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Abstract : This study aims to examine the relationship between hyperuricemia and metabolic
syndrome, which is a risk to health, and to analyze the effect of hyperuricemia on the body. The
analysis data were downloaded and used for the 8th 2nd (2020) data of the National Health and
Nutrition Survey, and in this study, 2,320 men and 2,893 women were finally analyzed. For the
analysis of the data, Chi—square test and t—test were used for the difference values according to
collected general characteristics and hyperuricemia, and the risk of eGFR rise was analyzed by
regression analysis, and Pearson correlation was used to confirm the correlation with each variable.
Through this study, it was found that hyperuricemia is significantly related to metabolic syndrome,
and through this, preemptive management is needed to prevent metabolic syndrome from worsening
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into vascular diseases including kidney diseases. Therefore, it is proposed to develop a health program

suitable for the patient's age through this study.
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Table 1. Baseline characteristics of participants
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Male(N=2,320)

Female(N=2,893)

Category N(%), M+SD N(%), M£SD 2
Age, year 50.21+17.54 51.06+£17.15 0.08
House income

Lowest 377(16.3) 516(17.8) 0.02

Lower middle 514(22.2) 704(24.3)

Upper middle 654(28.2) 817(28.2)

Highest 755(33.4) 856(29.6)
Education

0-6 277(10.6) 474(17.7) <0.01

7-9 172(8.0) 25409.5)

10-12 831(38.7) 916(34.3)

13 or more 918(42.7) 1,027(38.5)
Smoking

Yes 1694(72.8) 363(12.5) <0.01
Hypertension 554(23.8) 602(20.7) <0.01
Dyslipidemia 376(16.2) 558(19.2 <0.01
Diabetes Mellitus 884(38.9) 781(27.5) <0.01
Waist circumference, cm 88.61+9.84 80.36+10.13 <0.01
BMI(Body Mass Index) 24.83+£3.69 23.47+£3.76 <0.01
Blood Pressure(systolic) 121.44+14.93 116.82+17.44 <0.01
Blood Pressure(diastolic) 78.37+10.01 73.95+9.42 <0.01
Fasting blood glucose 100.38+16.33 96.12+15.36 <0.01
HbA1C 5.68+0.57 5.63+0.55 <0.01
Triglyceride 156.51+£143.30 110.34£75.74 <0.01
HDL- cholesterol 4778+ 11.31 55.64+12.52 <0.01
LDL- cholesterol 114.39+£35.72 117.44£37.62 0.29
Total cholesterol 190.74+37.74 193.90+£37.13 <0.01
Uric acid 5.97+1.31 4.45+1.02 <0.01
Metabolic Syn 884(38.9) 781(27.5) 0.01
eGFR 94.37+17.64 99.07+£17.51 <0.01

*eGFR: Estimated Glomerular Filtration Rate, HDL- cholesterol: High—density lipoprotein
cholesterol, LDL- cholesterol: Low—density lipoprotein
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Table 2. Differences between Hyperuricemia and general characteristics
Non— Hyperuricemia Hy erurlcemla
Category (N=4,354) FN 881) p
N(%), M+£SD N(%), M+SD

Age, year 51.50 + 17.15 46.63 + 17.66 <0.01
Gender

Male 1,552(35.6) 775(88.0) <0.01

Female 2,802(64.4) 106(12.0)
House income

Lowest 750(17.3) 143(16.3) 0.03

Lower middle 1,016(23.4) 202(23.0)

Upper middle 1,248(28.8) 223(25.4)

Highest 1,321(30.5) 310(35.3)
Education

0-6 613(15.4) 88(10.6) <0.01

7-9 37309.4) 53(6.4)

10-12 1,430(35.9) 317(38.1)

13 or more 1,572(39.4) 373(44.9)
Smoking

Yes 1,475(33.9) 582(66.1) <0.01
Hypertension 929(21.3) 227(25.8) 0.01
Dyslipidemia 799(18.4) 135(15.3) 0.03
Diabetes Mellitus 1,240(29.3) 425(48.3) <0.01
Waist circumference, cm 88.61+9.84 80.36+10.13 <0.01
BMI(Body Mass Index) 24.83+3.69 23.47+3.76 0.01
Blood Pressure(systolic) 118.15 +16.82 122.44 + 14.51 <0.01
Blood Pressure(diastolic) 75.13 £9.65 79.75+10.39 <0.01
Fasting blood glucose, 97.69+16.14 99.59+14.80 <0.01
HbA1C 5.66+0.57 5.65+0.51 0.75
Triglyceride 156.51+143.30 110.34+£75.74 <0.01
HDL- cholesterol 53.40+£12.62 46.08+10.75 <0.01
LDL- cholesterol 115.52+35.84 115.19+37.47 0.91
Total cholesterol 191.62+37.05 196.70+39.00 <0.01
Metabolic Syn 1,240(29.3) 425(48.3) <0.01
eGFR 97.83+16.68 92.81+21.70 <0.01

*eGFR: Estimated Glomerular Filtration Rate, HDL~ cholesterol: High—density lipoprotein

cholesterol,

33, BY2Y SS9 ¢
goix

St sl oasel -
=71 @Y@E=0.15, p<0.01), 3dHF=H(r=0.40,
p(0.0l), FTEEG(r=0.09, p<0.01), FSAAAF
(r=0.24, p0.0DT} =& Fomgt ko] A7}
et E$F HDLEZHAHE(=-0.29, p<0.01),
eGFR(r=-0.16, p<0.01)> fou|gt 229 TAE
B AcH(Table 3).

LDL- cholesterol: Low—density lipoprotein

DL*Eﬂ*Eﬂ 3
< slEEdE, SA4AY, HDL—‘—Eﬂi H=, eGFR
2 UeRgT p<0.05)(Table 4).
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Table 3. Correlation for metabolic syndrome among the sub items and Hyperuricemia and eGFR

BP BP

Category (systolic) _ (diastolic) WC Glucose  HDL- ¢ TG eGFR
BP 0.61 1
(diastolic) (0.01)
0.36 0.35
we 0D (0.0 !
Glucose 0.21 0.16 0.30 1
(€0.01) (£0.01) (£0.01)
-0.15 -0.12 -0.39 -0.16
HbL= ¢ (€0.01) (0.0 (€0.01)  (£0.01) !
TG 0.17 0.23 0.28 0.23 -0.36 1
(€0.01) (£0.01) (£0.01) (£0.01) (<0.0D
«GFR -0.36 -0.05 -0.23 -0.17 0.17 -0.04 1
(€0.01) (£0.01) (£0.01) (£0.01) (0.0 0.012)
. . 0.15 0.24 0.40 0.09 -0.29 0.24 -0.16
Uric acid

(0.01) (0.01) (0.01) (€0.01) (0.01) (0.01) (0.01)
*eGFR: Estimated Glomerular Filtration Rate, HDL~ cholesterol: High—density lipoprotein
cholesterol, BP: Blood pressure, TG: Triglyceride, WC:Waist circumference

Table 4. Odds ratio for metabolic syndrome among the sub items and Hyperuricemia

Category Male Female
OR(CD) » OR(CI) »

Blood Pressure(systolic) 0.990(0.982-0.998) 0.02 0.988(0.972-1.004) 0.15
Blood Pressure(diastolic) 1.029(1.029-1.017) <0.01 1.003(0.977-1.029) 0.84
Waist circumference 1.041(1.029-1.052) <0.01 1.039(1.016-1.062) €0.01
Fasting blood glucose 0.982(0.975-0.988) 0.01 1.004(0.993-1.014) 0.48
HDL- cholesterol 1.002(1.001-1.002) <0.01 1.002(1.000-1.003) 0.04
HDL- cholesterol 0.990(0.975-0.988) 0.03 0.970(0.951-0.990) <0.01
eGFR 0.994(0.988-0.999) <0.01 0.962(0.951-0.974) <0.01

*eGFR: Estimated Glomerular Filtration Rate, HDL- cholesterol: High—density lipoprotein
cholesterol, LDL— cholesterol: Low—density lipoprotein
*OR: Odds Ratio, Cl: Confidence Interval
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