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[ Abstract]  Objective To analyze the relationship between uric acid and coronary heart disease, blood lipids index.
Methods From December 2012 to December 2014, a total of 841 coronary heart disease patients performed as chest distress,
chest pain and syncope were selected as case group in the Department of Cardiology, Wujin Hospital Affiliated to Jiangsu
University, and a total of 129 healthy people performed as chest distress, chest pain and syncope were selected as control group
at the same time. Clinical data of the two groups were collected and compared, and risk factors of coronary heart disease were
analyzed ; uric acid levels were compared in male and in female between the two groups, and blood lipids index were compared in
coronary heart disease patients with different uric acid levels. Results No statistically significant differences of TC, TG or
LDL-C was found between the two groups (P >0.05); age, the proportion of male, positive rate of smoking history, incidence
of hypertension and diabetes, and uric acid level of case group were statistically significantly higher than those of control group,
while HDL-C of case group was statistically significantly lower than that of control group (P < 0.05). Multivariate logistic
regression analysis showed that, age [ OR =1.076, 95% CI (1.054, 1.098) ], smoking history [ OR =2.168, 95% CI
(1.283, 3.662) ], hypertension [OR =2.007, 95% CI (1.313, 3.068)] and diabetes [ OR =3.091, 95% CI (1.715,
5.571) ) were risk factors of coronary heart disease, while HDL-C [ OR =0.222, 95% CI (0.116, 0.426)) was the
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protective factor (P <0.05). No statistically significant differences of uric acid level was found in male between the two groups

(P>0.05), while uric acid level of case group was statistically significantly higher than that of control group in female (P <

0.05). TC, TG and LDL-C of coronary heart disease patients with uric acid level over 419 wmol/L were statistically significantly

higher than patients with uric acid level less than 288 pmol/L, while HDL-C was statistically significantly lower than patients with

uric acid level less than 288 pmol/L (P <0.05); TC and TG of patients with uric acid level over 419 pmol/L were statistically

significantly higher than patients with uric acid level between 288 and 346 pwmol/L, while HDL-C was statistically significantly

lower than patients with uric acid level between 288 and 346 pwmol/L (P <0.05); TC and LDL-C of patients with uric acid level

between 347 and 419 pmol/L were statistically significantly higher than patients with uric acid level less than 288 wmol/L (P <

0.05) ; LDL-C of patients with uric acid level between 347 and 419 pwmol/L was statistically significantly higher than patients

with uric acid level between 288 and 346 pmol/L (P <0.05). Conclusion

Uric acid level of patients with coronary heart

disease is relatively high, and it plays an important role in the occurrence and development of coronary heart disease and

dyslipidemia, but it is not one of risk factors of coronary heart disease, while its impact on coronary heart disease exists some

gender difference.
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Table 1 Comparison of general information between the two groups
A I } . I UA TC TG HDL-C LDL-C
p g (e ofE) R BAIE R . (ra (e, (ren (e,
e e e e pmol/L) mmol/L) mmol/L) mmol/L) mmol/L)
TR 129 58.4+ 9.5  74(57.4) 36(27.9) 75(58.1) 15(11.6) 338.9% 89.1 4.65+0.90 1.66+1.41 1.25+0.36 2.69+0.76
TORE 841 65.3£11.1 564(67.1)  332(39.5)  630(74.9)  241(28.7) 361.1+104.1 4.55+1.10 1.92+5.06 1.09+0.27 2.81£0.97
()1 6.706" 4.673 6.359 15. 844 16. 694 2.580* -1.127¢ 0.588* -5.099* 1. 386"
Py <0.001 0. 031 0.012 <0.001 <0.001 0.011 0.261 0.557 <0.001 0. 166

Tt ofd; UA= JRIR, TC=BHERE, TG ==t Hh, HDL-C= @4 R NRa I HE R, LDL-C k% %A 1 [ e

R2 LRI Z R logistic [B]I105)0

Table 2 Multivariate logistic regression analysis on influencing factors of
coronary heart disease

fisE B SE Waldyf  df OR(95% CI) P
ey 0.073 0.010 50. 901 1 1.076(1.054,1.098) <0.001
PE 0.475 0.261 3.313 1 1.609(0.964,2.685) 0. 069
MRS 0.774  0.268 8.363 1 2.168(1.283,3.662) 0. 004
ELE  0.697 0.217  10.341 1 2.007(1.313,3.068)  0.001
BERRG 1129 0.301 14. 098 1 3.091(1.715,5.571) <0.001
UA 0.000 0.001 0.071 1 1..000(0.998,1.003) 0.790
HDL-C -1.506 0.332 20.521 1 0.222(0.116,0.426) <0.001

2.3 PHAREVER 320 UA KF B M4BTk
i VA KRR, ZRIGEHTFEX (P>0.05); d
R E R HE UA KF i THERR IR ot =5 A
GRS (P<0.05, WE3).

£3  WLIARFHENZIKE UAKELE (X s, pmol/L)
Table 3

Comparison of UA level in male and in female between the

two groups
2157 % F Pk
TR X B2 129 367.5+ 91.2 300.4 + 70.3
T 841 373.4 +£100.0 336.2 +108. 1
14 0. 487 3.107
P1{H 0. 627 0. 002
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IKFART UA JKF- 288 ~ 346 pmol/L 3%, 2574 Geity
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Y (P <0.05); UA /K 347 ~ 419 pmol/L %
LDL-C /K- T UA /K- 288 ~ 346 umol/L %, ZSH

GeitE Y (P<0.05, 4,

F4 A UA K00 B MIEHEPR L (% £5, mmol/L)
Table 4 Comparison of blood lipids index in coronary heart disease patients

with different UA levels

(Lufnfﬁ) ikt TC T HDL-C LDL-C
<288 45 4.40£0.95 1.52£1.05 1.14£0.31 2.63+0.80

28~346 240 4.47£1.02 162113 1.14£0.27 2.73+0.95

T~419 242 474£1.18° 1.86+1.33 1.10£0.32 2.94+1.03
>419 243 4.65:1.10"  2.530.60°  1.05£0.25%¢  2.88+0.97*
FE 5.214 44,630 5.808 5.813
P 0.002 0.000 0.001 0.001

TE: 15 <288 pmol/L H4s,*P <0.05, 55 288 ~346 pmol/L I,
#,"P<0.05, 5347 ~419 wmol/L 4 ,°P <0. 05
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