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Limited data suggests possible gender-specific association between
serum uric acid (SUA) and cardiovascular disease (CVD) incidence.
The aim of the present analysis was to evaluate the association be-
tween SUA levels and 10-year CVD incidence (2002–2012) in the
ATTICA study participants. Overall, 1687 apparently healthy volun-
teers, with SUA measurements, residing in the greater metropolitan
Athens area (Greece), were included. Multivariable Cox-regression
models were used to estimate the hazard ratios for SUA in relation
to 10-year CVD incidence. Receiver operating curve analysis was con-
ducted to detect optimal SUA cut-off values. Participants in the 2nd
and 3rd SUA tertile had 29 and 73% higher 10-year CVD incidence
compared with those in the 1st tertile (p < 0.001). In gender-specific
analysis, only in women SUA was independently associated with CVD
incidence; women in the 3rd SUA tertile had 79% greater 10-year
CVD event risk compared to their 1st tertile counterparts. Obese in
the 3rd SUA tertile had 2-times higher CVD incidence compared to
those in the 1st tertile. Similar findings were observed in metaboli-
cally healthy (vs. unhealthy) and metabolically healthy obese. SUA
thresholds best predicting 10-year CVD incidence was 5.05 and 4.15
mg/dL (0.30 and 0.25 mmol/L) in men and women, respectively. In
conclusion, increased SUA levels were independently related to 10-
year CVD event rate in women, obese and metabolically healthy in-
dividuals. SUA could predict 10-year CVD incidence even at low lev-
els. Further studies are warranted to identify SUA cut-off values that
may improve the detection of individuals at higher CVD risk in clini-
cal practice.
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1. Introduction
Serum uric acid (SUA), the final oxidation product of

purine metabolism, has been traditionally associated with
gout arthritis/arthropathy and nephrolithiasis [1]. During
the last decades, there is accumulating evidence linking in-
creased SUA levels with cardiovascular disease (CVD) [2–
4], chronic kidney disease [5–7] and several metabolic disor-
ders, such as diabetes and its complications [8–13], metabolic
syndrome (MetS) [14, 15] and non-alcoholic fatty liver dis-
ease [16–18]. Furthermore, hyperuricemia has been related
to increased total and CVD mortality [19–22]. Apart from
these diseases, SUA levels are influenced by gender [23],
age [24] and drug therapy (e.g., antihypertensive, antidia-
betic and hypolipidemic) [25–30]. It should be noted that
the latest (2018) guidelines of the European Society of Car-
diology (ESC)/European Society of Hypertension (ESH) in-
cluded SUA among CVD risk factors that should be evaluated
to stratify individual’s risk [31, 32]. There has been some dis-
cussion regarding the possible effect of gender on the associ-
ation between SUA and CVD risk, the latter being stronger
in women [33–36]. However, available data is limited.

SUA cut-off levels that define hyperuricemia [i.e., >7
mg/dL (0.42 mmol/L) in men and>6 mg/dL (0.36 mmol/L)
in women] are based on the saturation point of SUA [37].
However, there is some evidence suggesting that CVD risk
may be increased at even lower SUA levels [e.g.,≤5.7 mg/dL
(0.34 mmol/L)] [37]. Similar findings have been reported
for the links between SUA, all-cause and CVDmortality with
SUA cut-off values ranging from 4.7 to 5.7 mg/dL (from 0.28
to 0.34 mmol/L) [38–40]. Overall, there is a need for further
evidence to identify CVD SUA thresholds that may improve
the detection of patients at higher CVD risk.
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Obese patients in the absence of metabolic disorders are
characterized asmetabolically healthy obese (MHO) [41]. Al-
though a unified definition of MHO is lacking, the features
of the MetS (i.e., abnormal glucose, blood pressure, high-
density lipoprotein and triglycerides) are the most frequent
used criteria [42]. MHO individuals may be at an increased
risk for CVD [43–45]. There are only a few studies report-
ing that elevated SUA levels may affect CVD risk in MHO
individuals [46, 47].

The aim of the present study was to evaluate the associa-
tion between SUA levels and 10-year CVD incidence in the
ATTICA cohort study, as well as the potential synergistic ef-
fects of gender andmetabolic health status on this association.
SUA cut-off values predicting CVD incidencewere also iden-
tified.

2. Methods
2.1 Design

The ATTICA study is a prospective, observational cohort
investigationwhichwas initiated in 2001 and had two follow-
up examinations, on 2006 and 2012 [48].

2.2 Setting
Apparently healthy individuals, aged 18 and over, ran-

domly and stratified selected from the greater metropolitan
Athens area, Greece, were participated. All participants were
free of CVD and other chronic diseases, according to study
protocol [48].

2.3 Sample
At baseline examination (2001–2002), n = 3042 men and

women agreed to participate. Of the enrolled participants, n
= 1514 (49.8%) were men (mean age: 46 ± 13 years) and n
= 1528 (50.2%) were women (mean age: 45 ± 14 years). A
detailed clinical evaluation was performed by trained physi-
cians. During 2011–2012, the 10-year follow-up was per-
formed by the ATTICA study’s investigators group. The
combined endpoint studied was the development of a fatal or
non-fatal CVD event, defined as the development of: acute
myocardial infarction, or unstable angina, or other identi-
fied forms of ischemia (WHO-ICD coding 410–414.9, 427.2,
427.6), or heart failure of different types and chronic arrhyth-
mias (WHO-ICD coding 400.0–404.9, 427.0–427.5, 427.9–)
or stroke (WHO-ICDcoding 430–438). For participantswho
died during the follow-up, information was retrieved from
relatives and death certificates. Of the initially enrolled par-
ticipants, n = 2563 were found at follow-up evaluation and n
= 2020 of them had accurate data regarding CVD outcomes.

For the present analysis, another n = 333 participants
with missing SUA measurements at baseline, were excluded.
Thus, the working sample consists of n = 1687 individuals;
n = 825 men (mean age: 46 ± 13 years) and n = 862 women
(mean age: 45± 14 years).

2.4 Bioethics
The ATTICA study was approved by the Bioethics Com-

mittee of Athens Medical School (#017/1.5.2001). The

study was carried out in accordance with the Declaration of
Helsinki (1989) of the World Medical Association. All par-
ticipants were informed about the study aims and procedures
and provided written informed consent.

2.5 Measurements
2.5.1 Biochemical measurements

Biochemical evaluation was carried out in the biochem-
istry laboratory of the First Cardiology Clinic of University
of Athens School of Medicine, following the criteria of the
World Health Organization Reference Laboratories [49, 50].
SUA was measured only at baseline in mg/dL (1 mg/dL =
59.48 µmol/L) using an enzymatic colorimetric test with
the uricase-peroxidase method (UA plus, Roche Diagnostics,
Mannheim, Germany). The measuring range was 0.2–25
mg/dL (0.01–1.49 mmol/L) and the inter- and intra-assay
variability was 0.5 and 1.7%, respectively. In the present
work, participants were categorized according to gender-
specific SUA tertiles.

2.5.2 Sociodemographic and lifestyle characteristics
Age, gender, education, adherence to the Mediterranean

diet [52, 53], physical activity [54], smoking, body mass in-
dex (BMI) and metabolic health status were recorded. In de-
tails, BMI was calculated as weight (in kg) divided by height
(in m squared). Normal weight was defined as BMI be-
tween 18.5 and 25 kg/m2, overweight as BMI between 25
and 29.9 kg/m2 and obesity as BMI ≥30 kg/m2. Under-
weight was defined as BMI <18.5 kg/m2. Metabolic health
status was defined using the criteria suggested by Lavie et
al. [51]. Healthy metabolic status was defined as the ab-
sence of hypertension, dyslipidemia and dysglycemia. For
the scope of the present analysis, participants were divided in
four groups as follows: (a) metabolically healthy non-obese
(MHN) defined as BMI <30 kg/m2 and healthy metabolic
status; (b)metabolically healthy obese (MHO) defined as BMI
≥30 kg/m2 and healthy metabolic status; (c) metabolically
unhealthy non-obese (MUN) defined as BMI<30 kg/m2 and
unhealthymetabolic status; (d)metabolically unhealthy obese
(MUO) defined as BMI≥30 kg/m2 and unhealthy metabolic
status.

2.5.3 Statistical analysis
Categorical variables are presented as absolute (n) and rel-

ative frequencies (%). Continuous variables are presented as
mean ± standard deviation. Associations between normally
distributed variables and SUA tertiles were evaluated by one-
way ANOVA. Whether these variables were normally dis-
tributedwas tested through P-P plot and equality of variances
by Levene’s test. For non-normally distributed variables, the
Kruskal-Wallis test was used. Associations between cate-
gorical variables and SUA tertiles were evaluated with the
chi-squared test. Hazard ratios (HR) and their correspond-
ing 95% confidence intervals (CI) for SUA tertiles in rela-
tion to the examined endpoint (i.e., 10-year fatal/non-fatal
CVD incidence) were assessed through multivariable Cox-
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Table 1. Baseline sociodemographic, clinical, anthropometric, biochemical and lifestyle characteristics of men andwomen
from the ATTICA study according to serum uric acid tertiles (n = 1687).

Baseline characteristics Gender-specific SUA tertiles

Men 1st tertile 2nd tertile 3rd tertile p-value
n 248 286 291
SUA, mg/dL 3.71 (0.55) 4.81 (0.27) 6.35 (0.89) <0.001
Age, years 44 (13) 42 (11) 46 (13) <0.001
Body mass index, kg/m2 26.5 (3.6) 26.8 (3.2) 28.5 (4.4) <0.001
Waist circumference, cm 94 (12) 97 (12) 100 (12) <0.001
Obesity, % 16 14 29 <0.001
Physical activity, % 49 39 40 0.37
Metabolically unhealthy status, % 36 47 66 <0.001
Current smoking, % 46 50 44 0.21
History of hypertension, % 37 32 42 0.02
Antihypertensive treatment, % 20 27 25 0.12
History of diabetes mellitus, % 8 5 9 0.05
Antidiabetic treatment, % 3 3 4 0.27
HOMA-IR 3.57 (2.63) 3.27 (1.85) 3.53 (2.31) 0.13
History of hypercholesterolemia, % 33 41 45 <0.001
Hypolipidemic treatment, % 20 31 32 <0.001
LDL-C, mg/dL 108 (33) 117 (35) 129 (36) <0.001
CRP, mg/L 1.58 (1.97) 1.90 (2.24) 2.38 (2.48) <0.001
Alanine transaminase, U/L 22 (10) 21 (8) 29 (18) 0.004
Aspartate transaminase, U/L 27 (13) 26 (8) 28 (13) 0.53
eGFR, mL/min/1.73 m2 113 (24) 113 (24) 116 (29) 0.16
Family CVD history, % 22 26 30 0.12

Women 1st tertile 2nd tertile 3rd tertile p-value
n 252 317 293
SUA, mg/dL 2.46 (0.38) 3.38 (0.24) 4.48 (0.97) <0.001
Age, years 39 (12) 42 (13) 48 (18) <0.001
Body mass index, kg/m2 23.1 (3.8) 24.8 (4.5) 27.3 (5.1) <0.001
Waist circumference, cm 76 (10) 81 (13) 89 (14) <0.001
Obesity, % 6 15 27 <0.001
Physical activity, % 41 37 41 0.01
Metabolically unhealthy status, % 57 57 77 <0.001
Current smoking, % 43 37 38 0.18
History of hypertension, % 15 19 33 <0.001
Antihypertensive treatment, % 9 8 19 <0.001
History of diabetes mellitus, % 2 4 9 <0.001
Antidiabetic treatment, % 1 1 3 0.07
HOMA-IR 2.52 (1.12) 2.70 (1.86) 2.87 (1.51) 0.008
History of hypercholesterolemia, % 28 36 52 <0.001
Hypolipidemic treatment, % 17 18 27 <0.001
LDL-C, mg/dL 119 (35) 121 (34) 133 (40) <0.001
C-Reactive Protein, mg/L 1.19 (1.81) 1.99 (2.59) 2.68 (2.96) <0.001
Alanine transaminase, U/L 16 (6) 18 (9) 20 (13) 0.001
Aspartate transaminase, U/L 23 (13) 23 (9) 25 (11) 0.30
eGFR, mL/min/1.73 m2 99 (15) 100 (23) 104 (26) 0.12
Family CVD history, % 35 27 26 0.05

Data are presented as mean± standard deviation (SD) ormedian (Interquartile Range) if normality was not met. p-values were
obtained using one-way ANOVA for the normally distributed variables (age, body mass index), KruskalWallis test for the rest
quantitative variables and chi-squared test for categorical variables.
Abbreviations: SUA, serum uric acid; CVD, cardiovascular disease; LDL-C, low-density lipoprotein cholesterol; eGFR, esti-
mated glomerular filtration rate; HOMA-IR, homeostatic model assessment of insulin resistance.
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Table 2. Unadjusted 10-year cardiovascular disease incidence rate in men andwomen from the ATTICA study according to
gender-specific serum uric acid tertiles.

Statistical metrics Overall sample
Gender-specific SUA tertiles

p-value
1st tertile 2nd tertile 3rd tertile

Men, n/cases 825/157 248/42 286/46 291/69 0.04
CVD incidence rate per 100 participants 19.0 16.9 16.1 23.7

Women, n/cases 862/96 252/20 317/30 293/46 0.008
CVD incidence rate per 100 participants 11.1 7.9 9.5 15.7

Overall, n/cases 1687/253 500/62 603/76 584/115 <0.001
CVD incidence rate per 100 participants 15.0 12.4 12.6 19.7
Man-to-woman CVD incidence rate ratio 1.72 2.13 1.69 1.50

p-values were obtained using chi-squared test.
Abbreviations: CVD, cardiovascular disease; SUA, serum uric acid.

Table 3. Nested Cox-regression analysis models to evaluate the association of serum uric acid with 10-year cardiovascular
disease incidence (n = 1687).

Variables included in the model
Model 1 Model 2 Model 3 Model 4 Model 5 Model 6

HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI)

SUA tertiles
1st Ref Ref Ref Ref Ref Ref
2nd 1.29 (1.19, 1.40) 1.16 (1.07, 1.26) 1.12 (1.03, 1.21) 1.09 (1.00, 1.18) 1.05 (0.96, 1.15) 1.02 (0.95, 1.07)
3rd 1.73 (1.23, 2.42) 1.55 (1.11, 2.18) 1.51 (1.09, 2.11) 1.47 (1.05, 2.08) 1.42 (1.01, 1.99) 1.39 (0.98, 1.95)
Age, per 1 year - 1.08 (1.07, 1.09) 1.08 (1.06, 1.09) 1.07 (1.05, 1.09) 1.07 (1.05, 1.09) 1.07 (1.05, 1.09)
Male gender - 1.86 (1.41, 2.46) 1.82 (1.36, 2.45) 1.81 (1.17, 2.76) 1.66 (1.07, 2.61) 1.66 (1.07, 2.61)
Years of school, per 1 year - - 0.96 (0.92, 0.99) 0.97 (0.92, 1.02) 0.95 (0.90, 1.01) 0.95 (0.90, 1.01)
MedDietScore (range 0–55), per 1/55 - - 0.98 (0.96, 0.99) 0.98 (0.94, 0.99) 0.97 (0.94, 1.01) 0.97 (0.94, 1.01)
Alcohol consumption, yes vs. no - - 0.90 (0.75, 1.10) 0.92 (0.76, 1.11) 0.92 (0.76, 1.11) 0.92 (0.76, 1.11)
Physical activity, yes vs. no - - 0.94 (0.70, 1.25) 1.32 (0.88, 1.98) 1.43 (0.94, 2.17) 1.43 (0.94, 2.17)
Current smoking, yes vs. no - - 1.27 (0.94, 1.71) 1.50 (1.00, 2.28) 1.45 (0.94, 2.23) 1.45 (0.94, 2.23)
LDL-C, per 1 mg/dL - - - 1.01 (1.00, 1.03) 1.00 (0.99, 1.01) 1.00 (0.99, 1.01)
Family history of CVD, yes vs. no - - - 1.37 (0.90, 2.08) 1.39 (0.89, 2.17) 1.39 (0.89, 2.17)
ALT, per 1 U/L - - - 1.01 (0.98, 1.04) 1.00 (0.97, 1.04) 1.00 (0.97, 1.04)
AST, per 1 U/L - - - 0.99 (0.95, 1.02) 0.98 (0.94, 1.01) 0.98 (0.94, 1.01)
Waist circumference, per 1 cm - - - 1.00 (0.98, 1.02) 1.00 (0.98, 1.02) 1.00 (0.98, 1.02)
HOMA-IR, per 1 unit - - - 1.06 (0.98, 1.16) 1.06 (0.98, 1.16) 1.06 (0.98, 1.16)
CRP, per 1 mg/L - - - 1.06 (0.98, 1.15) 1.06 (0.98, 1.15) 1.06 (0.98, 1.15)
eGFR, per mL/min/1.73 m2 - - - 0.99 (0.98, 1.01) 0.99 (0.98, 1.01) 0.99 (0.98, 1.01)
Obesity, yes vs. no - - - - 1.65 (1.00, 2.92) 1.61 (0.89, 2.52)
Metabolic health status, healthy vs. unhealthy - - - - - 0.43 (0.17, 0.99)

HRs and their corresponding 95% CIs were obtained from Cox regression analysis. Bold indicates statistically significant outcomes, i.e., p < 0.05.
Abbreviations: SUA, serum uric acid; ALT, alanine transaminase; AST, aspartate transaminase; CVD, cardiovascular disease; CI, confidence interval; CRP,
C-Reactive Protein; eGFR, estimated glomerular filtration rate; HR, Hazard ratio; HOMA-IR, Homeostatic Model Assessment of Insulin Resistance; LDL-
C, low density lipoprotein cholesterol.

regression analysis. Proportional hazards’ assumption was
graphically tested. Multicollinearity was evaluated through
Variable Inflation Factors (VIF); VIF <4 indicated no mul-
ticollinearity. In this context, six models were constructed;
Model 1 (crude model); Model 2 (age, sex); Model 3 (Model
2 plus years of school, MedDietScore, alcohol consumption,
physical activity, current smoking); Model 4 (Model 3 plus
low-density lipoprotein cholesterol (LDL-C), family history
of CVD, aspartate transaminase (AST), alanine transaminase
(ALT), waist circumference, homeostatic model assessment
of insulin resistance (HOMA-IR), C-Reactive Protein (CRP),

estimated glomerular filtration rate (eGFR));Model 5 (Model
4 plus obesity); Model 6 (Model 5 plus metabolic status). Re-
ceiver operating curve (ROC) analysis was also performed
and the area under the curve (AUC) was calculated to iden-
tify the discriminative effect of SUA on CVD incidence, as
well as to detect the SUA cut-off point with the best discrim-
inative ability for evaluating CVD events, separately for men
and women. STATA software, version 14 (MP & Associates,
Sparta, Greece) was used for all statistical analyses. Two-
sided level of significance was set at p < 0.05.
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Table 4. Nested Cox-regression analysis models to evaluate the dose-response association of serum uric acid with 10-year
cardiovascular disease incidence (n = 1687).

Variables included in the model
Model 1 Model 2 Model 3 Model 4 Model 5 Model 6

HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI)

SUA per 1 mg/dL 1.27 (1.16, 1.39) 1.14 (1.09, 1.25) 1.12 (1.06, 1.21) 1.10 (1.04, 1.18) 1.06 (0.99, 1.12) 1.04 (0.97, 1.10)
Age, per 1 year - 1.09 (1.06, 1.11) 1.09 (1.07, 1.12) 1.09 (1.07, 1.12) 1.09 (1.07, 1.12) 1.09 (1.07, 1.12)
Male gender - 1.87 (1.40, 2.45) 1.83 (1.35, 2.46) 1.83 (1.35, 2.46) 1.66 (1.07, 2.61) 1.65 (1.08, 2.60)
Years of school, per 1 year - - 0.96 (0.92, 0.99) 0.97 (0.92, 1.02) 0.95 (0.90, 1.01) 0.95 (0.90, 1.01)
MedDietScore (range 0–55), per 1/55 - - 0.98 (0.96, 0.99) 0.98 (0.94, 0.99) 0.97 (0.94, 1.01) 0.97 (0.94, 1.01)
Alcohol consumption, yes vs. no - - 0.90 (0.75, 1.10) 0.92 (0.76, 1.11) 0.92 (0.76, 1.11) 0.92 (0.76, 1.11)
Physical activity, yes vs. no - - 0.94 (0.70, 1.25) 1.32 (0.88, 1.98) 1.43 (0.94, 2.17) 1.43 (0.94, 2.17)
Current smoking, yes vs. no - - 1.27 (0.94, 1.71) 1.50 (1.00, 2.28) 1.45 (0.94, 2.23) 1.45 (0.94, 2.23)
LDL-C, per 1 mg/dL - - - 1.01 (1.00, 1.03) 1.00 (0.99, 1.01) 1.00 (0.99, 1.01)
Family history of CVD, yes vs. no - - - 1.37 (0.90, 2.08) 1.39 (0.89, 2.17) 1.39 (0.89, 2.17)
ALT, per 1 U/L - - - 1.01 (0.98, 1.04) 1.00 (0.97, 1.04) 1.00 (0.97, 1.04)
AST, per 1 U/L - - - 0.99 (0.95, 1.02) 0.98 (0.94, 1.01) 0.98 (0.94, 1.01)
Waist circumference, per 1 cm - - - 1.00 (0.98, 1.02) 1.00 (0.98, 1.02) 1.00 (0.98, 1.02)
HOMA-IR, per 1 unit - - - 1.06 (0.98, 1.16) 1.06 (0.98, 1.16) 1.06 (0.98, 1.16)
CRP, per 1 mg/L - - - 1.06 (0.98, 1.15) 1.07 (0.99, 1.15) 1.07 (0.99, 1.15)
eGFR, per mL/min/1.73 m2 - - - 0.99 (0.98, 1.01) 0.99 (0.98, 1.01) 0.99 (0.98, 1.01)
Obesity, yes vs. no - - - - 1.64 (1.01, 2.90) 1.60 (0.88, 2.50)
Metabolic health status, healthy vs. unhealthy - - - - - 0.42 (0.19, 0.99)

HRs and their corresponding 95% CIs were obtained from Cox regression analysis. Bold indicates statistically significant outcomes, i.e., p < 0.05.
Abbreviations: SUA, serum uric acid; ALT, alanine transaminase; AST, aspartate transaminase; CVD, cardiovascular disease; CI, confidence interval; CRP,
C-Reactive Protein; eGFR, estimated glomerular filtration rate; HR, Hazard ratio; HOMA-IR, Homeostatic Model Assessment of Insulin Resistance; LDL-
C, low density lipoprotein cholesterol.

3. Results
The 10-year CVD incidencewas 14.9% (n = 253) [19.0% (n

= 157) inmen and 11.1% (n= 96) inwomen, p< 0.001]. Base-
line sociodemographic, clinical, anthropometric, biochemical
and lifestyle characteristics of men and women from the AT-
TICA study across SUA tertiles are summarized in Table 1.

Results from unadjusted analysis regarding the association
between SUA and CVD incidence rate within the 10-year
follow-up, separately for men and women, are presented in
Table 2. In particular, women in the highest SUA tertile had
almost twice as high risk to develop a fatal/non-fatal CVD
event within the decade compared with their counterparts in
the lowest tertiles (157 vs. 79 CVD events/1000 participants,
respectively; p=0.008). A similar trendwas observed formen
(237 vs. 169 CVD events/1000 participants, respectively; p =
0.04). Ranking from the lowest to the highest SUA tertile,
the man-to-woman CVD event rate ratio was 2.13, 1.69 and
1.50, respectively.

Results from nested Cox regression models evaluating the
association between SUA tertiles and CVD incidence in the
total sample are presented in Table 3. In the unadjusted
models, participants in the 2nd and 3rd SUA tertile had
about 29% (HR 1.29, 95% CI: 1.19–1.40) and 73% (HR 1.73,
95% CI: 1.23–2.42) higher risk to develop CVD within the
decade compared with their 1st tertile counterparts, respec-
tively. In the age- and sex- adjusted model, the aforemen-
tioned associations were attenuated but retained the level of
significance (Model 2). After adjusting for anthropometric,

lifestyle, clinical and biochemical factors, the association be-
tween SUA and CVD incidence remained only for partici-
pants in the 3rd SUA tertile (Model 5). However, after ad-
justing for metabolic health status, the level of significance
was lost (Model 6).

The associations between SUA and 10-year CVD event
rate examined by nested Cox-regression analysis are pre-
sented in Table 4. After adjusting for anthropometric,
lifestyle, biochemical and clinical factors, 1 mg/dL (0.06
mmol/L) rise in SUA levels resulted in about 10% higher 10-
year CVD risk. The level of significance was lost when the
analysis was adjusted for obesity and metabolic health status
(Model 5 and 6).

Significant interactions were observed in analyses strati-
fied by gender, obesity and metabolic health status (all p val-
ues for interaction <0.05; Tables 5 and 6). In particular, in
Table 5, multi-adjusted gender-based sensitivity analysis re-
vealed that the direct association between SUA and CVD in-
cidence was independent only in women (p for interaction =
0.003); women in the 3rd SUA tertile had about 79% higher
risk to develop CVD compared with their 1st tertile coun-
terparts (HR 1.79, 95% CI: 1.04–3.17). However, the level of
significance was lost when metabolic health status was taken
into account (Model 4).

As shown in Table 6, increased SUA levels (i.e., in the 3rd
tertile) were related to almost twice as high CVD risk com-
paredwith the 1st tertile only in obese patients (HR 1.89, 95%
CI: 1.10–3.20; p for interaction = 0.02) and not in non-obese
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Table 5. Gender-based sensitivity analyses to evaluate the association of serum uric acid with 10-year cardiovascular disease
incidence (n = 1687).

Men Women

N, cases 825/157 862/96 Models adjusted for

HR (95% CI) HR (95% CI)

Model with SUA as continuous variable

Crude model

per 1 mg/dL 1.11 (0.97, 1.27) 1.34 (1.13, 1.58)
Model with SUA tertiles

1st Ref Ref
2nd 0.94 (0.59, 1.48) 1.21 (0.67, 2.19)
3rd 1.52 (1.10, 2.33) 2.16 (1.24, 3.76)

Model with SUA as continuous variable Model 1: Age, years of school,
per 1 mg/dL 0.99 (0.87, 1.14) 1.20 (1.02, 1.77) MedDietScore, alcohol consumption

Model with SUA tertiles physical activity, current smoking
1st Ref Ref
2nd 0.85 (0.52, 1.31) 1.09 (0.60, 1.97)
3rd 1.35 (0.98, 2.09) 1.94 (1.11, 3.38)

Model with SUA as continuous variable Model 2: Model 1 plus LDL-C,
per 1 mg/dL 0.95 (0.48, 1.24) 1.01 (0.55, 1.85) family history of CVD, ALT, AST,

Model with SUA tertiles waist circumference, HOMA-IR,
1st Ref Ref CRP, eGFR, menopause status
2nd 0.82 (0.51, 1.30) 1.04 (0.57, 1.94) (only in women)
3rd 1.27 (0.97, 2.05) 1.85 (1.05, 3.29)

Model with SUA as continuous variable Model 3: Model 2 plus obesity
per 1 mg/dL 0.93 (0.47, 1.21) 0.98 (0.53, 1.81)

Model with SUA tertiles
1st Ref Ref
2nd 0.78 (0.48, 1.24) 1.01 (0.55, 1.85)
3rd 1.21 (0.93, 1.96) 1.79 (1.04, 3.17)

Model with SUA as continuous variable Model 4: Model 3 plus metabolic health status
per 1 mg/dL 0.89 (0.45, 1.16) 0.94 (0.50, 1.73)

Model with SUA tertiles
1st Ref Ref
2nd 0.76 (0.47, 1.21) 0.98 (0.53, 1.81)
3rd 1.18 (0.91, 1.92) 1.75 (0.97, 3.01)

HRs and their corresponding 95% CIs were obtained from Cox regression analysis. Bold indicates statistically significant outcomes, i.e., p < 0.05.
Abbreviations: SUA, serum uric acid; ALT, alanine transaminase; AST, aspartate transaminase; CVD, cardiovascular disease; CI, confidence interval;
CRP, C-Reactive Protein; eGFR, estimated glomerular filtration rate; HR, Hazard ratio; HOMA-IR, Homeostatic Model Assessment of Insulin Resis-
tance; LDL-C, low density lipoprotein cholesterol.

individuals. Similar results were observed for metabolically
healthy (HR 2.10, 95% CI: 1.15–3.23; p for interaction = 0.04)
andnot formetabolically unhealthy participants, aswell as for
MHO patients (HR 1.99, 95% CI: 1.13–3.21; p for interaction
= 0.02) and not for MHN, MUN and MUO.

The ROC analysis is presented in Fig. 1. Based on the
generated AUC, SUA seemed to better detect 10-year CVD
events in women, but this was not significant. Further anal-
ysis showed that the cut-off points of SUA levels with the
highest predictive capacity for CVD events were 5.05 mg/dL
(0.29 mmol/L) for men and 4.15 mg/dL (0.24 mmol/L) for
women.

4. Discussion

The aim of the present study was to evaluate the as-
sociation between SUA levels and 10-year CVD incidence.
Participants in the 2nd and 3rd SUA tertile had a 29% and
73% higher 10-year CVD incidence compared with those
in the 1st tertile, irrespective of age and sex of the partici-
pants. However, after further adjustment for anthropomet-
ric, lifestyle, clinical and biochemical factors, the link between
SUA and CVD incidence persisted only in participants in the
3rd SUA tertile; however, the later association was masked
after adjusting for metabolic health status of the participants.
Despite the potential limitations of the present, observational
study, the results presented here deserves further attention
from a clinical point of view. In particular, physicians should
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Table 6. Multi-adjusted sensitivity analysis to evaluate the association between serum uric acid and 10-year cardiovascular
disease incidence according to A. obesity, B. metabolic health and C. combined obesity- andmetabolic health-status inmen and

women participants of the ATTICA study (n = 1687).
1st tertile of SUA 2nd tertile of SUA 3rd tertile of SUA

Stratified by HR (95% CI) HR (95% CI) HR (95% CI)

A. Obesity status
Non obese Ref 0.95 (0.57, 2.10) 1.47 (0.86, 2.90)
Obese Ref 1.06 (0.67, 1.91) 1.89 (1.10, 3.20)

Obesity status * SUA: p for interaction = 0.02

B. Metabolic health status
Metabolically Healthy Ref 1.12 (0.97, 1.87) 2.10 (1.15, 3.23)
Metabolically unhealthy Ref 0.91 (0.62, 2.02) 1.36 (0.81, 2.79)

Metabolic status * SUA: p for interaction = 0.04

C. Combined obesity- and metabolic health- status
MHN Ref 1.09 (0.91, 1.69) 1.95 (1.12, 3.10)
MHO Ref 1.09 (0.82, 1.89) 1.99 (1.13, 3.21)
MUN Ref 0.93 (0.59, 2.06) 1.41 (0.83, 2.82)
MUO Ref 1.10 (0.63, 1.95) 1.59 (0.95, 3.01)

Combined obesity and metabolic status * SUA: p for interaction = 0.02

HRs and their corresponding 95% CIs were obtained from Cox regression analysis adjusted for age, (gender), body mass index, physical
activity, current smoking, MedDietScore, (history of hypertension, diabetes and hypercholesterolemia, in case A) and family history of
cardiovascular disease. Metabolically healthy status was defined as the absence of hypertension, dyslipidemia and diabetes at baseline.
Bold indicates statistically significant outcomes, i.e., p < 0.05.
Abbreviations: SUA, serum uric acid; MHN, metabolically healthy non-obese; MHO, metabolically healthy obese; MUN, metabolically
unhealthy non-obese; MUO, metabolically unhealthy obese.

Fig. 1. Receiver operating characteristic curve to evaluate the predictive capacity of serumuric acid on 10-year cardiovascular disease incidence
through the areaunder the curve (AUC) and the corresponding 95% confidence intervals (95%CI) inmale and female participants of theATTICA
study (n = 1687).
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be aware of the increased CVD risk in individuals with higher
SUA levels; obesity and other CVD risk factors should be
early and aggressively treated in such patients. Nevertheless,
further evidence is needed to establish SUA thresholds pre-
dicting CVD incidence in different populations.

In multi-adjusted gender-based analysis, SUA was inde-
pendently associated with CVD incidence only in women;
the 3rd SUA tertile had 79% greater 10-year CVD event risk
compared with the 1st tertile. However, after adjustment
for metabolic health status, this association lost significance.
Obese patients in the 3rd SUA tertile had almost twice as high
CVD incidence compared with those in the 1st tertile; this
linkwas not observed in non-obese individuals. Similar find-
ings were observed in metabolically healthy participants (and
not for metabolically unhealthy ones) and in MHO patients
(and not in MHN, MUN and MUO). Finally, the best SUA
cut-off value to detect 10-year CVD incidence rate was 5.05
mg/dL (0.29mmol/L) inmen and 4.15mg/dL (0.24mmol/L)
in women.

Overall, the present analysis showed that higher SUA lev-
els were significantly related to a greater 10-year CVD inci-
dence, especially in women. Such a gender-specific associa-
tion has also been reported in a few studies [33–36]. In partic-
ular, a subanalysis of the Losartan Intervention For Endpoint
reduction in hypertension (LIFE) study showed that a signif-
icant positive association was found between SUA levels and
CVD morbidity only in women (n = 4963) and not in men
(n = 4230) [35]. In a retrospective study, including 9139 ap-
parently healthy individuals (i.e., without diabetes or CVD)
followed-up for amean of 4.8 years, themultivariate-adjusted
HR for CVD incidence for each 1 mg/dL (0.06 mmol/L) in-
crease in SUA levels was 1.24 (95% CI: 1.08–1.41) for women
(n = 2559) and 1.06 (95% CI: 1.00–1.13) for men (n = 6580)
[33]. In the Circulatory Risk in Communities Study (CIRCS)
(n = 5235 men and 8185 women free from CVD, median
follow-up: 23.1 years), the multivariable HR in the highest
vs. lowest quintile of SUA levels for ischemic stroke was 1.61
(95% CI: 1.07–2.41) in women and 1.00 (95% CI: 0.70–1.41)
in men [55].

The Research on Obesity and Diabetes among African
Migrants (RODAM) cross-sectional study (n = 3864) re-
ported that hyperuricemia correlated with 10-year CVD
risk [assessed by the American College of Cardiology
(ACC)/American Heart Association (AHA) risk score [56]]
in migrants, rural and urban residents; the risk was greater
in women than in men in migrants [adjusted odds ratio (OR)
4.61 (95% CI: 3.05–6.97) vs. 1.73 (95% CI: 1.01–2.96), re-
spectively], rural residents [adjusted OR 6.36 (95% CI: 2.98–
13.56) vs. 3.28 (95% CI: 1.21–8.96), respectively] and ur-
ban residents [adjusted OR 2.11 (95% CI: 1.26–3.52) vs. 1.12
(95%CI: 0.45–2.81), respectively] [34]. In a population-based
study (n = 1346 individuals), elevated SUA levels were related
to MetS features in both genders; the association was greater
in women than in men i.e., women in the 4th SUA tertile
had a 4.18-fold increase of MetS risk compared with those in

the 1st tertile, whereas the corresponding value for men was
3.29-fold increase [36].

In the subgroup analyses of the present study, a direct as-
sociation between SUA levels and 10-year CVD incidence
was observed in obese, metabolically healthy and MHO pa-
tients. These findings suggest that SUA could be used to fur-
ther identify individual CVD risk in obese patients, especially
those without other metabolic disorders (i.e., dyslipidemia,
hypertension and hyperglycemia). There is a paucity of data
in this field and more studies should be conducted to draw
definitive conclusions.

In the present study, the optimal SUA threshold to detect
10-year CVD incidence rate was 5.05 mg/dL (0.29 mmol/L)
in men and 4.15 mg/dL (0.24 mmol/L) in women. A few
trials investigated such SUA cut-off points. In brief, the UR-
RAH study found that SUA cut-off values that predicted fa-
tal myocardial infarction were 5.49 mg/dL (0.33 mmol/L) in
men and 5.26 mg/dL (0.31 mmol/L) in women [37]. In the
RODAM study, SUA thresholds for the detection of 10-year
CVD risk (defined by the ACC/AHA risk score) were 6.77
mg/dL (0.40mmol/L) inmen and 5.15mg/dL (0.31mmol/L)
in women [34]. Finally, the Progetto Ipertensione Um-
bria Monitoraggio Ambulatoriale (PIUMA) study, involving
1720 untreated hypertensive patients followed-up a mean of
12 years, reported that the lowest risk for CVD events was
observed at SUA levels 4.5–5.2mg/dL (0.27–0.31mmol/L) in
men and 3.2–3.9 mg/dL (0.19–0.23 mmol/L) in women [57];
the highest CVD incidencewas observed at SUA≥6.2mg/dL
(0.37 mmol/L) in men and ≥4.6 mg/dL (0.27 mmol/L) in
women [57]. These findings highlight the need for further
research to identify SUA cut-off values predicting CVD inci-
dence in the general population, as well as in certain patient
populations.

Overall, there are certain key results in relation to the
present study. First of all, SUA, at much lower concentra-
tions than those defining hyperuricemia, may predict 10-year
CVD risk in both genders. However, this association seems
greater in women since it persisted after multi-adjustments.
Secondly, there are gender-specific SUA thresholds for CVD
risk assessment, being lower in women [i.e., 5.05 mg/dL
(0.29 mmol/L) in men and 4.15 mg/dL (0.24 mmol/L) in
women]. Third, the observed link between SUA and 10-
year CVD incidence depended on the presence of obesity
and metabolically healthy status. Indeed, SUA levels cor-
related with CVD morbidity in obese patients (and not in
non-obese) and inMHO. A positive relationship has been re-
ported between SUA concentrations (at levels of<7 mg/dL)
and the expression of hepatic inflammatory molecules [58].
This pro-inflammatory effect of SUA may further enhance
chronic inflammation observed in obese patients, thus pro-
moting CVD development. On the other hand, SUA was
predictive of CVD incidence only inmetabolically healthy in-
dividuals (and not in metabolically unhealthy). Taking into
consideration that metabolically healthy status was defined
as absence of dyslipidemia, dysglycemia and hypertension, it
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follows that in the presence of these strong and independent
CVD risk factors, SUA loses its predictive “ability”. However,
it should be noted that more data are needed before we reach
safe conclusions.

The present study has some limitations. Only baseline
measurements were taken into account; hence misclassifica-
tions of transitions or modifications cannot be precluded due
to the extended interim periods between follow-up assess-
ments. Furthermore, although there is a close relationship
between renal function and SUA [59], adjusting for eGFR did
not alter the association between SUA and CVD in our study.
This could be attributed to the fact that renal function was
normal for the vast majority of our participants as implied
by the high eGFR values (in line with the generally low SUA
levels recorded). Finally, information on uric acid treatments
and other medications within the decade were not available.
However, this study also has several strengths. First, we eval-
uated the gender-based effect of SUA levels on 10-year CVD
incidence after adjusting for various conventional and novel
risk factors. Secondly, sensitivity analyses were performed
according to combined obesity- and metabolic- related sta-
tus. Third, SUA cut-off points predicting 10-year CVD onset
were estimated.

5. Conclusions
In conclusion, in the present analysis of the ATTICA

cohort study, elevated SUA levels were associated with in-
creased risk to develop CVD within a decade. This asso-
ciation was independent of other confounders, after multi-
variable analysis, in women. SUA was also independently
associated with 10-year CVD event in obese and metaboli-
cally healthy individuals. SUA thresholds detecting 10-year
CVD event rate was 4.15 mg/dL (0.24 mmol/L) in women
and 5.05mg/dL (0.29mmol/L) in men, i.e., much lower than
those defining hyperuricemia [>6 mg/dL (0.36 mmol/L) in
women and>7mg/dL (0.42mmol/L) inmen]. Further stud-
ies are warranted to identify CVD SUA cut-off values that
may improve the classification of individual CVD risk.

Author contributions
NK and MK interpreted the outcomes, wrote the

manuscript and analyzed the data. DBP and CP designed the
research study and critically reviewed the manuscript. CB,
CC and DBM critically reviewed the manuscript. All authors
contributed to editorial changes in the manuscript. All au-
thors read and approved the final manuscript.

Ethics approval and consent to participate
The ATTICA study was carried out in accordance with

the Declaration of Helsinki (1989) of theWorld Medical As-
sociation. The study was approved by the Institutional Ethics
committee of Athens Medical School (#017/1.5.2001) and all
participants were informed about the aims and procedures
and agreed to participate providing written consent.

Acknowledgment
Not applicable.

Funding
The ATTICA study is supported by research grants from

the Hellenic Cardiology Society [HCS2002] and the Hellenic
Atherosclerosis Society [HAS2003]. The present work is also
supported by a research grant from Hellenic Atherosclerosis
Society.

Conflict of interest
NK has given talks, attended conferences and participated

in trials sponsored by Angelini, Astra Zeneca, Bausch Health,
Boehringer Ingelheim, Elpen, Mylan, Novo Nordisk, Sanofi
and Servier. DPM has given talks and attended conferences
sponsored by Amgen, Novo Nordisk and Libytec. CC has
given talks sponsored by Astra Zeneca, Boehringer Ingel-
heim, Elpen, Sanofi and Roche Diagnostics. MK, DBP, CP
declare no conflict of interest. MK and DBP are the Guest
Editors of this journal, given their roles as Guest Editors, had
no involvement in the peer-review of this article and had no
access to information regarding its peer-review.

References
[1] Zhang S, Wang Y, Cheng J, Huangfu N, Zhao R, Xu Z, et al. Hy-

peruricemia and Cardiovascular Disease. Current Pharmaceutical
Design. 2019; 25: 700–709.

[2] Landolfo M, Borghi C. Hyperuricaemia and vascular risk: the de-
bate continues. Current Opinion in Cardiology. 2019; 34: 399–
405.

[3] Borghi C, Rosei EA, Bardin T, Dawson J, Dominiczak A, Kielstein
JT, et al. Serum uric acid and the risk of cardiovascular and renal
disease. Journal of Hypertension. 2015; 33: 1729–1741.

[4] Katsiki N, Borghi C. The future of febuxostat after the Cardiovas-
cular Safety of Febuxostat and Allopurinol in Patients with Gout
and Cardiovascular Morbidities (CARES) trial: who CARES? Ex-
pert Opinion on Pharmacotherapy. 2018; 19: 1853–1856.

[5] Johnson RJ, Bakris GL, Borghi C, Chonchol MB, Feldman D,
LanaspaMA, et al. Hyperuricemia, Acute andChronicKidneyDis-
ease, Hypertension, and Cardiovascular Disease: Report of a Sci-
entificWorkshop Organized by the National Kidney Foundation.
American Journal of Kidney Diseases. 2018; 71: 851–865.

[6] AthyrosVG,Mikhailidis DP. Uric acid, chronic kidney disease and
type 2 diabetes: a cluster of vascular risk factors. Journal of Dia-
betes and its Complications. 2014; 28: 122–123.

[7] Zhu P, Liu Y, Han L, Xu G, Ran J. Serum uric acid is associated
with incident chronic kidney disease in middle-aged populations:
a meta-analysis of 15 cohort studies. PLoSONE. 2014; 9: e100801.

[8] Wang J, Yu Y, Li X, Li D, Xu C, Yuan J, et al. Serum uric acid
levels and decreased estimated glomerular filtration rate in pa-
tients with type 2 diabetes: a cohort study and meta-analysis. Di-
abetes/Metabolism Research and Reviews. 2018; 34: e3046.

[9] Du L, Ma J, Zhang X. Higher Serum Uric Acid may Contribute to
Cerebral Infarction in Patients with Type 2 Diabetes Mellitus: a
Meta-Analysis. Journal of Molecular Neuroscience. 2017; 61: 25–
31.

[10] Yu S, Chen Y, Hou X, Xu D, Che K, Li C, et al. Serum Uric Acid
Levels and Diabetic Peripheral Neuropathy in Type 2 Diabetes: a
Systematic Review and Meta-analysis. Molecular Neurobiology.
2016; 53: 1045–1051.

Volume 22, Number 3, 2021 999



[11] Xu Y, Zhu J, Gao L, Liu Y, Shen J, Shen C, et al. Hyperuricemia as
an independent predictor of vascular complications and mortality
in type 2 diabetes patients: a meta-analysis. PLoS ONE. 2013; 8:
e78206.

[12] Pafili K, Katsiki N,Mikhailidis DP, Papanas N. Serumuric acid as a
predictor of vascular complications in diabetes: an additional case
for neuropathy. Acta Diabetologica. 2014; 51: 893–894.

[13] Katsiki N, Papanas N, Fonseca VA, Maltezos E, Mikhailidis DP.
Uric acid and diabetes: is there a link? Current Pharmaceutical
Design. 2013; 19: 4930–4937.

[14] Yuan H, Yu C, Li X, Sun L, Zhu X, Zhao C, et al. Serum Uric Acid
Levels and Risk of Metabolic Syndrome: a Dose-Response Meta-
Analysis of Prospective Studies. Journal of Clinical Endocrinology
and Metabolism. 2015; 100: 4198–4207.

[15] KatsikiN,AthyrosVG,Karagiannis A,MikhailidisDP. Character-
istics other than the diagnostic criteria associated with metabolic
syndrome: an overview. Current Vascular Pharmacology. 2014;
12: 627–641.

[16] Wijarnpreecha K, Panjawatanan P, Lekuthai N, Thongprayoon
C, Cheungpasitporn W, Ungprasert P. Hyperuricaemia and risk
of nonalcoholic fatty liver disease: a meta-analysis. Liver Interna-
tional. 2017; 37: 906–918.

[17] Jaruvongvanich V, Ahuja W, Wirunsawanya K, Wijarnpreecha
K, Ungprasert P. Hyperuricemia is associated with nonalcoholic
fatty liver disease activity score in patients with nonalcoholic fatty
liver disease: a systematic review and meta-analysis. European
Journal of Gastroenterology & Hepatology. 2017; 29: 1031–1035.

[18] Katsiki N, Athyros VG, Karagiannis A, Mikhailidis DP. Hyperuri-
caemia and non-alcoholic fatty liver disease (NAFLD): a relation-
ship with implications for vascular risk? Current Vascular Phar-
macology. 2011; 9: 698–705.

[19] Mazidi M, Katsiki N, Mikhailidis DP, Banach M. Associations of
serum uric acid with total and cause-specific mortality: Findings
from individuals and pooling prospective studies. Atherosclerosis.
2020; 296: 49–58.

[20] Zuo T, Liu X, Jiang L, Mao S, Yin X, Guo L. Hyperuricemia and
coronary heart disease mortality: a meta-analysis of prospective
cohort studies. BMC Cardiovascular Disorders. 2016; 16: 207.

[21] Li M, Hu X, Fan Y, Li K, Zhang X, Hou W, et al. Hyperuricemia
and the risk for coronary heart disease morbidity and mortality a
systematic review and dose-response meta-analysis. Scientific Re-
ports. 2016; 6: 19520.

[22] Juraschek SP, Tunstall-Pedoe H, Woodward M. Serum uric acid
and the risk of mortality during 23 years follow-up in the Scottish
Heart Health Extended Cohort Study. Atherosclerosis. 2014; 233:
623–629.

[23] Kawabe M, Sato A, Hoshi T, Sakai S, Hiraya D, Watabe H, et al.
Gender differences in the association between serum uric acid and
prognosis in patients with acute coronary syndrome. Journal of
Cardiology. 2016; 67: 170–176.

[24] Kuzuya M, Ando F, Iguchi A, Shimokata H. Effect of aging on
serum uric acid levels: longitudinal changes in a large Japanese
population group. Journals of Gerontology. Series A, Biological
Sciences and Medical Sciences. 2002; 57: M660–M664.

[25] Derosa G,Maffioli P, Reiner Ž, Simental-Mendía LE, Sahebkar A.
Impact of Statin Therapy on Plasma Uric Acid Concentrations: a
Systematic Review andMeta-Analysis. Drugs. 2016; 76: 947–956.

[26] Ueno S, Hamada T, Taniguchi S, Ohtani N, Miyazaki S, Mizuta E,
et al. Effect of AntihypertensiveDrugs onUric AcidMetabolism in
Patients with Hypertension: Cross-Sectional Cohort Study. Drug
Research. 2016; 66: 628–632.

[27] WaldmanB, Ansquer J, SullivanDR, JenkinsAJ,McGill N, Buizen
L, et al. Effect of fenofibrate on uric acid and gout in type 2 di-
abetes: a post-hoc analysis of the randomised, controlled FIELD
study. Lancet Diabetes and Endocrinology. 2018; 6: 310–318.

[28] Katsiki N, Karagiannis A, Athyros VG,Mikhailidis DP. Hyperuri-
caemia: more than just a cause of gout? Journal of Cardiovascular
Medicine. 2013; 14: 397–402.

[29] Katsiki N, Tsioufis K, Ural D, Volpe M. Fifteen years of LIFE

(Losartan Intervention for Endpoint Reduction in Hypertension)-
Lessons learned for losartan: an “old dog playing good tricks”.
Journal of Clinical Hypertension. 2018. (in press)

[30] Katsiki N, Mikhailidis DP, Theodorakis MJ. Sodium-glucose Co-
transporter 2 Inhibitors (SGLT2i): their Role in Cardiometabolic
Risk Management. Current Pharmaceutical Design. 2017; 23:
1522–1532.

[31] Williams B, Mancia G, Spiering W, Agabiti Rosei E, Azizi M,
Burnier M, et al. Authors/Task Force Members: 2018 ESC/ESH
Guidelines for themanagement of arterial hypertension: TheTask
Force for the management of arterial hypertension of the Euro-
pean Society of Cardiology and the European Society of Hyperten-
sion: The Task Force for themanagement of arterial hypertension
of the European Society of Cardiology and the European Society
of Hypertension. Journal of Hypertension. 2018; 36: 1953–2041.

[32] Daskalopoulou SS, Tzovaras V, Mikhailidis DP, Elisaf M. Ef-
fect on serum uric acid levels of drugs prescribed for indications
other than treating hyperuricaemia. Current Pharmaceutical De-
sign. 2005; 11: 4161–4175.

[33] Kivity S, Kopel E, Maor E, Abu-Bachar F, Segev S, Sidi Y, et al.
Association of Serum Uric Acid and Cardiovascular Disease in
HealthyAdults. American Journal of Cardiology. 2013; 111: 1146–
1151.

[34] Chilunga FP, Henneman P, Requena‐Méndez A, Meeks K, Be-
une E, Mannens MMAM, et al. Hyperuricaemia and its associa-
tion with 10‐year risk of cardiovascular disease among migrant
and non‐migrant African populations: the RODAM study. Trop-
ical Medicine & International Health. 2020; 25: 496–505.

[35] Høieggen A, Alderman MH, Kjeldsen SE, Julius S, Devereux RB,
De Faire U, et al. The impact of serum uric acid on cardiovascular
outcomes in the LIFE study.Kidney International. 2004; 65: 1041–
1049.

[36] Rodrigues SL, Baldo MP, Capingana P, Magalhães P, Dantas EM,
Molina MDCB, et al. Gender distribution of serum uric acid
and cardiovascular risk factors: population-based study. Arquivos
Brasileiros De Cardiologia. 2012; 98: 13–21.

[37] Maloberti A, Giannattasio C, Bombelli M, Desideri G, Cicero
AFG, Muiesan ML, et al. Working Group on Uric Acid and Car-
diovascular Risk of the Italian Society of Hypertension (SIIA). Hy-
peruricemia and Risk of Cardiovascular Outcomes: The Experi-
ence of the URRAH (Uric Acid Right for Heart Health) Project.
High Blood Pressure and Cardiovascular Prevention. 2020; 27:
121–128.

[38] Virdis A, Masi S, Casiglia E, Tikhonoff V, Cicero AFG, Ungar A,
et al. Identification of the Uric Acid Thresholds Predicting an In-
creased Total and Cardiovascular Mortality over 20 Years. Hyper-
tension. 2020; 75: 302–308.

[39] AkpekM, KayaMG, Uyarel H, YarliogluesM, Kalay N, Gunebak-
maz O, et al. The association of serum uric acid levels on coro-
nary flow in patients with STEMI undergoing primary PCI.
Atherosclerosis. 2011; 219: 334–341.

[40] Akgul O, Uyarel H, Pusuroglu H, Gul M, Isiksacan N, Turen S,
et al. Predictive Value of Elevated Uric Acid in Turkish Patients
Undergoing Primary Angioplasty for ST ElevationMyocardial In-
farction. Acta Cardiologica Sinica. 2014; 30: 119–127.

[41] Magkos F.Metabolically healthy obesity: what’s in a name? Amer-
ican Journal of Clinical Nutrition. 2019; 110: 533–539.

[42] Blüher M. Metabolically Healthy Obesity. Endocrine Reviews.
2020; 41: 405–420.

[43] Yeh T, Chen H, Tsai S, Lin C, Liu S, Chien K. The Relationship
betweenMetabolically HealthyObesity and the Risk of Cardiovas-
cular Disease: a Systematic Review and Meta-Analysis. Journal of
Clinical Medicine. 2019; 8: 1228.

[44] Li H, He D, Zheng D, Amsalu E, Wang A, Tao L, et al. Metabol-
ically healthy obese phenotype and risk of cardiovascular dis-
ease: Results from the China Health and Retirement Longitudinal
Study. Archives of Gerontology and Geriatrics. 2019; 82: 1–7.

[45] Mirzababaei A, Djafarian K, Mozafari H, Shab-Bidar S. The long-
term prognosis of heart diseases for different metabolic pheno-

1000 Volume 22, Number 3, 2021



types: a systematic review andmeta-analysis of prospective cohort
studies. Endocrine. 2019; 63: 439–462.

[46] Mangge H, Zelzer S, Puerstner P, Schnedl WJ, Reeves G, Posto-
lacheTT, et al. Uric acid best predictsmetabolically unhealthy obe-
sity with increased cardiovascular risk in youth and adults. Obe-
sity. 2013; 21: E71–E77.

[47] Fini MA, Wright RM, Stenmark KR, Daniels SR, Johnson RJ. Is
Uric Acid an Underdiagnosed Mediator of Adverse Outcome in
Metabolically Healthy Overweight/Obese Individuals? American
Journal of Medicine. 2014; 127: e21.

[48] Pitsavos C, Panagiotakos DB, Chrysohoou C, Stefanadis C. Epi-
demiology of cardiovascular risk factors in Greece: aims, design
and baseline characteristics of the ATTICA study. BMC Public
Health. 2003; 3: 32.

[49] Cockcroft DW, Gault H. Prediction of Creatinine Clearance from
Serum Creatinine. Nephron. 1976; 16: 31–41.

[50] Matthews DR, Hosker JP, Rudenski AS, Naylor BA, Treacher DF,
Turner RC. Homeostasismodel assessment: insulin resistance and
beta-cell function from fasting plasma glucose and insulin concen-
trations in man. Diabetologia. 1985; 28: 412–419.

[51] Lavie CJ, Laddu D, Arena R, Ortega FB, Alpert MA, Kushner RF.
HealthyWeight andObesity Prevention: JACCHealth Promotion
Series. Journal of the American College of Cardiology. 2018; 72:
1506–1531.

[52] Katsouyanni K. Reproducibility and relative validity of an exten-
sive semi-quantitative food frequency questionnaire using dietary
records and biochemical markers among Greek schoolteachers.
International Journal of Epidemiology. 1997; 26: S118–S127.

[53] Panagiotakos DB, Pitsavos C, Stefanadis C. Dietary patterns: a
Mediterranean diet score and its relation to clinical and biologi-

cal markers of cardiovascular disease risk. Nutrition, Metabolism
and Cardiovascular Diseases. 2006; 16: 559–568.

[54] Papathanasiou G, Georgoudis G, Papandreou M, Spyropoulos P,
Georgakopoulos D, Kalfakakou V, et al. Reliability measures of
the short International Physical Activity Questionnaire (IPAQ) in
Greek young adults. Hellenic Journal of Cardiology. 2009; 50 :283–
294.

[55] Li J, Muraki I, Imano H, Cui R, Yamagishi K, Umesawa M, et
al. Serum uric acid and risk of stroke and its types: the Circula-
toryRisk inCommunities Study (CIRCS).HypertensionResearch.
2020; 43: 313–321.

[56] Goff DC, Lloyd-Jones DM, Bennett G, Coady S, D’Agostino RB,
Gibbons R, et al. 2013 ACC/AHAGuideline on the Assessment of
Cardiovascular Risk: a report of the American College of Cardi-
ology/American Heart Association Task Force on Practice Guide-
lines. Circulation. Journal of the American College of Cardiology.
2014; 63: 2935–2959.

[57] Verdecchia P, Schillaci G, Reboldi G, Santeusanio F, Porcellati C,
Brunetti P. Relation between serum uric acid and risk of cardio-
vascular disease in essential hypertension: the PIUMA study. Hy-
pertension. 2000; 36: 1072–1078.

[58] SpigaR,MariniMA,Mancuso E,Di Fatta C, FuocoA, Perticone F,
et al. Uric Acid is Associated with Inflammatory Biomarkers and
Induces Inflammation via Activating the NF-κB Signaling Path-
way in HepG2 Cells. Arteriosclerosis, Thrombosis, and Vascular
Biology. 2017; 37: 1241–1249.

[59] Sumi T, Oguri M, Fujimaki T, Horibe H, Kato K, Matsui K, et
al. Association of renal function with clinical parameters and con-
ditions in a longitudinal population-based epidemiological study.
Biomedical Reports. 2017; 6: 242–250.

Volume 22, Number 3, 2021 1001


	1. Introduction
	2. Methods
	2.1 Design
	2.2 Setting
	2.3 Sample
	2.4 Bioethics
	2.5 Measurements
	2.5.1 Biochemical measurements
	2.5.2 Sociodemographic and lifestyle characteristics
	2.5.3 Statistical analysis


	3. Results
	4. Discussion
	5. Conclusions
	Author contributions
	Ethics approval and consent to participate
	Acknowledgment
	Funding
	Conflict of interest
	References

