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Table 3. Univariate and multivariate analysis of the risk factors for acute myocardial infarction

Age >60years

Unadjusted hazard ratio
(95% confidence interval)

P value

Adjusted hazard ratio
(95% confidence interval)

P value

1.71 (1.49–1.96)

<0.0001

1.47 (1.27–1.69)

<0.0001

Ethnicity
Chinese

1

1

Malay

1.14 (0.98–1.32)

0.087

1.15 (0.99–1.35)

0.070

Indian

1.42 (1.13–1.78)

0.020

1.24 (0.99–1.56)

0.064

Others

0.89 (0.48–1.66)

0.71

1.00 (0.53–1.86)

0.99

Female sex

0.91 (0.80–1.04)

0.19

1.09 (0.93–1.28)

0.27

Diabetes mellitus

2.67 (2.24–3.18)

<0.0001

1.75 (1.45–2.10)

<0.0001

Ischaemic heart disease

2.96 (2.58–3.39)

<0.0001

2.27 (1.97–2.62)

<0.0001

Stroke

1.71 (1.48–1.98)

<0.0001

1.31 (1.13–1.52)

<0.0001

Peripheral vascular disease

2.11 (1.80–2.47)

<0.0001

1.55 (1.32–1.83)

<0.0001

Malignancy

0.99 (0.75–1.31)

0.96

1.02 (0.77–1.35)

0.91

Hypertension

2.10 (1.00–4.42)

0.050

0.92 (0.43–1.94)

0.82

1.49 (1.31–1.70)

<0.0001

1.37 (1.17–1.61)

<0.0001

Comorbidities

Current/ex-smoker
Dialysis modality
Haemodialysis
Peritoneal dialysis

1

1

1.05 (0.88–1.26)

analysis. Traditionally, PD has been thought to have less
haemodynamic fluctuations. For example, patients with
poor cardiovascular status may have been preferentially
chosen by their physicians to undergo PD. Certain
variables such as socio-economic circumstances, frailty,
nutrition status, blood pressure, left ventricular ejection
fraction information and types of HD access (such as
arteriovenous fistulae versus dialysis catheter) were
not available in our analysis. These may have been
important unmeasured co-variates influencing decision
for dialysis modality. Crossovers from PD to HD and
vice versa were also not considered in our analysis.
CONCLUSION
To our knowledge, this is one of the few studies in
Southeast Asia looking at mortality and AMI outcomes
in incident dialysis patients at a population-based
level. It underscores the high incidence of mortality and
ACS in ESRF patients in Singapore despite progress
in clinical care, medications and dialysis facilities. PD
patients were found to have poorer survival outcomes
compared to HD patients. Inherent limitations associated
with population-based epidemiological studies limits

0.59

0.99 (0.82–1.18)

0.89

elucidation of causalities of survival and ACS outcomes.
We believe that this study has identified a group of
patients in whom more aggressive treatment of underlying
risk factors and monitoring may be appropriate, and
could serve as a foundation for further studies.
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