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Abstract: The risk of renal death is examined in the United
States population 15 years of age and older with and without
diabetes. The renal mortality rate is 174.6 per 100,000 among people
with diabetes and 42.5 per 100,000 among people without diabetes.
The relative risk of renal mortality is 4.1 for diabetics, age-adjusted
relative risk, 2.6. The risk of renal mortality is highest in young
people with diabetes. Rates of renal mortality are higher than
previously believed among Whites with diabetes and among women
with diabetes. (Am J Public Health 1985: 75:1325-1326.)

Introduction

Renal disease is a major cause of death and years of life
lost among diabetics. In autopsy series, renal disease caused
8 to 12 per cent of diabetic deaths.12 Renal disease ac-
counted for 9 per cent of deaths among diabetic patients
followed at the Joslin Clinic between 1956 and 1964.3 In
patients who were diagnosed as having diabetes at less than
20 years of age, renal disease accounted for 48.5 per cent of
deaths. In those diagnosed after age 39, renal disease ac-
counted for 5.3 per cent of deaths.3

Studies comparing renal mortality rates among diabetics
and control groups have yielded mixed results. In one study,
diabetic life insurance policy holders were 17 times more
likely to die from renal disease than nondiabetic policy
holders.4 In another study, male diabetic employees with
albuminuria were almost four times more likely to die than
matched controls.5

A recent review of the literature noted several risk
factors for diabetic renal disease.6 Among the risk factors
were duration of diabetes (increased prevalence associated
with increased duration), race (increased prevalence in races
other than White), and sex (slightly increased prevalence in
men).

Prior to the release of public use tapes of multiple cause
of death data by the National Center for Health Statistics
(NCHS), national mortality rates could not be calculated for
combinations of two or more diseases. The purpose of this
paper is to take advantage of this new opportunity by
examining the risk of renal death in the US resident popu-
lation with and without diabetes.

Methods

Numerator data came from the NCHS' most recent
release of national multiple cause of death data (calendar
year 1979). The ICDA-9 codes employed to define renal
diseases were 250.4 and 580 through 589. To determine
deaths in which diabetes was also a cause, ICDA-9 codes 250
and 251.0 were used.

Denominator data were calculated by applying 1979
National Health Interview Survey (NHIS) diabetes preva-
lence rates (unpublished data compiled by the Division of
Diabetes Control, Centers For Disease Control from NCHS
data tapes) to 1979 US resident population estimates.7 De-
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scriptions of NHIS design, estimation procedure, qualifica-
tions, and limitations are published elsewhere.'4 Groups
less than 15 years of age were excluded from the analysis
because of the unreliability of NHIS diabetes prevalence
estimates.

Age-, race-, sex-, and cause-specific rates were formed
using the mortality data and population estimates. Rates
were age-adjusted by the direct method to the 1979 total
resident population of the United States. The relative risks
of diabetic renal mortality were defined as the ratios of
diabetic renal mortality rates to the nondiabetic renal mor-
tality rates.'5 Attributable risks were defined as the differ-
ences between the diabetic renal mortality rates and the
nondiabetic renal mortality rates. 5

Results
Table 1 presents age-specific renal mortality rates for

people with diabetes and people without diabetes by race
and sex. Renal mortality rates increase with age and are
generally much higher in people with diabetes than in people
without diabetes.

Without exception, sex-specific non-diabetic renal mor-
tality rates are higher among races other than Whites, and
race-specific non-diabetic renal mortality rates are higher
among men than women. In contrast, sex-specific total
diabetic renal mortality rates are similar among Whites and
other races, and age-specific rates are actually higher among
White men 15 to 44 years of age than men of other races, and
higher among White women over 65 years of age than other
women. Race-specific total diabetic renal mortality rates are

TABLE 1-Age-specific Renal Mortality Rates for People with and with-
out Diabetes by Race and Sex, US Resident Population 15
Years of Age and Older, 1979

Diabetes Renal Mortality Rates per 100,000

White Other Races

Age (years) Men Women Men Women Total

15-44 99.63 59.53 41.48 85.71 71.68
45-64 88.57 88.96 100.00 122.65 93.62
65+ 354.82 308.57 429.76 256.05 321.86
Total 183.88 172.91 144.30 174.08 174.59
Age-Adjusted 133.84 103.23 112.86 119.91 113.63

Non-Diabetes Renal Mortality Rates per
100,000

White Other Races

Age (years) Men Women Men Women Total
15-44 2.97 2.10 7.64 5.58 3.11
45-64 34.08 21.03 81.99 61.83 31.83
65+ 308.56 171.76 400.78 284.67 236.44
Total* 47.61 35.13 58.93 45.26 42.45
Age-Adjiusted 55.31 31.59 83.79 60.52 44.35

*Total includes deaths for which age was not stated.
SOURCES: National Center for Health Statistics: Public use multiple cause of

mortality data tape, 1979.
National Center for Health Statistics: National Health Interview Survey, public use data

tape, 1979.
US Bureau of the Census.7
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TABLE 2-Relative Risk and Attributable Risk of Renal Mortality due to
Diabetes by Race and Sex, US Resident Population, 1979

Relative Risks (DM/Non-DM)

White Other Races

Age (years) Men Women Men Women Total

15-44 33.57 28.33 5.42 15.36 23.08
45-64 2.60 4.23 1.22 1.98 2.94
65+ 1.15 1.80 1.07 0.90 1.36

Attributable Risks (DM-NonDM) per 100,000

White Other Races

Age (years) Men Women Men Women Total
15-44 96.66 57.43 33.84 80.13 68.58
45-64 54.49 67.93 18.01 60.82 61.80
65+ 46.25 136.81 28.98 -28.62 85.42

similar among women and men, and age-specific rates are
actually higher among women of other races 15 to 64 years of
age than among men of other races.

Table 2 presents age-specific relative risks and attribut-
able risks of renal mortality by race and sex. The relative
risks of renal mortality are greatest in the 15-44 year age
groups and decline in the older age groups. The impact of
diabetes on renal mortality is not as great among other races
as it is among Whites. In general, the highest attributable
risks are in the 15-44 year age groups. The exception is
among White women in whom attributable risk increases
with age.

Discussion

The diabetes renal mortality rates presented in this
paper underestimate true diabetes renal mortality since only
about 40 per cent of people with diabetes who die have
diabetes recorded anywhere on their death certificates.'6
Nevertheless, the results confirm that renal mortality rates
are higher among diabetics than among those without diabe-
tes. They also confirm that the relative risk and attributable
risk of renal mortality are generally greatest in the 15 and 44
year age group and suggest that the risk of renal mortality is
greatest among people with Type I diabetes.

This study also defines important differences in non-
diabetic and diabetic renal mortality rates among Whites and
other races, and among men and women. The observed
differences between Whites and others could be due to a true
difference in the natural history of diabetic renal disease.
Earlier studies have failed to use appropriate denominators.
If race-specific diabetes renal mortality rates are expressed
per general population, the true difference between races is
obscured because rates of diabetes differ between Whites
and other races: Type I diabetes is more common in Whites
than in other races, and Type II diabetes is more common in

other races than in Whites. It is also possible that the racial
differences we observed are due to better reporting of
diabetes and renal disease on the death certificates of
Whites, and to underreporting of these conditions on the
death certificates of people of other races.

Previous studies based on rates of initiation of dialysis
therapy have reported higher rates of diabetic renal failure
among men than among women. The present data suggest
that diabetic renal mortality is similar among women and
men, and suggest that higher rates of initiation of dialysis
therapy among men may be due to a treatment bias rather
than a higher incidence of diabetic end-stage renal disease
among men.
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