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[ ABSTRACT ] Aim To investigate the relationship between metabolic syndrome (MS) and chronic kidney disease
(CKD), components of MS and CKD in the middle aged and elderly health cheakup residents of Wuhu city. Methods
24095 residents was investigated in a cross-section study.  There were 14616 males and 9479 females with the average age
of 51.49 +9. 16 years old. Height, weight and blood pressure were examined, and morning urine and venous blood sam-
ples were taken for urine routine, blood glucose, total cholesterol, high density lipoprotein ( HDL) , low density lipoprotein
(LDL), creatinine and uric acid respectively. Results The prevalence of MS and CKD was 14. 1% , 8.3% respec-
tively.  MS was a significant determinant of CKD (OR =1.55, 95% CI was 1.38 ~1.74). In multivariate models, obe-
sity, elevated triglycerides, low HDLC, elevated blood pressure and elevated plasma glucose were associated with an in-
creased odds ratio (95% CI) of CKD: 1. 18 (95% CI was 1.06 ~1.301), 1. 11 (95% CI was 1.00 ~1.23), 1.27 (95%
CI was 1.07 ~1.52), 1.31 (95%CI was 1.19 ~1.45) and 1. 15 (95%CI was 1.02 ~1.30). Compared to residents

[fmBH] 2013-05-31

[BEEWME] EU FP7 Program, UroSense, 2011 ; ZBIA8 # K2 [ ARBI2A B 50 B 4 (KJ20117384)

(MEBEBAN] IR, LA, TR B Im, YR, W58 5 1] S 0 1 B I A A7 % A8 A VB U & L), E-mail 24 yan-
gyanlang@ 126. com, KB, FALEEIN, H08% , W98 07 ) e '%L/J\f?kﬁﬁﬁm%ﬂ ,E-mail 4 yjszhangdaoyou@ sina. com, 8 IAE
HARFRE, W, AT BRI, B, BF Y T3 ) S 0 RS DAL AT 2 18 U A s L L B R AR HE SR LT, E-mail S

Hequnzou@ hotmail. com,,



942

ISSN 1007-3949 Chin J Arterioscler, Vol 21 ,No 10,2013

without any components of the MS, the multivarated-adusted odds ratios (95% CI) of CKD were 1.21(95% CI was 1. 07 ~
1.38), 1.40 (95% CI was 1.23 ~1.61), 1.79 (95% CI was 1. 54 ~2.09 and 2. 25 (95% CI was 1. 77 ~2. 88) for those

with 1, 2, 3, 4 components, respectively.

aged and elderly health cheakup residents of Wuhu city, especially in the male younger residents.

were graded with the number of MS components.
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Conclusions The MS was a significant determinant of CKD in the middle

The prevalence of CKD
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Table 1. The general clinical characteristics of the residents

ST FHAERS R R 1E 5 AR 55 P AHE MS Al
CKD tH XM E FEFFHEARE(OR N 1.74,P <
0.001 £ OR 24 1.39,P <0.001;% 3),

moH BAHE(n =24005) 3k MS(n =20702) MS(n =3393) Pl
AEIR (2 51.49 +9. 16 51.26 +9. 12 52.9 +9.28 0.124
1A (kg) 66.23 +11.03 64.57 +10.33 76.36 +9. 64 <0.001
HE (cm) 164.39 +8.05 164. 04 +8.02 166.55 +7. 94 <0.001
BMI(kg/m?) 24.42 £3.18 23.92 +3.01 27.47 £2. 40 <0. 001
W4 % (mmHg) 122.44 +17. 44 119.79 +16. 23 138.61 +15. 80 <0.001
#F 9K E (mmHg) 80.32 +11.23 78.67 £9.77 90. 38 +13.99 0.051
8% (mmol /L) 23.83 £5.52 5.35+1.03 6.50 +1.82 <0.001
TG (mmol/L) 4.79 +0. 86 4.74 +0. 84 5.08 +0.96 <0.001
HDL( mmol/L) 1.36 +0. 35 1.39 +0. 35 1.19 +£0.30 <0.001
PR ((wmol/1) 321.68 9. 10 313.21 +88.07 373.37 +91.79 0.037
WLEF ( wmol/L) 71.07 £19. 07 70.31 +18. 69 75. 68 £20. 67 0.213
eGFR(mL/min/1. 73m?) 96.37 +27.74 97.71 +28. 09 88.18 +23.98 <0.001
CKD &% 8.3% 7.6% 12.7% <0.001
F2. FEFEHREE X CKD.MS BFE
Table 2. Prevalence of CKD and MS by age and sex
() CKD i MS B
FtE(n) L (n) Bk (n) L (n)
40 ~49 6.8% (522) 5.0% (253) 17.9% (1374) 3.5% (176)
50 ~59 8.4% (355) 5.6% (164) 19. 4% (823) 10.3% (301)
60 ~ 69 16.0% (292) 6.7% (74) 18.0% (329) 14.3% (159)
=70 31.0% (270) 15.1% (65) 16. 6% (145) 20.0% (86)
it 9.8% (1439) 5.9% (556) 18.3% (2671) 7.6% (722)
X 606. 78 74. 04 5.99 314. 4
P <0.001 <0.001 0.11 <0.001
% 3. Logistic 747 MS 5 CKD FIX &
Table 3. The Logistic regressin analysis of relationship between MS and CKD
5iH BT LA AT
) OR(95% CI) Pl OR(95% CI) P
JT A AR 4
AR (4) 1.66(1.59 ~1.74) <0.001 1.64(1.57 ~1.72) <0.001
(B ) 1.75(1.58 ~1.94) <0.001 1.65(1.48 ~1.82) <0.001
MS 1.78(1.59 ~1.99) <0.001 1.55(1.38 ~1.74) 0. 001
4EWE =60 %
SER (%) 2.43(2.06 ~2.87) <0. 001 2.39(2.02 ~2.83) <0.001
el I@EE ) 2.65(2.17 ~2.23) 0. 001 2.60(2.13 ~3.17) <0. 001
MS 1.40(1.15 ~1.72) 0. 001 1.39(1.13 ~1.71) <0.001
Fiy <60 %
Y (%) 1.20(1.07 ~1.34) 0. 002 1.18(1.05 ~1.32) 0. 005
5B ) 1.43(1.27 ~1.61) <0.001 1.32(1.17 ~1.49) <0.001
MS 1.88(1.63 ~2.16) <0.001 1.74(1.51 ~2.00) <0.001

P BE Logistic [M1J43 #7728 IR : CKD(y) :0 = 9F CKD,1 = CKD;4E 4 (X, )1 =1 41,2 =2 41,3 =3 21,4 =4 41 PR3 (X,) :0 = &k, 1 = Bk,
MS(X;):0=4E MS,1 =MS,

2.3 MS&AEHSE CKD BIXH

FESTHT MS BAAN 43 5 CKD HRR R 6 Rt &
PACRE R TG ILAE I HDLC IMLAE | 755 I % = I
WEABEI A G242 L (P <0.001; - 1), A&
MR BERE R TG IUAE Ik HDLC MUAE | /5 1M

Ko A4 4143 95 CKD A . 278 i s,
F 48RS CKD AH2¢, Hob @& i (OR 4 1. 31,
P <0.001) K%{% HDLC (OR 4 1.27,P <0.05) 5
CKD WEMK(F£4),
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R 4. Logistic 447 MS &4 5 CKD Hix &

Table 4. Logistic regressin analysis of relationship between MS components and CKD

VIS 4143 =i A5 5 43T

OR(95% CI) Pl OR(95% CI) Pt
JE R 1.30(1. 18 ~1.43) <0.001 1.18(1.06 ~1.30) <0.05
B TG I fE 1.24(1.12 ~1.36) <0.001 1.11(1.00 ~1.23) <0.05
i HDLC g 1.35(1. 14 ~1.61) <0.05 1.27(1.07 ~1.52) <0.05
5 1ML 1.39(1.26 ~1.53) <0.001 1.31(1.19 ~1.45) <0.001
7 I 1.25(1. 11 ~ 1. 40) <0.001 1.15(1.02 ~1.30) <0.05
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Figure 1. Prevalence of CKD in MS components

2.4 MS@HSDHEE CKD WX FR

CKD iR MS 21533 s i (et
#ox* =167.40,P <0.001) ,HHr 0 41 (JE MS 4147) .1
HH—AMS 45) 2 H(A A MS H45) 3 H
(F=AMS 4147) 4 H(AEA MS 4173) CKD 89
R 5.8% 8.0% 9. 5% 12.1% F 15.2% (%
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OR fH (95% CI) 43 ) /& 1.21 (1.07 ~ 1.38, P =
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ASKHL CKD AT AL BoR - op E AR A
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M CKD [ R R A Z  iFFE 320 MS J& CKD %ME%
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Jin CKD Ffcie 8 11 R A9 f 6 385, I 7 4]
SRR AR R
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B R R T P MS RO R IR AR
BoI2E0, B4 CKD [ R AR B A 1% 1 38 K
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f5(12.7% 7. 6% ) , TERIE AR R SR 24 N 2

J& ,MS 3R R CKD Ay fafs &, H 7 <60
2B EARET  MS M CKD FEJREF, H A —I5
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PR Y BEUR £ DL S 2 AN B A 16 2T 48 [R] st A
PR A S g e AR ( =
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ARG BRI B A B NSl A A A A SR
YE—2 20 M1 MS 42043 Fil CKD B9 R, KL MS 4%
M43 (RERE & TG IMUCAE AR HDLC MLAE | /& I B i
W ) PR FZ R FE W i v ARk AR CKD Ayl ar
fa R 2R, Hor DA I e B AIC HDLC IfUAE £ oA 2 3%
il 2 B AT A i CKD fie 2 3% fa [ A
F 2100 2002 AR R [ 5 SRR g R A R
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