Int. J. Med. Sci. 2026, Vol. 1 53

05y IVYSPRING . . .
%’yﬁﬁ IR TONAL PRI International Journal of Medical Sciences
Research Paper

2026; 23(1): 53-62. doi: 10.7150/ijms.109742

Sex-Specific Associations Between Hyperuricemia and
Kidney Stone Disease in a Large Taiwanese Cohort

Meng-Shiang Liu!, Shuo-Hung Wang!, Jia-In Lee2, Szu-Chia Chen345¢, Shu-Pin Huang”8910, Jiun-Hung
Geng678911

Department of Post-Baccalaureate Medicine, College of Medicine, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.
Department of Psychiatry, Kaohsiung Medical University Hospital, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.
Department of Internal Medicine, Kaohsiung Municipal Siaogang Hospital, Kaohsiung Medical University, Kaohsiung 812015, Taiwan.
Department of Internal Medicine, Division of Nephrology, Kaohsiung Medical University Hospital, Kaohsiung Medical University, Kaohsiung 807378,
Taiwan.

Faculty of Medicine, College of Medicine, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.

Research Center for Environmental Medicine, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.

Graduate Institute of Clinical Medicine, College of Medicine, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.

Department of Urology, Kaohsiung Medical University Hospital, Kaohsiung Medical University, Kaohsiung 807378, Taiwan.
Department of Urology, School of Medicine, College of Medicine, Kaohsiung Medical University 807378, Kaohsiung, Taiwan.

Institute of Medical Science and Technology, College of Medicine, National Sun Yat-Sen University, Kaohsiung 804201, Taiwan.
Department of Urology, Kaohsiung Municipal Siaogang Hospital, Kaohsiung 812015, Taiwan.

LN

HEY XN G

= o

P4 Corresponding author: Jiun-Hung Geng, Department of Urology, Kaohsiung Municipal Siaogang Hospital, Kaohsiung, Taiwan. No. 482, Shanming Rd,
Xiaogang District, Kaohsiung City 812, Taiwan, Tel. +886(7)3208212; Fax: +886(7)3211033; E-mail: u9001090@hotmail.com.

© The author(s). This is an open access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/).
See https:/ /ivyspring.com/terms for full terms and conditions.

Received: 2025.01.02; Accepted: 2025.10.16; Published: 2026.01.01

Abstract

Background: Kidney stone disease (KSD) is a growing global health issue, while hyperuricemia has been
linked to various health conditions. This study aimed to explore the association between hyperuricemia
and KSD.

Methods: This study analyzed the data of 118,963 generally healthy participants aged 30-70 years from
the Taiwan Biobank. KSD was defined based on self-reported diagnoses, and hyperuricemia was defined
as a serum uric acid level > 7 mg/dL in men and > 6 mg/dL in women. Key variables including age, sex,
body mass index, lifestyle factors, presence of hypertension, diabetes, and chronic kidney disease were
recorded. Statistical analysis was conducted using descriptive statistics and logistic regression to evaluate
the association between hyperuricemia and KSD. Odds ratios (ORs) and corresponding 95% confidence
intervals (Cls) were reported, with statistical significance set at p < 0.05. An additional causal mediation
analysis was performed to assess the mediating role of gout.

Results: Among the 118,963 participants, 23,094 (19.4%) had hyperuricemia. Those with hyperuricemia
were older, had a higher body mass index, and were more likely to smoke, consume alcohol, and have
elevated blood pressure. They also had higher rates of comorbidities such as hypertension, diabetes,
metabolic syndrome, chronic kidney disease, and gout, along with worse laboratory profiles. Multivariable
analysis revealed that hyperuricemia was significantly associated with an increased risk of KSD (OR:
1.155, 95% Cl: 1.089-1.224, p < 0.001). When stratified into four exposure groups, the prevalence of
KSD was 5.4% in participants without hyperuricemia or gout, 8.5% in those with hyperuricemia alone,
17.0% in those with gout alone, and 15.7% in those with both conditions; the adjusted ORs were 1.178,
1.522, and 1.505, respectively, compared with the reference group. The risk was more pronounced in
females, particularly those in higher uric acid quartiles, whereas in males, the association was weaker and
became nonsignificant after full adjustments. Mediation analysis further indicated that gout explained
approximately 24% of the association between hyperuricemia and KSD, while the direct effect of
hyperuricemia on KSD remained significant.

Conclusion: Hyperuricemia was an independent risk factor for KSD in this large Taiwanese cohort
study, with a stronger association observed in females. Gout partially mediates this relationship,
suggesting overlapping yet distinct pathways linking hyperuricemia to kidney stone formation. These
findings underscore the importance of sex-specific management strategies for KSD. Routine monitoring
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of serum uric acid levels is recommended to mitigate KSD risk, especially among high-risk individuals.
Future research should focus on elucidating the long-term impact of hyperuricemia on KSD and tailoring
prevention strategies to regional and population-specific needs.
Introduction
Kidney stones represent a significant global of metabolic syndrome 4. Meanwhile, recent

health issue and negatively affect urinary health. The
incidence rates are increasing worldwide, and
particularly in specific regions and populations. For
example, ultrasound surveys reported a prevalence of
6.4% in China !, while there was a steady increase
from 2007 to 2018 in the US 2. In Taiwan, kidney stone
cases are increasing, influenced by lifestyle factors
such as obesity and metabolic syndrome 3-.
Importantly, kidney stones are associated with health
risks including acute pain, infection, and chronic
kidney disease (CKD), underscoring the urgent need
for effective prevention and treatment strategies.

The development of kidney stone disease (KSD)
is influenced by several risk and protective factors.
Key risk factors include lifestyle choices such as
smoking, alcohol consumption, and physical
inactivity®. Obesity and metabolic syndrome also
significantly increase the risk of stone formation, with
a strong correlation between higher body mass index
(BMI) and the development of KSD 35. Although men
have historically exhibited a higher prevalence of
kidney stones, recent epidemiologic evidence
indicates a narrowing sex gap in KSD risk,
particularly in younger and postmenopausal women
7. These changes are thought to reflect shifts in
metabolic health, hormone levels, and lifestyle factors.
Genetic predispositions, particularly in calcium and
vitamin D metabolism, have also been shown to
increase the susceptibility to kidney stones 8.
Conversely, maintaining a healthy weight, engaging
in regular physical activity, and ensuring adequate
hydration have been shown to be protective factors,
reducing the likelihood of stone formation 910. Dietary
measures such as limiting sodium and oxalate-rich
foods have also been shown to help prevent kidney
stones 1112,

Kidney stone composition also differs markedly
across age, sex, and metabolic profiles. Calcium
oxalate stones are the most common overall,
particularly in younger to middle-aged men. In
contrast, uric acid stones are more prevalent in older
individuals, especially men with metabolic syndrome
or type 2 diabetes, due to low urinary pH and insulin
resistance 13. Brushite stones, a rare and aggressive
subtype of calcium phosphate stones,
disproportionately affect younger men with elevated
urinary pH and low citrate levels, even in the absence

epidemiologic trends have revealed a growing
prevalence of kidney stones among women,
particularly during reproductive and postmenopausal
periods. This is likely driven by increasing rates of
obesity, hypertension, and insulin resistance, which
are known to favor uric acid and calcium phosphate
stone formation 1516, These demographic and
metabolic differences underscore the importance of
considering sex-specific factors when evaluating KSD
risk.

Chronic hyperuricemia is a well-established risk
factor for gout and has also been linked to several
metabolic and cardiovascular conditions 1719,
Elevated uric acid levels can lead to monosodium
urate crystal deposition, triggering painful gout flares
and joint inflammation 2. Beyond its role in gout,
hyperuricemia has been increasingly recognized as a
marker of broader metabolic dysfunction. While the
causal relationships remain under investigation, its
associations with inflammatory processes, oxidative
stress, and endothelial dysfunction suggest a potential
role in various disease pathways 17-20. These systemic
effects underscore the clinical importance of
monitoring and managing serum uric acid levels in
individuals at risk for urate-related complications.

Hyperuricemia is also a key factor in the
development of kidney stones, particularly through
the crystallization of uric acid in the urinary tract.
Elevated serum uric acid levels are associated with
increased urinary uric acid excretion, which, when
combined with low urinary pH, leads to uric acid
stone formation %. In addition to the formation of
urate crystals, hyperuricemia has been shown to
contribute to kidney stone formation due to its
pro-inflammatory effects 21. The accumulation of urate
crystals in the renal tubules can induce inflammation
and oxidative stress, further impairing kidney
function 2. Mendelian randomization studies have
identified a causal relationship between serum uric
acid levels and urolithiasis, and shown the increased
susceptibility ~ of  individuals with  genetic
predispositions 2. These findings underscore the
importance of managing hyperuricemia through
lifestyle changes and pharmacological interventions,
including urate-lowering therapies, to prevent the
development of kidney stones and protect renal
function.
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Importantly, sex-based physiological differences
may  influence  the  relationship  between
hyperuricemia and the risk of kidney stone formation.
However, large-scale studies investigating the
sex-specific impact of hyperuricemia in this context
remain limited. Therefore, this study aimed to
examine their association in a large Taiwanese cohort,
with particular emphasis on sex differences in risk
and susceptibility.

Materials and Methods

Study population

This study used data from the Taiwan Biobank
(TWB)%», a large-scale, population-based cohort
established to investigate genetic, environmental, and
lifestyle factors influencing the health of Taiwanese
adults. The TWB recruited generally healthy
individuals aged 30 to 70 years from 29 regional
collection sites between 2009 and 2018, focusing on
participants without major chronic diseases (e.g.,
cancer, diabetes, cardiovascular diseases). At baseline,
comprehensive data were collected, including
biological samples (blood, urine, saliva), physical
measurements (e.g., height, weight, blood pressure),
and detailed health questionnaires covering lifestyle
habits, medical history, and family health
background. Standardized protocols ensured high
data quality, with key biomarkers such as HbAlc and
lipid profiles measured in laboratory tests. For this
analysis, a total of 119,037 participants were initially
enrolled, with 74 individuals excluded due to missing
data on systolic blood pressure or HbAlc, resulting in
a final sample of 118,963 participants (Figure 1). The
TWB dataset provides a robust platform for exploring
the complex interplay between genetic predisposition
and environmental exposure, supporting studies on
disease risk factors and precision medicine initiatives
in Taiwan.

Disease definitions

The presence of KSD was defined based on

self-reported diagnoses. Hyperuricemia was defined
as an elevated serum uric acid level of >7 mg/dL (420
pmol/L) in men and > 6 mg/dL (360 pumol/L) in
women %4,

Variable selection

The key variables included age, sex, BMI,
lifestyle factors, and clinical markers. Age and sex
were included due to their known influence on stone
formation, with older individuals and males having a
higher risk 2. BMI was included due to its known link
with KSD risk 262, Lifestyle factors including
smoking, alcohol consumption, and physical activity
were also recorded, as they are known to affect
metabolic health. Hypertension, diabetes, CKD, and

gout, were included due to their established
associations with kidney stones 2. Related
biochemical markers including fasting glucose,

estimated glomerular filtration rate (eGFR), and lipid
profiles, were also examined.

Statistical analysis

Descriptive statistics were used to summarize
the baseline characteristics of the study participants.
Continuous variables were presented as means with
standard deviations, while categorical variables were
expressed as frequencies and percentages. Group
differences between participants with and without
hyperuricemia were evaluated using independent
t-tests for continuous variables and chi-square tests
for categorical variables. To assess the association
between hyperuricemia and KSD, univariate binary
logistic regression was performed, and odds ratios
(ORs) and 95% confidence intervals (Cls) were
calculated for each variable. Variables found to be
significant in the univariate analysis were
subsequently included in a multivariate binary
logistic regression model to identify independent
predictors of KSD. To examine the dose-response
relationship between serum uric acid levels and KSD,
the participants were stratified into quartiles based on
their serum wuric acid concentration. Logistic

Control group
(N =95,869)

119,037 participants recruited
(Aged 30-70, healthy, 2009-2018)

Missing systolic blood pressure data (N=24)
Missing HbA1c data (N=50)

Final analysis: 118,963 participants

Hyperuricemia group
(N =23,094)

l

Figure 1. Flowchart of participant recruitment and study inclusion
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regression models were applied, with the first quartile
serving as the reference group. In addition, to
evaluate whether gout mediates the relationship
between hyperuricemia and KSD, causal mediation
analysis was performed using the nonparametric
bootstrap method with 1,000 simulations 2. The total
effect, direct effect, indirect (mediated) effect, and the
proportion mediated were estimated, adjusting for
the same covariates as in the multivariate logistic
regression model. Statistical significance was set at p
< 0.05. All analyses were conducted using SPSS
version 26 (IBM Corp., Armonk, NY, USA) and R
version 4.5.1 (R Foundation for Statistical Computing,
Vienna, Austria).

Table 1. Basic characteristics of the participants

Hyperuricemia exposure

Characteristics Total No exposure Exposure P
=118,963 95,869 23,094 value
Demographic data
Age, yr 50+11 50+11 51+11 <0.001
Women n (%) 76,250(64.1)  65,890(68.7)  10,360(44.9)  <0.001
Body mass index, kg/m? 24224378 23.67+353 2650+3.93 <0.001
Smoking status, ever, n (%) 32,425(27.3)  23,728(24.8)  8,697(37.7) <0.001
Alcohol status, yes, n (%) 10,137(8.5) 6,921(7.2) 3,216(13.9) <0.001
Physical activity, yes, n (%) 48,325 (40.6) 38,660 (40.3) 9,665 (41.9)  <0.001
Systolic blood pressure, 120.52 + 118.93 + 12715+ <0.001

mmHg 18.67 18.36 18.46

Diastolic blood pressure, 73.83+11.40 72.74+11.11 78.38+11.47 <0.001

mmHg

Comorbidity

Hypertension, n (%) 14,581(12.3)  9,750(10.2)  4,831(20.9)  <0.001
Diabetes mellitus, n (%) 6,113(5.1) 4,655(4.9) 1,458(6.3) <0.001
Metabolic syndrome 35,246(29.6)  24,033(25.1) 11,213(48.6)  <0.001
CKD, n (%) 1,892(1.6) 765(0.8) 1,127(4.9) <0.001
Gout, n (%) 4,558(3.8) 1,663(1.7) 2,895(12.5)  <0.001
Lab data

HbAlc, % (%) 5.8+0.8 57+08 59+0.7 <0.001
eGFR, ml/min/1.73 m? 103424 10624 91+21 <0.001
BUN, mg/dL 13.11£3.92 12.82+3.60 14.32+4.84 <0.001
Creatinine, mg/dL 0.72+0.31 0.69 +0.26 0.85 +0.44 <0.001
Uric acid 543 +1.43 4.93 £0.99 7.50 +1.02 <0.001
Kidney stone disease, n (%) 7,550 (6.3%) 5,379 (5.6%) 2,171 (9.4%) <0.001

11.11 mmHg, p < 0.001). Clinically, participants with
hyperuricemia also had a higher prevalence of
hypertension (20.9% vs. 10.2%, p < 0.001), diabetes
mellitus (6.3% vs. 4.9%, p < 0.001), metabolic
syndrome (48.6% vs. 25.1%, p < 0.001), CKD (4.9% vs.
0.8%, p < 0.001), gout (12.5% vs. 1.7%, p < 0.001), and
KSD (9.4% vs. 5.6%, p < 0.001). In addition, the
laboratory profiles of the participants with
hyperuricemia were worse than those without
hyperuricemia, with higher levels of HbAlc,
creatinine, blood urea nitrogen (BUN), and uric acid
(all p <0.001).

Univariate binary logistic regression analysis
demonstrated that hyperuricemia was significantly
associated with an increased risk of kidney stones
(OR: 1.744, 95% CI: 1.656-1.837, p < 0.001) (Table 2).
Other significant predictors of kidney stone formation
included older age (OR: 1.036 per year, 95% CI: 1.034-
1.039, p < 0.001), female sex (OR: 2.914, 95% CI: 2.778-
3.057, p < 0.001), higher BMI (OR: 1.075, 95% CI:
1.069-1.081, p < 0.001), smoking (OR: 1.973, 95% CL
1.881-2.069, p < 0.001), and alcohol consumption (OR:
1.722, 95% CI: 1.606-1.847, p < 0.001). Clinical
conditions such as hypertension, diabetes mellitus,
metabolic syndrome, CKD, and gout also emerged as
significant risk factors, with ORs all exceeding 2.0 (all
p < 0.001). Laboratory markers including higher
HbA1lc, BUN, creatinine, and uric acid levels were
also associated with a higher odds of kidney stone
formation.

Table 2. The association between hyperuricemia and kidney
stone disease based on univariate binary logistic regression
analysis

CKD = chornic kidney disease; HbAlc = Hemoglobin Alc; eGFR = estimated
glomerular filtration rate; BUN = blood urea nitrogen

Results
Of the 118,963 participants, 23,094 had
hyperuricemia and 95,869 did not (Table 1).

Significant differences were observed across various
demographic, lifestyle, and clinical characteristics.
The participants with hyperuricemia were older (51 +
11 vs. 50 £ 11 years, p < 0.001), had a higher BMI (26.50
* 3.93 vs. 23.67 £ 3.53 kg/m?, p < 0.001), and were
more likely to smoke (37.7% vs. 24.8%, p < 0.001),
consume alcohol (13.9% vs. 7.2%, p < 0.001), and have
elevated systolic and diastolic blood pressure (127.15
+18.46 vs. 118.93 £ 18.36 and 78.38 + 11.47 vs. 72.74

Characteristic Odds ratio (95% CI) P value
Age (per 1 year) 1.036(1.034-1.039) <0.001
Women (vs. men) 2.914(2.778-3.057) <0.001
Body mass index (per 1 kg/m?) 1.075(1.069-1.081) <0.001
Smoking status, ever (vs. never) 1.973(1.881-2.069) <0.001
Alcohol status, ever (vs. never) 1.722(1.606-1.847) <0.001
Regular physical activity, yes (vs. no) 1.236(1.179-1.295) <0.001
Systolic blood pressure (per 1 mmHg) 1.017(1.015-1.018) <0.001
Diastolic blood pressure (per 1 mmHg) 1.029(1.027-1.031) <0.001
Hypertension, yes (vs. no) 2.776(2.629-2.932) <0.001
Diabetes mellitus, yes (vs. no) 2.148(1.963-2.307) <0.001
Metabolic syndrome, yes (vs. no) 2.004(1.911-2.100) <0.001
CKD, yes (vs. no) 2.958(2.613-3.349) <0.001
Gout, yes (vs. no) 3.042(2.801-3.304) <0.001
HbA1lc (per 1%) 1.216(1.190-1.242) <0.001
eGFR (per 1 ml/min/1.73 m?) 0.986(0.985-0.987) <0.001
BUN (per 1 mg/dL) 1.064(1.059-1.069) <0.001
Creatinine (per 1 mg/dL) 1.759(1.645-1.880) <0.001
Hyperuricemia, yes (vs. no) 1.744(1.656-1.837) <0.001

CKD = chornic kidney disease; HbAlc = Hemoglobin Alc; eGFR = estimated
glomerular filtration rate; BUN = blood urea nitrogen; CI = confidence interval

Multivariate

logistic

regression

analysis,
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adjusting for potential confounders, confirmed that
hyperuricemia was an independent risk factor for
kidney stone formation (OR: 1.155, 95% CI: 1.089-
1.224, p < 0.001) (Table 3). Significant predictors
included older age (OR: 1.030, 95% CI: 1.027-1.033, p
< 0.001), female sex (OR: 2.332, 95% CI: 2.190-2.483, p
<0.001), higher BMI (OR: 1.028, 95% CI:1.020-1.035, p
<0.001), smoking (OR: 1.118, 95% CI: 1.055-1.186, p <
0.001), hypertension (OR: 1.611, 95% CI: 1.511-1.717, p
< 0.001), diabetes (OR: 1.214, 95% CI: 1.098-1.342, p <
0.001), metabolic syndrome (OR: 1.091, 95% CI: 1.026-
1.161, p = 0.005), CKD (OR: 1.209, 95% CI: 1.038-1.407,
p = 0.015), and gout (OR: 1.370, 95% CI: 1.253-1.499, p
<0.001). Non-significant associations included alcohol
use (OR: 0.940, p = 0.113), physical activity (OR: 0.961,
p = 0.124), HbAlc (OR: 0989, p = 0.482), and
creatinine (OR: 0.938, p = 0.135). Diastolic blood
pressure was inversely related (OR: 0.994, p < 0.001),
while systolic blood pressure was positively
associated (OR: 1.012, p < 0.001). In addition, eGFR
(OR: 1.002, p = 0.020) and BUN (OR: 1.021, p < 0.001)
were also significant predictors.

Table 3. The association between hyperuricemia and kidney
stone disease based on multivariate binary logistic regression
analysis

CI: 1.009-1.314; p = 0.037) in the age-adjusted model.
However, this association was not significant in the
multivariable-adjusted model (OR: 1.018, p = 0.800).
For females, a stronger positive association was
observed, particularly in the higher wuric acid
quartiles. In the highest quartile, the prevalence was
6.7%, with an age-adjusted OR of 1.782 (95% CI:
1.588-2.001; p < 0.001) and a multivariable-adjusted
OR of 1.437 (95% CI: 1.260-1.639; p < 0.001). These
findings showed that higher uric acid levels were
more strongly associated with an increased risk of
KSD in the females than in the males, with significant
associations persisting even after adjusting for
multiple variables (Table 4).

Table 4. Odds ratios for kidney stone disease stratified by uric
acid quartile and sex

Uric Acid Participants
Quartile  (KSD Cases,
(mg/dL) Prevalence)

Age-Adjusted P Multivariable-Adjusted P
OR (95% CI)  value OR (95% CI) value

Characteristic Odds ratio (95% CI) P value
Age (per 1 year) 1.030 (1.027 - 1.033) <0.001
Women (vs. men) 2.332 (2.190 - 2.483) <0.001
Body mass index (per 1 kg/m?) 1.028 (1.020 -1.035) <0.001
Smoking status, ever (vs. never) 1.118 (1.055 - 1.186) <0.001
Alcohol status, ever (vs. never) 0.940 (0.872 - 1.015) 0.113
Regular physical activity, yes (vs. no) ~ 0.961 (0.913 - 1.011) 0.124
Systolic blood pressure (per 1 mmHg)  1.012 (1.009 - 1.015) <0.001
Diastolic blood pressure (per 1 mmHg) 0.994 (0.992 - 0.996) <0.001
Hypertension, yes (vs. no) 1.611 (1.511 - 1.717) <0.001
Diabetes mellitus, yes (vs. no) 1.214 (1.098 - 1.342) <0.001
Metabolic syndrome, yes (vs. no) 1.091 (1.026 - 1.161) 0.005
CKD, yes (vs. no) 1.209 (1.038 - 1.407) 0.015
Gout, yes (vs. no) 1.370 (1.253 -1.499) <0.001
HbA1c (per 1%) 0.989 (0.957 - 1.021) 0.482
eGFR (per 1 ml/min/1.73 m?) 1.002 (1.000 - 1.003) 0.020
BUN (per 1 mg/dL) 1.021 (1.014 -1.028) <0.001
Creatinine (per 1 mg/dL) 0.938 (0.862- 1.020) 0.135
Hyperuricemia, yes (vs. no) 1.155 (1.089 - 1.224) <0.001

Male Participants (n = 42,713)

Ist (<4.4) 2,567 (280, Ref Ref -
10.9%)

2nd (4.4- 6,345 (623, 0.928 (0.799-  0.329  0.975 (0.837-1.134) 0.740

5.3) 9.8%) 1.078)

3rd (5.3- 12,606 (1,293, 1.014 (0.884-  0.839  1.042 (0.906-1.199) 0.564

6.3) 10.3%) 1.164)

4th (>6.3) 21,195 (2,355, 1.151 (1.009- 0.037 1.018 (0.887-1.168) 0.800
11.1%) 1.314)

Female Participants (n = 76,250)

Ist (<4.4) 28987 (914, Ref Ref Ref Ref
3.2%)

2nd (4.4- 24,655 (872, 1.037 (0.943- 0.452 1.004 (0.912-1.106) 0.932

5.3) 3.5%) 1.140)

3rd (5.3- 15451 (734, 1.321(1.195- <0.001 1.205 (1.083-1.341) 0.001

6.3) 4.8%) 1.461)

4th (>6.3) 7,157 (479, 1.782 (1.588-  <0.001 1.437 (1.260-1.639) <0.001
6.7%) 2.001)

* Adjusted for age, sex, body mass index, smoking, alcohol, regular physical
activity, systolic blood pressure, diastolic blood pressure, past history of
hypertension, diabetes mellitus, metabolic syndrome, chronic kidney disease, gout,
Hemoglobin Alc, eGFR, blood urea nitrogen, and creatinine.

CKD = chornic kidney disease; HbAlc = Hemoglobin Alc; eGFR = estimated
glomerular filtration rate; BUN = blood urea nitrogen; CI = confidence interval

We further examined the dose-response effect
between uric acid levels and the prevalence of KSD
across quartiles of uric acid concentration in both
male and female participants (Table 4). For males, the
prevalence rate of KSD was relatively stable across the
uric acid quartiles, with a slight increase in the highest
quartile (> 6.3 mg/dL) where the OR was 1.151 (95%

* Multivariable-Adjusted for or age, body mass index, smoking, alcohol, regular
physical activity, systolic blood pressure, diastolic blood pressure, past history of
hypertension, diabetes mellitus, metabolic syndrome, chronic kidney disease, gout,
Hemoglobin Alc, estimated glomerular filtration rate, blood urea nitrogen, and
creatinine.

KSD = kidney stone disease; OR = odds ratio; CI = confidence interval

Because gout is a clinical manifestation of
longstanding hyperuricemia and may independently
contribute to KSD, we further examined the joint
effect of hyperuricemia and gout by stratifying
participants into four exposure groups. Among the
118,963 participants, 94,206 without hyperuricemia or
gout had a KSD prevalence of 54% (5,097 cases),
20,199 with hyperuricemia but no gout had a
prevalence of 8.5% (1,717 cases), 1,663 with gout but
no hyperuricemia had a prevalence of 17.0% (282
cases), and 2,895 with both hyperuricemia and gout
had a prevalence of 15.7% (454 cases) (Table 5).
Compared with the reference group (no
hyperuricemia and no gout), the adjusted odds of
KSD were 1.178 (95% CI: 1.107-1.253; p < 0.001) for
hyperuricemia without gout, 1.522 (95% CI: 1.325-

https://www.medsci.org



Int. J. Med. Sci. 2026, Vol. 1

58

1.745; p < 0.001) for gout without hyperuricemia, and
1.505 (95% CI: 1.345-1.682; p < 0.001) for both
conditions (Table 5).

Finally, to investigate whether the association
between hyperuricemia and KSD is mediated by gout,
we conducted a causal mediation analysis with gout
as the mediator. The total effect of hyperuricemia on
KSD was statistically significant (Total Effect =
0.01544; 95% CI: 0.01145-0.02000; p < 2*x107°) (Table
6). The average causal mediation effect (ACME),
representing the indirect effect through gout, was
estimated at 0.00370 (95% CI: 0.00300-0.00440; p <
2*1071°). The average direct effect (ADE) of
hyperuricemia on KSD, independent of gout,
remained significant (ADE = 0.01173; 95% CI:
0.00773-0.02000; p < 2*107°). Notably, the proportion
of the total effect mediated by gout was
approximately 24% (Proportion Mediated = 0.2399;
95% ClI: 0.17656-0.33000).

Discussion

In the large cohort of 118,963 participants from
the TWB in this study, hyperuricemia was shown to
be an independent risk factor for kidney stones, with
this association remaining significant even after
adjusting for multiple confounding variables (OR =

1.155, p < 0.001). The results also revealed significant
sex differences, with the risk of kidney stone
formation in the female participants with
hyperuricemia being significantly higher in those in
the highest quartile of uric acid (OR = 1.437, p <
0.001), whereas no significant correlation was found
in the males. This sex difference may be related to
differences in uric acid metabolism, hormonal
changes, and physiological characteristics. This
research is the largest study to date in Asia examining
the link between hyperuricemia and kidney stones,
and it is the first to identify significant sex differences
in the impact of hyperuricemia on the risk of kidney
stone formation.

Our results highlight the significant association
between hyperuricemia and KSD, extending previous
findings by Kramer et al. and Pak et al,, who also
examined the relationship between elevated serum
uric acid levels and KSD 2230, Kramer et al. analyzed a
large male cohort of medical professionals, focusing
on gout as an indirect indicator of hyperuricemia.
Their results showed that gout was a significant
independent risk factor for KSD (relative risk = 2.12;
95% CI: 1.22-3.68), suggesting that abnormal uric acid
metabolism in gout patients, particularly reduced
urine pH, promotes uric acid crystallization .

Table 5. Association of combined hyperuricemia and gout status with kidney stone disease.

Exposure group n KSD cases (%) Prevalence (%) OR (95% CI), p value OR (95% CI), Adjusted p value
Crude

No HU, No Gout 94,206 5,097 (5.4) 5.4 Ref - Ref -

HU, No Gout 20,199 1,717 (8.5) 8.5 1.624 (1.534-1.719) <0.001 1.178 (1.107-1.253) <0.001

No HU, Gout 1,663 282 (17.0) 17.0 3.570 (3.126-4.063) <0.001 1.522 (1.325-1.745) <0.001

HU, Gout 2,895 454 (15.7) 15.7 3.252 (2.927-3.605) <0.001 1.505 (1.345-1.682) <0.001

* Multivariable-Adjusted for or age, body mass index, smoking, alcohol, regular physical activity, systolic blood pressure, diastolic blood pressure, past history of
hypertension, diabetes mellitus, metabolic syndrome, chronic kidney disease, gout, Hemoglobin Alc, estimated glomerular filtration rate, blood urea nitrogen, and

creatinine.

KSD = kidney stone disease; OR = odds ratio; CI = confidence interval; HU = Hyperuricemia

Table 6. Causal mediation analysis of the association between hyperuricemia, gout, and kidney stone disease

Parameter Estimate 95% CI Lower 95% CI Upper P value
ACME (control) 0.00345 0.00277 0.00400 <2*1016
ACME (treated) 0.00396 0.00321 0.00400 <2*10-16
ADE (control) 0.01148 0.00756 0.02000 <2*10-16
ADE (treated) 0.01199 0.00791 0.02000 <2*1016
Total Effect 0.01544 0.01145 0.02000 <2*10-16
Prop. Mediated (control) 0.22349 0.16180 0.32000 <2*10-16
Prop. Mediated (treated) 0.25631 0.19128 0.35000 <2*1016
ACME (average) 0.00370 0.00300 0.00400 <2*1016
ADE (average) 0.01173 0.00773 0.02000 <2*10-16
Prop. Mediated (average) 0.23990 0.17656 0.33000 <2*10-16

ACME = average causal mediation effect; ADE = average direct effect; Prop. Mediated = proportion of total effect mediated; CI = confidence interval

However, their study only included male
participants, limiting its applicability to women, and

it did not directly evaluate serum uric acid as an
independent risk factor, using gout instead as a
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surrogate indicator. In contrast, our study directly
measured serum uric acid levels in a broader
population, including both men and women (n =
118,963). As shown in Table 2, we confirmed a strong
positive association between hyperuricemia and KSD
risk (OR = 1.744; p < 0.001). Even after adjusting for
key confounders in multivariate analysis (see Table 3),
this association remained significant (OR = 1.155; p <
0.001). By including both male and female
participants, our findings emphasize the need for
sex-specific considerations when assessing the risk of
KSD associated with hyperuricemia, an aspect not
addressed in Kramer's study.

Pak et al. investigated the biochemical
mechanisms of idiopathic uric acid kidney stones,
focusing on the metabolic factors influencing stone
formation . They found that low urine pH was the
primary driver of uric acid stone formation, and that
serum uric acid levels in the patients with uric acid
stones were significantly higher than in controls (7.1
mg/dL vs. 5.3 mg/dL, p < 0.001). They suggested that
hyperuricemia combined with acidic urine increases
the risk of uric acid crystallization, and highlighted
the key role of impaired ammonium ion production in
maintaining a low wurinary pH environment.
However, their study was limited by a small sample
size (only 56 patients) and did not examine sex
differences. Our study builds on their findings by
investigating the epidemiological relationship
between serum uric acid levels and KSD risk in a
larger population. Sex-stratified analysis (see Table 4)
revealed a significant difference between the female
and male participants, and the women in the highest
serum uric acid quartile had a significantly increased
risk of KSD (OR = 1.437; p < 0.001), while adjusted
results for men did not reach statistical significance
(OR = 1.018; p = 0.800). This suggests that
hyperuricemia may play a more critical role in KSD
pathogenesis in women, potentially due to differences
in uric acid metabolism or hormonal changes post
menopause.

In our combined exposure analysis, participants
with hyperuricemia but without gout had a
moderately elevated risk of KSD, while those with
gout, regardless of serum uric acid status, exhibited
the highest risks. Interestingly, the risk estimates for
gout alone and for the coexistence of hyperuricemia
and gout were comparable, suggesting that once
individuals develop gout, the incremental effect of
elevated serum uric acid may be limited. Clinically,
this is plausible because gout represents a
symptomatic ~ manifestation of longstanding
hyperuricemia, and the stone risk in these individuals
is likely driven not only by hyperuricemia but also by
persistently low urinary pH and wurate crystal

deposition. These findings underscore gout as a
strong clinical marker of KSD risk.

To further clarify the relationship, we conducted
a causal mediation analysis treating gout as a
mediator of the association between hyperuricemia
and KSD. We found that approximately 24% of the
total effect of hyperuricemia on KSD was mediated
through gout, while the majority (76%) was
attributable to a direct effect independent of gout.
This is consistent with previous studies
demonstrating gout as a downstream complication of
hyperuricemia that contributes to nephrolithiasis
through urate crystal deposition, inflammation, and
altered renal function 31-33. However, we also observed
a significant direct effect of hyperuricemia on KSD
independent of gout, suggesting that other
mechanisms, including subclinical crystal formation,
oxidative stress, and metabolic disturbances, may also
contribute 3435, Notably, prior epidemiological
research has largely focused on gout populations %,
whereas our study provides evidence that elevated
serum uric acid levels alone are harmful, even in
individuals without clinically apparent gout. These
findings underscore the need to consider
hyperuricemia management not only for gout
prevention but also for reducing kidney stone risk.

Our findings contrast sharply with those of Xu et
al, who analyzed a large cohort of over 80,000
Chinese adults and observed a strong dose-response
relationship between serum uric acid levels and KSD
risk in men, with the risk increasing by 10.7% for each
50 umol/L increase in serum uric acid above 330
pumol/L 3. However, they did not find a significant
association in women. In comparison, our study used
a larger, more diverse sample from the TWB
including both men and women and adjusting for a
broader range of lifestyle factors (such as BMI,
smoking, alcohol consumption, hypertension,
diabetes, and gout). After comprehensive multivariate
adjustments, we found a significant association
between elevated serum uric acid levels and KSD risk
in women (OR = 1.437; p < 0.001). This suggests that
hyperuricemia may have a stronger pathological
impact in women, differing from Xu et al.’s findings,
and highlighting the need for sex-specific risk
assessments.

Deng et al. reported sex differences in the risk of
hyperuricemia across different populations, noting a
more significant association between hyperuricemia
and KSD in men %. They analyzed a multi-ethnic
Chinese cohort, including Han, Yi, and Bai
populations, using restricted cubic spline regression
to assess the dose-response relationship between
serum uric acid levels and KSD risk. Their results
showed a significantly higher risk of KSD in men
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when the serum uric acid exceeded 356 umol/L, while
the threshold for women was 265 umol/L. However,
they did not conduct a thorough sex-stratified
analysis or explore sex-specific risk factors. In
contrast, we performed comprehensive sex-stratified
analysis, and found a significant association between
hyperuricemia and KSD in women in the highest
serum uric acid quartile (adjusted OR = 1.437, p <
0.001). This novel finding was not addressed in Deng
et al’s study, underscoring the deeper insights
provided by our sex-specific analysis.

Previous studies have suggested that the sex
difference in the risk of KSD is closely related to the
decline in estrogen levels after menopause. Xu et al.
(2022) reported that estrogen reduces serum uric acid
levels by increasing the renal tubular excretion of uric
acid and inhibiting the expressions of stone-forming
factors such as urinary calcium and oxalate
concentrations 3. However, the protective effect
weakens after menopause as estrogen levels drop,
leading to a gradual increase in serum uric acid levels.
Hak and Choi (2008) also reported increased serum
uric acid levels in post-menopausal women 3, and
that hyperuricemia was an independent risk factor for
kidney stones. Deng et al. (2023) supported this view,
showing a significant increase in KSD risk among
post-menopausal women, likely due to diminished
regulation of uric acid metabolism caused by estrogen
deficiency ¥.

Despite our findings supporting a positive
association between hyperuricemia and kidney stone
risk, particularly in women, Narang et al. did not find
a significant causal relationship between serum uric
acid levels and kidney stone formation in Mendelian
randomization analysis 20. Although Mendelian
randomization analysis reduces confounding
variables and reverse causality, their study had
notable limitations, including that they primarily
enrolled European participants and lacked Asian
participants, in whom hyperuricemia is more
prevalent. In addition, they did not account for crucial
variables such as urine pH and stone type, potentially
underestimating the role of uric acid in specific stone
formation.

In contrast to our findings and the traditional
view that high uric acid levels increase stone risk,
Ferraro and Curhan (2017) found a negative
correlation between uric acid excretion and kidney
stone risk 2. However, their study had several
limitations, including a predominantly American
healthcare professional sample, making it less
applicable to Asian populations. Moreover, they
focused on urinary uric acid excretion rather than
directly measuring serum uric acid levels, missing the
broader impact of hyperuricemia on kidney stone

risk. The larger representative sample and
comprehensive analysis in our study provides
stronger evidence supporting hyperuricemia as an
independent risk factor for kidney stone formation,
particularly in women with elevated serum uric acid
levels. The difference between our study and Curhan
et al's underscores the importance of
population-specific analyses.

Hyperuricemia  promotes  kidney  stone
formation through multiple mechanisms. The deposi-
tion of uric acid crystals in the kidneys can induce
oxidative stress, inflammation, and endothelial
dysfunction, leading to kidney damage and
facilitating stone formation 3. One key mechanism is
the activation of the NLRP3 inflammasome, which has
been shown to exacerbate inflammatory responses
and trigger pyroptosis in renal tubular cells,
worsening kidney injury and promoting crystal
aggregation 4. In addition, metabolic imbalances such
as purine and amino acid metabolism abnormalities
further impair renal function, increasing susceptibility
to stone formation 4. Hyperuricemia has also been
shown to induce epithelial-mesenchymal transition
and renal fibrosis, both of which are critical factors in
the pathophysiology of kidney stone formation 2.
These interrelated pathways  highlight the
multifaceted role of hyperuricemia in the
development of kidney stones.

Limitations

This study has several limitations that warrant
consideration. A major limitation is the lack of data on
kidney stone composition. As different stone types
arise from distinct pathophysiological mechanisms, it
is unclear whether the observed association with
hyperuricemia in women reflects calcium oxalate,
calcium phosphate, uric acid, ammonium urate,
brushite, cystine, or other subtypes. Future studies
incorporating stone composition and urinary
biochemistry are warranted to elucidate the
underlying mechanisms. Other limitations include the
following. First, the cross-sectional design precludes
the establishment of causal relationships between
hyperuricemia and kidney stones, limiting our ability
to determine temporal relationships. Second, the
reliance on self-reported kidney stone diagnoses may
have introduced recall bias and potentially led to
cases being misclassified, possibly affecting the
accuracy of our results. Third, the study population
was drawn exclusively from the TWB and may not be
fully representative of the broader Taiwanese
population or other ethnic groups, potentially limiting
the generalizability of our findings. Fourth, the lack of
longitudinal follow-up data restricted our ability to
assess the long-term impact of hyperuricemia on
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kidney stone formation and recurrence. Fifth, the
number of KSD cases (n = 7,550) exceeded that of
CKD cases (n = 1,892). Although KSD and CKD are
related, they are distinct entities, and most stone
formers, particularly in a relatively healthy cohort
such as the TWB, do not develop CKD. Prior
population-based studies similarly indicate that while
KSD increases the relative risk of CKD, the absolute
progression rate is modest #-45. Accordingly, the
higher prevalence of KSD is expected, and our
analysis should be interpreted as addressing
hyperuricemia and KSD in the general population
rather than in a CKD subgroup. Lastly, while we
adjusted for numerous covariates, residual
confounding from unmeasured factors such as dietary
habits, fluid intake, and certain medications cannot be
ruled out. These limitations underscore the need for
future prospective studies with more diverse
populations and comprehensive assessments of
potential confounders to further elucidate the
relationship between hyperuricemia and KSD.

Conclusion

The results of this large Taiwanese cohort study
showed that hyperuricemia was an independent risk
factor for KSD, with a notably stronger association in
women compared to men. The significant sex
difference suggests the potential influence of
hormonal factors such as post-menopausal decline in
estrogen on uric acid metabolism and stone
formation. Our causal mediation analysis further
revealed that approximately one-quarter of the
association between hyperuricemia and KSD was
mediated by gout, while the direct effect of
hyperuricemia remained significant, indicating
additional mechanisms beyond clinically apparent
gout. These findings emphasize the need for
sex-specific risk assessments and management
strategies in patients with elevated serum uric acid
levels. Given the rising incidence of KSD and the high
prevalence of hyperuricemia, regular monitoring of
uric acid levels and targeted interventions could be
effective in reducing KSD risk, particularly in
high-risk groups. Future longitudinal studies are
warranted to explore the causal pathways and
validate these associations across diverse populations.

Acknowledgments

The authors thank the Division of Medical
Statistics and Bioinformatics, Department of Medical
Research, Kaohsiung Medical University Hospital,
Kaohsiung Medical University, for their valuable
assistance. This work was partially supported by the
Research Center for Environmental Medicine,
Kaohsiung Medical University, Kaohsiung, Taiwan,

and by the Featured Areas Research Center Program
within the framework of the Higher Education Sprout
Project by the Ministry of Education (MOE) in
Taiwan, as well as by research grants from the
Ministry of Science and Technology
(NSTC114-2314-B-037-025, NSTC114-2314-B-037-024,
MOST 111-2314-B-037-061, and MOST
112-2314-B-037-115-MY2). Additional support was
provided by the Kaohsiung Medical University
Research Center (KMU-TC109A01-1;
NHRIKMU-113-1001; KMUH112-2R59) and
Kaohsiung Municipal Siaogang Hospital (S-108-017;
S-111-16; kmhk-112-23; S-112-01; H-113-10; 1-113-01;
S-113-01; kmhk-113-06).

Funding

This work was partially supported by the
Research Center for Environmental Medicine,
Kaohsiung Medical University, Kaohsiung, Taiwan,
and the Featured Areas Research Center Program
within the framework of the Higher Education Sprout
Project by the Ministry of Education (MOE) in Taiwan
and the Ministry of Science and Technology research
grant in Taiwan (NSTC114-2314-B-037-025,
NSTC114-2314-B-037-024, MOST 111-2314-B-037-061
and MOST 112-2314-B-037-115-MY2); the Kaohsiung
Medical University Research Center Grant (KMU-
TC109A01-1; NHRIKMU-113-1001; KMUH112-2R59);
and Kaohsiung Municipal Siaogang Hospital
(S-108-017; S-111-16; kmhk-112-23; S-112-01; H-113-10;
1-113-01; S-113-01; kmhk-113-06).

Competing Interests

The authors have declared that no competing
interest exists.

References

1. Zeng G, Mai Z, Xia S, et al. Prevalence of kidney stones in China: an
ultrasonography based cross-sectional study. BJU Int. 2017;120(1):109-116.
doi:10.1111/bju.13828

2. Abufaraj M, Xu T, Cao C, et al. Prevalence and Trends in Kidney Stone Among
Adults in the USA: Analyses of National Health and Nutrition Examination
Survey  2007-2018 Data. Eur Urol Focus. 2021;7(6):1468-1475.
doi:10.1016/j.euf.2020.08.011

3. Chang CW, Ke HL, Lee JI, et al. Metabolic Syndrome Increases the Risk of
Kidney Stone Disease: A Cross-Sectional and Longitudinal Cohort Study. J
Pers Med. 2021;11(11):1154. doi:10.3390/jpm11111154

4. Huang WY, Chen YF, Carter S, Chang HC, Lan CF, Huang KH. Epidemiology
of upper urinary tract stone disease in a Taiwanese population: a nationwide,
population based study. ] Urol. 2013;189(6):2158-2163.
doi:10.1016/j.juro.2012.12.105

5. Semins M]J, Shore AD, Makary MA, Magnuson T, Johns R, Matlaga BR. The
association of increasing body mass index and kidney stone disease. J Urol.
2010;183(2):571-575. d0i:10.1016/].juro.2009.09.085

6. Jones P, Karim Sulaiman S, Gamage KN, Tokas T, Jamnadass E, Somani BK.
Do Lifestyle Factors Including Smoking, Alcohol, and Exercise Impact Your
Risk of Developing Kidney Stone Disease? Outcomes of a Systematic Review. J
Endourol. 2021;35(1):1-7. doi:10.1089/end.2020.0378

7. Strope SA, Wolf JS, Hollenbeck BK. Changes in Gender Distribution of
Urinary Stone Disease. Urology. 2010;75(3):543-546.¢1.
doi:10.1016/j.urology.2009.08.007

8. Howles SA, Wiberg A, Goldsworthy M, et al. Genetic variants of calcium and
vitamin D metabolism in kidney stone disease. Nat Commun. 2019;10(1):5175.
doi:10.1038/s41467-019-13145-x

https://www.medsci.org



Int. J. Med. Sci. 2026, Vol. 1

62

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

Aziz W, Bashir A, Ather MH, Aziz W, Bashir A, Ather MH. Stone Prevention:
Dietary Factors, Current Evidence, and Metabolic Workup. In: Nephrolithiasis
- From Bench to Bedside. IntechOpen; 2023. doi:10.5772/intechopen.111809
Perrier ET, Armstrong LE, Bottin JH, et al. Hydration for health hypothesis: a
narrative review of supporting evidence. Eur J Nutr. 2021;60(3):1167-1180.
doi:10.1007 /s00394-020-02296-z

Bargagli M, Tio MC, Waikar SS, Ferraro PM. Dietary Oxalate Intake and
Kidney Outcomes. Nutrients. 2020;12(9):2673. doi:10.3390/nu12092673

Borghi L, Schianchi T, Meschi T, et al. Comparison of two diets for the
prevention of recurrent stones in idiopathic hypercalciuria. N Engl ] Med.
2002;346(2):77-84. d0i:10.1056/ NEJM0a010369

Scales CD Jr, Smith AC, Hanley JM, Saigal CS; Urologic Diseases in America
Project. Prevalence of kidney stones in the United States. Eur Urol.
2012;62(1):160-165. doi:10.1016/j.eururo.2012.03.052

Makki MS, Winfree S, Lingeman JE, et al. A Precision Medicine Approach
Uncovers a Unique Signature of Neutrophils in Patients With Brushite Kidney
Stones. Kidney Int Rep. 2020;5(5):663-677. d0i:10.1016/j.ekir.2020.02.1025
Tang TY, Lee JI, Shen JT, et al. The association between menopause,
postmenopausal hormone therapy, and kidney stone disease in Taiwanese
women. Ann Epidemiol. 2023;78:13-18. doi:10.1016/j.annepidem.2022.12.002
Wu KH, Lee JI, Lee YC, et al. Habitual tea consumption is associated with a
lower prevalence of kidney stone disease in postmenopausal women. Peer].
2024;12:€18639. doi:10.7717 / peerj. 18639

Lee TH, Chen JJ, Wu CY, Yang CW, Yang HY. Hyperuricemia and Progression
of Chronic Kidney Disease: A Review from Physiology and Pathogenesis to
the Role of Urate-Lowering Therapy. Diagnostics. 2021;11(9):1674.
doi:10.3390/ diagnostics11091674

Johnson RJ, Segal MS, Srinivas T, et al. Essential hypertension, progressive
renal disease, and uric acid: a pathogenetic link? ] Am Soc Nephrol.
2005;16(7):1909-1919. doi:10.1681/ ASN.2005010063

Johnson RJ, Bakris GL, Borghi C, et al. Hyperuricemia, Acute and Chronic
Kidney Disease, Hypertension, and Cardiovascular Disease: Report of a
Scientific Workshop Organized by the National Kidney Foundation. Am J
Kidney Dis. 2018;71(6):851-865. doi:10.1053/j.ajkd.2017.12.009

Narang RK, Gamble GG, Topless R, et al. Assessing the Relationship Between
Serum Urate and Urolithiasis Using Mendelian Randomization: An Analysis
of the UK Biobank. Am ] Kidney Dis. 2021;78(2):210-218.
doi:10.1053 /j.ajkd.2020.11.018

Ferraro PM, Curhan GC. Serum Uric Acid and Risk of Kidney Stones. Am J
Kidney Dis. 2017;70(2):158-159. d0i:10.1053/j.ajkd.2017.05.004

Pazos Pérez F. Uric Acid Renal Lithiasis: New Concepts. Contrib Nephrol.
2018;192:116-124. doi:10.1159/000484286
Taiwan biobank official ~website.
https:/ /www.twbiobank.org.tw/
Borghi C, Domienik-Kartowicz J, Tykarski A, et al. Expert consensus for the
diagnosis and treatment of patient with hyperuricemia and high
cardiovascular ~ risk: 2021  update.  Cardiol J. = 2021;28(1):1-14.
doi:10.5603/ CJ.a2021.0001

Curhan GC, Willett WC, Rimm EB, Speizer FE, Stampfer MJ. Body size and
risk of kidney stones. ] Am Soc Nephrol. 1998;9(9):1645-1652.
doi:10.1681/ ASN.V991645

Daudon M, Lacour B, Jungers P. Influence of body size on urinary stone
composition in men and women. Urol Res. 2006;34(3):193-199.
doi:10.1007 / s00240-006-0042-8

Taylor EN, Stampfer MJ, Curhan GC. Obesity, weight gain, and the risk of
kidney stones. JAMA. 2005;293(4):455-462. d0i:10.1001/jama.293.4.455

Imai K, Keele L, Tingley D. A general approach to causal mediation analysis.
Psychol Methods. 2010;15(4):309-334. doi:10.1037/20020761

Kramer HJ, Choi HK, Atkinson K, Stampfer M, Curhan GC. The association
between gout and nephrolithiasis in men: The Health Professionals’
Follow-Up Study. Kidney Int. 2003;64(3):1022-1026.
doi:10.1046/j.1523-1755.2003.t01-2-00171.x

Pak CY, Sakhaee K, Peterson RD, Poindexter JR, Frawley WH. Biochemical
profile of idiopathic uric acid nephrolithiasis. Kidney Int. 2001;60(2):757-761.
doi:10.1046/j.1523-1755.2001.060002757.x
Richette P, Bardin T. Gout.
doi:10.1016/50140-6736(09)60883-7.
Roughley M, Sultan AA, Clarson L, et al. Risk of chronic kidney disease in
patients with gout and the impact of urate lowering therapy: a
population-based cohort study. Arthritis Res Ther. 2018;20(1):243.
doi:10.1186/s13075-018-1746-1

Zhu Y, Pandya BJ, Choi HK. Prevalence of gout and hyperuricemia in the US
general population: the National Health and Nutrition Examination Survey
2007-2008. Arthritis Rheum. 2011;63(10):3136-3141. doi:10.1002/ art.30520
Shekarriz B, Stoller ML. Uric acid nephrolithiasis: current concepts and
controversies. Urol. 2002;168(4 Pt 1):1307-1314.
doi:10.1016/50022-5347(05)64439-4

Johnson R], Nakagawa T, Jalal D, Sanchez-Lozada LG, Kang DH, Ritz E. Uric
acid and chronic kidney disease: which is chasing which?. Nephrol Dial
Transplant. 2013;28(9):2221-2228. doi:10.1093/ndt/ gft029

Xu]JZ, LuJL, Hu L, et al. Sex Disparities in the Association of Serum Uric Acid
With Kidney Stone: A Cross-Sectional Study in China. Front Med (Lausanne).
2022;9:774351. doi:10.3389/fmed.2022.774351

Accessed September 21, 2024.

Lancet.  2010;375(9711):318-328.

37.

38.

39.

40.

41.

42.

43.

44.

45.

Deng H, Zhang X, Cheng N, et al. Asymptomatic hyperuricemia associated
with increased risk of nephrolithiasis: a cross-sectional study. BMC Public
Health. 2023;23(1):1525. doi:10.1186/s12889-023-16469-y

Hak AE, Choi HK. Menopause, postmenopausal hormone use and serum uric
acid levels in US women--the Third National Health and Nutrition
Examination Survey. Arthritis Res Ther. 2008;10(5):R116. doi:10.1186/ar2519
Uric acid nephropathy. In: Rimoin DL, Pyeritz RE, Korf BR, eds. Emery and
Rimoin's Principles and Practice of Medical Genetics. 6th ed. Elsevier; 2013.
Ouyang J, Wang H, Gan Y, Huang J. Uric acid mediates kidney tubular
inflammation through the LDHA/ROS/NLRP3 pathway. Clin Exp
Hypertens. 2024;46(1):2424834. doi:10.1080/10641963.2024.2424834

Ling H, Chen H, Wei M, Meng X, Yu Y, Xie K. The Effect of Autophagy on
Inflammation Cytokines in Renal Ischemia/Reperfusion Injury. Inflammation.
2016;39(1):347-356. d0i:10.1007/s10753-015-0255-5

Balakumar P, Alqahtani A, Khan NA, Mahadevan N, Dhanaraj SA.
Mechanistic insights into hyperuricemia-associated renal abnormalities with
special emphasis on epithelial-to-mesenchymal transition: Pathologic
implications and putative pharmacologic targets. Pharmacol Res.
2020;161:105209. doi:10.1016/j.phrs.2020.105209

Rule AD, Krambeck AE, Lieske JC. Chronic kidney disease in kidney stone
formers. Clin ] Am Soc Nephrol. 2011;6(8):2069-2075.
doi:10.2215/CJN.10651110

Chuang TF, Hung HC, Li SF, Lee MW, Pai JY, Hung CT. Risk of chronic
kidney disease in patients with kidney stones: a nationwide cohort study.
BMC Nephrology. 2020;21(1):292. Published 2020 Jul 22.
doi:10.1186/s12882-020-01950-2.

Dhondup T, Kittanamongkolchai W, Vaughan LE, Mehta RA, Chhina JK,
Enders FT, Hickson L], Lieske JC, Rule AD. Risk of ESRD and mortality in
kidney and bladder stone formers. Am ] Kidney Dis. 2018;72(6):790-797.
doi:10.1053/j.ajkd.2018.06.012

https://www.medsci.org



