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g : SREEIE ( Hyperuricemia)
RHEIZEE ( Metabolic syndrome )

ERFEXEEBHEETEMNABEERIE=NHSE (NCEP/ATP IIl)
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HE B LR MR - S88E SiE8SLIEE
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(&) ZHULEE - BHEEERP 0 A7 ~ L
PERTE 80 2257 » =P AR KA 150 mg/dL » 55
T = %% B A I [ A (RS 40 mg/dL ~ (R
*50 mg/dL > IMEAKTEZE S 130/85 mmHg » 22
HEIMAE A2 100 mg/dL e

RIS S IHEAE R LRI (E £ fEdEE
A o FCBHEMRBRIRATES » (K525 RN R
MBS RE (1) 72 5 mg/dL (2) 5-6.9 mg/dL (3)
7-8.9mg/dL (4) KAEEEA 9mg/dL 35 4 fHEHHE -
LB HE BT 3 a2 pHAH S R PRI N 5
mg/dL iEfH 2 FH¥ fEbi LB ( Odds Ratio, OR ) K
FIEAEfn ~ MR b bl > RO R4
fin o~ PRI~ LA E ~ 85 5 R kAT G T ik

HIRHE G LLAE  BEA > FPIHhaEt SRR A
TG ATFAEL R I - B CE A (R PRI EAE 1 R A 1 73
L R AR i~ PERIE R PRI AEAE A
{CHMEREFRR TR -

faR

KT RS 32.9 5% » 20.7% BB
Bt GBS B 22.5 kg/m’ » FHHRIEE 5.37
+ 1.45 mg/dL (%) © fili R A CHME [ Y B
1725 > BEPRIEIERI T I 2P RS - 172
AR > IRIGIEAS 5 mg/dL 197540 8 R 1%
fiE/ N 5 mg/dL 38 #H AN QTR (g e AH T g B L A
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it fe A MBKET ) AT A HHIEIRUAS SR (R =2 —)

#k— : Demographic data of the study population ( n =

3065)

Mean £ SD Range
Gender ( Male ) 20.7%
Age (year-old ) 329 %89 18-81
BW (kg) 5894 = 11.96 324-142.1
BMI ( kg/m’) 22451 = 3.678 14.10-45.36
WC (cm) 76.1 £ 10.0 54-128
SBP (mm-Hg ) 1157 £ 145 73-197
DBP (mm-Hg ) 79.1 £ 103 40-131
FPG (mg/dL ) 89.6 £ 135 61-325
HDL-C (mg/dL ) 622+ 143 28-118
Triglyceride ( mg/dL ) 86.4 £ 64.3 21-1176
LDL-C (mg/dL ) 108.3 =29.7 26 - 260
WBCNo. (/¢ L) 6048.8 + 15944 2400 - 18600
Creatinine ( mg/dL ) 0.85 £ 0.17 05-20
Uric acid (mg/dL) 537 £ 145 1.3-13.1

¥+ _2— : Prevalence of the Metabolic Syndrome in Women According to Serum Uric Acid Levels

Uric Acid Levels (mg/dL)

N = 2430 <5(n=1330) 5-69(n=981) 7-89(n=112) =9(n=7)
Prevalence, % (95% CT) 20(12-28) 65(50-80) 232(154-310) 429(62-796)
Unadjusted OR (95% CI) 1.0 336(2.13-532)§ 14.57 (8.15-26.05) § 36.15 (7.71-169.42) §
Age-adjusted OR (95% CI) 1.0 3.13(1.97-4.96) § 12.06 (6.65-21.87) § 36.59 (7.69-174.07) §
Mutivariate OR” (95% CI) 1.0 178 (1.07-2.96) § 4.54(2.29-9.00) § 7.62 (1.06-55.07) §

OR = odds ratio; CI = confidence interval

"Adjust for age, creatinine level, body weight and white cell count

§ p<0.05
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2 : Prevalence of the Metabolic Syndrome in Men According to Serum Uric Acid Levels

Uric Acid Levels (mg/dL)

N =635 <5(n=29) 5-6.9(n=303) 7-89(n=239) =9(n=64)
Prevalence, % (95% CI) 69(0-16.1) 139(10-17.8) 209 (15.7-26.1) 39.1(27.1-51.1)
Unadjusted OR (95% CI) 1.0 2.17 (0.50-9.47) 3.57 (0.82-15.52) 8.65 (1.89-39.62) §
Age-adjusted OR (95% CI) 1.0 2.15 (0.49-9.50) 4.08 (0.93-17.99) 10.65 (2.28-49.70) §
Mutivariate OR (95% CI) 1.0 259 (0.51-13.13) 324 (0.65-16.27) 5.64 (1.05-130.26) §

OR = odds ratio; CI = confidence interval

"Adjust for age, creatinine level, body weight and white cell count

§ p<0.05
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Percentage of MetS Components

0%

<5 5-6.9 7-8.9 =9
Serum Uric Acid Levels (mg/dL)
B— : Percentage of metabolic syndrome compo-

nents at variable serum uric acid levels
MetS = Metabolic syndrome.

—PRIEAE AR 5 mg/dL W9 =1 » HAHE fEha L
F i/ VA5 me/dLiERAIY 178 ~ 4.54 [ 7.62 % ©
BB LGRS > HERERERPSFER9
mg/dL 3 AH » FACHHE IR B &b L B 5 AR
FEE/ A S mg/dL EFHAY 5.64 (5 H BAfR G =8
(FKZZ) o ACHHEREHHR R I EE » {ER
FRAE/ VR 5 me/dL g » 2% I 4 HK 1 - H
B384 lR PR ARG %50.2% &
1.9%  tH3 ~ 4 ~ S{ERE-FIIE 7 > BEE IR
(R DTG 0 > 328 AR CEAHE (i B AH R R -
PE kL - RIIRESE PRIGAERY by (E—) -
R AMEANF B M Al 3830 - NamB 2k &
PREGE AT ERE > (CHHEMREFR T A - (H
[RIAH AR 2 » HBEATAHIZ A 2251 o SAHRIMK
RERFRERVAEERE DY 8o - R IE TR ~ #2
o WUERIHE S M BRGHEGE R R % SR T
PREZAE/ NS S mg/dL SRR o AEHHAE % Y B
1TSS R En g hn (&= ) »

Prevalence of metabolic syndrome %
o
o

v I

2
<5 5-6.9 7-8.9

serumuric acid level ( mg/dL )

&_ : Prevalence of metabolic syndrome according to
serum uric acid levels stratified by age group.
Age was divided by quartile, with ascending or-
der from Q1 to Q4 (The range of age in Q1 =
26, Q2: 27 - 30,Q3: 31 -37,Q4 =38). Trend
of p value in each group by uric acid level are <
0.05 (except the group with uric acid level < 5
mg/dL).
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Prevalence of the Metabolic Syndrome in

Individuals with Hyperuricemia in Central Taiwan

Dong-Hwa Tsai and Shi-Dou Lin

Division of Endocrinology and Metabolism, Department of Internal Medicine,
Changhua Christian Hospital, Changhua, Taiwan

The occurrence of cardiovascular disease can be reduced by the screening and early treatment of metabol-
ic syndrome. However, little information existed about whether different graded levels of uric acid in individuals
with hyperuricemia will affect the prevalence of metabolic syndrome in Taiwan. The potential application of hy-
peruricemia was also studied little. To investigate the association between different uric acid levels and preva-
lence of metabolic syndrome, a total of 3065 subjects of all hospital staff, aged 18 to 81 years (635 males, 2430
females), who received health examination from Jan. 2004 to Dec. 2004 were enrolled in our study. The study
showed that the prevalence of metabolic syndrome increased significantly across successive grade of serum uric
acid concentrations, also the odds ratio (ORs) for the association between increasing levels of serum uric acid
and the metabolic syndrome. Those who had serum uric acid concentrations Z 9 mg/dL had a 5.18-fold increased
in risk of metabolic syndrome, as compaired with those with concentrations < 5 mg/dL. Percentage of the more
metabolic syndrome components increased as the serum uric acid concentrations increased. The prevalence of
metabolic syndrome in each subgroup of the same uric acid level persisted in increasing across successive quar-
tiles of age. This study indicate that high serum uric acid confers increased risk or prevalence of metabolic syn-
drome even for those whose uric acid levels are in the normal range but with higher age. In clinical practice,
since high serum uric acid is associated with higher prevalence of metabolic syndrome, we must think hyper-
uricemia as an important potential marker for cardiovascular disease. ( J Intern Med Taiwan 2008; 19: 325-330 )



