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Purpose: Women are at increased risk of developing kidney disease and cardiovascular disease (CVD) in their middle and older ages 
due to the impact of aging and hormonal variation associated with menopause transition. Women with diabetes are at greater risk of 
reduced kidney function. Reduced or even mildly reduced kidney function enhances the risk of developing atherosclerotic cardiovascular 
disease (ASCVD) among women with type 2 diabetes (T2D). Thus, the objective of this study is to determine the association of reduced 
or mildly reduced kidney function with an estimated 10-year risk of ASCVD, CVD, and cardiovascular risk factors among T2D women.
Patients and Methods: This cross-sectional study is conducted among 393 T2D women, aged between 40–70 years, subdivided into 
three groups according to the level of estimated glomerular filtration rate (eGFR) (eGFR ≥90 mL/min/1.73m2(normal), eGFR 
60–89 mL/min/1.73m2 (mildly reduced) and eGFR <60 mL/min/1.73m2 (reduced)). Association of kidney function with an estimated 
10-year risk of ASCVD as well as cardiovascular disease was determined.
Results: Based on the current study findings, the presence of cardiovascular disease was found to be associated with mildly reduced 
(p=0.014) and reduced eGFR (p=0.004) among T2D participants with previous CVD. No association was found between mildly 
reduced or reduced eGFR with an estimated 10-year intermediate/high risk for ASCVD among T2D women without CVD. Even 
though the level of eGFR was significantly varied between pre and post-menopause T2D women, no association of kidney function 
with estimated 10-year ASCVD risk was observed. Among cardiovascular risk factors, the presence of hypertension was associated 
with mildly reduced/reduced eGFR among T2D women.
Conclusion: This study’s findings highlight the graded, independent association of kidney function with cardiovascular disease 
among middle-aged and elderly T2D women with previous CVD, while no association with estimated 10-year risk for ASCVD among 
women without CVD.
Keywords: eGFR, cardiovascular disease, T2D women, cardiovascular risk factors

Introduction
Diabetes mellitus is a metabolic disease and the leading cause of chronic kidney disease (CKD), an emerging public 
health problem worldwide. As estimated by International Diabetes Federation (IDF), 537 million adults aged between 
20–70 years were living with diabetes in 2021, with an expected increase to 783 million by 2045. The dramatic rise in the 
incidence and prevalence of diabetes mellitus is mainly due to the increase in type 2 diabetes mellitus and it is driven by 
population aging, economic development, and increasing urbanization leading to a sedentary lifestyle linked with 
obesity.1 Diabetes mellitus increases the risk of developing kidney disease and approximately 20–40% of people with 
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diabetes develop CKD.2,3 People with diabetes mellitus and CKD are at higher risk of renal failure, atherosclerotic 
cardiovascular disease (ASCVD), and mortality.

Middle-aged and elderly women are at significant risk of having multiple chronic diseases which affects the quality of 
their life. The impact of aging and hormonal variation associated with menopause transition also plays an important role.4,5 

Risk of co-morbidities such as hypertension, hyperlipidaemia, obesity, cardiovascular disease (CVD), kidney disease, 
metabolic syndrome, osteoporosis, and dementia are also inevitable.6,7 In addition to this, the increasing prevalence of 
type 2 diabetes (T2D) among women of reproductive age causes potential adverse effects on their health and well-being.8 

Diabetes mellitus is the leading cause of CKD and end-stage renal disease worldwide.9,10 Recently, a longitudinal study 
reported a greater decline in renal function among T2D females compared to males.11 Even though kidney function declines 
gradually with aging, it is considered an independent risk factor for cardiovascular mortality in the elderly.12 It is important 
to recognise the risk of developing vascular disease among women, especially those with diabetes mellitus.13–16 Patients 
with T2D mellitus have two 2–4 fold increased risk of cardiovascular morbidity and mortality.17 Furthermore, in a meta- 
analysis, the relative risk of fatal coronary heart disease was reported higher among women with T2D.18 Higher mortality 
rates in females with T2D further highlighted the necessity of cardioprotective measures.19 So, it is highly important to 
assess the risk of CVD among T2D women. The risk of cardiovascular events and all-cause of mortality reported to be 
increase with a decrease in the estimated glomerular filtration rate (eGFR).20 Recently, few studies reported the greater risk 
of CVD among Saudi women.21,22 However, the association of mildly reduced (60–89 mL/min/1.73m2) or reduced 
(<60 mL/min/1.73m2) eGFR with 10-year ASCVD risk is unclear among middle-aged and elderly Saudi women with 
diabetes. Furthermore, the association of reduced kidney function with CVD risk among post and pre-menopause women 
with diabetes was not studied in this population. Currently, there are CVD risk calculators that could predict the 10-year risk 
of ASCVD among the diabetic population.23,24 Predicting the risk of developing CVD based on present health status will 
help clinicians start early treatment strategies and lifestyle modification to improve the health condition.25 Prevention 
strategies may help to improve the quality of life and enhance longevity.

This study aims to examine the effect of kidney function as estimated by eGFR on a 10-year risk of ASCVD. We 
hypothesize a graded, independent association between eGFR and 10-year risk of ASCVD. The purpose of this 
study is to investigate the association between reduced or mildly reduced kidney function and the estimated 10-year 
risk of ASCVD. This study hypothesizes that; (1) degree of kidney function is associated with risk of developing 
ASCVD. (2) Menopausal transition among middle-aged or elderly women is related to mildly reduced/reduced 
kidney function. (3) cardiovascular risk factors are associated with mildly reduced kidney function.

Materials and Methods
This is a cross-sectional study conducted among Saudi T2D women. Study participants were selected from previously 
published studies.26,27 T2D women were randomly selected, and the age of eligible participants was between 40–70 
years. Women with a history of breast cancer, uterine and ovarian cancer, or current receipt of hormonal therapy, women 
with polycystic ovary syndrome, and pregnant women were excluded from the study. The studies (E-14-1319 and E-13- 
1010) were approved by the Institutional Review Board (IRB) of the College of Medicine, King Saud University, 
Kingdom of Saudi Arabia, in accordance with the Declaration of Helsinki. Study participants with T2D were recruited 
from the University Diabetes Centre, King Saud Medical City, King Saud University, Saudi Arabia. Informed consent 
was obtained from all study participants.

Demographic and clinical data such as age, duration of diabetes mellitus, systolic blood pressure (SBP), diastolic 
blood pressure (DBP), and body mass index (BMI) were collected from previous records. Medical history includes the 
history of hypertension, hyperlipidemia, obesity, cardiovascular disease, and other conditions were collected from the 
medical records and recorded previously. Diagnosis of T2D was based on American Diabetes Association (ADA) 
criteria.28 Participants were using oral hypoglycaemic drugs and/or insulin to manage diabetes mellitus.

Renal function was defined based on estimated GFR calculated using the Chronic Kidney Disease-Epidemiology 
Collaboration (CKD-EPI) equation.29 Participants were divided into three groups according to the level of eGFR: ≥90, 
60–89, and <60 mL/min/1.73m2. “Reduced” renal function was diagnosed with eGFR <60 mL/min/1.73m2. and eGFR 
60–89 mL/min/1.73m2 is categorized into “mildly reduced” renal function. Participants with eGFR ≥90 mL/min/1.73m2 
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are grouped into “normal”. The American College of Cardiology/American Heart Association ASCVD risk calculator 
(Risk Estimator Plus) was used to estimate the 10-year risk of the first ASCVD event.30 The 10-year ASCVD risk is 
stratified as low (<5%), borderline (5–7.4%), intermediate (7.5–19.9%), and high (≥20%).

Biochemical parameters such as fasting blood glucose, HbA1c, total cholesterol, high-density lipoprotein (HDL) 
cholesterol, low-density lipoprotein (LDL) cholesterol, and creatinine were measured using RX Daytona clinical 
chemistry analyzer, Randox, UK.

Statistical Analysis
Statistical analysis was performed using SPSS version 21.0 (IBM Corp., Armonk, NY, USA). Participants were 
categorized into 3 groups according to eGFR levels of ≥90, 60–89, and <60 mL /min/1.73m2. Analysis of variance 
(ANOVA) was applied to compare the general characteristics of participants across different eGFR groups. Multivariate 
nominal logistic regression analysis was used to determine the association of kidney function with cardiovascular risk 
factors, the presence of CVD, and the estimated 10-year ASCVD risk. Association of kidney function with estimated 10- 
year ASCVD risk among pre- and post-menopause T2D women was also assessed. Two sets of models were used: model 
1, age-adjusted; model 2, adjusted for age, BMI, current smoking status, HbA1c, SBP, DBP, and hyperlipidaemia (yes/ 
no), angiotensin-converting enzyme inhibitor/angiotensin receptor blocker (ACEI/ARB) use (yes/no), statin use (yes/no), 
and insulin use (yes/no). Results of logistic regression analysis are reported as odds ratios (OR) and 95% confidence 
intervals. A p-value less than 0.05 was considered statistically significant.

Results
From the randomly selected 393 women with T2D, 239 (60.8%) had an eGFR of ≥90 mL/min/1.73m2 (normal), 103 
(26.2%) had an eGFR of 60–89 mL/min/1.73m2 (mildly reduced), and 51 (13%) had <60 mL/min/1.73m2 (reduced) 
eGFR and 9.6% had a previous history of cardiovascular disease. The median (range) age of the participants was 55 
(40–70) years. Table 1 shows the baseline characteristics of study participants among different eGFR categories. Women 
with reduced eGFR (<60 mL/min/1.73m2) were older with longer diabetes duration, had higher total cholesterol, 

Table 1 The Demographic and Clinical Characteristics of Study Participants (n=393)

Kidney Function (eGFR (mL/min/1.73m2)

Parameters Normal Mildly Reduced Reduced p-value
≥90 60–89 <60

(n=239) (n=103) (n=51)

Age (years) 53.31±5.01 56.53±4.50 57.84±5.74 <0.001

DM duration (years) 15.65±7.96 18.51±6.15 19.37±6.33 <0.001

SBP (mm Hg) 128.15±15.68 136.17±19.01 149.37±21.96 <0.001
DBP (mm Hg) 72.37±9.94 72.69±11.29 74.90±13.55 0.31

Hypertension n (%) 117 (49.0) 77 (74.8) 45 (88.2) <0.001

Hyperlipidaemia n (%) 183 (76.6) 85 (82.5) 40 (78.4) 0.47
BMI (kg/m2) 33.40±5.75 34.26±5.73 33.29±5.90 0.41

FBS (mmol/l) 9.14±3.40 10.80±4.64 11.91±5.32 <0.001

HbA1c (%) 8.93±1.79 10.31±1.78 10.58±1.77 <0.001
Total cholesterol (mmol/l) 4.56±0.95 4.71±1.04 5.26±1.31 <0.001

Triglyceride (mmol/l) 1.61±0.86 1.81±0.94 2.08±1.03 0.002

HDL cholesterol (mmol/l) 1.31±0.32 1.22±0.27 1.29±0.35 0.06
LDL cholesterol (mmol/l) 2.64±0.87 3.28±1.11 3.54±1.23 <0.001

Creatinine (mg/dl) 0.62±0.089 0.91±0.09 1.36±0.40 <0.001

Notes: Data represents in mean ± standard deviation. DM duration, diabetes mellitus duration; BMI, body 
mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; FBS, fasting blood sugar; HDL 
cholesterol, high density lipoprotein cholesterol; LDL cholesterol, low density lipoprotein cholesterol; 
eGFR, estimated glomerular filtration rate. P value <0.05 is statistically significant.
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triglyceride, LDL cholesterol, and creatinine values, and were more likely to be hypertensive. The median BMI (kg/m2) 
of the participants was 33.5 (16.2–54.5) and the median HbA1c (%) was 9.3 (5.7–15.0).

Table 2 shows the association between kidney function and cardiovascular risk factors. The multivariate nominal 
logistic regression model showed a significant odd of having mildly reduced (OR=2.16; 95% CI (1.22–3.80), p=0.008) 
and reduced eGFR (OR=5.49; 95% CI (2.11–14.27), p=<0.001) with the presence of hypertension. Risk factors such as 
obesity and hyperlipidaemia were not associated with either mildly reduced or reduced eGFR.

In a multivariable-adjusted model, the presence of cardiovascular disease was found to be associated with both mildly 
reduced (OR=3.26; 95% CI (1.26–8.41), p=0.014) and reduced eGFR (OR=4.90; 95% CI (1.66–14.49), p=0.004) among 
participants with previous CVD. Overall significant association of cardiovascular disease was found with eGFR level. When 
the analysis was done among participants without CVD, the logistic regression model adjusted for age showed significant 
odds of having mildly reduced/reduced eGFR with estimated 10-year intermediate/high risk for ASCVD (mildly reduced: 
OR=2.24; 95% CI (1.13–4.44), p=0.02), reduced eGFR: OR= 8.01; 95% CI (3.14–20.47), p=<0.001)), while the multi
variable-adjusted model showed an insignificant association with both mildly reduced and reduced eGFR (Table 3).

Table 4 shows the association of kidney function with estimated 10-year cardiovascular risk among pre and post- 
menopause women with T2D. The level of eGFR was found to be significantly varied between pre and post-menopause 
T2D women without CVD (Table S1). Among post-menopausal women, the logistic regression model adjusted for age 
showed a significant odds (OR=3.54; 95% CI (1.82–6.86), p=<0.001) of having estimated 10-year intermediate/high risk 
for ASCVD with presence of reduced eGFR (<90 mL/min/1.73m2 eGFR) while the multivariable-adjusted model found 
insignificant (OR=2.19; 95% CI (0.78–6.14), p=0.13).

Discussion
In the current study, the presence of cardiovascular disease was found to be associated with mildly reduced and reduced 
eGFR among T2D women with previous CVD. No association was found between mildly reduced/reduced eGFR and the 
presence of an estimated 10-year intermediate/high risk for ASCVD among T2D women without CVD. Even though the 
level of eGFR was significantly varied between pre and post-menopause women, no association of kidney function with 
estimated 10-year ASCVD risk was observed. Among cardiovascular risk factors, the presence of hypertension was 
associated with mildly reduced/reduced eGFR among middle-aged/elderly T2D women.

Table 2 The Association Between Kidney Function and Cardiovascular Risk Factors Among Women With Type 2 Diabetes

Kidney Function (eGFR (mL/min/1.73m2) p-value 

Parameters Normal Mildly Reduced p-value Reduced p-value
≥90 60–89 <60

Obesity

N (%) 165 (69.0) 75 (72.8) 0.484 36 (70.6) 0.827 0.781

Model 1 (Age adjusted OR (95% CI)) Ref. 1.35 (0.79–2.31) 0.270 1.28(0.64–2.56) 0.489 0.499
Model 2 (Multivariable adjusted, OR (95% CI))* Ref. 1.20 (0.68–2.12) 0.531 1.20 (0.55–2.62) 0.645 0.794

Hypertension

N (%) 117(49.0) 77 (74.8) <0.001 45 (88.2) <0.001 <0.001

Model 1 (Age adjusted OR (95% CI)) Ref. 2.44 (1.44–4.16) 0.001 5.56(2.24–13.82) <0.001 <0.001
Model 2 (Multivariable adjusted, OR (95% CI))** Ref. 2.16 (1.22–3.80) 0.008 5.49(2.11–14.27) <0.001 <0.001

Hyperlipidaemia

N (%) 183(76.6) 85 (82.5) 0.221 40 (78.4) 0.775 0.471

Model 1 (Age adjusted OR (95% CI)) Ref. 1.25 (0.68–2.31) 0.473 0.92 (0.43–1.99) 0.840 0.705
Model 2 (Multivariable adjusted, OR (95% CI))# Ref. 1.35 (0.70–2.61) 0.366 0.99 (0.42–2.34) 0.982 0.618

Notes: Model 1 adjust for age. *Model 2 (multivariable model adjusted for age, current smoking status, HbA1c, SBP, systolic blood pressure; DBP, diastolic blood pressure; 
and hyperlipidaemia(yes/no). ** Model 2 (multivariable model adjusted for age, BMI, body mass index; current smoking status, HbA1c, hyperlipidaemia (yes/no)). #Model 2 
(multivariable model adjusted for age, BMI, current smoking status, HbA1c, SBP, DBP).
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Diabetes mellitus is the leading cause and risk factor for the development of renal impairment and end-stage renal disease, 
which affects approximately 50% of patients with T2D.31 Impaired renal function among T2D patients indicates an increased 
risk of cardiovascular mortality.32 Women with T2D show greater risk of CVD and menopausal transition further increases the 
cardiometabolic risk profile.11,33 The complex relationship between kidney disease and CVD involves a combination of 
cardiovascular risk factors including advanced age, diabetes mellitus, hypertension, hyperlipidaemia, and factors specific to 
kidney disease including anaemia, volume overload, proteinuria, oxidative stress, and inflammation.34 CKD causes a systemic 
proinflammatory state leading to vascular and myocardial remodelling resulting in vascular calcification, atherosclerotic 
lesions, and myocardial fibrosis. CVD risk assessment tools are extensively used to identify high-risk individuals and perform 
appropriate interventions as a primary prevention strategy.35

It is well established that kidney function is related to ASCVD risk.36 Although kidney function declines with age, the 
level of eGFR is one of the independent risk factors for ASCVD. The relation between mildly reduced (60–89 mL/min/ 
1.73m2) or reduced (<60 mL/min/1.73m2) levels of eGFR with ASCVD risk was evaluated previously.37–39 However, 

Table 3 The Association Between Kidney Function and Cardiovascular Diseases Among T2D Women

Kidney Function (eGFR (mL/min/1.73m2) p-value

Parameters Normal Mildly Reduced p-value Reduced p-value
≥90 60–89 <60

Cardiovascular diseases*

N (%) 9 (3.8) 17 (16.5) <0.001 12 (23.5) <0.001 <0.001

Model 1 (age adjusted OR (95% CI)) Ref. 4.12 (1.73–9.85) 0.001 5.90 (2.23–15.62) <0.001 <0.001

Model 2 (adjust for CV risk factors, OR (95% CI)) Ref. 3.26 (1.26–8.41) 0.014 4.90 (1.66–14.49) 0.004 0.007

10-year intermediate /high risk for ASCVD**

N (%) 33 (14.3) 33 (38.4) <0.001 26 (66.7) <0.001 <0.001

Model 1 (age adjusted OR (95% CI)) Ref. 2.24 (1.13–4.44) 0.021 8.01 (3.14–20.47) <0.001 <0.001

Model 2 (adjust for CV risk factors, OR (95% CI)) Ref. 1.56 (0.67–3.66) 0.306 2.89 (0.87–9.61) 0.083 0.191

Notes: *Individuals with CVD. **Individuals without CVD and estimated ASCVD score ≥7.5% is identified as intermediate/ high risk for 10-year ASCVD. Model 1 adjust for age. 
Model 2 (multivariable model adjusted for age, BMI, current smoking status, HbA1c, SBP, systolic blood pressure; DBP, diastolic blood pressure; and hyperlipidaemia (yes/no), 
angiotensin-converting enzyme inhibitor/ angiotensin receptor blocker (ACEI/ARB) use (yes/no), statin use (yes/no), and insulin use (yes/no).

Table 4 The Association of Kidney Function With 10-year 
Cardiovascular Risk Among Pre and Post Menopause T2D Women

10-Year Intermediate /High Risk for ASCVD*

Model 1 Model 2

OR (95% CI) p-value OR (95% CI) p-value

Pre-menopause women

≥90 eGFR 1.29 (0.05–32.88) 0.879 285.3 (0.00 - NA) 0.999
<90 eGFR

Post-menopause women

≥90 eGFR 3.54 (1.82–6.86) <0.001 2.19 (0.78–6.14) 0.136

<90 eGFR

Notes: Model 1 adjust for age; Model 2 (multivariable model adjusted for age, BMI, current 
smoking status, HbA1c, SBP, systolic blood pressure; DBP, diastolic blood pressure; and 
hyperlipidemia (yes/no), angiotensin-converting enzyme inhibitor/angiotensin receptor 
blocker (ACEI/ARB) use (yes/no), statin use (yes/no), and insulin use (yes/no). 
*Individuals without CVD and estimated ASCVD score ≥ 7.5% is identified as intermediate/ 
high risk for 10-year ASCVD.
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this study evaluates the level of eGFR and its association with ASCVD risk exclusively among middle-aged/elderly T2D 
women. Based on the current study findings, the presence of CVD is associated with both mildly reduced and reduced 
eGFR, while the analysis was done among participants without CVD, the risk of estimated 10-year intermediate/high risk 
for ASCVD was not associated with mildly reduced/reduced eGFR level among T2D women. Even though obesity was 
prevalent among both groups, participants without CVD showed better glycemia and were less likely to be hypertensive 
comparatively. Reduced or mildly reduced eGFR was reported to be associated with the risk for CVD among patients 
with T2D.40,41 Recently, a study reported a negative correlation between eGFR and 10-year ASCVD risk in patients with 
diabetic kidney disease.41 Furthermore, as shown in Figure S1, some of the participants with mildly reduced or reduced 
eGFR were categorized under estimated 10-year low risk for ASCVD highlighting the importance of incorporating 
kidney function parameters into cardiovascular risk prediction models.42 Based on this, prospective studies with large 
sample sizes are required to explore and determine the interrelation between ASCVD risk and renal dysfunction.43

This study also evaluated the association of kidney function with different cardiovascular risk factors. Based on the 
current knowledge, many studies reported that hypertension, obesity, and hyperlipidaemia are the most prevalent 
modifiable cardiovascular risk factors.44,45 Hypertension is a highly prevalent risk factor for CKD as well as 
a powerful CVD risk factor found higher in women than men.46 Transition to menopause increases the risk of developing 
hypertension, hyperlipidaemia, and weight gain.47 In the present study, hypertension was found to be associated with 
reduced as well as mildly reduced eGFR. Recently, a meta-analysis of 16 cohort studies reported that hypertension is an 
independent predictor of decreased estimated GFR.48 Individuals with poorly controlled blood pressure are at high risk of 
developing kidney disease and cardiovascular complications.49,50 Adequate knowledge about CVD risk factors and 
population awareness about modifiable risk factors may help to reduce the incidence rate.

Although CVD is the leading cause of death among women, very few studies evaluated the risk of developing CVD 
among women with diabetes.51,52 It has been reported that diabetes mellitus increases the risk of CVD three to four times 
in women.53 Accumulating evidence demonstrated that diabetes mellitus alters estrogen-related protective mechanisms 
and leads to enhanced atherogenesis in females.54,55 Protective effects of estrogen on the kidney may reduce the 
incidence of decreased eGFR.56 In this study, the level of eGFR is found to be reduced among post-menopause 
women than pre-menopause women while no association of eGFR with estimated 10-year risk for ASCVD was observed. 
A previous study also observed no significant interaction between renal function and menopausal status.57

The strength of this study is the inclusion of middle-aged and elderly T2D women which allowed us to explore the 
association of kidney function with estimated 10-year cardiovascular risk among pre- and post-menopause women. The 
primary limitation of this study is the cross-sectional study design which limits assessing temporal relation and causality. 
Furthermore, the level of female sex hormones and gynaecological history was not available for all selected participants 
which limited us to assess the involvement of sex-related factors which may affect kidney function and CVD risk.

Conclusion
In conclusion, the presence of cardiovascular disease was found to be associated with reduced/mildly reduced kidney 
function among T2D women with previous CVD. No association of kidney function with the presence of an estimated 
10-year intermediate/high risk for ASCVD was observed among T2D women without CVD. Among cardiovascular risk 
factors, the presence of hypertension was associated with mildly reduced/reduced eGFR among middle-aged/elderly T2D 
women. In order to reduce CVD-associated morbidity and mortality, it is imperative to identify CVD risk factors earlier, 
promote a healthy lifestyle, and implement pharmacologic treatment expeditiously when indicated.

Focus on primary prevention of CVD is necessary to reduce cardiovascular mortality among high-risk populations. 
Educational programs to promote awareness of risk factors, prevention strategies, lifestyle modification, and healthy dietary 
habits are needed. Moreover, incorporating female-specific risk factors (history of gestational diabetes, hypertensive 
pregnancy disorders, and menopausal transition) may help to improve the risk assessment among women with diabetes.

Acknowledgments
This Work was funded by the National Plan for Science, Technology and Innovation (MAARIFAH), King Abdulaziz 
City for Science and Technology, Kingdom of Saudi Arabia, grant to the Strategic Center for Diabetes Research. We 

https://doi.org/10.2147/IJWH.S485470                                                                                                                                                                                                                                                                                                                                                                                                                                        International Journal of Women’s Health 2025:17 454

Siddiqui et al                                                                                                                                                                         

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=485470.docx


would like to thank, Ms. Salini S Joy, Mr. Saud Alanazi, for their services to the sample collection biochemistry 
laboratory, Ms. Nourhan Mohamed for data entry, and Dr. Satish Kumar for IT support and Mr Adnan Mahmood Usmani 
for language editing support from the Strategic Center for Diabetes Research, College of Medicine, King Saud 
University, Riyadh, Saudi Arabia.

Disclosure
The authors report no conflicts of interest in this work.

References
1. International Diabetes Federation. IDF diabetes atlas, 10 th edition 2021. Brussels, Belgium. Available from: https://www.diabetesatlas.org. 

Accessed May 17, 2023.
2. Adler AI, Stevens RJ, Manley SE, Bilous RW, Cull CA, Holman R, UKPDS GROUP. Development and progression of nephropathy in type 2 

diabetes: the United Kingdom Prospective Diabetes Study (UKPDS 64). Kidney Int. 2003;63:225–232. doi:10.1046/j.1523-1755.2003.00712.x
3. 2022 Annual Data Report: epidemiology of kidney disease in the United States. National Institutes of Health, National Institute of Diabetes and 

Digestive and Kidney Diseases 2022. Available from: https://usrds-adr.niddk.nih.gov/2022. Accessed May 16, 2023.
4. Lobo RA, Davis SR, De Villiers TJ, et al. Prevention of diseases after menopause. Climacteric. 2014;1:540–556. doi:10.3109/ 

13697137.2014.933411
5. Ryczkowska K, Adach W, Janikowski K, Banach M, Bielecka-Dabrowa A. Menopause and women’s cardiovascular health: is it really an obvious 

relationship? AMS. 2023;19(2):458. doi:10.5114/aoms/157308
6. Kim H, Cho Y. Factors associated with metabolic syndrome among middle-aged women in their 50s: based on National Health Screening Data. 

Int J Environ Res Public Health. 2020;17:3008. doi:10.3390/ijerph17093008
7. Amouzougan A, Lafaie L, Marotte H, et al. High prevalence of dementia in women with osteoporosis. Joint Bone Spine. 2017;84:611–614. 

doi:10.1016/j.jbspin.2016.08.002
8. Celik A, Forde R, Racaru S, Forbes A, Sturt J. The impact of type 2 diabetes on women’s health and well-being during their reproductive years: 

a mixed-methods systematic review. Curr Diabetes Rev. 2022;18:e011821190403. doi:10.2174/1573399817666210118144743
9. Koye DN, Magliano DJ, Nelson RG, Pavkov ME. The global epidemiology of diabetes and kidney disease. Adv Chronic Kidney Dis. 

2018;25:121–132. doi:10.1053/j.ackd.2017.10.011
10. Hoogeveen EK. The epidemiology of diabetic kidney disease. Kidney Dialysis. 2022;2:433–442. doi:10.3390/kidneydial2030038
11. Kajiwara A, Kita A, Saruwatari J, et al. Sex differences in the renal function decline of patients with type 2 diabetes. J Diabetes Res. 

2016;2016:4626382. doi:10.1155/2016/4626382
12. Huang YJ, Hsu YL, Chuang YH, et al. Association between renal function and cardiovascular mortality: a retrospective cohort study of elderly 

from health check-up. BMJ Open. 2021;11(9):e049307. doi:10.1136/bmjopen-2021-049307
13. O’Neil A, Scovelle AJ, Milner AJ, Kavanagh A. Gender/sex as a social determinant of cardiovascular risk. Circulation. 2018;137(8):854–864. 

doi:10.1161/CIRCULATIONAHA.117.028595
14. Stanek A, Mikhailidis DP, Paraskevas KI, et al. Specificities of primary and secondary prevention of lower extremity artery disease in patients with 

diabetes mellitus. Int Angiol. 2024;43(3):367–373. doi:10.23736/S0392-9590.24.05260-X
15. Ren J. Cardiac health and diabetes mellitus in women: problems and prospects. Minerva Cardioangiol. 2006;54(3):289–309.
16. Farkas K, Stanek A, Zbinden S, et al. Vascular diseases in women: do women suffer from them differently? J Clin Med. 2024;13(4):1108. 

doi:10.3390/jcm13041108
17. Bertoluci MC, Rocha VZ. Erratum to: cardiovascular risk assessment in patients with diabetes. Diabetol Metab Syndr. 2017;9:70. doi:10.1186/ 

s13098-017-0270-9
18. Huxley R, Barzi F, Woodward M. Excess risk of fatal coronary heart disease associated with diabetes in men and women: meta-analysis of 37 

prospective cohort studies. BMJ. 2006;332(7533):73–78. doi:10.1136/bmj.38678.389583.7C.14
19. Stedman M, Whyte MB, Laing I, et al. Failure to control conventional cardiovascular risk factors in women with type 2 diabetes might explain 

worse mortality. Diabetes Metab Res Rev. 2023;39(8):e3695.15. doi:10.1002/dmrr.3695
20. Cea Soriano L, Johansson S, Stefansson B, Rodríguez LA. Cardiovascular events and all-cause mortality in a cohort of 57,946 patients with type 2 

diabetes: associations with renal function and cardiovascular risk factors. Cardiovasc Diabetol. 2015;14:1–15. doi:10.1186/s12933-015-0204-5
21. AlQuaiz AM, Kazi A, Alodhayani AA, Almeneessier A, AlHabeeb KM, Siddiqui AR. Age and gender differences in the prevalence of chronic 

diseases and atherosclerotic cardiovascular disease risk scores in adults in Riyadh city, Saudi Arabia. Saudi Med J. 2021;42:526–536. doi:10.15537/ 
smj.2021.42.5.20200684–17

22. Qasem Surrati AM, Mohammedsaeed W, Shikieri ABE. Cardiovascular risk awareness and calculated 10-year risk among female employees at 
Taibah University 2019. Front Public Health. 2021;4:658243. doi:10.3389/fpubh.2021.658243–18

23. Mondal R, Ritu RB, Banik PC. Cardiovascular risk assessment among type-2 diabetic subjects in selected areas of Bangladesh: concordance among 
without cholesterol-based WHO/ISH, Globorisk, and Framingham risk prediction tools. Heliyon. 2021;7(8):e07728. doi:10.1016/j.heliyon.2021. 
e07728

24. Bansal D, Nayakallu RS, Gudal K, Vyamasuni R, Bhansali A. Agreement between Framingham risk score and United Kingdom prospective 
diabetes study risk engine in identifying high coronary Heart Disease Risk in North Indian Population. Diabetes Metab J. 2015;39:321–327. 
doi:10.4093/dmj.2015.39.4.321

25. Maas AH. Female-specific risk variables: from innocent bystanders to key players in cardiovascular risk prediction. Maturitas. 2024;21:107970. 
doi:10.1016/j.maturitas.2024.107970

26. Al-Rubeaan K, Siddiqui K, Al-Ghonaim MA, Youssef AM, Al-Sharqawi AH, AlNaqeb D. Assessment of the diagnostic value of different 
biomarkers in relation to various stages of diabetic nephropathy in type 2 diabetic patients. Sci Rep. 2017;7:2684. doi:10.1038/s41598-017-02421-9

International Journal of Women’s Health 2025:17                                                                               https://doi.org/10.2147/IJWH.S485470                                                                                                                                                                                                                                                                                                                                                                                                    455

Siddiqui et al

Powered by TCPDF (www.tcpdf.org)

https://www.diabetesatlas.org
https://doi.org/10.1046/j.1523-1755.2003.00712.x
https://usrds-adr.niddk.nih.gov/2022
https://doi.org/10.3109/13697137.2014.933411
https://doi.org/10.3109/13697137.2014.933411
https://doi.org/10.5114/aoms/157308
https://doi.org/10.3390/ijerph17093008
https://doi.org/10.1016/j.jbspin.2016.08.002
https://doi.org/10.2174/1573399817666210118144743
https://doi.org/10.1053/j.ackd.2017.10.011
https://doi.org/10.3390/kidneydial2030038
https://doi.org/10.1155/2016/4626382
https://doi.org/10.1136/bmjopen-2021-049307
https://doi.org/10.1161/CIRCULATIONAHA.117.028595
https://doi.org/10.23736/S0392-9590.24.05260-X
https://doi.org/10.3390/jcm13041108
https://doi.org/10.1186/s13098-017-0270-9
https://doi.org/10.1186/s13098-017-0270-9
https://doi.org/10.1136/bmj.38678.389583.7C.14
https://doi.org/10.1002/dmrr.3695
https://doi.org/10.1186/s12933-015-0204-5
https://doi.org/10.15537/smj.2021.42.5.20200684--17
https://doi.org/10.15537/smj.2021.42.5.20200684--17
https://doi.org/10.3389/fpubh.2021.658243--18
https://doi.org/10.1016/j.heliyon.2021.e07728
https://doi.org/10.1016/j.heliyon.2021.e07728
https://doi.org/10.4093/dmj.2015.39.4.321
https://doi.org/10.1016/j.maturitas.2024.107970
https://doi.org/10.1038/s41598-017-02421-9


27. Siddiqui K, George TP, Alosaimi J, Bukhari KO, Rubeaan KA. Level of hormones in menopause in relation to diabetic retinopathy among type 2 
diabetic women. Health Care Women Int. 2021;42:58–66. doi:10.1080/07399332.2020.1798962

28. American Diabetes Association. (2) Classification and diagnosis of diabetes. Diabetes Care. 2015;38:S8–S16. doi:10.2337/dc15-S005
29. Levey AS, Stevens LA, Schmid CH, et al. CKD-EPI (Chronic Kidney Disease Epidemiology Collaboration). A new equation to estimate 

glomerular filtration rate. Ann Intern Med. 2009;150:604–612. doi:10.7326/0003-4819-150-9-200905050-00006
30. American College of Cardiology. ASCVD risk estimator plus; 2022. Available from: http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/ 

estimate/. Accessed December 20, 2022.
31. Bramlage P, Lanzinger S, van Mark G, et al. Patient and disease characteristics of type-2 diabetes patients with or without chronic kidney disease: 

an analysis of the German DPV and DIVE databases. Cardiovasc Diabetol. 2019;18:33. doi:10.1186/s12933-019-0837-x
32. Afkaria M, Sachs MC, Kestenbaum B, et al. Kidney disease and increased mortality risk in type 2 diabetes. J Am Soc Nephrol. 2013;24:302–308. 

doi:10.1681/ASN.2012070718
33. Marlatt KL, Pitynski-Miller DR, Gavin KM, et al. Body composition and cardiometabolic health across the menopause transition. Obesity. 

2022;30:14–27. doi:10.1002/oby.23289
34. Segall L, Nistor I, Covic A. Heart failure in patients with chronic kidney disease: a systematic integrative review. Biomed Res Int. 

2014;2014:937398. doi:10.1155/2014/937398
35. Dc G, Lloyd-Jones DM, Bennett G, et al. 2013 ACC/AHA guideline on the assessment of cardiovascular risk: a report of the American College of 

Cardiology/American Heart Association Task Force on practice guidelines. J Am Coll Cardiol. 2014;63:2935–2959. doi:10.1016/j.jacc.2013.11.005
36. Chonchol M, Whittle J, Desbien A, Orner MB, Petersen LA, Kressin NR. Chronic kidney disease is associated with angiographic coronary artery 

disease. Am J Nephrol. 2008;28:354–360. doi:10.1159/000111829.–32
37. Ataklte F, Song RJ, Upadhyay A, Musa Yola I, Vasan RS, Xanthakis V. Association of mildly reduced kidney function with cardiovascular disease: 

the Framingham Heart Study. J Am Heart Assoc. 2021;10:e020301. doi:10.1161/JAHA.120.020301
38. Tyson CC, Smith PJ, Sherwood A, Mabe S, Hinderliter AL, Blumenthal JA. Association between normal or mildly reduced kidney function, 

cardiovascular risk and biomarkers for atherosclerosis: results from the ENCORE trial. Clin Kidney J. 2017;10:666–671. doi:10.1093/ckj/sfx025
39. Dal Canto E, Elders PJM, van der Heijden AA, et al. Kidney function measures and cardiovascular outcomes in people with diabetes: the Hoorn 

Diabetes Care System cohort. Diabetologia. 2023;66:482–494. doi:10.1007/s00125-022-05826-y
40. Wang Y, Katzmarzyk PT, Horswell R, Zhao W, Johnson J, Hu G. Kidney function and the risk of cardiovascular disease in patients with type 2 

diabetes. Kidney Int. 2014;85:1192–1199. doi:10.1038/ki.2013.396
41. Ren H, Zhao L, Zou Y, et al. Association between atherosclerotic cardiovascular diseases risk and renal outcome in patients with type 2 diabetes 

mellitus. Ren Fail. 2021;43(1):477–487. doi:10.1080/0886022X.2021.1893186
42. Matsushita K, Jassal SK, Sang Y, et al. Incorporating kidney disease measures into cardiovascular risk prediction: development and validation in 

9 million adults from 72 datasets. EClinicalMedicine. 2020;27:100552. doi:10.1016/j.eclinm.2020.100552
43. Khan SS, Coresh J, Pencina MJ, et al. Novel prediction equations for absolute risk assessment of total cardiovascular disease incorporating 

cardiovascular-kidney-metabolic health: a scientific statement from the American Heart Association. Circulation. 2023;148(24):1982–2004. 
doi:10.1161/CIR.0000000000001191

44. Ahmed AM, Hersi A, Mashhoud W, et al. Cardiovascular risk factors burden in Saudi Arabia: the Africa Middle East Cardiovascular 
Epidemiological (ACE) study. J Saudi Heart Assoc. 2017;29:235–243. doi:10.1016/j.jsha.2017.03.004

45. Arsyad DS, Westerink J, Cramer MJ, et al. Ansariadi. Modifiable risk factors in adults with and without prior cardiovascular disease: findings from 
the Indonesian National Basic Health Research. BMC Public Health. 2022;22:660. doi:10.1186/s12889-022-13104-0

46. Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the 
Prevention, Detection, Evaluation, and Management of High Blood Pressure in Adults: a Report of the American College of Cardiology/ 
American Heart Association Task Force on clinical practice guidelines. J Am Coll Cardiol. 2018;71:e127–e248. doi:10.1016/j.jacc.2017.11.006

47. Mehta PK, Gaignard S, Schwartz A, Manson JE. Traditional and emerging sex-specific risk factors for cardiovascular disease in women. RCM. 
2022;23:288.

48. Garofalo C, Borrelli Pacilio M, Minutolo R, et al. Hypertension and prehypertension and prediction of development of decreased estimated GFR in 
the general population: a meta-analysis of Cohort Studies. Am J Kidney Dis. 2016;67:89–97. doi:10.1053/j.ajkd.2015.08.027

49. Wagnew F, Eshetie S, Kibret GD, et al. Diabetic nephropathy and hypertension in diabetes patients of sub-Saharan countries: a systematic review 
and meta-analysis. BMC Res Notes. 2018;11(1):565. doi:10.1186/s13104-018-3670-5

50. Burnier M, Damianaki A. Hypertension as cardiovascular risk factor in chronic kidney disease. Circ Res. 2023;132:1050–1063. doi:10.1161/ 
CIRCRESAHA.122.321762

51. Garcia M, Mulvagh SL, Merz CN, Buring JE, Manson JE. Cardiovascular disease in women: clinical perspectives. Circ Res. 2016;118:1273–1293. 
doi:10.1161/CIRCRESAHA.116.307547

52. Kazz B, Shankar B, Elder-Odame P, Tokgözoğlu LS, Sierra-Galan LM, Michos ED. A Woman’s heart: improving uptake and awareness of 
cardiovascular screening for middle-aged populations. Int J Womens Health. 2023;Volume 15:1171–1183. doi:10.2147/IJWH.S328441

53. Norhammar A, Schenck-Gustafsson K. Type 2 diabetes and cardiovascular disease in women. Diabetologia. 2013;56:1–9. doi:10.1007/s00125-012- 
2694-y

54. Steinberg HO, Paradisi G, Cronin J, et al. Type II diabetes abrogates sex differences in endothelial function in premenopausal women. Circulation. 
2000;101:2040–2046. doi:10.1161/01.cir.101.17.2040

55. Juutilainen A, Kortelainen S, Lehto S, Rönnemaa T, Pyörälä K, Laakso M. Gender difference in the impact of type 2 diabetes on coronary heart 
disease risk. Diabetes Care. 2004;12:2898–2904. doi:10.2337/diacare.27.12.2898

56. Fung MM, Poddar S, Bettencourt R, Jassal SK, Barrett-Connor EA. cross-sectional and 10-year prospective study of postmenopausal estrogen 
therapy and blood pressure, renal function, and albuminuria: the Rancho Bernardo Study. Menopause. 2011;18:629–637. doi:10.1097/ 
gme.0b013e3181fca9c4

57. Sheng YH, Chen JH, Chiou JM, et al. Association of renal function and menopausal status with bone mineral density in middle-aged women. Sci 
Rep. 2015;5:14956. doi:10.1038/srep14956

https://doi.org/10.2147/IJWH.S485470                                                                                                                                                                                                                                                                                                                                                                                                                                        International Journal of Women’s Health 2025:17 456

Siddiqui et al                                                                                                                                                                         

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1080/07399332.2020.1798962
https://doi.org/10.2337/dc15-S005
https://doi.org/10.7326/0003-4819-150-9-200905050-00006
http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/estimate/
http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/estimate/
https://doi.org/10.1186/s12933-019-0837-x
https://doi.org/10.1681/ASN.2012070718
https://doi.org/10.1002/oby.23289
https://doi.org/10.1155/2014/937398
https://doi.org/10.1016/j.jacc.2013.11.005
https://doi.org/10.1159/000111829.--32
https://doi.org/10.1161/JAHA.120.020301
https://doi.org/10.1093/ckj/sfx025
https://doi.org/10.1007/s00125-022-05826-y
https://doi.org/10.1038/ki.2013.396
https://doi.org/10.1080/0886022X.2021.1893186
https://doi.org/10.1016/j.eclinm.2020.100552
https://doi.org/10.1161/CIR.0000000000001191
https://doi.org/10.1016/j.jsha.2017.03.004
https://doi.org/10.1186/s12889-022-13104-0
https://doi.org/10.1016/j.jacc.2017.11.006
https://doi.org/10.1053/j.ajkd.2015.08.027
https://doi.org/10.1186/s13104-018-3670-5
https://doi.org/10.1161/CIRCRESAHA.122.321762
https://doi.org/10.1161/CIRCRESAHA.122.321762
https://doi.org/10.1161/CIRCRESAHA.116.307547
https://doi.org/10.2147/IJWH.S328441
https://doi.org/10.1007/s00125-012-2694-y
https://doi.org/10.1007/s00125-012-2694-y
https://doi.org/10.1161/01.cir.101.17.2040
https://doi.org/10.2337/diacare.27.12.2898
https://doi.org/10.1097/gme.0b013e3181fca9c4
https://doi.org/10.1097/gme.0b013e3181fca9c4
https://doi.org/10.1038/srep14956


International Journal of Women’s Health                                                                                    

Publish your work in this journal 
The International Journal of Women’s Health is an international, peer-reviewed open-access journal publishing original research, reports, 
editorials, reviews and commentaries on all aspects of women’s healthcare including gynecology, obstetrics, and breast cancer. The manuscript 
management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www. 
dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/international-journal-of-womens-health-journal

International Journal of Women’s Health 2025:17                                                                                      457

Siddiqui et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Introduction
	Materials and Methods
	Statistical Analysis

	Results
	Discussion
	Conclusion
	Acknowledgments
	Disclosure

