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Introduction
Gout is an inflammatory disease that is caused 
by the deposition of monosodium urate 
(MSU) crystals in joints and other tissues 
[1]. It is associated with impaired quality of 
life. Gout is associated with elevated serum 
uric acid and accompanying precipitation 
of uric acid crystals in the synovial joints 
[2]. Hyperuricemia results from either 
overproduction of uric acid, or under 
excretion of uric acid or a combination of both 
conditions [3]. When the serum level exceeds 
a given threshold, 6.8mg/dl, super saturation 
of body fluids with urate occur resulting 
in precipitation of urate crystals [4,5]. The 
deposition of MSU crystals is reversible. Not 
all subjects with hyperuricemia will develop 
gout. The probability of developing gout is 
directly proportional to the duration and the 
degree of hyperuricemia [6,7]. Serum uric acid 
level in normal persons varies widely across the 
globe and varies between the two sexes.

Gouty arthritis is inflammatory in nature and 

is associated with renal and cardiovascular 
disease [8]. In recent years, evidence has 
shown the association of hyperuricemia and 
the metabolic syndrome thus emphasizing the 
importance of asymptomatic hyperuricemia 
[8,9].The deposition of these crystals in the 
synovium causes tissue and joint damage with 
chronic pain. Overall, gout increases morbidity 
and mortality, from cardiovascular events and 
premature atherosclerosis, cerebrovascular 
events and renal failure.

In Nigeria, there are few data on the 
community prevalence of hyperuricemia. 
Available data regarding the prevalence of gout 
in Nigeria are hospital-based studies that do 
not represent the prevalence of gout in the 
general population. Therefore, a community 
based prevalence study of gout, its risk factors 
and associated co-morbidities was undertaken.

Methodology

Study design and area

The methodology used in this study has been 
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described in an earlier publication.

The study was a community based descriptive study 
carried out in Agbowa community in Ikosin Ejirin local 
council development area in Lagos state, Nigeria. The 
community is a semi – urban community.

Study population

The study population was made up of adults aged 18 
years and above living in the study area during the study 
period. A previous study on the prevalence of gout 
by Zhu et al in which a prevalence rate of 3.9% [10] 
reported was used. Using the modified Fishers formula 
[11] and 95% confidence interval, a minimum sample 
size of 57 subjects was arrived at. This was increased to 
400 subjects. Subjects less than 18 years of age, those not 
resident in the community and those that failed to give 
informed consent were excluded from the study.

Sampling technique

Systematic sampling technique was used. One local 
council development area (LCDA) out of 37 in the 
state was selected randomly by balloting. This was Ikosi-
Ejirin Local Council Development area, Lagos. A semi – 
urban community in the LCDA was randomly selected 
by balloting. This was Agbowa community. A central 
location in the community was used as study centre. 
This was Agbowa town hall. Every fourth subject that 
met the inclusion criteria was recruited for the study. 
This was arrived at by dividing the target population by 
the sample size. 

Study protocol

The study was carried out using the standardized World 
Health Organization/International League against 
Rheumatism’s Community Oriented Programme on 
the Control of Rheumatic Diseases (COPCORD) 
standardized protocol. Ten research assistants were 
trained to assist in the study. These assistants were 
paramedics and nurses working in the community. They 
had good command of both English as well as Yoruba 
languages. The training included basic methods of 
taking anthropometric measurements, blood pressure 
and completion of questionnaires. The researchers made 
sure that all assistants adhered to protocol.

A researcher – administered questionnaire was completed 
per subject. 

Blood pressure was taken using the left arm after about 
5 minutes rest.

Every subject had weight and height measured and 
body mass index (BMI) calculated. Musculoskeletal 

examination was done for each respondent by the 
researchers.

Blood samples were taken for the following tests: Serum 
uric acid estimation, creatinine, triglycerides, total 
cholesterol and blood glucose. 

Estimated GFR was calculated from serum creatinine 
using the CKD-EPI formula [12]. Hyperuriceamia 
was defined as serum uric acid >420 μmol/L (7 mg/
dL) in men and >357 μmol/L (5.8mg/dL) in women 
[10]. Hypercholesterolemia was defined as serum 
cholesterol greater than 200mg/dl [13]. Serum 
Triglyceride values greater than 150mg/dl was taken for 
hypertriglyceridemia [13].

Basis for diagnosis of gout

The diagnosis of gout was based the standard 
COPCORD protocol using the 1977 ACR classification 
criteria for gout.

Data analysis

Data was analyzed using Statistical Package for Social 
Sciences (SPSS) version 21.0 IBM SPSS® 2012 for 
windows by IBM USA, Amonk NY 10504. Demographic 
and clinical data of respondents were summarized 
using frequencies, percentages and proportions. Mean 
and standard deviation were calculated for continuous 
variables. Student’s T test was used to compare 
continuous variables while Chi square test was used 
to compare categorical variables. Bivariate logistic 
regression was used to determine factors associated with 
hyperuricemia and gout. P value less than 0.05 was 
regarded as being statistically significant.

Ethical consideration

The participants did not incur any harm for 
participating in the study. The only form of pain was 
during venipuncture for blood sample collection. There 
was no financial cost to the participants. Confidentiality 
was maintained.

Ethical approval was obtained from the ethical and 
research committee of Lagos State University Teaching 
Hospital, Lagos.

Results
There were 221 females and 179 males. The male: 
female ratio of the subjects was 1:1.2. The age range of 
the subjects was 18-88 years. Mean age was 46.5±16.0 
years. Subjects aged between 36 - 45 years constituted 
majority of the study population (N=121, 30.2%) while 
those aged more than 75 years constituted the minority 
(N=23, 5.8%). There was no statistically significant 
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difference between the mean age of male and female 
subjects (t=1.822, p=0.069). Majority of the participants 
were traders, artisans and farmers while 60(15%) were 
unemployed. Most of the subjects had received a form of 
formal education. Other socio-demographic parameters 
are as in Table 1.

Thirty-six (9%) of the subjects were known hypertensive 
patients while three (0.3%) were known diabetes mellitus 
patients. Thirty one (7.8%) subjects were on various 
diuretics of which hydrochlorothiazide/amiloride 
combination was the commonest (62.5%) (Table 2). 
Thirty four (8.5%) of the subjects were on low dose 
aspirin. Other drugs that the subjects were using mostly 
included amlodipine (N=16;4%), various non - steroidal 
anti-inflammatory drugs (N=24;6%) and paracetamol 
(N=13;3.3%) (Table 2). There was significant difference 
between the number of men that take alcohol and the 
number of women that take alcohol (41 males versus 13 
females [X2=24.669, p=0.001]) (Table 3). Two hundred 

and seventy seven (69.3%) of the subjects gave history 
of soft drink consumption while 14(3.5%) gave history 
of shellfish consumption (Table 2).

One hundred and fifty two {152(38%)} had elevated 
blood pressure and were classified as having hypertension. 
Nineteen subjects (4.7%) had blood glucose level higher 
than normal and were classified as having diabetes 
mellitus. Sixty four subjects (16%) had body mass 
index (BMI) ≥ 30kg/M2. Females were found to be 
significantly more obese than males (48 versus 16, X2 
= 19.435, p<0.001). More females were also overweight 
(88 versus 64). This is shown in Figure 1.

Laboratory Results

Serum cholesterol was done on 370 sera. Of these, 
80(21.6%) had hypercholesterolaemia. The difference 
in serum cholesterol between the two sexes was 
not statistically significant. Serum triglyceride was 
done on 382 sera. Sixty-eight (17.8%) subjects had 

Table 1. Socio-demographic characteristics of the subjects.
Characteristics Number (N) Percentage (%) 

Sex
Male 179 44.7
Female 221 55.3

Age range (years)

≤25 39 9.7
26 – 35 50 12.5
36 – 45 121 30.2
46 – 55 81 20.3
56 – 65 48 12.0
66 – 75 38 9.5
>75 23 5.8

Marital status 

Single 75 18.8
Married 297 74.2
Divorced/Separated 6 1.5
Widow/widower 22 5.5

Religion 
Islam 164 41.0
Christianity 228 57.0
Others 8 2.0

Postmenopausal (n=221)
Yes 73 33.0
No 148 67.0

Education 

No formal education 65 16.3
Primary level 121 30.2
Secondary level 177 44.3
Tertiary level 37 9.2

Occupation 

Trader 126 31.5
Artisan 102 25.5
Clerical officers 6 1.5
Professionals 22 5.5
Clergy 8 2.0
Farming 65 16.2
Unemployed 60 15.0
Retired 9 2.3
Student 2 0.5
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Table 2. Medical history.
Item Number Percentage 

History of hypertension
Yes 36 9.0
No 364 91.0

History of diabetes mellitus
Yes 3 0.8
No 397 99.2

Diuretic use(n=31)

Frusemide 5 15.6
Hydrochlorothiazide(HCT) 5 15.6
Frusemide+HCT 2 6.3
Amiloride+HCT 20 62.5

Other drugs

Herbal 4 1.0
Amlodipine 16 4.0
NSAID 24 6.0
Lisinopril 2 0.5
Aspirin 34 8.5
Tramadol 3 0.8
Paracetamol 13 3.3

Alcohol use
Do not use 341 85.2
Uses alcohol 59 14.8

Alcohol type(n=59)

Beer 35 59.3
Wine 4 6.8
Local brew 7 11.9
Whisky 5 8.5
Gin 8 13.5

Soft drink intake Yes 277 69.3
No 123 30.7

Shellfish consumption Yes 14 3.5
No 386 96.5

Figure 1. Bar chart showing grading of BMI by sex. 0 = males. 1=females. 

hypertriglyceridemia. The difference in serum triglyceride 
between the two sexes was not statistically significant. 

Serum creatinine was elevated in 14(3.6%) subjects and 
30 (7.5%) subjects had estimated Glomerular filtration 
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rate (eGFR) below 60ml/min using the chronic kidney 
disease epidemiology formula. Using the respective sex – 
specific cut – off values for serum uric acid, 53(13.3%) 
males and 33(8.2%) females had hyperuricemia, giving a 
prevalence of 21.5% (Table 4). Males had higher serum 
uric acid levels than females and this difference was 
found to be statistically significant (p <0.001) (Table 4).

A total of nine subjects were diagnosed with gout 
giving a prevalence rate of 2.25%. These comprised 
eight males (88.9%) and one female (11.1%). All the 

subjects had in the past experienced an intense joint 
pain that got to maximum intensity within 24 hours. 
In eight subjects, joint pain started at night, the affected 
joints were swollen, warm and affected their ability 
to walk. Three subjects could not bear to touch the 
joints. Five subjects had experienced podagra in the 
past. Gouty arthritis was monoarticular in one (11.1%) 
subject involving the elbow, oligoarticular in 7 (77.8%) 
subjects and polyarticular in one (11.1%) subject. The 
affected joints were ankles (n=7), knees (n=5), elbows 
(n=6), shoulder (n=1) and toe (n=5). Five (55.6%) of 

Table 3. Gender differences in alcohol intake, obesity and hyperuricemia. 
Item Number X2 P value

Alcohol intake 
Men 41 24.669 0.001
Women 13

Obesity 
Men 16 19.435 <0.001
Women 33

Table 4. Laboratory parameters.
n(%) X2 p-value

Hypercholesterolemia 
Male 30(8.1) 2.703

 0.259
Female 50(13.5)

Hypertriglyceridemia 
Male 27(7.1) 1.758

0.454
Female 41(10.7)

High serum creatinine
Male 7(1.8) 0.162

0.688
Female 7(1.8)

Hyperuricemia 
Male 53(13.3) 21.635

<0.001
Female 33(8.2)

Table 5. Characteristics of gouty arthritis subjects.
Variable 1 2 3 4 5 6 7 8 9

Sex Male Male Female Male Male Male Male Male Male
Age(years) 80 54 63 71 68 60 49 58 56

HTN Yes Yes No No Yes Yes Yes Yes Yes
DM No No No No No No No No No

BMI(kg/m2) 30.1 19.1 23.3 31 25.7 27.3 20.2 27.7 26.4
Diuretic HCT HCT+AMI Nil Nil Nil HCT+AMI HCT HCT HCT+AMI
Aspirin Yes No No No No Yes Yes Yes Yes
Alcohol No No Yes Yes Yes Yes Yes Yes Yes

Soft drink Yes Yes Yes Yes No Yes No No No

Joints affected
Knee, 

Ankles, 
toe

Shoulder, 
knee, ankle, 

toe
Knee,elbow Elbow, ankle, Toe Knee, 

ankle
Knee, ankles, 
elbows, toe Ankle Ankle, 

Elbow
Elbow, 

toe

Podagra Yes Yes No Yes No Yes No No Yes
Episodes 4 5 2 3 5 4 2 3 2

Duration of each(days) 20 14 14 28 14 28 21 14 10
Intercritical period(days) 60 140 180 90 60 120 360 90 180

EGFR(ml/min/1.73m2) 44 79 49 65 101 110 98 85 82
SUA(mg/dl) 8.5 7.3 7.5 7.2 12.8 6.5 5.8 6 7.7
TG(mg/dl) 92 160 152 167 160 - 131 129 120

CHOL(mg/dl) 121 123 139 265 144 178 112 232 200
HTN = Hypertension. HCT = Hydrochlorothiazide. CHOL = serum cholesterol
DM = Diabetes Mellitus. TG = serum triglycerides. EGFR = estimated Glomerular filtration rate.
SUA = Serum uric acid. AMI = Amiloride. BMI = Body Mass Index (Kg/M2)
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the subjects with gouty arthritis had experienced acute 
intermittent gout in the past but were in the intercritical 
period during the study period. Four (44.4%) subjects 
had chronic tophaceous gout with tophi involving the 
olecranon and the malleoli.Six (66.7%) out of the 9 
subjects with gout had associated hyperuricemia, with 
all the subjects having serum uric acid level ≥5.8mg/dl. 
Other characteristics of the gouty arthritis subjects are as 
presented in Table 5.

Factors associated with gout and hyperuricemia

The following variables were subjected to bivariate 
logistic regression to determine factors associated 
with gout and hyperuricemia: age, sex, menopause, 
diuretic use, alcohol intake, use of aspirin, intake 
of soft drinks, consumption of shellfish, overweight 
and obesity, hypertension, diabetes mellitus, 
hyperuricemia, estimated Glomerular filtration rate, 
hypercholesterolemia and hypertriglyceridemia. 
Increasing age, diuretic use, alcohol intake, aspirin use, 
hypertension, hyperuricemia, hypertriglyceridemia, 

eGFR <60ml/min and male sex were associated with 
gout (Table 6).

Increasing age, menopause, diuretic use, aspirin use, 
consumption of alcohol, overweight and obesity, 
reduced estimated glomerular filtration rate <60ml/
min, consumption of soft drinks, male gender and 
serum triglycerides were associated with hyperuricemia 
(Table 7).

Discussion
The prevalence of gout in this study was 2.25%. This is 
significantly higher than the finding by in Jos, Nigeria 
by Courage et al [14] who carried out a study on the 
prevalence of musculoskeletal in a rural community 
using the Community – Oriented Program for the 
Control of Rheumatic Diseases (COPCORD) protocol. 
The prevalence of gout in the community was found to be 
0.1%. In the study, subjects who gave history of possible 
rheumatological disease were later seen in a specialist 
rheumatology clinic where further investigations were 

Table 6. Bivariate analysis of factors associated with gout.
Variable Odds ratio 95% Confidence interval P value
Age >45 years 6.01 1.82 – 19.82 0.003*
Sex(male gender) 10.29 1.27 – 83.80 0.029*
Diuretic use 17.45 4.41 – 68.93 0.001*
Aspirin use 5.81 1.38 – 24.35 0.016*
Alcohol consumption 8.62 2.24 – 33.21 0.002*
Soft drink intake 1.55 0.32 – 7.57 0.588
Shellfish consumption 0.01 0.00 – 0.10 0.999
Hypertension 14.52 3.71 – 56.97 0.001*
Hyperuricemia 32.10 3.96 – 260.48 0.001*
Overweight and obesity 1.11 0.29 – 4.19 0.879
Reduced eGFR 11.23 2.84 – 44.35 0.001*
Hypertriglyceridemia 15.09 2.98 – 76.54 0.001*
Hypercholesterolemia 1.01 0.375 – 2.56 0.761

Table 7. Bivariate analysis of factors associated with hyperuricemia.
Variable Odds Ratio 95% confidence interval P value

Reduced eGFR 8.27 3.01 – 22.76 0.001*
High Triglycerides 5.28 3.01 – 9.27 0.001*

High Total cholesterol 1.65 0.93 – 2.94 0.084
Hypertension 1.38 0.85 – 2.25 0.183

Overweight and obesity 2.15 1.30 – 3.56 0.003*
Sex (male gender) 2.6 3.32 – 12.8 0.001*

Age >45 years 2.45 1.50 – 4.01 0.001*
Hyperglycemia 1.88 0.68 – 5.18 0.218

Shellfish consumption 0.59 0.13 – 2.71 0.503
Soft drink intake 6.36 4.05 – 18.64 0.002*

Alcohol intake 4.63 2.86 – 5.10 0.032*
Aspirin intake 2.85 1.37 – 5.93 0.004*
Diuretic use 3.37 1.58 – 7.16 0.002*
Menopause 5.98 2.24 – 6.31 0.005*
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done to adequately classify the diagnoses. This might 
explain the lower prevalence of gout in the community. 
Also, the prevalence of gout in this study is higher than 
findings in Shantou in China (1.08%) [15], Tehran in 
Iran (0.13%) [16] and Vietnam (0.14%) [17]. These 
studies mostly used the 1977 ACR criteria for the 
diagnosis of gout. In the study in Tehran the diagnosis 
of gout was based on clinical judgment only. This may 
partly explain the lower prevalence in the study.

The 2.25% prevalence of gout in this study is lower 
than the finding in the Nutrition and Health Survey in 
Taiwan from 1993 – 1996 and 2005 – 2008 where the 
prevalence of gout in 1993 – 1996 and 2003 – 2005 were 
4.74% and 8.21% among men and 2.19% and 2.33% 
among women [18]. The reason for this may be because 
the diagnosis of gout in the survey was by report by the 
participants, not by the researchers. The prevalence of 
gout in this study is similar to that in the NHANES III 
study (between 1988 – 1994) in USA (2.7%) [19] and 
also the NHANES 2007 – 2008 study (3.9%) [10]. The 
pooled prevalence of gout in China as reported by Rui et 
al [20] was 1.1% which is lower than the finding in this 
index study. The finding is also higher than that reported 
in United Kingdom and Germany (1.4%) [21]

The prevalence of hyperuricemia in this study is similar 
to the finding by Alikor et al [22] in a community in the 
Niger Delta region of Nigeria but lower than the finding 
by Ewenighi et al in Abakaliki [23]. The reason may 
be because the study in Abakaliki was carried out only 
among men [23]. The prevalence of hyperuricemia in 
this study is also lower than that reported by Kamdem et 
al [24] in Cameroun who reported a prevalence of 31.8% 
among newly diagnosed, treatment naïve subjects. 
The higher prevalence in that study may be explained 
by the fact that all the subjects were hypertensive and 
hypertension is known to be a modifiable risk factor for 
hyperuricemia and gout. It is also higher than the finding 
in Taiwan by Shao-Yuan et al [18] who found prevalence 
of hyperuricemia among both sexes to be 15.6% and 
also higher than the pooled prevalence of hyperuricemia 
in China (13.3%) [20]. However, Shao-Yuan et al used a 
higher cut – off values to define hyperuricemia (>7.7mg/
dl in men and >6.6mg/dl in women) and this might have 
underestimated the prevalence of hyperuricemia. The 
pooled prevalence of hyperuricemia in China by Rui et 
al was a systemic review and the prevalence ranged from 
5.5 – 23.6%. In the NHANES 2007 – 2008 survey in 
USA [10], the prevalence of hyperuricemia was 21.4% 
which is similar to the finding in this study. The cut – 
off values for serum uric acid is similar in both studies 
(7.0mg/dl for men and 5.8mg/dl for women). 

Gout mostly affected more than one joint in this study 
as only one subject had monoarticular manifestation. 
This is similar to the finding by Mody and Naidoo in 
1984 in South African blacks [25]. This finding is at 
variance from the finding by Adelowo et al [26] where 
more than 50% of the patients had monoarticular 
presentation. The reason may be because of the relatively 
small number of gout subjects in this study. 

Gout is known to be associated with comorbidities 
especially renal impairment and cardiovascular risk 
factors [27]. Seven of the nine subjects (77.8%) that 
had gout also had hypertension. This is higher than 
the finding by Esmaeilzadeh et al in Iran who found 
that among gout patients attending a hospital in 
Imam, 34% were hypertensive [28]. It is also higher 
than 58% reported by Emilio Gonzalez in 2012 [29]. 
The reason for this higher prevalence of hypertension 
in this index study may be because of the difference 
in study population as idiopathic hypertension has a 
higher prevalence among blacks. Adelowo et al reported 
the frequency of hypertension among gouty arthritis 
patients that attended a private rheumatology clinic in 
Lagos to be 72/146(49.3%) [26]. This is lower than the 
finding in this index study. The reason for this difference 
is not clear but may not be unrelated to the relatively few 
gout cases in this study. 

Six out of the nine subjects (66.9%) had evidence of 
hyperlipidemia. This is similar to the report by Adelowo et 
al where 53.3% of gout patients had hypercholesterolemia 
and 11.4% had hypertriglyceridemia [26]. It is also 
similar to the finding in Iran where 64% of gout patients 
were found to have associated hyperlipidemia [28]. It is 
lower than the report by Emilio where he reported that 
45% of gout patients had dyslipidemia and 33% had 
a combination of hypertension and dyslipidemia [29].

Diabetes mellitus is an important co – morbid disease 
in gout. Surprisingly in this study, none of the nine 
patients with gout had associated diabetes mellitus. 
This is contrary to the study by Adelowo et al where 
4.1% of gout patients had diabetes mellitus [26]. It is 
also at variance with the report from Kenya by Oyoo in 
2004 where 7.7% of gouty arthritis patients attending 
a rheumatology clinic in Nairobi had diabetes mellitus 
[30]. Mody and Naidoo also reported that 10.5% of 
South African blacks with gout had associated diabetes 
mellitus [25]. Also, a study from Iran showed that 9% 
of gout patients had diabetes [28]. The reason for this 
difference may be because of the relatively few gout cases 
identified in this study.

Obesity is a non-communicable disease that has been 
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associated with increased morbidity and mortality, from 
increased cardiovascular events and stroke. Various 
studies have shown increased frequency (or prevalence) 
of overweight and obesity among gout patients. This 
study revealed that 22.2% of the gout subjects had overt 
obesity while 44.4% were overweight. This supports the 
earlier report be Adelowo et al where 12.7% of gout 
patients were obese [26]. The study on gout patients in 
Iran showed that 50% of the patients were overweight 
while 9% were obese [28]. Obesity was more common 
among gout patients in Nairobi as Oyoo reported that 
90.5% of gout patients were obese [30]. Report from 
Togo by Mijinyawa is also similar to the finding in this 
index study where 38% of gouty arthritis patients were 
obese [31].

Alcohol consumption is known to increase serum uric 
acid, trigger acute attacks of gout and also precipitate 
recurrent attacks. In this study, significant number 
(n=7) of the subjects with gout consumes alcohol. 
This is higher than the finding by Adelowo et al where 
only 17.8% of gout patients took alcohol [26]. The 
reason for this disparity is not clear. However, studies 
from Togo and Nairobi reported similar high alcohol 
consumption rate among gout patients. Mijinyawa 
reported alcohol consumption rate of 74% among gout 
patients in Lome, Togo [31] while Oyoo reported even a 
higher percentage, 100% in Nairobi [30]. Esmaeilzadeh 
reported alcohol consumption among gout patients 
in Imam, Iran to be only 35.7% [28]. This difference 
may be because the study population in Imam, Iran was 
made up of predominantly Muslims who abhor alcohol 
consumption.

Lucia et al reported that alcohol consumption, 
hypertriglyceridemia, obesity, psoriasis, chronic kidney 
disease and diuretic use are all associated with gout 
[32]. Mahmoud et al in Sudan reported that among 
101 patients with gout that were seen in clinic in 
Khartoum state, 81.2% were males [33]. Also, in a 
cohort of 72 Italian patients with gout that were studied 
by Zampogna et al, 87.5% were males [34]. These two 
studies support the finding in this index study that 
being male is associated with increased probability of 
developing gout. Numerous studies have shown that 
males are more likely to have higher uric acid levels than 
females [18,20,22] This is similar to the finding in this 
index study. Alikor et al reported an associated between 
serum uric acid and male gender [22]. Ewenighi et 
al reported an association between serum uric acid, 

body mass index and age among hyperuricemic male 
subjects in Abakaliki [23]. Kamdem et al reported an 
association between age greater than 55 years, obesity, 
high low density lipoprotein, high serum triglycerides 
and hyperuricemia [24]. Consumption of soft drink was 
found to be negatively associated with hyperuricemia. 
This is different from earlier studies by Choi et al [35,36] 
and the reason for this difference is not known. 

The subjects that were diagnosed with gout in this study 
were all older than 45 years of age and as much as 55.6% 
were aged ≥60 years. This shows that the probability 
of developing gout in this setting increases with age. 
This finding is similar to findings in USA [10], Taiwan 
[18], China [37] and the United Kingdom [38] where 
population – based studies showed that the prevalence 
of gout increased with advancing age.

Conclusion
This study has revealed that gout is a significant ailment 
in Agbowa community of Lagos state Nigeria with a 
prevalence of 2.25%. Hyperuricemia was also prevalent 
in the community. Most of the gouty arthritis subjects 
had associated hyperuricemia with a prevalence of 
66.7%. Hypertension, dyslipidemia, overweight and 
obesity were the co-morbid conditions identified among 
gout subjects. The factors found to be associated with 
gout were older age, male gender, use of diuretics, 
aspirin and alcohol, hypertriglyceridemia, hypertension, 
hyperuricemia and reduced eGFR. These factors, in 
addition to overweight and obesity, menopause, intake 
of soft drinks were associated with hyperuricemia. Gouty 
arthritis was mostly oligoarticular and associated co – 
morbidities identified were hypertension, overweight 
and obesity and hyperlipidemia. 

Limitations
1. Inability to do joint aspiration, synovial biopsy 

or tophus examination for identification of 
MSU crystals made definitive diagnosis of gout 
difficult. The ACR criteria cannot replace polarized 
microscopy or DECT for MSU identification. The 
use of ACR criteria for the diagnosis of gout in this 
study might have overestimated the prevalence of 
gout.

2. Recall bias on the part of the respondents. 

3. Small number of gout subjects identified might 
have affected the overall pattern of presentation of 
gout in this study. 
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