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[ Abstract]  Hyperuricemia (HUA) is a condition caused by increasing production and/or decreasing
excretion of serum uric acid, which is a purine end metabolite. The prevalence and mortality of HUA have rap-
idly increased over years. As the essential foundation of gout, HUA is intimately correlated with metabolic syn-
drome, cardiovascular and renal diseases. This paper summarizes current situation of the epidemiology and
complications of HUA, aiming to strengthen the importance of prevention and treatment of HUA.
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