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OBJECTIVEdTo compare risk of all-cause mortality, cardiovascular disease (CVD) mortality,
acute myocardial infarction (AMI) mortality, stroke mortality, and hospitalizations for males and
females with and without diabetes and those with diabetes diagnosed early and late.

RESEARCH DESIGN AND METHODSdWe conducted a population-based retrospec-
tive cohort study including 73,783 individuals aged 25 years or older in Newfoundland and
Labrador, Canada (15,152 with diabetes; 9,517 with late diagnoses).

RESULTSdMales and females with diabetes had an increased risk of all-cause mortality, CVD
mortality, AMImortality, and CVDhospitalizations compared with individuals without diabetes,
and the risk was stronger in females than in males. For females, risks of all-cause mortality
(hazard ratio [HR] 1.85 [95% CI 1.74–1.96]) and CVD hospitalizations (2.57 [2.24–2.94]) were
significantly higher compared with their male counterparts (1.59 [1.51–1.69] and 1.92 [1.72–
2.14]). Females with diabetes diagnosed late had an increased risk of CVDmortality (6.54 [4.80–
8.91]) and CVD hospitalizations (5.22 [4.31–6.33]) compared with females without diabetes,
and both were significantly higher compared with their male counterparts (3.44 [2.47–4.79])
and (3.33 [2.80–3.95]).

CONCLUSIONSdFemales with diabetes have a greater risk of mortality than males with
diabetes. CVD has a greater impact on females with diabetes than males, especially when di-
agnosed at a later stage. Different management strategies should be considered for males and
females and those with early and late diagnoses of diabetes.
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D iabetes has become a health prob-
lem of increasing significance in the
past two decades. The number of

individuals with diabetes will reach 366
million in 2011 and will increase to 552
million by 2030 (1). In Canada, the age-
standardized incidence and prevalence of
diabetes have been increasing in recent
years (2).

A challenge with type 2 diabetes is the
late diagnosis of the disease because many
individuals whomeet the criteria are often

asymptomatic. Approximately 183 mil-
lion people, or half of those who have
diabetes, are unaware they have the dis-
ease (1). Furthermore, type 2 diabetes can
be present for 9 to 12 years before being
diagnosed and, as a result, complications
are often present at the time of diagnosis
(3). Insulin resistance and b-cell dysfunc-
tion are largely responsible for the devel-
opment of diabetes and its related
complications, and both are present very
early in the natural history of diabetes (4).

However, the potential does exist to pre-
vent or at least delay the onset of type 2
diabetes because several randomized con-
trol trials have shown that both lifestyle
and pharmacologic interventions in
adults are effective (5–8). In addition to
preventing diabetes, it is also possible to
reduce diabetes-related complications
through intensive blood glucose control.
Results from the UK Prospective Diabe-
tes Study (UKPDS) have shown that in-
tensive blood glucose control reduces
diabetes-related complications (6–9).
Early detection of type 2 diabetes is crit-
ical because effective and active manage-
ment is essential for those with newly
diagnosed diabetes who have not devel-
oped complications.

Cardiovascular disease (CVD) is the
most common comorbidity associated
with diabetes, and with 50% of those
with diabetes dying of CVD it is the most
common cause of death (1). Acute myo-
cardial infarction (AMI) and stroke are
other common comorbidities associated
with diabetes. Individuals with diabetes
have an increased risk of all-causemortality
and morbidity related to CVD, AMI, and
stroke compared with individuals with-
out diabetes (9–12). Although studies con-
sistently have found that individuals with
diabetes have a higher risk of mortality
and hospitalizations compared with those
without diabetes, results have been in-
consistent when comparing males and fe-
males. Most studies have found that
females with diabetes have a greater risk
of mortality and hospitalizations than
males with diabetes (9,10,12–17). Two
previous meta-analyses found that dia-
betes is a stronger risk factor for CVD
mortality in females than in males; how-
ever, studies that did not adjust for major
CVD risk factors were included in these
meta-analyses (18,19). A meta-analysis
conducted by Kanaya et al. (20), which
included studies that controlled for
CVD risk factors, found that the risks
associated with diabetes for coronary

c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c c

From the 1Research and Evaluation Department, Newfoundland and Labrador Centre for Health Information,
St. John’s, Newfoundland and Labrador, Canada; and the 2Division of Community Health and Humanities,
Faculty of Medicine, Memorial University of Newfoundland, St. John’s, Newfoundland and Labrador,
Canada.

Corresponding author: Madonna M. Roche, donna.roche@nlchi.nl.ca.
Received 29 June 2012 and accepted 8 February 2013.
DOI: 10.2337/dc12-1272
© 2013 by the American Diabetes Association. Readers may use this article as long as the work is properly

cited, the use is educational and not for profit, and thework is not altered. See http://creativecommons.org/
licenses/by-nc-nd/3.0/ for details.

2582 DIABETES CARE, VOLUME 36, SEPTEMBER 2013 care.diabetesjournals.org

E p i d e m i o l o g y / H e a l t h S e r v i c e s R e s e a r c h
O R I G I N A L A R T I C L E

mailto:donna.roche@nlchi.nl.ca
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/


heart disease mortality, nonfatal myo-
cardial infarction, and CVD were higher
among females than males. However,
the differences were not statistically
significant.

Newfoundland and Labrador has the
highest age-standardized prevalence of
diabetes in Canada (2), and the age-
standardized mortality and hospitaliza-
tion rates for CVD, AMI, and stroke are
some of the highest in the country (21,22).
A better understanding of mortality and
hospitalizations associated with diabetes
for males and females is important to sup-
port diabetes prevention andmanagement.
Therefore, the objectives of this study were
to compare the risk of all-cause, CVD, AMI,
and stroke mortality and hospitalizations
for males and females with and without
diabetes and those with early and late di-
agnoses of diabetes.

RESEARCH DESIGN AND
METHODSdThis study was a retro-
spective cohort study using administrative
databases in Newfoundland and Labrador.
Databases included were 1) Canadian
Chronic Diseases Surveillance System
(CCDSS), which uses provincial health in-
surance registries, hospital discharge re-
cords, and fee-for-service physician claims
to identify individuals with diabetes; 2) the
Clinical Database Management System,
which contains hospital separation data;
3) the Newfoundland and Labrador Medi-
cal Care Plan fee-for-service physician
claims database; 4) the NLCHI Mortality
System; and 5) Statistics Canada Annual
Mortality Data Files. Ethical approval for
this study was granted by the Health Re-
search Ethics Authority of Newfoundland
and Labrador.

Exposed and unexposed groups
The exposed group included all residents
of Newfoundland and Labrador aged 25
years and older identified in the CCDSS
as having diabetes diagnosed between
1 April 1998 and 31 March 2003. The
CCDSS uses a nationally validated case
definition to identify individuals with
diabetes. One hospitalization or two or
more fee-for-service physician claims
with a diagnosis of diabetes within a
2-year period is required to be considered
a diabetes case. Subjects remain in the
CCDSS until a record of death is received
or until they leave the province. The case
definition used for the CCDSS has 86%
sensitivity and98%specificity for identifying
individuals who had diabetes recorded in
their primary care charts (23). The study

entry date used for the exposed group was
the diabetes case date.

Diabetes was classified as being di-
agnosed “early” and “late” depending on
when diabetes-related comorbidities de-
veloped. Individuals early in the disease
course would not have any diabetes-
related comorbidities at the time of their
case dates.On the contrary, a late-diagnosed
diabetes patient would have comorbidi-
ties related to diabetes at the time of di-
agnosis. To classify those with diabetes
diagnosed early and late, records for
those with diabetes were linked to the
Medical Care Plan and Clinical Database
Management System data to identify
when hospital and physician visits for
diabetes-related comorbidities occurred,
and these were compared with the diabe-
tes case dates. Incident diabetes patients
without any diabetes-related comorbidi-
ties within 6 months before or after the
diabetes case date were classified as hav-
ing early diagnoses, whereas those with a
late diagnosis were defined as incident
diabetes patients with diabetes-related
comorbidities within 6 months before
or after diagnosis. Some of the diabetes-
related comorbidities that were used to
define early and late status include reti-
nopathy, neuropathy, nephropathy, cor-
onary artery disease, peripheral arterial
disease, cerebrovascular disease, and
CVD.

Residents aged 25 years and older
who had at least one hospitalization or
physician visit between 1 April 1998 and
31 March 2003, and who were not iden-
tified in the CCDSS as having diabetes,
were eligible to be included in the un-
exposed group. Using frequency match-
ing by sex and 5-year age groups, each
exposed individual was matched to four
randomly selected individuals without
diabetes.

Outcome and follow-up
The outcomes of interest were mortality
and hospitalizations attributable to all
causes, CVD (ICD-9 390–459; ICD-10-
CA I00–I99), AMI (ICD-9 410; ICD-10-
CA I21–I22), and stroke (ICD-9 430–436;
ICD-10-CA I60–I64). The reference group
used included individuals without diabe-
tes for all analyses. Each outcome was as-
sessed separately. Individuals who had a
hospital separation or physician visit for
CVDbetween1 January 1995 and31March
1998 were excluded from the CVD anal-
ysis. Similar exclusions were made for the
AMI and stroke analyses. For hospitalizations
and all-cause mortality reported in this

study, individuals were followed until
31 March 2008 (31 December 2007 for
cause-specific mortality) or until one of two
exit events (death or moved out of prov-
ince). For the hospitalization analysis,
hospitalization also was included as an
exit event. Individuals who died before
their study entry date (1 January 1995–
31March 2003) were identified by linking
to the NLCHI mortality system and the
Statistics Canada Annual Mortality Data
Files and were excluded.

Covariates
Region of residence, comorbidities, and
socioeconomic status were considered
covariates in the analysis. An urban place
of residence was defined as an area with
$5,000 inhabitants, whereas a rural place
of residence was defined as an area with
,5,000 inhabitants. Approximately
5.5% (4,040) of the study subjects did
not have information regarding place of
residence. The most commonly occurring
category was assigned to the missing ca-
ses. Comorbidities at baseline were esti-
mated using the Charlson Comorbidity
Index (24). Comorbidities were identified
through diagnosis codes in the Clinical
Database Management System data,
and a comorbidity score, representing se-
verity of illness, was assigned to each in-
dividual. Approximately 3.2% (2,338) of
the study subjects did not have informa-
tion regarding socioeconomic status, so
values were imputed using the median
value imputation method. Socioeco-
nomic status scores were divided into
five quintiles, with the first quintile rep-
resenting the lowest income group and
the fifth quintile representing the highest
income group.

Statistical analysis
Characteristics of the study population
are presented as means and proportions
and stratified by sex, diabetes status, and
early and late diabetes diagnosis status; x2

tests were used for categorical variables,
and t tests were used for continuous var-
iables. In the mortality analysis, person-
time was calculated from study entry date
to date of death, termination of health in-
surance coverage, or 31 December 2007.
In the hospitalization analysis, all-cause,
CVD, AMI, and stroke hospitalizations
were assessed separately. For all-cause
hospitalizations, the person-time was cal-
culated from study entry date to date of
first hospital admission for any cause, ter-
mination of health insurance coverage,
date of death, or 31 March 2008. For

care.diabetesjournals.org DIABETES CARE, VOLUME 36, SEPTEMBER 2013 2583

Roche and Wang



the CVD hospitalizations, date of first
CVD hospital admission was used. Like-
wise, for AMI and stroke hospitalizations,
date of first AMI hospital admission or
stroke hospitalization was used, respec-
tively. Cox proportional hazard models
were used to calculate hazard ratios
(HRs; with 95% CI). The main assump-
tion of the Cox proportional hazard
model is the proportional hazards as-
sumption, which assumes the HR is con-
stant over time. When the proportional
hazards assumption was not met, an ex-
tended Cox model with an interaction
term between survival time and the vari-
able failing the proportional hazards as-
sumption was applied (25). Interaction
terms for diabetes and sex, early diagnosis
and sex, and late diagnosis and sex were
tested by the likelihood ratio test. When
interactions were not significant, the anal-
ysis was not stratified by sex. All statistical
analysis was performed using SAS version
9.2 (SAS Institute, Cary, NC) software.

RESULTSdThe study sample consisted
of 73,783 individuals, and mean age at
baseline was 60.1 years (SD, 14.3 years).
There were almost equal numbers of males
and females: 37,790 (51.2%) and 35,993
(48.8%), respectively. Approximately half
(53.9%) of the study sample lived in a rural
area.Over the 10-year study period, 11,385
(15.4%) individuals died. The mean age at
death was 77.9 years (SD, 11.0 years), and
median survival time (time from diabetes
diagnosis or study entry until death) was
43 months.

Characteristics of the study sample by
diabetes status are presented in Table 1.
For males, 20.5% (n = 7,751) had diabe-
tes, whereas 20.6% (n = 7,401) of females
had diabetes. The mean age at baseline
was similar for males and females with
and without diabetes. More males with-
out diabetes lived in a rural area com-
pared with males with diabetes (P ,
0.01), whereas more females with diabe-
tes lived in a rural area compared with
females without diabetes (P , 0.01).
Males and females with diabetes were
more likely to die, to be younger at death,
to have a shorter survival time, and to be
admitted to the hospital than males and
females without diabetes (P , 0.01).
When admitted to the hospital, individu-
als with diabetes stayed longer than indi-
viduals without diabetes for both males
(6.4 and 5.6; P , 0.01) and females (7.0
and 5.5; P , 0.01), respectively.

Characteristics of the diabetes sample
by early diagnosis and late diagnosis

status are presented in Table 2. Both
males and females with late diagnoses
were significantly older at the time of di-
agnosis than those with early diagnoses
(P , 0.01). Males and females with late
diagnoses of diabetes were more likely to
be deceased at the end of the study period
comparedwith those with early diagnoses
(P , 0.01). Those with early diagnoses
were younger at death compared with
those with late diagnoses (P , 0.01);
however, median survival time for both
males and females with early diagnoses
was significantly longer than that of those
with late diagnoses (P, 0.01). During the
study period, males and females with late
diabetes diagnoses were more likely to be
hospitalized (P, 0.01) and have a longer
length of hospital stay compared with
those with early diagnoses (P , 0.01).

Rates and HRs for mortality and
hospitalizations by sex and diabetes status
are shown in Table 3. Males with and
without diabetes have higher rates of all-
cause mortality and CVD hospitalizations
than females. For CVD and AMI mortal-
ity, males without diabetes have higher
rates than females; however, females
have higher rates when diabetes is present.
After adjustment for place of residence, so-
cioeconomic status, and Charlson Comor-
bidity Index, both males and females with
diabetes had an increased risk of dying of
all causes and being hospitalized for CVD
and AMI when compared with males and
females without diabetes. The positive as-
sociation between diabetes and all-cause
mortality, CVDmortality, and AMImortal-
ity was stronger in females than in males.
Diabetes was positively associated with all-
cause mortality (HR 1.85 [95% CI 1.74–
1.96]) and CVD hospitalizations (2.57
[2.24–2.94]) for females, and the risk was
significantly higher compared with their
male counterparts (1.59 [1.51–1.69] and
1.92 [1.72–2.14]).

Rates and HR for mortality and hospi-
talizations by sex and early and late diabetes
diagnoses status are shown in Table 4. An
early diagnosis does not appear to have an
impact on all-causemortality, CVDmortal-
ity, AMI mortality, or stroke mortality.
However, the hospitalization results show
that an early diagnosis does increase the
risk of all-cause, CVD, and AMI hospitaliza-
tions compared with individuals without
diabetes. After adjusting for covariates,
males with late diabetes diagnoses had an
increased risk of all-cause and CVDmortal-
ity and hospitalizations compared with
males without diabetes. Similar findings
were found for females. A late diabetes

diagnosis was positively associated with
CVD mortality (HR 6.54 [95% CI 4.80–
8.91]) and CVD hospitalizations (5.22
[4.31–6.33]) for females, and the risk was
significantly higher compared with their
male counterparts (3.44 [2.47–4.79] and
3.33 [2.80–3.95]).

CONCLUSIONSdIn this population-
based retrospective cohort study, mortal-
ity and hospitalizations for males and
females with and without diabetes and for
those with early and late diabetes diagno-
ses were examined. After adjustment for
covariates, diabeteswaspositively associated
with all-cause mortality and CVD hospital-
izations for females, and the risk was signif-
icantly higher compared with their male
counterparts. After adjusting covariates,
an early diagnosis does not appear to have
an impact on all-cause, CVD,AMI, or stroke
mortality. However, the hospitalization re-
sults show that an early diagnosis does
increase the risk of all-cause, CVD, and
AMI hospitalizations. Males and females
diagnosed late with diabetes had an in-
creased risk of all-cause and CVD mor-
tality and hospitalizations compared with
those without diabetes. The risk of CVD
mortality and hospitalizations for females
with late diagnoses compared with females
without diabetes was significantly higher
when compared with their male counter-
parts. Although diabetes increases the risk
of mortality and hospitalizations for both
males and females, females are at a higher
risk than males. CVD in particular has a
greater impact on females with diabetes
than males, especially when diabetes is
diagnosed late.

Previous studies also have found that
individuals with diabetes have an in-
creased risk of mortality and morbidity
related to all causes, CVD, AMI, and
stroke compared with individuals with-
out diabetes (9–12). This study also
found that females with diabetes had an
increased risk of all-cause mortality, CVD
mortality, and CVD hospitalizations com-
pared with females without diabetes, and
this was significantly higher compared
with their male counterparts. The major-
ity of previous studies have supported the
claim that females with diabetes are at
greater risk for mortality and morbidity
than males with diabetes (9,10,12–17).
In addition, the results of this study show
that CVD has a greater impact on females
than males with diabetes.

It is not known why females with
diabetes have an increased risk of mortality
and hospitalizations compared with males
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with diabetes. More males have diabetes
diagnosed (2) and have diagnoses at lower
BMI levels than females, which suggests
that males are more susceptible to diabetes
than females (26). One explanation is that
CVD risk factors have a stronger impact on
females than males. The Strong Heart
Study compared differences in diabetes
risk factors in males and females aged 45–
74 years. Differences in waist-to-hip ratio,
HDL cholesterol, apolipoprotein B, apoli-
poprotein A1, fibrinogen, and LDL size be-
tween females with diabetes and those
without diabetes were greater than differ-
ences for males (13). Juutilainen et al. (16)
investigated possible explanations for the

stronger effect that diabetes has on the
risk of coronary heart disease in females
compared with males. Risk factors in the
presence of diabetes were greater in females
than in males at baseline. During follow-
up, these risk factors were stronger contrib-
utors to diabetes-related coronary heart
disease risk in females than inmales. More-
over, Homko et al. (27) examined differen-
ces in CVD risk factors and risk perception
among males and females with diabetes.
Although A1C and fasting plasma glucose
levels were similar, females with diabetes
had higher cholesterol levels and were
less likely to meet LDL and blood pressure
targets. Although males and females had

similar knowledge of CVD, females per-
ceived their risk of CVD to be higher than
males did. Also, females have an elevated
risk of myocardial infarction and stroke be-
fore having diabetes clinically diagnosed,
and risk of CVD in females begins to in-
crease at least 15 years before diabetes is
clinically diagnosed (28).

Another possible explanation is that
CVD risk factors are less aggressively
treated in females. Females with diabetes
are less likely than males to have optimal
blood glucose control (A1C ,7%), to be
prescribed aspirin and lipid-lowering
medications, and to achieve recommen-
ded blood pressure and LDL cholesterol

Table 2dCharacteristics of the study sample by early and late diabetes diagnosis status

Males with diabetes (n = 7,751) Females with diabetes (n = 7,401) Total with diabetes (n = 15,152)

Early
(n = 3,034)

Late
(n = 4,717) P*

Early
(n = 2,601)

Late
(n = 4,800) P*

Early
(n = 5,635)

Late
(n = 9,517) P*

Mean age at baseline,
years (SD) 53.9 (12.8) 62.6 (12.7) 0.000 53.6 (14.7) 64.4 (14.0) 0.000 53.7 (13.7) 63.5 (13.4) 0.000

Residing in rural
area, % (n) 55.5 (1,684) 53.7 (2,535) 0.128 55.6 (1,447) 56.4 (2,708) 0.516 55.6 (3,131) 55.1 (5,243) 0.572

Deceased at study
end, % (n) 13.2 (401) 30.5 (1,441) 0.000 11.7 (305) 29.3 (1,407) 0.000 12.5 (706) 29.9 (2,848) 0.000

Mean age at death,
years (SD) 70.7 (12.5) 75.0 (10.4) 0.000 76.3 (12.6) 78.7 (10.8) 0.002 73.1 (12.8) 76.8 (10.8) 0.000

Median survival time,
months† (SD) 46.2 (28.7) 38.8 (30.1) 0.000 45.8 (29.8) 40.7 (31.0) 0.008 46.1 (29.2) 39.7 (30.5) 0.000

Charlson Comorbidity
Index, % (n)

0 98.1 (2,977) 94.4 (8,987) 0.000 98.0 (2,549) 95.0 (4,558) 0.000 98.1 (5,526) 94.4 (8,987) 0.000
1–2 1.7 (51) 4.2 (396) 1.7 (44) 3.8 (182) 1.7 (95) 4.2 (396)
$3 0.2 (6) 1.6 (74) 0.3 (8) 1.3 (60) 0.2 (14) 1.4 (134)

Socioeconomic status
quintile, % (n) 23.3 (606)

1 18.6 (565) 18.6 (877) 0.000 19.8 (516) 18.6 (877) 0.000 20.8 (1,171) 20.6 (1,958) 0.000
2 20.6 (624) 21.2 (1,001) 19.4 (504) 21.2 (1,001) 0.000 20.2 (1,140) 21.2 (2,021)
3 20.6 (624) 18.5 (874) 20.3 (527) 18.5 (874) 0.000 20.0 (1,1128) 19.5 (1,858)
4 21.2 (644) 20.9 (987) 17.2 (448) 20.9 (987) 0.000 20.8 (1,171) 19.8 (1,884)
5 19.0 (577) 20.7 (978) 20.7 (978) 0.000 18.2 (1,025) 18.9 (1,796)

Hospitalizations, % (n)
All-cause 64.6 (1,960) 77.2 (3,642) 0.000 69.1 (1,798) 77.5 (3,720) 0.000 66.7 (3,758) 77.4 (7,362) 0.000
CVD 17.7 (538) 36.0 (1,700) 0.000 13.8 (360) 27.8 (1,334) 0.000 15.9 (898) 31.9 (3,034) 0.000
AMI 7.4 (144) 9.2 (335) 0.018 3.3 (60) 7.4 (275) 0.000 5.4 (204) 8.3 (610) 0.000
Stroke 2.9 (57) 6.7 (245) 0.000 2.6 (47) 5.9 (220) 0.000 2.8 (104) 6.3 (465) 0.000

Mean length of stay,
days (SD)

All-cause 4.9 (10.3) 7.2 (17.2) 0.000 5.1 (13.3) 8.0 (19.0) 0.000 5.0 (11.9) 7.6 (18.2) 0.000
CVD 8.2 (22.1) 10.4 (35.0) 0.148 7.5 (13.4) 10.9 (19.6) 0.000 7.9 (18.9) 10.6 (29.1) 0.001
AMI 9.2 (7.8) 9.2 (8.5) 0.992 8.1 (6.0) 12.6 (18.9) 0.001 8.9 (7.3) 14.3 (16.4) 0.017
Stroke 21.2 (62.9) 25.1 (88.5) 0.754 24.2 (35.0) 20.1 (29.2) 0.458 22.5 (52.0) 22.7 (67.2) 0.979

Previous‡ CVD, % (n) 40.2 (1,220) 88.7 (4,183) 0.000 48.4 (1,259) 90.0 (4,319) 0.000 44.0 (2,479) 89.3 (8,502) 0.000
Previous‡ AMI, % (n) 0.8 (23) 7.9 (373) 0.000 0.3 (9) 4.5 (215) 0.000 0.6 (32) 6.2 (588) 0.000
Previous‡ stroke, % (n) 1.5 (46) 7.3 (343) 0.000 1.7 (45) 6.8 (326) 0.000 1.6 (91) 7.0 (669) 0.000

*Significance level = 0.05. †Time from diabetes diagnosis or study entry until death. ‡Previous hospital separation or physician visit.
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levels (29,30). In addition, results from
the Newfoundland and Labrador Compo-
nent of the Canadian Community Health
Survey show that females with diabetes
are less likely to be using insulin, to
have their A1C levels tested, and to be
prescribed aspirin and blood cholesterol
medication compared with males with di-
abetes (31).

Barrett-Connor et al. (32) suggested
that higher cardiovascular mortality risk
observed in females with diabetes is a re-
sult of the larger survival advantage fe-
males have when diabetes is not present.
This could explain the CVD and AMI
mortality results found in this study.
However, this does not explain the results
for all-cause mortality and CVD hospital-
izations because males had higher rates
than females whether diabetes was pres-
ent or not. In addition, risk of all-cause
mortality and CVD hospitalizations were
higher for females than for males.

Results from randomized controlled
trials have found that the risk of micro-
vascular complications can be reduced
with intensive glucose control; however,
the effect on macrovascular complica-
tions have been less clear (8,33). The
UKPDS, Action in Diabetes and Vascular
Disease: Preterax and Diamicron Modi-
fied Release Controlled Evaluation
(ADVANCE), Veterans Affairs Diabetes
Trial (VADT), and Action to Control Car-
diovascular Risk in Diabetes (ACCORD)
are randomized controlled trials that have
been conducted to compare the effect of
intensive glucose control with the effect of
standard glucose control on CVD mortal-
ity and hospitalizations in patients with
diabetes. These trials found that CVD
events can be reduced with intensive glu-
cose control; however, no significant ef-
fect on CVD mortality or all-cause
mortality was found (8,33–36). In fact,
the ACCORD trial was stopped early be-
cause of higher mortality in the intensive
glucose control group compared with the
standard control group (36). Moreover,
the ADVANCE, VADT, and ACCORD tri-
als showed higher rates of hypoglycemia
and weight gain in the group that was
treated more intensively (34–36).

A recent meta-analysis of randomized
controlled trials found limited benefits of
intensive glucose-lowering treatments on
all-cause and CVDmortality and concluded
that the harm associated with hypoglycemia
may offset any potential benefits of intense
glucose control (37). Alternatively, the
UKPDS 10-year posttrial follow-up found
that significant reduction in microvascular

risk persisted, and significant reductions in
myocardial infarction and all-cause mortal-
ity were seen in the intensive control group
during follow-up. The authors used the
term “legacy effect” to describe the contin-
ued benefit of intensive treatment (38).

Patients in the ADVANCE, VADT,
and ACCORD trials had diabetes for a
number of years before entering the trial,
whereas patients in the UKPDS had newly
diagnosed diabetes. This suggests that the
same A1C target and treatment plan
should not be applied to all patients
with diabetes. Perhaps the focus should
be not only on glucose control but, rather,
on all CVD risk factors. The Canadian
Diabetes Association Clinical Practice
Guidelines provide recommended targets
for glycemic control and suggest that
treatment strategies should be individu-
alized, with consideration given to pres-
ence of risk factors. Early and aggressive
treatment has been suggested for patients
with a shorter duration and without a
history of CVD, whereas less aggressive
treatment may be suitable for older pa-
tients with a longer duration and a history
of CVD (39). However, this recommenda-
tion does not take into account the greater
CVD risk that females with diabetes have.
Perhaps a better approach would be to
consider different treatment plans based
on sex and timing of diabetes diagnosis.

Limitations
There are several strengths and limita-
tions in this study. First, this was a large
population-based cohort study with long
follow-up time. In addition, multiple out-
comes were studied and administrative
data were used to identify hospital sepa-
rations and deaths. However, there are
also several limitations that need to be
addressed. First, this was a retrospective
cohort study and therefore not as strong
as a prospective or intervention study.
The CCDSS diabetes case definition does
not differentiate between type 1 and type
2 diabetes. However, because most adults
have type 2 diabetes diagnosed (1), it is
unlikely to have a major impact on the
results. Furthermore, the CCDSS diabetes
case definition uses physician claims data.
In Newfoundland and Labrador, one-
third of the physicians in the province
are paid on a salary basis. These physi-
cians are not required to submit medical
claims; therefore, information regarding
these visits is not captured. As a result,
the sample of diabetes cases may be less
than the true number of incident cases.
Also, some misclassification could have

occurred because individuals with diabe-
tes could have been classified as not hav-
ing diabetes because a salaried physician
provided most of their care. This also has
the potential to impact findings by place
of residence (urban or rural) because rural
areas are largely serviced by salaried
physicians.

Individuals who were hospitalized for
CVD, AMI, or stoke before 1994 or 1995
cannot be identified. However, a washout
period from 1 January 1995 to 31 March
1997 was applied to exclude those who had
CVD, AMI, or a stroke event before the
study start date and to help ensure that only
newly diagnosed cases of diabetes were
included.

Also, information regarding CVD risk
factors was not available and thus could not
be controlled for in the analysis. Finally,
place of residence used in this studywas the
place of residence at the beginning of the
study period. Movement from a rural to an
urban region and vice versa throughout the
10-year study period could have occurred.

Conclusion
The results of this study show that females
with diabetes have a greater risk of mor-
tality than males with diabetes. CVD has a
greater impact on females than males with
diabetes, especially when diabetes is di-
agnosed at a later stage. Different man-
agement strategies should be considered
for males and females and for those with
early and late diagnoses of diabetes.
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