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Abstract This study aimed to analyze the association between hyperuricemia and hs-CRP in
adults with hypercholesterolemia and abdominal obesity, utilizing data from the 7th
Korea National Health and Nutrition Examination Survey. The subjects were classified
into fourgroups based on hypercholesterolemia and abdominal obesity, and binary
logistic regression analysis was conducted. The association between hyperuricemia and
hs-CRP wasevident in the abdominal obesity group, with an OR 2.22 (95% ClI
2.070-2.395). In thegroup with both conditions, the OR was 2.31 (95% Cl
2.032-2.626). Stratified by gender, both conditions showed a higher OR in males
2.29 (95% CI 1.911-2.748), while in females, the abdominal obesity group exhibited
a higher OR of 2.44 (95% Cl 2.146-2.775), indicating a gender-specific difference. In
conclusion, hyperuricemia and hs-CRP in adults with hypercholesterolemia and
abdominal obesity demonstrated a significant association, suggesting their role as
predictive factors for inflammatory responses.
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[Table 1] Characteristics of the Study Population (MeantSD, %)

[ 1] APt Qury Sy

https://doi.org/10.22961/JHCLS.2023.11.2.417

Group-1 Group-2 Group-3 Group-4
(N=18919) (N=1618) (N=10292) (N=1567)
Uric acid (mg/dL) 5.0+1.3 5.2+1.4 53+1.4 5.4+1.5 .000
hs-CRP (mg/L) 0.95+1.8 0.93+1.3 1.46%2 1 1.63+2.1 .000
Age (yr) 43.1£20 51.0£14 55.4+17 53.3%15 .000
Men 9293(49.1) 753(46.5) 3989(38.8) 552(35.2) .000
Women 9626(50.9) 865(53.5) 6303(61.2) 1015(64.8) .000
Alcohol intake (%) 12696(67.1) 1159(71.6) 6613(64.3) 1102(70.3) .000
Current smoker (%) 3239(17.1) 340(21.0) 1572(15.3) 276(17.6) .000
Regular exercise (%) 1207(6.4) 90(5.6) 563(5.5) 100(6.4) .000
Waist circumference (cm) 75.2+8.0 77.9+7.0 91.2+7.4 91.1+£7.2 .000
Body mass index (kg/m2) 21.612.5 22.6+2.3 26.9+3.1 27.0+3.1 .000
Total cholesterol (mg/dL) 180.74£30 259.9+20 184.1+31 263.4124 .000
LDL-C (mg/dL) 105.6+28 153.8+29 105.9+28 159.8+32 .000
HDL-C (mg/dL) 52.7+12 57.0£15 47 1£11 52.2+13 .000
Triglyceride (mg/dL) 109.1£78 181.6£179 150.3+98 216.0+£199 .000
Glucose (mg/dL) 96.3+19 100.9+25 107.5+28 105.6+£27 .000
Systolic BP (mmHg) 114.3£16 118.8+16 123.2+16 125217 .000
Diastolic BP (mmHg) 729110 77.0+£10 76.7£11 80.1+11 .000
WBC(/mm3) 6.08+1.7 6.15%£1.8 6.46+1.8 6.58+1.8 .000

Abbreviations: Group-1 was non hypercholesterolemia and non abdominal obesity, Group-2 was only hypercholesterolemia, Group-3 was
only abdominal obesity, Group-4 was both hypercholesterolemia and abdominal obesity; hs-CRP, high sensitivity C-reactive protein; LDL-C,
low density lipoprotein-cholesterol; HDL-C, high density lipoprotein-cholesterol. Adjusted for age.
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[Table 2] Association Between Hyperuricemia and hs-CRP in the Entire Study Population
[B 2] MH| ALzt D283} hs-CRP 2t
Hypercholesterolemia and abdominal obestiy
Group-1 Group-2 Group-3 Group-4
High hs-CRP High hs-CRP High hs-CRP High hs-CRP
Normouricemia 1(ref) 1(ref) 1(ref) 1(ref)
Overall Hyperuricemia 0.36 1.10 2.22 2.31
(0.335-0.388) (0.950-1.283) (2.070-2.395) (2.032-2.626)
P 0.000 0.195 0.000 0.000
the low uric acid is for women <5.9 mg/dL and the high uric acid is >6.0 mg/dL, the low uric acid is for men <6.9 mg/dL and the
high uric acid is >7.0 mg/dL, hs-CRP Low was defined when hs-CRP <3.0 mg/L, High was hs-CRP >3.0 mg/L, UA; uric acid, hs-CRP,
high sensitivity C-reactive protein. P<0.05, Adjusted for age and gender. Abbreviations: See Table 1.
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[Table 3] Association Between Hyperuricemia and hs-CRP in Men and Women
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Abbreviations: See Table 2. Adjusted for age
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