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Abstract: In this study, we investigated the risk of thyroid cancer in patients with gout. Participants
≥40 years old in the Korean National Health Insurance Service–Health Screening Cohort were
investigated. A total of 5844 patients with thyroid cancer were paired with 23,376 comparison
participants (no history of thyroid cancer) to build the nested case–control study. A previous history
of gout was collected from both the thyroid cancer and comparison participants. The relationship
of thyroid cancer with a prior history of gout was analyzed using a conditional logistic regression
model. The rate of gout was higher in the patients with thyroid cancer than in the comparison group.
In the total study population, the relationship of thyroid cancer with a prior history of gout was
not statistically evident. A previous history of gout was related to an increased risk of gout in the
<60 years old, normal weight, abnormal blood pressure, and CCI score = 0 groups. The occurrence
of thyroid cancer was not associated with a prior history of gout in the general adult population.
However, a prior history of gout was related to an elevated risk of thyroid cancer in middle-aged and
healthy populations without comorbidities.

Keywords: gout; thyroid cancer; risk factors; cohort studies; epidemiology

1. Introduction

Thyroid cancer is a common malignancy with a rising incidence worldwide [1]. In
Korea, the diagnosis of thyroid cancer has grown 15-fold from 1993 to 2011 [2]. Although
the pathophysiologic cause of thyroid cancer is still controversial, multiple factors aggravate
the risk of thyroid cancer [3]. A radiation overdose, the female sex, an iodine intake deficit,
and a family history of thyroid cancer are known to increase the risk of thyroid cancer [4].
In addition, metabolic disorders, including obesity and metabolic syndrome, are associated
with a higher incidence of thyroid cancer (hazard ratio = 1.39, 95% confidence intervals
(95% CI) = 1.33–1.44) [5]. Moreover, an abnormal thyroid function or diseases are associated
with an increased incidence of thyroid cancer [6]. A nationwide cohort study in Denmark
presented standardized incidence ratios for thyroid cancer as high as 2.00–6.02-fold in
patients with hyperthyroidism, goiter, and adenoma [6].
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Gout is characterized by the accumulation of monosodium urate crystals owing to high
urate concentrations (hyperuricemia) [7]. Gout is a common chronic disease with a preva-
lence as high as 1–6.8% and an incidence of 0.58–2.89 per 1000 persons/year worldwide [8].
The status of hyperuricemia and flares of gout can be precipitated by the inflammatory
activation of the NOD-, LRR- and pyrin domain-containing protein 3 (NLRP3) inflamma-
somes and the secretion of interleukin 1β [7]. In addition to inflammatory conditions, gout
is related to metabolic derangements such as metabolic syndrome [9]. Furthermore, a few
prior studies have suggested a relationship between gout and thyroid abnormalities, with
a few conflicting results [10]. Thyroid cancer is associated with benign thyroid diseases,
including hyperthyroidism, thyroiditis, and autoimmune thyroid diseases [11]. In addition,
both thyroid cancer and gout are associated with metabolic disorders. Thus, it can be
supposed that patients with gout may have a higher susceptibility to thyroid cancer.

We hypothesized that patients with gout may have a higher susceptibility to thyroid
cancer. To test this hypothesis, patients with thyroid cancer were analyzed for a previous
history of gout. Although previous studies have pointed to the relationship of thyroid
dysfunctions with gout, there is a lack of knowledge on the association of thyroid cancer
with gout. As both thyroid cancer and gout are related to comorbidities such as cardio-
vascular diseases and metabolic diseases, these factors were considered to be covariates in
this study.

2. Materials and Methods
2.1. Study Population

We used the Korean National Health Insurance Service–Health Screening Cohort data
for this study. A comprehensive explanation for this cohort is provided elsewhere [12]. This
study was approved by the ethics committee of Hallym University (IRB No: 2019-10-023)
following the guidelines of the IRB.

2.2. Participant Selection

From a total of 514,866 individuals with 615,488,428 medical claim codes, thyroid
cancer participants were selected according to the definition in our study (n = 6026).
Among the thyroid cancer group, thyroid cancer participants who were diagnosed in 2002
(washout period, n = 181) or had no record of total cholesterol (n = 1) were removed.
Among the other participants, participants who were diagnosed with C73 (malignant
neoplasm of the thyroid gland) using ICD-10 codes without thyroidectomy, chemotherapy,
or radiation therapy were removed (n = 1797). The rest of the patients were selected
as a comparison group (n = 507,043). The participants who died before 2003 or had no
records since 2003 were excluded from the comparison group (n = 34). The thyroid cancer
participants and comparison participants were paired at a ratio of 1:4 for age, sex, income,
and region of residence. The comparison participants were chosen in a random order. The
index date of the thyroid cancer participants was defined as the index date of the paired
comparison participants. Thus, each thyroid cancer participant with a paired comparison
participant had an identical index date. A total of 483,633 comparison participants were
removed during matching. Finally, 5844 thyroid cancer participants were paired with
23,376 comparison participants (Figure 1).

2.3. Thyroid Cancer (Outcome)

Thyroid cancer was defined using ICD-10 codes (C73, Malignant neoplasm of thy-
roid gland). Among them, we selected the participants who underwent thyroid surgery
(claim codes: P4551, P4552, P4553, P4554, and P4561), chemotherapy, or radiation therapy,
following our previous studies [13].
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Figure 1. A schematic illustration of the participant selection process used in the present study. Of a
total of 514,866 participants, 5844 thyroid cancer participants and 23,376 comparison participants
were matched at a 1:4 ratio according to age, sex, income, and region of residence.

2.4. Thyroid Cancer (Outcome)

Thyroid cancer was defined using ICD-10 codes (C73, Malignant neoplasm of thy-
roid gland). Among them, we selected the participants who underwent thyroid surgery
(claim codes: P4551, P4552, P4553, P4554, and P4561), chemotherapy, or radiation therapy,
following our previous studies [13].

2.5. Gout (Exposure)

Gout was defined as visiting a clinic or hospital with a diagnosis of gout (ICD-10: M10,
gout) ≥2 times. These methods were modified from a previous study [13].

2.6. Covariates

The 10 age groups were classified into 5-year intervals. The 5 income groups were
defined (class 1 (poorest)–5 (richest)). The urban and rural areas were grouped [14]. Data
on tobacco smoking, alcohol consumption, and obesity were collected [15]. Total cholesterol
(mg/dL), systolic blood pressure (SBP, mmHg), diastolic blood pressure (DBP, mmHg), and
fasting blood glucose (mg/dL) were measured. The Charlson Comorbidity Index (CCI)
was used to measure the medical histories of 17 patients without thyroid cancer.

2.7. Statistical Analyses

The demographic features of the thyroid cancer groups were compared with those of
the comparison groups using standardized differences.

A conditional logistic regression model was applied to assess the crude and adjusted
odds ratios (ORs) and 95% Cis for gout and thyroid cancer. In the adjusted model, obesity,
smoking, alcohol consumption, systolic blood pressure, diastolic blood pressure, fasting
blood glucose, total cholesterol, and the CCI scores were adjusted with a stratification
according to age, sex, income, and region of residence.
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The participants were classified according to age (<60 years old; ≥60 years old), sex
(males; females), income (low income; high income), region (urban; rural), obesity (un-
derweight; normal weight; overweight; obese), smoking (non-smoker; former or current
smoker), alcohol consumption (alcohol consumption < once a week; alcohol consumption
≥once a week), total cholesterol (<200 mg/dL; ≥200 to <240 mg/dL; ≥240 mg/dL), blood
pressure (SBP < 140 mmHg and DBP < 90 mmHg; SBP ≥ 140 mmHg or DBP ≥ 90 mmHg),
fasting blood glucose (<100 mg/dL; ≥100 mg/dL), and CCI score (score 0; score 1;
score ≥ 2). The subgroups were analyzed in crude and adjusted models using an un-
conditional logistic regression model.

All analyses were two-tailed. A p-value < 0.05 was considered to be statistically
significant. SAS version 9.4 (SAS Institute Inc., Cary, NC, USA) was used for the analyses.

3. Results

A total of 2.0% (116/5844) of the thyroid cancer group and 1.5% (354/23,376) of the
comparison group had histories of gout (standardized difference (SD) = 0.04; Table 1).
The thyroid cancer group demonstrated lower total cholesterol and fasting blood glucose
levels and higher SBP and DBP than the comparison group. The rates of obesity, smoking
status, alcohol consumption, and CCI score were distinct between the thyroid cancer and
comparison groups.

Table 1. General characteristics of participants.

Characteristics Total Participants

Thyroid Cancer
(N = 5844)

Comparison
(N = 23,376)

Standardized
Difference

Age (years old, n, %) 0.00
40–44 127 (2.2) 508 (2.2)
45–49 837 (14.3) 3348 (14.3)
50–54 1593 (27.3) 6372 (27.3)
55–59 1344 (23.0) 5376 (23.0)
60–64 896 (15.3) 3584 (15.3)
65–69 592 (10.1) 2368 (10.1)
70–74 325 (5.6) 1300 (5.6)
75–79 102 (1.8) 408 (1.8)
80–84 27 (0.5) 108 (0.5)
≥85 1 (0.0) 4 (0.0)

Sex (n, %) 0.00
Male 1234 (21.1) 4936 (21.1)

Female 4610 (78.9) 18,440 (78.9)
Income (n, %) 0.00

1 (lowest) 732 (12.5) 2928 (12.5)
2 683 (11.7) 2732 (11.7)
3 901 (15.4) 3604 (15.4)
4 1195 (20.5) 4780 (20.5)

5 (highest) 2333 (39.9) 9332 (39.9)
Region of residence (n, %) 0.00

Urban 2802 (48.0) 11,208 (48.0)
Rural 3042 (52.1) 12,168 (52.1)

Total cholesterol level
(mg/dL, mean, SD) 198.7 (38.0) 201.5 (37.7) 0.08

SBP (mmHg, mean, SD) 124.4 (15.9) 123.5 (16.1) 0.05
DBP (mmHg, mean, SD) 77.5 (10.5) 76.7 (10.5) 0.08

Fasting blood glucose level
(mg/dL, mean, SD) 97.2 (23.1) 98.2 (26.1) 0.04

Obesity * (n, %) 0.11
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Table 1. Cont.

Characteristics Total Participants

Thyroid Cancer
(N = 5844)

Comparison
(N = 23,376)

Standardized
Difference

Underweight 79 (1.4) 453 (1.9)
Normal 1936 (33.1) 8772 (37.5)

Overweight 1654 (28.3) 6370 (27.3)
Obese I 1936 (33.1) 6998 (29.9)
Obese II 239 (4.1) 783 (3.4)

Smoking status (n, %) 0.08
Non-smoker 5113 (87.5) 20,053 (85.8)
Past smoker 392 (6.7) 1474 (6.3)

Current smoker 339 (5.8) 1849 (7.9)
Alcohol consumption (n, %) 0.01

<1 time a week 4576 (78.3) 18,171 (77.7)
≥1 time a week 1268 (21.7) 5205 (22.3)

CCI score † (score, n, %) 0.41
0 3528 (60.4) 18,201 (77.9)
1 941 (16.1) 2840 (12.2)
≥2 1375 (23.5) 2335 (10.0)

Gout (n, %) 116 (2.0) 354 (1.5) 0.04
CCI, Charlson Comorbidity Index; DBP, diastolic blood pressure; SBP, systolic blood pressure; SD, standard
deviation. * Obesity (BMI, body mass index, kg/m2) was categorized as < 18.5 (underweight), ≥18.5 to <23
(normal), ≥23 to <25 (overweight), ≥25 to <30 (obese I), and ≥ 30 (obese II). † Thyroid cancer was excluded in the
CI score.

The thyroid cancer group presented 1.32-fold higher odds of gout in the crude model
(95% CI = 1.07–1.64, p = 0.010; Table 2). However, the association of thyroid cancer with gout
was not maintained in the adjusted model (adjusted OR (aOR) = 1.24, 95% CI = 0.99–1.54,
p = 0.062). Regarding age groups, the <60 years old age group showed higher odds
of thyroid cancer in patients with a history of gout in the adjusted model (aOR = 1.36,
95% CI = 1.01–1.82, p = 0.041).

Table 2. Crude and adjusted odds ratio (95% confidence interval) of gout for thyroid cancer with
subgroup analyses according to age, sex, income, and region of residence.

Characteristics Thyroid Cancer Comparison OR (95% CIs) for
Thyroid Cancer

(Exposure/Total, %) (Exposure/Total, %) Crude † p-Value Adjusted † ‡ p-Value

Total participants (n = 29,220) 116/5844 (2.0) 354/23,376 (1.5) 1.32 (1.07–1.64) 0.010 * 1.24 (0.99–1.54) 0.062
Age

Age < 60 years old (n = 19,505) 67/3901 (1.7) 187/15,604 (1.2) 1.45 (1.09–1.92) 0.011 * 1.36 (1.01–1.82) 0.041 *
Age 60 years old (n = 9715) 49/1943 (2.5) 167/7772 (2.2) 1.18 (0.85–1.64) 0.314 1.11 (0.79–1.56) 0.532

Sex
Males (n = 6170) 61/1234 (4.9) 201/4936 (4.1) 1.23 (0.91–1.65) 0.174 1.15 (0.85–1.56) 0.377

Females (n = 23,050) 55/4610 (1.2) 153/18,440 (0.8) 1.44 (1.06–1.97) 0.020 * 1.36 (0.99–1.87) 0.062
Income

Low income (n = 11,580) 48/2316 (2.1) 126/9264 (1.4) 1.54 (1.10–2.17) 0.012 * 1.39 (0.98–1.98) 0.067
High income (n = 17,640) 68/3528 (1.9) 228/14,112 (1.6) 1.20 (0.91–1.58) 0.194 1.14 (0.86–1.52) 0.375

Region of residence
Urban (n = 14,010) 47/2802 (1.7) 155/11,208 (1.4) 1.22 (0.88–1.70) 0.240 1.12 (0.79–1.59) 0.522
Rural (n = 15,210) 69/3042 (2.3) 199/12,168 (1.6) 1.41 (1.06–1.86) 0.017 * 1.32 (0.99–1.76) 0.059

CCI, Charlson Comorbidity Index; CI, confidence interval; DBP, diastolic blood pressure; OR, odds ratio; SBP,
systolic blood pressure. * Conditional logistic regression, significance at p < 0.05. † Models were stratified by age,
sex, income, and region of residence. ‡ Adjusted for total cholesterol, SBP, DBP, fasting blood glucose, obesity,
smoking, alcohol consumption, and CCI scores.
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The normal weight group, abnormal blood pressure group, and CCI score = 0 groups
also demonstrated higher odds of thyroid cancer in patients with a history of gout (aOR = 1.73,
95% CI = 1.13–2.66, p = 0.013 for the normal weight group; aOR = 1.37, 95% CI = 1.07–1.76,
p = 0.014 for the abnormal blood pressure group; aOR = 1.48, 95% CI = 1.12–1.95, p = 0.005
for the CCI score = 0 group; Table 3). The other subgroups did not present a relationship of
thyroid cancer with gout.

Table 3. Subgroup analyses regarding odds ratio (95% confidence interval) of gout for thyroid cancer
with subgroup analyses according to obesity, smoking status, alcohol consumption, total cholesterol,
blood pressure, fasting blood glucose, and CCI scores.

Characteristics Thyroid Cancer Comparison OR (95% CIs) for
Thyroid Cancer

(Exposure/
Total, %) (Exposure/Total, %) Crude p-Value Adjusted † p-Value

Obesity

Underweight (n = 532) 2/79 (2.5) 2/453 (0.4) 5.86 (0.81–42.25) 0.079 6.70
(0.80–56.09) 0.079

Normal weight (n = 10,708) 32/1936 (1.7) 83/8772 (1.0) 1.76 (1.17–2.65) 0.007 * 1.73 (1.13–2.66) 0.013 *
Overweight (n = 8024) 26/1654 (1.6) 100/6370 (1.6) 1.00 (0.65–1.55) 1.000 1.03 (0.66–1.61) 0.891

Obese (n = 9956) 56/2175 (2.6) 169/7781 (2.2) 1.19 (0.88–1.62) 0.264 1.08 (0.79–1.49) 0.621
Smoking status

Non-smoker (n = 25,166) 84/5113 (1.6) 249/20,053 (1.2) 1.33 (1.04–1.71) 0.025 * 1.20 (0.93–1.56) 0.170
Past or current smoker

(n = 4054) 32/731 (4.4) 105/3323 (3.2) 1.40 (0.94–2.10) 0.100 1.38 (0.91–2.10) 0.132

Alcohol consumption
<1 time a week (n = 22,747) 75/4576 (1.6) 222/18,171 (1.2) 1.35 (1.04–1.75) 0.027 * 1.23 (0.93–1.62) 0.144
≥1 time a week (n = 6473) 41/1268 (3.2) 132/5205 (2.5) 1.28 (0.90–1.83) 0.168 1.22 (0.84–1.78) 0.290
Total cholesterol (mg/dL)

<200 (n = 14,984) 67/3160 (2.1) 197/11,824 (1.7) 1.28 (0.97–1.69) 0.085 1.28 (0.95–1.72) 0.100
≥200 to < 240 (n = 10,041) 34/1893 (1.8) 105/8148 (1.3) 1.40 (0.95–2.07) 0.090 1.33 (0.89–1.99) 0.161

≥240 (n = 4195) 15/791 (1.9) 52/3404 (1.5) 1.25 (0.70–2.23) 0.457 0.96 (0.52–1.78) 0.898
Blood pressure (mmHg)
SBP < 140 and DBP < 90

(n = 23,458) 89/4655 (1.9) 256/18803 (1.4) 1.41 (1.11–1.80) 0.005 * 1.37 (1.07–1.76) 0.014 *

SBP ≥ 140 or DBP ≥ 90
(n = 5762) 27/1189 (2.3) 98/4573 (2.1) 1.06 (0.69–1.63) 0.784 0.92 (0.58–1.45) 0.709

Fasting blood glucose
(mg/dL)

<100 (n = 19,981) 75/4040 (1.9) 216/15,941 (1.4) 1.38 (1.06–1.80) 0.018 * 1.26 (0.95–1.66) 0.106
≥100 (n = 9239) 41/1804 (2.3) 138/7435 (1.9) 1.23 (0.86–1.75) 0.250 1.18 (0.81–1.70) 0.389

CCI score
0 (n = 21,729) 68/3528 (1.9) 233/18,201 (1.3) 1.52 (1.16–1.99) 0.003 * 1.48 (1.12–1.95) 0.005 *
1 (n = 3781) 19/941 (2.0) 47/2840 (1.7) 1.23 (0.72–2.10) 0.460 1.19 (0.69–2.05) 0.544
≥2 (n = 3710) 29/1375 (2.1) 74/2335 (3.2) 0.66 (0.43–1.02) 0.060 0.85 (0.53–1.36) 0.504

CCI, Charlson Comorbidity Index; CI, confidence interval; DBP, diastolic blood pressure; OR, odds ratio; SBP,
systolic blood pressure. * Unconditional logistic regression, significance at p < 0.05. † Adjusted for age, sex, income,
region of residence, total cholesterol, SBP, DBP, fasting blood glucose, obesity, smoking, alcohol consumption, and
CCI scores.

4. Discussion

Thyroid cancer was not associated with a previous history of gout in the total population.
However, certain groups—such as patients < 60 years old, patients with a normal weight, pa-
tients with abnormal blood pressure, and patients without comorbidities—showed a positive
association of thyroid cancer with a prior history of gout. When we searched the PubMed and
EMBASE databases using the keywords “(thyroid cancer) AND (gout)” until March 2022, no
study addressed the association between gout and thyroid cancer.

The presence of gout history has been suggested to elevate the risk of thyroid diseases
in prior studies. In a cross-sectional study, female patients with gout demonstrated higher
odds of hypothyroidism (OR = 2.44, 95% CI = 1.15–5.17) and Hashimoto’s thyroiditis
(OR = 3.15, 95% CI = 1.53–6.49) [10]. Hyperthyroidism was associated with increased
odds for gout in both males (OR = 1.37, 95% CI = 1.10–1.69) and females (OR = 2.13,
95% CI = 1.58–2.87) [16]. It was postulated that thyroid hormones influenced the kidney
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function through immune modulations [17]. Indirectly, a metabolic and cardiovascular
compromise in thyroid dysfunction was suggested to increase urate levels by diminishing
the renal function [17]. On the other hand, a retrospective study reported no evident link of
thyroid disorders such as hypothyroidism and hyperthyroidism with gout [18]. Potential
confounding effects and different study designs may have caused these heterogeneous
results regarding the relationship between thyroid diseases and gout.

In the overall population, a previous history of gout was not related to the occurrence
of thyroid cancer in this study. This lack of a significant association between thyroid
cancer and pre-existing gout history could partially originate from the contribution of
multiple risk factors to the development of thyroid cancer in addition to gout such as
metabolic syndrome and cardiovascular diseases [19]. On the other hand, a few individuals
with a history of gout in the middle-aged adult group (<60 years old) and the healthy
patient group, which included those with a normal weight and without past medical
histories, demonstrated a higher risk of thyroid cancer in our present study. In these
groups of patients, the possible confounding or mediating effects of comorbid conditions
on the occurrence of thyroid cancer may have been weaker than in those patients with
multiple comorbid conditions. In addition, the impact of thyroid dysfunction on the
development of thyroid cancer may have been more robust in the middle-aged population,
which is the age group in which thyroid cancer is the most prevalent (median age of
51 years) [20]. Compared with other cancers, thyroid cancer is diagnosed at a younger age.
For instance, the median age of diagnosis is approximately 62 years old for breast cancer and
approximately 71 years old for lung cancer [20]. A thyroid cancer diagnosis at a young age
is attributed to prior thyroid dysfunction in addition to possible overdiagnosis issues [21].
For instance, congenital hypothyroidism and maternal hypothyroidism, hyperthyroidism,
and goiter were associated with an 18.12-fold increased risk of thyroid cancer in people of
a young age (0–48 years old) [20]. Thus, the potential impact of thyroid dysfunction on the
development of thyroid cancer cannot be discarded in these populations.

This study has improved previous knowledge on the contribution of gout to thyroid
diseases by adding evidence of the relationship of gout with thyroid cancer. A large
representative population was used and a comparison population was selected that was
paired for age, sex, income, and region of residence. Multiple confounders were adjusted
for in the association of previous gout with the subsequent occurrence of thyroid cancer.
Moreover, subgroup analyses were performed to pinpoint a possible vulnerable group of
gout patients who were exposed to the risk of thyroid cancer. However, a few limitations
should be mentioned when interpreting the current results. For the diagnosis of gout, the
severity and treatment histories—including medications—could not be considered in this
study. The association of gout with thyroid cancer could be different according to the types
or severity of the gout. For thyroid cancer, the histological subtypes and staging of diseases
could not be accounted for in the present study. A previous study reported the association
of hyperthyroidism and thyroiditis with differentiated thyroid cancer [6]. As gout has been
reported to be associated with both hyperthyroidism and thyroiditis, the association of gout
with thyroid cancer may be stronger in differentiated thyroid cancer than in undifferentiated
thyroid cancer. In addition, although the comprehensive list of covariates was adjusted for
in the current analyses, confounding factors may have remained such as a family history
of thyroid cancer [3]. Future studies with classified disease categorizations for gout and
thyroid cancer can address these issues.

5. Conclusions

A prior history of gout did not increase the risk of a subsequent diagnosis of thyroid
cancer. However, middle-aged individuals with a history of gout and healthy individuals
without comorbidities with a history of gout presented a higher risk of thyroid cancer. The
potential risk of thyroid cancer in these patients with gout needs to be considered in clinics.



J. Pers. Med. 2022, 12, 887 8 of 9

Author Contributions: Conceptualization, H.G.C.; methodology, H.G.C.; software, D.M.Y.; vali-
dation, M.J.K. and J.H.K.; formal analysis, D.M.Y.; investigation, H.G.C. and S.Y.K.; data curation,
D.M.Y.; writing—original draft preparation, S.Y.K.; writing—review and editing, J.-H.K., S.K.K.,
W.J.B., and H.G.C.; visualization, H.G.C.; supervision, H.G.C.; project administration, H.G.C.; fund-
ing acquisition, W.J.B. and H.G.C. All authors have read and agreed to the published version of
the manuscript.

Funding: This research was funded by the Hallym University Research Fund (HURF-2021-43) and in
part by the National Research Foundation (NRF) of Korea, grant number NRF-2021-R1C1C1004986.

Institutional Review Board Statement: This study was approved by the ethics committee of Hallym
University (2019-10-023) following the guidelines of the IRB.

Informed Consent Statement: Patient consent was waived due to the fact that the study utilized
secondary data.

Data Availability Statement: Restrictions apply to the availability of these data. Data were obtained
from the Korean National Health Insurance Sharing Service (NHISS) and are available at https:
//nhiss.nhis.or.kr (accessed on 25 January 2022) with the permission of the NHISS.

Acknowledgments: The manuscript was edited for proper English language, grammar, punctuation,
spelling, and overall style by highly qualified native English-speaking editors at American Journal
Experts (EE43-EF34-96OC-7967-CA36).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Wartofsky, L. Increasing world incidence of thyroid cancer: Increased detection or higher radiation exposure? Hormones 2010, 9,

103–108. [CrossRef] [PubMed]
2. Ahn, H.S.; Kim, H.J.; Welch, H.G. Korea’s thyroid-cancer “epidemic”—Screening and overdiagnosis. N. Engl. J. Med. 2014, 371,

1765–1767. [CrossRef] [PubMed]
3. Myung, S.K.; Lee, C.W.; Lee, J.; Kim, J.; Kim, H.S. Risk Factors for Thyroid Cancer: A Hospital-Based Case-Control Study in

Korean Adults. Cancer Res. Treat. 2017, 49, 70–78. [CrossRef] [PubMed]
4. Bogovic Crncic, T.; Ilic Tomas, M.; Girotto, N.; Grbac Ivankovic, S. Risk Factors for Thyroid Cancer: What Do We Know So Far?

Acta Clin. Croat. 2020, 59 (Suppl. S1), 66–72. [CrossRef] [PubMed]
5. Park, J.H.; Choi, M.; Kim, J.H.; Kim, J.; Han, K.; Kim, B.; Kim, D.H.; Park, Y.G. Metabolic Syndrome and the Risk of Thyroid

Cancer: A Nationwide Population-Based Cohort Study. Thyroid 2020, 30, 1496–1504. [CrossRef] [PubMed]
6. Kitahara, C.M.; Farkas, D.K.R.; Jorgensen, J.O.L.; Cronin-Fenton, D.; Sorensen, H.T. Benign Thyroid Diseases and Risk of Thyroid

Cancer: A Nationwide Cohort Study. J. Clin. Endocrinol. Metab. 2018, 103, 2216–2224. [CrossRef]
7. Dalbeth, N.; Merriman, T.R.; Stamp, L.K. Gout. Lancet 2016, 388, 2039–2052. [CrossRef]
8. Dehlin, M.; Jacobsson, L.; Roddy, E. Global epidemiology of gout: Prevalence, incidence, treatment patterns and risk factors. Nat.

Rev. Rheumatol. 2020, 16, 380–390. [CrossRef]
9. Borghi, C.; Agabiti-Rosei, E.; Johnson, R.J.; Kielstein, J.T.; Lurbe, E.; Mancia, G.; Redon, J.; Stack, A.G.; Tsioufis, K.P. Hyperuri-

caemia and gout in cardiovascular, metabolic and kidney disease. Eur. J. Intern. Med. 2020, 80, 1–11. [CrossRef]
10. Xu, J.; Wang, B.; Li, Q.; Yao, Q.; Jia, X.; Song, R.; Zhang, J.A. Risk of Thyroid Disorders in Patients with Gout and Hyperuricemia.

Horm. Metab. Res. 2019, 51, 522–530. [CrossRef]
11. Bruderer, S.G.; Meier, C.R.; Jick, S.S.; Bodmer, M. The association between thyroid disorders and incident gout: Population-based

case-control study. Clin. Epidemiol. 2017, 9, 205–215. [CrossRef] [PubMed]
12. Seong, S.C.; Kim, Y.Y.; Park, S.K.; Khang, Y.H.; Kim, H.C.; Park, J.H.; Kang, H.-J.; Do, C.-H.; Song, J.-S.; Lee, E.-J.; et al. Cohort

profile: The National Health Insurance Service-National Health Screening Cohort (NHIS-HEALS) in Korea. BMJ Open 2017,
7, e016640. [CrossRef] [PubMed]

13. Song, Y.S.; Kim, K.S.; Kim, S.K.; Cho, Y.W.; Choi, H.G. Screening Leads to Overestimated Associations of Thyroid Dysfunction
and Thyroiditis with Thyroid Cancer Risk. Cancers 2021, 13, 5385. [CrossRef] [PubMed]

14. Kim, S.Y.; Min, C.; Yoo, D.M.; Chang, J.; Lee, H.J.; Park, B.; Choi, H.G. Hearing Impairment Increases Economic Inequality. Clin.
Exp. Otorhinolaryngol. 2021, 14, 278–286. [CrossRef]

15. Kim, S.Y.; Oh, D.J.; Park, B.; Choi, H. Bell’s palsy and obesity, alcohol consumption and smoking: A nested case-control study
using a national health screening cohort. Sci. Rep. 2020, 10, 4248. [CrossRef]

16. See, L.C.; Kuo, C.F.; Yu, K.H.; Luo, S.F.; Chou, I.J.; Ko, Y.S.; Chiou, M.-J.; Liu, J.-R. Hyperthyroid and hypothyroid status was
strongly associated with gout and weakly associated with hyperuricaemia. PLoS ONE 2014, 9, e114579. [CrossRef]

17. Mariani, L.H.; Berns, J.S. The renal manifestations of thyroid disease. J. Am. Soc. Nephrol. 2012, 23, 22–26. [CrossRef]

https://nhiss.nhis.or.kr
https://nhiss.nhis.or.kr
http://doi.org/10.14310/horm.2002.1260
http://www.ncbi.nlm.nih.gov/pubmed/20687393
http://doi.org/10.1056/NEJMp1409841
http://www.ncbi.nlm.nih.gov/pubmed/25372084
http://doi.org/10.4143/crt.2015.310
http://www.ncbi.nlm.nih.gov/pubmed/27338034
http://doi.org/10.20471/acc.2020.59.s1.08
http://www.ncbi.nlm.nih.gov/pubmed/34219886
http://doi.org/10.1089/thy.2019.0699
http://www.ncbi.nlm.nih.gov/pubmed/32524894
http://doi.org/10.1210/jc.2017-02599
http://doi.org/10.1016/S0140-6736(16)00346-9
http://doi.org/10.1038/s41584-020-0441-1
http://doi.org/10.1016/j.ejim.2020.07.006
http://doi.org/10.1055/a-0923-9184
http://doi.org/10.2147/CLEP.S128627
http://www.ncbi.nlm.nih.gov/pubmed/28435326
http://doi.org/10.1136/bmjopen-2017-016640
http://www.ncbi.nlm.nih.gov/pubmed/28947447
http://doi.org/10.3390/cancers13215385
http://www.ncbi.nlm.nih.gov/pubmed/34771554
http://doi.org/10.21053/ceo.2021.00325
http://doi.org/10.1038/s41598-020-61240-7
http://doi.org/10.1371/journal.pone.0114579
http://doi.org/10.1681/ASN.2010070766


J. Pers. Med. 2022, 12, 887 9 of 9

18. Park, J.; Blackburn, B.E.; Ganz, P.A.; Rowe, K.; Snyder, J.; Wan, Y.; Deshmukh, V.; Newman, M.; Fraser, A.; Smith, K.; et al. Risk
Factors for Cardiovascular Disease Among Thyroid Cancer Survivors: Findings from the Utah Cancer Survivors Study. J. Clin.
Endocrinol. Metab. 2018, 103, 2468–2477. [CrossRef]

19. Kitahara, C.M.; Slettebo Daltveit, D.; Ekbom, A.; Engeland, A.; Gissler, M.; Glimelius, I.; Grotmol, T.; Lagerros, Y.T.; Madanat-
Harjuoja, L.; Männistö, T.; et al. Maternal health, in-utero, and perinatal exposures and risk of thyroid cancer in offspring: A
Nordic population-based nested case-control study. Lancet Diabetes Endocrinol. 2021, 9, 94–105. [CrossRef]

20. Vaccarella, S.; Dal Maso, L. Challenges in investigating risk factors for thyroid cancer. Lancet Diabetes Endocrinol. 2021, 9, 57–59.
[CrossRef]

21. Lamartina, L.; Grani, G.; Durante, C.; Filetti, S.; Cooper, D.S. Screening for differentiated thyroid cancer in selected populations.
Lancet Diabetes Endocrinol. 2020, 8, 81–88. [CrossRef]

http://doi.org/10.1210/jc.2017-02629
http://doi.org/10.1016/S2213-8587(20)30399-5
http://doi.org/10.1016/S2213-8587(20)30426-5
http://doi.org/10.1016/S2213-8587(19)30324-9

	Introduction 
	Materials and Methods 
	Study Population 
	Participant Selection 
	Thyroid Cancer (Outcome) 
	Thyroid Cancer (Outcome) 
	Gout (Exposure) 
	Covariates 
	Statistical Analyses 

	Results 
	Discussion 
	Conclusions 
	References

