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Abstract
Patients with type 2 diabetes, particularly women, are at risk for heart failure. Myocardial
substrate metabolism derangements contribute to cardiac dysfunction in diabetic animal models.
The purpose of this study was to determine the effects of diabetes and sex on myocardial
metabolism and diastolic function in humans, separate from those of obesity.

Thirty-six diabetic subjects (22 women) and 36 non-diabetic, body mass index (BMI)-matched
subjects (21 women) underwent positron emission tomography (myocardial metabolism) and
echocardiography (structure, function). Myocardial blood flow and oxygen consumption (MVO2)
were higher in women than men (P=0.003 and <0.0001, respectively). Plasma fatty acid (FA)
levels were higher in diabetics (vs. obese, P<0.003) and sex and diabetes status interacted in its
prediction (P=0.03). Myocardial FA utilization, oxidation, and esterification were higher and
percent FA oxidation lower in diabetics (vs. obese, P=0.0004, P=0.007, P=0.002, P=0.02). FA
utilization and esterification were higher and percent FA oxidation lower in women (vs. men,
P=0.03, P=0.01, P=0.03). Diabetes and sex did not affect myocardial glucose utilization, but
myocardial glucose uptake/plasma insulin was lower in the diabetics (P=0.04). Left ventricular
relaxation was lower in diabetics (P<0.0001) and in men (P=0.001), and diabetes and sex
interacted in its prediction (P=0.03).

Sex, type 2 diabetes, or their interaction affect myocardial blood flow, MVO2, FA metabolism,
and relaxation separate from obesity’s effects. Sexually dimorphic myocardial metabolic and
relaxation responses to diabetes may play a role in the known cardiovascular differences between
men and women with diabetes.
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INTRODUCTION
The prevalence of type 2 diabetes mellitus in the United States has increased dramatically
over the past 30 years, paralleled by increases in the prevalence of obesity (1–3). Both
entities are associated with significant cardiovascular morbidity and mortality, with
cardiovascular disease as the leading cause of death in diabetics (4, 5). Both obesity and type
2 diabetes are predictors of left ventricular (LV) dysfunction, independent of associated co-
morbidities such as coronary artery disease and hypertension (3). Diabetes also increases the
mortality risk in patients with LV dysfunction. However, diabetes does not affect men and
women in exactly the same way. Women with diabetes have both a higher risk of
developing heart failure (4) and a higher risk of dying from heart failure than men with
diabetes (6). However, the reasons for sex differences in diabetic cardiovascular disease
remain poorly understood.

Results of studies in animal models of diabetes suggest that derangements in myocardial
substrate metabolism contribute to the development of cardiac dysfunction and heart failure
in diabetes. Specifically, excessive fatty acid (FA) uptake, oxidation and/or storage
contribute directly to cardiac dysfunction in these models (7–9). In addition, excessive
dependence on FA metabolism in the diabetic heart may impair the heart’s ability to cope
with superimposed conditions that require a switch towards glucose metabolism (such as
ischemia). Few previous studies evaluated myocardial substrate metabolism rates in patients
with type 2 diabetes but without significant coronary artery disease (10, 11). Even fewer
measured myocardial fatty acid metabolism (12), and none have evaluated the combined
effect of sex and diabetes on myocardial metabolism and function. The results of previous
studies of diabetes’ effects on myocardial substrate metabolism in men may not
automatically be extrapolated to women with diabetes, given the major effect of sex on
myocardial metabolism and blood flow (13,14). It is also not completely clear to what extent
obesity, which frequently accompanies type 2 diabetes, may be affecting the differences in
myocardial FA metabolism noted between diabetics and nondiabetic controls. The purpose
of the present study was to test the hypothesis that both type 2 diabetes and female sex
increase the heart’s FA metabolism at the expense of glucose metabolism and that diabetes
and sex interact in the determination of cardiac relaxation. To this end, we quantified
myocardial metabolism using positron emission tomography (PET), as well as cardiac
structure and function using echocardiography in well-phenotyped obese men and women
with type 2 diabetes and in body mass index-matched, non-diabetic controls.

METHODS AND PROCEDURES
Study population

Thirty-nine obese, non-diabetic, and 33 diabetic subjects were studied. All subjects
completed a comprehensive evaluation that included a history, physical examination, routine
blood tests, and a fasting lipid profile. Non-diabetic subjects underwent a 2-hr glucose
tolerance test to exclude diabetes mellitus. Subjects with diabetes were treated with
metformin with or without a sulfonylurea, were required to be naïve to exogenous insulin,
have well-controlled indices of glycemia (glycosylated hemoglobin, HbA1c <7%), be non-
smokers, normotensive with or without therapy (defined as a systolic blood pressure <140
mm Hg and a diastolic pressure <90 mm Hg), and have normal total cholesterol (<220 mg/
dL) and low-density lipoprotein cholesterol (<160 mg/dL) levels. Subclinical coronary
artery disease and other forms of cardiac disease were excluded with a normal
electrocardiogram, echocardiogram, and in the diabetics a normal rest/stress
echocardiogram. Subjects were excluded who had persistent hypertension despite therapy, a
history of coronary artery or other cardiac disease, a history of smoking cigarettes within the
last 12 months, or who were pregnant or lactating. Subjects underwent dual-energy x-ray
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absorptiometry (DXA, Hologic, WDR-1000/w) for determination of body composition. The
Human Research Protection Office (Institutional Review Board), the General Clinical
Research Center, and the Radioactive Drug Research Committee at the Washington
University School of Medicine all approved this study. All subjects signed informed consent
before enrollment.

Experimental procedure
Subjects were admitted to the Inpatient Research Unit of the Clinical Research Unit the
evening before the positron emission tomography (PET) study. At 6 PM the night before, all
subjects ingested a standard meal containing 12 kcal/kg body weight for non-obese subjects
and 12 kcal/kg adjusted body weight for obese subjects (adjusted body weight = ideal body
weight + [(actual body weight – ideal body weight) × (0.25)]. The following morning, after
subjects fasted overnight (12 hours), two 18- or 20- gauge catheters were inserted into both
antecubital veins for radiopharmaceutical injections and blood sampling.

PET Imaging Protocol and Analysis. All studies were performed on a commercially
available tomograph (Siemens ECAT 961 HR and ECAT 962 HR+, Siemens Medical
Systems, Knoxville, Tennessee). Studies were performed under resting conditions starting at
8 AM and ending at approximately 1:30 PM to avoid circadian variations in myocardial
metabolism. Measurements of myocardial blood flow, myocardial oxygen consumption
(MVO2), and glucose and fatty acid metabolism were obtained with PET tracers 15O-water,
1-11C-acetate, 1-11C-glucose, and 1-11C-palmitate, respectively. In conjunction with well-
validated compartmental modeling schemes, measurements of myocardial blood flow (mL/
g/min), MVO2, (μmol/g/min) fractional glucose uptake (mL/g/min) and utilization (nmol/g/
min), and fractional FA uptake (mL/g/min), utilization and oxidation (nmol/g/min) were
performed as previously reported.(15–18) Fractional glucose and FA uptake represents the
myocardial extraction fraction of glucose or FA, corrected for blood flow. Glucose and FA
utilization reflect the total uptake of substrate by multiplying the fractional uptake by the
substrate concentration in the blood. In order to measure intramyocardial FA metabolism,
we used compartmental modeling to subdivide FA utilization into myocardial FA oxidation
and FA “esterification.” The latter represents all FA utilization, which does not undergo
immediate oxidation.

Measurements of plasma insulin, substrates, and insulin resistance
Blood samples were obtained at predetermined intervals during the PET study to measure
plasma substrates (glucose, fatty acids, and lactate), and insulin levels. Glucose and lactate
levels were measured using a commercially available glucose-lactate analyzer (YSI, Yellow
Springs, Ohio). For plasma free fatty acid level determination, blood was collected in tubes
containing EDTA. Samples were immediately centrifuged to obtain plasma, which was
stored at −80°C until batch analysis. Plasma fatty acid levels were determined using an
enzymatic colorimetric method (NEFA-C, Wako Chemicals USA, Richmond, VA). Plasma
insulin levels were measured by radioimmunoassay (Linco Research Inc., St Charles,
Missouri). Homeostasis model assessment (HOMA) of insulin resistance was calculated as
described by Matthews et al. (19). Plasma levels of 11CO2 values and 11C-lactate were
measured to correct for the arterial input function during compartmental modeling of the
myocardial kinetics of the various metabolic tracers.

Echocardiography—Subjects underwent echocardiographic evaluation immediately
following 1-11C-acetate injection and subsequent PET imaging (for measurement of
MVO2). Cardiac chamber size and function was measured as previously described (20).
Tissue Doppler was used to measure systolic function (Sm) and diastolic relaxation (Em),
also as previously described. Cardiac output was calculated = time-velocity integral x LV
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outflow tract area. Cardiac minute work per gram = (mean arterial pressure x cardiac
output)/LV mass. LV efficiency = workg/MVO2 as described in detail in our previous
publication (13).

Statistical analysis—T-tests were used to compare outcome measures across sex while
one-way analysis of variance provided an assessment of group differences. Subgroup
analyses (e.g., between obese men and women) were performed using unpaired t-tests or
Wilcoxon tests, as was appropriate. Variables with skewed data were log-transformed as
appropriate. Two-factor analysis of variance was used to evaluate the adjusted effect of
group and sex on the outcome measures. These were performed initially with the interaction
term present. If the interaction was not significant, the significance of group and sex was
evaluated after removing the interaction term from the model. The association between a
predefined set of potential covariates and the outcome measures was evaluated using
Pearson correlation coefficients. Stepwise regression analyses, which required that group
and sex remain in the model, then provided a determination of a best set of predictors of
selected outcomes. Variables included as potential predictors in these models were those that
had a significant univariate correlation with the outcome. In addition to group and sex,
variables retained by the stepwise procedure included those that had a P value less than 0.1.
All analyses were performed using version 9 of SAS®. A P value of <0.05 was considered
to be significant.

RESULTS
Baseline characteristics. Table 1

The diabetic subjects were slightly older than the obese subjects. Importantly, weight and
body mass index, fat%, fat mass, plasma triglycerides and high-density lipoprotein (HDL),
and sex of the subjects were not different between the groups. Total cholesterol and low-
density lipoprotein (LDL) values were slightly lower in the diabetic subjects than the obese.
Of note, 69% of the diabetics were taking HMG-CoA reductase inhibitor therapy in order to
have their cholesterol levels near that of the obese controls. As expected, the diabetic
subjects had higher glucose, and insulin than the obese. Table 2. Lists all statin, metabolic,
and vasoactive medication use among the diabetics divided by sex. (The obese were not
taking any of these medications). There were no significant differences between the diabetic
men and women’s use of hypoglycemic or antihypertensive agents. More diabetic women
were taking statins or any lipid-lowering agent compared with the men.

Regarding sex effects, the women in both groups had higher HDL and lower triglycerides
than the men. The women also had lower insulin than the men, despite having a higher fat
mass and percent fat. Diabetes status and sex interacted in the prediction of triglycerides,
total cholesterol, and LDL. In a subgroup analysis of the obese, the women had lower
insulin resistance than the men (HOMA 1.88±2.33 vs. 3.25±4.41, respectively P<0.01).

Hemodynamics, cardiac structure, function, and efficiency. Table 3
The diabetic subjects and their obese controls were similar in resting heart rate, LV mass,
LV mass index, efficiency, and all measures of systolic function. The diabetics also had
higher systolic blood pressure, and consequently, a higher rate-pressure product, despite
53% of them taking ACE inhibitor therapy. In contrast with the lack of an effect of diabetes
on systolic function, LV relaxation (as measured by Em) was lower in the diabetics (Figure
1). This lower relaxation rate in the T2DM subjects was despite the fact that several of the
diabetic subjects were taking angiotensin converting enzyme inhibitors or other
antihypertensive therapy (while none of the obese were), and antihypertensive drugs
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improve LV relaxation (21). This suggests that the negative effect of T2DM on LV
relaxation may be even greater.

Consistent with well-known sex effects, the women had lower LV mass and mass index than
the men (22). The women also had lower LV efficiency yet slightly higher ejection fractions
than the men (even though all subjects had an ejection fraction in the normal range) (Table
3). LV relaxation was higher in the women compared with the men (Figure 1). In subgroup
analysis, the obese women had better LV relaxation than the men; there was no difference
between the T2DM men and T2DM women. In addition, diabetes status and sex interacted
in the prediction of Em since diabetic status lowered the Em much more in the women than
in the men (shown graphically in Figure 1). This interaction between diabetic status and sex
in the prediction of Em was still significant in a multivariate analysis (P=0.03) that included
the other parameters, which significantly correlated with Em (i.e., age, LV mass index,
systolic blood pressure, rate-pressure product, and mean arterial pressure). It is unlikely that
the sex effect on LV relaxation is due to differences in antihypertensive therapy because the
obese men had a much lower LV relaxation than the obese women (and neither was taking
antihypertensive therapy). In addition, there were no differences in antihypertensive therapy
between the men and women with T2DM. Moreover, the interaction between sex and T2DM
is at least as robust as we found because some of the women with T2DM were taking
antihypertensive treatment (which should improve their diastolic function), thus suggesting
that the magnitude of the difference between obese and T2DM women’s LV relaxation rates
are, if anything, even greater.

Myocardial blood flow, MVO2, glucose metabolism
Myocardial blood flow and MVO2 were not different between the diabetics and the obese
(Figure 2). However, the women had significantly higher myocardial blood flow and MVO2
than the men. Moreover, in multivariate models that included age, diabetes status, and the
sex-diabetes interaction, female sex still predicted higher myocardial blood flow (P<0.005)
and MVO2 (P<0.0001). Subgroup analysis showed differences between the T2DM men and
women’s blood flow and MVO2, and between the obese men ad women’s MVO2 (Figure 2).
Average values for fractional uptake of myocardial glucose and the overall utilization were
not different between groups or between the women and the men (Table 4). There was also
no significant group-sex interaction in the prediction of myocardial glucose metabolism. The
ratio of myocardial glucose uptake to plasma insulin level was lower in the diabetics (than
the obese), mostly due to their higher insulin levels since myocardial glucose uptake was not
different.

Myocardial FA metabolism
Plasma free FA levels were higher in the diabetics than the obese (Figure 3A, left panel),
and FA levels were higher in the women than the men. Plasma free FA levels were higher in
the T2DM women than the men. In addition, sex and diabetes status interacted in their
correlation with plasma FAs, such that diabetes more markedly increased FA levels in the
women than in the men. This interaction was still significant in multivariate analysis in
which age, fat-free mass, systolic blood pressure were added to the model (P=0.04).
Myocardial FA utilization was also significantly higher in the diabetics than the obese
controls and higher in the women than the men (Figure 3A, right panel). In the multivariate
model, that included age, diabetes status, and diabetes status-sex interaction, only sex was an
independent predictor of FA utilization (P=0.007).

When overall FA utilization was broken down into its components, FA oxidation, and FA
“esterification,” we found that they were both higher in the diabetics compared with the
obese (Figure 3B, left and middle panels). However, the increase in esterification in the
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diabetics was proportionately higher than the increase in oxidation, resulting in a lower
percentage FA oxidation in the diabetics (Figure 3B right panel). Sex also affected
myocardial FA esterification and percent oxidation, with the women having higher
esterification, and consequently, lower percent oxidation. In multivariate analyses, sex
trended towards being an independent predictor of higher myocardial FA oxidation
(P=0.08); female sex independently predicted higher FA esterification (P=0.005), and lower
percent FA oxidation (P=0.03). This higher level of FA esterification, oxidation, and overall
utilization in the women, which is especially notable in those with T2DM, is despite the fact
that more of the women (than men) with T2DM were taking lipid-lowering therapy, which
should if anything decrease lipid delivery to the heart.

DISCUSSION
Our study’s results demonstrate that diabetes and sex have major, independent, and
intertwined effects on myocardial metabolism and LV relaxation in humans. Relatively few
previous studies evaluated myocardial metabolism rates in patients with type 2 diabetes but
without significant coronary artery disease (10,11); even fewer measured myocardial fatty
acid metabolism (12); and none have evaluated the combined effect of sex and diabetes on
myocardial metabolism and function. We found that type 2 diabetes affects the heart’s
myocardial metabolic phenotype even after accounting for the obesity that frequently
accompanies diabetes. Diabetes resulted in the heart utilizing, oxidizing, and esterifying
more FAs than in obese controls. However, despite the increase in oxidation rates, the
diabetic heart oxidized proportionately less extracted FA than the obese heart. Diabetes also
resulted in the heart relaxing less well than in obesity alone. Our study’s results also show
that men’s and women’s hearts do not appear to respond to diabetes in exactly the same
way. Sex relates to myocardial blood flow, MVO2, FA utilization, FA esterification, percent
FA oxidation, and relaxation. Furthermore, female sex independently predicts higher
myocardial blood flow, MVO2, and FA utilization. Diabetes and sex interact in the
prediction of plasma free FA levels and LV relaxation. This interaction also independently
predicted LV relaxation in multivariate analysis, such that women with diabetes had much
worse relaxation than their nondiabetic counterparts than the men with diabetes had
compared with their counterparts.

Even though traditionally abnormalities in glucose metabolism were thought to be the
primary metabolic derangement in diabetes, abnormalities in myocardial FA metabolism
contribute to the development of cardiac dysfunction and heart failure in animal models of
type 2 diabetes (7–9). The results from the current study builds upon the findings of a
previous study, which showed that men with type 2 diabetes have increased FA uptake and
oxidation (12) by demonstrating that FA metabolism is increased to even a greater extent in
diabetic women. Our finding that diabetes, independent of obesity, increases fatty acid
esterification rate and decreases the percent fatty acid oxidation is consistent with
preliminary findings of a study with a less well-defined cohort of diabetic patients (23). This
suggests that the excessive amount of lipid deposits found in the myocardium of diabetic
humans (24, 25) is due in part to excessively high esterification rates. Thus, it appears that
although the myocardium’s capacity to oxidize fatty acids is up-regulated, it cannot ‘keep
up’ with the excessive rate of FA utilization, which is similar to results from studies in
animal models of diabetes mellitus that showed accumulation of FAs in the heart and their
detrimental consequences (8,9).

In addition, our study is the first to demonstrate that female sex independently predicts
higher myocardial FA utilization, esterification, and lower percent FA oxidation in humans,
even after including diabetes in the multivariate modeling. These findings add to those of
myocardial metabolism studies in non-diabetic humans that showed women have higher FA
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metabolism rates (13,14). The interaction between sex and diabetes in predicting plasma FA
level highlights the complicated nature of their combined effects and influences myocardial
FA metabolism because substrate availability is a primary driver of substrate metabolism.
The higher plasma free FA levels in the women compared with men is likely partly
attributable to a higher %fat mass as opposed to intrinsically higher lipolytic rates per the
same amount of fat mass in women (26, 27). However, even after accounting for differences
in %fat mass, female sex was still an independent predictor of the level of FA metabolism.
Consequently, other mechanisms must also be contributing to the observed sex-reated
differences in myocardial FA metabolism. There are several lines of evidence to support the
role of estrogen in modulating myocardial FA metabolism and function. In both liver and
skeletal muscle, estrogen decreases glucose oxidation and increases FA oxidation (28, 29).
In healthy postmenopausal women, chronic estrogen replacement therapy increases
myocardial FA uptake and oxidation, (and progesterone attenuates this effect) thus
providing evidence for a similar estrogen effect in the heart (30). Whether these sex- and
diabetes-related alterations in myocardial FA metabolism contribute to increased heart
failure and worse outcome in humans requires a future longitudinal study.

Results from animal studies demonstrate diabetes increased MVO2, and this study’s finding
that FA oxidation was increased suggest that MVO2 should be increased (7, 31, 32).
However, diabetes mellitus did not have an independent effect on overall MVO2, which was
somewhat surprising. Part of the explanation for a lack of a significant effect of diabetes on
MVO2 may be that the effect of diabetes is drowned out by the major effect of sex on MVO2
(13, 33). In addition, obesity has a significant effect on MVO2 (especially in women) (14),
which may make any additional signal from diabetes difficult to detect. Lastly, the oxidation
of other possible substrates (e.g., lactate) may contribute to the lack of effect on overall
MVO2.

Our finding that fasting myocardial glucose utilization was no different between subjects
with and those without type 2 diabetes may seem unexpected since diabetes makes the body
insulin resistant. However, whether type 2 diabetes makes the human heart insulin resistant
is controversial with some studies demonstrating insulin resistance (34) and others not (35).
There is agreement though, that myocardial glucose utilization is very low in the fasting
state in general. This makes it technically more difficult to determine a clinically significant
difference in myocardial glucose utilization between type 2 diabetic patients and controls.
Thus, many studies have employed hyperinsulinemic-euglycemic clamp to evaluate
myocardium’s glucose utilization (10, 34). However, it is also important to demonstrate that
type 2 diabetes does not appear to have a major effect on resting myocardial glucose
metabolism in a normal, everyday, physiologic condition, such as after an overnight fast.
Our study’s finding that type 2 diabetes had a lower myocardial glucose utilization per
plasma insulin does suggest that there is some degree of myocardial insulin resistance in
type 2 diabetes, which is compatible with the findings of Cook et al., and others (10, 34).

While it was not surprising that diabetes had a detrimental effect on relaxation (36, 37), our
data showing that sex and diabetes interact on the prediction of cardiac relaxation is a novel
finding. Although we did not study the change from obesity to diabetes, it is interesting to
speculate that since the obese men have worse insulin resistance and higher insulin levels
(than the obese women) that this may negatively impact their LV relaxation more (than the
women), so that the decrease in relaxation from obesity to diabetes is not as dramatic in men
as it is in women. This builds upon the findings from an epidemiologic study that showed
that sex modulates the effects of insulin resistance on cardiac structure (38). There are also
studies showing that diastolic function changes with many other conditions (e.g., aging) are
modulated by sex (39, 40). The possible mechanisms for the effects of sex (and diabetes) on
diastolic function have recently been reviewed (40). It is tempting to speculate that some of
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the known sex-related differences in diabetic cardiovascular disease may perhaps be related
to sex-related metabolic and lusitropic changes rather than simply due to other sex-related
differences in co-morbidity prevalence and diagnostic approaches.

Study limitations
This was a cross-sectional cohort study. A longitudinal study of the transition between
obesity to type 2 diabetes was not done, so conclusions regarding the effects of a transition
between the two cannot be made. In addition, although the diabetic and obese groups were
similar, there were some differences, e.g., the former were older. Thus, we adjusted for age
in all multivariate analyses. Most diabetic subjects also received antihypertensive and statin
therapy per clinically applicable guidelines, to make their blood pressures and lipid levels
more comparable to those of the controls. However, since all samples were processed
identically then at a minimum the relative differences among the groups we studied should
be correct. The PET approach for quantifying myocardial FA metabolism does not account
for the contribution of FA metabolism from exogenous or endogenous triglycerides. This
study did not designed to address the effects of all possible hormones, adipokines, and
substrates on myocardial metabolism although it would be interesting to build upon the
current research’s findings by investigating these molecules’ effects in future studies. In
addition, although plasma was rapidly separated by centrifugation and stored at −80 deg C
until analysis for free FA levels, no additional measures (e.g., use of the neurotoxin
paraoxon) were taken to prevent in vitro lipolysis. Thus, the fact that free FA levels were
relatively high in the present study, especially in the diabetic women, may be partially
artifactual. However, since all samples were processed identically then at a minimum the
relative differences among the groups studied should be correct. Lastly, this study was not
designed to address (and so can not make conclusions on) the effects of obesity, T2DM, and
sex on myocardial metabolism and function during multiple feeding states (e.g., immediate
postprandial) - in addition to 12 hours postprandial - since patients with T2DM may have
differences in gastric emptying and absorption.

Clinical Implications
Our study demonstrates that diabetes, sex, and their interaction affect myocardial
metabolism and diastolic function, are such that women with diabetes often manifest the
worst cardiometabolic profile and that diabetes has a disproportionately greater detrimental
effect on diastolic function in women. The greater impact of diabetes on LV metabolism and
diastolic function in women may help to explain the increased relative risk of heart failure in
diabetic women compared with men (4). Our results also suggest that sex may modulate the
response to any therapeutic strategies aimed at metabolic modulation as a means of
improving function. The relevance of our study’s findings assumes an increased significance
in the face of the alarming growth of diabetes and heart failure in the US and worldwide.
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Figure 1.
Effects of sex and diabetes (DM) on left ventricular relaxation. aP<0.005 for the subgroup
comparison between obese men and women. bP=0.03 for the interaction between sex and
diabetes status even after adding left ventricular mass index, mean arterial pressure, and
rate-pressure product to a multivariate model.

Peterson et al. Page 11

Obesity (Silver Spring). Author manuscript; available in PMC 2012 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Effects of sex on myocardial blood flow and oxygen consumption (MVO2). No effect of
diabetes (DM). After adjustment for age, aP=0.005; bP<0.0001. Subgroup analysis: cP<0.05
for diabetic men vs. women, dP<0.001 for obese men vs. women.
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Figure 3.
Figure 3A. Effects of sex and diabetes on plasma fatty acid (FA) levels and myocardial FA
utilization. No interaction sex & diabetes (DM) on FA utilization. After adjustment for
age, aP=0.02 and bP=0.03, cP=0.33, dP=0.008. Subgroup analyses: eP=0.03 and fP<0.06 for
diabetic men vs. women, P not significant for obese men vs. women.
Figure 3B. Effects of sex and diabetes (DM) on myocardial fatty acid (FA) oxidation,
esterification, and %oxidation. After adjustment for age, aP=NS, bP=0.0060, cP=0.03.
Subgroup analyses not significantly different for FA oxidation; for FA
esterification, dP<0.06 for diabetic men vs. women, not significant for obese men vs.
women; for %FA oxidation, no significant differences in subgroup analyses.
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Table 2

Medications of the Type 2 Diabetic Patients

Women (total N=33) Men (total N=16) P value

Metformin N (%) 31 (94%) 15 (94%) NS

Any sulfonylurea 7 (21%) 7 (44%) NS

Acarbose 1 (3%) 1 (6%) NS

ACE-inhibitor or ARB 19 (58%) 8 (50%) NS

Antihypertensive Rx (other than ACE-inhibitor or ARB) 13 (39%) 3 (19%) NS

Any antihypertensive Rx 24 (73%) 8 (50%) NS

Statin 27 (82%) 7 (44%) 0.007

Any lipid lowering Rx 27 (82%) 8(50%) 0.02

NS = Not significant; ACE = angiotensin converting enzyme; ARB = Angiotensin receptor blocker; Rx = drug
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