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[ Abstract)

Objective  To identify dietary factors associated with glyeolipid metabolism disorder and

hyperuricemia in middle-aged and elderly people. Methods 183 visitors to a community health service center for
physical examinations and 241 respiratory patients admitted to a hospital ward were randomly selected. The
prevalence of hyperuricemia and dyslipidemic diabetics in the two groups of participants was investigated. Dietary
information was collected using a semi-quantitative food frequency questionnaire. Results (O Male participants had
a higher level of prevalence of hyperuricemia than female (P<C0. 01). @ Hypoglycemia, hypercholesterolemia,
hypertriglyceridemia and excessive intake of meat, poultry, alcohol, energy and fat were risk factors of
hyperuricemia (P<C0. 05); whereas, moderate intake of vegetables and fruits were protective factors (P<C0. 01).
Conclusion Hyperuricemia is associated with glyeolipid metabolism disorder and dietary factors. Early monitoring

of glucose and lipid metabolism and dietary interventions in high risk population may play an important role in the

prevention of hyperuricemia.
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Table 1  Prevalence of hyperuricemia in the participants by gender

Ccase (%))

Non-inpatient group Inpatient group

Gender - - - -
n Hyperuricemia n Hyperuricemia
Male 134 65 (48.5) "7 165 53 (32.1)*
Female 49 7 (14.3)" 76 2 (2.6)

% P<C0.05, vs. inpatient group; # P<C0. 05, vs. female in the

same group
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Table 2 Prevalence of hyperuricemia in the participants by age [case

(%))
Non-inpatient group Inpatient group
Age (yr.) - - - ,
n Hyperuricemia n Hyperuricemia
35-40 41 13 (31.7)* 33 6 (18. 1)
41-50 75 30 (42.9) "= 130 32 (24.6)*
51-60 67 29 (43.2)*°*7 78 17 (21.8) %4

* P<C0.05, vs. inpatient group; # P<C0. 05, vs. age of 35-40
yr. in the same group; /A P<C0. 05, vs. age of 41-50 yr. in the same

group
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Table 3 Prevalence of hyperlipidemia and glycometabolic disorder in the participants

Group

Non-inpatient group

Inpatient group

Hypercholes-
teremia

Hypertriglyceri-
demia

Hypercholes-

Hyperglycemia teremia

Hypertriglyceri-
demia

Hyperglycemia

Hyperuricemia

Normouricemia

23.6% (17/72)* * 63.9% (46/72) "

8.1% (9/11D)

27.9% (31/111)

18.1% (13/72)
10.8% (12/111)

9.7% (5/55)
9.1% (18/186)

45.5% (25/55)"
26.3% (49/186)

©32.7% (18/55)”
18.8% (35/186)

* P<C0.05, x * P<C0.01,vs. normouricemia group
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Table 4 Association between hyperuricemia and dyslipidemic diabetics

Variable Odds ratio (95% confidence interval) P
Inpatient group Male 3.652 (1.709,7.120) 0.001
Female 1 (reD)
Hypercholesteremia 3.741 (1.895,6.794) 0.001
TC<5. 72 mmol/L 1 (reD)
Hypertriglyceridemia 3.267 (1.885,5.704) 0. 000
TG<C1.7 mmol/L 1 (reD
Non-inpatient group Male 2.405 (1.437,4.025) 0.001
Female 1 (reD
FBG=7. 0 mmol/L 1.543 (1.020,2.542) 0.031
FBG<C7. 0 mmol/L 1 (reD
Hypertriglyceridemia 1.881 (1.104,2.891) 0.015
Hriglyceride<C1. 7 mmol/L 1 (reD)
TC: Total cholestero; TG: Triglyceride; FBG: Fasting blood glucose
x5 FERAPFENEEXAWENE (g vt
Table 5 Food intake of the participants from the community health service centre (g, x=%s)
Food daily Male (n=134) Female (n=49)
intake Hyperuricemia Normouricemia Hyperuricemia Normouricemia
Cereals 387+83 383+71 30048 269454
Legume 80+47 76434 62144 80450
Milk 110490 8174 106469 109484
Eggs 6336 63122 45144 43+25
Meat 235462 190+58 195451+~ 145449
Seafood 61+30" " 41425 43+19 35+23
Vegetables 4774180 508+216 468173~ 670190
Oil and fat 2046 1947 2148 20+9
Wine 73453 15+£13 443 241

* P<C0.05, * % P<C0.01 , vs.
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Energy and nutrient intake of the participants from the community health service centre (x=s)

Table 6

RESERZBA2G L

Nutrient daily Male (n=134)

Female (n=49)

intake Hyperuricemia Normouricemia Hyperuricemia Normouricemia
Energy (kcal) 2 6934+410 % * 2 2804279 1909+210 1 8014290
protein (g) 11020 % * 88+21 75+14 65+ 14
Lipid (g) 89+18 86+16 70+£17 62+17
Carbohydrate (g) 340457 3294146 263432 251448
Cholesterol (mg) 7554255% % 6544178 5504320 4644160
Vitamin C (mg) 10040 96+42 98+40* * 140+43
Vitamin A (pgRE) 17904+940* * 1 201£540 1704+761 12754809
Vitamin B; (mg) 1.204+0.20* * 1.114+0.16 0.9040.11 0.9040. 18
Vitamin B; (mg) 1.60+0.40" 1.3140. 30 1.3140. 36 1.2340.37
Niacin (mg) 2645~ 21+4 203" 17+4
Calcium (mg) 5004140* * 4274130 3844124 4704169
Magnesium (mg) 358+60" 317£50 259+38 285+56
Sodium (mg) 756 195" * 6814152 5744144 5254133

* P<C0.05, x % P<C0.01, vs. normouricemia group of the same gender
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Table 7  Association between hyperuricemia and dietary factors in

non-inpatient group

Odds ratio (95%

Variable confidence interval) P
Meat 1.767 (1.105,2.631) 0.005
Vegetables 0.879 (0.832,0.899) 0. 004
Wine 1.201 (1.190,1. 216) 0. 000
Energy 1.133 (1.108,1.156) 0.003
Lipid 1.245 (1.195,1. 283) 0.031
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