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Abstract
Introduction Elevated serum uric acid (SUA) levels have been associated with poor outcome in patients with heart 
failure (HF). Uric acid is associated with inflammation and microvascular dysfunction, which may differentially affect 
left ventricular ejection fraction (EF) phenotypes. We aimed to identify the role of SUA across EF phenotypes in 
hospitalized elderly patients with chronic HF.

Methods We analyzed 1355 elderly patients who were diagnosed with chronic HF. All patients had SUA levels 
measured within the first 24 h following admission. Patients with left ventricle EF were categorized as having HF 
with reduced EF (HFrEF, EF < 40%), HF with mid-range EF (HFmrEF, 40%≦LVEF ≦ 49%) or HF with preserved EF (HFpEF, 
LVEF ≥ 50%). Endpoints were cardiovascular death, HF rehospitalization, and their composite. The median follow-up 
period was 18 months.

Results Compared with the lowest SUA quartile, the highest SUA quartile was significantly associated with the 
endpoints (adjusted HR: 2.404, 95% CI: 1.178–4.906, P = 0.016; HR: 1.418, 95% CI: 1.021–1.971, P = 0.037; HR: 1.439, 95% 
CI: 1.049–1.972, P = 0.024, respectively). After model adjustment, a significant association of SUA with cardiovascular 
death and the composite endpoint persisted among HFrEF and HFmrEF patients in the highest SUA quartile (P < 0.05 
for all).

Conclusions In hospitalized elderly patients with chronic HF, SUA is an independent predictor of adverse outcomes, 
which can be seen in HFrEF and HFmrEF patients.
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Introduction
Heart failure (HF), a clinical syndrome caused by 
structural or functional cardiac dysfunction, is highly 
prevalent in elderly people and is associated with high 
morbidity and mortality worldwide [1]. The prevalence 
of other diseases such as atrial fibrillation (AF) is also 
common in elderly patients with heart failure. Accord-
ing to left ventricular ejection fraction (EF), three differ-
ent types of HF have been described: HF with reduced EF 
(HFrEF), HF with mid-range EF (HFmrEF) and HF with 
preserved EF (HFpEF) [2]. Serum uric acid (SUA), the 
end product of purine metabolism, has shown prognostic 
value in patients with various cardiovascular disorders [3, 
4]. Exploring the prognostic value of SUA is of particu-
lar interest in the case of HF, as SUA levels are elevated 
in this condition [5]. Interestingly, high SUA levels in HF 
may reflect a specific metabolic change. The UA-forming 
enzyme xanthine-oxidase (XO) is overexpressed in HF 
patients, thus providing a mechanistic explanation for 
elevated SUA levels [6]. Indeed, high SUA concentra-
tions are strongly associated with disease severity and 
mortality in HF [7, 8]. However, whether the association 
between SUA and prognosis holds true across HF elderly 
patients with different degrees of left ventricular func-
tion remains unknown. This study investigated whether 
the association between SUA and prognosis is altered 
when elderly patients are stratified according to LVEF 
phenotype.

Materials and methods
Patients
A total of 1355 outpatients (> 60 years old) admitted 
to the Department of Cardiology, Chinese PLA Gen-
eral Hospital (Beijing, China), with a clinical diagnosis 
of chronic HF between January 2011 and January 2014 
were enrolled into the study. The diagnosis of chronic 
HF was based on standard guidelines such as the symp-
toms or signs, electrocardiograms, chest radiographs, 
and echocardiography [2]. Patients with left ventricle EF 
were categorized as having HFrEF (EF < 40%), HFmrEF 
(40%≦LVEF ≦ 49%) or HFpEF (LVEF ≥ 50%) [2]. Of the 
1355 patients, 339 (25.0%), 375 (27.7%) and 641 (47.3%) 
patients were included in the HFrEF, HFmrEF and HFpEF 
groups, respectively. Venous blood samples were drawn 
in the morning after overnight fast. Serum D-dimer, 
natriuretic peptides, albumin, creatinine, sodium, cho-
lesterol, hemoglobin, and SUA, were determined using 
standard laboratory procedures. Estimated glomerular 
filtration rate (eGFR) was calculated by the Modification 
of Diet in Renal Disease (MDRD) study Eq. [9]. Electronic 
medical records were used to obtain demographic vari-
ables, clinical data, laboratory values, echocardiographic 
parameters, and information on patients’ past medical 
history and medications. The study was approved by the 

Ethical Committee for Medical Research of Chinese PLA 
General Hospital and was conducted in accordance with 
the Helsinki Declaration. There were no specific exclu-
sion criteria other than age > 60 years. After a median fol-
low-up period of 18 months (interquartile range of 12 to 
29 months), data on cardiovascular deaths and HF rehos-
pitalization were obtained from the hospital medical 
records and telephone follow-up. Endpoints were cardio-
vascular death, HF rehospitalization and their composite.

Statistical analysis
Data analysis was performed using the Statistical Package 
for the Social Sciences (SPSS 26.0). Continuous variables 
are described as the mean ± standard deviation. Categori-
cal variables are expressed as frequencies and percent-
ages. The continuous variables with normal and skewed 
distributions were compared using analysis of variance 
and Kruskal-Wallis tests, respectively. Categorical vari-
ables were compared using the chi-square test. A multi-
variate logistic regression model was used to assess the 
independent association with AF. The odds ratios (ORs) 
with 95% confidence intervals (CIs) were calculated. The 
Kaplan-Meier method was used to evaluate the cumu-
lative survival rate for each outcome according to SUA 
quartiles. Differences between survival curves were ana-
lyzed using the log-rank test. Univariate and multivariate 
Cox regression models were used to analyze the asso-
ciation between the quartiles of SUA and outcomes. We 
recorded the multivariable hazard ratios (HRs) with 95% 
CIs. Univariate analysis for variables with a P value < 0.1 
were considered for use in the multivariate model along 
with age and sex. The null hypothesis was rejects for val-
ues of p < 0.05.

Results
Patient demographics
A total of 1355 patients with baseline SUA con-
centrations available were included (Table  1). The 
patients were mostly male (60.2%), with a mean age 
of 72.55 ± 8.02 years. In the whole cohort, left ven-
tricular EF averaged 48.05 ± 11.68%; specifically, there 
were 339 (25.0%) HFrEF, 375 (27.7%) HFmrEF, and 641 
(47.3%) HFpEF patients. In the whole cohort, SUA lev-
els averaged 372.09 ± 120.90 µmol/L. When analyz-
ing SUA concentration relative to LVEF phenotypes, 
HFrEF patients had significantly higher values of SUA 
with a median SUA value of 412.96 ± 139.59µmol/L, 
whereas HFmrEF and HFpEF groups had similar values, 
363.71 ± 117.55 and 355.16 ± 106.22µmol/L, respectively. 
The ranges of SUA for quartiles I-IV were ≤ 288.1µmol/L, 
288.1–356.0µmol/L, 356.0-437.5µmol/L and 
> 437.5µmol/L, respectively. The highest SUA quartile 
was associated with a higher NYHA class, longer length 
of stay, impaired heart function, male sex, lower systolic 
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blood pressure, lower sodium level, higher heart rate, 
higher D-dimer, higher N-terminal pro-brain natriuretic 
peptide level, higher rates of chronic kidney disease and 
more use of other diuretics, digoxin or spironolactone 
(Table  1). Most patients received therapy according to 
contemporary guidelines.

Factors associated to AF
Variables associated with AF were analyzed using multi-
variate logistic regression (Table 2). Multivariate regres-
sion analysis showed SUA (OR = 1.002, 95% CI 1.001 to 
1.004, P = 0.004) was independently associated with AF in 
elderly individuals with CHF.

SUA quartiles and outcome
At 18 months, a total of 92 cardiovascular deaths (6.8%), 
334 HF rehospitalization (24.6%), and 422 their com-
posite (31.1%) occurred in the whole cohort. Subjects in 
the highest quartile displayed a significantly higher risk 
for cardiovascular deaths, HF rehospitalization and their 
composite than those in the lowest quartile (adjusted HR: 
2.404, 95% CI: 1.178–4.906, P = 0.016; HR: 1.418, 95% CI: 
1.021–1.971, P = 0.037; HR: 1.439, 95% CI: 1.049–1.972, 
P = 0.024, respectively) (Table  3). In the HFrEF cohort, 
at 18 months, there were 47 cardiovascular deaths 
(13.9%), 106 HF rehospitalization (31.3%) and 153 their 
composite (45.1%). In the HFrEF cohort, patients in the 
highest quartile showed a substantially increased risk 
for cardiovascular deaths and the composite prognosis 

Table 1 Patients’ main characteristics
Variable Whole cohort 

(N = 1355)
Q1 sUA ≤ 288.1 
(N = 339)

Q2 sUA 288.1–
356 (N = 339)

Q3 sUA 356-
437.5 (N = 340)

Q4 sUA > 437.5 
(N = 337)

P 
value

Age (years) 72.55 ± 8.02 72.60 ± 7.98 72.33 ± 7.73 72.69 ± 8.16 72.57 ± 8.22 0.946
Male (%) 60.2 48.1 55.2 68.2ab 69.4ab < 0.001
Body mass index (kg/m2) 24.79 ± 3.83 24.30 ± 3.90 25.05 ± 3.73a 25.28 ± 3.76a 24.53 ± 3.88c 0.003
Systolic blood pressure (mmHg) 135.19 ± 20.44 137.55 ± 21.45 137.13 ± 20.16 135.74 ± 18.83 130.32 ± 20.51abc < 0.001
Diastolic blood pressure (mmHg) 75.30 ± 12.32 75.74 ± 12.45 75.42 ± 12.33 75.54 ± 11.84 74.48 ± 12.68 0.560
Heart rate (bpm) 77.44 ± 15.63 77.86 ± 15.98 77.01 ± 14.91 75.43 ± 15.38a 79.47 ± 16.01bc 0.008
Hypertension (%) 74.6 72.0 74.9 73.8 77.7 0.374
Coronary artery disease (%) 77.7 78.5 79.4 77.6 75.4 0.636
Diabetes mellitus (%) 36.1 38.6 35.7 34.4 35.6 0.698
Atrial fibrillation (%) 51.1 50.1 52.8 49.1 52.5 0.724
Chronic kidney disease (%) 34.4 12.4 22.1a 37.1ab 66.2abc < 0.001
D-dimer (ng/mL) 0.995 ± 1.679 0.935 ± 1.679 0.758 ± 1.171 0.797 ± 0.944 1.493 ± 2.430abc < 0.001
NT-proBNP (pg/mL) 3199.13 ± 5299.74 2168.67 ± 3310.89 2189.35 ± 3007.43 2476.91 ± 4077.70 5980.14 ± 8117.76abc < 0.001
Albumin (g/L) 39.21 ± 4.14 38.77 ± 4.45 39.83 ± 3.84a 39.63 ± 3.87a 38.61 ± 4.24bc < 0.001
Creatinine (mg/dL) 97.22 ± 50.94 77.39 ± 38.28 86.44 ± 40.67a 96.20 ± 32.96ab 129.06 ± 68.48abc < 0.001
Sodium (mmol/L) 140.55 ± 3.92 140.57 ± 4.54 140.74 ± 3.72 140.92 ± 3.29 139.96 ± 3.98abc 0.010
Cholesterol (mmol/L) 3.88 ± 0.98 3.83 ± 1.00 4.00 ± 0.96a 3.92 ± 0.98 3.79 ± 0.97b 0.021
Haemoglobin (g/L) 129.83 ± 19.81 127.59 ± 17.84 131.17 ± 17.73a 132.32 ± 19.56a 128.24 ± 23.31c 0.004
LVEF (%) 48.05 ± 11.68 50.09 ± 11.10 49.53 ± 11.13 48.14 ± 11.98a 44.44 ± 11.70abc < 0.001
Left atrial diameter (mm) 41.67 ± 6.42 40.32 ± 6.46 41.29 ± 6.34a 41.73 ± 6.03a 43.35 ± 6.50abc < 0.001
LVESD (mm) 37.98 ± 9.47 35.73 ± 8.00 37.14 ± 8.85a 38.24 ± 9.96a 40.83 ± 10.21abc < 0.001
LVEDD (mm) 50.85 ± 8.82 48.73 ± 7.49 50.20 ± 8.17a 51.26 ± 9.14a 53.22 ± 9.73abc < 0.001
ACEI or ARB (%) 60.3 58.4 59.6 62.6 60.5 0.713
Calcium-channel blockers (%) 44.5 44.5 45.1 44.1 44.2 0.993
Beta-blockers (%) 74.0 70.8 76.7 71.5 77.2 0.113
Other diuretics (%) 45.5 28.3 41.6a 41.2a 70.9abc < 0.001
Digoxin (%) 28.7 19.2 25.4 27.9a 42.4abc < 0.001
Nitrates (%) 63.8 64.9 63.1 63.5 63.5 0.966
Aspirin/clopidogrel (%) 77.3 76.7 79.4 82.1 70.9bc 0.004
Warfarin (%) 15.4 17.1 14.7 12.9 16.9 0.386
Statins (%) 78.4 82.3 84.1 79.1 68.0abc < 0.001
Spironolactone (%) 45.9 31.9 41.3a 46.5a 64.1abc < 0.001
Length of stay (days) 11.33 ± 8.56 11.15 ± 8.64 10.74 ± 7.93 10.51 ± 7.24 12.92 ± 10.04abc 0.001
NYHA class III/IV (%) 36.3 26.9 26.5 35.0ab 56.7abc < 0.001
Data are expressed as mean ± SD or patient numbers (%). NT-proBNP, N-terminal pro-brain natriuretic peptide; LVEF, left ventricular ejection fraction; LVESD, left 
ventricular end systolic diameter; LVEDD, left ventricular end diastolic diameter; ACEI, angiotensin-converting enzyme inhibitor; ARB, angiotensin II receptor 
blocker; NYHA, New York Heart Association. Compared with Q1 group, aP<0.05; Compared with Q2 group, bP<0.05; Compared with Q3 group, cP<0.05
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compared to the lowest quartile (adjusted HR: 5.124, 
95% CI: 1.457–18.012, P = 0.011; HR: 1.656, 95% CI: 
1.017–2.697, P = 0.043, respectively) (Table  3). Among 
HFmrEF patients, at 18 months, there were 24 cardiovas-
cular deaths (6.1%), 84 HF rehospitalization (21.4%) and 
107 their composite (27.3%). In the HFmrEF cohort, an 
increase in the risk of cardiovascular deaths and the com-
posite prognosis associated with the highest SUA quartile 
was also seen (adjusted HR: 3.923, 95% CI: 1.250–12.308, 
P = 0.019; HR: 2.504, 95% CI: 1.380–4.543, P = 0.003, 
respectively) (Table  3). The cumulative survival rate for 
each outcome due to heart failure as a function of SUA 

quartiles in the overall cohort and left ventricle EF sub-
groups of elderly patients admitted with chronic HF were 
determined using Kaplan-Meier curve analysis (Fig.  1, 
Figs. 2 and 3).

Discussion
In our study, elevated SUA concentrations indicated a 
substantially higher risk of future adverse outcomes in a 
large, contemporary cohort of elderly chronic HF inpa-
tients, independent of other prognostic markers. Impor-
tantly, our data are the first to show that the adverse 
prognostic value of elevated SUA in elderly patients with 
chronic HF is not confined to HFrEF or HFpEF patients, 
as can be documented in other HF phenotypes as catego-
rized based on left ventricle EF.

We discovered that SUA is an important factor associ-
ated to AF in elderly patients with chronic HF. Existing 
studies strongly suggest that hyperuricemia is indepen-
dently associated with the increasing incidence of AF. 
Experimental and clinical data indicate that SUA is impli-
cated in the pathophysiology of AF via activation of 
inflammation, oxidative stress, and fibrosis induced atrial 
remodeling. Briefly, atrial remodeling involves electro-
physiological and structural abnormalities that promote 
the development of SUA induced AF. Also, SUA induced 
AF activates apoptosis and immune system [10]. The 
prevalence of AF is increasing as the population ages. HF 
and AF often coexist and each condition can promote 
the other, with an associated increase in overall morbid-
ity and mortality [11]. Furthermore, physiological rela-
tions between AF and HF are multifactorial and causally 
intertwined [12]. So, a higher SUA was associated with 
an increased risk of AF which may make the prognosis of 
HF become worse in the elderly with chronic HF.

Our study found that SUA levels are associated with 
poor clinical outcomes in elderly patients with chronic 
HF, not only because of renal function or diuretic dose, 
but also because SUA itself has direct effects likely to be 
harmful in HF [13]. High SUA could also reflect increased 
xanthine oxidase activity, and this, in turn, might result 
in oxidative stress, which is thought to play a detrimental 
role in HF [14]. For example, SUA may have proinflam-
matory and proliferative actions and cause endothe-
lial dysfunction [15]. Moreover, systemic inflammation 
and endothelial dysfunction possibly associated with 
SUA are also postulated to be consequences of HF [16]. 
Interestingly, recent findings indicate that elevated SUA 
is associated with higher cytokine levels and a greater 
inflammatory response, which suggests that inflamma-
tion may play an important role [17]. However, we did 
not measure cytokine concentrations in our study, and 
therefore, the precise role of elevated SUA in this context 
remains to be determined.

Table 2 Effects of Multiple Variables on atrial fibrillation in 
Multivariate Logistic Regression Analysis
Variable Odds 

ratio
95% 
Confidence 
interval

P

Age (year) 1.056 1.033–1.079 < 0.001
Diastolic blood pressure (mmHg) 1.015 1.002–1.029 0.028
Heart rate (bpm) 1.016 1.005–1.028 0.005
Coronary artery disease (%) 0.475 0.300-0.751 0.001
Uric acid (µmol/L) 1.002 1.001–1.004 0.004
Creatinine (mg/dL) 0.996 0.993-1.000 0.043
Haemoglobin (g/L) 1.013 1.003–1.022 0.010
Left ventricular ejection fraction (%) 1.112 1.085–1.138 < 0.001
Left atrial diameter (mm) 1.136 1.101–1.172 < 0.001
Left ventricular end systolic diameter 
(mm)

1.015 1.002–1.029 0.028

Warfarin (%) 8.669 4.439–16.928 < 0.001

Table 3 Cardiovascular deaths, Heart failure rehospitalization 
and their composite by highest serum uric acid quartile in the 
whole population, and according to ejection fraction categories
Cardiovascu-
lar death

Serum 
Uric 
acid

N (%) Multivariable HR P 
value

Whole 
population

> 437.5 46/337 
(13.6%)

2.404 (1.178–4.906) 0.016

HFrEF > 492.0 22/84 (26.2%) 5.124 (1.457–18.012) 0.011
HFmrEF > 431.4 14/98 (14.3%) 3.923 (1.250-12.308) 0.019
HFpEF > 416.1 8/156 (5.1%) 0.902 (0.224–3.640) 0.885
Heart failure rehospitalization
Whole 
population

> 437.5 99/337 
(29.4%)

1.418 (1.021–1.971) 0.037

HFrEF > 492.0 21/84 (25.0%) 0.887 (0.483–1.627) 0.698
HFmrEF > 431.4 26/98 (26.5%) 1.801 (0.896–3.621) 0.099
HFpEF > 416.1 45/156 

(28.8%)
1.030 (0.622–1.705) 0.908

Cardiovascular death or heart failure rehospitalization
Whole 
population

> 437.5 144/337 
(42.7%)

1.439 (1.049–1.972) 0.024

HFrEF > 492.0 43/84 (51.2%) 1.656 (1.017–2.697) 0.043
HFmrEF > 431.4 40/98 (40.8%) 2.504 (1.380–4.543) 0.003
HFpEF > 416.1 52/156 

(33.3%)
0.913 (0.567–1.470) 0.709
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Our study found that in hospitalized elderly patients 
with chronic HF, SUA is an independent prognosticator 
of adverse outcomes, which can be seen in HFrEF and 
HFmrEF patients. SUA has been incorporated in HF risk 
scores [18], and the European HF guidelines report that 
hyperuricemia is common and is associated with worse 
prognosis in HFrEF patients [2]. HFmrEF is an interme-
diate clinical entity between HFrEF and HFpEF groups in 
some respects but is more like HFrEF in others, in partic-
ular with regard to the high prevalence of ischemic heart 
disease in these patients [19]. Elevated SUA is associated 
with poor outcomes in patients after MI complications 
due to reduced LV function, HF, or both. Xanthine oxi-
dase is an enzyme that is crucially involved in myocardial 
degradation of ATP and purine and a source of reactive 
oxygen species. Previous work has shown that in HF, the 
xanthine oxidase inhibitor allopurinol reduces oxidative 
stress and ameliorates myocardial energy deficiency [20]. 
One may speculate that SUA is an indicator of the degree 

of myocardial energy status. Moreover, SUA has been 
identified as a DAMP (danger-associated molecular pat-
tern molecule) that can trigger and maintain proinflam-
matory responses and may be related to cardiovascular 
morbidity [21]. Novel mechanistic insights into allopu-
rinol have prompted clinical evaluation as a putative HF 
therapeutic.

Study limitations
This study has several limitations. First, it was a single 
center and observational study with a limited number 
of patients. While follow-up lasted 18 months, it is pos-
sible that a longer follow-up would have allowed us to 
obtain further information so that the results should be 
considered to support the hypothesis and not to delin-
eate cause and effect. Second, only baseline measure-
ments of SUA levels were available, therefore, it was not 
possible to assess changes in SUA levels over time and to 
evaluate the implications of these changes on chronic HF 

Fig. 1 Kaplan-Meier survival curves for cardiovascular death according to uric acid quartiles in the whole population (panel A1), heart failure with re-
duced ejection fraction (panel B1), heart failure with mid-range ejection fraction (panel C1), and heart failure with preserved ejection fraction (panel D1)
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outcomes. Third, unmeasured confounders may have not 
been considered in our analysis, and there was a differ-
ence in sample size among left ventricle EF strata, which 
could have affected risk estimate precision. Fourth, the 
proportion of more severe heart failure cases (NYHA 
heart failure class III/IV) was relatively low; thus, the 
results support the hypothesis, but future systematic 
studies are needed to confirm these findings.

Conclusion
In a large, contemporary cohort of hospitalized elderly 
patients with chronic HF, high SUA levels were indepen-
dently associated with worse outcome in cardiovascular 
death, HF rehospitalization and their composite over 
long-term follow-up. Our data also indicate for the first 
time that the adverse prognostic role of elevated SUA can 
be seen in elderly HFrEF and HFmrEF patients, which is 
associated with a high prevalence of ischemic heart dis-
ease in these patients. Considering that SUA is an easily 

available and inexpensive biomarker, it may represent a 
useful tool in the prognostic stratification of all patients 
with chronic HF.

Fig. 2 Kaplan-Meier survival curves for heart failure rehospitalization according to uric acid quartiles in the whole population (panel A2), heart failure 
with reduced ejection fraction (panel B2), heart failure with mid-range ejection fraction (panel C2), and heart failure with preserved ejection fraction 
(panel D2)

 



Page 7 of 8Yan et al. BMC Cardiovascular Disorders          (2023) 23:589 

Acknowledgements
The authors thank the other investigators, the staff, and the participants of the 
studies for their valuable contributions.

Authors’ contributions
(1) Conception and design: Yong-Qiang Yang, Hai-Ying Tang, Kun-Lun He; (2) 
Analysis and interpretation of data: Wei Yan, Yong-Qiang Yang; (3) Drafting 
of the manuscript: Wei Yan, Yong-Qiang Yang; (4) Final approval of the 
manuscript submitted: All authors.

Funding
The authors did not receive any funding.

Data Availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Ethical Committee for Medical Research 
of Chinese PLA General Hospital and conducted following institutional 
guidelines and Helsinki’s Declaration. Due to the retrospective nature of this 
study, basic information and disease diagnoses about patients needed to be 

retrieved from the hospital medical records department. Because the patient’s 
privacy was not violated in the study, the Ethics Committee of the Chinese 
PLA General Hospital agreed with the exemption of informed consent.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 14 April 2023 / Accepted: 4 October 2023

References
1. Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE Jr, Colvin MM, et al. 2017 

ACC/AHA/HFSA focused update of the 2013 ACCF/AHA Guideline for the 
management of Heart failure: a report of the American College of Cardiol-
ogy/American Heart Association Task Force on Clinical Practice Guidelines 
and the heart failure society of America. J Am Coll Cardiol. 2017;70:776–803.

2. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JGF, Coats AJS, et al. 2016 
ESC Guidelines for the diagnosis and treatment of acute and chronic heart 

Fig. 3 Kaplan-Meier survival curves for cardiovascular death or heart failure rehospitalization according to uric acid quartiles in the whole population 
(panel A3), heart failure with reduced ejection fraction (panel B3), heart failure with mid-range ejection fraction (panel C3), and heart failure with pre-
served ejection fraction (panel D3)

 



Page 8 of 8Yan et al. BMC Cardiovascular Disorders          (2023) 23:589 

failure: the Task Force for the diagnosis and treatment of acute and chronic 
heart failure of the European Society of Cardiology (ESC)developed with 
the special contribution of the heart failure Association (HFA) of the ESC. Eur 
Heart J. 2016;37:2129–200.

3. Wang R, Song Y, Yan Y, Ding Z. Elevated serum uric acid and risk of cardio-
vascular or all-cause mortality in people with suspected or definite coronary 
artery disease: a meta-analysis. Atherosclerosis. 2016;254:193–9.

4. Grossman C, Grossman E, Goldbourt U. Uric acid variability at midlife as an 
independent predictor of coronary heart disease and all-cause mortality. 
PLoS ONE. 2019;14:e0220532.

5. Selvaraj S, Claggett BL, Pfeffer MA, Desai AS, Mc Causland FR, McGrath MM, 
et al. Serum uric acid, influence of sacubitril-valsartan, and cardiovascular 
outcomes in heart failure with preserved ejection fraction: PARAGON-HF. Eur 
J Heart Fail. 2020;22:2093–101.

6. Otaki Y, Watanabe T, Kinoshita D, Yokoyama M, Takahashi T, Toshima T, et 
al. Association of plasma xanthine oxidoreductase activity with severity 
and clinical outcome in patients with chronic heart failure. Int J Cardiol. 
2017;228:151–7.

7. Piepoli MF, Salvioni E, Corrà U, Doni F, Bonomi A, La Gioia R, et al. Increased 
serum uric acid level predicts poor prognosis in mildly severe chronic heart 
failure with reduced ejection fraction. An analysis from the MECKI score 
research group. Eur J Intern Med. 2020;72:47–52.

8. Mantovani A, Targher G, Temporelli PL, Lucci D, Gonzini L, Nicolosi GL, et al. 
Prognostic impact of elevated serum uric acid levels on long-term outcomes 
in patients with chronic heart failure: a post-hoc analysis of the GISSI-HF 
(Gruppo Italiano per lo Studio della Sopravvivenza nella Insufficienza 
Cardiaca-Heart failure) trial. Metabolism. 2018;83:205–15.

9. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate 
method to estimate glomerular filtration rate from serum creatinine: a new 
prediction equation. Modification of Diet in Renal Disease Study Group. Ann 
Intern Med. 1999;130:461–70.

10. Yawen Deng F, Liu X, Yang YX. The key role of uric acid in oxidative stress, 
inflammation, fibrosis, apoptosis, and immunity in the pathogenesis of Atrial 
Fibrillation. Front Cardiovasc Med. 2021;8:641136.

11. Matthew A, Carlisle M, Fudim AD, DeVore, Jonathan P, Piccini. Heart failure 
and Atrial Fibrillation, like fire and fury. JACC Heart Fail. 2019;7(6):447–56.

12. Naoki Taniguchi Y, Miyasaka Y, Suwa S, Harada E, Nakai. Ichiro Shiojima. Heart 
failure in Atrial Fibrillation - An Update on clinical and echocardiographic 
implications. Circ J. 2020;84(8):1212–7.

13. Din SE, Salem UAA, Abdulazim MM. Uric acid in the pathogenesis of meta-
bolic, renal, and cardiovascular diseases: a review. J Adv Res. 2017;8:537–48.

14. Packer M. Uric acid is a biomarker of oxidative stress in the failing heart: 
Lessons learned from trials with Allopurinol and SGLT2 inhibitors. J Card Fail. 
2020;26:977–84.

15. Prasad M, Matteson EL, Herrmann J, Gulati R, Rihal CS, Lerman LO, et al. Uric 
acid is Associated with inflammation, coronary microvascular dysfunc-
tion, and adverse outcomes in Postmenopausal Women. Hypertension. 
2017;69:236–42.

16. Lam CS, Lund LH. Microvascular endothelial dysfunction in heart failure with 
preserved ejection fraction. Heart. 2016;102:257–9.

17. Mandurino-Mirizzi A, Cornara S, Somaschini A, Demarchi A, Galazzi M, Puccio 
S, et al. Elevated serum uric acid is associated with a greater inflammatory 
response and with short- and long-term mortality in patients with ST-
segment elevation myocardial infarction undergoing primary percutaneous 
coronary intervention. Nutr Metab Cardiovasc Dis. 2021;31:608–14.

18. Li S, Marcus P, Núñez J, Núñez E, Sanchis J, Levy WC. Validity of the Seattle 
Heart failure model after heart failure hospitalization. ESC Heart Fail. 
2019;6:509–15.

19. Vedin O, Lam CSP, Koh AS, Benson L, Teng THK, Tay WT, et al. Significance of 
ischemic heart disease in patients with heart failure and preserved, Midrange, 
and reduced ejection fraction: a Nationwide Cohort Study. Circ Heart Fail. 
2017;10:e003875.

20. Cicero AFG, Cosentino ER, Kuwabara M, Degli Esposti D, Borghi C. Effects of 
allopurinol and febuxostat on cardiovascular mortality in elderly heart failure 
patients. Intern Emerg Med. 2019;14:949–56.

21. Pellegrini L, Foglio E, Pontemezzo E, Germani A, Russo MA, Limana F. HMGB1 
and repair: focus on the heart. Pharmacol Ther. 2019;196:160–82.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	Serum uric acid and outcome in hospitalized elderly patients with chronic heart failure through the whole spectrum of ejection fraction phenotypes
	Abstract
	Introduction
	Materials and methods
	Patients
	Statistical analysis

	Results
	Patient demographics
	Factors associated to AF
	SUA quartiles and outcome

	Discussion
	Study limitations

	Conclusion
	References


