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Abstract 

Background  As a common malignant tumour, pancreatic cancer (PC) has the worst clinical outcome. Early evalu-
ation of the postoperative prognosis has certain clinical value. Low-density lipoprotein cholesterol (LDL-c), which is 
mainly composed of cholesteryl esters, phospholipids, and proteins, plays an important role in transporting choles-
terol into peripheral tissues. LDL-c has also been reported to be correlated with the occurrence and progression of 
malignant tumours and can predict postoperative prognosis in various tumours.

Aims  To determine correlation between serum LDL-c level and clinical outcome in PC patients after surgery.

Methods  Data of PC patients that received surgery at our department from January 2015 to December 2021 were 
retrospectively analysed. Receiver operating characteristic (ROC) curves between perioperative serum LDL-c at dif-
ferent timepoints and survival rate at postoperative 1-year were drawn, and the optimal cut-off value was calculated. 
Patients were categorized into low and high LDL-c groups, and their clinical data and outcome were compared. 
Univariate and multivariate analyses were applied to screen out risk markers for poor prognosis of PC patients after 
surgery.

Results  The area under the ROC curve of serum LDL-c at 4 weeks after surgery and prognosis was 0.669 (95% CI: 
0.581–0.757), and the optimal cut-off value was 1.515 mmol/L. The median disease-free survival (DFS) rates of low and 
high LDL-c groups were 9 months and 16 months, respectively, and the 1-, 2- and 3-year DFS rates were 42.6%, 21.1% 
and 11.7% in low LDL-c group, respectively, and, 60.2%, 35.3% and 26.2% in high LDL-c group, respectively (P = 0.005). 
The median overall survival (OS) rates of low and high LDL-c groups were 12 months and 22 months, respectively, and 
the 1-, 2- and 3-year OS rates were 46.8%, 22.6% and 15.8% in low LDL-c group, respectively, and 77.9%, 46.8% and 
30.4% in high LDL-c group, respectively (P = 0.004). Multivariate analysis confirmed low postoperative 4-week serum 
LDL-c as independent risk marker for early tumour recrudesce and poor clinical outcome in PC patients.

Conclusion  High postoperative 4-week serum LDL-c is a prognostic marker for prolonged DFS and OS time in PC 
patients.
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Introduction
Pancreatic cancer (PC) is a digestive system malignant 
tumour with increasing incidence [1]. The American 
Cancer Association estimates that there will be 64,050 
cases of newly diagnosed PC in the US in 2024, account-
ing for only 3% of all estimated new cancer cases. How-
ever, 8% of all expected new tumour-related deaths 
are caused by PC, ranking fourth among all malignant 
tumours [2]. Its 5-year survival rate is only 11% [2]. Cur-
rently, surgical treatment is the possible cure for PC, but 
the postoperative outcome is still unsatisfactory. Only 
about 30% of patients can survive 5 years even after radi-
cal surgery [3, 4]. Thus it is valuable to effectively predict 
the clinical outcome of PC patients at early postoperative 
stage in clinical practice.

Low-density lipoprotein cholesterol (LDL-c) mainly 
originates from very low density lipoprotein cholesterol 
(VLDL-c) and is transported to peripheral organs and 
tissues through the blood stream [5]. Serum LDL-c is 
taken up under the mediation of low-density lipoprotein 
receptor to provide exogenous cholesterol for cells [6, 7]. 
Since LDL-c is mainly derived from food intake and liver 
synthesis, serum LDL-c can be affected by the nutritional 
status of patients and has been reported to be an indica-
tor of malnutrition. Das et  al. discovered a declined in 
serum LDL-c among malnourished people compared to 
healthy controls [8]. Hrnciarikova et  al. discovered that 
LDL-c and prealbumin level were linearly related and 
confirmed LDL-c as a novel marker for malnutrition in 
elderly patients [9]. Due to recent in-depth research on 
tumour metabolic reprogramming, more attention has 
been devoted to the correlation between LDL-c and vari-
ous tumours. High serum LDL-c was confirmed as a risk 
marker for tumorigenesis of breast cancer and can also 
promote the its proliferating and metastatic capacity by 
reducing intercellular adhesion [10, 11]. Prostate can-
cer is also a steroid-targeted tumour; although the rela-
tionship between its occurrence and serum LDL-c level 
remains controversial, it has been confirmed that LDL-c 
is able to improve proliferating, invasive and metastatic 
ability of prostate cancer [12–14]. In addition, serum 
LDL-c levels have also been reported to have prognos-
tic value for postoperative prognosis in malignant can-
cer. For ampullary adenocarcinoma and ovarian cancer 
patients, the recurrence-free survival (RFS) rate signifi-
cantly improved in high serum LDL-c patients compared 
to low serum LDL-c patients, which was partly attributed 
to the metabolic reprogramming of cancer cells [15, 16]. 

In terms of PC, its tumorigenesis and progression are also 
correlated with LDL-c. High preoperative serum LDL-c 
is considered as a risk of PC tumorigenesis and can pro-
mote the progression and metastasis of PC through the 
STAT3 pathway, indicating potential value of LDL-c in 
predicting clinical outcome of PC patients [13, 17]. Con-
sidering the strong relevance between LDL-c and PC, it is 
hypothesized that the serum LDL-c level during periop-
erative period may be able to predict the clinical outcome 
of PC patients after surgery. Current researches mainly 
center on the relationship of LDL-c with tumorigenesis 
and progression of PC, paying little attention to connec-
tion of perioperative serum LDL-c with the postoperative 
outcomes in PC patients. This is the first research report-
ing the effect of serum LDL-c in predicting the clinical 
outcome of postoperative PC patients.

Current research mainly focuses on investigating 
the correlation between serum LDL-c at perioperative 
period and clinical outcome in postoperative PC patients, 
revealing its potential prognostic effect.

Methods
Patient screening
PC patients who underwent surgery at Hepatobiliary Sur-
gery Department, Beijing Chao-yang Hospital, from Jan 
2015 to Dec 2021 were retrospectively analysed and were 
further included or excluded base on the inclusion and 
exclusion criteria shown in following paragraph (Fig. 1).

The following were the inclusion criteria: (1) PC 
patients that received surgeries in our department from 
January 2015 to December 2021; (2) no requirement for 
age and sex; (3) no contraindications of operation in ass-
esment before surgery; (4) successful resection of tumor 
during operation; (5) pathological examination after 
operation indicated pancreatic ductal adenocarcinoma 
and intraoperative R0 resection; and (6) integrity of fol-
low-up data.

The following were the exclusion criteria: (1) Detected 
of invasion to important abdominal artery or distant 
metastasis intraoperatively; (2) unable to achieve R0 
resection intraoperatively; (3) application of lipid-lower-
ing drugs during perioperative period; and (4) postopera-
tive survival time less than 2 months.

All surgical plan and therapeutic schedule were 
informed consent from included individuals and their 
family, and the Ethnic Committee of Beijing Chao-yang 
Hospital (No. 2020-D.-302) granted application of their 
clinical data.
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Patient grouping
Serum LDL-c was assessed at 5 time points, including 
preoperation, postoperative 3 days, postoperative 1 week, 
postoperative 4 weeks and 8 postoperative 8 weeks. Pre-
operative serum LDL-c level was assessed on the sec-
ond day after admission. Blood samples (3.5  ml) were 
collected from included patients after overnight (12  h) 
fasting and centrifuged within 2  h after acquisition to 
isolate the serum. Then, LDL-c levels were measured 
using direct measurement (Siemens Healthcare Diag-
nostics Inc. USA). The normal range of serum LDL-c 
was < 3.30  mmol/L. Receiver operating characteristic 
(ROC) curves between serum LDL-c levels at different 
timepoints and survival condition at postoperative 1 year 
was obtained and the area under the curve (AUC) and 
optimal cut-off value were ascertained. Based on the cut-
off value, included patients were categorized to low and 
high LDL-c group.

Data analysis and follow‑up strategy
Perioperative data from records of included patients were 
compared within these two groups in current research. 
Follow-up was first scheduled at 1 month and 3 months 
postoperatively. Then, follow-up interval was set at 
once every 3 months in postoperative 2 years and every 
6 months afterward till tumour recrudesce or mortality. 
Data including results of blood examinations (Routine 
examination, biochemistry, carbohydrate antigen 19–9), 
imageological evaluation (abdominal and pulmonary 
enhanced computerized tomography), current treat-
ment regimen, postoperative tumour recrudesce and 

long-term prognosis were collected at every follow-up 
and further compared within different groups.

Statistical analysis
Means ± standard deviation were used to present normal 
distributed quantitative data, and median (interquartile 
range) were applied to present non-normal distritbuted 
quantitative data. T tests were utilized to compare nor-
mal distributed data and rank sum test was adopted in 
comparing non-normal distributed data. Fisher’s test was 
utilized to compare enumeration data under the condi-
tion of theoretical frequency < 1 or sample size < 40; oth-
erwise, chi-square test was utilized. Clinical outcome 
was calculated with Kaplan–Meier method and and com-
pared with log-rank test. Univariate analysis was first uti-
lized to screeen out variables with statistic significance 
and then Cox regression analysis was utilized in deter-
mining risk markors. P values < 0.05 indicated statistic 
significance. SPSS (version 26.0; IBM Corporation, US) 
was applied in statistical analysis.

Results
General condition of included patients
This study involved 160 patients, among which 89 
were males and 71 were females. Male–female ratio 
was 1.3: 1. The included patients had an average age of 
63.0 ± 10.1  years old. In terms of the intial symptoms, 
61 patients showed abdominal pain, 73 patients showed 
jaundice, 8 patients showed atypical digestive symp-
toms, and the remaining18 patients were asymptomic 
and found in health examination. 53 individuals (33.1%) 

Fig. 1  Patients screening
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a history of diabetes. Jaundice reduction treatment was 
arranged in 36 of 73 patients with jaundice before sur-
gery,, among which 32 patients received percutaneous 
transhepatobiliary drainage and the rest 4 patients under-
went endoscopic retrograde cholangiopancreatography.

Perioperative condition
Twelve patients received neoadjuvant chemotherapy 
in current research. Surgery of included patients went 
smooth and achieved en bloc excision. Venous excision 
and reconstruction was proceed for patients with sus-
pectable portal venous system invasion. The intraopera-
tive hemorrhage volume of the included patients was 500 
(400, 800) ml. 62 of 160 individuals (38.8%) had intraop-
erative transfusions. Operative duration was 10 (8, 12) h.

Diagnosis of pancreatic ductal adenocarcinoma and 
negative surgical margin were pathologically confirmed 
in included individuals. 47 (29.3%), 101 (63.1%) and 12 
(7.5%) patients were diagnosed as low, moderate and high 
differentiation PC, respectively.. The tumour diameter 
of the included patients was 3.5 (2.5, 4.5) cm. Lymphatic 
metastasis was confirmed by pathology in 100 patients 
(62.5%).

Postoperative complications were observed in 48 
patients (32.0%). comprising pancreatic fistula (n = 20), 
intraperitoneal infection (n = 15), delayed gastric empty-
ing (n = 15), intraperitoneal bleeding (n = 2), gastrointes-
tinal bleeding (n = 3), pneumonia (n = 2), biliary fistula 
(n = 1), pulmonary embolism (n = 1) and portal venous 
system thrombosis (n = 1). Patients were hospitalized for 
19 (15, 25) days after surgery.

Overall survival condition
Patients were followed up until Dec 2022. 86 patients 
(53.8%) received adjuvant chemotherapy after sur-
gery and the chemotherapeutic cycle range from 1 to 
18. Included individuals had a median DFS time and 

overall survival (OS) time of 14 months and 20 months, 
and 1-year, 2-years and 3-years DFS rate and OS rate 
after surgery were 55.0%, 31.1%, 22.5%,and 68.7%, 39.7%, 
26.1%, respectively (Fig. 2).

Grouping condition
Variation of serum LDL-c in included individuals dur-
ing perioperative period is shown in Fig.  3. Decreas-
ing serum LDL-c was discovered at early postoperative 
period. Then it recovered afterwards, reaching a peak at 
postoperative 4-week. Later on the serum LDL-c level 
gradually declined. Serum LDL-c levels were significantly 
lower than preoperative serum LDL-c levels at every 
postoperative time point. As shown in Fig. 4, ROC curves 
between serum LDL-c levels at preoperation, postop-
erative 3  days, postoperative 1  weeks, postoperative 
4  weeks, postoperative 8  weeks and survival condition 
at postoperative 1 year were drawn and the AUC values 
were 0.471, 0.530, 0.559, 0.669 and 0.592. Postoperative 
4-week serum LDL-c was determined to be study object 
because of its AUC and variation tendency of periopera-
tive LDL-c level. The cut-off value of serum LDL-c level at 
postoperative 4 weeks was calculated to be 1.515 mmol/L 
with a 80.0% sensitivity and 50.0% specificity in pre-
dicting the survival condition at postoperative 1  year. 
Patients were further categorized into low LDL-c group 
(postoperative 4-week serum LDL-c ≤ 1.515  mmol/L, 
n = 47) and high LDL-c group (postoperative 4-week 
serum LDL-c > 1.515  mmol/L, n = 113) according to the 
cut-off value.

Intragroup comparison of general data and long‑term 
clinical outcome
Perioperative data of low and high LDL-c group was 
compared and shown in Table  1, illustrating a sig-
nificantly higher serum LDL-c levels at post-operative 
3-day, 1-week, 4-week and 8-week in high LDL-c group 

Fig. 2  Clinical outcome of included individuals: A: DFS condition of included individuals; B: OS condition in included individuals
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compared to low LDL-c group (P < 0.05). Change of 
serum LDL-c levels in perioperative period in these two 
groups were displayed in Fig.  5, showing that serum 
LDL-c started recovering at 1  week after the temper-
ate decrease in early stage after surgery and reached a 

plateau at postoperative 4  weeks in high LDL-c group. 
However, serum LDL-c level continued to decrease after 
surgery until 4 weeks postoperatively, at which point the 
serum LDL-c level started to recover in low LDL-c group. 
In both groups, postoperative serum LDL-c levels at 

Fig. 3  Perioperative change of serum LDL-c levels (*: Compared with preoperative serum LDL-c level, P < 0.05; Pre-op.: Preoperation; Post-op.: 
Postoperative)

Fig. 4  ROC curve of serum LDL-c at different timepoints and survival condition at 1 year after surgery in PC patients: A: ROC curve between serum 
LDL-c level at preoperation and survival rate at postoperative 1 year; B: ROC curve between serum LDL-c level at postoperative 3 day and survival 
rate at postoperative 1 year; C: ROC curve between serum LDL-c level at postoperative 1 week and survival rate at postoperative 1 year; D: ROC 
curve between serum LDL-c level at postoperative 4 weeks and survival rate at postoperative 1 year; E: ROC curve between serum LDL-c level at 
postoperative 8 weeks and survival rate at postoperative 1 year



Page 6 of 15Wang et al. Lipids in Health and Disease           (2023) 22:88 

Table 1  Perioperative information of included individuals within low and high LDL-c group

Variables Low LDL-c group (n = 47) High LDL-c group (n = 113) P Value

Sex (Male/Female) 26/21 63/50 0.960

Age (Years) 61.7 ± 11.7 63.7 ± 9.5 0.262

Diabetes (Yes/No) 18/29 35/78 0.370

Preoperative jaundice reduction treatment (Yes/No) 10/37 26/87 0.811

Preoperative total bilirubin (μmol/L) 41.2 (14.0, 85.7) 40.5 (10.4, 136.7) 0.891

Preoperative carbohydrate antigen 19–9 (U/ml) 215.8 (59.8, 1745.5) 182.9 (33.1, 567.6) 0.242

Preoperative albumin (g/L) 36.7 ± 5.2 36.6 ± 5.1 0.923

Preoperative LDL-c (mmol/L) 2.20 (1.49, 3.36) 2.81 (2.11, 3.33) 0.024

Postoperative 3 days LDL-c (mmol/L) 1.49 (1.14, 2.02) 1.86 (1.44, 2.25) 0.005

Postoperative 1 week LDL-c (mmol/L) 1.54 ± 0.56 2.16 ± 0.69 0.000

Postoperative 8 weeks LDL-c (mmol/L) 1.31 (1.00, 1.50) 2.07 (1.62, 2.30) 0.000

Postoperative 4 weeks albumin (g/L) 34.6 ± 5.6 36.4 ± 5.0 0.040

Postoperative BMI 22.97 ± 2.59 23.41 ± 2,98 0.260

Postoperative 4 weeks BMI 22.08 ± 2.62 22.82 ± 2.96 0.118

Postoperative 4 weeks TG (mmol/L) 1.33 (1.08, 1.79) 1.20 (0.98, 1.53) 0.045

Intraoperative hemorrhage (ml) 500 (400, 800) 500 (400, 800) 0.102

Intraoperative transfusion (Yes/No) 22/25 40/73 0.177

Operation time (hours) 10 (8, 12) 9 (7.5, 11) 0.116

Tumour size(cm) 3.5 (2.5, 4.0) 3.5 (2.5, 4.5) 0.577

Tumour differentiation (Low/Moderate-high) 15/32 32/81 0.649

Portal venous system invasion (Yes/No) 23/24 47/66 0.229

Adjuvant chemotherapy (Yes/No) 3/44 9/104 0.987

Lymphatic metastasis (Yes/No) 32/15 68/45 0.347

Postoperative chemotherapy (Yes/No) 23/24 63/50 0.431

Fig. 5  Perioperative change of serum LDL-c level in different groups (*: In comparison with baseline serum LDL-c before surgery in high LDL-c 
group, P < 0.05; #: In comparison with baseline serum LDL-c level before surgery in low LDL-c group, P < 0.05, Pre-op.: Preoperation, Post-op.: 
Postoperation)



Page 7 of 15Wang et al. Lipids in Health and Disease           (2023) 22:88 	

different postoperative time points decreased obviously 
compared with preoperative baseline (P < 0.005). Major 
postoperative complications were compared within low 
and high LDL-c group (Table 2), showing no statistic dif-
ference in the postoperative fatality rate and complica-
tions incidence within these two groups (P > 0.05)

Patients had median DFS times of 9  months and 
16 months in low and high LDL-c groups. The DFS rates 
at postoperative 1 year, 2 years and 3 years were 42.6%, 
21.1% and 11.7%, 60.2%, 35.3% and 26.2% (P = 0.005, 
Fig.  6-A). Patients in low and high LDL-c group had 
median OS times of 12  months and 22  months.. The 
OS rates at postoperative 1  year, 2  years and 3  years 
were 46.8%, 22.6% and 15.8%, 77.9%, 46.8% and 30.4% 
(P = 0.005, Fig. 6-B).

Analysis of risk markers for tumour recrudesce after radical 
surgery in PC patients
In univariate analysis, tumour recrudesce was defined as 
a dependent variable while preoperative, intraoperative 
and postoperative clinical information were defined to 
be independent variables. According to results, postop-
erative 4-week serum LDL-c level, tumour differentiation 
degree, tumour size and lymphatic metastasis were pos-
sible hazard markers for tumour recrudesce after surgery 
(Table 3). Cox regression analysis including these 4 mark-
ers were applied for further multivariate analysis, con-
firming postoperative 4-week serum LDL-c level, tumour 
differentiation degree and lymphatic metastasis as inde-
pendent risk markers for tumour recrudesce after sur-
gery in PC patients (Table 4). Patients with higher serum 
LDL-c level at postoperative 4 weeks, better tumour dif-
ferentiation degree and free of lymph node metastasis 
have less risk of tumour recrudesce after surgery.

Analysis of risk markers for 1‑year survival condition 
after surgery in PC patients
In univariate analysis, long-term survival condition was 
defined as a dependent variable, and the preoperative, 
intraoperative and postoperative clinical information 
were defined to be independent variables. According 
to results, postoperative 4-week serum LDL-c level, 
tumour differentiation degree, tumour size and lym-
phatic metastasis were possible risk markers for 1-year 
survival condtion after surgery (Table  5). Cox regres-
sion analysis including these 4 markers were applied 
for further multivariate analysis, confirming postopera-
tive 4-week serum LDL-c level, tumour differentiation 
degree and lymphatic metastasis as independent risk 
markers for poor 1-year survival condition after sur-
gery (Table 6). Patients with higher serum LDL-c level 
at postoperatve 4  weeks, better tumour differentiation 
degree and free of lymphatic metastasis indicated bet-
ter long-term postoperative survival condition.

Discussion
PC is a malignant tumour in digestive system It has the 
10th highest incidence of all tumors and has a 0.5%–1% 
annual growth rate. [18, 19]. It has a 5-year survival rate 
of just 11.0% in US and 7.2% in China, making it the 
top four cause of cancer-related death and the most 
malignant tumour with the worst long-term prognosis 
worldwide [2, 20]. Despite the great progress in adju-
vant therapy, radical operation remains the only fea-
sible curative therapy for PC. Although postoperative 
radiotherapy and chemotherapy have been proven to 
further increase the DFS rate and OS rate of patients, 
the survival rate at postoperative 5  years is still only 
30%, far from satisfying [3, 4, 21]. There is a certain 
clinical value in effectively predicting the long-term 

Table 2  Major complications after surgery in the low and high LDL-c group

Variations Low LDL-c group (n = 47) High LDL-c group (n = 113) P Value

Length of hospital stay after surgery(days) 18 (15, 23) 19 (14, 27) 0.973

Postoperative complications 15 33 0.733

Biochemical fistula 2 7 0.914

Pancreatic fistula

  Grade B pancreatic fistula 2 5 1.000

  Grade C pancreatic fistula 2 2 0.718

Delayed gastric emptying 4 11 1.000

Abdominal infection 5 7 0.521

Intra-abdominal haemorrhage 1 1 1.000

Gastrointestinal haemorrhage 0 3 0.626
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Table 3  Univariate analysis of tumour recrudesce after surgery in included individuals

Variations Cases (n = 160) 1-year DFS rate 
(%)

3-year DFS rate 
(%)

χ2 Value P Value

Sex 0.660 0.416

  Male 89 47.3 20.4

  Female 71 64.5 25.2

Age (years) 0.015 0.904

   ≤ 60 60 59.5 18.5

   > 60 100 52.3 25.1

Diabetes 0.045 0.833

  Yes 53 49.4 22.2

  No 107 57.7 22.8

Jaundice reduction treatment before surgery 0.000 0.994

  Yes 36 47.2 18.3

  No 124 57.3 22.7

Preoperative total bilirubin (μmol/L) 0.094 0.760

   ≤ 21 70 57.4 23.9

   > 21 90 53.3 20.2

Preoperative carbohydrate antigen 19–9 (U/ml) 0.044 0.834

   ≤ 37 40 52.5 24.2

   > 37 120 55.9 20.9

Preoperative albumin (g/L) 3.574 0.059

   ≤ 40 119 51.5 18.7

   > 40 41 65.2 30.7

Postoperative 4 weeks albumin (g/L) 3.367 0.067

   ≤ 40 124 50.7 19.7

   > 40 36 69.4 32.2

Pre-operative BMI 5.000 0.082

   < 18.5 11 72.7 43.6

  18.5–23.9 87 49.3 19.3

   ≥ 24.0 62 59.7 20.4

Postoperative 4 weeks BMI 2.835 0.242

   < 18.5 13 61.5 34.6

  18.5–23.9 96 50.9 18.3

   ≥ 24.0 51 60.8 22.3

Preoperative LDL-c (mmol/L) 1.085 0.297

   ≤ 2.375 64 51.1 22.3

   > 2.375 96 57.6 24.2

Postoperative 3 days LDL-c (mmol/L) 0.515 0.473

   ≤ 1.460 61 49.5 20.8

   > 1.460 99 57.3 23.9

Postoperative 1 week LDL-c (mmol/L) 1.206 0.272

   ≤ 1.785 71 42.3 17.7

   > 1.785 89 64.9 23.4

Postoperative 4 weeks LDL-c (mmol/L) 7.903 0.005

   ≤ 1.515 47 40.4 11.7

   > 1.515 113 60.2 26.2

Postoperative 8 weeks LDL-c (mmol/L) 2.519 0.113

   ≤ 1.505 55 46.3 12.3

   > 1.505 105 55.6 18.4

Operation time (hours) 1.373 0.241

   ≤ 8 58 57.5 33.7
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clinical outcome of PC patients at early postopera-
tive period to guide postoperative re-examination and 
treatment.

LDL-c is mainly composed of cholesteryl ester, triglyc-
eride and phospholipids. Cholesteryl ester and triglyc-
eride constitute the core of LDL-c, and their exterior is 

Table 3  (continued)

Variations Cases (n = 160) 1-year DFS rate 
(%)

3-year DFS rate 
(%)

χ2 Value P Value

   > 8 102 53.5 18.1

Intraoperative hemorrhage volume (ml) 1.058 0.304

   ≤ 800 90 58.9 25.2

   > 800 70 49.9 19.0

Intraoperative transfusion 1.829 0.176

  Yes 62 47.4 16.0

  No 98 59.8 27.5

Tumour differentiation degree 18.268 0.000

  Low 47 29.8 7.2

  Moderate/High 113 65.7 29.1

Tumour size (cm) 7.440 0.006

   ≤ 4 112 58.5 27.5

   > 4 48 44.3 6.6

Lymphatic metastasis 12.105 0.001

  Yes 100 44.6 14.8

  No 60 72.7 35.5

Portal venous system invasion 1.889 0.169

  Yes 70 51.4 17.3

  No 90 57.8 26.9

Postoperative complications 0.793 0.373

  Yes 48 44.8 21.5

  No 112 59.4 22.9

Postoperative chemotherapy 0.005 0.945

  Yes 86 59.8 20.0

  No 74 49.4 23.2

Fig. 6  Clinical outcomes of included patients in different groups: A: DFS condition within low and high LDL-c group; B: OS condition within low 
and high LDL-c group
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coated with phospholipids, apolipoprotein B100 and free 
cholesterol [5, 22]. Serum LDL-c, which is a metabolite of 
VLDL-c, can be transported to various tissues and organs 
through the blood stream and bring exogenous choles-
terol into cells by interacting with low density lipoprotein 
receptor located at cell surface, playing a crucial role in 
cholesterol transportation [6, 23]. The expression level of 
low density lipoprotein receptor is an important regula-
tory factor for serum LDL-c levels.

According to previous researches, LDL-c has a strong 
correlation with the occurrence of coronary artery ath-
erosclerosis [24]. In recent years, as the abnormal lipid 
metabolism in tumours has been continuously revealed, 
LDL-c has also been found to have close connection 
with tumorigenesis and progression of PC, breast can-
cer, prostate cancer, and other malignant tumours [10, 
11, 13, 17, 25]. In addition, serum LDL-c levels have 
also been reported to have certain prognostic effect for 
tumor recrudesce and survival outcome after surgery in 
various types of malignant tumour. According to Jung 
et  al., the tumour recrudesce rate of low serum LDL-c 
patients increased by 1.87 times than that of high serum 
LDL-c patients in postoperative breast cancer patients. 
These results were attributed to a variety of possible rea-
sons, including high serum LDL-c levels indicating bet-
ter nutritional status, prompting patients to use statins, 
and reducing vascular endothelial growth factor expres-
sion to inhibit tumour neovascularization [26]. Li et  al. 
discovered that higher preoperative serum LDL-c lev-
els were correlated with longer DFS times and lower 
incidence of vascular invasion in ampullary carcinoma 
patients [15]. After comparing ovarian cancer patients 
with different preoperative serum LDL-c levels, Zhu 
et  al. observed a significant higher 5-year DFS rate in 
high preoperative LDL-c levels patients than low serum 
LDL-c levels patients, which may be caused by the exces-
sive uptake of LDL-c to satisfy the increasing cholesterol 
need of ovarian tumour cells [16]. At present, no relevant 
research on relation of perioperative LDL-c levels and 
clinical outcome in PC patients has yet been published. 
In this study, it was found that the postoperative 4-week 
serum LDL-c level has a close correlation with long-term 

clinical outcome in postoperative PC patients. This was 
the first research reporting low serum LDL-c level as a 
risk marker independent of tumour differentiation degree 
and lymphatic metastasis for poor postoperative DFS 
and OS rates in PC patients, thus confirming the poten-
tial predicting value of perioperative LDL-c levels in PC. 
However, inconsistent with other tumours, preoperative 
serum LDL-c levels had no clinical value in predicting 
long-term outcome after surgery in included individu-
als. Zhou et  al. retrospectively analysed small cell lung 
cancer patients and discovered that preoperative serum 
LDL-c levels had predictive value only for limited-stage 
tumours, which may be related to changes in the tumour 
metabolic microenvironment [27]. In current research, 
70 patients had portal vein invasion, and 100 patients had 
lymphatic metastasis, indicating late tumour stage and 
large tumour burden in the included patients. The exces-
sive consumption of serum LDL-c caused by advanced 
tumours led to a relatively low serum LDL-c level in both 
groups, which may be the potential cause of this result. 
Further studies are needed to verify this finding.

The pancreas has important physiological function in 
digestion and glucose regulation. Over 50% of PC patients 
are undernourished at diagnosis due to the invasion and 
damage of tumours. Furthermore, surgical treatment of 
PC is always time-consuming and traumatic, and pan-
creaticoduodenectomy and total pancreatectomy require 
digestive tract reconstruction to restore its continuity, 
making malnutrition a common perioperative complica-
tion in PC patients [28, 29]. Das et al. discovered an obvi-
ous decline in serum LDL-c levels among malnourished 
individuals, showing the close correlation between serum 
LDL-c levels and nutritional status[8]. Reduced VLDL-c 
synthesis in liver caused by insufficient substrate second-
ary to malnutrition may be the potential reason. There-
fore, low postoperative 4-week serum LDL-c levels may 
indicate malnutrition in patients, and the relatively low 
postoperative 4 weeks serum albumin level further con-
firmed the relatively poor nutritional status in the low 
LDL-c group, supporting our hypothesis. According to 
recent studies, postoperative malnutrition serves as an 
independent risk marker for poor prognosis after pan-
creatic surgery. Jin et al. and Shi et al. performed studies 
in patients who received pancreaticoduodenectomy and 
total pancreatectomy and found that patients with post-
operative malnutrition not only had a higher incidence 
of complications after surgery but also had a significantly 
lower DFS time and OS time than those without malnu-
trition [30, 31]. This may be one of the potential reasons 
why serum LDL-c levels have prognostic effect for long-
term clinical outcome in PC patients after surgery.

As an important component of the cell membrane, cho-
lesterol participates in various physiological functions, 

Table 4  Cox regression analysis of tumour recrudesce after 
surgery in included individuals

Variations RR Value 95% 
Confidence 
interval

P Value

Postoperative 4-week LDL-c 0.632 0.438–0.912 0.014

Degree of tumour differentiation 2.103 1.428–3.095 0.000

Tumour size 1.342 0.887–2.029 0.163

Lymphatic metastasis 1.881 1.291–2.740 0.001
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Table 5  Univariate analysis of 1-year survival condition after surgery in included individuals

Variations Case (n = 160) 1-year OS rate 
(%)

3-year OS rate 
(%)

χ2 Value P Value

Sex 0.335 0.563

  Male 89 66.3 25.4

  Female 71 71.8 26.9

Age (hours) 0.070 0.792

   ≤ 60 60 71.7 19.5

   > 60 100 67.0 30.5

Diabetes 0.361 0.548

  Yes 53 67.9 28.8

  No 107 69.2 24.9

Jaundice reduction treatment before surgery 0.497 0.481

  Yes 36 55.6 20.7

  No 124 72.6 26.6

Preoperative total bilirubin (μmol/L) 0.020 0.887

   ≤ 21 70 72.9 31.4

   > 21 90 65.6 26.0

Preoperative carbohydrate antigen 19–9 (U/ml) 0.268 0.605

   ≤ 37 40 70.0 32.1

   > 37 120 68.3 22.4

Preoperative albumin (g/L) 2.255 0.133

   ≤ 40 119 67.2 23.5

   > 40 41 73.2 34.5

Postoperative 4 weeks albumin (g/L) 2.031 0.154

   ≤ 40 124 66.1 23.8

   > 40 36 77.8 25.5

Pre-operative BMI 4.517 0.105

   < 18.5 11 81.8 42.4

  18.5–23.9 87 64.4 20.6

   ≥ 24.0 62 72.6 29.4

Postoperative 4 weeks BMI 2.782 0.249

   < 18.5 13 69.2 32.3

  18.5–23.9 96 65.6 20.8

   ≥ 24.0 51 74.5 32.9

Preoperative LDL-c (mmol/L) 1.806 0.179

   ≤ 2.375 64 65.6 22.6

   > 2.375 96 70.8 28.5

Postoperative 3 days LDL-c (mmol/L) 0.324 0.569

   ≤ 1.460 61 63.9 23.7

   > 1.460 99 71.7 26.5

Postoperative 1 week LDL-c (mmol/L) 0.764 0.382

   ≤ 1.785 71 62.0 27.9

   > 1.785 89 74.2 24.8

Postoperative 4 weeks LDL-c (mmol/L) 8.323 0.004

   ≤ 1.515 47 46.8 15.8

   > 1.515 113 77.9 30.4

Postoperative 8 weeks LDL-c (mmol/L) 2.670 0.102

   ≤ 1.505 55 52.5 17.1

   > 1.505 105 72.5 21.6

Operation time (hours) 1.932 0.165

   ≤ 8 58 75.9 36.6
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and certain levels of intracellular cholesterol is crucial for 
immune cells to maintain its function. Appropriate serum 
LDL-c levels also take part in maintaining antitumour 
effects of immune cells since LDL-c is the main source of 
exogenous cholesterol for cells. In addition, recent stud-
ies have found that LDL-c itself also has a certain effect 
on cellular immunity. Newton et al. observed the effect of 
LDL-c in promoting the transformation from juvenile T 
cells into Th1 cells, a subtype of helper T cells associated 
with the natural killer cells and CD8+ T cells activation 

[32]. Babl et  al. further reported that high LDL-c levels 
could not only prompt the transformation from CD4+ T 
cells into central memory T cells with stronger and longer 
antitumour ability and upregulate the level of CD4+T-cell 
costimulatory factor CD40 ligand but also increase the 
antitumour effect of anti-PD-1 immunity [33]. A higher 
postoperative 4-week serum LDL-c level may indicate 
better immune cell function and a better response to fur-
ther antitumour comprehensive treatment, which may be 
one of the possible mechanisms of its predictive value.

In this research, serum LDL-c levels at preoperation, 
postoperative 3  days, postoperative 1  week, postopera-
tive 4 weeks and postoperative 8 weeks were included to 
reflect the variation of serum LDL-c levels during periop-
erativ period. It was found that serum LDL-c levels in PC 
patients declined transiently at the early postoperative 
stage, which may be caused by surgical consumption as 
well as the imbalance of cholesterol supply and demand 
in early stage after surgery. With the recovery of patients’ 
body function and nutritional status after surgery and the 
reduction in tumour-associated LDL-c consumption, the 
serum LDL-c level gradually increased. At 4 weeks after 

Table 5  (continued)

Variations Case (n = 160) 1-year OS rate 
(%)

3-year OS rate 
(%)

χ2 Value P Value

   > 8 102 64.9 20.8

Intraoperative hemorrhage volume (ml) 0.912 0.340

   ≤ 800 90 74.4 29.6

   > 800 70 61.4 21.6

Intraoperative transfusion 1.997 0.158

  Yes 62 62.9 17.9

  No 98 72.4 30.9

Tmour differentiation degree 14.154 0.000

  Low 47 48.9 11.4

  Moderate/High 113 77.0 32.4

Tumour size (cm) 7.028 0.008

   ≤ 4 112 72.0 32.6

   > 4 48 59.5 8.1

Lymphatic metastasis 14.425 0.000

  Yes 100 62.0 17.6

  No 60 80.0 40.3

Portal venous system invasion 3.255 0.071

  Yes 70 61.4 20.7

  No 90 74.4 30.4

Postoperative complications 0.230 0.631

  Yes 48 64.6 27.1

  No 112 70.5 25.5

Postoperative chemotherapy 0.173 0.677

  Yes 86 75.6 22.4

  No 74 60.8 31.3

Table 6  Cox regression analysis of postoperative 1-year survival 
in included individuals

Variation RR Value 95% 
Confidence 
interval

P Value

Postoperative 4-week LDL-c 0.602 0.417–0.870 0.007

Degree of tumour differentiation 1.875 1.279–2.748 0.001

Tumour size 1.403 0.944–2.084 0.094

Lymphatic metastasis 1.950 1.341–2.834 0.000
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surgery, patients had largely recovered from the surgical 
trauma and tumour consumption, causing the relatively 
high serum LDL-c level at that time [34]. The serum 
LDL-c level decreased again at 8  weeks postoperatively, 
which may be related to tumour recurrence and the 
application of postoperative adjuvant therapies.

It was also found that the DFS rate of low postop-
erative 4-week serum LDL-c levels patients were lower 
than that of high LDL-c levels patients, further confirm-
ing postoperative 4-week LDL-c level to be an inde-
pendent risk marker for postoperative recurrence of PC. 
It is reported that tumours are often combined with a 
"lipid-lowering effect", which has also been reported 
in PC [35–37]. Sah et  al. retrospectively analysed the 
changes in blood lipid profiles in PC patients before 
diagnosis and found that patients already developed sig-
nificant LDL-c reduction accompanied by subcutane-
ous fat loss at 6–18  months before diagnosis [38]. For 
patients who achieved R0 resection intraoperatively, 
LDL-c level at postoperative 4  weeks was less affected 
by surgical and tumourous factors. Low serum LDL-c 
levels at this time may be an early manifestation before 
tumour recrudesce. In addition, although R0 resection 
is achieved in certain patients and confirmed by post-
operative pathological examination, some lymph nodes 
and adipose tissues may still have minimal residual 
lesions. Low postoperative 4-week serum LDL-c lev-
els may be a result of high LDL-c uptake by residual 
lesions, indicating postoperative residual tumour. This 
may be a potential mechanism for postoperative 4-week 
serum LDL-c levels to predict postoperative recrudesce 
of PC. Further studies are necessary to further verify the 
findings of current research.

In addition to the potential value of postoperative 
LDL-c level in predicting prognosis of PC patients, it was 
also found in current research that poor tumour differ-
entiation and positive lymph node were risk markers for 
early tumour recrudesce and poor postoperative long-
term clinical outcome in PC patients, in accordance with 
previous reports [39, 40]. This research further demon-
strated their predictive effect for the postoperative prog-
nosis of PC.

Strengthens and limitations
The strengthens and clinical relevance of current 
research are as follow. First, this is the first research 
reporting the predictive effect of serum LDL-c lev-
els on long-term clinical outcome of PC patients after 
surgery, thus providing a novel marker for prognostic 
evalutiaon at early postoperative stage. In the future, 
this finding also indicated the possibility of integrating 
serum LDL-c levels in comprehensive models to predict 
the outcome of PC patients more accurately. Second, 

since serum LDL-c level is an indicator of nutritional 
status, the correlation between serum LDL-c level at 
postoperative 4  weeks and poor prognosis reported 
in this research further reveals the importance of 
maintaining good nutritional status in PC patients at 
4  weeks after surgery. Although majority of patients 
resume oral feeding at that time, food intake may not 
meet the energy requirement in some patients and can 
cause malnutrition, which is easy to neglect since most 
patients are discharged from the hospital at that time. 
However, this research confirmed that malnutrition at 
4 weeks postoperatively can also cause poor long-term 
prognosis, thus emphasizing the importance of pro-
ceeding nutritional screening and necessary nutritional 
support at an early stage after surgery. Low serum 
LDL-c may also serve as a potential indicator for oral 
nutritional support in these patients, which requires 
further study for verification. Third, nutritional status 
can influence the tolerance of postoperative adjuvant 
antitumour treatment. Since the serum LDL-c level has 
been confirmed to be a prognostic marker for tumour 
recrudesce and long-term prognosis and can reflect 
the nutritional status, the postoperative 4-week serum 
LDL-c level may be an effective marker to guide the 
selection of comprehensive antitumour treatment in 
the future, thus further improving the postoperative 
prognosis of PC patients.

There are also certain limitations in this research. 
Firstly, this is a retrospective study in single centre, and 
further prospective studies are necessary to verify these 
conclusions. Secondly, current study only explored the 
value of serum LDL-c level in predicting postoperative 
recrudesce as well as clinical outcome of PC without 
illustrating its underlying mechanism. Thirdly, the poten-
tial guiding effect of postoperative serum LDL-c level on 
postoperative antitumour comprehensive treatment in 
PC patients was not further explored in this study, which 
may be a potential direction for further research.

Conclusion
In conclusion, the peri-operative serum LDL-c level 
decreased transiently at the early postoperative stage and 
gradually increased afterwards until 4  weeks postopera-
tively before it decreased again according to this research. 
Postoperative serum LDL-c levels remained lower than 
preoperative levels up to 8 weeks after surgery. It was also 
found that high serum LDL-c levels patients at postop-
erative 4  weeks had prolonged DFS times and OS times 
compared to those with low serum LDL-c, identifying 
postoperative 4-week serum LDL-c level as an independ-
ent risk marker as well as a potential prognostic indica-
tor for long-term clinical outcome of postoperative PC 
patients. The ability of the postoperative 4-week serum 



Page 14 of 15Wang et al. Lipids in Health and Disease           (2023) 22:88 

LDL-c level to reflect postoperative nutritional status, 
affect postoperative immune function and suggest post-
operative residual tumour and early recurrence may be 
potential reasons for these findings in this research. This 
research not only provided novel prognostic markers for 
PC patients at the early postoperative period but also 
emphasized the importance of nutritional screening and 
necessary nutritional support at postoperative 4 weeks to 
improve long-term prognosis. It also provides a potential 
possibility to adopt serum LDL-c levels as an indicator to 
provide postoperative nutritional support and guide fur-
ther antitumour therapy.

Abbreviations
LDL-c	� Low density lipoprotein cholesterol
VLDL-c	� Very low density lipoprotein cholesterol
PC	� Pancreatic cancer
AUC​	� Area under the curve
DFS	� Disease-free survival
OS	� Overall survival
Pre-op.	� Pre-operation
Post-op.	� Post-operation
RR	� Relative risk
PD-1	� Programmed cell death protein 1

Acknowledgements
None.

Authors’ contributions
Hanxuan Wang and Yulin Li are the coauthor of this research; Ren Lang and 
Shaocheng Lyu are the co-corresponding author of this research. (I) Concep-
tion and design: Hanxuan Wang, Yulin Li; (II)Administrative support: Ren Lang, 
Shaocheng Lyu; (III) Materials or patients providing: Ren Lang, Shaocheng Lyu,; 
(IV) Dataset establishment: Shaocheng Lyu, Hanxuan Wang, Jincan Huang, 
Youwei Ma; (V) Data analysis: Hanxuan Wang, Yulin Li; (VI): Article composing: 
All authors.

Funding
None.

Availability of data and materials
Corresponding author will provide datasets used and/or analysed in this 
research upon reasonable request.

Declarations

Ethical approval and consent to participate
Current research was authorized by the Ethics Committee of Beijing Chao-
yang Hospital ( No.2020-D.-302). This research was exempted from participant 
informed consent due to its retrospective study design. Relevant ethics review 
board permitted the design of current study.

Consent for publication
All authors.

Competing interests
None.

Author details
1 Hepatobiliary Surgery Department, Beijing Chao-Yang Hospital, Beijing, No. 8 
Gongti South Road, Chao‑Yang District, 100020, China. 

Received: 27 March 2023   Accepted: 16 June 2023

References
	1.	 Lin QJ, Yang F, Jin C, Fu DL. Current status and progress of Pancreatic 

cancer in China. World J Gastroenterol. 2015;21(26):7988–8003. https://​
doi.​org/​10.​3748/​wjg.​v21.​i26.​7988.

	2.	 Siegel RL, Miller KD, Wagle NS, Jemal A. Cancer statistics, 2023. CA Cancer 
J Clin. 2023;73(1):17–48. https://​doi.​org/​10.​3322/​caac.​21763.

	3.	 Donahue TR, Reber HA. Surgical management of pancreatic cancer–pan-
creaticoduodenectomy. Semin oncol. 2015;42(1):98–109. https://​doi.​org/​
10.​1053/j.​semin​oncol.​2014.​12.​009.

	4.	 Ryan DP, Hong TS, Bardeesy N. Pancreatic adenocarcinoma. N Engl J Med. 
2014;371(11):1039–49. https://​doi.​org/​10.​1056/​NEJMr​a1404​198.

	5.	 Rudel LL, Kesaniemi YA. Low-density lipoprotein particle composi-
tion: what is the contribution to atherogenicity? Curr opin lipidol. 
2000;11(3):227–8. https://​doi.​org/​10.​1097/​00041​433-​20000​6000-​00001.

	6.	 Khosravi M, Hosseini-Fard R, Najafi M. Circulating low density lipoprotein 
(LDL). Horm Mol Biol Clin Investig 2018, 35(2). https://​doi.​org/​10.​1515/​
hmbci-​2018-​0024.

	7.	 Rhainds D, Brissette L. Low density lipoprotein uptake: holoparticle and 
cholesteryl ester selective uptake. Int J Biochem Cell Biol. 1999;31(9):915–
31. https://​doi.​org/​10.​1016/​s1357-​2725(99)​00046-1.

	8.	 Das S, Tripathy BB, Samal KC, Panda NC. Plasma lipids and lipoprotein 
cholesterol in undernourished diabetic subjects and adults with protein 
energy malnutrition. Diabetes care. 1984;7(6):579–86. https://​doi.​org/​10.​
2337/​diaca​re.7.​6.​579.

	9.	 Hrnciarikova D, Hyspler R, Vyroubal P, Klemera P, Hronek M, Zadak Z. 
Serum lipids and neopterin in urine as new biomarkers of malnutrition 
and inflammation in the elderly. Nutrition. 2009;25(3):303–8. https://​doi.​
org/​10.​1016/j.​nut.​2008.​09.​009.

	10.	 Dos SC, Domingues G, Matias I, Matos J, Fonseca I, de Almeida JM, et al. 
LDL-cholesterol signaling induces breast cancer proliferation and invasion. 
Lipids health dis. 2014;13:16. https://​doi.​org/​10.​1186/​1476-​511X-​13-​16.

	11.	 Nowak C, Arnlov J. A Mendelian randomization study of the effects of 
blood lipids on breast cancer risk. Nat commun. 2018;9(1):3957. https://​
doi.​org/​10.​1038/​s41467-​018-​06467-9.

	12.	 Bull CJ, Bonilla C, Holly JM, Perks CM, Davies N, Haycock P, et al. Blood 
lipids and prostate cancer: a Mendelian randomization analysis. Cancer 
Med. 2016;5(6):1125–36. https://​doi.​org/​10.​1002/​cam4.​695.

	13.	 Jung YY, Ko JH, Um JY, Chinnathambi A, Alharbi SA, Sethi G, et al. LDL 
cholesterol promotes the proliferation of prostate and cells by activating 
the STAT3 pathway. J cell physiol. 2021;236(7):5253–64. https://​doi.​org/​10.​
1002/​jcp.​30229.

	14.	 YuPeng L, YuXue Z, PengFei L, Cheng C, YaShuang Z, DaPeng L, et al. 
Cholesterol Levels in Blood and the Risk of Prostate Cancer: A Meta-
analysis of 14 Prospective Studies. Cancer epidemiol biomarkers prev. 
2015;24(7):1086–93. https://​doi.​org/​10.​1158/​1055-​9965.

	15.	 Li Z, Zhang X, Sun C, Fei H, Li Z, Zhao D. Effects of Serum Lipids on the 
Long-Term Prognosis of Ampullary Adenocarcinoma Patients after Cura-
tive Pancreatoduodenectomy. Curr oncol. 2022;29(11):9006–17. https://​
doi.​org/​10.​3390/​curro​ncol2​91107​06.

	16.	 Zhu F, Xu X, Shi B, Zeng L, Wang L, Wu X, et al. The positive predictive 
value of low-density lipoprotein for recurrence-free survival in ovarian 
cancer. Int J Gynaecol Obstet. 2018;143(2):232–8. https://​doi.​org/​10.​1002/​
ijgo.​12645.

	17.	 Lu Y, Gentiluomo M, Lorenzo-Bermejo J, Morelli L, Obazee O, Campa D, 
et al. Mendelian randomisation study of the effects of known and puta-
tive risk factors on Pancreatic cancer. J Med genet. 2020;57(12):820–8. 
https://​doi.​org/​10.​1136/​jmedg​enet-​2019-​106200.

	18.	 Hu J, Zhao C, Chen W, Liu Q, Li Q, Lin Y, et al. Pancreatic cancer: A 
review of epidemiology, trend, and risk factors. World j gastroentero. 
2021;27(27):4298–321. https://​doi.​org/​10.​3748/​wjg.​v27.​i27.​4298.

	19.	 Park W, Chawla A, O Reilly EM. Pancreatic cancer. JAMA. 2021;326(9):851. 
https://​doi.​org/​10.​1001/​jama.​2021.​13027.

	20.	 Wei W, Zeng H, Zheng R, Zhang S, An L, Chen R, et al. Cancer registra-
tion in China and its role in cancer prevention and control. Lancet oncol. 
2020;21(7):e342–9. https://​doi.​org/​10.​1016/​S1470-​2045(20)​30073-5.

	21.	 Neoptolemos JP, Stocken DD, Bassi C, Ghaneh P, Cunningham D, Goldstein 
D, et al. Adjuvant chemotherapy with fluorouracil plus folinic acid vs gem-
citabine following Pancreatic cancer resection: a randomized controlled 
trial. JAMA. 2010;304(10):1073–81. https://​doi.​org/​10.​1001/​jama.​2010.​1275.

	22.	 Jurgens G, Hoff HF, Chisolm GR, Esterbauer H. Modification of human 
serum low density lipoprotein by oxidation–characterization and 

https://doi.org/10.3748/wjg.v21.i26.7988
https://doi.org/10.3748/wjg.v21.i26.7988
https://doi.org/10.3322/caac.21763
https://doi.org/10.1053/j.seminoncol.2014.12.009
https://doi.org/10.1053/j.seminoncol.2014.12.009
https://doi.org/10.1056/NEJMra1404198
https://doi.org/10.1097/00041433-200006000-00001
https://doi.org/10.1515/hmbci-2018-0024
https://doi.org/10.1515/hmbci-2018-0024
https://doi.org/10.1016/s1357-2725(99)00046-1
https://doi.org/10.2337/diacare.7.6.579
https://doi.org/10.2337/diacare.7.6.579
https://doi.org/10.1016/j.nut.2008.09.009
https://doi.org/10.1016/j.nut.2008.09.009
https://doi.org/10.1186/1476-511X-13-16
https://doi.org/10.1038/s41467-018-06467-9
https://doi.org/10.1038/s41467-018-06467-9
https://doi.org/10.1002/cam4.695
https://doi.org/10.1002/jcp.30229
https://doi.org/10.1002/jcp.30229
https://doi.org/10.1158/1055-9965
https://doi.org/10.3390/curroncol29110706
https://doi.org/10.3390/curroncol29110706
https://doi.org/10.1002/ijgo.12645
https://doi.org/10.1002/ijgo.12645
https://doi.org/10.1136/jmedgenet-2019-106200
https://doi.org/10.3748/wjg.v27.i27.4298
https://doi.org/10.1001/jama.2021.13027
https://doi.org/10.1016/S1470-2045(20)30073-5
https://doi.org/10.1001/jama.2010.1275


Page 15 of 15Wang et al. Lipids in Health and Disease           (2023) 22:88 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

pathophysiological implications. Chem phys lipids. 1987;45(2–4):315–36. 
https://​doi.​org/​10.​1016/​0009-​3084(87)​90070-3.

	23.	 Shelness GS, Sellers JA. Very-low-density lipoprotein assembly and secre-
tion. Curr opin lipidol. 2001;12(2):151–7. https://​doi.​org/​10.​1097/​00041​
433-​20010​4000-​00008.

	24.	 Slyper AH. Low-density lipoprotein density and atherosclerosis Unrave-
ling the connection. JAMA. 1994;272(4):305–8.

	25.	 Magura L, Blanchard R, Hope B, Beal JR, Schwartz GG, Sahmoun AE. 
Hypercholesterolemia and prostate cancer: a hospital-based case-control 
study. Cancer Causes Control. 2008;19(10):1259–66. https://​doi.​org/​10.​
1007/​s10552-​008-​9197-7.

	26.	 Jung SM, Kang D, Guallar E, Yu J, Lee JE, Kim SW et al. Impact of Serum 
Lipid on Breast Cancer Recurrence. J CLIN MED 2020, 9(9). https://​doi.​org/​
10.​3390/​jcm90​92846

	27.	 Zhou T, Zhan J, Fang W, Zhao Y, Yang Y, Hou X, et al. Serum low-density 
lipoprotein and low-density lipoprotein expression level at diagnosis are 
favorable prognostic factors in patients with small-cell lung cancer (SCLC). 
BMC Cancer. 2017;17(1):269. https://​doi.​org/​10.​1186/​s12885-​017-​3239-z.

	28.	 Gianotti L, Besselink MG, Sandini M, Hackert T, Conlon K, Gerritsen A, et al. 
Nutritional support and therapy in pancreatic surgery: A position paper 
of the International Study Group on Pancreatic Surgery (ISGPS). Surgery. 
2018;164(5):1035–48. https://​doi.​org/​10.​1016/j.​surg.​2018.​05.​040.

	29.	 La Torre M, Ziparo V, Nigri G, Cavallini M, Balducci G, Ramacciato G. Malnu-
trition and pancreatic surgery: prevalence and outcomes. J Surg oncol. 
2013;107(7):702–8.

	30.	 Jin J, Xiong G, Wang X, Peng F, Zhu F, Wang M. The Impact of Preoperative 
and Postoperative Malnutrition on Outcomes for Ampullary Carcinoma 
After Pancreaticoduodenectomy. Front oncol. 2021;11:748341. https://​
doi.​org/​10.​3389/​fonc.​2021.​748341.

	31.	 Shi HJ, Jin C, Fu DL. Impact of postoperative glycemic control and nutri-
tional status on clinical outcomes after total pancreatectomy. World J 
Gastroenterol. 2017;23(2):265–74. https://​doi.​org/​10.​3748/​wjg.​v23.​i2.​265.

	32.	 Newton AH, Benedict SH. Low density lipoprotein promotes human 
naive T cell differentiation to Th1 cells. Hum immunol. 2014;75(7):621–8. 
https://​doi.​org/​10.​1016/j.​humimm.​2014.​04.​017.

	33.	 Babl N, Hofbauer J, Matos C, Voll F, Menevse AN, Rechenmacher M, 
et al. Low-density lipoprotein balances T cell metabolism and enhances 
response to anti-PD-1 blockade in a HCT116 spheroid model. Front 
oncol. 2023;13:1107484. https://​doi.​org/​10.​3389/​fonc.​2023.​11074​84.

	34.	 Gilliland TM, Villafane-Ferriol N, Shah KP, Shah RM, Tran CH, Massarweh 
NN et al. Nutritional and Metabolic Derangements in Pancreatic cancer 
and Pancreatic Resection. NUTRIENTS 2017, 9(3). https://​doi.​org/​10.​3390/​
nu903​0243.

	35.	 Schatzkin A, Hoover RN, Taylor PR, Ziegler RG, Carter CL, Albanes D, et al. 
Site-specific analysis of total serum cholesterol and incident cancer in 
the National Health and Nutrition Examination Survey I Epidemiologic 
Follow-up Study. Cancer res. 1988;48(2):452–8.

	36.	 Törnberg SA, Holm L, Carstensen JM, Eklund GA. Cancer Incidence and 
Cancer Mortality in Relation to Serum Cholesterol. JNCI : Journal of the 
National Cancer Institute. 1989;81(24):1917–21. https://​doi.​org/​10.​1093/​
jnci/​81.​24.​1917.

	37.	 Wang QL, Khil J, Hong S, Lee DH, Ha KH, Keum N et al. Temporal Associa-
tion of Total Serum Cholesterol and Pancreatic cancer Incidence. NUTRI-
ENTS 2022, 14(22). https://​doi.​org/​10.​3390/​nu142​24938.

	38.	 Sah RP, Sharma A, Nagpal S, Patlolla SH, Sharma A, Kandlakunta H, et al. 
Phases of Metabolic and Soft Tissue Changes in Months Preceding a 
Diagnosis of Pancreatic Ductal Adenocarcinoma. Gastroenterology. 
2019;156(6):1742–52. https://​doi.​org/​10.​1053/j.​gastro.​2019.​01.​039.

	39.	 Li Q, Feng Z, Miao R, Liu X, Liu C, Liu Z. Prognosis and survival analysis 
of patients with Pancreatic cancer: retrospective experience of a single 
institution. World j surg oncol. 2022;20(1):11. https://​doi.​org/​10.​1186/​
s12957-​021-​02478-x.

	40.	 Syed AR, Carleton NM, Horne Z, Dhawan A, Bedi G, Kochhar G, et al. 
Survival Trends for Resectable Pancreatic cancer Using a Multidisciplinary 
Conference: the Impact of Post-operative Chemotherapy. J Gastrointest 
Cancer. 2020;51(3):836–43. https://​doi.​org/​10.​1007/​s12029-​019-​00303-z.

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

https://doi.org/10.1016/0009-3084(87)90070-3
https://doi.org/10.1097/00041433-200104000-00008
https://doi.org/10.1097/00041433-200104000-00008
https://doi.org/10.1007/s10552-008-9197-7
https://doi.org/10.1007/s10552-008-9197-7
https://doi.org/10.3390/jcm9092846
https://doi.org/10.3390/jcm9092846
https://doi.org/10.1186/s12885-017-3239-z
https://doi.org/10.1016/j.surg.2018.05.040
https://doi.org/10.3389/fonc.2021.748341
https://doi.org/10.3389/fonc.2021.748341
https://doi.org/10.3748/wjg.v23.i2.265
https://doi.org/10.1016/j.humimm.2014.04.017
https://doi.org/10.3389/fonc.2023.1107484
https://doi.org/10.3390/nu9030243
https://doi.org/10.3390/nu9030243
https://doi.org/10.1093/jnci/81.24.1917
https://doi.org/10.1093/jnci/81.24.1917
https://doi.org/10.3390/nu14224938
https://doi.org/10.1053/j.gastro.2019.01.039
https://doi.org/10.1186/s12957-021-02478-x
https://doi.org/10.1186/s12957-021-02478-x
https://doi.org/10.1007/s12029-019-00303-z

	Prognostic value of perioperative serum low-density lipoprotein cholesterol level for postoperative prognosis of pancreatic cancer: a retrospective study
	Abstract 
	Background 
	Aims 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Patient screening
	Patient grouping
	Data analysis and follow-up strategy
	Statistical analysis

	Results
	General condition of included patients
	Perioperative condition
	Overall survival condition
	Grouping condition
	Intragroup comparison of general data and long-term clinical outcome
	Analysis of risk markers for tumour recrudesce after radical surgery in PC patients
	Analysis of risk markers for 1-year survival condition after surgery in PC patients


	Discussion
	Strengthens and limitations

	Conclusion
	Acknowledgements
	References


