute renal failure in patients after renal transplantation, major surgical procedures or in hypovolemic shock [19, 20].
Single reports showed the presence of higher LPA concentrations in blood [9] or urine [21] of patients with kidney diseases. Thus, the main aim of the study was the analysis of associations of chronic kidney disease and renal replacement therapy with the plasma lysophosphatidic acid concentrations. We have also decided to analyze the LPC plasma concentrations to confirm previous observations and analyze the relationship between the plasma concentrations of LPA and LPC.

Material and methods
Study group (CKD) consisted of 110 patients of Department of Nephrology, Transplantology and Internal Medicine, Pomeranian Medical University in Szczecin, Poland with chronic kidney disease in stages G3-G5 according to the KDIGO guidelines [22]. The study group was divided into four subgroups: treated conservatively (CT, 30 patients), on hemodialysis (HD, 30 patients), on peritoneal dialysis (PD, 30 patients) and renal transplant recipients (RT, 20 patients). The inclusion criteria were: a) documented chronic kidney disease at stages G3-G5, b) age ≥ 18 years old, c) in subgroups of patients on dialysis, regular hemodialysis or peritoneal dialysis for at least 3 months before beginning of the study. The exclusion criteria were: a) the lack of informed consent, b) pregnancy, c) acute inflammatory diseases and d) diagnosed cancer.
The control group (Con) consisted of 50 healthy volunteers matched by age and sex, all of Polish descent. The inclusion criteria in this group were age ≥ 18 years old and the lack of renal diseases in anamnesis. The exclusion criteria were the same as in the CKD group, and additionally estimated glomerular filtration rate (GFR) below 90 ml/min/1.73 m2. Characteristic of the study participants is shown in Table 1.Table 1General characteristics of the study group and its subgroups and the control group


	Group/ Subgroup
	Group size (n)
	Gender
	Age [years]
	BMI [kg/m2]

	W
	M
	mean ± SD
	Median
	mean ± SD
	median

	CKD
	110
	55
	55
	54.0 ± 15.1
	56.5
	25.9 ± 4.0
	25.4

	CT
	30
	15
	15
	54.5 ± 16.1
	56.5
	27.6 ± 5.1
	26.8

	HD
	30
	14
	16
	53.8 ± 16.7
	58.5
	24.6 ± 3.9
	24.6

	PD
	30
	14
	16
	52.9 ± 15.5
	54.0
	25.5 ± 2.7
	25.6

	RT
	20
	12
	8
	55.0 ± 11.1
	59.0
	26.1 ± 3.8
	25.1

	Con
	50
	24
	26
	52.2 ± 9.3
	55.0
	25.7 ± 3.3
	25.7

	Statistical significance (p)
	0.89*
	0.61**
	0.19**



                      * p value for differences between CT, HD, PD, RT and Con in Chi-squared test; ** p value for differences between CT, HD, PD, RT and Con in Kruskal-Wallis test;
                    

                      CKD –patients with chronic kidney disease, CT –patients treated conservatively, HD –patients on hemodialysis, PD –patients on peritoneal dialysis, RT– renal transplant recipients, Con – control group, W – women, M – men, SD – standard deviation
                    



The main causes of the disease in CKD patients were glomerulonephritis (23%), diabetes mellitus (19%) and arterial hypertension (18%). According to the KDIGO guidelines in the subgroup of CT, there were 12 patients (40%) with CKD in stage G3, 11 (37%) in G4 and 7 (23%) in G5. In subgroups of patients on dialysis (HD, PD) the mean time of dialysis did not differ significantly (median 23 months for HD and 25 months for PD, p = 0,89). In HD subgroup hemodialysis sessions took place regularly three times a week (12 h per week) using polysulfone dialysis membranes. Among the patients on peritoneal dialysis, there were 23 patients on automatic peritoneal dialysis (ADO), and 7 on continuous ambulatory peritoneal dialysis (CADO). During peritoneal dialysis, standard dialysis concentrate containing glucose was used. In the subgroup of kidney transplant recipients, the organs came from deceased donors and the patients were treated with variety of immunosuppressive drugs. 75% of patients had previously undergone renal replacement therapy (HD and / or PD), 5% were not previously dialyzed, in the remaining 20% of patients there were no data on previous dialysis. In two patients, it was the second transplant due to failure of the transplanted kidney. In 3 patients delayed graft function (DGF) occurred.
The study was performed using the plasma of peripheral blood collected on K2EDTA. In subgroups of CT and PD, blood was collected from the peripheral vein during the follow-up visit. In hemodialyzed patients, blood was collected from the arteriovenous fistula immediately before (HD D1) and immediately after the hemodialysis (HD D2). In kidney transplant recipients, blood was collected from the peripheral vein before (RT D1) and 3–14 days after transplantation (RT D2). In patients from the Con and CT subgroup, blood was collected in the fasting state. In HD, PD and RT subgroups patients were not always fasting during the collection, due to different collection times and/or long duration of dialysis. Blood samples were centrifuged (1000 g, 10 min, 20 °C) within about 30 min of collection. Supernatant was transferred to new tubes and obtained plasma samples were stored at − 80 °C until the assays were performed.
Plasma levels of LPA and LPC were measured with the ELISA technic using Lysophosphatidic Acid Assay Kit II (K-2800S; Echelon Biosciences Inc., USA) and Enzyme-linked Immunosorbent Assay Kit For Lysophosphatidylcholine (CEK621Ge; Cloud-Clone Corp., USA). Absorbances in the samples were measured using plate reader EnVision 2104 Multilabel Reader (Perkin Elmer) and the standard curves were fitted using the program Wallac EnVision Manager 12.1.
The statistical analysis of the results was carried out using the Statistica 12 program (StatSoft Inc.). The Shapiro-Wilk test was used to analyze the normality of distributions. For the tested parameters, the distribution significantly deviated from the normal one, therefore non-parametric tests were used to analyze the results. The analysis of differences between groups was performed using the Mann-Whitney U test for comparisons between two groups and the Kruskal-Wallis test for comparisons between more groups. To evaluate changes in the concentration of a given parameter over time, the Wilcoxon signed-rank test was used. For analysis of correlations, Spearman’s rank correlation coefficient (Rs) was used. Differences between groups were considered as statistically significant at p < 0.05.

Results
In most of the CKD patients subgroups, mean plasma concentrations of LPA were higher and LPC lower, compared to controls (Table 2).Table 2Concentrations of plasma lysophospholipids in the subgroups of chronic kidney disease patients and the control group


	Parameter
	Subgroup

	CT
	HD
	PD
	RT
	Con
	P*

	D1
	D2
	D1
	D2

	LPA [μM]
	Mean ± SD
	1.61 ± 1.35
	0.99 ± 0.78
	1.41 ± 1.75
	2.43 ± 1.99
	1.31 ± 1.02
	2.12 ± 1.33
	0.96 ± 0.58
	< 0.001

	Median
	1.28
	0.94
	0.80
	1.96
	0.89
	1.74
	0.82

	LPC [μM]
	Mean ± SD
	6.29 ±3.24
	5.69 ±3,34
	6.74 ±3.89
	7.52 ±3.37
	7.01 ±3.87
	7.00 ±3.48
	9.06 ±4.02
	< 0.001

	Median
	5.61
	5.12
	5.82
	6.46
	5.98
	6.65
	8.51


*p value for differences between CT, HD D1, HD D2, PD, RT D1, RT D2 and Con in Kruskal-Wallis test;

                      LPA – lysophosphatidic acid, LPC – lysophosphatidylcholine, CT –patients treated conservatively, HD D1–patients on hemodialysis before the dialysis (1st donation), HD D1–patients on hemodialysis after the dialysis (2nd donation), PD –patients on peritoneal dialysis, RT D1– renal transplant recipients before the transplantation (1st donation), RT D2– renal transplant recipients after the transplantation (2nd donation), Con – control group, W – women, M – men, SD – standard deviation
                    



In the CT, PD and RT D2 plasma concentrations of LPA were significantly higher than in Con. In the HD D1 and D2 LPA levels did not differ compared to Con and they were significantly lower compared to PD and RT D2. Concentrations of LPA in samples from HD D1 were significantly lower compared to CT. LPA levels in samples from RT D1 did not differ significantly compared to any other studied groups (Fig. 1).[image: A12944_2019_1040_Fig1_HTML.png]
Fig. 1Plasma LPA concentrations in subgroups of CKD patients and the control group. Levels of LPA are presented in logarithmic scale. * p value for differences between groups in Mann-Whitney U test ** p value for differences between measurements D1 and D2 in Wilcoxon signed-rank test LPA – lysophosphatidic acid, CT –patients treated conservatively, HD D1–patients on hemodialysis before the dialysis (1st donation), HD D1–patients on hemodialysis after the dialysis (2nd donation), PD –patients on peritoneal dialysis, RT D1– renal transplant recipients before the transplantation (1st donation), RT D2– renal transplant recipients after the transplantation (2nd donation), Con – control group




In our previously published studies we established the range of plasma LPA reference values on the basis of material from 100 healthy volunteers (separate for women and for men, because our studies showed that the levels of LPA are significantly higher in women) [23]. In the current study we decided to check if the levels of LPA observed in CKD patients go beyond this range. As shown in Table 3, despite described above significant higher LPA levels in patients compared to Con, in all subgroups of patients at least half of observed concentrations was in the reference range.Table 3Classification of plasma levels of LPA in CKD patients according to reference values established in our previous study [23]. The table shows the number and percentage of patients in whom LPA level was below, within or above this range


	Parameter
	Classification
	Subgroup

	CT
	HD
	PD
	RT

	D1
	D2
	D1
	D2

	LPA*
	Above reference range
	7 23%
	4 13%
	6 20%
	14 47%
	4 13%
	6 20%

	Within reference range
	22 73%
	23 77%
	23 77%
	15 50%
	26 87%
	24 80%

	Below reference range
	1 3%
	3 10%
	1 3%
	1 3%
	0 0%
	0 0%


*LPA reference range between 2,5–97,5 percentile (0,18–2,61 μM for women and 0,17–1,88 μM for men) [23]



In subgroup HD, analysis of differences in LPA levels between donations (D1 and D2) did not show statistically significant changes in plasma LPA concentrations after the dialysis compared to the levels before the procedure (median ΔHD = + 0.14, p = 0,082). In most of the RT patients the plasma levels of LPA increased significantly after the renal transplantation compared to the levels observed before the surgery (median ΔRT = + 0.74, p = 0,001, Fig. 2).[image: A12944_2019_1040_Fig2_HTML.png]
Fig. 2Histogram presenting changes (Δ) in plasma LPA concentrations after the renal transplantation compared to the levels before the procedure in renal transplant recipients (RT). Positive values indicate an increase, and the negative – a decrease in LPA levels




Analysis of LPC showed, that in CT, HD D1, HD D2, RT D1 and RT D2, LPC concentrations were statistically lower compared to Con (Fig. 3). In the PD, median LPA levels were also lower than in Con, but the differences did not reach the limit of statistical significance (p = 0.064). The only statistically significant difference observed between particular patients subgroups, was lower level of LPC in HD D2 compared to PD.[image: A12944_2019_1040_Fig3_HTML.png]
Fig. 3Plasma LPC concentrations in subgroups of CKD patients and the control group. Levels of LPC are presented in logarithmic scale. * p value for differences between groups in Mann-Whitney U test ** p value for differences between measurements D1 and D2 in Wilcoxon signed-rank test LPC – lysophosphatidylcholine, CT –patients treated conservatively, HD D1–patients on hemodialysis before the dialysis (1st donation), HD D1–patients on hemodialysis after the dialysis (2nd donation), PD –patients on peritoneal dialysis, RT D1– renal transplant recipients before the transplantation (1st donation), RT D2– renal transplant recipients after the transplantation (2nd donation), Con – control group




In HD, the dialysis was associated with significant increase of LPC levels (median ΔHD = + 0,79, p < 0.001). In RT, renal transplantation did not cause any significant changes in LPC concentrations (median ΔRT = + 0.01, p = 0.94).
Analysis of correlations between LPA and LPC did not show significant associations in any of the studied subgroups.

Discussion
Considering the influence of LPA on CKD progression, we decided to check if renal failure is associated with increased plasma levels of LPA. In subgroups CT, PD and RT D2, compared to Con, significantly higher levels of LPA were observed. However, despite this observation, small percentages of patients with the concentration of LPA above the reference range indicate, that LPA is not useful as a marker for kidney damage, and based on the measurement of LPA concentration in most patients with CKD, it is not possible to distinguish them from healthy people. However, this does not change the fact, that the above subgroups of patients are exposed to statistically significantly higher concentrations of LPA in plasma than healthy individuals. Taking into account the complex and not fully known influence of LPA on human body, this increased exposition may have health consequences, that are difficult to predict.
Lack of significant differences in LPA levels between CT and PD subgroups indicates, that there is no significant influence of peritoneal dialysis on plasma LPA concentration. We did not find any previous studies on plasma LPA levels in peritoneal dialyzed patients or renal transplant recipients, which makes it impossible for us to compare the results of our studies with literature data. In the study concentrated on diabetic nephropathy, Saulnier-Blache et al. [21] did not find any significant differences in plasma LPA levels between diabetic patients with and without diabetic nephropathy (defined as an elevated urinary albumin / creatinine index with or without reduction eGFR < 60 ml / min / 1.73 m2). Differences between our and the cited study may result from a different profile of studied groups. In our study most of the patients were in CKD stages G4–5, while in cited study all patients were in stages G1-G3 (with albuminuria) according to KDIGO guidelines. The control groups also differed (healthy people with GFR ≥ 90 ml/min/1.73 m2 vs diabetic patients, GFR ≥ 60 ml/min/1.73 m2), which could affect the final result.
In our study in HD patients, levels of LPA both before and after the dialysis did not differ from Con. Significant differences in LPA levels between HD (D1 and D2) and PD patients indicate a significant influence of the type of dialysis therapy on plasma LPA concentrations. A single hemodialysis procedure did not cause significant changes in LPA levels, so there is probably no loss of LPA throughout the dialysis membrane. One of the hypothetical explanations for relatively low plasma concentrations of LPA in hemodialyzed patients could be the use of heparin. It was shown that heparin has inhibitory effect on phospholipase A2, the activity of which increases in patients with CKD and is a potential source of plasma LPA [24]. These results indicate a different  effect of hemodialysis, compared to other treatments, on plasma LPA in patients with CKD. There is only one previous report on plasma LPA in hemodialyzed patients [9]. In this study, significantly higher concentrations of LPA were found in hemodialyzed patients prior to dialysis (1.41 ± 0.68 μM) than in the control group (0.54 ± 0.31 μM). However, this study was conducted on a small study groups (18 patients and 15 control subjects) and the mean age differed between groups by about 10 years, which could have an impact on the results because, as shown in our previous study, plasma LPA levels seem to be positively correlated with age [23]. Our study also differed from the cited report as regards the mean time of dialysis therapy (29 ± 22 months vs 123 ± 85) and used method of LPA levels measurement (ELISA vs gas chromatography). The source of the discrepancies could also be difference in the methods of hemodialysis (not described in the cited work), resulting from the fact that both studies are divided by almost 20 years. The type of used dialysis membrane and its biocompatibility may significantly affect LPA levels, as they may trigger platelet activation to a different extent [25, 26].
The lack of significant differences in LPA levels in the RT subgroup before transplantation in relation to any of the other subgroups of patients and the control group, may results from the fact that the subgroup of PN consisted of both hemodialyzed, peritoneal dialyzed and conservatively treated patients, with the majority of patients being hemodialyzed. In this subgroup after transplantation, there was a significant increase in LPA concentration to a level not significantly deviating from the concentrations observed in the LZ and DO subgroups. Due to the relatively short time from kidney transplantation, it is difficult to say whether this change was related to discontinuation of hemodialysis, transplant function, surgery or the use of immunosuppressive drugs. An increase in plasma LPA after transplantation could also be a potentially beneficial protective mechanism against ischemia-reperfusion (I/R) injury that is a significant cause of acute renal failure in renal transplant recipients [19, 20].
Plasma concentrations of LPC were significantly lower in almost all patients groups, compared to Con. The results of our research are broadly consistent with those published so far. The Sasagawa et al. [9] found significantly lower LPC concentrations in the plasma of CKD patients on hemodialysis compared to the control group (115 ± 30 μM, N = 18 and 133 ± 19 μM, N = 15respectively,). In the study of Lee et al. [10], the same relationship was found in serum (268 ± 65.9 μM, N = 69 and 332.7 ± 57.2 μM, N = 33). Vecino et al. [11] did not observe significant differences in LPC concentration in the plasma of CKD patients in the pre-dialysis period compared to the control group (109.7 ± 41.6 μM, N = 7 and 80.4 ± 16.8 μM, N = 9), although the studied groups were relatively small. It is worth to notice that LPC levels obtained in our study are much lower, compared to the cited studies. In published studies, the mean LPC concentrations in the control groups ranged from 80 to 364 μM [9–11, 27–30]. A satisfactory recovery of the standard included in the kit (LPC 16:0) added to the two plasma samples (91.5 and 104.4%), indicates that our low measured LPC levels, are not the result of the matrix effect. The assay instructions do not provide information on its specificity for different LPC molecular species. Perhaps, the antibody used in the test reacts only with part of the LPC molecules, that contain certain fatty acids. Decreased LPC concentrations in CKD patients probably result from decreased LCAT activity in plasma. The study of Gillett et al. on the patients with newly diagnosed renal failure showed a lower percentage of LPC among phospholipids in plasma, lower levels of cholesterol esters and lower plasma LCAT [7] activity compared to the control group and the negative correlations between LPC and LCAT and plasma urea concentration. Reduced LCAT activity in different groups of patients with CKD was also found in other studies [4–6]. As evidenced by Lee et al. [10] the presence of reduced LPC concentrations observed in patients may have clinical significance. Five-year observation of hemodialyzed patients with CKD showed that the low serum LPC concentrations were associated with a significant increase in the risk of cardiovascular disease. This effect may be related to reduced LCAT activity in plasma.
Hydrolysis of LPC and other lysophospholipids to LPA, catalyzed by autotaxin (ATX) and its lysophospholipase D activity, is considered as main source of LPA in plasma [31]. A probable explanation for the lack of correlation between the levels of LPA and LPC observed in our studies, may be the saturation of the enzyme with a substrate. According to literature data, the Michaelis constant (Km) for reaction of hydrolysis of LPC to LPA, catalyzed by ATX is about 100 μM [32, 33] and this value is similar to the mean plasma levels of LPC in patients with renal failure [9, 11]. In our study, the LPC levels in patients were much lower, but as mentioned above, most likely this results from the different specificity of the assay towards different LPC molecular species. Hasogaya et al. [34] in the study on healthy subjects, did not observe significant correlations between plasma levels of LPA and LPC in a univariate analysis, despite a strong correlation of plasma LPA with serum ATX activity. Another explanation for the lack of correlation may be important role of other lysophospholipids (e.g. lysophosphatidylserine, lysophosphatidylethanolamine, lysophosphatidylinositol) as ATX substrates in blood. In study of Block et al. [35] no significant correlations between ATX activity and LPA levels were found, and supplementation with eicosapentaenoic acid and docosahexaenoic acid did not contribute to qualitative changes of LPA in plasma, despite the presence of such changes in LPC (increase in the proportion of LPC containing supplemented fatty acids), which may suggest a potential contribution of other enzymes (e.g. PLA2) or extravascular sources of LPA in the blood. Observed in our studies higher LPA levels in the plasma of CKD patients, with a simultaneous decrease in LPC levels and a lack of correlation between these two parameters, may indicate a significant contribution of other than LPC substrates or other than ATX enzymes in plasma LPA synthesis, but they can also be associated with changes in the activity of the LPA-degrading enzymes or its extravascular origin.

Conclusions
Previous studies showed potential role of LPA in the pathogenesis of kidney disease, in particular in the process of renal fibrosis. In our studies we show for the first time, that patients with CKD treated conservatively and peritoneally dialyzed and the renal transplant recipients have higher plasma LPA levels compared to control group. We have also observed the increase in LPA levels after renal transplantation. We also confirmed that renal failure is associated with lower LPC levels. On the basis of our study, we can conclude, that the presence of CKD is associated with increased plasma LPA levels and the hemodialysis therapy reduces this influence. However, only in a small percentage of patients with CKD, LPA concentrations are out of the reference range, which makes LPA not useful as a diagnostic marker for CKD. Further studies are needed to confirm and explain observed relationships.

Acknowledgements
Not applicable.
Funding
This work was supported by Polish National Science Center (2011/01/B/NZ5/04235) and the program of the Polish Minister of Science and Higher Education under the name “Regional Initiative of Excellence” in 2019–2022 (002 / RID / 2018/19) and it is the part of the AM PhD thesis.

Availability of data and materials
The datasets analyzed/generated during the current study are not publicly available due to patient confidentiality.


Authors’ contributions
AM was a major contributor in conceptualization, investigation and original draft preparation, RH participated in investigation (patients recruitment), BD, DC and KS supervised the study and participated in original draft review and editing. All authors read and approved the final manuscript.

Ethics approval and consent to participate
The study was approved by the Bioethical Commission of Pomeranian Medical University in Szczecin (study no. KB-0012/36/11 with addendum KB-0012/84/12, KB-0012/130/15 and KB-0012/162/12). Informed consent was obtained from all participants of the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Global, regional, and national life expectancy, all-cause mortality, and cause-specific mortality for 249 causes of death, 1980-2015. A systematic analysis for the Global Burden of Disease Study 2015. Lancet. 2016;388(10053):1459–544.Crossref

2.
Heaf J. Current trends in European renal epidemiology. Clin Kidney J. 2017;10(2):149–53.Crossref

3.
Pippias M, Kramer A, Noordzij M, Afentakis N, Alonso de la Torre R, Ambuhl PM, et al. The European renal association - European Dialysis and transplant association registry annual report 2014: a summary. Clin Kidney J. 2017;10(2):154–69.PubMedPubMedCentral

4.
Guarnieri GF, Moracchiello M, Campanacci L, Ursini F, Ferri L, Valente M, et al. Lecithin-cholesterol acyltransferase (LCAT) activity in chronic uremia. Kidney Int Suppl. 1978;(8):S26–30.

5.
McLeod R, Reeve CE, Frohlich J. Plasma lipoproteins and lecithin:cholesterol acyltransferase distribution in patients on dialysis. Kidney Int. 1984;25(4):683–8.Crossref

6.
Gillett MP, Obineche EN, El-Rokhaimi M, Lakhani MS, Abdulle A, Sulaiman M. Lecithin: cholesterol acyltransfer, dyslipoproteinaemia and membrane lipids in uraemia. J Nephrol. 2001;14(6):472–80.PubMed

7.
Gillett MP, Teixeira V, Dimenstein R. Decreased plasma lecithin:cholesterol acyltransfer and associated changes in plasma and red cell lipids in uraemia. Nephrol Dial Transplant. 1993;8(5):407–11.PubMed

8.
Vaziri ND, Liang K, Parks JS. Down-regulation of hepatic lecithin:cholesterol acyltransferase gene expression in chronic renal failure. Kidney Int. 2001;59(6):2192–6.Crossref

9.
Sasagawa T, Suzuki K, Shiota T, Kondo T, Okita M. The significance of plasma lysophospholipids in patients with renal failure on hemodialysis. J Nutr Sci Vitaminol (Tokyo). 1998;44(6):809–18.Crossref

10.
Lee YK, Lee DH, Kim JK, Park MJ, Yan JJ, Song DK, et al. Lysophosphatidylcholine, oxidized low-density lipoprotein and cardiovascular disease in Korean hemodialysis patients: analysis at 5 years of follow-up. J Korean Med Sci. 2013;28(2):268–73.Crossref

11.
Vecino A, Teruel JL, Navarro JL, Cesar JM. Plasma phospholipids and platelet function in uremic patients. Am J Nephrol. 1996;16(5):409–11.Crossref

12.
Kamanna VS, Bassa BV, Ganji SH, Roh DD. Bioactive lysophospholipids and mesangial cell intracellular signaling pathways: role in the pathobiology of kidney disease. Histol Histopathol. 2005;20(2):603–13.PubMed

13.
Pradere JP, Gonzalez J, Klein J, Valet P, Gres S, Salant D, et al. Lysophosphatidic acid and renal fibrosis. Biochim Biophys Acta. 2008;1781(9):582–7.Crossref

14.
Inoue CN, Forster HG, Epstein M. Effects of lysophosphatidic acid, a novel lipid mediator, on cytosolic Ca2+ and contractility in cultured rat mesangial cells. Circ Res. 1995;77(5):888–96.Crossref

15.
Geng H, Lan R, Singha PK, Gilchrist A, Weinreb PH, Violette SM, et al. Lysophosphatidic acid increases proximal tubule cell secretion of profibrotic cytokines PDGF-B and CTGF through LPA2- and Galphaq-mediated rho and alphavbeta6 integrin-dependent activation of TGF-beta. Am J Pathol. 2012;181(4):1236–49.Crossref

16.
Heusinger-Ribeiro J, Eberlein M, Wahab NA, Goppelt-Struebe M. Expression of connective tissue growth factor in human renal fibroblasts: regulatory roles of RhoA and cAMP. J Am Soc Nephrol. 2001;12(9):1853–61.PubMed

17.
Pradere JP, Klein J, Gres S, Guigne C, Neau E, Valet P, et al. LPA1 receptor activation promotes renal interstitial fibrosis. J Am Soc Nephrol. 2007;18(12):3110–8.Crossref

18.
Swaney JS, Chapman C, Correa LD, Stebbins KJ, Broadhead AR, Bain G, et al. Pharmacokinetic and pharmacodynamic characterization of an oral lysophosphatidic acid type 1 receptor-selective antagonist. J Pharmacol Exp Ther. 2011;336(3):693–700.Crossref

19.
de Vries B, Matthijsen RA, van Bijnen AA, Wolfs TG, Buurman WA. Lysophosphatidic acid prevents renal ischemia-reperfusion injury by inhibition of apoptosis and complement activation. Am J Pathol. 2003;163(1):47–56.Crossref

20.
Gao J, Zhang D, Yang X, Zhang Y, Li P, Su X. Lysophosphatidic acid and lovastatin might protect kidney in renal I/R injury by downregulating MCP-1 in rat. Ren Fail. 2011;33(8):805–10.Crossref

21.
Saulnier-Blache JS, Feigerlova E, Halimi JM, Gourdy P, Roussel R, Guerci B, et al. Urinary lysophopholipids are increased in diabetic patients with nephropathy. J Diabetes Complicat. 2017;31(7):1103–8.Crossref

22.
Global KDI, Group. OKCW. KDIGO 2012 clinical practice guideline for the evaluation and Management of Chronic Kidney Disease. Kidney inter, Suppl. 2013;3:1–50.

23.
Michalczyk A, Budkowska M, Dolegowska B, Chlubek D, Safranow K. Lysophosphatidic acid plasma concentrations in healthy subjects: circadian rhythm and associations with demographic, anthropometric and biochemical parameters. Lipids Health Dis. 2017;16(1):140.Crossref

24.
Costello J, Franson RC, Landwehr K, Landwehr DM. Activity of phospholipase A2 in plasma increases in uremia. Clin Chem. 1990;36(2):198–200.PubMed

25.
Kokubo K, Kurihara Y, Kobayashi K, Tsukao H, Kobayashi H. Evaluation of the biocompatibility of Dialysis membranes. Blood Purif. 2015;40(4):293–7.Crossref

26.
O’Donnell VB, Murphy RC, Watson SP. Platelet lipidomics: modern day perspective on lipid discovery and characterization in platelets. Circ Res. 2014;114(7):1185–203.Crossref

27.
Rabagny Y, Herrmann W, Geisel J, Kirsch SH, Obeid R. Quantification of plasma phospholipids by ultra performance liquid chromatography tandem mass spectrometry. Anal Bioanal Chem. 2011;401(3):891–9.Crossref

28.
Kuliszkiewicz-Janus M, Tuz MA, Baczynski S. Application of 31P MRS to the analysis of phospholipid changes in plasma of patients with acute leukemia. Biochim Biophys Acta. 2005;1737(1):11–5.Crossref

29.
Taylor LA, Arends J, Hodina AK, Unger C, Massing U. Plasma lyso-phosphatidylcholine concentration is decreased in cancer patients with weight loss and activated inflammatory status. Lipids Health Dis. 2007;6:17.Crossref

30.
Heimerl S, Fischer M, Baessler A, Liebisch G, Sigruener A, Wallner S, et al. Alterations of plasma lysophosphatidylcholine species in obesity and weight loss. PLoS One. 2014;9(10):e111348.Crossref

31.
Aoki J, Inoue A, Okudaira S. Two pathways for lysophosphatidic acid production. Biochim Biophys Acta. 2008;1781(9):513–8.Crossref

32.
Umezu-Goto M, Kishi Y, Taira A, Hama K, Dohmae N, Takio K, et al. Autotaxin has lysophospholipase D activity leading to tumor cell growth and motility by lysophosphatidic acid production. J Cell Biol. 1582002:227–33.

33.
Morris AJ, Smyth SS. Measurement of Autotaxin/Lysophospholipase D activity. In: Methods in enzymology Lipidomics and bioactive lipids: lipids and cell signaling. 4342007. p. 90–102.

34.
Hosogaya S, Yatomi Y, Nakamura K, Ohkawa R, Okubo S, Yokota H, et al. Measurement of plasma lysophosphatidic acid concentration in healthy subjects: strong correlation with lysophospholipase D activity. Ann Clin Biochem. 2008;45(Pt 4:364–8.Crossref

35.
Block RC, Duff R, Lawrence P, Kakinami L, Brenna JT, Shearer GC, et al. The effects of EPA, DHA, and aspirin ingestion on plasma lysophospholipids and autotaxin. Prostaglandins Leukot Essent Fatty Acids. 2010;82(2–3):87–95.Crossref




OEBPS/A12944_2019_1040_Fig3_HTML.png
LPC [uM]

24

18
16
14

12
10

_i_' """ T p*=0.008
P**<0.001
a
o
[m]
p*=0.047|
p*=0.023 A
T p*=0.002
0,002 p*<0.001
cT HDD1  HDD2 PD RTD1  RTD2 Con

Subgroup

0 Median
[0 25%-75%
T Min-Max






OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A12944_2019_1040_Fig1_HTML.png
LPA [uM]

p*<0.001 | p*=0.003
7.500 p*=0.005 Fe===- > 1
5,000 p*=0.036 ¥ p**=0.001 1
2.500 T 7
a
a .
0.750 | m D
0.500 T
0.250 T
p*<0.001
%
~ p*<0.001
0.075 . . p*<0.001 ]
0.050 o Median

CT HD D1 HD D2 PD RTD1 RT D2 Con [] 25%-75%
Subgroup T MinMax






OEBPS/contact.gif





OEBPS/A12944_2019_1040_Fig2_HTML.png
Number of observations

2

15 10 -05 00 05 10 15 20 25 30 35 40 45 50
ALPA[uM






