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Relationship between uric acid and CHADS, /CHA,DS,—VASc score in patients with nonvalvular atrial fibrillation
CHEN Yan—xun , LI Guang—ping

(Department of Cardiology, The Second Hospital ,Tianjin Medical University , Tianjin 300211, China)

Abstract Objective: To investigate the relationship between uric acid (UA) and CHADS,,CHA,DS,-VASc score for the evaluation of
thromboembolism risk in patients with nonvalvular atrial fibrillation(AF). Methods: One hundred and eighty—eight patients with nonvalvular
AF (69 with paroxysmal AF and 119 with persistent AF) were collected in this study. The baseline clinical data were detected including age,
sex, comorbidties, laboratory parameters and ecocardiography. CHADS, and CHA,DS,-VASc risk scores for each patient were calculated.
According to CHADS, and CHA,DS,-VASc scores, the AF patients were divided into low —intermediate group and high risk group
respectively, and the parameters between the two groups were compared, and the relationship between UA and AF were evaluated.
Results: The base characteristics between two groups had significant differences in age and comorbidities, in all groups method. Group
with higher CHADS, and CHA,DS,-VASc scores had older age ,higher UA, left atrial diameter (LAD) ,left ventricular end —diastolic
diameter (LVEDD) and lower left ventricular ejection fraction (LVEF). The correlation analysis showed UA,LVEDD,LAD and CHADS,,
CHA,DS, -VASc score were positively correlated,however LVEF and CHADS,,CHA,DS, -VASc score were negatively correlated.
Conclusion: UA is significantly correlated with CHADS, and CHA,DS,—V ASc scores in patients with AF.
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Tab 1 CHADS, and CHA,DS,—VASc scores
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Tab 2 Cardiac ultrasound and laboratory examination indices in
CHADS,; scores

2451 n  LAD/mm LVEDD/mm LVEF/% HDL/(mmol.L")
K fEdl 55 38.45+5.43 48.98+3.54 59.45+597  1.04+0.23
G 133 44.4126.41 52.15£6.23 50.90£11.12  0.96+0.27
-6.049 -3.551 5.352 2.113
P <0.001 <0.001 <0.001 0.037
a5 LDL/ UA/ Cr/ BUN/
(mmolL™)  (umolL™)  (umolL™)  (nmol.L™)
e fEdl 55 2.67£0.90 281.92+64.16 67.35+20.58  6.38+7.84
EfEdl 133 2.69+0.80 387.50+£92.06 78.65+20.53  6.8+2.20
! -0.121 -7.756 -3.428 -0.389
P 0.904 <0.001 0.01 0.699
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Tab 3 Cardiac ultrasound and laboratory examination indices in
CHA,DS,-VASc scores

205 n  LAD/mm LVEDD/mm LVEF/% HDL/(mmol.L™)
R faH 23 38.25+6.16 48.87+3.12 60.00+7.14  0.94+0.20
mfE4l 165 43.28+6.56 51.56+£5.96 52.4+10.77  0.99+0.26
-3.427 -2.118 3.244 -0.905
P 0.001 0.036 0.001 0.367
aml LDL/ UA/ Cr/ BUN/
(mmolL")  (umolL”)  (umolL")  (wmolL)
b fEgH 23 2.64£0.99 301.05+63.42 72.11£22.01  5.21x1.22
a4l 265 2.69+0.80 364.27+99.24 75.56+20.87 6.87+4.88
t -0.339 -2.968 -0.737 -1.622
P 0.735 0.003 0.462 0.10
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Tab 4 The correlation analysis between CHADS, scores and UA,

cardiac ultrasound indices

LAD LVEDD LVEF UA
r 0.346 0.200 -0.469 0.563
P 0.000 0.017 0.000 0.000
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Tab 5 The correlation analysis between CHA,DS,-VASc scores

and UA, cardiac ultrasound indices

LA LVEDD LVEF UA
r 0.351 0.240 -0.422 0.377
P 0.000 0.004 0.000 0.000

2.4 ROC T4Ew£& CHADS, =430 UA ) ROC
£k T AL A 0.841(95%C1:0.780~0.902, P=0.00),
WE 1;ROC TAERIZE CHA,DS,~VASe 431 UA
) ROC ik N FL R 0.704 (95%CI1:0.610-0.798,
P=0.002), WL 2.
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Fig1l The ROC curves for UA and CHADS, scores
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Fig2 The ROC curves for UA and CHA,DS,-VASc score
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