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Abstract: The importance of uric acid, the final metabolite of purines excreted by the kidneys and
intestines, was not previously recognized, except for its role in forming crystals in the joints and
causing gout. However, recent evidence implies that uric acid is not a biologically inactive substance
and may exert a wide range of effects, including antioxidant, neurostimulatory, proinflammatory,
and innate immune activities. Notably, uric acid has two contradictory properties: antioxidant
and oxidative ones. In this review, we present the concept of “dysuricemia”, a condition in which
deviation from the appropriate range of uric acid in the living body results in disease. This concept
encompasses both hyperuricemia and hypouricemia. This review draws comparisons between the
biologically biphasic positive and negative effects of uric acid and discusses the impact of such effects
on various diseases.
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1. Introduction

Gout is one of the most well-known and ancient diseases, which continues to affect
humans today. Recent data from the 2007–2016 National Health and Nutrition Examination
Survey (NHANES) revealed that the prevalence of gout in the United States is 3.9%, which
is equivalent to approximately 9.2 million people [1].

Uric acid was first identified in urine by Scheele in 1776 and later extracted from the
tophi of gout by Wollastone in 1787 [2]. In 1848, Garrod discovered that patients with
gout had elevated blood glucose levels [3]. Gout is a type of inflammatory arthritis that
occurs when sodium uric acid crystallizes in the joints and is preceded by hyperuricemia.
Historically, hyperuricemia was considered synonymous with gout. Uric acid was thought
to be a form of waste excreted from the kidneys and intestinal tract. When serum uric acid
rises above the dissolution limit, it crystallizes and precipitates in the joints, causing inflam-
mation. If it precipitates in the urinary tract, it forms stones. Therefore, serum uric acid
levels were measured only when gouty arthritis and uric acid urolithiasis were suspected.
Traditionally, asymptomatic hyperuricemia was generally considered a benign disease
that did not require treatment [4,5]. However, in recent years, it has become increasingly
clear that uric acid is not a biologically inert substance but has various biological functions.
Therefore, both high and low uric acid levels can affect an organism, even if the condition
is asymptomatic.

Hyperuricemia is strongly associated with lifestyle-related diseases such as hyperten-
sion [6,7], type 2 diabetes mellitus [8], and metabolic syndrome [9]. It may contribute to
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myocardial infarction, an atherosclerotic disease [10,11]. In addition, gout caused by hyper-
uricemia is extremely painful and reduces the quality of life [12] and physical function [13].
Conversely, a study implied that hypouricemia causes exercise-induced renal failure and
urinary stones [14]. Therefore, it is now understood that both elevated and reduced uric
acid levels can have adverse effects on the living body. In this context, we propose the
concept of “uricemia,” which encompasses both hyperuricemia and hypouricemia. This
review outlines the conflicting biological roles of uric acid and discusses its impact on
various disease states.

2. Definition and Epidemiology

Hyperuricemia is determined by the solubility of uric acid and is defined as a serum
uric acid level greater than 7.0 mg/dL in both men and women [14]. In the NHANES,
the prevalence rates of gout and hyperuricemia remained substantial in the U.S. between
2007 and 2016, with gout having a prevalence of 3.9% (9.2 million individuals) among
U.S. adults from 2015 to 2016. The mean serum uric acid level was 6.0 mg/dL in men and
4.8 mg/dL in women, and the prevalence of hyperuricemia was 20.2% in men and 20.0%
in women [1]. The data show that the prevalence of hyperuricemia has been stable over the
last 10 years, but it still persists at a considerable rate.

Although there is no established definition of hypouricemia, a value of 2.0 mg/dL
or less is generally used as a reference value for this condition [14]. Hypouricemia is less
common than hyperuricemia, and in Japan, its prevalence was reported to be 0.2% in men
and 0.4% in women [15]. Hypouricemia was also found to be a rare outcome in Germany,
affecting 0.09% of the population (0% in men; 0.27% in women) [16]. Regardless of race or
region, hypouricemia has been found to be more prevalent in women than in men.

2.1. Serum Uric Acid Regulation

Blood uric acid levels depend on the balance between the exogenous production of uric
acid via dietary factors (including purine intake) and its endogenous production via purine
metabolism, reabsorption and excretion by the kidney, and excretion by the intestine [17].
Thus, uric acid is homeostasis through the complicated process of production, secretion,
and reabsorption in the kidney and excretion in the intestines. Uric acid is produced by
the metabolism of endogenous purines (approximately 300–400 mg synthesized daily) and
exogenous purines (approximately 300 mg from the diet), totaling 1200 mg in healthy men
(600 mg in healthy women) on purine-free diets. The purine nucleobases adenine and
guanine are components of both ribonucleic acid (RNA) and deoxyribonucleic acid (DNA).
Therefore, the breakdown of RNA and DNA increases blood uric acid levels. Many hemato-
logical diseases, such as acute myelogenous leukemia, involve the production of excessive
uric acid as tumor cells proliferate and collapse, causing hyperuricemia. Hyperuricemia
is also caused by the rapid disintegration of tumor cells by antitumor agents. This is
called tumor lysis syndrome and is complicated by hyperkalemia and hyperphosphatemia.
Hyperuricemia associated with hematological diseases reflects tumor volume. It may also
indicate a response to treatment with antitumor agents. Rapidly elevated uric acid levels
can lead to renal failure, which is treated with uric acid inhibitors or uric acid-degrading
enzymes, depending on the risk of developing the disease [18]. In addition, uric acid is
produced by the breakdown of adenosine triphosphate (ATP) through the metabolism of
fructose and alcohol. ATP is an important source of energy for intracellular reactions. In
terms of dietary effects, animal protein contributes significantly to the intake of this purine.
In addition, serum uric acid levels are increased by the intake of glutamic acid, which is
metabolized to uric acid in the liver, and by the intake of foods high in purines and uric
acid itself. Foods that affect serum uric acid levels include alcohol, meat and seafood, soft
drinks, dairy products, coffee, and vitamin C. A purine-free diet reduces uric acid excretion
via urine by approximately 40% [19], indicating that dietary purine contributes greatly to
serum uric acid levels.
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Adenosine products are converted to hypoxanthine, and hypoxanthine is oxidized to
xanthine and then uric acid by xanthine oxidoreductase (XOR). Approximately two-thirds
of uric acid is excreted by the kidneys and one-third by the small intestine. Uric acid is
filtered through the glomeruli and reabsorbed in the proximal tubules. The excretion rate of
uric acid in the proximal tubules of the kidney is approximately 10% [20] and is regulated
by transporters expressed at the apical and basolateral sides. Uric acid reabsorption is
mediated by URAT1/SLC22A12, OAT4/SLC22A11, and OAT10/SLC22A3 transporters at
apical sides [21], and by GLUT9/SLC2A9 transporter at basolateral sides. Uric acid secretion
is mediated by OAT1/SLC22A11 and OAT3/SLC22A8 transporters at the basolateral sides
and by NPT1/SLC17A1, NPT4/SLC17A3, MRP4/ABCC4, and BCRP/ABCG2 at the apical
sides [22,23] (Figure 1). URAT1 and GLUT9 are transporters for uric acid reabsorption, and
their dysfunction causes hypouricemia. Patients with URAT1 and GLUT9 dysfunctional
variants are called hereditary renal hypouricemia types 1 and 2, respectively. In the intestine,
BCRP/ABCG2 secretes uric acid into the intestinal lumen [24]. Genome-wide association
studies have reported over 30 genetic variants in uric acid transporters that affect serum
uric acid. Three uric acid transporters, URAT1, GLUT9, and ABCG2, play key roles in the
regulation of serum uric acid, and their dysfunctions lead to dysuricemia (hypouricemia
and hyperuricemia). The role of ABCG2 variants has been shown to be more important for
the risk of hyperuricemia than environmental factors such as obesity and intense alcohol
consumption [25]. Nonsynonymous allelic variants of ABCG2 were shown to significantly
hasten the onset of hyperuricemia and increase the likelihood of gout and the presence of a
family history of gout. ABCG2 dysfunction was known to be a risk factor for pediatric-onset
hyperuricemia and gout [26]. Furthermore, Nakayama et al. reported a significant increase
in the selection of the ABCG2 and ALDH2 loci in gout patients in Japan [27].
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Figure 1. Uric acid transport molecules in the proximal renal tubules. Uric acid is regulated by
several transporters expressed at the apical and basolateral sides. Uric acid reabsorption is me-
diated by URAT1/SLC22A12, OAT4/SLC22A11, and OAT10/SLC22A3 transporters at the apical
side, and GLUT9/SLC2A9 transporter at the basolateral side. Uric acid secretion is mediated by
OAT1/SLC22A11 and OAT3/SLC22A8 transporters at the basolateral side, and NPT1/SLC17A1,
NPT4/SLC17A3, MRP4/ABCC4, and BCRP/ABCG2 at the apical side. URAT1, GLUT9, and ABCG2
were bolded, as they play crucial roles in the regulation of serum uric acid, and their dysfunctions
cause uric acid transport disorders (hypouricemia and hyperuricemia).

Serum uric acid levels are affected by several drugs through transporters. Loop diuret-
ics and thiazide diuretics decrease uric acid excretion by both decreasing extracellular fluid
volume and glomerular filtration rate and inhibiting uric acid secretion via NPT4 [28,29].
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Losartan, an angiotensin II receptor blocker (ARB) [23,30], and calcium channel blockers
(CCBs) [31] also inhibit URAT1 and increase uric acid excretion. Cyclosporin A promotes
uric acid uptake via OAT10 [32]. Sodium/glucose co-transporter-2 (SGLT2) inhibitors are
agents that increase urinary glucose. Since glucose and uric acid are co-transported with
glucose, serum uric acid levels decreased [14,33]. Sacubitril/valsartan also reduces serum
uric acid [34]. However, the mechanism by which they lower uric acid remains unclear.

Uric acid is a weak acid with a pKa of 5.8. Uric acid occurs primarily as an anionic
urate at physiological pH of 7.4. The reference range for serum uric acid in humans is
1.5–6.0 mg/dL for women and 2.5–7.0 mg/dL for men. There is a difference between
the sexes in that hyperuricemia is more common in men. Uric acid has low solubility
in water, so the average concentration of uric acid in human serum is at the dissolution
limit (6.8 mg/dL). When this level is exceeded, it is crystallized as monosodium urate
(MSU) [17]. In most species, uric acid is broken down into allantoin by urate oxidase
(uricase). However, humans have lost uricase, so they exhibit higher levels of uric acid than
other mammals [35].

2.1.1. The Pros and Cons of Uric Acid: The Pros

Over the course of human evolution, mutations in genes involved in ascorbic acid
synthesis caused loss of function. Simultaneously, mutations in the uricase gene led to
uric acid becoming the final metabolite in this pathway. Ames et al. showed that uric acid
might act as an antioxidant in various redox reactions [36]. Uric and ascorbic acids are
considered the most important water-soluble antioxidants [37], and the plasma level of
uric acid is approximately six times that of ascorbic acid [38]. Ascorbic acid has a tendency
to undergo oxidization and mutation, suggesting that the resulting mutated metabolite
may contain peroxide radicals. Therefore, uric acid is considered a better antioxidant
than ascorbic acid [39]. In addition, Yeum et al. measured the antioxidant capacity of
the human body and suggested that uric acid accounts for 60% of the total antioxidant
capacity in plasma [40]. This suggests that uric acid may provide the major endogenous
defense against oxidative damage in the body [41]. Fabbrini showed that uric acid is a
major antioxidant that may protect against oxidative damage caused by free radicals [42].
It is widely accepted that high levels of blood uric acid are an evolutionary advantage in
humans because uric acid protects the heart, blood vessels, and nerve cells from oxidative
damage. Uric acid also acts as a defense against aging and cancer by preventing oxidative
damage caused by ROS [43] (Table 1) (Figure 2).

Table 1. Mechanisms of uric acid: antioxidant effects and pro-oxidant effects.

Antioxidant effects of uric acid

1. Prevents oxidative damage caused by reactive oxygen species
2. Uric acid works as a scavenger of peroxynitrite
3. Inhibits degradation of superoxide dismutase (SOD)
4. Uric acid forms a complex with Fe3+ (works as achelator of Fe3+)

Pro-oxidant effects of uric acid

1. Uric acid is taken up into the cell via the transporters and produces ROS via activation of
nicotinamide adenine dinucleotide phosphate (NAPDH) oxidase

Uric acid reacts with a variety of oxidants, among which it has been reported that
it preferentially reacts with peroxynitrite to form triuret [44]. Peroxynitrite is thought to
contribute to the development of cardiovascular disease and has been shown to cause
oxidative damage via tissue nitration [45]. Uric acid has been suggested to act as a scav-
enger of peroxynitrite [46]. In addition, uric acid can help keep the levels of superoxide
dismutase, an enzyme playing a key role in protecting the extracellular environment from
oxidative stress. In the extracellular environment, uric acid can scavenge hydroxyl radicals
and peroxynitrite, but it has been shown to lose antioxidant capacity in a hydrophobic
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environment [47,48]. A prospective case-control study by Nieto et al. showed an association
between elevated total serum antioxidant capacity and elevated serum uric acid levels in
patients with atherosclerosis and concluded that this elevated uric acid level is a compen-
satory mechanism to counteract the oxidative damage associated with atherosclerosis in
humans [41].
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It is well known that uric acid levels increase under starvation conditions [49]. First,
fasting causes rapid weight loss, followed by a period of lipid utilization and a subsequent
period of protein degradation. Serum uric acid levels can be markedly elevated during
the proteolytic phase with weight loss, and these elevated uric acid levels are associated
with increased exercise, decreased water excretion, and elevated cortisol levels [49]. Acute
increases in uric acid levels induce locomotor activity, exploratory activity, and impulsivity
in rats [50]. When food is scarce and sodium intake is low, uric acid may promote sodium
retention and blood pressure maintenance, thus favoring survival [51]. Studies have
shown that the increase in locomotor activity associated with feeding is mediated by an
increase in corticosterone levels, which is associated with an increase in uric acid levels [52].
Because uric acid is chemically similar to caffeine, it has potential neurostimulatory effects,
increasing human cognition, alertness, and motivation. Increased uric acid levels may be
advantageous for survival [53]. In fact, we found a weak association among uric acid levels,
IQ test results, and school performance [54,55].

Shi et al. reported that uric acid is an endogenous danger signal released from
damaged cells. Damaged cells release uric acid, which stimulates dendritic cell maturation
and promotes CD8+ T-cell responses [56]. In addition, Shi et al. identified uric acid as
one of the endogenous adjuvants and revealed that the removal of uric acid reduced the
production of cytotoxic T lymphocytes against antigens in the transplanted cells [57]. Thus,
uric acid is involved in T-cell activation in various contexts, such as tumors, transplants,
and autoimmunity.

2.1.2. The Pros and Cons of Uric Acid: The Cons

Uric acid produces allantoin and peroxynitrite via superoxide radicals to form triuret.
The chemical reaction of uric acid with peroxynitrite produces aminocarbonyl and tri-
urethanol radicals, which react with myeloperoxidase to produce the pro-oxidant uric acid
hydroperoxide [58]. In contrast, uric acid in cells stimulates reduced NADPH oxidase and
functions as a pro-oxidant [46] (Table 1) (Figure 3). The effects of exogenous uric acid on cells
can be prevented by inhibiting the uptake of uric acid into the cells. Similarly, the biological
effects of endogenous uric acid can be prevented by inhibiting its synthesis using XOR in-
hibitors [59]. Uric acid exhibits autocrine, paracrine, and endocrine activities. Intracellular
uric acid stimulates proinflammatory transcription factors, growth factors, vasoconstrictive
substances (angiotensin II, thromboxane, and endothelin), and chemokines, leading to
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mitochondrial dysfunction [58,59]. Uric acid also reduces endothelial NO bioavailability
through various mechanisms, causing endothelial cell damage [60,61]. Thus, depending on
the chemical environment, uric acid may not be an antioxidant but a pro-oxidant.
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Figure 3. Mechanisms of the pro-oxidant effect of intracellular uric acid. Intracellular uric acid
induces reactive oxygen species (ROS) production and activates several signaling pathways. XO,
xanthine oxidase; NO, nitric oxide; ONOO−, peroxynitrite; NADPH oxidase, nicotinamide adenine
dinucleotide phosphate oxidase; eNOS, endothelial NO synthase; ERK, extracellular signaling-
regulated kinase; MAPK, mitogen-activated protein kinase; RAS, renin-angiotensin-aldosterone
system; NF-κB, nuclear factor-kappa B; AP-1, activator protein 1; COX-2, cyclooxygenase 2.

Furthermore, uric acid induces the growth of vascular smooth muscle cells (VSMCs)
and triggers activation of the extracellular signal-regulated kinase (ERK), mitogen-activated
protein (MAP) kinases, and platelet-derived growth factor (PDGF). Uric acid also induces
the inflammatory pathway in VSMCs and increases the production of monocyte chemoat-
tractant protein-1 (MCP-1). It has also been shown to cause the activation of cyclooxygenase-
2 (COX-2), p38 MAPK, nuclear transcription factor nuclear factor-kappa B (NF-κB), and
activator protein-1 (AP-1) [58]. According to a previous study, soluble uric acid, as well as
uric acid crystals, can cause inflammation. Corry et al. also showed that uric acid stimu-
lates VSMC proliferation, angiotensin II production, and oxidative stress via the vascular
renin-angiotensin system (RAS) in tissues [37]. They also showed that uric acid causes
cardiovascular damage by stimulating vascular RAS through the MAP kinase pathway [37].
Sautin et al. reported that uric acid taken up by adipocytes increases intracellular reactive
oxygen species (ROS) production in differentiated adipocytes through the activation of
nicotinamide adenine dinucleotide phosphate (NADPH) oxidase [47].
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2.2. Hypertension

Numerous epidemiological studies have reported that elevated uric acid is an inde-
pendent predictor of hypertension [62]. The relationship between serum uric acid levels
and blood pressure was found to be dose-dependent and linear. Hyperuricemia is a
strong independent predictor of hypertension with an approximately 2-fold increased risk
within 5–10 years [63–65]. Hyperuricemia induced by uricase inhibitors in rats leads to
hypertension. The mechanism by which hyperuricemia causes hypertension involves the
sympathetic nervous system hyperactivity, endothelial dysfunction with reduced NO levels,
and renal vasoconstriction mediated by activation of the renin-angiotensin system [66].
Rats with hyperuricemia-induced hypertension were reported to develop hypertension
on a high-salt diet even after the uricase inhibitor was discontinued [51]. The mechanism
behind this salt sensitivity was considered to involve uric acid entering vascular smooth
muscle cells, triggering cell proliferation. In addition, hyperuricemia is thought to activate
the renin-angiotensin system and produce inflammatory mediators. As a result, hyper-
uricemia leads to renal microangiopathy and narrowing of the arterial lumen [51]. Uric
acid-lowering drugs can initially ameliorate hypertension; however, as kidney disease
progresses, hypertension becomes salt-sensitive and uric acid-independent [67]. In other
words, the pathogenesis of hypertension is thought to begin with the development of renal
vasoconstriction, ischemia, and oxidative stress by uric acid, followed by persistent inflam-
mation and organic changes (especially tubulointerstitial changes), resulting in increased
blood pressure [68].

In a study of new-onset essential hypertension by Feig et al., 90% of subjects with
essential hypertension and 30% of those with secondary hypertension had elevated serum
uric acid levels (>5.5 mg/dL) compared with 0% of controls, revealing a clear associa-
tion between uric acid and hypertension [69]. Kuwabara et al. also found that, for every
1 mg/dL decrease in serum uric acid in healthy male subjects, the protective effect against
hypertension increased by 18%. In healthy female subjects, each 1 mg/dL decrease in
serum uric acid levels was associated with a 31% decrease in the development of hyperten-
sion [70]. Elsewhere, the effect of hypouricemic therapy on blood pressure was observed in
a randomized, double-blind, placebo-controlled trial. Sixty prehypertensive obese adoles-
cents received allopurinol, probenecid, or a placebo, respectively. After 2 months, systolic
blood pressure had increased from baseline by +1.9 mmHg (95% CI: −0.4 to 2.4 mmHg) in
the placebo group, while it had decreased by −9.2 mmHg (−6.7 to −11.3 mmHg) in the
allopurinol group and by −8.9 mmHg (−7.0 to −10.9 mmHg) in the probenecid group [71].
In addition, in a randomized, double-blind, placebo-controlled crossover trial conducted
by Feig et al., allopurinol normalized blood pressure in 19 of 22 subjects who achieved a
serum uric acid level of <5.0 mg/dL, whereas only 1 of 30 subjects achieved normal blood
pressure with placebo treatment. This indicates that lowering uric acid levels with allop-
urinol lowers blood pressure in patients with hyperuricemia [72]. In this study, patients
with hyperuricemia and hypertension tended to have elevated plasma renin activity, and
xanthine oxidase inhibitors reduced plasma renin activity and plasma aldosterone [72,73].

Meanwhile, the PIUMA study showed a J-shaped relationship between uric acid levels
and the incidence of cardiovascular disease events in both men and women [74]. The asso-
ciation between serum uric acid levels and cardiovascular events was also demonstrated in
the Syst-Eur study in elderly subjects with systolic hypertension, in which a J-shaped curve
was observed between serum uric acid levels and all-cause mortality [75]. Furthermore,
in a cardiovascular study in the elderly (CASTEL), serum uric acid levels independently
predicted coronary mortality in a J-shaped manner in the elderly with diabetes [76]. Kawa-
soe et al. used large-scale health checkup data to examine the association between serum
uric acid levels and the prevalence of blood pressure abnormalities, considering the effects
of other risk factors. The prevalence of hypertension was lowest in the 2.1–4.0 mg/dL
serum uric acid group (second-lowest serum uric acid levels). However, the incidence of
hypertension was significantly higher in the 4.1–5.0, 5.1–6.0, and ≥6.1 mg/dL serum uric
acid groups, as well as the ≤2.0 mg/dL serum uric acid group (lowest serum uric acid
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levels). High and low serum uric acid levels were significantly associated with an increased
prevalence of hypertension, creating a J-shaped curve [77]. Uric acid has antioxidant effects
and contributes significantly to ROS removal. One of the etiologies of hypertension is
oxidative stress, which results in the excessive generation of ROS. Elevated ROS levels
contribute to vascular dysfunction and remodeling because of oxidative damage [78]. How-
ever, there is no clear evidence that oxidative stress alone contributes to the pathogenesis of
hypertension; in addition to increased oxidative stress due to hypouricemia, it is probably
associated with elevated blood pressure, including other factors of hypertension (salt, the
renin-angiotensin system, and symptomatic hyperactivity) [79]. Increased oxidative stress
due to decreased uric acid levels may inactivate the nitric oxide released by the endothelium
and inhibit vasorelaxation. Therefore, the relationship between blood pressure and serum
uric acid levels might have developed a J-shaped curve [77].

2.3. Diabetes Mellitus and Metabolic Syndrome

Hyperuricemia is closely associated with metabolic abnormalities, such as obesity,
dyslipidemia, insulin resistance, type 2 diabetes, and metabolic syndrome [80]. Elevated
serum uric acid levels are surrogate markers of metabolic syndrome [81]. Japanese re-
searchers surveyed a group of healthy young males for 5 years and revealed that those with
high serum uric acid levels gained four times as much weight as those with low levels [6].
Therefore, elevated serum uric acid levels may trigger obesity and metabolic syndrome.
Furthermore, increased serum uric acid concentration has been shown to be associated
with an increased risk of insulin resistance [82].

Fructose intake induces fatty liver, elevated triglycerides, and elevated serum uric
acid [83,84]. Once inside the cell, fructose is rapidly phosphorylated by fructokinase.
During fructose metabolism, cellular energy (ATP) is reduced; however, ATP breakdown
products (such as AMP) enter the nucleotide degradation pathway to produce uric acid.
Serum uric acid levels increase within minutes of fructose ingestion and are often associated
with lactate release [85]. Fructose stimulates appetite and induces insulin resistance to raise
glucose levels in the body, thereby providing glucose to the brain. Similarly, it stimulates
water intake and increases blood pressure to reduce sodium loss [86].

Choi et al. reported a large prospective cohort study of male patients at high car-
diovascular risk. The results showed that men with gout had a high risk of developing
type 2 diabetes in the future, independent of other risk factors [87]. The Atherosclerosis
Risk in Communities Study in the United States, which followed nondiabetic patients with
hyperinsulinemia for 11 years, found that hyperuricemia was an independent risk factor
for progression to hyperinsulinemia [88].

Another study suggested that the kidney may be involved in the association between
hyperuricemia and the risk of type 2 diabetes mellitus [89]. Renal tubular function is
affected by hyperinsulinemia, and decreased insulin-mediated glucose metabolism results
in decreased uric acid clearance. Thus, reduced uric acid excretion causes hyperuricemia [89,90].
Insulin may promote renal uric acid reabsorption via URAT1 or Na+-dependent anion
co-transporter in the proximal renal tubules [91]. In addition, insulin is responsible for
inducing hyperuricemia in the renal tubules [92]. Conversely, a decrease in serum uric
acid levels has been observed, and there is a bell-shaped relationship between uric acid
levels and hemoglobin A1c. This is probably due to the fact that the rate of renal uric acid
excretion depends on the level of glycemic control [93]. In addition, Lytvyn et al. reported
that glycosuria was induced by the inhibition of sodium/glucose co-transporter 2 (SGLT2)
in patients with type 1 diabetes, resulting in a decrease in blood uric acid levels and an
increase in the rate of uric acid excretion [94]. Patients whose uric acid levels increase as
glycemic control improves are often encountered. This is thought to be due to decreased
reabsorption of uric acid in the proximal tubules as insulin levels decrease. Meanwhile,
urinary excretion of uric acid has been shown to increase during hyperglycemia, and the
mechanism behind this is assumed to involve osmotic diuresis [14]. SGLT2 inhibitors lower
blood uric acid levels by increasing urinary glucose and uric acid excretion co-transported
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with glucose [95,96]. In addition, patients with familial renal diabetes and SGLT2 mutations
tend to have lower serum uric acid levels [33]. Chino et al. reported that the SGLT2 inhibitor
luseogliflozin administered to healthy subjects caused a decrease in serum uric acid levels
and an increase in the excretion rate of urinary uric acid. However, no inhibition of uptake
of the major renal tubular uric acid reabsorption transporter was observed [97]. Thus,
whether uric acid excretion is due to osmotic pressure or to transporters such as SGLT2
remains unknown.

2.4. Neurological Disease and Mental Illness

As hyperuricemia is associated with the development of various cardiovascular dis-
eases, it is possible that hyperuricemia and cardiovascular diseases are involved in stroke-
related deaths. The Reasons for Geographic and Racial Differences in Stroke (REGARDS)
study, conducted in 2020, was a case-cohort study performed using a large dataset. The
study concluded that hyperuricemia might be a risk factor for stroke [98]. Furthermore,
several epidemiological studies have shown a J-shaped association between serum uric
acid levels and stroke events [74,99]. A longitudinal national cohort study by Kamei et al.
reported that elevated serum uric acid levels of 7.1 mg/dL or higher in men and 5.5 mg/dL
or higher in women were independently associated with the incidence of nonfatal stroke.
Similarly, in the present study, even the group with low uric acid levels had an increased
risk of stroke, showing a J-shaped curve [99].

Reactive oxygen plays a major role in the development of neurodegenerative disease
because a large number of reactive oxygen species are produced in the brain. Despite
accounting for only 2% of the body’s weight, the brain consumes 20% of the body’s oxygen
supply, and most of the oxygen is converted to ROS [100]. The concentration of uric acid in
the cerebrospinal fluid is always low, approximately ten times that in the peripheral blood.
This concentration in the CSF depends on the blood uric acid level and the integrity of the
blood-CSF barrier [37].

Hyperuricemia has been shown to have neuroprotective effects in neurodegenerative
diseases, such as Parkinson’s disease and multiple sclerosis, and in dementia, such as
Alzheimer’s disease. Elevated blood uric acid levels have been shown to be associated with
a reduced risk of developing Parkinson’s disease [101]. Patients with multiple sclerosis and
neuromyelitis optica spectrum disorders have lower serum uric acid levels than healthy
controls, indicating that serum uric acid levels are a potential diagnostic biomarker [102].
It was also shown that the prevalence of amyotrophic lateral sclerosis in patients with
gout was significantly lower than in patients without gout [103]. We also found a reduced
risk of dementia in patients with high serum uric acid levels in dementia [104]. There is
also an inverse relationship between gout and the risk of developing Alzheimer’s disease,
supporting the possible neuroprotective role of uric acid [105].

Patients with Alzheimer’s disease- and Parkinson’s disease-related dementia showed
a strong association with high serum uric acid levels; however, no correlation was found
in patients with vascular or mixed dementia, suggesting a different relationship with
serum uric acid levels, especially in patients with vascular dementia [106]. This suggests
that although the antioxidant effect of uric acid prevents nerve degeneration and the
development of dementia, both effects need to be considered because hyperuricemia
promotes atherosclerosis and adversely affects cognitive function.

Serum uric acid levels are elevated in subjects with anger management issues, while
those who exhibit aggressive behavior, including criminal behavior, have higher serum uric
acid levels [107]. High urinary uric acid levels have also been associated with aggressive
behavior [108]. Moreover, those with Lesch–Nyhan disease, an inherited form of hyper-
uricemia, show impulsivity, aggression, and a risk of self-harm [109]. It was reported that
uric acid-lowering therapy with allopurinol effectively reduces impulsive or aggressive
behavior and self-harm in some patients [110]. Conversely, some have suggested that
abnormal function of the dopamine pathway in the basal ganglia is a cause of self-injurious
behavior, not uric acid [111]. In addition, patients with bipolar mania often have elevated
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serum uric acid due to dysfunction of the purinergic system, with a decrease in adenosine
neurotransmission [112]. Conversely, depression is associated with a decrease in serum
uric acid levels, which may represent a marker of the condition [113]. Although there
are reports of patients with primary hypouricemia, such as type 1 xanthinuria, an XOR
deficiency [114], and renal hypouricemia, a disorder of URAT1 and GLUT9 [115,116], no
reports have been published of neurological symptoms in these patients. This suggests that
uric acid is not cerebroprotective and may support the value of serum uric acid levels as a
diagnostic biomarker in cranial nerve disease.

2.5. Chronic Kidney Disease (CKD)

Elevated serum uric acid levels are widely accepted to predict the development
of CKD [117], but whether they are a risk factor or a marker of CKD is controversial.
Messerli et al. reported that renal blood flow decreased, and renal vascular resistance
and total peripheral resistance increased in patients with hyperuricemia [118]. Elevated
serum uric acid is associated with renal lesions such as glomerulosclerosis and interstitial
fibrosis because of the deposition of uric acid crystals, suggesting that hyperuricemia
in hypertensive patients may influence nephrosclerosis [118]. Serum uric acid was also
suggested to be involved in CKD in a large cohort study [119]. In addition, a prospective
observational cohort of normotensive healthy individuals with normal renal function
showed an association between elevated serum uric acid levels and renal impairment [120].
A meta-analysis by Luo et al. also reported that elevated serum uric acid levels were
associated with an increased risk of cardiovascular mortality in patients with CKD [121].
Moreover, Kuwabara et al. reported that, among healthy subjects, each 1 mg/dL decrease
in serum uric acid in men was associated with a 23% increase in the protective effect against
CKD, and each 1 mg/dL decrease in serum uric acid in women was associated with a 42%
increase in the prevention of CKD [70].

Meanwhile, a 10-year follow-up study of routine health check-up participants by Mori
et al. showed a U-shaped relationship between uric acid levels and the risk of CKD in
women [122]. In that study, the risk of CKD in men increased with higher levels of uric acid
but not with lower levels. Therefore, only in women was a low uric acid level a significant
risk factor for CKD. A large cross-sectional study by Kuwabara et al. showed that patients
with hypouricemia had a 9-fold higher incidence of kidney disease than patients with no
hypouricemia [70]. That study also examined the cumulative incidence of cardiometabolic
disease over a 5-year period in patients with hypouricemia and normouricemia (3–5 mg/dL
in men and 2–4 mg/dL in women) and indicated that hypouricemia was a risk factor for
the development of hypertension and CKD only in women [70]. Renal hypouricemia is a
disease associated with the increased excretion of uric acid in the kidneys. Patients with
renal hypouricemia can develop urolithiasis and exercise-induced acute kidney injury
(EIAKI) [123]. EIAKI is considered a transient acute kidney injury that does not cause
severe kidney dysfunction over an extended period.

Whether interventions with uric acid-lowering drugs would reduce renal dysfunction
is unclear. In recent years, two clinical studies on patients with asymptomatic hyper-
uricemia without gout have been reported in Japan [124,125]. In the FEATHER Study,
febuxostat, an XOR inhibitor, did not improve renal function compared with placebo in
patients with CKD and hyperuricemia; however, subgroup analyses showed that it sig-
nificantly reduced renal function decline in patients without proteinuria and in patients
with serum creatinine levels below the median [124]. The FREED Study demonstrated
that febuxostat significantly reduced brain, cardiovascular, and renal events compared
with conventional therapy with lifestyle modifications in patients with asymptomatic
hyperuricemia aged 65 years and older [125].

2.6. Cardiovascular Disease

Longitudinal data from the NHANES showed that all-cause mortality and cardiovas-
cular mortality were associated with serum uric acid levels in both men and women at
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10 years of follow-up [126]. Serum uric acid levels may be associated with cardiovascu-
lar disease and prognosis, but their role remains controversial. The Framingham Heart
Study showed that serum uric acid levels were not causally related to the development of
coronary heart disease, death from cardiovascular disease, or death from all causes [127].
Some studies have shown that serum uric acid levels are a strong predictor of mortality
from cardiovascular diseases [128–130]. Furthermore, it has been reported that, in humans,
treatment with high doses of allopurinol improves endothelial cell function not by lowering
plasma uric acid levels but by lowering oxidative stress in the blood vessels [131].

Meanwhile, there is a J-shaped relationship between serum uric acid and cardiovascu-
lar disease, and attention has recently been paid to the idea that both low and high uric acid
levels are associated with a greater risk of developing cardiovascular events [132]. Vascular
endothelial dysfunction due to decreased antioxidant activity associated with uric acid
levels has been suggested as a factor contributing to an increased risk of cardiovascular
events caused by hypouricemia [133]. The PIUMA study showed that serum uric acid
levels lower than 4.5 mg/dL in men and 3.2 mg/dL in women with essential hypertension
increased the incidence of cardiovascular disease and its-related deaths [74]. That is, it
was suggested that there is an inverse relationship between serum uric acid levels and
the incidence of cardiovascular disease among subjects with serum uric acid levels below
4.5 mg/dL in men and 3.2 mg/dL in women [74–76].

2.7. COVID-19

Some previous studies showed associations between high [134,135] and low uric acid
levels [136–138] with COVID-19 severity. For example, Fukushima et al. investigated the
relationship between uric acid levels and COVID-19 severity in a Japanese cohort and
reported that uric acid levels of 7.6 mg/dL or higher and uric acid levels of 2.5 mg or lower
were associated with COVID-19 severity. This indicated a U-shaped relationship between
both low and high serum uric acid levels and COVID-19 severity [139].

3. Conclusions

In addition to causing gout, hyperuricemia has been implicated in various cardio-
vascular and renal diseases, such as hypertension, arteriosclerosis, kidney disease, and
cardiovascular disease. In the 1900s, it was believed that uric acid was not a true risk factor
for developing cardiovascular or renal diseases [140]; consequently, uric acid levels were
not assessed during routine blood tests. Additionally, routine assessment of uric acid levels
was not recommended for patients with cardiovascular or kidney disease, and this level was
eliminated as a risk factor from the lists provided by most cardiovascular and kidney soci-
eties. Therefore, uric acid was ultimately disregarded as a risk factor for kidney diseases [4].
However, in the late 1990s, uric acid was re-examined as a risk factor for cardiovascular
and renal diseases, and in recent years, there has been growing interest in investigating the
role of uric acid owing to the increased prevalence of hyperuricemia worldwide. The dual
properties of uric acid create confusion regarding its effects on various diseases. Soluble
uric acid is not an inert substance and has been found to possess a number of biological
properties [141]. It has become clear that uric acid has two contradictory properties: on the
one hand, it acts as an antioxidant, while on the other hand, it acts as an oxidant. Thus,
although it was previously thought that high uric acid levels would have negative effects
on hypertension and cardiovascular diseases, it is also important to consider the effects of
low uric acid levels. Although many clinical trials have been conducted on uric acid, the
causal relationship between uric acid and hypertension or cardiovascular disease remains
unclear, probably because of its biological properties. Therefore, if we propose the concept
of “dysuricemia,” which encompasses both hyperuricemia and hypouricemia and consider
the involvement of this condition in various diseases, we believe that further research on
uric acid will be enhanced. In conclusion, we suggest that future clinical studies focusing
not only on high uric acid levels but also on low uric acid levels are needed.
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94. Lytvyn, Y.; Škrtić, M.; Yang, G.K.; Yip, P.M.; Perkins, B.A.; Cherney, D.Z.I. Glycosuria-mediated urinary uric acid excretion in
patients with uncomplicated type 1 diabetes mellitus. Am. J. Physiol. Renal Physiol. 2015, 308, 77–88. [CrossRef]

95. Ouchi, M.; Oba, K.; Kaku, K.; Suganami, H.; Yoshida, A.; Fukunaka, Y.; Jutabha, P.; Morita, A.; Otani, N.; Hayashi, K.; et al. Uric
acid lowering in relation to HbA1c reductions with the SGLT2 inhibitor tofogliflozin. Diabetes Obes. Metab. 2018, 20, 1061–1065.
[CrossRef]

96. Zhao, Y.; Xu, L.; Tian, D.; Xia, P.; Zheng, H.; Wang, L.; Chen, L. Effects of sodium-glucose co-transporter 2 (SGLT2) inhibitors on
serum uric acid level: A meta-analysis of randomized controlled trials. Diabetes Obes. Metab. 2018, 20, 458–462. [CrossRef]

97. Chino, Y.; Samukawa, Y.; Sakai, S.; Nakai, Y.; Yamaguchi, J.; Nakanishi, T.; Tamai, I. SGLT2 inhibitor lowers serum uric acid
through alteration of uric acid transport activity in renal tubule by increased glycosuria. Biopharm. Drug Dispos. 2014, 35, 391–404.
[CrossRef]

98. Chaudhary, N.S.; Bridges, S.L.J.; Saag, K.G.; Rahn, E.J.; Curtis, J.R.; Gaffo, A.; Limdi, N.A.; Levitan, E.B.; Singh, J.A.;
Colantonio, L.D.; et al. Severity of Hypertension Mediates the Association of Hyperuricemia with Stroke in the REGARDS Case
Cohort Study. Hypertension 2020, 75, 246–256. [CrossRef]

https://doi.org/10.1097/01.ASN.0000027871.86296.92
https://doi.org/10.1007/s00592-007-0249-3
https://doi.org/10.1038/s41440-021-00691-5
https://www.ncbi.nlm.nih.gov/pubmed/34172939
https://doi.org/10.1038/hr.2010.264
https://www.ncbi.nlm.nih.gov/pubmed/21228777
https://doi.org/10.3109/07853890.2011.653393
https://doi.org/10.5551/jat.7922
https://doi.org/10.1152/ajpendo.00378.2020
https://doi.org/10.1016/j.diabres.2020.108542
https://doi.org/10.1016/j.jhep.2008.02.011
https://doi.org/10.1093/ajcn/76.5.911
https://doi.org/10.1007/s00360-008-0291-7
https://doi.org/10.1016/j.jhep.2018.01.019
https://doi.org/10.1093/rheumatology/ken305
https://www.ncbi.nlm.nih.gov/pubmed/18710901
https://doi.org/10.1093/aje/kwg260
https://www.ncbi.nlm.nih.gov/pubmed/14630601
https://doi.org/10.2337/diacare.29.03.06.dc05-1465
https://www.ncbi.nlm.nih.gov/pubmed/16505534
https://doi.org/10.1001/jama.1991.03470210076036
https://doi.org/10.7326/0003-4819-143-7-200510040-00009
https://www.ncbi.nlm.nih.gov/pubmed/16204163
https://doi.org/10.1152/ajpendo.1995.268.1.E1
https://www.ncbi.nlm.nih.gov/pubmed/7840165
https://doi.org/10.1093/rheumatology/ken066
https://www.ncbi.nlm.nih.gov/pubmed/18390895
https://doi.org/10.1152/ajprenal.00555.2014
https://doi.org/10.1111/dom.13170
https://doi.org/10.1111/dom.13101
https://doi.org/10.1002/bdd.1909
https://doi.org/10.1161/HYPERTENSIONAHA.119.13580


Biomedicines 2023, 11, 1255 16 of 17

99. Kamei, K.; Konta, T.; Hirayama, A.; Ichikawa, K.; Kubota, I.; Fujimoto, S.; Iseki, K.; Moriyama, T.; Yamagata, K.; Tsuruya, K.; et al.
Associations between serum uric acid levels and the incidence of nonfatal stroke: A nationwide community-based cohort study.
Clin. Exp. Nephrol. 2017, 21, 497–503. [CrossRef]

100. Johnson, W.M.; Wilson-Delfosse, A.L.; Mieyal, J.J. Dysregulation of glutathione homeostasis in neurodegenerative diseases.
Nutrients 2012, 4, 1399–1440. [CrossRef]

101. Weisskopf, M.G.; O’Reilly, E.; Chen, H.; Schwarzschild, M.A.; Ascherio, A. Plasma urate and risk of Parkinson’s disease. Am. J.
Epidemiol. 2007, 166, 561–567. [CrossRef]

102. Wang, L.; Hu, W.; Wang, J.; Qian, W.; Xiao, H. Low serum uric acid levels in patients with multiple sclerosis and neuromyelitis
optica: An updated meta-analysis. Mult. Scler. Relat. Disord. 2016, 9, 17–22. [CrossRef]

103. Lee, S.; Han, K.; Kwon, H. Association of Body Mass Index and Fracture Risk Varied by Affected Bones in Patients with Diabetes:
A Nationwide Cohort Study. Diabetes Metab. J. 2023, 47, 242–254. [CrossRef] [PubMed]

104. Euser, S.M.; Hofman, A.; Westendorp, R.G.J.; Breteler, M.M.B. Serum uric acid and cognitive function and dementia. Brain 2009,
132, 377–382. [CrossRef]

105. Lu, N.; Dubreuil, M.; Zhang, Y.; Neogi, T.; Rai, S.K.; Ascherio, A.; Hernán, M.A.; Choi, H.K. Gout and the risk of Alzheimer’s
disease: A population-based, BMI-matched cohort study. Ann. Rheum. Dis. 2016, 75, 547–551. [CrossRef]

106. Khan, A.A.; Quinn, T.J.; Hewitt, J.; Fan, Y.; Dawson, J. Serum uric acid level and association with cognitive impairment and
dementia: Systematic review and meta-analysis. AGE 2016, 38, 16. [CrossRef]

107. Lorenzi, T.M.; Borba, D.L.; Dutra, G.; Lara, D.R. Association of serum uric acid levels with emotional and affective temperaments.
J. Affect. Disord. 2010, 121, 161–164. [CrossRef]

108. Mrug, S.; Mrug, M. Uric acid excretion predicts increased aggression in urban adolescents. Physiol. Behav. 2016, 163, 144–148.
[CrossRef]

109. Fu, R.; Chen, C.; Jinnah, H.A. Genotypic and phenotypic spectrum in attenuated variants of Lesch-Nyhan disease. Mol. Genet.
Metab. 2014, 112, 280–285. [CrossRef]

110. Lara, D.R.; Cruz, M.R.S.; Xavier, F.; Souza, D.O.; Moriguchi, E.H. Allopurinol for the treatment of aggressive behaviour in patients
with dementia. Int. Clin. Psychopharmacol. 2003, 18, 53–55. [CrossRef]

111. Göttle, M.; Prudente, C.N.; Fu, R.; Sutcliffe, D.; Pang, H.; Cooper, D.; Veledar, E.; Glass, J.D.; Gearing, M.; Visser, J.E.; et al. Loss of
dopamine phenotype among midbrain neurons in Lesch-Nyhan disease. Ann. Neurol. 2014, 76, 95–107. [CrossRef] [PubMed]

112. Bartoli, F.; Crocamo, C.; Dakanalis, A.; Brosio, E.; Miotto, A.; Capuzzi, E.; Clerici, M.; Carrà, G. Purinergic system dysfunctions in
subjects with bipolar disorder: A comparative cross-sectional study. Compr. Psychiatry 2017, 73, 1–6. [CrossRef] [PubMed]

113. Bartoli, F.; Trotta, G.; Crocamo, C.; Malerba, M.R.; Clerici, M.; Carrà, G. Antioxidant uric acid in treated and untreated subjects
with major depressive disorder: A meta-analysis and meta-regression. Eur. Arch. Psychiatry Clin. Neurosci. 2018, 268, 119–127.
[CrossRef]

114. Sekine, M.; Okamoto, K.; Ichida, K. Association of Mutations Identified in Xanthinuria with the Function and Inhibition
Mechanism of Xanthine Oxidoreductase. Biomedicines 2021, 9, 1723. [CrossRef]

115. Nakayama, A.; Matsuo, H.; Ohtahara, A.; Ogino, K.; Hakoda, M.; Hamada, T.; Hosoyamada, M.; Yamaguchi, S.; Hisatome, I.;
Ichida, K.; et al. Clinical practice guideline for renal hypouricemia (1st edition). Hum. Cell 2019, 32, 83–87. [CrossRef]

116. Hakoda, M.; Ichida, K. Genetic Basis of the Epidemiological Features and Clinical Significance of Renal Hypouricemia. Biomedicines
2022, 10, 1696. [CrossRef]

117. Johnson, R.J.; Nakagawa, T.; Jalal, D.; Sánchez-Lozada, L.G.; Kang, D.; Ritz, E. Uric acid and chronic kidney disease: Which is
chasing which? Nephrol. Dial. Transplant. 2013, 28, 2221–2228. [CrossRef]

118. Messerli, F.H.; Frohlich, E.D.; Dreslinski, G.R.; Suarez, D.H.; Aristimuno, G.G. Serum uric acid in essential hypertension: An
indicator of renal vascular involvement. Ann. Intern. Med. 1980, 93, 817–821. [CrossRef]

119. Jing, J.; Kielstein, J.T.; Schultheiss, U.T.; Sitter, T.; Titze, S.I.; Schaeffner, E.S.; McAdams-DeMarco, M.; Kronenberg, F.; Eckardt, K.;
Köttgen, A.; et al. Prevalence and correlates of gout in a large cohort of patients with chronic kidney disease: The German Chronic
Kidney Disease (GCKD) study. Nephrol. Dial. Transplant. 2015, 30, 613–621. [CrossRef]

120. Bellomo, G.; Venanzi, S.; Verdura, C.; Saronio, P.; Esposito, A.; Timio, M. Association of uric acid with change in kidney function
in healthy normotensive individuals. Am. J. Kidney Dis. 2010, 56, 264–272. [CrossRef]

121. Luo, Q.; Xia, X.; Li, B.; Lin, Z.; Yu, X.; Huang, F. Serum uric acid and cardiovascular mortality in chronic kidney disease: A
meta-analysis. BMC Nephrol. 2019, 20, 18. [CrossRef] [PubMed]

122. Mori, K.; Furuhashi, M.; Tanaka, M.; Numata, K.; Hisasue, T.; Hanawa, N.; Koyama, M.; Osanami, A.; Higashiura, Y.;
Inyaku, M.; et al. U-shaped relationship between serum uric acid level and decline in renal function during a 10-year period in
female subjects: BOREAS-CKD2. Hypertens. Res. 2021, 44, 107–116. [CrossRef]

123. Ishikawa, I. Acute renal failure with severe loin pain and patchy renal ischemia after anaerobic exercise in patients with or
without renal hypouricemia. Nephron 2002, 91, 559–570. [CrossRef]

124. Kimura, K.; Hosoya, T.; Uchida, S.; Inaba, M.; Makino, H.; Maruyama, S.; Ito, S.; Yamamoto, T.; Tomino, Y.; Ohno, I.; et al.
Febuxostat Therapy for Patients with Stage 3 CKD and Asymptomatic Hyperuricemia: A Randomized Trial. Am. J. Kidney Dis.
2018, 72, 798–810. [CrossRef]

https://doi.org/10.1007/s10157-016-1311-7
https://doi.org/10.3390/nu4101399
https://doi.org/10.1093/aje/kwm127
https://doi.org/10.1016/j.msard.2016.05.008
https://doi.org/10.4093/dmj.2022.0001
https://www.ncbi.nlm.nih.gov/pubmed/36653892
https://doi.org/10.1093/brain/awn316
https://doi.org/10.1136/annrheumdis-2014-206917
https://doi.org/10.1007/s11357-016-9871-8
https://doi.org/10.1016/j.jad.2009.05.023
https://doi.org/10.1016/j.physbeh.2016.05.014
https://doi.org/10.1016/j.ymgme.2014.05.012
https://doi.org/10.1097/00004850-200301000-00009
https://doi.org/10.1002/ana.24191
https://www.ncbi.nlm.nih.gov/pubmed/24891139
https://doi.org/10.1016/j.comppsych.2016.09.011
https://www.ncbi.nlm.nih.gov/pubmed/27837679
https://doi.org/10.1007/s00406-017-0817-7
https://doi.org/10.3390/biomedicines9111723
https://doi.org/10.1007/s13577-019-00239-3
https://doi.org/10.3390/biomedicines10071696
https://doi.org/10.1093/ndt/gft029
https://doi.org/10.7326/0003-4819-93-6-817
https://doi.org/10.1093/ndt/gfu352
https://doi.org/10.1053/j.ajkd.2010.01.019
https://doi.org/10.1186/s12882-018-1143-7
https://www.ncbi.nlm.nih.gov/pubmed/30642279
https://doi.org/10.1038/s41440-020-0532-z
https://doi.org/10.1159/000065013
https://doi.org/10.1053/j.ajkd.2018.06.028


Biomedicines 2023, 11, 1255 17 of 17

125. Kojima, S.; Matsui, K.; Hiramitsu, S.; Hisatome, I.; Waki, M.; Uchiyama, K.; Yokota, N.; Tokutake, E.; Wakasa, Y.;
Jinnouchi, H.; et al. Febuxostat for Cerebral and CaRdiorenovascular Events PrEvEntion StuDy. Eur. Heart J. 2019, 40,
1778–1786. [CrossRef]

126. Stack, A.G.; Hanley, A.; Casserly, L.F.; Cronin, C.J.; Abdalla, A.A.; Kiernan, T.J.; Murthy, B.V.R.; Hegarty, A.; Hannigan, A.;
Nguyen, H.T. Independent and conjoint associations of gout and hyperuricaemia with total and cardiovascular mortality. QJM
2013, 106, 647–658. [CrossRef]

127. Culleton, B.F.; Larson, M.G.; Kannel, W.B.; Levy, D. Serum uric acid and risk for cardiovascular disease and death: The
Framingham Heart Study. Ann. Intern. Med. 1999, 131, 7–13. [CrossRef]

128. Niskanen, L.K.; Laaksonen, D.E.; Nyyssönen, K.; Alfthan, G.; Lakka, H.; Lakka, T.A.; Salonen, J.T. Uric acid level as a risk
factor for cardiovascular and all-cause mortality in middle-aged men: A prospective cohort study. Arch. Intern. Med. 2004, 164,
1546–1551. [CrossRef]

129. Fang, J.; Alderman, M.H. Serum uric acid and cardiovascular mortality the NHANES I epidemiologic follow-up study, 1971–1992.
National Health and Nutrition Examination Survey. JAMA 2000, 283, 2404–2410. [CrossRef]

130. Ioachimescu, A.G.; Brennan, D.M.; Hoar, B.M.; Hazen, S.L.; Hoogwerf, B.J. Serum uric acid is an independent predictor of
all-cause mortality in patients at high risk of cardiovascular disease: A preventive cardiology information system (PreCIS)
database cohort study. Arthritis Rheum. 2008, 58, 623–630. [CrossRef]

131. George, J.; Carr, E.; Davies, J.; Belch, J.J.F.; Struthers, A. High-dose allopurinol improves endothelial function by profoundly
reducing vascular oxidative stress and not by lowering uric acid. Circulation 2006, 114, 2508–2516. [CrossRef]

132. Kuwabara, M.; Hisatome, I.; Niwa, K.; Bjornstad, P.; Roncal-Jimenez, C.A.; Andres-Hernando, A.; Kanbay, M.; Johnson, R.J.;
Lanaspa, M.A. The Optimal Range of Serum Uric Acid for Cardiometabolic Diseases: A 5-Year Japanese Cohort Study. J. Clin.
Med. 2020, 9, 942. [CrossRef] [PubMed]

133. Sugihara, S.; Hisatome, I.; Kuwabara, M.; Niwa, K.; Maharani, N.; Kato, M.; Ogino, K.; Hamada, T.; Ninomiya, H.; Higashi, Y.; et al.
Depletion of Uric Acid Due to SLC22A12 (URAT1) Loss-of-Function Mutation Causes Endothelial Dysfunction in Hypouricemia.
Circ. J. 2015, 79, 1125–1132. [CrossRef] [PubMed]

134. Ghazanfari, T.; Salehi, M.R.; Namaki, S.; Arabkheradmand, J.; Rostamian, A.; Rajabnia Chenary, M.; Ghaffarpour, S.; Kaboudanian
Ardestani, S.; Edalatifard, M.; Naghizadeh, M.M.; et al. Interpretation of Hematological, Biochemical, and Immunological
Findings of COVID-19 Disease: Biomarkers Associated with Severity and Mortality. Iran. J. Allergy Asthma Immunol. 2021, 20,
46–66. [CrossRef]

135. Zheng, T.; Liu, X.; Wei, Y.; Li, X.; Zheng, B.; Gong, Q.; Dong, L.; Zhong, J. Laboratory Predictors of COVID-19 Mortality: A
Retrospective Analysis from Tongji Hospital in Wuhan. Mediators Inflamm. 2021, 2021, 6687412. [CrossRef] [PubMed]

136. Dufour, I.; Werion, A.; Belkhir, L.; Wisniewska, A.; Perrot, M.; De Greef, J.; Schmit, G.; Yombi, J.C.; Wittebole, X.; Laterre, P.; et al.
Serum uric acid, disease severity and outcomes in COVID-19. Crit. Care 2021, 25, 212. [CrossRef]

137. Li, G.; Wu, X.; Zhou, C.; Wang, Y.; Song, B.; Cheng, X.; Dong, Q.; Wang, L.; You, S.; Ba, Y. Uric acid as a prognostic factor and
critical marker of COVID-19. Sci. Rep. 2021, 11, 17791. [CrossRef]

138. Werion, A.; Belkhir, L.; Perrot, M.; Schmit, G.; Aydin, S.; Chen, Z.; Penaloza, A.; De Greef, J.; Yildiz, H.; Pothen, L.; et al.
SARS-CoV-2 causes a specific dysfunction of the kidney proximal tubule. Kidney Int. 2020, 98, 1296–1307. [CrossRef]

139. Fukushima, T.; Chubachi, S.; Namkoong, H.; Otake, S.; Nakagawara, K.; Tanaka, H.; Lee, H.; Morita, A.; Watase, M.;
Kusumoto, T.; et al. U-shaped association between abnormal serum uric acid levels and COVID-19 severity: Reports from
the Japan COVID-19 Task Force. Int. J. Infect. Dis. 2022, 122, 747–754. [CrossRef]

140. Vaccarino, V.; Krumholz, H.M. Risk factors for cardiovascular disease: One down, many more to evaluate. Ann. Intern. Med. 1999,
131, 62–63. [CrossRef]

141. Nakagawa, T.; Kang, D.; Feig, D.; Sanchez-Lozada, L.G.; Srinivas, T.R.; Sautin, Y.; Ejaz, A.A.; Segal, M.; Johnson, R.J. Unearthing
uric acid: An ancient factor with recently found significance in renal and cardiovascular disease. Kidney Int. 2006, 69, 1722–1725.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1093/eurheartj/ehz119
https://doi.org/10.1093/qjmed/hct083
https://doi.org/10.7326/0003-4819-131-1-199907060-00003
https://doi.org/10.1001/archinte.164.14.1546
https://doi.org/10.1001/jama.283.18.2404
https://doi.org/10.1002/art.23121
https://doi.org/10.1161/CIRCULATIONAHA.106.651117
https://doi.org/10.3390/jcm9040942
https://www.ncbi.nlm.nih.gov/pubmed/32235468
https://doi.org/10.1253/circj.CJ-14-1267
https://www.ncbi.nlm.nih.gov/pubmed/25739858
https://doi.org/10.18502/ijaai.v20i1.5412
https://doi.org/10.1155/2021/6687412
https://www.ncbi.nlm.nih.gov/pubmed/33679237
https://doi.org/10.1186/s13054-021-03616-3
https://doi.org/10.1038/s41598-021-96983-4
https://doi.org/10.1016/j.kint.2020.07.019
https://doi.org/10.1016/j.ijid.2022.07.014
https://doi.org/10.7326/0003-4819-131-1-199907060-00012
https://doi.org/10.1038/sj.ki.5000391

	Introduction 
	Definition and Epidemiology 
	Serum Uric Acid Regulation 
	The Pros and Cons of Uric Acid: The Pros 
	The Pros and Cons of Uric Acid: The Cons 

	Hypertension 
	Diabetes Mellitus and Metabolic Syndrome 
	Neurological Disease and Mental Illness 
	Chronic Kidney Disease (CKD) 
	Cardiovascular Disease 
	COVID-19 

	Conclusions 
	References

